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The Official Joint Commission Environment of Care News( Source

JCAHO( SIG-FAQ’s

	Topic
	Question
	Answer
	Resource
	Comments



	American Institute of Architects (AIA) Guidelines
	If the design of a building project began prior to March 2001, will the Joint Commission required the building to be designed and built according to the 2001 AIA Guidelines during the next survey?  The anticipated opening of the building is August 2003.
	No.  The edition of the Guidelines for Design and Construction of Hospitals and Health Care Facilities  (published by the American Institute of Architects [AIA] and the Facilities Guidelines Institute,) to be followed is that required by the state.  In lieu of any sate requirements, it would be the edition of the Guidelines referenced in the EC standards during the design approval process.  Any design plans approved (typically by the state) after that date should be in compliance with the AIA Guidelines referenced by the Joint Commission.
	EOC( News

Vol. 4

Issue 6 Nov/Dec    2001
	

	Assessing and Measuring
	Can the EC management plans provide the framework to deal with the mechanisms to assess, measure, and correct EC problems?
	Yes, definitely.  This is the heart of, and basic structure for the interrelationship of the EC standards.
	EOC( News

Vol. 2

Issue 2

Mar/Apr, 1999
	

	Astragals
	Please advise on the issue of astragal use for 90-minute-rated fire doors.  One source tells us not to use astragals and another is saying astragals must be used to comply with NFPA 80.  
	An astragal is the strip of metal on a door that closes the gap between pairs of fire doors.  Both of your sources are mistaken.  NFPA 80, sections 1-8, is written for items like hinges and latches—moving parts, or things that moving parts attach to.

NFPA 80, sections 2-9, is written for fire doors of more than 9-minute rating and requires astragals for 2-, 3-, or 4-hour doors.

So must a 90-minute-rated door have an astragal?  No, not if the gap between the doors is 1/8 inch or less.  If the gap exceeds this measurement, you may choose to use an astragal to reduce the maintenance burden of ensuring that the door is sealed.
	EOC( News

Vol. 3

Issue 5 Sept/Oct.      2000
	

	Battery Back-Up System:  Lighting
	Is testing required for battery back-up lighting that is installed but not required by code in an acute care hospital or in an off-site business occupancy?
	If lights are not required egress lighting, then test and maintain as appropriate for the technology and its intended use.  This is true for any setting, including acute care or business.
	EOC( News

Vol. 3

Issue 3 May/June,     2000
	

	Board Report
	How often should we report to the board and what should the report include?
	The intent of EC.3.2 states, “Safety issues are communicated to the governing body. . .”  No content or frequency is specified; however, the same intent also sates, Safety issues are analyzed in a timely manner.”  It is up to the organization to decide how often to report to the board, but the frequency must allow issues to be handled on a timely basis.

The organization is also responsible for determining the report’s content.  The board should receive the information it needs to remain aware of significant environment of care issues and provide administrative and budgetary support as necessary.  One approach is simply to ask the board what information it needs and how frequently it should be provided.

The minimum communication that the Joint Commission surveyor likely would expect is that the board receive the annual evaluation of the seven environment of care management plans.
	EOC( News

Vol. 1

Issue 2

Mar/Apr, 1998
	

	Building Maintenance Program (BMP): Measuring Compliance
	How do you measure penetration compliance (95%) in terms of the SOC(s building maintenance program?
	Compliance is based on an intuitive, proactive program with emphasis on all program elements, not specific items (this is, the surveyor would get a sense of overall compliance through discussion of practices and observations rather than specifically counting penetrations).  Otherwise, there is no best practice for measuring compliance for penetration.
	EOC( News

Vol. 4

Issue 6 Nov/Dec    2001
	

	Call (Patient) System locations
	Does the Joint Commission require an emergency patient call system in a laboratory washroom or a blood drawing area?
	No, not specifically.  The AIA guidelines, which the Joint Commission references, require a nurse call system if patients are “subject to incapacitation.”

Organizations should perform risk assessment on and document the need for nurse calls in situations like this.  Factors such as patient population, treatments being rendered, and observability of the bathroom may influence decision making.
	EOC( News

Vol. 3

Issue 1 Jan/Feb,   2000
	

	Call (Patient) Systems in Outpatient Clinics
	We are wondering whether to require an emergency call system in the restrooms at out outpatient clinics. 
	The Joint Commission has no specific requirements for equipping typical outpatient clinic restrooms with emergency call systems.  If the restroom served a dual purpose and was also used by patients undergoing some special procedures or treatments where they might have to summon help, then some sort of call mechanism should be made available or installed.  This is what the Joint Commission would call a risk-assessment issue.
	EOC( News

Vol. 4

Issue 1 Jan/Feb.      2001
	

	CD Players in the OR
	Are there any standards that prohibit bringing personal electronic devices such as CD players into the operating room (OR)?  The devices are out of patient reach and are double-insulated.
	The Joint Commission has no specific standard that addresses this issue.  The 1999 edition of NFPA 99, Health Care Facilities, provides some guidance on these types of appliances in two sections.  “Household or office application not normally equipped with grounding conductors in their power cords shall be permitted (in Patient Care Areas) provided they are not located within the patient care vicinity.” (Chapter 7, Section 7-5..2.1 of NA 99.)  “Double-insulated appliances in the patient care vicinity shall be permitted to have two conductor cords” (Chapter 7, exception to Section 7-d.1.2.2 of NFPA 99)

However, considering the special risks inherent in an OR environment the hospital may want to purchase and install its own CD players (outside the operatory itself—in a substerile area, for example) to better control possible safety, electrical, and contamination risks.
	EOC( News

Vol. 4

Issue 4 July/Aug    2001
	

	Competency of Contract Service Providers
	As a distributor of medical equipment and supplies and also as a service provider, we are receiving requests from hospitals for information on our engineers, up to and including copies of their personnel files.  Is Joint Commission requiring hospitals to provide information and credentials on non-hospital personnel?
	Joint Commission standards required that competency of equipment users and maintainers be assessed, regardless of whether these people are directly or indirectly employed by the organization.

It is up to the organization being accredited to determine exactly how this will be done.  A summary of contract employees’ pertinent technical credentials, training, qualifications, and so on would be reasonable information to provide to your clients.  A sample of your assessment tool would also be helpful in describing your ongoing process to maintain competency.  However, information from employees’ personnel files (which may be confidential) would not be necessary.
	EOC( News

Vol. 3

Issue 1 Jan/Feb,   2000
	

	Consultants
	We have been told by other sources that the Joint Commission wants behavioral health care organizations to use one or two consultant every three years.  Where is the documentation on this and what is your stance?
	There are absolutely no Joint Commission requirements that mandate facilities to use one or two consultants every three years for behavioral health care or any other accredited program.
	EOC( News

Vol. 2

Issue 2

Mar/Apr, 1999
	

	Corridors
	Our hospital has corridors wider than 4 feet but less than 8 feet.  Do they have to be kept clear?
	Yes.  Part of the answer depends on understanding the 1997 NFPA 101 Life Safety Code( requirements* for existing vs. new construction.  Existing construction may have corridors that are only 4 feet wide.  However, it an existing facility has corridors that are wider than 4 feet, those corridors must be kept clear, up to 8 feet.  In other words, if your facility is existing construction, and you have corridors and are 5 feet wide—or a 6 feet, or 7 feet, or 8 feet—you must keep those clear.  If you actually have corridors that are 9 feet wide, you only have to keep 8 feet of that clear.  

The scenario changes slightly for new construction:  New construction is required to have 8-foot wide corridors from the outset.  Needless to say, all 8 feet must be kept clear.  But again, if the corridors in new construction have been building at a 9-foot width (or 10, 11, 12, etc.), only 8 feet need to be clear.

However, for typical health care occupancies, it is not always feasible or practical to meet these requirements because of the services being provided.  Therefore, the Joint Commission does allow “carts in attendance and in use” to be located in or along egress corridors, as long as they are off to either side of the corridor and not parked in the center.  The organization’s fire plan and training program should address the relocation of these items, as appropriate, during a fire scenario.  In no case should placement of carts obstruct exit doors, smoke doors, fire pull stations, fire extinguisher cabinets, or medical gas zone valves.

“Carts in attendance and in use” are movable, wheeled carts that are being utilized by staff during performance of duties or tasks.  Such carts would include those used for transporting linens, medications, meals, housekeeping materials, cleaning materials, maintenance tools and equipment, and so forth.  Also note that isolation carts outside an isolation room are considered to be constantly “in use” as long as the isolation patient requires that cart.  An isolation cart cannot be stored outside a room where a patient does not need that cart.

*The 1997 101 Life Safety Code(, Section 5-1.9.1 states that “Means of egress shall be continuously maintained free of all obstruction or impediments to full instant use in case of fire or other emergency,” although Section 13-2.3.3 states, “Any required aisle, corridor, or ramp shall be not less than 48 inches in clear width where serving as means of egress from patient sleeping rooms.  The aisle, corridor, or ramp shall be arranged to avoid any obstructions to the convenient removal of nonambulatory persons carried on stretchers or on mattresses serving as stretchers.  Exception No. 1: Aisles, corridors and ramps in adjunct areas not intended for the housing, treatment, or use of inpatients shall be a minimum of 44 inches in clear and unobstructed width.”
	EOC( News

Vol. 1

Issue 2

Mar/Apr, 1998
	

	Corridors:

Clearing Up Corridor Clutter Questions
	I read your Q & A regarding corridors in the March/April 1998 EC News.  I have two questions

1. Can crash carts be considered to be constantly in use?  Our nursing staff feels that they need to have them in the corridors for safety reasons.

2. To keep the corridors clear, I have told nursing to place wheeled carts (for medication, linen, and so on) in alcoves.  We simply don’t have any other room and I felt this was the only workable solution.  Is this all right? 
	1. If there are no central location in which to place crash carts, such an alcove or a nurses’ station, then the crash cart may be located full time in a corridor.  This is similar to permitting an isolation room cart to remain in a corridor when there is a patient in the room.

2. Small alcoves may be acceptable, however, combustible materials larger than 50 square feet must be stored in a hazard location, separated from the corridor, and protected by one-hour construction or sprinkled and smoke-tight construction.  High-use items (wheelchairs, medication carts, stretchers, and so on) may be stored in alcoves.  Safety, security, infection control, and hazardous materials storage are all issue to consider in using these alcoves. 
	EOC( News

Vol. 2

Issue 6 Nov/Dec,   1999
	

	Contractor Competence
	What are the requirements for ensuring competency of contractors who provide preventive maintenance services?
	For full time contracted employees, the organization should maintain a written job description for the work to be performed, and a completed competence assessment, evaluation, or appraisal tool for each individual.  Contracted personnel who are not on site full time need only have written confirmation from the prime contractor that each is competent to perform the task.

The tool used to the measure of competency is open to the activity.  The goal is to ensure that only properly trained, credentialed, and functionally competency people are working under contract.
	EOC( News

Vol. 1

Issue 2

Mar/Apr, 1998
	

	Crash Carts
	Recently, a consultant told us that crash carts with defibrillators were required to be plugged in to emergency power outlets.  In this a Joint Commission requirements?
	This issue is not specifically addressed in Joint Commission standards, but should be viewed as a risk assessment issue.  You might want to train staff to plug crash carts with defibrillators in to emergency power outlets after a power outage to ensure tat the defibrillators are charging.  Most organizations keep their carts plugged in to the emergency outlets as a common and accepted practice.
	EOC( News

Vol. 3

Issue 1 Jan/Feb,   2000
	

	Decontamination Facilities
	What decontamination facilities are required at a hospital?
	There is no definitive answer to this question.  The requirement for a hazardous materials and waste management plan states that there must be “emergency procedures (that) describe the specific precautions, procedures, and protective equipment used during hazardous material and waste spills or exposures”. . .(Standards) requires that the emergency preparedness management plan address “facilities for radioactive or chemical isolation and decontamination.”

Emergency planning must consider the types of hazardous materials incidents likely to occur in the community.  The organization should evaluate local industry to determine what risks might be present.  Proximity to major transportation routes should also be considered.  To evaluate all available resources, include in the planning process community agencies such as other health care organizations and the fire department.  It is not expected that every hospital would be prepared to handle a major hazardous materials incident where decontamination is required, but all should know how to proceed if such an incident did occur and where patients would be directed in the community.  Remember, though that in spite of good community-wide planning, it is still possible for random patients in need of decontamination to present themselves at any facility.  This must be addressed in the planning.
	EOC( News

Vol. 1

Issue 2

Mar/Apr, 1998
	

	Defibrillator Testing
	Does the Joint Commission require that defibrillators be tested (operated and discharged) at the beginning of each nursing shift?  If there is such a requirement, does it call for the defibrillators to be tested—both plugged in and unplugged—for battery-operated units?
	Q. (cont.) a related question:  A particular defibrillator manufacturer has recommended that its unit should be tested often.  The issue went to out safety committee.  The committee considered the manufacturer’s recommendation, along with the frequency of use, the past failure record of the equipment, the equipment’s location, and backup equipment, and chose not to test the equipment as often as recommended by the manufacturer. Does the safety committee’s action take precedence over the manufacturer’s recommendation when it comes to the survey process?

A: The Joint Commission does not require that defibrillators—battery-operated units or otherwise—be tested at the beginning of each nursing shift.

In regard to your safety committee’s decision, the Joint Commission usually accepts safety committee recommendations/considerations when they are part of risk assessment process such as the one that you have described.  Therefore, you may deviate from manufacturers” recommendations if your assessment validates the modification.
	EOC( News

Vol. 4

Issue 4 May/June    2001
	

	Dialysis Water Testing
	We have four portable dialysis units that we use throughout the hospital.  Our dialysis staff does hardness and chlorine testing every day and cultures every month on all four machines.  
	Q. (cont.)  Since we are doing this daily and we are doing monthly testing on all four, we think that only one machine would need to have product water testing.  If one fails, all would fail, is one passes, all would pass. Do we need to do product water testing for each of the four portable dialysis units, or can we just do one product water test?

A: Upon review of your scenario, it appears that one product water test would suffice for all four portable dialysis units, as long as the same product water source is used for each unit.
	EOC( News

Vol. 4

Issue 5 Sept/Oct    2001
	

	Disaster Drills
	If a health care organization has no part in the community-wide disaster plan, does the organization still have to have one drill per year with an influx of patients from the outside?  Can the “influx of patients” be from patients or visitors who are injured by an event occurring inside the medical center?
	Any accredited organization that provides emergency services or is designated as a disaster receiving station needs to conduct at least one external drill per year that includes an influx from outside the organization of volunteer or simulated patients.  If you have a drill scenario whereby only patients and visitors within the hospital are injured during some sort of disaster, then that would be considered an internal disaster drill.

Enough “victims” should be used for the mass-casualty exercise to adequately test the system, with the number of victims necessary to test the organization’s resources and reactions under stress.  A real incident may be used if it activates the plan; modifies the normal use of services, equipment, staff, and normal patient management procedures; and fits the timing requirements outlined in the standards.
	EOC( News

Vol. 2

Issue 2

Mar/Apr, 1999

JCAHO

SIG-FAQ

February 9, 2001
	

	Disaster Plan Implementation
	Must both semiannual implementations of the disaster plan address external and internal disasters?
	Each organization is expected to exercise its emergency preparedness plan at least twice per year.  All organizations that offer emergency services or are designated as disaster receiving stations must have at least one drill per year involving an influx of patients (actual or simulated) that exercises the external disaster plan.  The second annual drill can exercise either the internal or external disaster plan.

However, a good balance between exercising the internal and external disaster plan should be achieved.  Organizations that repeatedly drill the external plan will certainly be well prepared to the types of incidents that involve a large influx of patients, but it is unclear how well the same organizations would fare if a situation arose that required the internal plan to be implemented.  By rotating the drill to include both internal and external disaster situations, staff knowledge and response can remain at a higher level.

Organizations that do not offer emergency services and are not designated as disaster receiving stations are not required to develop an external disaster plan to address an influx of patients.  However, these organizations must have other fully developed disaster plans, which must be exercised twice per year.
	EOC( News

Vol. 1

Issue 5

Sept/Oct,  1998
	

	Documentation
	Is an organization required to keep a paper copy of records, inventory, and policies and procedures?
	No.  The Joint Commission recognizes that computers are being used in increasingly sophisticated ways to manage health care information.  Some systems can currently handle all data electronically.  This is acceptable as long as there is a system back-up process that will ensure survival of critical operational and historical information.

If such a system is use, the surveyor may request a demonstration of the system and a sample of information to evaluate the effectiveness of the process over the preceding year.
	EOC( News

Vol. 1

Issue 5

Sept/Oct,  1998
	

	EC Management Plans in Several Settings
	If a health care organization has several types of care (for example, hospital, long term care, and behavioral health care) does each EC management plan have to specifically address each of these areas?
	Yes.  Either one plan covers all areas, or a unique plan must be written for specific areas.  Either approach is acceptable.  There will be specific and unique issues that must be addressed regardless of method.  Remoteness will complicate attempts to write a common plan.  Separate facilities might be better served with independent plans.
	EOC( News

Vol. 2

Issue 2

Mar/Apr, 1999
	

	EC Management Plans:  No Eighth Management Plan
	Some facilities feel that they need a management plan for “other environmental considerations”—in essence, an eighth management plan.
	Q. (cont.) Is this required by the Joint Commission, or can these standards be addressed through other activities such as meeting minutes. 

A:  EC.3 does not require an “eighth management plan,” in that sense of the word.  For EC.3, think in terms of “design” rather than “plan”; this comes closer to the intent.  EC. 4.1 does require that the safety officer collect data from the seven other areas, plus EC.3 piece, but that is all.
	EOC( News

Vol. 4

Issue 5 July/Aug    2001
	

	EC Management Plans:  No Eighth Management Plan
	Does the Joint Commission look at the “Other Environmental Considerations” section of the EC standards as a new management plan?
	No.  The Joint Commission does not require a management plan for the “Other Environmental Considerations” standards.
	EOC( News

Vol. 4

Issue 6 Nov/Dec    2001
	

	Egress (Means of)
	What are acceptable means of egress?
	Stairs are the primary means of egress (path of escape) from multi-story buildings.  Stairs that extend beyond (go past) the level of discharge (ground floor) must be interrupted (stopped) at the level of discharge by partitions, doors, or other effective means, such as gates. (NFPA 101 5-7.3).

If you think about lemmings, you’ll understand the reason for the required interruption.  Lemmings are the little rodents that blindly follow each other in a rush, sometimes over a cliff.  People in a fire situation or panic tend to do the same thing.  The intent of 5-7.3 is to keep the crowd from spinning down the stairs, past the exit, and ending up in the basement or another unsafe location.

The exception to this is stairs that continue one-half story beyond the level of discharge.  They do not need the interruption if the exit discharge is obvious.
	EOC( News

Vol. 1

Issue 6 Nov/Dec,   1998
	

	Egress (Means of)
	Our facility has stairs that exit directly onto a small concrete stoop and then across a small, grassy courtyard to the public thoroughfare.  It is clear which direction to go to reach the public way, and the courtyard does not slope away from the building very much.  
	Q. (Cont.) We also keep the stoop clear for ice and snow.  Is this acceptable as part of the means of egress?

A: Yes, however, the courtyard must have certain features.  It must be open (not requiring reentry into the building); arranged in such a way that it is clear where the public way is; and free of slipping, falling, or other obstacles for those leaving the building.  The path of travel must also be free from the accumulation of snow and ice.  Thus, a grassy area in northern climates may not be practical, but one in the South or West may be.  Additionally, the public thoroughfare must be adequate to accommodate the expected number of occupants. (See Life Safety Code( 101-1997, Section 5-2.3.5 and Section 5-7.1)
	EOC( News

Vol. 3

Issue 4 July/Aug,     2000
	

	Electrical Extension Cords in Operating Rooms
	Can electrical extension cords be used in operating rooms?
	On a temporary basis, adapters and extension cords may be used, provided they are constructed correctly and maintained properly.  See NFPA 99 (1999), “Standard for Healthcare Facilities,” Section 7-5.1.2.6 and Section 7-6.2.1.5.  Extension cords should not be used as a replacement for an adequate number of receptacles.
	EOC( News

Vol. 3

Issue 4 July/Aug,     2000
	

	Electrical Fans in Patient Care Areas
	Is there a Joint Commission standard that prohibits the use of electric fans in a medical facility in patient care areas and/or other areas?
	No.  The Joint Commission does not have a standard that prohibits the use of electric fans in patient care areas.  However, use of the fan should not result in 1. increased nosocomial infection rate, or 

2. electrical or mechanical hazards to patients, staff, or visitors.
	EOC( News

Vol. 4

Issue 1 Jan/Feb.      2001
	

	Electrical Outlets On Emergency Power: Labeling Requirements
	What are the labeling requirements for electrical outlets on emergency power?  Every electrical outlet in our facility is connected to emergency backup power.  Under these circumstances, does every electrical outlet cover need to be replaced with a color coded one?
	Receptacles supplied by the emergency system should have a distinctive color or marking.  At this point, there is no reason to change receptacle cover plates.  Each outlet equal, in that there is no alternative choice between an outlet connected to emergency power and one that is not.  Therefore, stating this fact in your management plan is acceptable, as long as there is appropriate staff training.  Consider NFPA(  99 (1999 edition) 3-4.2.2.4 for guidance
	EOC( News

Vol. 3

Issue 2 Mar/Apr,    2000
	

	Electrical Safety:  Nonclinical Equipment
	It’s my understanding that items such as microwaves, staff refrigerators, and other nonclinical items need to be checked only upon original installation.  
	Q. (Cont.) In the past our biomedical engineering department used to check them annually, but I believe that requirement has been relaxed to just incoming inspection.  Is my understanding correct?

A: While it’s probably a good idea to perform the annual checks you’ve described, Joint Commission standards do not require them.  This type of equipment is addressed by EC1.1.a.  It’s up to the organization to determine how to check and maintain the pieces of equipment you have listed.
	EOC( News

Vol. 4

Issue 3 Mar/Apr,    2001
	

	Electronic Signatures
	We are using the Power Statement of Conditions( (SOC().  Is an electronic signature acceptable in lieu of a handwritten signature for the SOC( Part 4: Plan for Improvement (PFI) sheets?
	No, not at this time.  At the time of survey, an organization should bring hard copies of all Part 4: PFI sheets and present them to the surveyor(s) for signature.  Signed photocopies should be given to the surveyor(s), who will in turn forward them to Joint Commission central office archives.  The organization should retain original signed copies to be presented during subsequent surveys.
	EOC( News

Vol. 4

Issue 3 Mar/Apr,    2001
	

	Emergency Exit Lights
	Some of our older exit lights do not have battery backup.  They are wired to out life safety panels, which are all connected to our emergency generators.  Is this system acceptable?
	The situation as described meets the minimum requirement of code.  There is no requirement for emergency exit lights that are connected to your emergency generator to also have battery backup.  Some organizations have these batteries to provide temporary building light during generator start-up.
	EOC( News

Vol. 4

Issue 4 May/June    2001
	

	Emergency Preparedness
	What kinds of situations should be included in an organization’s emergency preparedness plans?
	All organizations must have an emergency preparedness program (emergency management program) so that patient care can be continued effectively in the event of a disaster.  Health care organizations that offer emergency services or are designated as disaster receiving stations must have an emergency preparedness program (emergency management program) that addresses both external and internal disasters.

The emergency preparedness plan should be general and allow specific responses to the types of disasters likely to be encountered by the organization.  The Joint Commission discourages the development of separate plans for each contingency because these would be impractical to use and difficult to keep updated.

Disasters that might be considered in an organization’s emergency preparedness plan (emergency management plan) include, but are not limited to, events such as:  *Severe weather (tornado, hurricane, severe wind, snow, flooding, severe drought, field or forest fire), *other geophysical events (earthquake or volcanic eruption), *fire, *building structural damage, *utility failure or degradation, *chemical, biologic, or radiologic contamination, *hazardous material incidents (both internal and external to the facility), *mass food poisoning, *water contamination or failure, *transportation accident (plane, motor vehicle, train, boat or ship), *civil disturbance (picketing, protest march, rioting, looting), *mass casualty incident at a public gathering (sporting event, concert, business or political convention), *strike or labor action, *nuclear radiation incident, *security incident (kidnapping, hostage taking, bomb threat).
	EOC( News

Vol. 1

Issue 4

July/Aug, 1998
	

	Emergency Preparedness Drills in Business Occupancies
	In a satellite facility of a hospital, with a business occupancy rating, what kinds of emergency preparedness drills will comply with the standards.
	Currently we required two EP drills per year (just like your acute facility).  If your satellite facility is not equipped to receive trauma patients, you would not be required to perform an external disaster that simulates an influx of patients.  Your two drills should then in internal drills, that simulate the loss of utility, bomb threat, civil disturbance, and so on.  We would expect you to perform the same steps in your satellite facility as in your main facility (preplanning, drilling, debriefing); however, the degree to which you conduct the drill should be commensurate with the size of you operation. 

You may want to consider scenarios that put stress on your operations.  For example, if the city water main breaks outside the clinic, consider how much water you would need (both potable and non-potable) to keep the clinic operational.  Could you draw on reserves from the main facility?  Under what conditions would you “throw in the towel” and send patients home?  How would you reschedule?

You will make your administration (and patients) happier if you plan for situations that maintain the clinic as a resource that contributes to your overall viability even during disasters.
	EOC( News

Vol. 1

Issue 6 Nov/Dec,   1998
	

	Ergonomics
	What does the Joint Commission require regarding ergonomics?
	Joint Commission surveyors would typically look for compliance with your own policies and procedures addressing any ergonomics issues.  The joint Commission also expects that your policies and procedures meet any government regulations, including anything that OSHA might require.  The Joint Commission does not have an ergonomics best-practices guideline however, but would encourage you to seek the latest available information for common and accepted practices or best practices.
	EOC( News

Vol. 4

Issue 5 Sept/Oct    2001
	

	Exit Maps
	Are exit maps required to be posted in health care organizations?  If so, where and how many are needed?
	Neither Joint Commission standards nor the NFPA 101 Life Safety Code( require that exit maps be posted in hospitals or other health care occupancies.  However, there have been cases where the local or state fire marshals have required such maps.  If another authority have jurisdiction (AHJ) mandates the posting of such maps, then the Joint Commission would expect compliance with that AHJ.
	EOC( News

Vol. 2

Issue 1

Jan/Feb, 1999

JCAHO

SIG-FAQ

October 31, 2000
	

	Exit Signs
	Rumor about fire exit signs:  “All fire exit signs in a facility must be of the same color.  If they are not, the hospital will receive a type I recommendation.
	The facts:  A code review revealed that there are some jurisdictions that require exit signs to be green.  But if the local or state authority having jurisdiction (AHJ) does not require all signs to be one color, the Joint Commission would not give any type I recommendations for organizations that have some of the typical red exit or directional signs as well as some of the typical green exit or directional signs interspersed within their health car facilities.

NFPA 101 (1997 Edition) 5-10.1.6 requires a “distinctive” color for signs; but the word distinctive does not necessarily imply one color.  The appendix to NFPA 101 gives the history and logic for no specific color being listed.  Buildings will often have red or green signs scattered throughout, depending on when they are built or renovated.
	EOC( News

Vol. 3

Issue 5 Sept/Oct.      2000
	

	Facility Hazard Inspection
	Must inspections of environmental hazards and unsafe practices be made both in patient care and other areas including ambulatory and outpatient clinics?
	Yes.  All areas that the organization occupies are required to be inspected.  Of primary concern are all direct patient care and treatment areas;  however, support buildings and other areas should be inspected as well.  All direct patient care and treatment areas need to be inspected every six months;  however, it is acceptable to inspect other areas on an annual basis.

The purpose of the required inspections is to identify environmental hazards and unsafe practices.  Inspections should be most concerned about those that could result in accidents or injuries to patients, staff, or visitors.  The intent of the standard is to develop a self-survey process through which environmental hazards and unsafe practices will be identified and reduced to an acceptable level or, where possible, eliminated altogether.
	EOC( News

Vol. 1

Issue 5

Sept/Oct,  1998
	

	Fire:  Alerting Patients to Fire
	Our facility shares a common fire alarm system with out host hospital.  During fire drills in our facility, the host hospital does not activate the fire alarm systems.  
	Q. (cont.) Instead, they send an overhead page saying that the drill is in progress, but audible and visual alarms do not activate.  Does this meet the intent of the NFPA Life Safety code(, Section 13-7.1.2, and relevant Joint Commission standards?

A:  No. Overhead announcement (or private mode) may be used at night only (see LSC( section 13-7.1.2)
	EOC( News

Vol. 4

Issue 1 Jan/Feb.      2001
	

	Fire Barriers
	What are fire barriers, where are they found, and how should they be used?
	Fire barriers are usually found in occupancy separations (for examples, between health care and business) or horizontal separations (for instance, when a suitable vertical means of exit is not available).  You may also find them between different years of construction.  You will always find similar and related fire-rated construction around vertical openings like stairs and elevators, hazard locations (without sprinklers), electrical vaults, and so on.  Fire barriers should be identified on the SOC( building layout.

Fire barriers are unique in that they run from outside wall to outside wall, and from the floor below to the roof or floor above.  To visualize this, picture the Titanic’s water tight bulkheads.  They were built to keep one flooded compartment from sinking the ship.  Unfortunately, they did not extend all the way to the roof or floor above, and the water was able to spill over the top to the next compartment.  The same thing could happen to fire barriers if they are not continuous.

Fire barriers can also suffer other defects, such as penetrations caused by phone line and computer cable installers.  Some maintenance departments have labeled their barriers above the drop-in ceiling with stencils that say something to the effect that “this is a fire wall, do not breach.”  Such labeling is not a requirement.

Penetrations should be noted on the SOC(, until sealed.  If it’s full of holes, the barrier is basically ineffective and must be sealed with fire-rated material on both sides to bring it back to being a fire-rated assembly.

Doors in fire barriers are always rated, with a minimum of ¾-hour fire resistance for 1-hour barriers or 1 ½-hour for 2-hour barriers.  These doors must be either kept closed or automatically close upon detection of smoke or fire.  They must positively latch and they must have 1/8 inch or less between pairs, and ¾-inch undercut or less.  Some surveyors use a penny on end to measure the ¾-inch under the door, and two pennies side-by-side to measure the 1/8 inch between.
	EOC( News

Vol. 1

Issue 6 Nov/Dec,   1998
	

	Fire Drills
	What types of buildings need to have fire drills?
	In all buildings in which patient care or treatment takes place must have fire drills at a rate of one per shift per quarter. . . In buildings classified as business occupancies, the requirement is one drill per shift per quarter for the shifts that the building is open.
	EOC( News

Vol. 1

Issue 1

Jan/Feb, 1998
	

	Fire Drills:  Attached Business Occupancy Fire Drills
	If a health care facility has attached but separated business occupancies, and if the employees who work in those separated areas participate in the hospital fire drills, is it necessary to conduct separate fire drills for the attached business occupancy components?
	Typically, if hospital staff members are working in a business occupancy that is separated by 2-hour construction or is freestanding, they should participate in at least one drill per shift per year.  If the business occupancy is not separated as previously described and is part of the hospital, those employees may participate in the hospital’s fire drills as defined by the organization’s fire plan.
	EOC( News

Vol. 4

Issue 5 Sept/Oct    2001
	

	Fire Drills:  Business Occupancies
	Are fire drills required in business occupancies?
	Yes. Fire drills are required to be performed by staff in business occupancies, such as outpatient clinics, at least once each quarter for each shift when the building is open.  This requirement is primarily for buildings in which patients are going to receive care, treatment, counseling, therapy, and so forth.

Staff are allowed to hold the fire drills just before or just after normal business hours.  Total building evacuation is not mandated; however, it is suggested that at least one staff member be required to go along the different paths of egress to ensure that the paths are free, unobstructed, and properly lighted, and to make sure there are no locked doors along the way, especially at the point of exit discharge.
	EOC( News

Vol. 1

Issue 3

May/June 1998
	

	Fire Drills:  Emergency Management Drill
	Can fire drills be utilized as emergency management drills if there is a full implementation, including the fire department?
	Even though a fire is a genuine emergency, the Joint Commission typically looks at fire drills/plans and emergency preparedness or emergency management drills/plans separately (see EC.2.9.1 and EC.2.9.2).

Although there may be many similarities between these types of drills, the Joint Commission does not want to see a “doubling up” of these drills (such as a fire drill covering both type of drill requirements at once).  If this is done, the opportunity to address situations other than fire emergencies is lost.

If an organization is being visited by the local fire department with some regularity, perhaps the fire department would be willing to participate in a drill scenario other than fire—for instance, a bomb threat or a hazmat response.
	EOC( News

Vol. 4

Issue 3 Mar/Apr,    2001
	

	Fire Drills: Multi-tenant Building 
	If an accredited organization owns a multi-tenant office building and occupies only a small portion, should the organization conduct drills only for its own employees?
	Q. (cont.) Or is there some expectation that the other tenants should participate (if they’re willing)? 

A:  No, the Joint Commission does not expect you to drill the other tenants.  Only conduct drills for the organization’s own employees, at least once per shift per year at these freestanding business occupancies.
	EOC( News

Vol. 4

Issue 5 Sept/Oct    2001
	

	Fire Drills:  Observation Rules in the 2001 Fire Drill Standard
	In the new EC.2.9.2 standard (formerly EC.2.10), I see no language about observing smoke compartments distant from the actual drill location.  Does this mean that I no longer need to complete and keep observation reports from even the adjacent, or above and below, smoke compartments?
	The 2001 fire drill standard EC.2.9.2 no longer mandates the previous observations rules found in the former EC.1.10.  The Joint Commission now allows organizations to develop their own fire plans regarding staff participation and observations.

The Joint Commission still requires at least one fire drill per shift per quarter.  Another significant change is that the Joint Commission will expect to see an annual evaluation of the effectiveness of staff fire response training.


	EOC( News

Vol. 4

Issue 3 Mar/Apr,    2001
	

	Fire Drill: Patient Concerns
	Do patients in hospitals have to be evacuated during a fire drill?
	No.  However, EC standards state the expectation that staff be knowledgeable about their responsibilities for building evacuation if required during a fire emergency.  Through training, this issue should be conveyed to staff so that they know when such steps might be required and who would have the authority to make such a call.  Typically, during a real fire emergency, any patients intimate with the fire would be immediately moved out of harm’s way.

For acute care settings, other patients in the smoke compartment of fire origin would either be defended in place or moved to another smoke compartment on the same floor.  If fire escalates, patients would then be moved to another floor or possibly out of the building.

Evacuating a hospital should be the last step in almost any emergency situation.  If this were to occur, staff should not only transport the patients but also transport any needed patient life support equipment, medications, patient charts or any other relevant information or materials.

For nonacute settings (residential, business) evacuation is the normal response during an actual fire emergency.
	EOC( News

Vol. 2

Issue 3 May/June   1999
	

	Fire Exit Hallways:  Clutter
	Fire exit hallways have to be 8 feet wide.  Is it acceptable if items are stored in the hallway (but on wheels so that they can be moved) if with these items in place the hallway does not have 8 feet clearance?  What are the requirements for hallway width within the OR suite?  A few of these hallways have been extremely cluttered with stretchers and shelves on wheels holding a variety of items, limiting the usable width to 4 or 5 feet.
	In existing health care, 4 feet is the minimum width of a patient access corridor.  In nonpatient adjunct areas (that is, areas not intended to house, treat, or be used by patients), that dimension can be reduced to 44 inches.  Both of these areas must be maintained clear of all impediments to free and instant use in an emergency.  Carts in use are not considered an impediment—they’re part of doing business in health care.  The carts should not be parked and left unattended for lengthy periods.  Two exceptions are crash carts if no better place exists and isolation room carts if no better place exists.

In new health care, the dimension for the patient access corridor is 8 feet.  Adjunct areas are the same at 44 inches.  Everything else is the same, also.

One of the requirements of the Life Safety Code( is that if you have provided an element of life safety, even it if is not required, you must maintain it or remove it.  Thus, if an existing corridor is up to 8 feet wide, it must be maintained.

Now, regarding your example:  Is the area around an OR patient access corridor, or is it an adjunct area?  This is probably the greatest area of confusion for this issue.  If a fire started in the OR, would you use the corridor to evacuate the patient?  Yes.  Are there typically a lot of patients present?  No.  Is there adequate staff to assist in evacuating patients?  Certainly—the OR has the highest ratio of staff to patients in the building?  Is there a very good reason to have the supplies you mention near at hand for emergency medical reasons?  Absolutely.

Whenever you have strong reasons for doing diametrically opposite actions, a risk assessment is required.  Have the risks been balanced?  This is a judgment call for all parties—you included.  It is a patient access corridor, but it may have parked carts and objects in it.

The bottom line is to not let patients be harmed from either risk.
	EOC( News

Vol. 3

Issue 6 Nov/Dec.      2000
	

	Fire Extinguisher Signs
	Is an organization required to have signs identifying the fire extinguishers that are not in the line of sight?  If so, where does this requirement exist?
	NFPA 10, Sections 1-6.3, 1-6.6, 1-6.12, and A-1-6.6 state the following:  “Acceptable means of identifying the fire extinguisher locations could include arrows, lights, signs, or coding of the wall or column.”  Note the words could include.
	EOC( News

Vol. 4

Issue 4 July/Aug    2001
	

	Fire Hoses in Fire Hose Cabinets
	A question has recently arisen regarding the placement of fire hoses in the fire hose cabinets located throughout a hospital.  A local fire department informed a hospital that it did not have to have the fire hoses.  Is it permissible to remove the hoses if the hospital staff will not be using these hoses and the local fire department will not use the hoses? 
	Removal of fire hoses is permissible if is it done with the knowledge and permission of the local fire department.  The Joint Commission suggests that you get something in writing from the fire department that shows its concurrence.  If the hoses remain, they need to be maintained.
	EOC( News

Vol. 3

Issue 2 Mar/Apr,    2000
	

	Fire-Stopping Materials
	Must fire-stopping materials in smoke barrier and corridor partition walls of an existing nonsprinkled multistory hospital (Type I construction) be fire rated?  We currently are putting in place a fire-stopping management program and have identified that many of the corridor and smoke barrier walls that require a half-hour rating (even though UL has no such rated assembly) contain fire-stopping materials of a nonrated gypsum plaster.
	Q. (cont.)  We have been unable to conclusively determine if fire-stopping material in this situation is required to be rated, so we have developed a plan to replace this material with a fire-rated material.  Because this will require a significant investment, we would like to get an official interpretation as to whether this is necessary.

A:  The following interpretation is offered for Joint Commission survey application only; please contact the applicable authorities having jurisdiction (AHJs) for the concurrence:

· Fire-rated walls of one hour or greater—Fire-rated penetration patching material and installation techniques required per NFPA and UL listing.

· Corridor and smoke barrier walls rated at 30 minutes or less—Penetrations may be sealed with material consistent with wall construction and common and accepted industry practice.

If your current installation of smoke barrier and corridor penetration patch meets the second item, there is no need to replace it.
	EOC( News

Vol. 4

Issue 4 May/June    2001
	

	Fire Watch Frequency
	Per Chapter 7 of the NFPA 101 Life Safety Code( (LSC(), we must evacuate our facilities or provide an approved fire watch any time a required fire alarm is out of service for more than 4 hours within a 24-hour period.
	Q. (cont.) Although many opinions and personal recommendations are available, the LSC( does not specify the frequency for conducting the fire watch.  It is my understanding that it is acceptable per Joint Commission standards for us to establish the frequency of fire watches specifically designed for the hazard involved.  Is this the case?

A:  Yes, it is acceptable per Joint Commission standards for the organization to establish the frequency of fire watches specifically designed for the hazard involved.
	EOC( News

Vol. 4

Issue 4 May/June    2001
	

	Food Refrigerators
	What does the Joint Commission require regarding refrigerator temperatures and chart logs for staff refrigerators that contain only staff food items.
	There are no Joint Commission standards that mandate that temperature logs be maintained for staff refrigerators that contain only staff food items.  This is a housekeeping and cleanliness issue only.
	EOC( News

Vol. 4

Issue 4 May/June    2001
	

	Flammable Liquids Storage Cabinets
	Please clarify when flammable liquids storage cabinets should be used.  Our pharmacy did an inspection and found four cans of fixative in a locked cabinet.  The cans are flammable and the pharmacy said that they need to be in a flammable liquids storage cabinet.  The cans are locked up, and only staff have the key, and there are no ignition sources anywhere.  The local fire department does not have a problem with this at all.
	Bulk quantities of flammable liquids should be stored in an approved flammable liquid storage cabinet, per NFPA 30.

From your example, you could have limited quantities of flammable liquids stored in standard cabinets, as allowed by your local fire authority.
	EOC( News

Vol. 4

Issue 3 Mar/Apr,    2001
	

	Forensic Security
	My question deals with forensic security policy.  In our city, when a prisoner-patient is in one of our hospitals, that patient is guarded by city police officers who are brought in off the street for one-hour guard duty increments.

Our hospital policy states that when security officers are alerted to the presence of a prisoner-patient, they will take a copy of our security policy to the room and explain what it is, leave a sheet that describes all the pertinent information and ask the officer to 1. read and sign the sheet and 2. pass it on to the relief officer.
	Q. (cont.) City officers are not happy about this duty and refuse to read or sign the sheet.  We have tried to address this with the police department, without any success.  We document the date and time that the information was given to the guarding officer, but the fact remains that we cannot make them read it.

A:  One suggestion is that you leadership attempt to work out this matter with the mayor of your community or whoever is responsible for the police department.  Explain the importance of security/safety issue within you hospital.  Perhaps obtaining a signature is not necessary (check with your legal counsel); however, asking an officer to read a one- or two-age policy/document does not appear to be an unreasonable request.

In a small community, holding periodic in-service sessions at police headquarters could serve to educate law enforcement staff about restraint use.  Hospital staff could explain and highlight hospital restraint use to police and document that such explanations were given.  Be sure to clarify for the officers the difference between administrative restraints (such as handcuffs and clinical restraints, such as Posey jackets).
	EOC( News

Vol. 4

Issue 4 July/Aug    2001
	

	Formaldehyde:

Dilute
	We are hearing of area hospitals being advised that dilute formaldehyde is not to be stored or used on a nursing unit.  Is there a hospital accreditation standard that disallows usage and/or storage of containers of dilute formaldehyde on nursing units?  If so, what is the rationale, given that personnel are properly trained with hazard communication policies and procedures?
	No particular Joint Commission standard disallows use of dilute formaldehyde (commonly referred to as formalin).  However, the use of dilute formaldehyde (like any other substance identified in the hazardous materials and waste management plan) does need to be managed.  Please refer to 29 CFR part 1910.1048 for specific OSHA requirements.

Dilute formaldehyde may commonly be found outside the pathology department in surgery, labor and deliver, and other areas where pathology is collected.  For quantities of dilute formaldehyde used outside the lab, it is reasonable to keep an adequate supply that is consistent with department operations.  There should not be so little that a specimen is ruined because the department ran out of dilute formaldehyde.  However, the department should not be stockpiling dilute formaldehyde—or any other chemical that may have health or safety risks.

For a typical department an adequate supply may be in 1- to 5-gallon container or carton to dispense from, with a backup container available when the supply runs low.  If pre-measured containers are used, a sufficient supply for several working days plus safety stock would be reasonable.  These assumptions are modified by daily use rates, standard packaging, resupply logistics, and so forth.  Each facility or department may be difference.
	EOC( News

Vol. 2

Issue 5 Sept/Oct,  1999
	

	Generator Testing Changes
	According to Environment of Care( News, the generator standards related to testing for “hospitals and ambulatory care, long term care, and behavioral health care organizations.”  
	Q. (cont.) We are a business occupancy, so would this specific testing standard not apply to us?

A:  If you are by definition a health care occupancy with electrical life support equipment or a critical care area, then you would test your generator per EC.2.1.4.  If you have a generator for convenience, then test it as you would under your utilities management plan.  Consider NFPA( 99 (1999 edition), Chapter 13 for guidance.
	EOC( News

Vol. 3

Issue 2 Mar/Apr,    2000
	

	Hazardous Materials
	Health care organizations are responsible for adhering to local, state, and federal regulations for proper handling and disposal of hazardous materials and wastes.  How is it possible for the Joint Commission surveyors to determine whether an organization is complying with all of these codes, standards, and regulations, when they often differ from one location or state to another?
	The process of conducting surveys at a wide range of geographic locations presents unique challenges to each surveyor.  The federal EPA regulations apply to most organizations, and it is with these regulations that surveyors are most familiar.  State and local regulations are generally even more restrictive.  Thus, the surveyor must usually determine what additional requirements the state or local regulations have imposed.

The organization’s hazardous material and waste management program is required to be designed and operated in accordance with all applicable laws and regulations.  This written program contains the policies and procedures that are necessary for the organization to be in compliance with all applicable laws.  Through a thorough review of the hazardous materials and waste program, surveyors are able to determine the extent to which the state and local regulations have been included within the scope of the program.

Each organization is encouraged to maintain a reference library of all applicable federal, state, and local laws and regulations.  Maintenance of this library helps demonstrate that all of the various regulatory requirements have been taken into consideration during program design.  If the organization is unable to refer to the actual regulations, it is difficult to see what requirements the program is based on and how the organization keeps abreast of change to these regulations. 
	EOC( News

Vol. 1

Issue 4

July/Aug, 1998

JCAHO

SIG-FAQ

October 31, 2000
	

	Hazard Surveillance Surveys
	We currently conduct hazard surveillance surveys every six months.  Is it acceptable to conduct one survey seven months apart as long as we conduct two within the calendar year?
	The Joint Commission allows one month of leeway on either side of the six-month hazard surveillance requirement for patient care areas.   So yes, your plan is acceptable.
	EOC( News

Vol. 4

Issue 4 May/June    2001
	

	Identification:  Staff During Emergencies
	What does EC.1.4f, “identifying personnel during emergencies” mean?  I think it addresses how staff are accounted for during an emergency.
	Your understanding is correct.  The statement means “How staff are accounted for.”  It also refers to how the various personnel and staff are recognized with regard to the function they are performing and the specific roles they are responsible for (clinical, security, logistics, media management, and so on).  This could be accomplished by having staff wear colored armbands, hats or caps, vests, jackets, coats, badges, and so forth.
	EOC( News

Vol. 4

Issue 5 Sept/Oct    2001
	

	Infant Abduction Drills
	Does the Joint Commission require mock infant abduction drills?
	The plan for preventing or thwarting an infant abduction should be tested to the extent and with the frequency necessary to ensure that the plan is effective as would apply to other plans for responses to potentially hazardous, unusual or emergency situations.  Any testing should ensure that staff knowledge and competence is adequate as it relates to their role in responding.  The need for drills should be addressed by the organization as part of their risk assessment and planning process.  Mock infant abduction drills are not required by the Joint Commission.  However, we have allowed organizations to conduct a mock infant abduction drill and count it as an internal disaster drill for their organization as required per the standards.
	EOC( News

Vol. 2

Issue 2

Mar/Apr, 1999

JCAHO

SIG-FAQ

February 9, 2001
	

	Infant Abduction Drills
	I understand that an infant abduction drill may be counted as one of the two emergency preparedness drills each year, if the entire facility is involved.  Are there any other requirements to use an infant abduction drill as an emergency preparedness drill?
	Yes an infant abduction drill may count as an internal disaster drill if the magnitude is sufficient to cause significant components of the emergency plan to be implemented.  An infant abduction drill, like any disaster drill, may be planned with staff knowledge, but you might consider some element of surprise to gauge staff reactions.  However, the drill should never put patients or visitors at risk.  In all emergency preparedness drills, staff actions should be critiqued, follow-up actions monitored, and the plan improved if necessary.

Another way to approach this question is, “Must we initiate the infant abduction plan as a drill?”  Although the drill is not required by the standards per se, if an organization believes they are at risk and institutes an infant abduction prevention plan, then the testing of such a plan is logical.  This testing need not reach the level of complexity required for an EP drill, but in some way, the elements of the abduction prevention plan should be verified to work as intended.  For instance, if three shifts of workers are involved, the organization should consider testing the plan on different shifts, particularly if staff resources and other conditions are significantly different.
	EOC( News

Vol. 2

Issue 4

July/Aug, 1999
	

	Infectious Waste Hauling Regulations
	Is there a federal requirement for infectious waste to be hauled by a regulated carrier to a regulated destination (that is, landfill, incinerator)?
	Hazardous waste is normally defined and regulated by each state and by federal agencies such as the EPA, OSHA, DOT, and NRC.  Infectious waste or medical waste is not defined as “hazardous” by the federal government at this time.  Each state may regulate infectious waste as it sees fit.
	EOC( News

Vol. 4

Issue 3 Mar/Apr,    2001
	

	Integrating EC and Patient Safety
	How will the new hospital patient safety standards affect the environment of care? Can you give a recommendation on how to meet the standards?
	Effective January 1, 2002, new language was added to EC.4.1, EC.4.2, and EC.4.3, requiring communication between the safety officer/safety committee and the patient safety function in hospitals.  In addition, the Joint Commission will evaluate the organization’s performance on certain standards relating to patient safety.  The Joint Commission will also evaluate an organization’s response to the events in the Joint Commission Sentinel Event Alert newsletter.
	EOC( News

Vol. 4

Issue 6 Nov/Dec    2001
	

	Interim Life Safety Measure:  Documentation
	How long must we maintain interim life safety measure (ILSM) documentation?  Would it be reasonable to dispose of it after the triennial survey has been completed?
	Yes, that would be reasonable.  There is no requirement for retaining project-specific ILSMs for the Joint Commission once those specific projects are completed.  However, per EC.2.6, an organization is required to develop and maintain a policy for use of the ILSM that includes written criteria to evaluate various construction hazards and/or Life Safety Code( deficiencies for determining when and to what extent one or more of the ILSMs might be applicable.
	EOC( News

Vol. 3

Issue 3 May/June,     2000
	

	Isolated Power in Wet Locations
	We have heard that isolated power systems are not required in our operating room.  Is this true?
	It depends.  NFPA 99, 1996 ed (and NFPA 70 by reference) requires wet location care areas to have either 1) a power distribution system that inherently limits the possible ground-fault current due to a first fault to a low value, without interrupting the power supply; or 2) a power distribution system in which the power supply is interrupted if the ground-fault current exceeds a value of 6 milliampers.

A wet location is a patient care area that is normally subjected to wet conditions while patients are present.  This includes areas with fluids standing on the floor or areas that may become drenched with body fluids.  It does not include housekeeping areas, incidental spillage, patient beds, wash basins or toilets.

Some surgical suites may meet the definition of a wet location.  However, according to NFPA 99, a surgical area is a critical care area, and may not use the ground-fault interrupt system because of the risk of power loss.  Therefore, the only alternative is the isolated power system. Whether or not your operating rooms are wet locations is an internal decision.

Note:  If you do have isolation power systems in any area, they must be maintained.
	EOC( News

Vol. 1

Issue 5

Sept/Oct,  1998
	

	Isolation Carts
	Our nurse servers do not have the capacity to store items needed for isolation patients.  Is it permissible to store isolation carts (that have wheels in hallways)?
	Q (cont.) Some patients with methicillin-resistant Staphylococcus aureus (MRSA) can be hospitalized—in isolation—for up to eight weeks.  I know the Joint Commission has permitted crash carts in hallways if no other space is available, but what is your opinion on isolation carts?

A:  Isolation carts on wheels may be placed just outside the isolation patient’s room for the period that a patient is assigned to and occupying that room.  This placement of a small cart is a visual reminder to staff that personal protective equipment (PPE) is required prior to room entry. 
	EOC( News

Vol. 4

Issue 4 May/June    2001
	

	Keys in a Portable X-Ray Unit
	It is an accreditation problem to leave the keys in the switch of a portable x-ray unit when the unit is not in use?
	Presumably, the keys are left in the x-ray unit because of a clinical need to have immediate access to equipment.  On the other side of the coin, however, is potential tampering by unauthorized personnel. You should perform a risk assessment of the issue, considering factors such as *location, *supervision, and *access by visitors, patients, or other unauthorized personnel.

As an organization, you can make your own decisions; be prepared to defend them at survey time.
	EOC( News

Vol. 4

Issue 1 Jan/Feb.      2001
	

	Laser Safety Committee
	Does the Joint Commission require a laser safety committee?
	Joint Commission standards do not explicitly call for a laser safety committee.  However, it may be mandated by local and/or state regulations.  Joint Commission Standards do require compliance with applicable law and regulation.  For further information, you may want to contact the local OSHA office or organizations such as the Laser Institute of American, at 800-345-2737 or on the Internet at www.laserinstitute.org.
	EOC( News

Vol. 3

Issue 3 May/June,     2000
	

	Life Safety Code( Equivalency
	When should an equivalency be applied for?
	When an organization’s building has a Life Safety Code( (LSC() deficiency or a number of LSC( deficiencies that cannot be rectified to meet LSC( compliance due to issues such as structural restrictions or unreasonable hardships, an equivalency may be applied for.

Equivalencies allow for alternative methods of compliance in providing an overall level of fire safety which is equivalent to those requirements prescribed by the LSC(.

Organizations may request equivalencies by submitting documentation to the Joint Commission standards department showing that the intent of the LSC(  has been met.  Each deficiency should be identified per the applicable LSC( chapters and sections and a written description should be provided of the alternate fire protection methods or features proposed to achieve an equivalent level of left safety.  Further details and instructions for two types of equivalencies are contained within the Joint Commission Statement of Conditions(.
	EOC( News

Vol. 1

Issue 3

May/June 1998
	

	Management Plans
	Is each of the seven management plans required to cover all items in the intent statements?
	Yes.  All intent statements listed under each of the seven environment of care sections should be addressed by its respective management plan.

These plans are closely related to business plans.  They are an overview of how you intend to respond to the challenges presented by each area.  They should be specific and unique, simply stating how your organization will implement each intent.  The plans themselves are not a substitute for policies and procedures, but should amplify them.  In some instances, policies and procedures may be the plan.

Most good plans are under ten pages in length for each area, with many under five pages.  Place yourself in the position of a reviewer of these plans.  Does the plan tell you that management has considered all standards?
	EOC( News

Vol. 1

Issue 6 Nov/Dec,   1998
	

	Management Plans in Business Occupancies
	Are we expected to have as detailed a management plan for each area in the environment of care for our business occupancies as we do for our hospital.
	While plans are required to cover each of the seven areas, the content of the organization’s EC plans and policies for that address business occupancies should be designed to meet the needs of your organization.  These will vary based on the nature and complexity of operations.  Some standards may not apply to your organization.  For example, you may not use radioactive materials; therefore, those portions of EC related to radioactive waste and decontamination would not apply.

Similarly the scope and complexity of a business of a business occupancy’s emergency preparedness plan will be far less extensive than a hospital’s.  For most emergencies, plans will involve only the steps necessary for an orderly shutdown of the clinic or office.  At a minimum, the plan should include notification of all scheduled patients, provision of an alternate care site, transfer of patient records, transportation if necessary, etc.  Business occupancies must also have plans to deal with the few emergencies (for example, tornadoes and earthquakes) where immediate action will be necessary to protect occupants.

The point of these examples is to emphasize the Joint Commission’s objective to assure all applicable standards are met.  The intent is not to require volumes of paperwork, but to assure a reasonable EC program is in place and tailored to the needs of the organization.
	EOC( News

Vol. 2

Issue 1

Jan/Feb, 1999

JCAHO

SIG-FAQ’S

October 31, 2000
	

	Medical Gas Systems
	What are the Joint Commission requirements for testing and maintaining medical gas systems?
	Whenever a system is installed, modified, or repaired, testing should include cross connection, piping purity, and pressure.  The Joint Commission does not require annual retesting, not does it require that an outside company perform the testing.  

Ongoing inspection, testing and maintenance should be conducted for area alarms, master signal panel, automatic pressure switches, flexible connectors, shutoff valves, and outlets.  Frequencies are determined by each organization based on internal policies. . .
	EOC( News

Vol. 1

Issue 3

May/June 1998
	

	Medical Records Confidentiality
	We are planning to do some physical changes to out medical records area, including moving the dictation room inside of medical records.  
	Q. (cont.)  Would this violate any security or confidentiality standards, since medical staff would have access to the medical records department?

A:  With proper controls, policies, and enforcement, this plan could certainly work very well for you.  The Joint Commission would survey for implementation and outcomes.
	EOC( News

Vol. 4

Issue 1 Jan/Feb.      2001
	

	MSDS
	Can we use electronic material safety data sheets (MSDSs)?
	Yes, provided that they are complete, readily available and accessible by staff.  “Complete” means that all chemicals and compounds used at the organization are contained within the database, if in quantities greater than household use.

The phrase “readily available” has no standard against which to judge compliance.  Common sense would indicate that an employee encountering a potentially hazardous or unknown product would want to know the risks associated within a relatively short period.  This would typically allow for the time to access a sheet from a file in another location of the same building, or to call to request a sheet and its transmission via electronic means.

“Accessibly by staff” would indicate that no special knowledge (for instance, computer skills) would be required to gain access to the information.  This does not preclude the use of computerized MSDSs, as long as a knowledgeable person is available to access the information.
	EOC( News

Vol. 1

Issue 2

Mar/Apr, 1998
	

	Needles and Syringes:  Security
	What standards cover the security/locking up of sterile needles and syringes?
	This issue falls under the requirement to provide a safe environment, per EC.2.  We suggest that your safety function include this in the risk assessment and that it evaluate patient safety versus clinical accessibility.  Then, based on the risk assessment, you can determine whether these items will be locked up.  The organization should be able to state factors leading to the decision to lock/not lock in its functional areas.
	EOC( News

Vol. 3

Issue 2 Mar/Apr,    2000
	

	Non-Medical Electrical Equipment
	What are the preventive maintenance requirements for non-medical electrical equipment.
	Joint Commission standards do not specifically address this category of equipment.  The Joint Commission expects all equipment to be safe for use, repaired when needed, and checked for safe operation once repairs are completed.  However, this typically would not be reviewed as part of the survey process.
	EOC( News

Vol. 1

Issue 3

May/June 1998
	

	Nursery Security
	Do we need a particular kind of electronic device to secure the nursery?
	No.  Under the security management plan, an organization must identify its security-sensitive areas and address how it will control access to them.  Typically, newborn nurseries are considered security-sensitive, but how an organization controls access is up to that organization, based on its risk assessment process and particular needs.

The Joint Commission neither approves nor recommends any products or services.  We are, however, aware that out approvals and/or recommendations may be implied in advertising.  When this is the case, you can be assured that it is untrue, since Joint Commission standards do not prescribe the method of compliance.
	EOC( News

Vol. 1

Issue 1

Jan/Feb, 1998
	

	One-time Extension Based On Unforeseen Conditions
	When the Joint Commission grants an organization an extension for one or more PFI items, does the organization receive a new six-month window beyond the newly approved completion date?
	The universal answer is “no.”  Organizations are not given an automatic additional six months extended completion date.  When requesting a one-time extension it is our expectation that the revised completion date has been thoroughly considered, major impediments are cleared, and the new date is accurate.

The original six months was a grace period allowance to cover unforeseen conditions.  To give an additional six-month extension would, in essence, grant a one-year minimum extension.

The Joint Commission will review, on a case-by-case basis, extension dates that have not been achieved.  Under extraordinary conditions, a further extension may be granted.  This will be the rare exception to out policy of a one-time extension based on unforeseen conditions.
	EOC( News

Vol. 2

Issue 1

Jan/Feb, 1999

JCAHO

SIG-FAQ

November 7, 2000
	

	Oxygen Tanks
	EC Primer:  Oxygen tanks
	Suppose you walk into your facility through the ER main entrance one day.  Off to the side is an open-topped box subdivided into cubby holes full of green E-tanks.  The cylinders are ready to use for incoming emergencies.  See any problem?

A bit more information to consider.  A green cylinder means oxygen; E is a size, 24 cubic fee compressed.  The box with these cylinders in not blocking any means of egress (exit).  There are ten E-tanks in this box.  Are you concerned?

Don’t be.

The new NFPA( 99 states that a small individual cylinder in storage does not need to be stored in an enclosure.  The problem is that no maximum numbers of these small cylinders is cited.  This leaves a dilemma.  When should you be concerned about too many small tanks?

The primary risk here is kinetic.  The probability of these tanks leading enough gas to be a fire hazard is small.  From an operational perspective, the unit should maintain a convenient working stock to meet the clinical needs of the unit, consistent with resupply logistics; ideally, the stock would be limited to the minimum amount needed to meet daily needs, without running out (especially at night).

These boxes are frequently seen in intensive care areas, emergency departments, operating rooms, and respiratory therapy rooms.  The staff using them need immediate access to these tanks, usually for transport.  The cylinders are not being stored per se;  they are staged for ready use.

Ten E-tanks per location seems to be a reasonable number, based on the fact that they represent the total volume of one H-tank (242 cubic feet of oxygen).  The box with the cubby holes is used to keep the tanks upright and secure from falling.  In addition, ten tanks should be sufficient to meet a unit’s clinical needs.  If the unit is so busy that it needs more tanks, it should consider finding an appropriate storage location that addresses the fire hazards as well as the kinetic  risk.

Storage locations should be protected, as should cylinder system manifold rooms.

Update 8/15/2002 from SIG:  A change to the 2002 NFPA 99, Health Care Facilities Code ow allows organizations to have up to 12 of the small E-cylinders of nonflammable gas in any area without taking special precautions with regard to separation or enclosure.  As always, it is still required to properly secure any cylinders from falling.  Until this clarification was incorporated into the 2002 NFPA 88, the Joint Commission had allowed up to ten E-cylinders to be located on a unit and not stored in an enclosure.  Dean Samet, Associate Director, Standards.
	EOC( News

Vol. 2

Issue 6 Nov/Dec,   1999
	

	Oxygen:  Warning Signs Where Oxygen Is In Use
	If a patient is on oxygen, is it required to post or display a sign on the wall or door leading to the patient’s room stating “Oxygen in Use”?
	Typically not.  The “Exception” statement found in NFPA( 99 (1999 edition), Section 8—6.4.2 (Signs), explains this as follows:

Exception: ;In health care facilities where smoking is prohibited and signs are prominently (strategically) placed at all major entrances, secondary signs with no-smoking language are not required.  The non-smoking policies shall be strictly enforced.
	EOC( News

Vol. 3

Issue 2 Mar/Apr,    2000
	

	“Paper Patient Drills”
	Can “paper patients” be used in lieu of mock patients during an external disaster drill?
	Organizations are finding it increasingly difficult to conduct external disaster drills with mock victims, sometimes because of a shortage of volunteers.  Because volunteer victims have been injured during the course of a drill, liability concerns have increased.  Many of the youth groups that were consistently involved in drills are now declining to participate.  In response to the issues, the Joint Commission has allowed paper patients to replace live victims.

Paper patient drills should not be confused with tabletop drills.  The simulated paper patients must be treated as if they were live patients and must therefore be processed through a variety of departments and/or services based upon their condition, diagnosis, and treatment.
	EOC( News

Vol. 1

Issue 3

May/June 1998

JCAHO

SIG-FAQ

November 7, 2000
	

	Penetrations:  How to Demonstrate that 95% of penetrations are properly sealed
	With regard to the scoring of the Joint Commission’s new building management plan, how would a hospital demonstrate that 95% of smoke barrier wall penetrations and corridor wall penetrations are properly sealed?  Would this mean that 95% of the square footage of the barriers have no penetrations? Or 95% of the linear feet?
	To take advantage of the optional Building Maintenance Program (BMP), an organization must be able to demonstrate that the program(s) it puts in place is “effective” (see January/February 1999 Environment of Care( News) to the extent that at any one time, ​

95% of the feature(s) functions properly.

The Joint Commission has not prescribed mandatory or specific methods of demonstrating program effectiveness.  The organization should develop this measure based on the specifics of its program.

Assessing a program to maintain smoke barriers may be challenging, as noted above.  A measure based on gross area of wall could result in mathematically “complaint” program that in fact has large penetrations and would not be acceptable from a practical standpoint.

If known existing penetrations have been identified and scheduled for repair using the SOC/PFI process, then the ongoing BMP program for penetrations should focus on managing newly introduced penetrations in walls previously considered intact.

Therefore, measurement systems that assess new unsealed penetrations (as a function of properly sealed penetrations) or are based on the completion of scheduled maintenance activities that address completely sealing wall areas may be rational methods to consider for a measurement system.

Other components to consider in a BMP for penetrations include

* requiring permits for contractors to prevent new penetrations

* training internal staff (maintenance, IS, IT);

* scheduling inspections and maintenance of rated barriers
	EOC( News

Vol. 2

Issue 5 Sept/Oct,  1999
	

	Performance Improvement for the Social Environment
	Can issues regarding the “social environment” be included as a performance improvement (PI) recommendation to leadership?
	The typical path for EC PI activity is from the monitors of performance found in each management plan under EC.1.  An issue may come from another source, however.  Also note that performance improvement, as defined by the Joint Commission, is not the correction of a simple, easily corrected deficiency, but rather a more complex issue.  If the social environment issue involves an organization’s processes for identifying and resolving patient privacy issues, for example, it may be an excellent PI opportunity.  If it involves simple moving visitor chairs away from the admitting desk (to protect patient privacy during admit), it would not.
	EOC( News

Vol. 3

Issue 4 July/Aug,     2000
	

	Perimeter Wall Storage in a Sprinklered Space
	What type of storage is allowable in a sprinklered space.
	We have heard that there should be no storage against the wall—up to the ceiling.  In other words, all storage within the room should remain 18” below the sprinkler heads with in the room.  However, the 1999 edition of NFPA 13, Appendix A, Section A-5-6.6, does support the note in the SOC( Part 4, 6B.4, which states that “Perimeter room wall shelving may extend up the ceiling when not located directly below any sprinkler head.”  Before we communicate this to staff, I wanted to verify that storage against the wall, up to the ceiling, is permissible as long as it is not obstructing a sprinkler.  I have already check wit the local fire marshal and he concurs with NFPA 13.

A: The Joint Commission allows storage of materials on  perimeter wall shelving up to the ceiling in a sprinkled room (as addressed in the 1999 NFPA 13, Appendix A, Section A-5-6.6) when this shelving, including storage thereon, is not located directly below any sprinklers.  Any other room shelving and storage thereon cannot be located above a plane 18” below the ceiling sprinkler deflectors.
	EOC( News

Vol. 4

Issue 3 Mar/Apr,    2001
	

	PFI
	What will happen if an organization fails to meet its PFI (plan for improvement) deadlines?
	A decision of conditional accreditation will be recommended when an organization has failed to implement or make sufficient progress toward the corrective actions described in an approved plan for improvement, or has failed to implement or enforce applicable interim life safety measures. 

The Joint Commission defines “sufficient progress” as ongoing progress or completion of an approved PFI item(s) within six months of the listed projected completion date(s).  Written requests for extensions should be sent to the Joint Commission’s Department of Standards with an explanation for he delay and the revised projected completion date(s).  If a reasonable explanation and revised completion dates have been provided, typically a “one-time only” revision will be granted.  
	EOC( News

Vol. 1

Issue 1

Jan/Feb, 1998
	

	PFI
	We have some questions about the SOC(, part 4 plan for improvement (PFI).

1. Do we need to show the SOC( from the last survey? 2) What if there were no deficiencies so there wasn’t an SOC(, part 4, from last survey? 3) Is it acceptable to write a plan that says “fix penetrations throughout the hospital,” without saying where they are?
	You do have to show the SOC( from the last survey.  The surveyor is reviewing this to verify that the organization has completed the work it had not yet done, but had promised to do three years ago.  This is where the conditional accreditation rule resides.  Surveyors also expect to see and sign any newly identified issues.

Yes, the Joint Commission does expect organizations to complete a part 4 (PFI), even when there is nothing to improve.  The rationale is that even though the organization has no deficiencies, without something on record saying so, how will the next surveyor now that there were none?  The best practice may be to fill out the top part of a blank part 4, and then draw a line through all four sections.  At survey, the surveyor will sign and date the bottom, leaving a lasting record that there were in fact no deficiencies.

Finally, the open PFI issue.  Surveyors will not accept a PFI that is global, such as “penetrations throughout.”  The individual PFI issues must be as specific as possible; for instance, “multiple penetrations above fire door 47 on floor 4, southwest side.”  However if you are using the Building Maintenance Program option, you will in fact have something to “penetrations throughout” and have a program to fix them over the course of each year.  Of course it will not be a PFI item.
	EOC( News

Vol. 3

Issue 1 Jan/Feb,   2000
	

	PFIs: Revisions to and Extensions
	Since organizations periodically update their Statement of Conditions( (SOC() and may generate a new Part 4, Plan for Improvement (PFI), are they required to contact the Joint Commission if they cannot meet their original projected completion date for any new deficiencies?  My concern is unannounced visits.
	First, organizations do not need to develop new PFIs for maintenance issues that can be corrected through the normal work order process.  That said, if new PFIs are developed midsurvey cycle, it is important to assign correction dates that are certain to be met.

For existing PFIs that a Joint Commission surveyor has reviewed and accepted, a conditional accreditation rule for each program states that a decision of conditional accreditation will be recommended when an organization fails to implement or make sufficient progress toward the corrective actions described in an approved PFI.

If an organization knows it will miss a previously accepted projected completion date for a PFI item by more than six months, it will need to contact the Joint Commission Standards Interpretation Group (SIG) and request an extension, or revision, of the previously accepted PFIs.

To evaluate a request for a revision, the SIG will need the following information: *Unique identifier, *Description of deficiency, *Old projected completion date, *New projected completion date, and *Reason for delay.  For one or two PFIs, it may be best to send a copy of the previously accepted PFI forms for review, with a cover letter explaining the request.  For more complex projects, a spreadsheet summarizing the revision items may be most efficient.
	EOC( News

Vol. 3

Issue 3 May/June,     2000
	

	PFIs:  Statement of Conditions(
	The May/June 2000 issue of Environment of Care( News states in answer to a question concerning the plan for Improvement (PFI), “organizations do not need to develop new PFIs for maintenance issues that can be corrected through the normal work order process.”  


	Q. (cont.)  This answer implies a time frame from the point at which the deficiency is discovered to the point at which it is resolved through the normal maintenance process.  Our facility interpreted this time frame to be 30 days and set this as our standard for when we would enter the deficiency onto the PFI.

However, a consultant who reviewed our procedures found fault with this time frame.  His opinion was that 30 days is too long before a deficiency is entered onto the PFI, and any deficiency that can be resolved thought the normal maintenance procedures should be done so in less than 30 days.  If it can’t, then the deficiency should be identified on the PFI.

What is the Joint Commission’s interpretation of the time that my elapse before a deficiency is entered only to PFIs?

A:  The Joint Commission has not set either an official time frame or parameters on a “window of opportunity” from the point when a Life Safety Code( deficiency is discovered to the time it is resolved through the normal maintenance process.  The 30 days you have set as your standard would seem to be reasonable and acceptable in most cases.  However, for some issues, half or twice that time period might be more appropriate, depending on the deficiencies in question.  Nevertheless, the result the Joint Commission is expecting is that any LSC( deficiencies found via your building assessment and maintenance process be rectified in a reasonable time, whether you use your normal work order process or the Statement of Conditions(,Part 4: Plan for Improvement.
	EOC( News

Vol. 4

Issue 5 July/Aug    2001
	

	PFI
	We exceeded some of out projected completion dates on our Part 4, Plan for Improvement (PFI), by as much as one year.  We continued to work on completing the items on the PFI, and finally have done so.  I have heard recently that although all the items are now corrected, we have a “busted” plan.  What would you advise?
	The goal of the PFI is to correct deficiencies.  Although you exceeded even the 6-month grace period, the fact that you completed the corrections is significant.  The issue then becomes one of managing the life safety process, which you may not have done well.  If the surveyor decided to score this, he or she may score this under EC.1.1 or EC.2.6, or under one of the Leadership standards, which may require a written progress report from you.  Review what caused you to fall behind your completion dates on the PFI and submit a summary to your safety committee (or equivalent function) with discussion regarding preventing a recurrence.
	EOC( News

Vol. 3

Issue 4 July/Aug,     2000
	

	Potted Plants in Isolation Areas
	Is it allowable to have potted plants in protective isolation rooms?
	Soil is the natural growing place for a large number of bacteria and fungi.  The best-designed and maintained mechanical ventilation system could be rendered ineffective it potted plants are introduced into protective isolation spaces—those serving high-risk immunosupressed patients.

Organizations should have potted plant policies for areas serving that population.  In less sensitive areas, potted plants are encouraged, at the discretion of infection control review.  Obviously, nontoxic plants are preferred. 
	EOC( News

Vol. 4

Issue 3 Mar/Apr,    2001
	

	Preconstruction Risk Assessment
	Regarding the new requirement for a preconstruction risk assessment, how extensive must the construction project be before this is required, or is it required for every planned project?
	Q. (cont.) Does this apply to hospitals only, ambulatory health care, or other categories?

A:  This is similar to ILSM (interim life safety management):  you need to perform a risk assessment to determine whether measures are applicable.  This pre-construction risk assessment requirement applies to the hospital, ambulatory, long term care, and behavioral health care accreditation programs. 
	EOC( News

Vol. 4

Issue 6 Nov/Dec    2001
	

	Preventive Maintenance 95% Rating
	Does the July 1, 2002, change in medical equipment maintenance affect the Joint Commission’s requirement for a 95% preventive maintenance rating?  
	Q.  (cont.) Will surveyors look back for 95% or look forward.

Surveyors will look back at the 95% and then look forward to see how the program has been modified to comply with the new standards.
	EOC( News

Vol. 4

Issue 6 Nov/Dec    2001
	

	Privacy
	I am involved in a performance improvement project looking at patient falls.  In addition to putting a colored wrist band on persons at risk for falls, we have discussed placing a small sign on the door or magnet on the jam that indicates a fall risk.
	Q. (cont.)  Would this type of sign violate patient privacy?

The small sign or magnet you have described (along with the colored wrist band) would not be considered a violation of patient or resident privacy.  However, this signage should not divulge diagnosis information.  Simply saying “fall risk” does not divulge a diagnosis.
	EOC( News

Vol. 3

Issue 5 Sept/Oct.      2000
	

	Refrigerator Ballast
	How can we keep the temperature in our medication refrigerators constant?  Each time the refrigerator door is opened, warm air rushes in.  The more times the door is opened, the greater the change that the refrigerator’s interior temperature may vary.
	To remain viable, most medication and vaccines can tolerate only a very narrow temperature range.  Exposure to temperatures above manufacturers’ recommendations may render the pharmaceuticals useless.

Creating “refrigerator ballast” is a simple suggested way to maintain a constant inside refrigerator temperature despite frequent door openings.  This ballast can be nothing more than plastic gallon jugs full of chilled water.  The water jugs moderate the temperature within the refrigerator and help it to return to optimum temperature more quickly.  Cold packs (blue ice) stored in freezers have the same moderating effect on freezer temperatures.  A hand-written note saying “not for consumption” might be appropriate so these containers or packs are not mistaken for drinking water or blue popsicles.
	EOC( News

Vol. 4

Issue 4 July/Aug    2001
	

	Safety Committee
	Is a safety committee still required?
	The function of the safety committee is still required in standards, but what this committee is named varies as to the accreditation program.  In hospitals, the working in EC.3.2 calls for a “multidisciplinary group” (often known as the safety committee). . .The point is simply that the committee no longer has to be named the “safety committee,” nor is the membership and meeting frequency specifically prescribed.  The function can be incorporated into another structure, it can be a variety of subcommittees, or it can be designed however the organization sees fit.  But the function of the safety committee, by whatever name, is still required in the standards.
	EOC( News

Vol. 1

Issue 1

Jan/Feb, 1998
	

	Safety Committee:

Chair
	Is it appropriate for our safety officer to facilitate (as chairperson) the environment of care committee?
	It is a common practice for the safety officer to serve as chair of the environment of care committee.  The Joint Commission does not specify who should serve in this capacity.  This is an organization decision that depends on the structure and reporting relationship of the organization.
	EOC( News

Vol. 4

Issue 6 Nov/Dec    2001
	

	Security:  Pediatric Units
	We have installed an infant abduction system in our nursery/ postpartum unit; however, our pediatrics unit does not have an abduction system.  
	Q. (cont.)  We have installed surveillance cameras and electronic access devices to make the pediatrics unit a lockdown unit.  Would this be inconsistent with out security measures in installing an abduction system in the pediatrics unit?

A: Whatever your organization has determined is appropriate to its level of risk in this regard should meet the intent of the security standard.
	EOC( News

Vol. 3

Issue 3 May/June,     2000
	

	Security: Syringes and Needles
	On one of our nursing units, they keep syringes in an open area.  This area is usually in view of nursing staff, but I cannot guarantee that 100% of the time.  Do syringes need to be locked-up, similar to medications. 
	Syringes and needles have a high potential for diversion, thus must be reasonably secure.  Although you cannot guarantee 100% surveillance, if they are under surveillance most of the time such that it would be unusual for any theft to occur without being seen, we would consider them as secure.

However, if you found a problem with missing syringes and needles, we would expect you to take stronger measures.  In addition, they should not be readily available during visiting hours or in the open in public hallways.
	JCAHO

SIG-FAQ’s

June 1. 2000
	

	Smoke Dampers vs. Fire Dampers
	When is smoke damper required, and when is a fire damper needed?
	The solution: smoke dampers go in smoke barriers, and fire dampers go in fire barriers.  Sometimes an architect will co-locate these two forms of barriers, in which case both damper types or a “combination damper” will be required.

Most fire dampers are mounted directly in the fire wall.  In appearance, they are similar to a crunched-up accordion.  They have a big spring behind them, and held in front by a meltable (fusible) link of metal.  When a fire melts the link, the spring drives the accordioned metal panel down the frame rails, shutting the opening in the fire wall.  Once shut, the metal panel will not let fire or smoke pass.

Most smoke dampers look more like slat blinds.  Once a nearby smoke detector is activated it sends a signal to a “motor” on the “blinks,” closing them—smoke tight.  These are usually in the ductwork, at a smoke barrier.  You may see the “motor” on the outside of the duct.  Both types of dampers must be inspected every four years to make sure they still close fully.
	EOC( News

Vol. 2

Issue 3 May/June   1999
	

	Smoke Detectors: Covering During Construction
	In buildings that are totally sprinklered and are undergoing renovations, is it permissible to cover smoke detectors with a thin plastic wrap rather than put them out of service?  Would the Joint Commission view this as a significant impairment requiring the initiation of interim life safety measures (ILSMs)?
	Covering smoke detectors renders them inoperable.  This may be advisable in some settings, but it does carry obvious risks.

If the construction project is likely to generate dust or smoke, bagging or capping the smoke detectors is an option.  This is normally done so that the heads can easily be uncovered when construction is not under way for some level of smoke/fire notification.

Another option is to replace the smoke detector heads with heat detectors during the duration of the construction project, if this is compatible with your alarm system.  Heat detectors are not sensitive to dust or smoke from construction.  Again, care must be exercised with this option, because heat detectors are not listed life safety devises.  The up side is that with heat detectors the area under construction is covered with 24-hour protection, however limited.

Regardless of which option is selected, if the alarm system is going to be impaired for more than 4 hours out of 24, the local fire authorities must be alerted and a fire watch instituted.  This is in conjunction with other ILSMs as predetermined by the organization’s policy.

Many project managers know that smoke detector heads that have been exposed to construction dust will have high likelihood of nuisance activation after the project is completed.  For this reason, they specify that the contractor, as part of his bid, will replace all smoke detectors with new ones, after the project is accepted or the punch list is completed.
	EOC( News

Vol. 3

Issue 2 Mar/Apr,    2000
	

	Smoke Wall Placement
	What are the requirements for smoke wall placement in existing buildings?
	Any story (floor) use for housing 30 or more patients (or residents or clinics) must have a least one smoke barrier.  This does not mean that every smoke compartment is limited to 30 patients.  For example, the third floor of a long term care facility accommodates 66 residents.  It would therefore need at least one smoke barrier; however, there may be 33 patients on one side and 33 on the other, or 60 on one side and 6 on the other, or 10 on one side and 56 on the other.

Other factors also plan a part.  Each smoke compartment is limited to 22,500 square feet.  Also, the travel distance from any location in the compartment to a smoke barrier door is limited to 200 ft.

Just as a reminder, smoke walls are constructed to be 30-minute fire resistant rated.  They have automatically closing doors and are free of gaps greater than 1/8 inch and undercuts greater than ¾ inch.  These doors may have unrated protective plates up to 48 inches from the bottom of the door.  There are no penetrations above the door or in the wall.  The wall is continuous from outside to outside.  The door itself is rated for 20 minutes.  Or it’s permissible for it not to be rated, in which case it must be a 1 ¾-inch-thick, solid, bonded wood core door or the equivalent.
	EOC( News

Vol. 1

Issue 3

May/June 1998
	

	Smoking
	Is smoking prohibited in ALL an organization’s buildings?
	Yes, Regardless of the type of services provided, each organization must prohibit smoking in ALL its buildings.  The only exception:  smoking is permitted in designated smoking shelters.  Otherwise, staff and visitors may never smoke within an organization’s buildings.  Porches, roofs, and balconies are NOT acceptable locations for smoking outside, nor is an area immediately outside any entrance to the building or near an air intake.

Exceptions may be made for patients or residents as follows:  In an acute care hospital, written criteria for exceptions must be developed by the medical staff.  For example, smoking may be allowed for terminally ill patients, or patients for whom removal of smoking materials may be detrimental to treatment.  In addition, written authorization from a licensed independent practitioner is required for each patient who is going to smoke under these criteria.  Note that for hospital-based ambulatory care patients and for all child and adolescent patients, no exceptions are allowed.  

In longer-term care, neither written criteria as described above nor written authorization are required.  

In ambulatory care, patient exceptions to the no smoking policy are allowed when authorized by a licensed independent practitioner.  If exceptions are allowed to a no smoking policy as outlined above, the organization must provide an area within the building that is separate and well-ventilated in which the patients/residents may smoke.  Smoke must not be recirculated to the rest of the building, nor should it enter the hall way.  If the only place that patients or residents may smoke is outside the buildings, organizations are then not required to have the medical staff criteria nor the authorization of the licensed independent practitioner.  The organization should give consideration to protecting patients or residents from adverse weather.

If an organization has a more stringent policy, such as a totally smoke-free campus, that policy will be enforced by the Joint Commission.
	EOC( News

Vol. 1

Issue 1

Jan/Feb, 1998
	

	Smoking in Parking Garages
	I read with interest your “No Smoke & Mirrors” article in the July/August 1999 EC News.  I believe many of us would further benefit by a clarification on whether we can allow smoking in parking garages, specifically in an employee and visitor smoking areas and under what circumstances..
	EC.5 applies to all buildings. But it does not apply to structures, such as open parking decks.  This is because the Joint Commission does not prohibit outdoor smoking.  A multistory open parking deck is essentially nothing more than parking lots stacked on top of each other.

If the structure is attached to the building, the smoking location should be a sufficient distance from an opening into the building that smoke does not get in, and people do not have to walk through smoke to enter the building.  Obviously, other general safety concerns would factor into your choice of a designated smoking location (falls, protection, vehicular/pedestrian separation, security.)
	EOC( News

Vol. 2

Issue 6 Nov/Dec,   1999
	

	Smoking:

Outside Smoking Distance
	How far away from the entrances to the building do outside smoking areas and ashtrays need to be?
	The Joint Commission does not specify a distance smoking areas should be away from the building.  To be consistent with the intent of the standard, the smoking distance should be a sufficient distance from the building so that smoke would not reenter the building and affect those within.  However, your state or municipality may have specific distance requirements, so you should check with them.

Organizations sometimes perform a balancing act when choosing these smoking locations.  The smoking area needs to be far enough away to keep smoke out and not interfere with egress, but close enough to “attract” the smokers to the appropriate location.
	EOC( News

Vol. 2

Issue 5 Sept/Oct,  1999
	

	SOC(
	Are there requirements for who can complete a Statement of Conditions( (SOC()?
	Yes.  The SOC( compliance document must be completed by individuals who have a strong working knowledge of the Life Safety Code( (LSC() requirements and the accredited organization’s patient-care building(s).  However, there are no prescriptive requirements for the education or experience of persons who complete the SOC(.  It is basically up to the organization to identify those persons with strong working knowledge of the LSC( and familiarity with the building(s) involved through on-site survey.
	EOC( News

Vol. 1

Issue 3

May/June 1998
	

	SOC( for Business Occupancies
	When or under what circumstances is an SOC( required for a medical office building, urgent care center, imaging center, or surgical center?
	Q. (cont.) None of these have 24-hour occupancy and only in the case of a surgery center are patients not always capable of self-preservation.

A: An SOC( is required if four or more patients are rendered incapable of self-preservation by the procedures being performed on them.  An SOC( is also required if the business occupancy is physically connected to a health care occupancy and is a designated exit route from the health care occupancy or is not separated from the health care occupancy by a 2-hour separation.
	EOC( News

Vol. 4

Issue 6 Nov/Dec    2001
	

	Spring-loaded, Fold-down Charting Stations
	What is Joint Commission’s position on the use of spring-loaded, fold-down charting stations installed in corridors outside each patient room.  Are these a violation of the NFPA LSC(, Section 5-1.9?
	Some hospitals have wall-mounted units called pull-down charting stations on their med/surg floors.  These writing surfaces pull down to a horizontal position for annotating patient charts.  If left down, these stations obviously pose a threat to the free and unobstructed use of the corridor for emergency evacuation (as per NFPA reference).  The Joint Commission has no serous objection to the use of these fold-down charting stations, unless staff leave them down after use.  If they are in an upright position, they are flush with the wall and therefore do not obstruct the hall way.

So, as long as a policy exists to close the charting stations, and they are up during survey, no harm, no foul, no citation.
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	Sprinkler Heads In Medical Records Areas
	We have a unique situation with sprinkler heads in our medical records area.  When the new automated shelving is in a particular position, there is less than 18 inches of clearance from the top of the shelving to the sprinkler head.  How can we remedy this situation?
	For this scenario, if the NFPA 101( --required 18-inch clearance cannot be achieved, you are advised to show that a higher density of sprinkler heads in the storage room/area in question has been provided.  This might also be achieved by adding sidewall sprinklers in strategic locations to obtain better coverage.  See “Library Stacking Rooms,” NFPA 13( (1996) 4-12.9, for additional guidance.  In addition, if possible, try to position the rolling storage units between the rows of sprinkler when not in use.

Once a plan of correction has been developed, the organization should write to the Joint Commission and request an equivalency showing that a comparable level of fire protection is being or will be provided.
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	Staff-only Refrigerators
	Is there a JCAHO standard which requires us to maintain temperature logs for staff-only refrigerators?
	There is no JCAHO standard that requires thermometers in, or temperature logs for, staff only refrigerators.  Staff refrigerators are not usually in the equipment or utilities management program.  They are similar to microwaves or coffee machines.  If they stop working, you either fix them or replace them.  Organizations should have plans that address this issue from an infection control and housekeeping point of view.  Thermometers and logs are one way of monitoring, but by no means the only way.  You may choose to simply clean them out once a week.  We do recommend that you contact your state board of health; they may have an overriding standard.
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	Standpipe Fire Hose Testing
	Do fire hoses for standpipes or fire hose cabinets have to be tested with any particular frequency?
	Yes, per NFPA 1962-1993 edition (Section2-3), all occupant-use hoses should be service-tested (hydrostatically) in accordance with Chapter 5 of that standard at intervals not exceeding five years after installation and every three years thereafter.  A summary of the inspection, testing, and maintenance requirements for all components of standpipe and hose system can be found in NFPA 25, Table 3-1.

Many state and local fire officials have been requiring health care organizations to remove their 1 ½” occupant-use hose.  Fire departments cannot always rely on building hose so they always bring their own “trusty” hose.  If you choose to remove your building fire hose on your own, you should always check with your fire department first.  In addition, it is recommended that this coordination be in writing to avoid potential problem areas in the future.
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	Sterilizers:  Performance Testing 
	Does Joint Commission standard EC.2.13 relate to performance testing of all sterilizers used by the department using them, preventive maintenance inspections, or both?  How are organizations demonstrating compliance during survey?
	This intent of EC.2.13 is looking for the performance testing with biological indicators (or equivalent) showing effectiveness of sterilization processes.  Your organization’s central supply department will know the specifics about how and when this is done.

Logging tests and keeping the information accessible for when surveyors arrive is the best way of retaining the results.
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	Sticker Due Dates
	What is JCAHO’s philosophy on due dates on inspection stickers and using those dates to achieve a 95% completion rate?

We currently use stickers that include an inspected date and a due date.  We use the due date to help locate equipment that may have been missed during an inspection.
	Q. (cont.) The idea is that if a staff members sees an out-of-date inspection sticker, he or she can report it to Biomedical Engineering and the equipment can then be inspected.

A:  Joint Commission EC Standards neither mandate nor prohibit using inspection labels/stickers for medical equipment.  Therefore, you may do whatever works for you.  Address the same within your policies and procedures, and that is what you will be surveyed against.

The 95% scoring should be applied only to the pieces of equipment included in you medical equipment management program.  The frequency of time indicated should be established by you, and it should be consistent with you maintenance strategies (for example, interval-based inspections, predictive, corrective, metered maintenance).
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	Survey of Supplemental Recommendations
	We have heard that the Joint Commission will survey previous Type I recommendations during a random unannounced survey.  
	Q. (cont.) Are supplemental recommendations at risk as well?

Yes, all previous recommendations may be evaluated during a random unannounced survey.
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	Tabletop Drills
	Is a tabletop drill acceptable as an implementation of the disaster plan?
	There are several commercial products available that help organizations develop emergency preparedness plans and conduct drills.  One of these is known as a tabletop drill.  Considerable confusion exists as to how a tabletop drill can or should be used.

Most tabletop drills are conducted in a single room and involve a limited number of personnel.  These drills allow key personnel to anticipate staff response, determine communication requirements, coordinate activities, and establish priorities.  As such, tabletop drills can be a very effective tool in developing or revising the emergency preparedness plan.

However, tabletop drills are not acceptable by the Joint Commission as either of the two drills required.  For a drill to be acceptable, it must be conducted throughout the facility and involve personnel throughout the organization.  A tabletop drill does not meet this requirement.
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	Tabletop Drills Additional Clarification
	Is a tabletop drill acceptable as an implementation of the disaster plan?
	As of January 1, 2002, Emergency Drills must include a “community wide” practice drill component in at least one of the required drills.  Because of the potential cost and complexity of conducting a community wide emergency simulation, the Joint Commission has allowed the community wide component of the drill to be conducted as a tabletop exercises.  This tabletop drill may be conducted in a single location and involve a limited number of key personnel.  This type of drill may allow personnel to invoke the community command structure, determine communication requirements, coordinate longer-range logistics and rehearse other plan attributes in a compressed timeframe.  As such, tabletop drills can be a very effective tools in clarifying roles and responsibilities of both the organization and the local responders.

However, in addition to the community wide component for organizations that offer emergency services or are designated as disaster receiving stations, at least one drill must also include an “influx of simulated patients”.  Tabletop drills are not acceptable by the Joint Commission to satisfy the “influx of patients” component of a drill.  For an “influx” drill to be acceptable, it must be an active process that is conducted throughout the facility, involve personnel from the organization, and simulate the movement of patients.  A tabletop drill does not meet this requirement.
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	Temporary Construction Barriers
	Do plastic sheets constitute acceptable temporary barriers in and around construction areas?
	Flammable plastic sheets, DO NOT!  Even through flammable plastic sheets taped across an opening may form a dust seal, they are completely and utterly incapable of controlling fire.  The only thing they can do is keep air from moving around. This is a good thing for controlling dust and its associated infection control implications.  It’s also good on a limited basis for stopping smoke caused by a fire in the construction zone, but these sheets do absolutely nothing to stop the fire itself.

ILSM states that “temporary construction partitions [should be] smoke tight and built of noncombustible (sheet rock, gypsum board) or limited combustible materials that will not contribute to the development or spread of fire.”  Be sure that you can furnish evidence of “limited combustibility” if you are questioned during a survey.

Our position is that plastic sheet barriers of a limited combustible type are “tolerated” for short term use, possibly 30 days or less.  If the project is going to take longer, or the hazards of construction are very high (torch cutting, welding, brazing, open flame), then noncombustible barriers should be erected.
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	Trash Cans
	How large may a trash receptacle (can) be if it is in a general patient care area?  How many cans can be present in an unprotected area (out on the floor?)
	A soiled linen or trash receptacle may not exceed 32 gallons in volume.  There are two ways to think about how many individual receptacles may be present out on the floor:

1) No more than .5 gallons per square foot.  A normal patient room is 120 square feet, so the amount of trash should be no more than 60 gallons.  Would two full 32-gallon trash cans be too much?  Yes, by 4 gallons.

2) No more than 32 gallons may be located in a room of 64 square feet (8 by 8 feet).  That is a lot of trash in a small room.  So, are 50 gallon cans (barrels) out of the question?  Permanently on the nursing floor—yes, but they may be used and stored in a Hazard Location when not attended.

May the janitorial staff push around a 200 gallon cart and pick up trash?  Yes, if attended.  When not attended, the 200 gallon cart is stored in the trash collection room.  A trash collection room.  A trash collection room is a Hazard Location, so it is either protected with one-hour construction, or sprinkled and constructed to limit the transfer of smoke.  There is no limit on the size of the containers or the amount of trash in this room.  Note also that the UL rating and composition requirements have been removed.
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	Undercut Rule
	What type of doors does the new 1-inch average undercut rule apply to?
	The new rule applies to corridor doors only, such as doors to patient sleeping rooms, restrooms, or office.  Smoke barrier doors and fire doors must still have only a maximum of ¾-inch undercuts.
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	Undercut Rule
	Regarding the change to the door undercut rule:  Under the previous requirement, corridor doors had to have less than or equal to a ¾” undercut.  According to the new SOC(, corridor door undercuts in health care occupancies can average 1”.  Are surveyors already using the 1” rule?
	All surveyors were informed of this change during the annual surveyor education program that occurred the first week of January, 1999, and therefore, they will be surveying accordingly.  Please note:  this change of permitting up to 1” door undercuts applies only to CORRIDOR doors, not SMOKE BARRIER or FIRE RATED doors.  The maximum undercut for these types of doors remains at ¾”.  These changes are reflected in the latest revision to the SOC( (dated January 1, 1999).
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	Undercuts:  Averaging for Corridor Doors
	We know that a Joint Commission standard allows a maximum of ¾” undercut for smoke barrier doors.  
	Q. (cont.) However, we have heard an interpretation the ¾” can be an average.  Is the average measured along the length of the door, or its width? 

A:  The interpretation you are referring to is out of context; averaging over the length of the door applies only to corridor doors—doors into spaces off the corridor.  Averaging is not appropriate for smoke or fire doors.
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	Under-sink Storage
	What may and may not be stored under a sink?
	Anything that could be contaminated should not be stored under a sink—thus, no patient supplies—nor should anything that could not tolerate moisture.

Items that may be stored under a sink include cleaning supplies that are nonreactive with other chemicals, flower vases, and trash can liners.

Ultimately, you need to develop and communicate a policy or guidelines regarding these types of items.
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	Under-sink Storage
	I would like clarification on under-sink storage, specifically for laboratories.  Our laboratory is newly renovated and has large cabinets underneath all sinks in each of the clinical departments.
	Q. (cont.)  We would like to store plastic carboys of reagents, plastic bleach bottles, and other chemicals in quantities allowed by OSHA.  All would be tightly closed and, if need be, could be enclosed in plastic boxes with snap-on lids.  Can we store laboratory supplies under sinks in the laboratory setting?

A:  Storage of reagents and chemical within cabinets under sinks, in quantities allowed by OSHA and/or any other (fire) AHJs, would be permissible per Joint Commission standards as long as the reagents and chemicals couldn’t react with each other or with moisture.  If further enclosure of these chemicals is necessary to ensure non-reaction, then those steps should be taken 
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	Utility Systems Contingency Plans
	What type of contingency plans should an organization have in the event of utility failure?
	Because it is always possible that one or more vital utility systems may become inoperable, an organization should develop contingency plans.  Any piece of equipment or system component may break down even when a preventive maintenance program is followed thoroughly.  Therefore, a contingency plan should outline the procedures for prompt repair or replacement and for providing appropriate alternate clinical care so that little or no increase in risk to patients occurs during failure.  A contingency plan should also outline an organization’s procedure for the partial or total cessation of services and the possible evacuation of patients in the vent of a prolonged system outage.
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	User and Maintainer Training
	After initial training, what kind of training is required and how often for personnel who consistently maintain or use basically the same equipment?
	Continuing education for individuals who use or maintain utility systems is done at a frequency determined by the organization.  Many do this on an annual basis, although this in not a Joint Commission requirements.  Training should include orientation of users or maintainers to normal applications and special emergency procedures.  Ongoing training is essential and should include an overview of any specific or ongoing  problems or trends that have occurred since previous training sessions.  (Users should be notified immediately, of course, of any modifications to equipment that would alter the operating procedures).  The extent of training should be commensurate with the position’s responsibility and the job description’s particulars.  Training for utility users should include how to recognize a problem, whom to contact for correction, and in some cases, the corrective or compensatory actions to take until the problem is resolved.

Any variety of curricula or teaching methods can be used to meet the ongoing education requirement.  Continuing education can be accomplished with maintainer and user participation either within or without the organization or both.
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	User Training
	How should facility mangers address the requirements for user training in the medical and utility sections when we are usually not responsible for user departments?
	The Joint Commission is concerned with functional areas of compliance rather than specific departmental responsibilities.  While facility mangers” department may not be responsible for user training, they must coordinate with other department responsible for meeting the functional requirement.  They should also have access to documentation which ensures that this training has taken place.
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	Waterless Handwash
	Infection control literature has recommended placing waterless hand cleanser dispensers outside patient rooms to increase hand washing by health care workers.  The product is foam or gel and contains 62% alcohol.  The dispenser contains 5.4 ounces of the product.  Our fire safety specialist questioned whether this would be a safety problem.
	The 5.4 oz. Dispenser doesn’t appear to be a fire safety problem because of its very small quantity.  However, you might mount the dispenser just inside the patient room if possible and not in the egress corridor.  The 1997 NFPA Life Safety Code(, Section 5-3.2, addresses means of egress capacity.  The exception states:  “projections not more than 3.4 inches on each side are permitted at and below handrail height.”  In this case, assuming that the waterless hand cleanser dispenser is mounted above handrail height, it would probably project out more than 3.5 inches from the corridor wall.  Therefore, mounting just inside the entrance area to the room or within the room itself would be preferable for purposes of LSC( compliance. 
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	Weapons
	Is signage required at entrances reflecting a “No weapons” policy?
	This type of signage is not required, as this specific issue is not contained in the intent of Joint Commission security standards.  However, some states have laws that allow for the carrying of a concealed weapon, with a sign required at areas where they are not permitted (hospitals, airports, bars, sports stadiums).  This would be a local issue to clarify.  If this is the case, a “no concealed weapons” sign would be required. 

If an organization in a state that does not have this type of law experiences problems with weapons introduction, then prudent steps should be developed to mitigate the risk.  In that case, signage might be a good first step.
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