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Aroma Therapy

It started out with - if the organization shuts off the smoke alarm system, they need to contact the local fire department, right?  The rest of the story was the reason the organization was shutting the smoke detectors and alarms off.  It was so they could light aromatherapy candles, and they were worried that the alarms would sound. 

An organization that shuts off their smoke alarm, because they are worried about smoke setting them off, is not seeing the entire picture.  The only places that I know of that may have a live flame in a hospital, is in the chapel and kitchen.  Some religions have candles with an eternal flame that is hopefully never extinguished.  These candles are normally well protected by high glass sides (keeps the wind from blowing the candle out) and are relatively small and dim.  The ones I have seen are red.  Any other open flame in a hospital is reason for great concern.  Definitely not a good time to go and turn your alarms and sprinklers off.  Some organizations have to contend with sage burns; but must monitor them accordingly.  Aromatherapy may be administered through other means, of course.  Atomizers, evaporators, humidifiers or just about anything else without a hot element will work to get the aroma in the air. 

To summarize:

A) Live flame is one of the three legs of the fire triangle; source of ignition, oxygen, and                                                   fuel.


B) Live flame also puts off a gas, or smoke, which is what smoke detectors are looking for.


C) Knowing B) to be true, organizations are shutting off their detectors, totally forgetting about A) when it is the biggest problem, because hospitals have oxygen and fuel in abundance.

Bassinets

Well, the verdict is nominally in on drilling holes in baby bassinets.  I say nominally, because it is almost impossible to prove a negative.  But no one, no where, requires holes in bassinets.

I have found no law, no FDA design control, no recall, or anything else, other than a general safety feeling about these holes.

I talked with a major distributor, Pedicraft Inc., who did not know why the holes are there.  They forwarded me to the manufacturer, MasterCraft.  Their president, Walt Howdishell, and I had an interesting conversation on which came first, the bassinets or the holes.  

Walt did tell me that there is no law, regulation, control, or anything other than what the customer wants. He sells them both ways.   He, personally did not see any reason for the holes, and agreed that the mattress and blankets would seal any hole.  He supposed the reason for the holes was exactly what the two of you who were brave enough to write back saying that you were citing organizations where saying; there is a perception of increased safety with the holes.

The vast majority of you, who wrote back on this issue, agreed with my thinking.  Nurseries are staffed, babies are not left unattended in their bassinets, and, the mattress or blankets would plug any hole. In short, the holes do nothing positive.  They make the bassinet harder to clean, and renders them less structurally sound.  They also add a little cost to the price of each bassinet.

Let us leave this issue as a semi-confirmed "false urban legend", handed down from unknown sources.  Please do not site any organization for having, or not having holes in their bassinets. 

Cylinder Storage in Open Areas
How many E cylinders are allowed out in the open for staging (immanent use)?

NFPA 99 talks about over and under 3000 cubic feet (.25), talks about individual cylinders not required to be in storage, but that is not what happens in real life.

The Joint Commission staff believe that a single H cylinder may be out in a patient care  setting with no problem.  If the same quantity of gas was present in E- Cylinders it should likewise not be any greater problem.  An H cylinder holds 242 cubic feet of oxygen.  E cylinders hold 24 cubic feet of oxygen.  Thus, 10 E cylinders are equivalent.

The Joint Commission has announced to their surveyors, that up to 10 staged E cylinders may be “in the open” per unit (room), if secured from falling (in a rack).  Obviously, a management plan must be in place and a set of ten will be permitted as an absolute maximum.  A small facility may have several on hand for immediate use, the rest in the closet down the corridor.  A high use SICU may have 10 in one place with no problem.

Cylinder Storage

All cylinders leak a little.  They are designed to do that so that they don't blow up when subjected to temperature increases.  All compressed gas cylinders are also stored energy sources.  If dropped far enough, or the valve stem is damaged, that stored energy will be 

transformed into kinetic energy, rather violently.  Works on the same principle as a rocket motor.  Just the thing to have in a health care environment.

Let’s limit this update to just nonflammable gases such as Oxygen, Nitrous, Nitrogen, Helium, etc. The danger from leaks is minor when only a few cylinders are present.  The danger poised by the inert gases is simply oxygen displacement.  The danger present with the oxidizers (O2 & N2O) is the increased risk of fire; it will start at a much lower flash temperature, and burn much hotter. 

Storage of nonflammable gases over 3000 Cubic Feet (yet under bulk quantities): One hour fire wall if attached to building, non combustible construction, vented to the outside. No heat source hotter than 130 degrees F.  Five-foot minimum placement of electrical devices (switches, receptacles, etc.).  Lockable doors or gates.  No other storage allowed except empty cylinders.  Provisions made for racks or fastenings to protect cylinders from accidental damage or dislocation. No smoking, or other source of ignition.

Storage of nonflammable gases under 3000 Cubic Feet: Non-combustible construction.  Lockable gates or doors.  If oxidizing, no other storage within 20 feet, or 5 feet if sprinkled, or in a flammable liquid cabinet.  Protection from mechanical shocks. Vented.  Less than 130 degrees.  5 foot electrical. Cylinders chained or secured. No smoking within 20 feet if outside storage.

Single cylinder in use: Cylinder fall protection.  Nothing draped on or near (lab coat, masks, gloves, etc.).

To calculate volume of Oxygen, multiply number of H cylinders by 282 or E cylinders by 24.  For Nitrous, H by 567, and E by 56. 

Have you ever seen colored cylinders and wondered why?

Green=Oxygen   Blue=Nitrous Oxide  Yellow=Air  Black=Nitrogen  Gray=Carbon Dioxide  Brown=Helium

Exit Sign Inspections
How often should exit signs be checked for illumination?

NFPA 101,5-10.5 "Exit signs shall be visually inspected at maximum 30-day intervals for operation of the illumination sources."

Not something you need to check on, the organization shall identify this program on their SOC or have it in their Building Maintenance Program. 

Fire Extinguisher Signage

Fire extinguishers must be clearly identified, and not obstructed.

An extinguisher mounted on a bracket, on a column, in a mechanical space, is clearly visible.  Nobody is going to mistake it for anything else.

A fire extinguisher in a recessed cabinet with a clear cover, on a patient floor, will need some type of signage indicating its location.  The sign may be two or three dimensional, simply stating  "Fire Extinguisher".  It may also be an international representation of an extinguisher.

An obstructed fire extinguisher is another story.  These may be behind an opaque cover, around a corner, on the opposite side of a column, whatever. These need to have very clear signage indicating their location.  If you can't find it, the signage isn't clear enough.

 My favorite example of an obstructed fire extinguisher is usually found in the lab.  Somebody will come to work, and as the lights are turned on, theirs will too, and they will think " hey, what a neat place to hang my coat!"  I have seen up to 5 coats on one extinguisher, plus purses.

One commonly asked question is "how visible".  Do you have to be able to spot the extinguishers from 75 feet away?  Well, NO, not really.  Only trained staffs are intended to use portable fire extinguishers.  We do not expect patients, visitors, and vendors, to know how use them.  We do expect that appropriate staff would have extinguisher locations memorized through proper training.

Flammable Cabinets

“Is it OK to find the caps in the flammable storage cabinets vents removed?” 

Flammable cabinets exist to keep fire from spreading.  If the bungs are removed (what you call caps), the cabinet could shoot fire out of the resultant holes. Cabinets with fire shooting out of holes are sort of useless.  Therefore, bungs are a good thing.

The bungs are there for another reason --  venting.  If noxious chemicals are stored in the cabinet, it may be desirable to connect the bung "vent" hole (with "usually" copper piping) directly to the outside.  As you can imagine, the placement of this outlet on the building exterior is critical; twenty feet separation at least from any point of ingestion for both people and buildings is a good rule of thumb. The reason for the separation is that the vapor venting is normally hazardous.

Cabinets do not have to be vented.  You should see the bungs in place.

Reference for flammable cabinets is NFPA 30-4.3.

Floor Storage

Thou shalt not store any item on thy floor in a JCAHO accredited facility!  This is thought to be one of our original standards from before time.  It also has got to be one of our all time large volume calls.  What can be stored on the floor, what distance from the ground is storage allowed, etc.

Storage off the floor does accomplish some good things.  If there is a spill, it will be quickly seen.  An infestation of vermin is more controllable.  Mopping of water will not contaminate the stored material.  It is easier to pick things up if they are elevated.  Dirt is not transferred to food.

Can all of these things be accomplished in some other manner, and allow storage on the floor?  Yes.

Let me say this a bit more clearly.  There is no JCAHO standard that prohibits storing anything on the floor.

As always, the Joint Commission surveys processes. How are storage risks being addressed?  Does the organization understand the issues, and are they doing the right things right?  The surveyors have been instructed not to automatically down score an organization for storing on the floor, without looking into what they are actually doing.

Histoplasmosis

In a word, pigeon droppings.

Pigeons commonly have resident in their crop a fungus called Histoplasma capsulatum.  When the little devils poop, guess what comes out with the white wash?  Yep, the fungus.

Normally, this wouldn't be any big deal. The problem comes from (like all these nosocomial issues) mixing the source of the agent, with a distribution system, and an immune suppressed population.

So the little feathered fiends find a home under the roof mounted air-handling machinery on hospital roofs.  Not being able to control their bodily functions, the birds excrete urea pretty much on top of themselves, and under the air intake of the machinery.  The fungus grows in the mound of waste. The plant operations folks get a call.  They are told to clean it up.

Guess how they normally do that.  They scoop up the droppings, and throw it into some container.

Let me be graphic here; Fungus love this; it's climatic for them.  When you disturb a fungus via direct contact, they pump out spores into the surrounding air.  If an air intake is nearby, the spores go with the air into the hospital.  They also go into the lungs of the poor guy up there cleaning up the mess.  If concentrated enough, the recipients of the spores may develop histoplasmosis.  As I am sure you all know, this is a disease caused by infection with the fungus, marked by benign involvement of lymph nodes of the trachea and bronchi OR by severe progressive generalized involvement of the lymph nodes and the reticuloendothelial system. Or at least that's what my Webster's dictionary says.

My point here is not to set up a scorable event.  The intent is to pass on to you general knowledge to use in a consultative context. 

One way to handle pigeon droppings is to: (1) remove the source.  Don't let the pigeons set up house on your roof --IF POSSIBLE.  (2) If you must scoop poop, turn off air intakes nearby (20 feet), and (3) Lightly mist the waste with a wetting agent, then place it carefully in air tight containers (bags).  (4) Have workers wear Personal Protective Equipment (PPE).  (5) Dispose of as infectious waste.  Employee right to know and education is obviously before all this.

Most birds have this fungus in their crops, not just pigeons.  You can also find it in most soils.

HVAC System Failure

I had an excellent question the other day related to Heating, Ventilating and Air Conditioning (HVAC, pronounced H - vac) systems.  The question was number one, are they important, and two, if we know something is wrong, can we have a plan for improvement in place, and not be cited for an existing problem during survey.  They also asked if this would cause a loss of accreditation.

The answer depends on what HVAC question is being asked. Also, to imperil accreditation we would need an immediate threat to life, which is not something HVAC systems will normally cause. Type one's?  Sure, you betcha. Proper air will limit airborne contaminates, reduce wound healing time, promote an environment hostile to fungal and bacterial growth, and prevent hypothermia in patients. But it is much more.  

Is the problem adequate ventilation for acceptable temperature, humidity and the removal of odors? The industry guideline for this are found in the American Institute of Architects Guidelines, table two on page 58, and to a lesser degree in the NFPA 99, ch 5.  For large facility surgery, endoscopy, bronchoscopy and delivery rooms, the recommended temperature range is 68 to 73 ( deg F), and 30 to 60 % relative humidity.  Air changes are from 6 to 15 changes per hour. (this means that the air in the room has been replaced by new air x number of times in one hour).  For critical care, recovery and treatment rooms, the guidance is 70 to 75, with every thing else the same.  In regular patient nursing rooms, the temp is 70 to 75, with no humidity range, and only 2 air changes per hour.  For significant problems in these areas, Score under EC.4.1 for HAS, and 1.9 for AMB.

Is the problem no filtration of incoming air for removal of contaminates?  For all areas housing or treating inpatients, or for areas providing direct service to clean supplies, we should have two filter beds (the frame and filter is called a bed).  The first filter bed should be a 30% efficiency filter, and the second bed a 90%.  Protective environment rooms also have two beds, the first at 30%, the second at 99.97%.  Laboratories have one bed at 80%.  Administrative, bulk storage, food preparation and laundries have one 30% filter bed.  If no filters, score under EC.1.2. or IC.4.  To understand the efficiency %, the 99.97 filter will remove that percent (99.97) of particles 0.3 microns in size and larger.  0.3 microns is viral size, and Oh Baby, is that small!

How about no negative pressure to TB isolation rooms?  6 air changes/hr for existing facilities, 12 for new construction.  Air flows from corridor into room, then exhausted out, checked daily (manually) or continuously (mechanically) while the room is occupied.  No have got?  Score at EC.1.9 or IC.4

No plan for loss of essential utilities, like HVAC?  EC.1.6 and EC.1.9.

Dirt falling off registers?  IC.4.

The bottom line to the question was really more philosophical. Can a plan for improvement shield an organization from a finding?  Only for the very limited case of Life Safety Code deficiencies (the SOC PFI) do we universally allow this.  No other standard has this recognized ability.  Someday, this may be the model for all standards, but not today.  Use prudence and reasonableness, as always.  If a minor condition is actively being corrected (or in the near future), what's the use in making an issue out of it?

Outdoor Smoking

There is no policy, criteria or authorization requirements for patients, staff or visitors smoking outside of the building.  Second hand smoke however, should not be sucked or blown back into the building from an outside smoking area.  The placement of these shelters is up to the organization and there is NO distance requirement for any entrance.

Pepper Spray

Let me give you a fast in-service on Pepper Spray.

Oleoresin capsicum (OC) is a derivative of natural hot peppers, the stuff that burns your mouth when you eat one.  OC is extremely irritating when it gets into your eyes or respiratory tract.  It makes your eyes slam shut, and tear uncontrollably.  In your mouth or nose, it causes copious amounts of mucous to be excreted, making it hard to breath.  By itself, this stuff is pretty nasty, but it is added to tear gas in concentration of up to 10% for really devastating effect.

That's right, Pepper Spray is 90% tear gas, 10% OC.

When are we supposed to use this stuff?

Well, if there is an escalation of force.  When we are by ourselves, and we encounter a potential situation, we start out with the lowest level of force possible;  we ask if we can be of assistance.  When we see that the bad guy is intent on doing bad stuff, we ask them to stop.  If they do not, we call the police.  Now, before the police get here, it’s possible that the bad guy is continuing to do worse stuff.  If we must stop the action, we escalate force by attempting light physical contact, leading the guy out.  Now say, the bad guy gets worse yet.  Now we have to make a decision on what to do.  If we really must stop the action, now, and we do not want to permanently harm him, we can use the spray.  For most normal people, not on PCP, this spray will make them drop to their knees, and grab their face, and pretty much make them stop what ever it was that they were doing.

Can we ever use Pepper Spray on a patient?

I would certainly hope not.  The clinical staff controls patients.  If we get a call to go to one of the floors, we respond and report directly to the clinician in charge.  They will tell us exactly what they want done.  Pepper spray is almost certainly not going to be involved; they have all kind of stuff to control patients without it.

Anything else I should know about this stuff?

A few organizations have policies and practices in place to use pepper spray on patients.  I assume that the area of concern is the ER, admitting, and psychiatric floors.  Upon survey, HCFA found this practice to be somewhat, --- how shall I say, -- inhumane --, under many circumstances.

The message I hoped to send you was that our organizations should have very clear guidance, policy, teaching protocols, and practice that pepper spray is not universally used for behavioral modification, or as a chemical restraint.  It is used as a last resort, at the direction and control of a clinician.

PM Completion Rates

· PM completion rates must be 95% or higher to achieve a perfect score of 1.


· Only critical equipment needs to be on the top tier for scoring 95% or greater.  This permits a risk-based assessment of the utility system inventory to establish different levels of PM performance (Level 1, Level 2, Level 3, etc.).

· Once again, if the utility inventory has been tiered using the methodology above only Tier or Level 1 will be scored for 95% completion.

· The 95% is an average score over a three-month period of time.  Typically surveyors will look at quarters of years to determine the average level of compliance.

Red Bags

Key points on "Red Bags and Yellow Bags"

Always check state requirements for specific twists.
1) OSHA requires regulated medical, chemo, and radioactive wastes be "identified" - this could mean red bag, yellow bag, white double bag, Nuke ID's, purple bag, black bag, etc..  The red bag, yellow bag, nuke label system is very common and readily available through most supply houses.

2) Reasons to segregate:

Medical waste: obviously an infection control issue, must be "treated" before entering waste-stream.  Several options are available (i.e. could be incinerated, autoclaved, sterilized, gas plasma-ed etc.).  Chemo waste: More aggressive cyto-toxin than medical waste, greater precautions should be exercised when handling.  Special response required for spill (should have specific chemo spill kit).  Chemo must be incinerated (under specific conditions -- 2,000 F with 1 sec retention), so it may have to be disposed of at a different site or with a special off-site contractor. Radioactive waste: Must be decayed 10 half-lives before disposal.  Can be decayed on-site.

3) Unused/Out-of-Date Chemo agents (not mixed or used by Pt's) must be manifested and disposed of by a licensed hauler.

Sharps Container

Must sharps containers be physically mounted to walls or counter tops? 

Like so many of our issues, there is no specific standard that requires mounted or secured containers.  But if they are not secured, you might have issues like:

1) How do you know the container is going to be there after your next injection? 

2) What do you do when you push the container off the desk, it lands on the floor and the cover comes off,

3) If you must hold the container with one hand to keep it in one place to find the opening, how do you keep from sticking yourself with the other when you miss the opening?

All are excellent questions.

The answer to this oft-cited question is:

1) How did the manufacturer intend for the container to be used? 

2) What's the safe thing to do? 

If the flat, tall container comes with wall mounting hardware and instructions on how to attach it to the wall, then it would be unwise to sit this on a counter.  If the box is square, with a flat bottom, and it's design has no built in mounting means, then it may be hard and unnecessary to do so.  If the container is in an exam area that is frequently inhabited by high risk patients, and infrequently by cognizant staff, then you would expect some control over everything in the room, container included.  Sometimes the answer is to mount the sharps container on the wall, sometimes placing it on the counter is acceptable.  All the risks need to be considered, and then a plan can be developed.

FYI:  In home care they are never mounted.  They are on the floor or the counter of wherever the patient wants to put them.  In home care it is also common practice to use plastic milk jugs or bleach jugs or coffee cans with the tops taped down.  Depending on the health department, they can be thrown out in the regular garbage.  Nurses often carry a mini sharps container in their nursing bags in a separate dirty area.

If an organization has completed a well thought out risk assessment, and is implementing a plan of action accordingly, then no further issue.

Signage in Stairwells

The 1997 Life Safety Code states "Stairs serving five or more stories shall be provided with signage within the enclosure at each floor landing.  The signage shall indicate the story, the terminus of the top and bottom of the stair enclosure, and the identification of the stair.  The signage shall also state the story of, and direction to, exit discharge.  The signage shall be inside the enclosure located approximately 5 ft above the floor landing in a position that is readily visible when the door is in the open or closed position."

SOC Part 4

Do we need to see the SOC from last survey?  Absolutely.  You are reviewing this to verify that the organization has completed the work they had not yet done, but had promised to do three years ago.  This is where the conditional accreditation rule resides.  You also expect to see any newly identified issues.

Do we need to see the SOC from the last survey?  What if they say there were no deficiencies so there wasn't an SOC, part 4.  I have been with surveyors who do not sign the Part 4 if there were no deficiencies.  Please let us all know so there is consistency. 

Yes, we do expect a Part 4 (plan for improvement), even when there is no plan for improvement.  The rationale is that even though the organization has no deficiencies, without something on record saying so, how will the next surveyor know that there was none.  What I thought was common practice is to have the organization fill out the top part of a blank part 4, then draw a line through all four sections.  You then as surveyor sign and date the bottom, leaving a lasting record that there were in fact no deficiencies.

The author of the question does point out a problem area; some surveyors are evidently not enforcing the paper trail.  The organization is responsible for keeping the SOC current, accurate and living. 

Lastly, the old open PFI issue.  You should not accept a plan for improvement that is global, like penetrations throughout.  The individual PFI issues must be as specific as possible, without being ridiculous.  So, multiple penetrations above fire door 47 on floor 4, southwest side, is OK.

However, if the organization is using the Building Maintenance Program option, they will in fact have something very similar to penetrations throughout, and have a program to fix them.  Of course it will not be a PFI item.

SOC Items for Deletion

When can completed items be deleted from the Statement of Conditions (SOC) Plan for Improvement (PFI).

The simple answer is after three-years/survey cycle.

Example: a facility is surveyed in 95, with outstanding PFI items. All items are repaired two months after the survey.  All of these would be presented at the next survey in 98, and the surveyor will then perform a random sample inspection to make sure that in fact, the actions were done.  Once verified, these PFI items are no longer of interest, and they may be removed.

Newly identified deficiencies are also checked on a random basis.  This is done to verify that the facility has correctly identified problem areas.  You will also want to randomly check other areas to see if the SOC has captured significant LSC problems.

Space Heaters (Portable)

Portable space heaters are all the rage during the winter months.  You can find them hiding out all over the place in healthcare organizations. Unfortunately, they are prohibited in all patient care areas in both acute and ambulatory health care facilities.  Luckily, for all cold-legged people, portable space heaters are permitted to be used in nonsleeping staff and employee areas where the heating element is limited to no greater than 212 degrees Fahrenheit.

One gray area in the past has been nurses’ stations.  Because these are not literally part of the patient sleeping area, and they are for the use of staff only, the JCAHO has allowed them.
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