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Healthcare facility sustainability in 2026 means running acute and ambulatory buildings so energy, water, and
waste programs cut operating cost and emissions without compromising infection control, life safety, or CMS
and accreditation survey outcomes. Facility managers align plant operations with ENERGY STAR or
equivalent benchmarking, FGI 2026 design expectations where adopted, NFPA 101 and NFPA 99 maintenance
baselines, ASHRAE 170 ventilation performance, and Joint Commission Accreditation 360 Physical
Environment documentation effective January 1, 2026.

Healthcar e facility sustainability: The integrated management of energy, water, waste, and building
performance so clinical operations stay reliable, regulatory obligations stay defensible, and capital plans reduce
long-term utility and carbon exposure.

What sustainability means on a clinical campus

Sustainability is not a separate green initiative side deck. It is how you keep bailers, chillers, autoclaves, OR
suites, and isolation rooms running while utility rates climb and stakeholders ask for lower carbon intensity.
Every measure still has to survive infection prevention review, fire and life safety rules, and the Physical
Environment chapter your surveyor scores.

That constraint is why healthcare lags other commercial sectors on simple swap-outs. Y ou cannot drop steam to
sterile processing because a corporate net-zero target moved up ayear. Y ou can tune sequences, recover heat,
and phase el ectrification where ASHRAE 170, NFPA requirements, and clinical risk stay controlled.

Energy, water, and waste: the three pillars

Energy and decarbonization

Hospitals are large electric and fossil loads: central plants, reheat, domestic hot water, kitchens, and 24/7
clinical demand. Start with interval data, tariff review, and a prioritized list of no-regrets work—LED where
compatible with clinical lighting levels, VFDs on major pumps and fans, boiler combustion tuning, and
scheduling that respects minimum air changes.
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Decarbonization plans must name what stays on fuel for resilience: emergency generators, steam for
sterilization where process validation requires it, and backup heat in cold climates. Our healthcare energy
management guide covers ENERGY STAR for Hospitals, benchmarking discipline, and phased
decarbonization that keeps NFPA 110 transfer paths and medical gas infrastructure intact.

Water and medical utilities

Water savings compete with Legionella control, dialysis purity, and sterile processing requirements. Low-flow
fixtures belong in your ASHRAE 188 risk assessment, not in a plumbing spec written in isolation. Cooling
tower blowdown, steam condensate recovery, and leak detection still matter on the sustainability ledger.

Utility rooms, treatment skids, and tower access are design issues too: the 2026 FGI Codes and Handbooks
emphasi ze maintai nabl e infection-prevention surfaces and logical plant adjacencies where jurisdictions adopt
them. See the healthcare water quality and medical utilities guide for how water programs intersect
Accreditation 360 PE.04.01.03 and PE.04.01.05.

Waste and materials

Regulated medical waste, pharmaceutical discard, and chemotherapy trace waste each carry distinct manifests,
training, and vendor contracts. Diversion programs for single-stream recycling and organics succeed only when
clinical staff get clear bin labeling and infection prevention signs off on handling.

Sustainability metrics that ignore RMW tonnage look better on paper and fail on inspection. The healthcare
waste management guide separates RMW, pharmaceutical, and chemo paths so your environmental services
and compliance teams share one map.

Benchmarking, reporting, and honest baselines

Y ou cannot manage what you measure once a year for aboard slide. Establish a normalized baseline—source
energy use intensity, water use per adjusted patient day, major waste streams—and refresh it after mergers,
wing openings, or major plant replacements so year-over-year comparisons stay honest.

ENERGY STAR Portfolio Manager remains a common hospital benchmarking path when you have twelve
months of whole-building data. Pair it with internal dashboards tied to your CMMS so work orders show kWh,
therms, and gallons avoided, not only dollars.

Public reporting and bond covenants increasingly ask for greenhouse gas inventories. Scope 2 from purchased
electricity is straightforward; Scope 1 from on-site combustion needs meter discipline. If you cannot defend a
number from metered data, omit the metric until metering catches up.

Green building certification paths

Certification is optional; documented performanceis not. Still, LEED, Green Globes, WELL, and Fitwel give
structured checklists that help capital teams justify envel ope upgrades, filtration improvements, and
commissioning scope.

Program Typical healthcare use Facility note

LEED New towers, major renovations Energy model, commissioning, materials
credits; align with state energy code and
FGI adoption
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Program Typical healthcare use Facility note

Green Globes Existing buildings, phased projects Self-assessment with third-party review;
workable on occupied floors with ILSM
discipline

WELL / Fitwel Workplace and public areas Air, light, and ergonomics; complement

clinical IP policies, do not override them

Our green building certification for healthcare article compares credit strategies, healthy-building claims, and
how to keep survey documentation aligned while you pursue plagues.

Electrification within clinical and code limits

Heat pumps, electric domestic water, and battery storage attract capital—but NFPA 99 till governs medical gas
purity and valve testing; NFPA 101 still governs egress and compartmentation during construction; ASHRAE
170 still setsventilation minimain many jurisdictions through FGI reference. Electrification projects that
trigger long outages or pressurization loss need interim life safety measures and infection control sign-off
before you cut over.

Master plans should sequence plant upgrades with clinical adjacency and growth projections, not only carbon
math, so a chiller replacement does not land the same summer as OR expansion.

Financial case: operating savings, FCI, and capital queues

Sustainability wins funding when it speaks CFO and CNO language. Bundle utility savings with reliability:
fewer steam failures, stable OR humidity, and predictable RMW hauling costs. Simple payback under three
years often clears without grants; longer decarbonization paths need lifecycle cost analysis and explicit risk
notes if gas backup remains.

Facility Condition Index—ratio of deferred maintenance to current replacement value—hel ps leaders see how
sustainability capex competes with roof and facade backlog. A healthcare facility assessment that scores
envelope, mechanical, and electrical systems gives you the numerator and denominator leadership already uses
for bond stories.

ASHE resources and peer networks remain practical for energy intensity benchmarks by climate zone; use them
to sanity-check vendor proposals before you lock multi-year ESPC contracts.

Governance: who owns the agenda

Sustainability fails when it lives only in marketing or only in the basement shop. A workable model:

» Executive sponsor (COO or CFO) sets carbon and cost targets and resolves clinical vs. plant tradeoffs.
« Facilities/ plant engineering owns meters, retrofits, commissioning, and PE-aligned documentation.

» Environment of care/ safety chairs crosswalk to Accreditation 360 PE and hazardous material s/waste
standards.

« Infection prevention approves air, water, and waste changes that touch patient care zones.

» Supply chain embeds sustainability criteriain RFPs without weakening clinical specs.
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Charter a quarterly sustainability operations meeting with the same attendance as your utility management
team. Decisions should hit the capital plan, the CMMS, and the policy index your healthcare code compliance
crosswalk already maintains.

Standards and surveys as of September 2026

K eep a one-page edition map on the wall:
* FGI: 2026 FGI Codes and digital Handbooks for planning minimums where your state or project manual
adopts them; confirm AHJ before room data sheets freeze.

« Joint Commission: Accreditation 360 Physical Environment chapter effective January 1, 2026 for
hospitals and critical access hospitals—utility, waste, and building safety expectations now roll up under PE
with CM S-aligned wording.

* CMS: Conditions of Participation for Medicare participation; life safety and systems surveys still trace
through adopted NFPA editions cited in federal rules—coordinate with state adoptions that may be newer.

* NFPA 101/ NFPA 99: current published editions inform design and local enforcement even when
Medicare surveys reference earlier cycles; treat dual obligations as normal.

« ASHRAE 170: ventilation and pressure relationships for many patient care spaces,; operational
sustainability must not erode TAB-verified performance.

Design upgrades under the 2026 FGI Codes should still be checked against NFPA 101 compartmentation and
egress assumptions before construction documents issue.

Practical starting point

 Lock twelve months of utility data and major waste tonnage; pick one external benchmark (for example
ENERGY STAR) if dataquality allows.

» Crosswalk active sustainability projects to PE utility, waste, and building safety standards under
Accreditation 360.

» Rank the top five plant measures by verified savings and clinical risk; fund the low-risk tier this fiscal
year.

* Align the next capital cycle' s FCI review with envelope and mechanical backlog, not only new
construction glamour.

Frequently asked questions

Does sustainability conflict with Joint Commission Physical Environment requirements?

No—when sustainability projects respect life safety, infection control, and documented utility management.
Accreditation 360's Physical Environment chapter effective January 1, 2026 expects you to maintain utility
systems, manage hazardous materials and waste, and keep building safety programs survey-ready. Measures

that cut air changes below ASHRAE 170 or FGI-adopted minima, bypass alarm testing, or informally change
waste segregation will fail PE expectations before anyone asks about your carbon goal.

What isthe most practical first benchmark for an acute car e hospital ?
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Whole-building energy benchmarking with at least twelve continuous months of electric and fuel data,
normalized for weather and major occupancy shifts. ENERGY STAR for Hospitals in Portfolio Manager isa
common path when meter boundaries match the facility. Add water use per adjusted patient day and RMW
tonnage so leadership sees more than a single energy score.

Can we pursue LEED or Green Globes on an occupied campus?

Y es, with construction phasing that includes interim life safety measures, infection control risk assessments,
and clear communication to clinical directors. Green Globes has a track record on existing buildings; LEED
operations and maintenance credits also work when you document commissioning and policies. Certification
does not replace CM S or state code compliance—run both threads in parall€l.

Who should own healthcar e sustainability day to day?

Plant engineering or facilities operations should own meters, retrofits, and CMM S work orders, with an
executive sponsor who can arbitrate clinical tradeoffs. Environment of care, infection prevention, and supply
chain must sit on the governance committee so waste, water, and procurement changes stay survey-defensible.
A standalone “ sustainability office” without plant authority rarely finishes load-shaving projects.

How do decarbonization plansinteract with emergency power and medical gasrules?

NFPA 110 emergency power testing and NFPA 99 medical gas verification continue on their required intervals
regardless of carbon targets. Electrification that adds load to emergency branches needs capacity studies and
may require generator or switchgear upgrades before you disable fossil assets. Sequence fuel switching so
sterilization, kitchens, and resilience equipment keep validated backup until replacements are commissioned
and tested.

About this guide

William Tygart prepared this overview for healthcare facility managers. Verify current editions of FGI Codes,
CMS Conditions of Participation, NFPA 101 and NFPA 99, ASHRAE 170, and Joint Commission
Accreditation 360 manuals before relying on it for compliance or capital decisions.

Related: Green building certification - Healthcare energy management - Facility decarbonization
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Direct answer: A healthcare facility assessment is a documented review of physical plant condition, life safety
and utility systems, space and capacity, and compliance readiness. In 2026, align findings with the Joint
Commission Physical Environment (PE) chapter (effective January 1, 2026), CMS Conditions of Participation,
applicable NFPA codes, and the planning baseline your state adopts—often the 2026 FGI Codes or an earlier
edition until adoption updates.

Healthcar e facility assessment: Systematic evaluation of infrastructure condition, operational capacity, safety
systems, and compliance status. Good assessments produce prioritized capital needs, defensible budgets, and
traceable corrective actions—not slide decks that sit on a shelf.

Why assessment still drives the work

Facility managers live between deferred maintenance, survey cycles, and capital committees that want numbers.
Assessment is how you translate what you see in corridors, mechanical rooms, and OR support areas into
decisions finance and clinical leaders can act on.

This guide ties together four domains most teams already touch: condition indexing and capital planning, safety
and environment-of-care field work, master planning, and the regulatory frame that changed in 2026.

Core assessment domains

1. Condition assessment, FCI, and deferred maintenance
Facility Condition Index (FCI) compares deferred maintenance to current replacement value. It will not replace
your judgment, but it gives you acommon language with CFOs and boards.

* Inventory major systems with consistent condition ratings

 Track deferred maintenance backlog and year-over-year FCI trend

* Prioritize projects by risk, clinical impact, and funding reality

* Feed defensible numbersinto capital and bond narratives

Deep dive: Hedlthcare Facility Condition Assessment: FCI Scoring, Capital Planning, and Deferred
Maintenance

2. Field inspections, rounds, and corrective action

Multidisciplinary rounds still find what drawings miss: blocked egress, expired fire doors, damaged smoke
seals, isolation room pressure issues, and storage creep in suites. Document findings, assign owners, and close
loops before surveyors do it for you.

Under Joint Commission Accreditation 360, environment-of-care and life safety requirements now sit primarily
in the new Joint Commission Accreditation 360: 2026 Physical Environment Standards PE chapter (eight
standards covering hazardous materias, Life Safety Code compliance, building and utility systems, water
management, and imaging safety). Some former EC topics moved to National Performance Goals—update your
crosswalks and inspection checklists, not just binder labels.

3. Master planning and clinical adjacency

Master planning trandates service line strategy into space, infrastructure, and phasing over 10-25 years.
Assessments should inform that plan with utilization data, code-driven room needs, and realistic growth
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scenarios—not wish lists.

Program new and renovated space against the FGI edition your state enforces. The 2026 release separates
enforceable FGI Codes from advisory handbooks; many projects still reference 2022 until adoption catches up.
See FGI Guidelines for Healthcare: 2022 vs 2026 Codes, Room Sizes, and Compliance and the Facility
Guidelines Ingtitute for current editions.

Deep dive: Healthcare Facility Master Planning: Space Programming and Clinical Adjacency

4. Code, CMS, and survey alignment
Assessment outputs should map to what regulators and accreditors actually score: life safety infrastructure,
utilities, emergency preparedness, and environment-of-care expectations under CMS. Use Healthcare
Regulatory Compliance: The Complete Professional Guide (2026) when building or validating crosswalks from
assessment findings to survey domains.
* CMS Conditions of Participation: Environment of Care Requirements for Hospitals
* Life safety and medical gas findings cross-checked against your adopted NFPA 101 and NFPA 99 editions
» Emergency preparedness gaps tied to the physical plant (generators, egress, shelter-in-place infrastructure)

State agency survey findings should feed the same corrective-action log asinternal assessments. See State
Health Department Surveys: Preparation, Deficiencies, and Corrective Action.

Standards and references to keep current

Joint Commission Accreditation 360 (2026)

The 2026 hospital manual reorganizes physical environment requirements into the PE chapter effective January
1, 2026. Facility assessment programs should reference PE standard numbering in policies, tracer tools, and
capital justificationstied to life safety and utility risk. Official resources: The Joint Commission.

ASHE and professional practice

ASHE continues to publish healthcare-specific engineering and management guidance, including FCI practice
and physical environment competencies. See ASHE for training and tools your team can adopt without
reinventing workflows.

Ventilation and clinical support systems

Pressurization, filtration, and exhaust requirements for healthcare spaces tie to ANSI/ASHRAE/ASHE Standard
170 (2025 edition referenced in current FGI material). When assessments flag HVAC risk, coordinate
mechanical review with infection prevention and clinical owners. Reference: ASHRAE.

NFPA 101 and NFPA 99

Life safety and healthcare facilities code requirements remain central to egress, fire barriers, medical gas, and
electrical systems assessments. Confirm which NFPA editions your state and CM S recognition chain require
before you cite chapter language in remediation plans. Reference: NFPA; pair code editions with the CMS and
accreditation context in healthcare regulatory compliance for facility managers.

Implementation practices that hold up in survey
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Cross-functional team
 Facilitiesand engineering: systems knowledge, work order history, cost data
 Clinical and safety leaders. workflow, patient care impact, tracer participation
 Finance: capital constraints, ROI, funding sources
» Risk and compliance: prioritization, CMS and accreditation crosswalks

* Environmental servicesand security: daily operational hazards

Data you can defend
» Asset inventories with consistent condition scores
» Annua FCI recalculation with documented assumptions
» Benchmarks against peer systems where data exists internally

* Closed-loop tracking from finding to verified correction

State survey readiness

Medicare-certified hospitals still face state agency surveys on CMS requirements. Use assessment findings to
prep statements of deficiencies and evidence of correction before the survey team arrives.

Frequently asked questions

What belongs in a comprehensive healthcare facility assessment?

Comprehensive facility assessment should address: current facility condition and FCI calculation,
environment-of-care and safety compliance (mapped to 2026 PE standards where applicable), infrastructure
capacity and utility systems analysis, space programming against current utilization, long-term growth
projections and master planning strategy, sustainability and energy performance where it affects capital choices,
and corrective action plans for identified deficiencies.

How often should we run afull facility assessment?

Annual updates tied to the capital cycle are standard. Recalculate FCI at least yearly. Multidisciplinary safety
rounds should continue on a schedule your accreditation and internal policy require—often quarterly or
semi-annual by area, with at least twice-yearly coverage for high-risk environments. Trigger an out-of-cycle
assessment after major floods, fires, construction defects, or sudden utilization shifts.

Who should lead assessment work?

The chief facility officer or VP of facilities typically owns the program, with clinical operations and finance at
the table. Use a standing committee for prioritization so ED, surgical services, and | P voices do not get heard
only when something fails survey. External architects or engineers help on large master plans; keep internal
staff on condition data so knowledge stays in-house.

How do assessments support accreditation after the 2026 PE chapter?

Surveyors trace physical environment risk through documentation and observation. When your assessment
crosswalks findings to PE standards—and shows closed corrective actions—you demonstrate the same control
the chapter expects. Update inspection forms from legacy EC/L S numbering to PE and NPG locations before
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your first 2026 survey cycle.
How does assessment feed capital budgeting?

Assessment data identifies deferred maintenance backlog, projects FCI trend, ranks replacements by life safety
and patient care impact, and frames multi-year capital needs. That evidence supports board approvals, bond
covenants, and honest conversations when the backlog exceeds available dollars.

Healthcare Facility Remediation: The Complete Professional Guide (2026)
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Direct answer: Healthcare facility remediation is the controlled removal or stabilization of water, mold,
asbestos, and lead hazards while patient care continues. Work must follow hazard-specific standards (IICRC
S500/S520, EPA NESHAP, EPA RRP), OSHA worker protection, infection control containment, and
survey-ready documentation under CM'S Conditions of Participation and, for accredited organizations, Joint
Commission Accreditation 360 Physical Environment requirements effective January 1, 2026.

Healthcar e facility remediation: Identification, assessment, and correction of environmental hazardsin
occupied care settings—water intrusion, mold, asbestos-containing materials, and lead— with
negative-pressure containment, clearance testing, and operational plansthat protect patients, staff, and regulated
spaces.

Why healthcare remediation is different

Hospitals do not shut down for a burst pipe or hidden mold behind awall. Remediation runs beside
immunocompromised patients, sterile processing, imaging suites, and code-required egress. That means ICRA
and interim life safety measures often apply even when the trigger is environmental damage, not a planned
renovation. Infection prevention, environmental services, and facilities must agree on barriers, pressure
relationships, and when an areareturns to service.

Surveyors ook at outcomes and records. Under Joint Commission Accreditation 360 (2026 PE chapter),
environmental riskstie to the unified Physical Environment framework alongside life safety and utility systems.
M edi care-participating hospitals still answer to CM S CoPs for environment of care, emergency preparedness,
and infection control. NFPA 101 Life Safety Code and NFPA 99 Health Care Facilities Code govern how
barriers, egress, and utilities behave during and after work. New construction and major repairs reference FGI
Guidelines 2026 and ASHRAE Standard 170 where HVAC is disturbed—especially ORs, isolation, and
pharmacy spaces covered in ASHRAE 170 ventilation design.
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Core hazard categories

Water damage

Follow 11CRC S500 for categorization (Category 1-3), drying goals, and salvage decisions. In clinical areas,
treat Category 2 and 3 events as infection-control incidents: isolate the zone, protect equipment, map moisture,
and document response in line with your water-intrusion policy. Coordinate with emergency operations
planning when flooding affects egress, utilities, or sustained operations. Post-remediation verification often
includes moisture meters, visual inspection, and microbial sampling when policy or risk warrants—not a
generic “clear” from the contractor alone. For field alignment on extraction, drying, and occupied-wing
response, see healthcare water damage remediation videos that walk through S500 categorization in clinical
Settings.

Mold

IICRC S520 governs assessment, containment, removal, and clearance. Healthcare priorities are source control
(roof, facade, HVAC condensate, leaks), negative pressure with HEPA exhaust, and protecting adjacent patient
care. High-risk units—transplant, oncology, burn, NICU—need tighter triggers for relocation and clearance
sampling. After remediation, terminal cleaning and sign-off before reopening is standard practice in many
organizations even when not spelled out in I1CRC text.

Asbestos

Pre-2000 campuses often hold asbestos-containing materials in pipe insulation, floor tiles, and fireproofing.
EPA NESHAP (40 CFR Part 61, Subpart M) drives notification, work practices, and waste handling for
regulated quantities. OSHA 29 CFR 1910.1001 sets worker exposure limits, training, and medical surveillance.
Patient areas require enclosures, negative pressure, wet methods, and independent visual clearance before
reoccupancy. Do not sand, dry sweep, or use unapproved abatement methods in occupied buildings.

Lead

Pre-1978 buildings may contain lead-based paint; older plumbing may contribute lead in water. EPA
Renovation, Repair, and Painting (RRP) Rule applies to disturbing painted surfaces above regulatory thresholds
in target housing and child-occupied facilities—confirm applicability with your compliance team. OSHA 29
CFR 1910.1025 covers worker protection. Healthcare projects need certified renovator oversight, containment,
HEPA vacuuming, and dust clearance when required. Plumbing remediation may pair with fixture replacement
and flushing protocols under your water management program.

Regulatory and standards map

* |ICRC S500/ S520: Water and mold restoration industry practice; integrate with hospital infection
prevention paolicies.

« EPA NESHAP & RRP: Asbestos emissions control and |ead-safe renovation rules.

* OSHA: Ashestos, lead, respiratory protection (29 CFR 1910.134), and general industry safety during
remediation.

« CMS CoPs: Environment of care, infection control, and emergency preparedness expectations for
hospitals and CAHSs.
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« Joint Commission Accreditation 360: Unified accreditation model; PE chapter effective January 1, 2026
for accredited organizations.

* NFPA 101/ NFPA 99: Egress, compartmentation, and system integrity when barriers open or utilities are
impaired.

* FGI 2026 & ASHRAE 170: Design and performance references when remediation touches ventilation,
pressurization, or clinical spaces.

» CDC / EPA guidance: Supplemental public health context for mold moisture control and water
safety—not substitutes for CM S or accreditation contracts.

Infection control and containment

Remediation without ICRA thinking is how spores and dust reach clean cores. Define work zones, anterooms,
negative pressure where required, and traffic patterns for waste removal. Align monitoring with infection
prevention: who authorizes start, who inspects barriers daily, and what clearance evidenceis required.
Healthcare remediation videos on mold containment and ICRA barriers help cross-functional teams visualize
pressure rel ationships and waste paths before mobilization. HVAC interruptionsin critical spaces may require
temporary offsets documented with biomed and clinical engineering when air handlers, filters, or pressure
cascades are disturbed.

Operations, continuity, and prevention

Schedule intrusive work when census allows, or stage phased closures and unit relocations when patient
movement is safer than containment alone. Protect medical gas, nurse call, fire alarm zones, and imaging
equipment from moisture and dust. Insurance and capital planning need contemporaneous photos, logs, and
third-party reports.

Most large remediation events are preventabl e failures of maintenance: roof drains, condensate pans, envelope
leaks, and deferred sealants. A structured preventive and predictive maintenance program reduces emergency
tear-outs in patient corridors.

Contractor credentials and documentation

Verify licenses, asbestos/lead credentias, insurance, and healthcare references before mobilization. Useful
certifications include IICRC WRT/MRS for water and mold, state asbestos contractor licenses, EPA-certified
renovators for RRP work, and competent persons under OSHA rules. Maintain a project file: initial assessment,
scope, daily barrier checks, training rosters, waste manifests, clearance reports, and sign-offs from infection
prevention and facilities. That file is what you show surveyors and insurers.

Frequently Asked Questions

Which standards apply first when multiple hazards are present? Lead with the hazard that poses immediate
patient or worker risk—active water in an electrical closet, friable asbestosin an occupied ward, or visible mold
in atransplant unit. Then apply the hazard-specific standard (S500, S520, NESHAP, RRP) and OSHA worker
rulesin parallel. Hospital policy and the 2026 Physical Environment standards define how you document
control, not which I[ICRC chapter replaces CMS. Can remediation proceed in an occupied unit? Often yes for
small, contained jobs with negative pressure, sealed pathways, and no impact on egress or utilities. Many
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facilities relocate high-risk patients when containment cannot be verified or when noise, vibration, or HVAC
shutdown isrequired. ICRA and ILSM packages should be updated when barrier walls cross corridors or
fire-rated partitions. What clearance evidence should infection prevention accept? Match evidence to risk:
visual inspection and moisture readings for straightforward Category 1 water; spore trap or viable air sampling
for mold in critical areas when policy requires; asbestos clearance per state and NESHAP visual standards; lead
dust wipe clearance when RRP applies. Contractor “ certificates” without raw lab data or inspector credentials
are weak survey artifacts. How does remediation interact with Joint Commission Accreditation 360 in 2026?
Accredited organizations operate under the unified Accreditation 360 model with a Physical Environment
chapter effective January 1, 2026. Environmental hazards, utility integrity, and life safety impairments must be
managed, documented, and resolved like any other PE finding—especially when remediation affects smoke
barriers, fire doors, or medical gas. What should staff do first when water hits a patient care area? Stop the
sourceif safe, alert nursing and facilities, isolate the area, protect equipment and records, assess relocation
needs, and notify infection prevention. Begin drying and assessment under 11CRC S500 concepts while
emergency management eval uates whether the event triggers your HVA or EOP escaation paths. Are published
cost ranges useful for capital planning? Order-of-magnitude only. Scope drivers include affected square
footage, containment class, after-hours work, utility relocation, and business interruption. Facilities that budget
from industry ranges without independent estimates routinely underestimate downtime costs.

Healthcare HVAC Systems: The Complete Professional Guide (2026)
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Direct Answer: Hospital HVAC compliance in daily operations is mostly plant reliability—air-handling units,
redundancy, controls and alarms, filtration discipline, humidity equipment, and maintenance programs that
keep adopted ventilation design (ANSI/ASHRAE/ASHE Standard 170, referenced through your FGI edition
and AHJ) performing in the building you actually have. Minimum air changes, pressure relationships, and
room-table values belong in your Healthcare HVAC Design: ASHRAE 170 Ventilation Requirements, Pressure
Relationships, and Air Changesfile; OR airflow patterns and humidity at the surgical suite belong on the
Operating Room HVAC: Laminar Flow, Temperature Control, Humidity Ranges page; proving flows and
pressures after construction or major work belongs with Healthcare HVAC Commissioning: Testing,
Balancing, and Ongoing Compliance Verification.

What this guide covers—and what it deliberately skips

This article is the mechanical backbone: how conditioned air is made, moved, filtered, controlled, and kept
online through survey cycles. It does not restate Table 7-1 rows, laminar array layout, or step-by-step TAB
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procedures. Those topics have their own URLSs so search engines and staff are not served two competing
“source of truth” pages.

Your legal and accreditation stack still matters here. The 2026 FGI Codes (Hospital, Outpatient, and
Residential) pair minimum planning requirements with digital Handbooks; new hospital work commonly
references ANSI/ASHRAE/ASHE Standard 170-2025 through that adoption path, while existing wings often
remain on the FGI/170 edition in force when they were built until an AHJ or project triggers upgrade. CMS
Conditions of Participation expect a safe environment of care; accredited hospitals map evidence to The Joint
Commission’s Accreditation 360 Physical Environment chapter, effective January 1, 2026. NFPA 101 (Life
Safety Code) and NFPA 99 (Health Care Facilities Code) still frame egress, emergency power, and essential
systems interfaces your HVAC team meets in the field—not in theory.

Central plant and air-handling units

Most acute-care ventilation failures | see in surveystrace to the AHU or its auxiliaries, not to amissing
paragraph on ACH in apolicy binder. Know every unit by name: which clinical zonesit serves, whether it
mixes 170 spaces with office or support |oad, where outdoor air is measured, and which exhaust systems
depend on it staying in service.

Zoning, separation, and “one unit serves too much”

170 expects logical separation between certain space types; in older plants one large AHU may serve OR suites,
sterile storage, and adjacent support corridors. That is not automatically noncompliant if the as-built design was
accepted under the enforced edition—but it concentrates risk. A single fan failure or frozen coil takes down
every connected pressure relationship at once. Document the cascade: supply fans, return fans, exhaust fans,
and heat recovery devices that must run for AlIRs, ORs, and protective environments to hold intent. When you
renovate, resist adding critical 170 rooms to a general office unit without engineering review against your
adopted 170 and FGI space types.

Redundancy and N+1

Redundancy language lives in project basis-of-design documents, FGI/170 reserve-capacity provisions for new
work, and owner standards—not in a single magic footnote on every room. In operations, translate redundancy
into what staff can actually switch or start: standby fans, spare motors on the shelf, dual-path chilled water,
boiler and steam capacity for humidification and reheat, and generator-backed power for fanslisted as essential.
N+1 means one independent spare beyond normal operating need for the defined load; it does not always mean
duplicate entire AHUs for each wing. What matters for survey and for night call is awritten sequence—who
throws which switch, which breakers are labeled, and how long critical pressures can be held during repair.

Test those sequences on a schedule tied to your maintenance program, not only after afailure. A transfer switch
that works in June and fails in January helps no one.

Building automation, controls, and alarming

The BASiswhere design intent meets reality. Points that drift out of calibration—differential pressure, outdoor
air flow, humidity, and supply temperature—become false comfort or false alarms. Maintain a prioritized point
list for patient-care ventilation: OR supply temperature and humidity, AlIR and protective-environment
pressure monitors, exhaust fan status, and outdoor air minimum positions on units serving 170 spaces.
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Alarms should mean something actionable. Chronic nuisance alarms get silenced; silenced alarms show up in
stories about rooms that ran negative for hours. Align setpoints and delays with infection prevention and
perioperative leadership, then document who receives which alarm on which shift. Unoccupied turndown
permitted for some outpatient rowsin recent 170 editionsis not alicense to turn acute OR or isolation airflow to
office schedules—turndown mistakes belong in the design file, but operators still own the schedulein the BAS.

After any control retrofit, demand a point-to-point checkout against the sequence of operations before you
accept the job. Controllers replaced “like for like” often are not, especially across manufacturers.

Filtration as an operating program

Filtration is not afilter change ticket in isolation. It is pressure drop across banks, fan capacity margin, room
bal ance after a change, and whether the installed efficiency matches the adopted 170 edition for that air stream.
Recent 170 cyclesraised central supply filtration expectations for many hospital systems; room-level HEPA
applies where the table requires it—not everywhere because someone sold a ceiling module.

Run the program on data: initial and final resistance, date, technician, unit served, and whether balance was
rechecked in critical spaces downstream. Loaded filters steal capacity from outdoor air and total ACH you think
you still have. Coordinate with Healthcare Facility Maintenance Programs: Preventive, Predictive, and
Reliability-Centered so PM intervals match manufacturer limits and your risk ranking, not a generic calendar
from a vendor brochure.

Pre-filter and final-filter sequences differ by unit; bypass around a bank defeats the program. ASHE publishes
operational guidance aligned with 170; ASHRAE/ASHE Guideline 43-2025 addresses whol e-system operation
and maintenance—useful when you rewrite HVAC SOPs.

Humidity control equipment and seasonal drift

Hospital humidity fights happen at the equipment: steam humidifiers with seasonal shutdowns, atomizing
systems with water quality requirements, desiccant wheels on dedicated units, and overcooling-plus-reheat
strategies that work on design day and limp in shoulder seasons. OR and sterile processing expectations for rh
and temperature are room-table issues; keeping them stable is plant and control work described here and in the
OR-specific guide.

Track drift by season, not only by complaint. Low humidity in winter affects more than comfort—it interacts
with static, materials, and staff willingness to bypass controls. Condensate management matters for infection
control housekeeping: pansthat stay wet, drains that siphon dry, and coils that never see maintenance become
odor and biofilm problems. Humidifier make-up water and tower-adjacent equipment still belong in your
ASHRAE 188 water-management program—the mechanical room connects both tracks.

Preventive maintenance and reliability-centered HVAC

170 tells you what the space needs; maintenance keeps the machine capable of delivering it. Belt wear, bearing
noise, sheave alignment, damper linkages, economizer screens, and coil fouling all show up as “pressure not
maintained” on survey when someone finally measures. Reliability-centered maintenance (RCM) asks which
failure modes matter for patient care and assigns inspection depth accordingly—a supply fan serving multiple
AlIRs ranks higher than a unit serving only admin space.
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Pair time-based tasks with condition clues. motor amps trending up, filter DP rising faster than last season,
unusual vibration on return fans serving negative suites. Log corrective work back to the asset record so the
next shift knows the unit is living on borrowed time. When a major component is replaced, trigger
recommissioning or at least targeted balance in affected critical rooms—see the commissioning guide for what
to file.

Infection control interfaces beyond the room table

Ventilation supports infection prevention; it does not replace it. Construction and renovation run under your
ICRA process—barriers, pressure, and monitoring during work—not under permanent AlIR rules. Keep
temporary HVAC changes on the daily safety huddle list until the project closes out.

SPD and sterile storage depend on cascade logic between decontamination, assembly, and storage zones.
Process standards such as AAMI ST79 govern workflow; your HV AC program keeps pressures and filtration
from undoing that workflow. If sterile processing was reconfigured without updating the space inventory, fix
the inventory before the next survey team walks the corridor.

Outbreak or surge planning may invoke additional aerosol guidance above daily 170 minimums; emergency
management and infection prevention own that trigger. Day-to-day, keep the plant capable of holding the
design you already certified.

Survey readiness and documentation

Accreditation 360 reorganized Environment of Care and Life Safety material into the Physical Environment
chapter and related National Performance Goals; the substance for HV AC remains familiar—prove applicable
codes and standards are met and managed. Our Joint Commission Accreditation 360: 2026 Physical
Environment Standards overview helps map old binders to new numbering. CM S surveyors likewise expect a
safe, maintained environment—see CM S Conditions of Participation: Environment of Care Requirements for
Hospitals for how hospital CoPs frame the same work.

Keep one HVAC evidence set: as-built airflows for critical spaces (by referenceto latest TAB), filter change
and DP logs, AHU PM completion, alarm test records, standby power exercise notes for essential fans, and
management plans when you operate under variance. Surveyors rarely ask you to quote ASHRAE section
numbers; they ask for proof the OR suite still matches the last approved balance report and that the AlIR alarm
annunciates to someone who responds.

Frequently asked questions

What does N+1 redundancy mean for hospital AHUs?

N+1 means one independent spare capacity beyond what normal load requires—often a standby fan, chiller
path, boiler, or generator-backed circuit rather than afull duplicate plant for every wing. Y our basis of design
and owner standards define the “1”; operations proves it through labeled switchover steps and scheduled tests,
not through a side that says “redundant.”

If we meet our adopted ASHRAE 170 table, are we survey-ready?

Not by itself. 170 sets minimum ventilation design; survey readiness is proof the built system still delivers
it—current TAB where required, working alarms, filter and PM records, and documentation under CM S CoPs
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and your accreditor’ s Physical Environment expectations. A room that met balance at opening and has not been
reverified after three filter upgrades and a control retrofit may till fail in the field.

How should we set MERYV filter change intervals?

Base intervals on measured pressure drop, manufacturer limits, and risk to spaces downstream—not a generic
quarterly calendar. Many acute supply systems under recent 170 editions rely on high-efficiency banks; letting
them run deep into final resistance steals fan capacity and can pull outdoor and total ACH out of spec without
anyone noticing until balance is rechecked.

Who should receive HVAC alarms for ORs and isolation rooms?

Whoever can respond within the time your infection prevention and safety policies require—usually facilities
on-call plus a secondary path when the first does not acknowledge. The Joint Commission and CM S both
expect managed environment-of-care risks; “it pages someone sometimes’ is not a program. Document
escalation, test it, and log results.

When is recommissioning or targeted TAB required?

After any change that can alter delivered airflow, pressure relationships, filtration, or control sequences. major
AHU work, OR or imaging upgrades, addition of HEPA modules, BAS replacements, or significant duct
modifications. Full commissioning scope belongs on the commissioning guide; at minimum, do not close a
capital job without updated reports for every 170 space the contractor touched.

Where should minimum air changes and pressure values live?

On your ASHRAE 170 design page and in the authoritative room inventory—not duplicated here. This page
tracks the plant and reliability program that must keep those numbers true in operation.
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Hospital emergency preparedness for facility managers starts with CM S’ s four-part program under 42 CFR
482.15: adocumented all-hazards risk assessment and emergency plan, supporting policies and procedures, a
communication plan, and atraining and testing program. Tie the plan to incident command, evacuation, utility
continuity, surge, and infection-control realities in the building, then prove it with exercises, after-action work,
and survey-ready documentation aligned to your CM'S and Joint Commission pathway.

Why emergency preparedness sits in facility management

When the pager goes off, leadership owns command decisions. Facility management owns whether the
building, utilities, and egress still support those decisions. Surveyors treat emergency preparedness as a
crosswalk problem: the emergency plan must match what staff can actually do in corridors, at fire doors, at the
emergency power transfer switch, and in negative-pressure rooms.

CMS Emergency Preparedness Rule: the four program elements

For hospitals, the Conditions of Participation at 42 CFR 482.15 require a comprehensive emergency
preparedness program using an all-hazards approach. CM S publishes interpretive guidance in the State
Operations Manual Appendix Z; use it when you trandlate regulatory language into facility checklists.

1. Emergency plan and risk assessment

The emergency plan must be based on a documented facility-based and community-based risk assessment. It
must address patient populations at risk, services the hospital can provide during an event, continuity of
operations (including delegations of authority and succession plans), and collaboration with local, tribal,
regional, state, and federal response partners. CM S requires review and update at least every two years, or more
often when circumstances change.

Most hospitals express the assessment as a hazard vulnerability assessment (HVA). Rank hazards by
probability and impact, then drive capital, training, and mutual-aid priorities from that ranking. Emerging
infectious disease planning belongsin the HVA; CMS reinforced that expectation in revised Appendix Z
guidance after the COVID-19 pandemic.

For plan structure and all-hazards content, see Healthcare Emergency Operations Plans: CMS Rule
Requirements and All-Hazards Approach.

2. Policies and procedures

Policies and procedures must implement the plan and communication strategy. At minimum, CM S expects
coverage of subsistence needs (food, water, medical supplies, pharmaceuticals), alternate energy sources,
sewage and waste disposal, ameansto shelter in place, evacuation, and the role of volunteers and staff.

Facility managers should read the utility and subsistence clauses literally. Continuation of essential building
utility systems means heating, cooling, lighting, medical gas, fire alarm, and other safety systemsyou are
expected to keep available or restore under emergency power and contingency procedures. That language
overlaps CM S Conditions of Participation: Environment of Care Requirements for Hospitals and the life safety
and utility expectations surveyors trace during physical environment reviews.

3. Communication plan

Healthcare Facility Hub — healthcarefacilityhub.org Page 19



The communication plan coordinates patient care inside the facility and with external entities: other hospitals,
emergency medical services, public health, emergency management, and suppliers. Include primary and backup
contacts, methods when normal systemsfail, and how you will share patient tracking and bed availability
during evacuations or surges.

Test backup communicationsin exercises, not only on paper. If satellite phones, amateur radio, or redundant
data paths live in your plan, someone on each shift should know where they are stored and how to activate
them.

4. Training and testing

CMS requiresinitial and annual emergency preparedness training for staff, with additional training when
policies change. The testing program must include:

» Anannual full-scale, community-based exercise when accessible; if not, an annual individual,
facility-based functional exercise; or activation in areal emergency (with documentation that satisfies the
next exercise requirement).

A second annual exercise that may be afull-scale exercise, afacility-based functional exercise, or a
tabletop exercise or workshop that includes a group discussion of hypothetical scenarios.

Drillsfor fire, infant abduction, or active threat may satisfy other requirements, but map each activity to 482.15
S0 you do not double-count without intent. Maintain attendance logs, scenarios, injects, and after-action reports
in one survey-ready index.

All-hazards planning without a generic binder

All-hazards does not mean one-size-fits-all. It means your program accounts for hazards that could plausibly
affect your site and community, then scales response using common functions: command, operations, planning,
logistics, and finance/administration under the Hospital Preparedness Program incident command model most
hospitals adopt.

Connect the emergency operations plan (EOP) annexes to real building systems: fire and smoke
compartmentation, utility failure, hazardous materials releases, security events, and natural hazards. Design and
renovation projects should feed the HVA; interim life safety measures during construction are not a substitute
for emergency planning, but surveyorswill connect impaired egress to both programs.

Physical environment codes and design expectations

Accredited hospitals work under the Life Safety Code and Health Care Facilities Code editions adopted for
their CM S certification and accreditation pathway—commonly NFPA 101 and NFPA 99 as referenced in your
Statement of Conditions and accreditation manual. Confirm the exact edition and amendments with your
authority having jurisdiction and deeming status documents.

Joint Commission Accr editation 360 consolidated former Environment of Care and Life Safety chapter
material into the unified Physical Environment (PE) chapter effective January 1, 2026. Emergency
Management remains its own chapter but is streamlined to align with CMS. Facility-related emergency
issues—utility failure, emergency power, egress, and protection during impaired life safety—increasingly
surface under PE standards for life safety code compliance, protection when the Life Safety Codeis not met,
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and utility system management. Update crosswalks and binder tabs to PE numbering before your first 2026
survey cycle.

New construction and major renovations should be checked against the 2026 FGI Code for Planning and
Design of Hospitals on the FGI OneSource platform, including spaces such as incident command centers that
the edition addresses. Ventilation for healthcare spaces continues to reference ANSI/ASHRAE/ASHE Standard
170-2025 in FGI' s 2026 hospital materials. For sterilization and equipment continuity, coordinate with clinical
engineering on AAMI standards cited in your medical equipment management program as part of patient care
continuity during outages.

Evacuation, shelter-in-place, and surge

Evacuation is alast resort for many inpatient units, but it must be planned in layers. Horizontal relocation,
vertical moves, and full facility evacuation differ in staffing, equipment, and transport contracts. Y our EOP
should name triggers, staging areas, patient tracking tools, and reconciliation with the communication plan. See
Hospital Evacuation Planning: Horizontal, Vertical, and Full Evacuation Protocols.

When you shelter in place, facility services carry the load: air handling, isolation capacity, waste streams, and
supply delivery. Align emergency annexes with Healthcare Surge Capacity: Mass Casualty, Pandemic
Response, and Crisis Standards of Care and Pandemic Preparedness 2026: Updated Surge Capacity Standards
s0 bed expansion plans do not contradict HV AC zones or fire compartment limits.

Exercises, after-action work, and improvement

Run exercises that stress facility decisions: transfer to generator power while ORs are occupied, or walk an
evacuation route with bariatric equipment. Tabletops alone cannot reveal alocked stair door or a generator that
failed its weekly run.

After every exercise or real activation, produce an after-action report with strengths, gaps, corrective actions,
responsible owners, and due dates. Feed corrective actions into your work order system and safety committee
tracking.

Documentation and survey readiness

Organize proof so astranger can reconstruct your program in thirty minutes: current HV A and emergency plan,
policies index mapped to 482.15, communication plan with tested contact trees, training and exercise records,
mutual-aid agreements, and utility test records that support continuation-of-operations claims.

For deficiency patterns and corrective action discipline, see State Health Department Surveys: Preparation,
Common Deficiencies, and Corrective Action. Official CM'S emergency preparedness resources remain on
CMS.gov emergency preparedness.

Practical priorities for the next 90 days
 Reconcile your HV A top hazards with open facility risk items (egress, generator, water, HVAC isolation).

» Schedule the year’ stwo CM S exercises with at least one functional component that includes facility staff
in real spaces.
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» Crosswak emergency utility language to PE and CM S environment-of-care expectations, then fix one gap
that would fail during a nighttime event.

Frequently Asked Questions

What are the four CMS emergency preparedness program elements for hospitals?

Under 42 CFR 482.15, hospitals must maintain (1) an emergency plan based on a documented all-hazards risk
assessment, (2) policies and procedures that implement the plan, (3) a communication plan for internal and
external coordination, and (4) atraining and testing program. Each component must be reviewed and updated at
least every two years unless changes require sooner revision.

How often must hospitals exercise their emergency plan under CMS?

CMS requires at least two testing activities annually. One must be an annual full-scale community-based
exercise when accessible; otherwise an annual individual facility-based functional exercise, or documented
participation in an actual emergency. The second exercise may be another full-scale or functional exercise, or a
tabletop or workshop that includes group discussion of hypothetical scenarios.

How does the hazard vulnerability assessment relate to the emergency operations plan?

The HVA identifies and prioritizes hazards for your facility and community. The emergency operations plan
tranglates those priorities into roles, annexes, resource needs, and coordination steps. Surveyors expect
consistency: high-ranked HVA hazards should have matching policies, training topics, and exercise scenarios.

What changed for Joint Commission physical environment surveys in 20267

Accreditation 360 replaced separate Environment of Care and Life Safety manual chapters with a unified
Physical Environment chapter effective January 1, 2026. Emergency Management remains a separate chapter
aligned to CMS. Facility managers should update standard crosswalks while keeping the same underlying
evidence—Lutility tests, life safety inspections, and impairment management—organized for PE references.

Where do evacuation and surge planning fit in CMS emergency preparedness?

Evacuation, shelter-in-place, and continuity of operations are addressed within the emergency plan and policies
and procedures, not as optional add-ons. Surge and pandemic response should align with those same documents
S0 bed expansion, staffing, and clinical crisis standards do not conflict with fire compartments, egress capacity,
or ventilation limits in the physical plant.
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Direct Answer: Healthcare facility management is the discipline of operating, maintaining, and improving the
physical plant so care can be delivered safely, continuously, and in compliance with law and accreditation. In
2026, that work sits under CM S hospital Conditions of Participation (including 42 CFR 482.41), Joint
Commission’s unified Physical Environment chapter, NFPA life safety and health care facility codes, the new
FGI Codes, ASHRAE 170 ventilation criteria, and HTM practices for medical equipment. Facility managers
integrate maintenance, life safety, utilities, construction controls, emergency preparedness, and capital planning
into one survey-ready program.

What Healthcare Facility Management Is

Healthcare facility management covers the buildings, systems, and grounds that support clinical
operations—not the clinical careitself, but everything that must work when a patient arrives or a storm hits the
grid. Scope runs from preventive maintenance on air handlers to proving sprinkler impairment procedures, from
managing construction dust to replacing aging switchgear.

The role spans acute hospitals, critical access hospitals, ambulatory settings, and mixed health systems. The
same questions recur: Are life safety features intact? Are utilities reliable? Is the environment suitable for the
care provided? Can you produce documentation under survey?

Regulatory and Accreditation Landscape

Facility managers work inside a stacked framework: federal participation rules, accreditation surveys, model
codes adopted locally, and design standards used on new work. Together they define the minimum bar and the
evidence surveyors expect.

CMS Conditions of Participation

For Medicare-participating hospitals, CM S sets Conditions of Participation in 42 CFR Part 482. Section 482.41
requires a sanitary environment and an adeguate maintenance program for the physical plant, including upkeep
of essential mechanical, electrical, and patient-care equipment. State agencies or accrediting organizations with
deeming authority survey against these requirements. See CMS Conditions of Participation: Environment of
Care requirements for CoP language tied to the physical environment.

Joint Commission Accreditation 360 and the Physical Environment Chapter

Effective January 1, 2026, Joint Commission’s Accreditation 360 consolidated former Environment of Care and
Life Safety content into asingle Physical Environment (PE) chapter for hospitals and critical access hospitals.
Standards were renumbered; some former EC elements moved to the National Performance Goals chapter. PE
organizes expectations around safe facilities, hazardous materials, Life Safety Code compliance, interim life
safety measures, building and equipment management, utilities, water management, and imaging safety—eight
standard groups in the revised manual. Update policy indexes and tracers to PE numbering before the next
survey. See Joint Commission Accreditation 360: 2026 Physical Environment standards and
jointcommission.org.

NFPA 101 and NFPA 99
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NFPA 101, Life Safety Code, governs egress, fire protection features, and health care occupancy provisions.
CMS references the Life Safety Code for participating facilities; your adopted edition and state amendments
control what is enforceable.

NFPA 99, Headlth Care Facilities Code, addresses electrical systems, gas and vacuum, HVAC risk controls, and
essential utility emergency features. Treat NFPA 99 as the engineering companion to NFPA 101’ s egress focus.

FGI Codes 2026

The Facility Guidelines Institute released the 2026 FGI Codes for Planning and Design and companion
handbooks on August 31, 2026, through FGI OneSource (fgicodes.org). Confirm which edition your state or
funding authority references before basis-of-design; permitted projects may remain on a prior edition until code
cycles change.

ASHRAE Standard 170

ASHRAE Standard 170 defines ventilation rates, pressure relationships, filtration, and humidity for health care
spaces. It isincorporated into FGI and shapes operations for ORs, isolation rooms, and support areas. See
Healthcare HVAC design (ASHRAE 170) for room-type concepts.

Core Domains of the Facility Management Program

Maintenance Programs

Credible maintenance mixes preventive work, corrective response, and—where justified—predictive or
reliability-centered methods on assets that cannot fail quietly. CM S expects evidence that essential equipment is
maintained; surveys trace work orders, PM completion, and deferred items affecting safety. Align PM libraries
with code-mandated tests (fire pumps, dampers, generators) and clinical downtime windows. See Healthcare
Facility Maintenance Programs: Preventive, Predictive, and Reliability-Centered Strategies.

Life Safety and Emergency Preparedness

Life safety isthe condition of doors, barriers, smoke compartments, alarm and suppression systems, and staff
response when those systems signal trouble. Impairment management and fire watch documentation remain
survey hot spots under PE. Emergency preparedness ties the plant to the all-hazards Emergency Operations
Plan—utility failure, internal disaster, evacuation, and surge—using defend-in-place strategies common in
health care occupancies.

Construction, ICRA, and ILSM

Renovation in an occupied hospital isinfection control and life safety work disguised as construction. An
Infection Control Risk Assessment (ICRA) defines barriers, pressure, and cleaning. Interim Life Safety
Measures (ILSM) compensate when construction temporarily impairs egress or fire protection. ICRA protects
patients from dust and pathogens; ILSM protects occupants when life safety features are compromised. See
ILSM Meaning in Healthcare Construction: Interim Life Safety Measures vs ICRA.

Medical Equipment Management (HTM)

Healthcare Technology Management owns device inventory, maintenance, recalls, and cybersecurity on
networked equipment. Facilities shares boundaries on utilities, equipment rooms, and outage planning. See
Medical Equipment Management: HTM Programs, Cybersecurity, and FDA Requirements and AAMI HTM
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guidance at aami.org.

HVAC, Utilities, and Medical Gas

Utilities are patient care infrastructure: normal and essential power, medical air and vacuum, steam, hot water,
and ventilation operated with accurate single-line diagrams and valve labeling. PE emphasizes |abeling and
maintenance of essential systems—surveyors follow pipes and breakersin tracers. After major HVAC work,
commissioning and test-and-bal ance reports prove ASHRAE 170 intent in the field.

Environment of Care Rounds

Structured rounding turns standards into observed conditions. Assign scopes, document findings with work
orders, and close loops before surveyors find the same fire door gap. Under PE, align tracers with the
consolidated chapter map rather than legacy EC committee silos that no longer match policy.

Energy and Sustainability

Hospital energy intensity is high; efficiency and resilience goals influence capital plans. Balance retrofits
against pressurization, infection control, and redundancy—you cannot treat surgical suites like office space.
Metering and retrocommissioning help when clinical stakeholders agree on operating constraints.

Program Management: Systems, Metrics, and Capital

CMMS and Documentation

A CMMS isthe operational ledger: assets, PM schedules, labor, parts, and compliance tasks. Life safety tests
and generator runs should sit beside clinical engineering PMs in searchable history. Controlled policies should
cite current PE or CoP references after the 2026 renumbering.

KPls That Matter

Useful indicators include PM completion on life safety assets, time to restore critical utilities, aging ILSM
items, ICRA audit deficiencies, and repeat internal round findings. Review trends in environment-of-care
committees so metrics drive capital and staffing.

Capital Planning and Survey Readiness

Capital planning ranks roofs, boilers, chillers, and electrical gear against code upgrades and growth. Present
deferral risk in patient-impact language. Survey readinessis normal compliance: mock tracers, interviews, and
document checks against PE standards while there istime to fix gaps.

The Facility Manager’s Role

The healthcare facility manager translates code and policy into daily work across trades, contractors, and
clinical partners. Y ou approve ICRA and ILSM plans, authorize utility shutdowns, and explain why aging
infrastructure cannot wait another fiscal year. Success |ooks like unremarkabl e operations—clinicians notice
care, not the building—until a drill or outage proves the plan.

Frequently Asked Questions
How do CM S CoPs and Joint Commission PE standardsrelatein 2026?
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CMS CoPsin 42 CFR 482 set federa participation requirements; deemed-status hospitals are surveyed for
compliance through an accrediting organization or the state. Joint Commission’s PE chapter reorganizes
accreditation requirements with that federal structure, effective January 1, 2026, but does not replace CM S for
non-accredited paths. Maintain one mapped compliance source when you hold deemed status.

When should our project usethe 2026 FGI Codes?

Use the edition adopted by your state, authority having jurisdiction, or funding source at permit or
programmatic approval. FGI published the 2026 Codes on August 31, 2026; projects designed under a prior
edition may remain on that basis until a code cycle or authority requires an update.

What isthe difference between ICRA and ILSM ?

ICRA manages infection risks from construction—barriers, pressure, cleaning, and traffic patterns. ILSM
compensates for life safety gaps when construction or impairment affects egress, fire alarm, sprinkler, or smoke
barriers. Occupied-hospital projects usually need both from pre-construction through closeout.

DoesHTM report to facilitiesor clinical operations?

Reporting lines vary; HTM often sits under facilities, operations, or clinical engineering. Regardless, HTM and
facilities must coordinate on utilities, equipment rooms, emergency power, and outages. Shared CMM S fields
reduce gaps between building systems and device maintenance.

Which KPIsbest predict survey troublein the physical environment?

Leading signals include aging open ILSM items, repesat findings on fire doors or penetrations, overdue
life-safety PM tasks, utility labeling discrepancies, and construction without current ICRA signage. Trend those
metrics monthly instead of pre-survey scrambles.

Whoisresponsiblefor ASHRAE 170 after occupancy?

Design teams prove initial compliance; operations owns ongoing performance—filtration, test and balance,
pressure monitor response, and remediation when pressurization fails. OR and isolation suites deserve the same
rigor as code-required fire system inspections.

Ohio’s $92 Million Rural Hospital Round: Equal Checks, a Network Clause,
and an Eight-Month Clock

Source: https://healthcar efacilityhub.or g/ohio-rural -heal th-transfor mation-92-million/ Published: October 18,
2026

On October 16, the Centers for Medicare & Medicaid Services and Governor Mike DeWine' s administration
announced $92 million in Rural Health Transformation Program funding moving into Ohio’srural health
system. The money comes in three distinct buckets, and the buckets matter more than the headline: $31.4
million to build coordinated rural care networks, $30.3 million for maternal care, and $30.3 million in one-time
equipment and facility awards at 22 rural hospitals. All of it isafirst deployment from the $202 million CMS
awarded Ohio for fiscal year 2026 — thefirst of five annual installmentsin a $50 billion federal program that is
expected to bring Ohio more than $1 billion over five years.
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The network bucket isthe largest, and it explains the design of the whole package. The $31.4 million
establishes or expands Clinically Integrated Networks and Rural Health Innovation Hubs — formal structures
that tie arural hospital to the physicians, clinics, emergency medical services, behavioral health providers,
pharmacists, and higher education institutions around it, so referrals, records, and care plans move inside one
coordinated system instead of |eaking to whichever distant facility a patient happens to reach. Ohio is not
primarily buying things with this round of money. It is buying connection, and using equipment money to make
the connection worth joining.

The hospital bucket isthe unusual one, becauseit is divided evenly. The $30.3 million in one-time awards splits
into identical checks: $1,377,479 per hospital, according to the state’ s announcement, for each of 22 rural
hospitals. There was no competition and no ranking. Eligibility came from the Ohio Department of Health’s
rural hospital peer group — a defined set of hospitals under Ohio Administrative Code — narrowed to facilities
not already participating in state directed payment programs, and hospitals till had to step forward: aletter of
interest to the Ohio Department of Health in July, a budget submission in August. The first recipients confirmed
in local coverage of the announcement are East Liverpool City Hospital and Salem Community Hospital, both
in Columbiana County. CMS's release does not name the 22, and the full list has not been published with it.

What the checks buy is defined at the hospital level, in the budgets those facilities filed with the state — not in
the press release. CM S describes the project list across the 22 as including a new behavioral health unit, on-site
MRI services, and expanded diagnostic capacity, without tying any single project to a named hospital. Read that
list the way afacilities manager would: these are the services rural patients currently leave town to get. Every
one of them is a service line whose absence is measured in transfer miles.

Anon-site MRI isthe clearest case. A rural hospital without one does not merely lack a scanner; it lacks the
diagnosis. The patient is transferred or scheduled elsewhere, the study is read elsewhere, and the downstream
care — the admission, the procedure, the follow-up — tends to happen elsewhere too. An installed MRI keeps
the patient, the images, and the care plan in the same building. Installing one inside an existing hospital isits
own facilities project: magnetic shielding, controlled access zones, cryogen venting, and a technologist to staff
it, al fitted into space the building was not originally designed to give up. The equipment isthe visible
purchase. The room, the safety case, and the staffing are the real one.

The behavioral health unit carries arule that shapes everything about how it gets built. Under the program’s
cost guidance, construction and building expansion are not allowable costs; what qualifiesis minor building
aterations, renovations, and equipment. A “new” behavioral health unit funded this way is therefore not new
construction — it is existing space converted, and conversion to behavioral health is a design discipline of its
own: ligature-resistant fixtures, hardware, and plumbing; unbroken observation sightlines from the staff base;
de-escalation space that is not a corridor; patient flow separated from medical-surgical traffic. It is the same
class of problem as any clinical conversion in an occupied hospital — the work has to be designed around the
patients already in the building, which isthe terrain covered by this site's work on renovation and
infection-control discipline in older hospital buildings. The hospitals spending these checks will need design
teams who already speak that language, because the calendar leaves no timeto learn it.

The award also comes with a commitment that outlasts the equipment. To take the money, each hospital
commitsto joining or forming arura hospital hub or clinically integrated network by September 30, 2027 —
the network bucket and the equipment bucket are the same policy, one buying the structure and the other paying
hospitals to enter it. A $1.38 million check is a meaningful capital event for a small hospital. Ohio has priced
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network membership at exactly that, and made the check the enrollment incentive.

The maternal bucket, $30.3 million, flows differently: not as capital checksto individual hospitals, but to
hospital networks and health centers improving maternal care in rural communities. That routing isitself a
position on the problem. Ohio’s own application singled out maternity care deserts — rural areas where
obstetric care has thinned or vanished — and the state’' s legislative debate over the program aimed at least $30
million per fiscal year at maternity outcomes. The money supports the networks around the obstetric units that
remain rather than promising to rebuild the ones that closed, which is a defensible reading of where adollar
does the most work: transport, coordination, prenatal and postpartum services wrapped around a smaller
number of delivery sites.

Two mechanics decide how much of this announcement becomes real, and both are easy to miss. First, the
hospital awards are paid on a reimbursement basis, against quarterly reporting — arecipient fronts the cash,
documents eligible spending, and is repaid. For afacility with athin balance sheet, an announced award isa
working-capital decision before it isashopping list. Second, the clock is short: funds under the hospital funding
opportunity must be fully expended by June 30, 2027. Announced in mid-October 2026, that is roughly eight
months to specify, procure, install, and commission — for equipment with lead times that do not care about
fiscal years.

That deadline is the honest context for the whole announcement. Rural hospitals run capital planning as triage:
the oldest scanner, the failing unit, whatever breaks loudest gets the scarce dollar, and the rest of the list waits.
One-time money interrupts the triage — once. It buys a step-change, not a refresh cycle, and the maintenance,
staffing, and eventual replacement of everything purchased lands back on operating budgets that this program
does not enlarge. What the money changes permanently, if it works, is not the equipment inventory. It isthe
network membership — the referral patterns, shared services, and coordinated care structures that persist after
the checks are spent.

Precision about the state of play matters here, because announcements and operations are different things. The
federal award to Ohio was made in December 2025. The October 16 announcement all ocates $92 million of it.
The hospital awards are announced amounts, drawn down as reimbursement against approved budgets — no
behavioral health unit or MRI service exists today because this announcement says it will. The proof points
over the next two quarters are unglamorous and checkable: the Ohio Department of Health’ s contracting, the
remaining recipients names, and hospitals publishing their own project plans against the June 2027 deadline.

Set against the usual capital story — one health system betting on one new building — Ohio’sround is a
different theory of the same problem. Instead of consolidating services under one roof, the state is paying 22
separate roofs to behave like one system: equal checks, a shared deadline, and network membership as the price
of admission. Whether asmall hospital can be coordinated into durability is the open question of the entire
Rura Health Transformation Program. Ohio has just made itself the clearest test of it.

Sources: CMS press release, October 16, 2026; Ohio Department of Health funding opportunity DOH61365
(SFY27 Rural Hospital Peer Group); Ohio Hospital Association, Rural Health Transformation Fund; State
Affairs reporting on the HB 730 appropriation; WKBN local coverage of the state announcement. Award and
spending states are stated as announced by CMS and the Ohio Department of Health as of October 2026.
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IFMA Pulse Hits Healthcare: 45% of FMs Are Writing ESG Into Contracts —
What That Means for Hospitals

Source: https://healthcar efacilityhub.or g/ifma-pul se-hits-heal thcar e-45-of-fms-ar e-writing-esg-into-contracts-
what-that-means-for-hospitals/ Published: September 5, 2026
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Direct answer: IFMA’s October—December 2025 FM Market Pulse Report shows 45% of facility
organizations adding ESG or sustainability provisions to contracts—alongside 55% tightening cybersecurity
terms and 47% using price-escalation clauses—while most report capital work slipping on scope and supply
chain. For hospitals, that means writing energy benchmarks, commissioning, and decarbonization scope into
vendor and construction agreements now, aligned with ENERGY STAR benchmarking and the tighter 2026
physical-environment and CM S survey landscape.

IFMA’slatest Facility Management Pulse Report (October—December 2025) is out, and the headline is blunt:
project delays are no longer the exception. Only 10% of organizations report al projects on schedule. Most are
seeing 1-40% delayed, and about 17% are dealing with delays on more than 40% or all of their projects.

“Only 10% of organizations report that all projects are on schedule. Most report that 1%6—-40% of
projects are delayed, and about 17% report that more than 40% or al projects are delayed.”

IFMA FM Market Pulse Report, Oct—-Dec 2025

Delay drivers: planning friction, not failed execution

Thetop drivers are scope changes (51%) and supply chain issues (49%), followed by permitting/regulatory
approvals (34%) and funding delays (32%). Quality and safety problems barely register. Thisis planning and
market friction, not execution failure—and it matches what hospital capital teams see when AHJ reviews,
equipment lead times, and reprogramming stack up on the same job.

Hospital rooftop mechanical penthouse and solar array — the kind of energy infrastructure ESG contract

language should cover.

How FMs are tightening contracts

The part that matters most for healthcare facility leaders is the contract response. Facilities managers are
tightening terms to manage volatility and compliance risk:

» Cybersecurity / data security requirements. 55%
* Price-escalation clauses: 47%
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» ESG or sustainability provisions: 45%
* Shorter price-hold windows: 30%

Almost two-thirds are also rescoping, deferring, changing vendors, or shifting to domestic/regional suppliers
because of tariffs. Projects are still moving — just with tighter controls on pricing, compliance, and
information. The cybersecurity share is not separate from hospital reality: connected BAS, clinical networks,
and medical device loT sit in the same vendor stack as your mechanical and electrical trades—see healthcare
cybersecurity and medical device loT security in 2026 for how NIST-aligned contract language is showing up
in procurement.

Why the 45% ESG figure lands harder in hospitals

For hospitals, that 45% ESG-in-contracts number is the signal. Healthcare already accounts for roughly 8.5-9%
of U.S. commercia building energy use while occupying only about 4% of the floorspace. As much as 30% of
that energy could be saved at atypical hospital with no sacrifice in comfort or safety. ENERGY STAR-certified
hospitals use 35% less energy and emit 35% less greenhouse gas than the typical hospital, on average.

In 2026 the compliance overlay isthicker, not thinner. The Joint Commission’s Accreditation 360
program—including an updated Physical Environment chapter effective January 1, 2026—expects disciplined
documentation of life safety, utilities, and environment-of-care systems. CM S Conditions of Participation still
anchor survey logic for hospitals. Your AHJ s adopted NFPA 101 and NFPA 99 editions, ASHRAE Standard
170 ventilation requirements, and the FGI Guidelines cycle your projects cite (including the 2026 FGI update
path for new design) all show up in capital scopes whether or not the word “ESG” is on the cover sheet. For
how those threads stack, see healthcare regulatory convergence in 2026 and healthcare facility climate risk and
decarbonization preparedness.

What to write into hospital contracts now

Energy, benchmarking, and commissioning

If capital projects are aready slipping on scope and supply chain, bake performance language in before the next
change order wave. Require ENERGY STAR Portfolio Manager benchmarking with a baseline year, explicit
retrofit scopes (lighting, central plant, envelope where clinically acceptable), and commissioning aligned to the
scope—not a generic “sustainable materias’ line item. Tie milestones to measurable kBtu/sf or emissions
metrics your board can track. Our walkthrough of scores, certification, and decarbonization pathsisin
healthcare energy management and ENERGY STAR for hospitals; broader program design sitsin the
healthcare facility sustainability guide (2026) and green building certification for healthcare.

Vendors, tariffs, and Scope 3 honesty

Price-escalation and shorter price holds are market responses; ESG clauses are how you keep deferred work
from erasing efficiency gains when it restarts. Ask construction and restoration partners for product carbon
disclosures where applicable, domestic/regional sourcing plans, and waste diversion on occupied
renovations—especially when IFMA respondents report tariff-driven vendor shifts.

Go deeper on your own
* IFMA FM Market Pulse Report, Oct—Dec 2025 — the full quarterly snapshot and Workload Index.
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* Facilities Dive summary — quick read on the delay drivers and tariff impact.

» ASHE Decarbonizing Hospital Buildings Guidebook — practical strategies for zero operational carbon by
2030.

» ASHE Energy to Care — free benchmarking and savings program that has returned over $500 million to
patient care.

 ENERGY STAR Resources for Healthcare Properties — scores, certification, and Portfolio Manager tools
built for hospitals.

Source: IFMA FM Market Pulse Report, Oct—Dec 2025 (via Facilities Dive summary). Not legal or
procurement advice — building-specific.

FAQ

What share of facility managers are adding ESG language to contracts?

IFMA’s FM Market Pulse Report for October—December 2025 found that 45% of responding organizations are
adding ESG or sustainability provisions to contracts—the same survey wave that reported 55% adding
cybersecurity or data-security reguirements and 47% using price-escalation clauses.

What project-delay picture does IFMA report for that quarter?

Only 10% of organizationstold IFMA that all projects were on schedule; most reported 1%6-40% of projects
delayed, and about 17% reported delays on more than 40% or all projects, with scope changes (51%) and
supply chain issues (49%) leading the stated causes.

What should hospitals put in ESG contract provisions?

Start with ENERGY STAR Portfolio Manager baselines, explicit energy retrofit scopes, commissioning
reguirements, waste and emissions reporting for major renovations, and domestic/regional sourcing plans where
tariffs affect equipment—metrics your leadership can audit, not boilerplate green labels.

How does this connect to Joint Commission and CMS expectations in 2026?

Joint Commission Accreditation 360, including Physical Environment chapter updates effective January 1,
2026, keeps documentation pressure on life safety, utilities, and environment-of-care systems, while CMS
Conditions of Participation still frame hospital surveys—ESG contract scope should not conflict with NFPA
101/99, ASHRAE 170, FGI, or AAMI requirements your accreditations already trace.

Should cybersecurity sit in the same contract package as ESG terms?

IFMA reported 55% of organizations adding cybersecurity or data-security requirementsin the same period
45% added ESG clauses; for hospitals, BAS vendors, integrators, and clinical technology contractors should
face consistent access, patching, and incident-notification language because those systems share facilities
infrastructure.

Where should we benchmark before writing performance clauses?

Load at least 12 months of utility datainto ENERGY STAR Portfolio Manager, compare against ASHE Energy
to Care or internal targets, and set contract milestones from that baseline so delayed projects still owe you
measurable kBtu/sf or emissions improvements when they close.
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Healthcare Facility Climate Risk in 2026: Decarbonization Compliance,
Physical Hazard Preparedness, and ESG Alignment
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Healthcare facilities in 2026 carry climate risk on two tracks: California SB 253 and SB 261 (plus EU CSRD
where applicable) push emissions and climate financial risk into public reporting, while heat, smoke, flood, and
grid stress demand plants that cannot go dark. Facility leaders need one capital plan that serves disclosure, Joint
Commission Physical Environment expectations, and patient-care continuity.

Regulatory landscape: California, SEC, and EU CSRD

California SB 253 appliesto U.S. entities doing business in Californiawith more than $1 billion in total annual
revenue (lesser of the prior two fiscal years). CARB adopted implementing regulationsin February 2026. Scope
1 and 2 reports are due on CARB’ s 2026 cycle—with September 2026 guidance citing a November 10, 2026
date for the first reporting year, plus enforcement discretion for that cycle. Scope 3 phasesin from 2027.

SB 261 covers entities doing business in California with more than $500 million in revenue and requires
biennial public climate-related financial risk reports. The January 1, 2026 start has been complicated by
litigation; as of late September 2026, SB 261 enforcement is enjoined while SB 253 work continues. Track both
with counsel.

The SEC adopted climate disclosure rulesin March 2024, stayed them, and proposed full rescission in May
2026. As of September 30, 2026, those rules are not in effect. Investors and debt markets still ask health
systems for climate data.

EU Omnibus | narrowed CSRD to undertakings with more than 1,000 employees and net turnover above €450
million. The directive entered force in March 2026. Wave 1 reporters may still owe 2025-2026 financial-year
reports unless a member state grants relief.

Scope 1, 2, and 3 emissions

Scope 1 covers boilers, generators, fleet fuel, and process sources such as nitrous oxide—often roughly
15-25% of the footprint but fully site-controlled.

Scope 2 from purchased power commonly dominates (often 40-60%). Hospitals run 50-100 kWh per square
foot annually. Decarbonization means renewable supply, on-site generation, storage, and load management.
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Scope 3 spans pharma, devices, food, laundry, waste, and travel—frequently the largest share (often 30-50%)
and the hardest to measure. Vendor programs such as the Restoration Carbon Protocol for Scope 3 vendor
emissions are becoming compliance infrastructure.

Scope 3 emissions: Indirect emissions from suppliers, logistics, travel, waste, and downstream use. In
healthcare they often exceed site energy but depend on spend data and supplier cooperation.

See Healthcare Facility Decarbonization and Healthcare Energy Management and ENERGY STAR
Benchmarking.

Climate financial risk under SB 261

SB 261 expects governance, strategy, and metrics around climate-related financial risk. For facilities, physical
risk is concrete: surge, sea-leve rise, flooding, wildfire and smoke, heat, and water stress.

A flagship hospital offline 30-90 days can move tens of millionsin margin for a system clearing $100 million
net income. Disclosure needs engineering inputs—critical asset elevation, generator runtime, water
redundancy—not finance alone.

Include indirect pathways: drought on cooling water, heat-driven grid curtailment, smoke raising respiratory
census while intakes struggle. That belongs with healthcare emergency preparedness and surge planning.

ASHRAE 170, Standard 241, and FGI 2026

ANSI/ASHRAE/ASHE Standard 170 remains the ventilation baseline for hospitals and many outpatient spaces.
ASHRAE Standard 241 does not replace 170; compliance with the applicable 170 edition is a prerequisite.
Standard 241 adds infection risk management mode (IRMM) with equivalent clean airflow on top of routine
ventilation and filtration.

ASHRAE 90.1 keeps tightening envelope and HVAC efficiency for new work and major retrofits.

FGI released the 2026 FGI Codes and Handbooks in August 2026 on FGI OneSource. Enforceable minimums
sit in the Codes; guidance lives in digital Handbooks, with ASHRAE/ASHE 170-2025 incorporated for
ventilation minimumes.

Building envelope: Exterior walls, roof, windows, and doors separating conditioned space from outdoors.
Better insulation and air sealing cut |oads and ease peak-day chiller stress.

Joint Commission Accreditation 360 and CMS

Effective January 1, 2026, Joint Commission Accreditation 360 merged Environment of Care and Life Safety
into one Physical Environment (PE) chapter for hospitals and critical access hospitals, aligned with CMS
Conditions of Participation. Utilities, interim life safety measures, and water management trace through PE and
the Survey Process Guide.

CMS emergency preparedness CoPs still require all-hazards planning and testing. Climate shocks stress the
same power, water, HVAC, and supply dependencies surveyed under PE. Tie climate hardening to facility
sustainability and ESG and contract language—not a side project.

Physical climate hazards
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Flood and power

Elevate boilers, switchgear, and generators above design flood elevation where justified. Extended outages
expose fuel logistics; solar-storage and microgrids reduce dependence on diesel delivery alone.

Water, heat, and smoke

Storage, reuse where code allows, and alternative sources matter in drought-prone areas. Peak cooling days
coincide with grid peaks; envelope upgrades buy margin. Wildfire seasons demand filtration, pressure
management, and staffing when outdoor air degrades.

Supply chain
Dual sourcing and strategic stock for blood, sterile supplies, and critical drugs belong in resilience planning
aongside procurement policy.

Decarbonization and governance

Renewable electricity remains the highest-leverage Scope 2 move. Scope 1 progress comes from electrification
of heat, cleaner backup options, and anesthetic gas control. Scope 3 needs procurement engagement. Finance,
facilities, and procurement should share one capex and disclosure roadmap—not parallel slide decks.

Frequently asked questions
What are Scope 1, 2, and 3 emissions and why must healthcare systemsreport them?

Scope 1 includes direct emissions from facility operations (natural gas, emergency generators, medical gas).
Scope 2 includes indirect emissions from purchased electricity and steam. Scope 3 includes all upstream and
downstream emissions (supply chain manufacturing, transportation, waste). California SB 253 requires U.S.
entities doing businessin Californiawith over $1 billion in annual revenue to report greenhouse gas
emissions—Scope 1 and 2 on CARB’s 2026 timeline, with Scope 3 phased in from 2027. Scope 3 istypically
the largest (30-50% of total) but most challenging to quantify because it requires supplier data and
industry-wide assumptions.

How does physical climaterisk affect hospital operations and what ar e the key hazards?

Hospital operations depend on continuous power, water, cooling, and supply chain continuity. Physical climate
hazards threaten all of these: coastal hospitals face hurricane and sea-level rise risk; wildfire-adjacent hospitals
face smoke and facility risk; drought-prone hospitals face water scarcity; heat-stressed hospitals face cooling
demand and peak grid strain. Unlike commercial facilities that can close during disruptions, hospitals must
maintain 24/7 operations and often surge capacity during climate events (increased respiratory patients during
smoke, heat-related illness during heat waves, trauma during severe storms).

What are key facility hardening strategiesfor climateresiliencein healthcare?

Key strategiesinclude: eevating mechanical systems above flood level and installing flood protection for
flood-prone facilities; investing in backup power (generators, renewable energy with storage, microgrids) for
extended grid outages; securing water supply through storage, recycling, and alternative sources; enhancing
cooling capacity and passive cooling for heat resilience; improving air filtration for wildfire smoke and air
quality stress; and building supply chain redundancy for critical pharmaceuticals, blood products, and medical
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devices. These investments protect patient safety and maintain operational continuity during climate events.
What isthe single highest-impact decarbonization lever for healthcare facilities?

Shifting to renewable el ectricity is the highest-impact lever because purchased electricity istypically the largest
emissions source for healthcare facilities (40-60% of total emissions). Hospitals consume 50-100 kWh per
square foot annually (about 4x typical commercial buildings) due to constant cooling, 24-hour operations, and
medical equipment. Transitioning to renewable power through power purchase agreements, on-site solar/wind,
or grid decarbonization delivers the largest emissions reduction with clear financial payoff through reduced
energy costs over time.

How should healthcar e or ganizations coor dinate climate compliance and oper ational resilience?

Climate compliance (emissions reporting, risk disclosure) and operational resilience (facility hardening, supply
chain redundancy) should be unified in facilities and capital strategy rather than treated as separate initiatives.
Finance and facilities teams must collaborate on capital planning that prioritizes both decarbonization and
hardening investments. Supply chain and procurement must engage suppliers on climate risk mitigation. Board
and executive leadership should have unified accountability for both emissions reduction and operational
continuity. Thisintegration creates efficiency, reduces costs, improves patient safety, and builds genuine
climate resilience.

Conclusion

By September 2026, climate work for healthcare facilities is operational. SB 253 timelines are live, SB 261 is
unsettled but strategic, CSRD scopeis narrower, and SEC climate rules sit in proposed rescission. Accreditation
360 PE, FGI 2026, ASHRAE 170 plus 241 IRMM, and CM S emergency expectations point the same way:
document risks, harden critical systems, cut energy intelligently, and prove readiness when surveyors and
communities ask.

Related: IFMA Pulse: ESG in FM Contracts - green building certification

Al in Healthcare Facility Operations: Predictive Maintenance, Energy
Optimization, and Automated Compliance Documentation
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Al in healthcare facility operations uses BM S, sensor, and maintenance data to predict equipment failures, trim
HVAC and utility load without breaking clinical environmental limits, and produce audit-ready compliance
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evidence. Through September 2026, the practical focus for hospital facility leadersis integrating these tools
with existing BM S infrastructure, validating outputs under Joint Commission Physical Environment (PE)
chapter requirements effective January 1, 2026, and governing networked systems under the same cybersecurity
discipline applied to clinical 10T.

Al-powered facility operations: Machine learning applied to operational data from building management
systems (BMS), maintenance work orders, utility meters, and—where approved—clinical scheduling signalsto
predict failures, optimize energy, and document compliance. Unlike fixed rule engines, models learn normal
variation (seasonal load, weekly occupancy, OR block schedules) and flag drift early. For facility managers, the
three durable use cases remain predictive maintenance, energy optimization aligned with ASHRAE Standard
170 ventilation limits, and automated evidence for CM S Conditions of Participation (CoPs) and
accrediting-body physical environment surveys.

Why operations data finally earns a decision layer

A 300-bed hospital runs hundreds of interdependent systems: central plants, medical air and vacuum, electrical
distribution, water treatment, elevators, sterile processing equipment, and zone-level HVAC. Each device
throws off time-series data—amps, pressure, temperature, vibration, run hours, fault codes. Historically that
datatriggered alarms, not anaysis.

Models now catch precursors humans miss: rising motor current before bearing failure, steam-side temperature
instability before sterilizer faults, or after-hoursload that suggests simultaneous reheat and cooling fighting in
the same air handler. The operational payoff isfewer emergency calls, longer asset life, and lessrisk that a
mechanical failure collides with patient care. Energy-focused deployments often report double-digit percentage
savings when optimization respects occupancy and clinical schedules; results depend on baseline waste and
control maturity, not vendor marketing.

By late 2026, most health systems are past single-building pilots. The question is no longer whether to use Al,
but how to wireit into BMS, cybersecurity, and survey workflows without creating a parallel shadow system.

Predictive maintenance: condition-based work, not calendar churn

Calendar-based PM replaces components on interval whether they need it or not. Run-to-failure saves parts
until an outage forces your hand. Predictive maintenance targets the window just before functional
failure—when sensors and work-order history show drift from learned baseline.

Implementation sequence that survives real hospitals

 Instrument critical assetsfirst. Prioritize air handlers serving ORs and ICUs, chillers, boilers, medical
air compressors, and sterilizers. Retrofit sensors (current, vibration, differential pressure) where the BMS

lacks granularity. Budget roughly $150k—$300k all-in for a mid-size hospital over 6-12 months, including
platform and integration—not a precise quote, but the range teams use for business cases.

 Establish basdline beforetrusting alerts. Plan two to four weeks of stable operation data minimum;
seasonal facilities need afull weather cycle where possible. The model must learn normal hunting, night
setback, and weekend load before flagging anomalies.

» Closetheloop with CMMS. Predictions should create draft work orders with recommended windows
tied to low-utilization periods. Technicians validate on site; the model improves when outcomes feed back.

Healthcare Facility Hub — healthcarefacilityhub.org Page 36



« Align documentation with PE utility standards. Under Joint Commission Accreditation 360,
environment-of-care and life safety utility expectations consolidate into the PE chapter effective January 1,
2026 (for example, essential equipment maintenance and utility system management). Predictive

mai ntenance logs should map to those EPs, not live in avendor silo surveyors cannot see.

Teams that integrate predictive aerts with healthcare HV AC commissioning and ongoing TAB verification
catch control issues before they masquerade as equipment failure.

Energy optimization without breaking the clinical envelope

HVAC in hospitalsis conservative by design: fixed setpoints, minimum air changes, pressure rel ationships for
infection control. That stability protects patients but leaves efficiency on the table when spaces are empty or
when economizer opportunities are ignored.

Where Al earns kilowatts back

» Occupancy-awar e ventilation. Badge, motion, or room-scheduling signals can reduce airflow in
conference and support zones when unoccupied, then restore before use. Critical care zones stay on clinical
minimums—no experimentation.

» Weather and tariff-awar e staging. Pre-cooling thermal mass, resetting supply temperatures within
allowed bands, and coordinating plant sequencing are tedious manually; algorithms handle them
continuously.

« Clinical scheduleintegration. OR blocks and procedure start times can pre-condition suites instead of
holding peak load all night. Privacy and segmentation matter: read-only feeds, no PHI in the analytics lake.

 Fault detection. Simultaneous heating and cooling, stuck dampers, and refrigerant loss show up as energy
anomalies before they trip hard alarms.

Deploy in recommendation mode first, then active control after facilities and infection prevention sign off. Tie
savings reporting to your facility sustainability program so decarbonization and cost metrics stay in one
narrative for leadership.

Automated compliance documentation

Manual survey prep—pulling temperature logs, PM printouts, training rosters—burns weeks. Asoutlined in
continuous compliance monitoring for CM S survey readiness, continuous evidence beats binder assembly.

Environment of care and physical environment

Sensor-backed monitoring can prove temperature and humidity in medication and vaccine storage, differential
pressure in isolation rooms, water management program actions, and emergency lighting tests. When a
parameter excursions, the system should capture timestamp, duration, corrective action, and responsible
role—the same story a surveyor expects under CM S CoPs and PE interior-space and utility standards.

Infection control and sterile processing

BMS pressure data, sterilizer cycle records, and hand-hygiene compliance systems (where deployed) generate
longitudinal proof. Pair automated logs with AAMI ST79-aligned sterilization quality practices; Al
summarizes, it does not replace biological indicator discipline.
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Staff competency

LMS and credentialing integrations can answer roster questions—*“who completed fire drill training this
guarter?’—without ad hoc spreadshests. Access controls must limit exports to workforce data, not patient
identifiers.

Run periodic self-checks with a structured compliance audit tool so automated reports match what human
reviewers would challenge.

Architecture: BMS, edge, and clinical boundaries

Typical stack: existing BMS (Honeywell, Johnson Controls, Schneider, Tridium, or similar) as system of
record; an analytics layer ingesting BACnet/Modbus historians; optional edge gateways to filter noise; CMMS
and ticketing for work execution. Clinical integration stays one-way and segmented unless security and privacy
sign adata flow diagram.

Older BMS platforms may lack modern APIs—budget interface work or middleware. NFPA 99 (health care
facilities code) and NFPA 101 life safety constraints still govern what automated setpoint changes may do in
smoke compartments and egress paths. FGI 2026 design criteriainform new construction; retrofit Al must
respect as-built ventilation and pressurization reports.

Networked analytics inherit the same threat model as medical device |oT. See healthcare cybersecurity and
medical device 0T for segmentation patterns that keep BM S enclaves off flat hospital LANS.

Governance, explainability, and human override

Facility Al touches patient safety when it moves air, water, or power. Governance should cover model
validation in your climate and occupancy profile, drift monitoring, documented override authority, and
retirement criteria when algorithms underperform.

Maintenance staff need plain-language reasons for alerts—rising vibration plus current asymmetry, not an
opague score. Joint Commission’s 2026 Survey Process Guide replaces the Survey Activity Guide; map
Al-generated evidence to PE standards and CoP crosswalks in the manual so survey coordinators know where
each export lives.

Related on Healthcare Facility Hub: Al governance in healthcare facilities— accountability frameworks

when agorithms influence operations and documentation.

Implementation roadmap (Q4 2026 forward)

Assess (weeks 1-8). Inventory BM S age, historian retention, CMMS integration, and top three failure modes by
patient impact. Pick one energy domain and one critical asset class for predictive work.

Pilot (months 3-9). Passive recommendations only; compare predicted failures to actual work orders; measure
energy against weather-normalized baselines.

Scale (months 9-18). Enable closed-loop control where validated; expand compliance dashboards; train survey
staff to pull PE-mapped reports when renumbering legacy EC and L S citations to PE.

FAQ
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Do we need to replace our building management system to use Al?

Usually no. Most 2016-or-newer BM S platforms expose historians or APIs sufficient for an analytics overlay.
Legacy proprietary systems may need a gateway upgrade or selective BM S replacement on the worst
buildings—not a rip-and-replace across the campus by default.

How reliable arefailure predictions?

For rotating equipment with good vibration and current data, many teams plan maintenance when the model
forecasts failure within two to four weeks with useful accuracy. Random catastrophic faults without precursors
still happen; predictive work augments, not replaces, code-required testing and OEM PM.

What cyber security controls matter most?

Segment facility networks from corporate IT and from clinical VLANS, encrypt datain transit, enforce
role-based access on dashboards, and log configuration changes. Many hospitals host analytics on-prem or in a
dedicated cloud tenant to limit BM'S exposure.

Can optimization harm clinical conditions?

It canif limits are wrong. Hard minimums for ORs, isolation rooms, and pharmacy storage should be enforced
outside the optimizer’ s write access. Human approval gates and after-action review when setpoints change
belong in palicy.

How does this help with Accreditation 360 and CM S surveys?

Continuous sensor and CMM S exports give time-stamped proof for PE utility and environment standards
effective January 1, 2026, and underlying CM S CoPs. Surveyors still expect you to explain the process; Al
reduces last-minute scraping, it does not eliminate knowledgeabl e staff in the room.

Bottom line

Al infacility operationsis operational infrastructure, not a chatbot on the side. Predictive maintenance,
disciplined energy optimization within ASHRAE 170 and NFPA constraints, and automated compliance
artifacts address real cost and survey pain—when integrated with BMS, CMMS, and governance your team
already owns. Organizations that validate models in 2026 build the evidence base PE-mapped surveys will
expect; those that wait inherit the same failures, only more expensive.

Related: healthcare energy management and benchmarking - healthcare facility master planning

Trends shaping healthcare facility operations in 2026

Asked what is shaping facility operationsin 2026, operators name the same short list — and notably, most of it
is not new technology:

 Predictive maintenance moving from pilot to program — sensor and analytics coverage expanding
from flagship plantsto everyday air handlers and pumps, judged on avoided failures rather than dashboards.

» Workfor ce restructuring — apprenticeships, multi-skilled technician roles, and knowledge capture as
retiring expertise becomes the binding constraint.
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» Energy and decar bonization pressure — utility costs and reporting expectations pushing
retro-commissioning and electrification planning into routine capital cycles.

» Compliance conver gence — CMS, accrediting, and code requirements increasingly managed as one
calendar and one evidence trail instead of separate survey seasons.
» Resilience as a design input — outage preparation and climate exposure treated as standing operating
requirements; see preparing facility operations for emergency disruptions and outages.
The fuller trends survey, with the operator read on each, is maintained in Trends Shaping Healthcare Facility
Operations in 2026.
What arethe main trends shaping healthcar e facility operationsin 2026?

Predi ctive maintenance graduating to program status, workforce restructuring and knowledge capture, energy
and decarbonization pressurein capital planning, converged compliance management, and resilience treated as
a standing operating requirement.

Healthcare Facility Decarbonization: Net-Zero Roadmaps, Scope Emissions
Reporting, and Green Building Certification Updates
Source:

https:. //healthcar efacilityhub.or g/heal thcar e-facility-decar boni zati on-net- zer o-emissions-r epor ting-2026/
Published: April 1, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to me instead

Direct Answer: Hospital decarbonization in 2026 hinges on a verified Scope 1 and 2 emissions baseline,
CARB SB-253 disclosure due November 10, 2026 for large systems doing business in California, and parallel
work on energy performance (EPA ENERGY STAR, ASHRAE 170-aligned HVAC), green building programs
(LEED v5 BD+C), and Scope 3 data for the 2027 reporting cycle. Joint Commission Accreditation 360's
Physical Environment chapter, effective January 1, 2026, keeps life safety and utility management tied to the
same buildings where you cut carbon.

Healthcare facility decarbonization in 2026

Healthcar e decar bonization: Planned reduction of greenhouse gas emissions from buildings, energy supply,
clinical gases, waste, and supply chains toward net-zero or near-zero operational carbon, with remaining
emissions addressed through verified offsets or removal only after efficiency and fuel switching.

Healthcare remains a high-intensity sector: roughly 4-5% of global greenhouse gas emissions, with U.S.
hospitals driven by electric load (HVAC, imaging, sterilization), fossil combustion for heat and steam,
anesthetic gases, refrigerants, regulated medical waste, and upstream manufacturing of drugs and devices.
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Facility managers own the meters, the central plant, and much of the proof regulators and accreditors now
expect.

For a broader sustainability frame, see Healthcare Facility Sustainability: The Complete Professional Guide
(2026). For day-to-day energy benchmarking, see Healthcare Energy Management: ENERGY STAR for
Hospitals, Benchmarking, and Decarbonization.

Scope 1, 2, and 3: where hospital carbon actually lives

The GHG Protacol still defines the accounting buckets facility leaders must map to meters, invoices, and
contracts:

Scope 1 (direct)

On-site fuel combustion (natural gas boilers and cogeneration), fleet fuel, fugitive refrigerants from chillers and
MRI cooling, nitrous oxide and desflurane use, and emergency generators. Scope 1 is often 30-40% of a
campus total but concentrated in a handful of systems—central steam, domestic hot water, and aging rooftop
units.

Scope 2 (purchased energy)

Grid electricity and purchased steam or chilled water. The same kilowatt-hour carries different carbon intensity
by utility territory; renewable tariffs and power purchase agreements are the fastest lever many systems pull
once interval datais trustworthy.

Scope 3 (value chain)

Pharmaceuticals, devices, single-use supplies, business travel, commuting, waste treatment, and capital goods.
Scope 3 commonly exceeds Scopes 1 and 2 combined, which iswhy disclosure rules are expanding even when
your smokestacks are already clean.

Prioritize simultaneous quick wins—retro-commissioning, refrigerant leak response, reusable supply
pilots—rather than waiting for a perfect inventory. Tie waste and procurement to Healthcare Waste
Management: RMW vs Pharmaceutical vs Chemo Disposal because Scope 3 categories for waste and
purchased goods show up early in supplier questionnaires.

California SB-253: what changes this fall

SB-253 (Climate Corporate Data Accountability Act) requires U.S. entities with more than $1 billion in annual
revenue that do businessin Californiato disclose greenhouse gas emissions under CARB rules. Itisa
disclosure lawv—not a direct emissions cap—~but it forces health systems to publish data investors, payers, and
suppliers will reuse.

As of September 2026, CARB’ sinaugural cycle focuses on Scope 1 and Scope 2. Thefirst reporting deadlineis
November 10, 2026. Scope 3 is not required for the 2026 reporting year; mandatory Scope 3 begins with the
2027 cycle, initially limited to five GHG Protocol categories (purchased goods and services; fuel- and
energy-related activities; operational waste; business travel; employee commuting).

Operational implications for facility teams:
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 Build adefensible 2025 fiscal-year Scope 1 and 2 inventory aligned to CARB templates; document gaps
rather than fabricating precision.

« Install or restore submetering on central plant, OR suites, imaging, and laundry so future assurance
engagements survive audit.

 Stand up a cross-functional governance group (facilities, finance, procurement, clinical engineering)
reporting to executive leadership; disclosure errors become reputational and enforcement risk.

» Begin Scope 3 supplier outreach now so 2027 categories—especially purchased goods and waste—are not
cold starts.

Authoritative background: California Air Resources Board SB-253 summary.

Accreditation, CMS, and codes that bound energy projects

Decarbonization projects still must pass through life safety and infection control gates. Effective January 1,
2026, Joint Commission Accreditation 360 consolidates hospital Environment of Care and Life Safety
expectations into the Physical Environment (PE) chapter for hospitals and critical access hospitals, aligned
more directly with CM S Conditions of Participation. Ventilation changes, interim life safety measures during
plant upgrades, and utility system documentation now sit under PE standards alongside NFPA 101 Life Safety
Code references.

Clinical ventilation remains governed by ASHRAE Standard 170 (often adopted with NFPA 99 and the FGI
Guidelines). The 2026 FGI cycle continues to push low-mercury lighting, resilient design, and documentation
that overlaps LEED V5 health care project-type credits. Any “optimize air changes” initiative must be
reconciled with 170 minimums and infection prevention sign-off—not benchmark fantasies.

For survey-ready documentation habits, pair decarbonization capital with Healthcare Regulatory Compliance:
The Complete Professional Guide (2026).

ENERGY STAR, commissioning, and the central plant

EPA’sENERGY STAR for Hospitals remains the practical scoreboard: Portfolio Manager benchmarking, a
score of 75 or higher for certification, and year-over-year source energy tracking. In 2026, leaders combine
ENERGY STAR datawith interval meters and fault detection so savings persist after the retro-commissioning
team leaves.

High-return sequences facility teams still seein thefield:

 Retro-commissioning and control sequence fixes (often 10-15% site energy with low capital).

« Chiller and boiler plant tuning, VFDs on constant-volume relics, and demand-controlled ventilation where
permitted by code and clinical policy.

» Renewable electricity contracts or on-site solar where roof structural capacity and redundancy rules allow.
* Low-GWP refrigerant plans aligned with AIM Act phasedown timelines.

Document functional testing through Healthcare HV AC Commissioning: Testing, Balancing, and Ongoing
Compliance Verification so PE utility standards and efficiency claims share the same test sheets.

LEED v5 and green building certification
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LEED v5 isthe current USGBC rating system for new construction, core and shell, interiors, and existing
buildings. Health care projects typically pursue BD+C with health care project-type credits in the Project
Priority library (mercury reduction, views for staff, density exceptions for campuses). Prerequisites now
emphasi ze climate resilience, human impact assessment, and carbon assessment—operational carbon is not an
optiona add-on.

Compare certification paths in Green Building Certification for Healthcare: LEED, Green Globes, and Healthy
Building Standards. For major renovations, require embodied-carbon discussions at schematic design and tie
material choices to the same capital plan you use for deferred maintenance.

Implementation roadmap (2026—2030)

Phase 1 — Baseline and governance (now through Q4 2026)

Finalize Scope 1 and 2 inventory methods, assign ownership, and meet SB-253 deadlinesif applicable. Align
PE chapter utility documentation and water management programs with the same asset list you use for
emissions.

Phase 2 — Quick wins (2026)

Retro-commission priority air handlers, fix simultaneous heating and cooling, right-size OR HVAC schedules
with clinical partners, procure renewable el ectricity where contracts allow, and pilot reusable surgical trays
where sterile processing agrees.

Phase 3 — Deep efficiency (2027-2030)

Envelope upgrades, electrification of domestic hot water, heat recovery chillers, and on-site generation where
finance and redundancy studies clear.

Phase 4 — Scope 3 and procurement (2027 onward)

Embed carbon questionsin RFPs for pharmaceuticals, devices, linen, food, and construction. Use waste data
and primary supplier numbers for CARB’ sinitial Scope 3 categories.

Voluntary pledges and the business case

Federal and voluntary frameworks—including the HHS Health Sector Climate Pledge signed by many U.S.
health systems—commit participants to net-zero Scope 1 and 2 by 2050 and annual public reporting. Even
non-signatories face the same utility cost curves and staff expectations. Efficiency still funds everything else:
every dollar of avoided steam demand is a dollar for renewables and supply chain engagement.

FAQ
What must a large health system disclose under California SB-253 for the 2026 reporting cycle?

For entities over $1 billion in revenue doing business in California, the 2026 cycle requires public disclosure of
Scope 1 and Scope 2 greenhouse gas emissions to CARB’ s reporting platform by November 10, 2026, using
CARB-adopted methods. Scope 3 is not required that year; prepare governance and data systems asiif it were,
because suppliers and assurers will ask anyway.

When does Scope 3 reporting begin under CARB’s SB-253 rules?
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Mandatory Scope 3 disclosure starts with the 2027 reporting cycle, initialy limited to five categories.
purchased goods and services, fuel- and energy-related activities, waste generated in operations, business travel,
and employee commuting. Other Scope 3 categories remain voluntary until CARB expands the list.

How should a facility manager split effort between Scope 1, 2, and 3 work in 2026?

Lead with Scope 1 and 2 because meters, utility bills, and central plant projects are under your control and feed
the November 2026 SB-253 deadline. Run Scope 3 supplier and waste data collection in parallel so 2027
categories—especially purchased goods and operational waste—do not stall on procurement cycles.

How do ENERGY STAR and LEED v5fit together for hospitals?

ENERGY STAR scores ongoing operational energy in Portfolio Manager; LEED v5 BD+C adds design,
embodied carbon, resilience, and health care—specific project priorities at certification. Pursue ENERGY STAR
for existing operations and LEED v5 for new construction or major renovations, sharing the same meter data
where possible.

Does Joint Commission Accreditation 360 change decar bonization projects?

Effective January 1, 2026, hospital Physical Environment standards reorganize life safety, utilities, and
hazardous materials under PE chapters aligned with CM S expectations. Efficiency and fuel-switching projects
still require compliant interim life safety measures, utility risk assessments, and documentation—same work,
new standard numbers.

Conclusion

Decarbonization in 2026 is an operations discipline: credible Scope 1 and 2 data, November SB-253 deadlines
for covered systems, ENERGY STAR-visible performance, LEED v5 and FGI-aligned capital, and Scope 3
supplier engagement timed to CARB'’ s 2027 categories. Systems that treat carbon like deferred

mai ntenance—measured, funded, and survey-ready—will spend less reaching whatever net-zero date their
board adopts.

Related reading: Healthcare Energy Management: ENERGY STAR for Hospitals, Benchmarking, and
Decarbonization - Healthcare Facility Sustainability: The Complete Professional Guide

Remediation: Expert Video Analysis
Source: https://healthcarefacilityhub.or g/video-remediation/ Published: March 18, 2026

Updated September 30, 2026.
Read the complete guide: Healthcare Facility Remediation: The Complete Professional Guide (2026)
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)

Email it to me instead
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Direct answer: Water intrusion in hospitals and clinics demands fast source control, [l CRC-aligned drying, and
mold work that respects immunocompromised patients. This adjuster-hosted briefing walks through how
mitigation vendors scope jobs, document damage, and interact with insurers—background facility leaders can
use when writing RFP language, ICRA plans, and clearance requirements aligned with FGI Guidelines 2026,
CMS Conditions of Participation, and Joint Commission Accreditation 360 Physical Environment standards
effective January 1, 2026.

Home/ Remediation / Video

What you need to know about Water Mitigation and Mold Remediation
companies

Channel: The Claim Squad Public Adjusters Sour ce published: 2021-04-01 Views (at source): 13,499 Hub
analysis by: William Tygart

Video sour ce: What you need to know about Water Mitigation and Mold Remediation companies by The Claim
Squad Public Adjusters — https://youtube.com/watch?v=AzEL aqGr2mE (published 2021-04-01).

Why this matters in healthcare facilities

Water damage and mold are not just building problems—they are patient safety and operations problems. Wet
assemblies feed mold within 2448 hours when humidity stays high. Immunocompromised patients and staff
with asthma react to spores and fragments even when growth is hidden above ceilings or inside wall cavities.

Facility teams live under tighter timelines than standard commercial tenants. Y ou must stop the source, protect
adjacent care areas, and produce records that stand up to Environment of Care review, infection prevention, and
survey questions about the physical environment. Delay turns a dry-out into demolition, relocation, and
clearance testing.

Key moments in the video

Approximate segments from the source recording (timestamps are guideposts, not chapter markers):

Time Topic

0:00 - 1:30 Why water mitigation and mold remediation are separate
trades—and why scope matters to payers

1:30 - 5:00 How vendors document moisture, equipment, and daily
progress for insurance review

5:00 — 10:00 Red flags in contractor selection, pricing models, and mold
testing sales pitches

10:00+ Prevention, maintenance, and when to escalate beyond
in-house maintenance

Standards and frameworks to map to your program

The video predates several 2026 updates. Pair its insurance-oriented lens with the codes your facility already
maintains:
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e [ICRC S500/ S520: Professional water damage and mold remediation procedures—useful for contract
specs and clearance language (water damage in healthcare, mold containment and clearance).

» FGI Guidelines 2026: Design and operational expectations when wet work touches clinical or support
zones governed by the current edition.

« Joint Commission Accreditation 360: Unified Physical Environment chapter effective January 1,
2026—evidence of routine monitoring and corrective action after disruptive events.

» CMS Conditions of Participation: Environment and infection control obligations that continue to apply
during remediation in licensed areas.

* NFPA 101/ NFPA 99: Life safety and essential systems when barriers, egress, or clinical gas/electrical
infrastructure are affected.

* ASHRAE 170 and ASHRAE 241: Ventilation and infection-control air considerations for adjacent
occupied clinical spaces during and after dry-out.

« EPA and CDC guidance: Mold remediation in larger buildings and moisture control in sensitive
populations—plain-language complements to |1CRC detail.

Key takeaways for facility managers

» Mobilize early when water touches porous materials, patient care zones, or unknown water
category—waiting converts mitigation into remediation.

» Require HEPA-filtered air movement, dehumidification sized to the space, and daily moisture logs—not
just fans pointed at wet drywall.

» Plan removal and replacement of wet porous finishesin affected clinical areas; “clean and encase”
shortcuts rarely satisfy infection prevention.

* Integrate infection control and ICRA steps before demolition; coordinate rel ocation for vulnerable units
when aerosols cannot be contained.

 Close with objective clearance (visual, moisture content, and when warranted air or surface sampling per
your policy) before reoccupying space.

* Feed lessons into preventive maintenance: roof drains, window seals, condensate pans, and site
grading—cheap compared with another OR ceiling collapse.

Expert analysis

The speaker’sworld is claims and contractor behavior; yoursis keeping units open and patients safe. The
overlap is documentation. When a pipe breaks on a med-surg floor, your first moves are still: isolate the source,
assess spread, notify infection prevention, and start an ICRA-appropriate barrier plan. Only then worry about
line items on a mitigation invoice.

Treat vendor scopes as drafts you edit. Specify containment class, negative pressure checks, waste routing, and
hours allowed for noisy equipment near patient rooms. Reference ||CRC S500 for water categories and drying
goals, and S520 when mold is confirmed or suspected on porous substrates. For a broader playbook, see
Healthcare Facility Remediation: The Complete Professional Guide.
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Insurance adjusters in the video emphasi ze photos, moisture readings, and equipment lists—mirror that
discipline in your internal work orders and capital project files. After drying, align closeout packages with Joint
Commission Physical Environment expectations and CM S evidence requests: what was wet, what was
removed, how you verified dry standard, and who signed clearance.

Industry references (authoritative starting points)

Organization Resource Link

FGI Guidelines for Design and Construction fgi-guidelines.org
of Hospitals and Outpatient Facilities
(2026 edition)

Joint Commission Accreditation 360 — Physical jointcommission.org
Environment

CMS Conditions of Participation — cms.gov
environment and infection control

NFPA NFPA 101 Life Safety Code; NFPA 99 nfpa.org
Health Care Facilities Code

ASHRAE Standard 170 (ventilation of health care);  ashrae.org
Standard 241 (control of infectious
aerosols)

IICRC ANSI/IICRC S500 water damage; S520 iicrc.org

mold remediation

EPA Mold remediation in schools and epa.gov/mold
commercial buildings

CDC Mold and moisture guidance for cdc.gov/mold-health
institutional settings

Frequently asked questions

When should our facility call a professional water mitigation vendor?

Call avendor when water reaches patient care areas, interstitial spaces above occupied rooms, or any Category
2 or 3 source. In-house teams can handle small, fully contained clean-water events only if your policy defines
limits, PPE, and stop-work triggers. When in doubt, mobilize early—delays turn dry-outs into mold projects
and ICRA headaches.

Why is healthcare mold remediation stricter than typical commercial work?

Immunocompromised patients cannot tolerate aerosolized spores or residual fragments. Healthcare work
demands negative pressure containment, HEPA filtration, removal rather than cleaning of wet porous materials
in affected zones, and clearance documentation before reoccupancy. That aligns with 11CRC S520 thinking and
your infection control program—not a homeowner drywall patch.

What belongs in the plan before crews cut drywall near occupied units?

Complete an ICRA using the matrix, post barriers, define transport routes, and coordinate with nursing for
relocation or alternate care space. Tie the plan to ILSM when life safety systems are impaired. Spec reference
ASHRAE 170 for pressurization expectations in adjacent clinical areas and document daily monitoring.
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Which 2026 frameworks should specs and closeout files reference?

Anchor contracts to [ |CRC S500 for water and S520 for mold, cite FGI Guidelines 2026 for design-sensitive
spaces, and map physical environment evidence to Joint Commission Accreditation 360 Physical Environment
requirements effective January 1, 2026. Add CM S Conditions of Participation expectations for environment
and infection control, plus NFPA 101 and NFPA 99 where fire or essential electrical systems are affected.

What documentation helps Environment of Care rounds and survey follow-up?

Keep moisture logs, equipment placement maps, daily ICRA checklists, post-remediation verification, and
contractor certificates of drying or clearance. Photograph before-and-after conditions. Store files where your
Environment of Care committee can retrieve them during rounds—not buried in a project manager’ s inbox.

Infection Control: Expert Video Analysis
Source: https://healthcar efacilityhub.or g/video-infection-control/ Published: March 18, 2026

Updated September 30, 2026.
Read the complete guide: Infection Control in Healthcare Facilities: The Complete Professional Guide (2026)
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to meinstead

ThisPAHO TV session links occupational health and routine infection prevention in hospitals—hand hygiene,
PPE, environmental cleaning, and staff protection during care. For U.S. facility leaders, that work still aligns
with CM S hospital infection-control Conditions of Participation, CDC/HICPAC environmental guidance,
ASHRAE Standard 170 ventilation, and Joint Commission Accreditation 360 (effective January 1, 2026),
where infection prevention stays in the |C chapter, National Performance Goal 5 addresses infection control,
and the Physical Environment chapter consolidates former EC and Life Safety expectations. For expert video
breakdowns across CM S, Joint Commission, and NFPA, see our healthcare regulatory compliance videos.

Home/ Infection Control / Video

Channel: PAHO TV - Video published: February 1, 2010 - Views: 209,380+ (Y ouTube)
Occupational Health & Infection Control Measures in Healthcare Facilities

Source and attribution

Video: Occupational Health & Infection Control Measures in Healthcare Facilities (PAHO TV). Watch on
YouTube: https://youtube.com/watch?v=YiDsntf43Bw

Why this still matters in 2026
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Environmental and occupational infection control are the infrastructure behind safe care. CDC'’ s 2023 national
point-prevalence survey in U.S. acute care hospitals found that on any given day about 1 in 38 inpatients had at
least one healthcare-associated infection (HAI)—lower than the 1 in 31 rate in 2015, but still alarge
preventable burden. Surfaces, air, water, reusable equipment, and rushed workflows still move organisms
between patients and staff.

Facility managers own the systems clinical teams depend on: pressurized rooms, reliable hot water, cleanable
finishes, waste routes, and construction barriers. Pair this video with Environmental Services: Terminal
Cleaning Protocols when you need discharge-level cleaning detail EV S can execute tomorrow.

Key moments in the video

Approximate timestamps for navigation:

Time Topic

0:00-1:30 Introduction: infection risks in healthcare work

1:30-5:00 Standard precautions, PPE, and occupational health basics
5:00-10:00 Environmental measures and facility-level controls

10:00+ Summary and implementation reminders

How this maps to U.S. standards (2026)

Regulatory and accreditation anchors

* CM S hospital Conditions of Participation require an active infection prevention and control program,
including environmental services oversight and policiestied to recognized guidelines.

« Joint Commission Accreditation 360 (January 1, 2026 for hospitals and critical access hospitals) retains
the | C chapter, groups above-CoP infection expectations under National Performance Goal 5: Preventing
and Controlling I nfection, and moves former Environment of Care and Life Safety regquirements into
Physical Environment (PE). See the Accreditation 360 FAQs.

« CDC/HICPAC environmental infection control guidance remains the usual evidence base for written
hospital palicies. Start at CDC environmental infection control.

Physical environment and utilities
» ASHRAE Standard 170 defines minimum ventilation, filtration, and pressure relationships for healthcare
spaces. Operational context isin our Healthcare HVAC Systems Complete Guide.

« ASHRAE Standard 188 and CM S water-management expectations still drive Legionellarisk
reduction—covered in Legionella Water Management: ASHRAE 188.

* NFPA 101 and NFPA 99 govern egress, fire protection, and medical systems that must stay compliant
when isolation or renovation changes daily operations. Our CM S, Joint Commission, and NFPA compliance
videos explain how surveyors connect those codes to daily operations.

* FGI Guidelines (2026 edition cycle) still integrate infection control risk assessment (ICRA) into design
and major renovation. Execution detail isin Healthcare Construction, Renovation, ICRA and ILSM and
ICRA Matrix and Construction Barriers.
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* AAMI documents such as ST79 remain central where sterile processing and reusabl e instruments intersect
with environmental hygiene.

Key takeaways for facility managers

 Occupational health and infection prevention are one system: PPE training, exposure management, and
environmenta cleaning fail together when any leg isweak.

» Environmental control covers surfaces, air, water, waste, and equipment—not housekeeping alone.

+ MDRO and outbreak scenarios need tighter cleaning frequencies, dedicated equipment, and faster
escalation between infection prevention, EV'S, and facilities.

 Surveyslook for implementation evidence—observation, audits, corrective actions—not binders alone.

 Construction without ICRA/ILSM still causes preventable clusters; treat barrier integrity as patient safety
work.

» Hand hygiene stays primary; engineering and environmental controls make consistent hand hygiene
achievable.

Expert analysis

| still assign this video to new facilities supervisors because it states plainly what accreditation manuals bury:
most transmission is ordinary work done under pressure—touching surfaces, rushing room turns, skipping a
PPE step, or running airflow the wrong way during partial renovation.

A workable program spans cleaning with audit feedback, measurable ventilation and pressurization, water
management that includes distal outlets, regulated waste paths that do not cross clean supply routes,
occupational health tied to real exposures, and continuity plans when you lose awing or utility. Infection
prevention writes intent; EV'S and clinical units execute; facilities supplies air, water, power, and barriers.

Since Accreditation 360 took effect January 1, 2026, survey conversations increasingly tie infection metrics
(NPG 5) to PE findings—negative airflow that drifts positive, soiled utility rooms without proper exhaust, or
ICRA barriersthat leak at penetrations. Fix building evidence the same way you fix aclinical bundle: define the
standard, inspect, report, correct.

Reference table

Organization Use Link

CDC/HICPAC Environmental infection control cdc.gov

Joint Commission Accreditation 360 (IC, NPG 5, PE) jointcommission.org
CMS Hospital Conditions of Participation cms.gov

ASHRAE Standards 170 and 188 ashrae.org

FGI Design and renovation IPC integration fgi-guidelines.org
NFPA NFPA 101 and NFPA 99 nfpa.org
Glossary
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HAI Healthcare-associated infection acquired during care delivery. MDRO Multidrug-resistant organism
requiring enhanced precautions and often more aggressive environmental cleaning. HICPAC Hedthcare
Infection Control Practices Advisory Committee—CDC advisory body for infection prevention guidance.

I CRA Infection Control Risk Assessment for construction, renovation, and maintenance. |IL SM Interim Life
Safety Measures when life safety systems are impaired during work. Terminal cleaning Discharge-level
cleaning and disinfection before the next patient occupies the room.

Frequently Asked Questions
What is the relationship between environmental cleaning and HAI rates?

Environmental surfaces and shared equipment carry pathogens that hands and PPE pick up. Daily and terminal
cleaning, matched to patient risk and organism, removes that reservoir. Programs with clear responsibilities,
approved products, and compliance monitoring support national HAI improvement trends CDC has published,
but local results depend on adherence—not on a single product brand.

How does water management prevent Legionellain hospitals?

Legionella growsin building water systems and aerosolizes from showers, cooling towers, and some
equipment. CM S-alighed water management plans under ASHRAE 188 require a multidisciplinary team,
system mapping, control measures (temperature strategies, flushing, maintenance), and validation testing. Keep
hot water hot and cold water cold at distal outlets, and document corrective actions when tests fail.

What is the difference between cleaning and disinfection?

Cleaning removes soil and organic load using detergent and mechanical action. Disinfection applies an
EPA-registered hospital disinfectant (or sterilization where required) to kill remaining microbeson a
pre-cleaned surface. Skipping cleaning leaves biofilm that shields organisms; disinfecting without adequate
contact time and coverage wastes chemistry and labor.

How often should high-touch surfaces be disinfected in patient care areas?

At minimum, clean and disinfect high-touch surfaces daily in occupied rooms, and perform terminal cleaning
on discharge or transfer. Intensive care, isolation, and MDRO rooms often need more frequent rounds and
dedicated equipment. During outbreaks, infection prevention should set frequency and verify it with direct
observation—not hallway checklists alone.

What changed for Joint Commission hospital surveysin 20267

Accreditation 360 reorganized standards effective January 1, 2026: infection prevention remainsin the IC
chapter, expectations above CM S sit under National Performance Goal's (including NPG 5 on preventing and
controlling infection), and former Environment of Care and Life Safety requirements are in the Physical
Environment chapter. Cross-walk EC/LS policiesto PE and confirm IC policies still cite current CDC/HICPAC
guidance.

When is ICRA required during maintenance work?

Any project that disturbs dust, closes a unit, or changes airflow, water, or barrier integrity needs an
ICRA—even “small” ceiling tile work above occupied clinics. Match barrier type and pressure controls to the
ICRA class, pair with ILSM when life safety systems are impaired, and obtain infection prevention sign-off
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before opening work zones.

Author: William Tygart - Hub article updated: September 30, 2026 - Original publish: March 18, 2026

Facility Management: Expert Video Analysis

Source: https://healthcarefacilityhub.org/video-facility-management/ Published: March 18, 2026
Updated September 30, 2026.

Read the complete guide: Healthcare Facility Management: The Complete Professional Guide (2026)
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to me instead

A modern healthcare facility is aregulated physical plant where clinical care, building systems, and compliance
programs work as one system. Facility managers steward HVAC, electrical, water, life safety, and the built
environment so care teams can work safely, surveys stay defensible, and capital dollarstrack clinical
strategy—not emergency breakdowns.

Home/ Facility Management / Video

What is a Modern Healthcare Facility?

Video source: What isa Modern Healthcare Facility? by Anixter
URL : https://youtube.com/watch?v=SnodgxFggnE

Originally published on YouTube: April 27, 2017. View counts on the platform change over time; check the
source for current figures.

Why this matters

Hospital and clinic buildings are not passive shells. Ventilation affects infection control and OR performance.
Electrical and medical gas systems keep critical equipment online. Water quality and envelope integrity show
up in patient experience and survey findings. Maintenance windows have to respect occupied clinical
zones—Yyou cannot treat the plant like an office tower and hope care teams absorb the disruption.

That integration is why facility management sits at the intersection of healthcare code compliance, clinical
operations, and capital planning. The Anixter overview below is dated, but the core idea holds: the “ modern”
facility is connected, monitored, and managed with the same discipline you expect from clinical pathways.

Key moments in the video

Approximate segments for navigation (confirm against the player):
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Time Topic

0:00 - 1:30 Introduction and scope of modern healthcare facilities

1:30 - 5:00 Integrated systems, connectivity, and operational expectations
5:00 — 10:00 Implementation themes for facility and IT stakeholders

10:00+ Wrap-up and practical next steps

Standards and references facility managers use today

Design, renovation, and ongoing operations pull from several authoritative sources. Editions in force at your
site depend on state adoption, accreditation contract, and project permitting—always confirm the governing
edition locally.

 Facility GuidelinesInstitute (FGI): The 2026 FGI Codes for Planning and Design (released August
2026) separate enforceabl e code text from handbook guidance; many jurisdictions still reference 2018 or
2022 Guidelines during transition.

« ASHRAE / ASHE: ANSI/ASHRAE/ASHE Standard 170 defines ventilation for healthcare spaces—pair
with your operating room HVAC policies where surgical suites are in scope.

* The Joint Commission: Under Accreditation 360 (effective January 1, 2026 for hospitals and critical
access hospitals), former Environment of Care and Life Safety chapter material is reorganized into the
Physical Environment (PE) chapter—renumbered standards, same underlying expectations if you were
compliant before. Align Environment of Care rounds and documentation to the new crosswalks your AO
publishes.

* CMS: Conditions of Participation still drive physical environment, emergency preparedness, and
equipment expectations for Medicare-participating providers.

* NFPA: Life Safety Code (NFPA 101) and Health Care Facilities Code (NFPA 99) remain centra to
egress, fire protection, and utility systems in accredited hospitals; edition adoption follows CM S and local
AHJrules.

* OSHA: Worker safety programs for maintenance, construction, and hazardous operations still sit
alongside clinical safety.

Key takeaways

« Facility management bridges clinical leaders and trades so building decisions show up in patient safety
and throughput—not only in work orders.

« Preventive maintenance on HVAC, domestic water, electrical, and controls reduces emergency repairs that
cancel cases or force relocations.

 Capital planning should track clinical servicelines, FGI or state design rules, and master planning and
adjacency assumptions—not just replacement age curves.

» Energy work belongs in the same conversation as resilience and infection control; benchmark before you
buy equipment—see healthcare energy management and decarboni zation.

* Integrated building analytics (BMS/CMMS/FMYS) shorten response time when air handlers, chillers, or
critical power paths drift out of spec.
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« Clinical technology shifts—telehealth suites, imaging, connected devices—need both space planning and
HTM and cybersecurity governance.

Expert analysis

| still assign this video to new supervisors because it frames the facility as a system, not a collection of trades.
What changed since 2017 is the density of regulation and data: FGI’s 2026 code set, refreshed PE chapter
numbering under Joint Commission Accreditation 360, and tighter coupling between CM S CoPs and survey
documentation. The work on the ground is familiar—condition assessments, PM routes, permit-to-work for
above-ceiling activity, infection-control risk assessments during construction—»but the bar for traceability is
higher.

M odern management means you can show how a deferred damper repair connects to pressure relationships,
how your water intrusion response matches [ CRC principles and infection control sign-off, and how life safety
interim measures are documented when NFPA 101 compliance is temporarily impaired. When clinical leaders
ask for flex space, your answer should cite capacity, utilities, and code-constrained adjacencies, not just square
footage.

Teams that run well invest in cross-training between engineering, security, EVS, and clinical liaisons. They
treat near-miss equipment failures like safety events. They schedule capital replacementsto avoid simultaneous
outages across redundant paths. That is the operational picture this video points toward—even where the
on-screen technology looks dated.

Industry standards at a glance

Organization Typical use in healthcare facilities Reference

FGI Minimum planning and design fgiguidelines.org
requirements for hospitals and outpatient
facilities (2026 Codes; prior Guidelines
editions still cited in many states)

ASHRAE / ASHE Ventilation and thermal comfort in patient  ashrae.org
care areas (Standard 170)

Joint Commission Accreditation 360 Physical Environment jointcommission.org
chapter (2026), survey process guides

CMS Medicare Conditions of cms.gov
Participation—physical environment,
EOP, equipment

NFPA NFPA 101 life safety; NFPA 99 nfpa.org
healthcare systems

OSHA Worker safety for maintenance and osha.gov
construction activities

Related reading on Healthcare Facility Hub
 All Facility Management articles
 Healthcare Facility Hub home

External professional networks
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ASHE — healthcare facility management practice resources

Key terms

Preventive maintenance (PM) Scheduled inspection and servicing to reduce breakdowns and extend asset life.
Capital planning Multi-year funding and sequencing for major building systems and renovations. FM S/
CMM S Software for work orders, asset history, and compliance documentation. BM S Building automation
layer for HVAC, utilities, and alarm trending. Condition assessment Structured evaluation of deficiencies,
risk, and remaining useful life. Life-cycle cost Total cost of ownership acrossinstall, operation, maintenance,
and disposal. Physical Environment (PE) chapter Joint Commission Accreditation 360 chapter consolidating
prior EC and LS physical environment requirements (effective January 1, 2026 for hospital programs).

Frequently asked questions
What isthe role of facilities management in patient safety?

Facilities teams maintain the infrastructure that clinical care depends on: pressurized spaces, safe electrical
paths, medical gas, potable water, egress, and structural integrity. When those systems fail, care stops or
moves—aften under stress. Patient safety programs should treat critical utility and envelope failures with the
same seriousness as clinical adverse events.

How do | align our program with Joint Commission changesin 20267

Accreditation 360 reorganized and renumbered standards; hospital physical environment requirements now live
primarily in the PE chapter effective January 1, 2026. Substance for compliant organizationsislargely
continuous—update binders, crosswalks, and staff training to new standard numbers, use the Survey Process
Guide, and keep proving the same underlying NFPA and CM S-linked controls.

How should we balance preventive maintenance with budget pressure?

PM trades short-term spend for fewer emergency calls, longer asset life, and less clinical disruption. Track
repeat failures and energy drift on major plant; those trends justify PM funding better than a generic deferra
memo. Pair CMMS history with risk ratings for life safety and infection-control-sensitive equipment first.

What belongsin a healthcare capital plan beyond equipment age?

Clinical service growth, code and FGI-driven renovations, redundancy needs, and master plan phasing.
Schedule replacements to avoid taking down both halves of aredundant path during peak season. Coordinate
with HTM for clinical technology swaps that need utilities, shielding, or network pathways.

Where does energy work fit for afacility manager in 2026?

Energy projects should support clinical reliability first—then cost and carbon. Benchmark through ENERGY
STAR or equivalent utility data, target high-load systems (central plant, reheat-heavy air systems, steam |osses),
and verify changes do not violate ventilation or pressure requirements in patient care zones.

Emergency Preparedness: Expert Video Analysis
Source: https://healthcarefacilityhub.or g/video-emer gency-preparedness/ Published: March 18, 2026

Updated September 30, 2026.
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Read the complete guide: Healthcare Emergency Preparedness. The Complete Professional Guide (2026)
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to meinstead

Direct answer: MCI readiness rests on practiced HICS leadership, redlistic surge plans, and EMS
coordination—not plans left in abinder. This UC Health training video shows command, patient flow, and
communications under stress; use it to test whether your egress paths, utilities, and drill schedule would survive
areal influx.

Home / Emergency Preparedness/ Video

Featured video: Mass Casualty Incident Training: Behind the Scenes with UC Health Channel:
UCHealthCincinnati Video published: 2020-01-30 Y ouTube views (public counter): 61,154

Video source: Mass Casualty Incident Training: Behind the Scenes with UC Health by UCHealthCincinnati
URL: https:/lyoutube.com/watch?v=H-mojAPMVWE
Published: 2020-01-30 | Views: 61,154

Why this matters for facility managers

M Cl's compress decision time while demand for space, staff, power, medical gas, and clean utilities spikes.
CMS emergency preparedness Conditions of Participation still require an al-hazards program, trained leaders,
documented communications, and regional cooperation. Joint Commission emergency management (EM)
standards remain survey priorities, and Accreditation 360 Physical Environment chapter revisions effective
January 1, 2026 tighten the link between your HEOP and the building you operate.

The footage shows incident command, staging, security perimeters, and EM S handoffs. Trandate that into
checks for egress, fire compartments, and smoke barriers, utility reliability, and recovery planning.

Key moments to watch

Approximate segments; use YouTube chapter markers when shown on the player.

Time Topic

0:00-1:30 Exercise overview and scenario framing

1:30-5:00 Command roles and cross-department coordination
5:00-10:00 Patient flow, staging, bottlenecks

10:00+ Debrief and next training cycles

Standards and references (confirm adopted edition with your AHJ)
* HICS (Hospital Incident Command System): Hospital Incident Command System forms and roles
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CMS: Emergency preparedness Conditions of Participation
» Joint Commission: EM standards; Accreditation 360 Physical Environment (effective Jan. 1, 2026)

NFPA 101: Egress and compartmentation
NFPA 99: Risk-based medical gas and essential systems

ASHE: Emergency preparedness resources

FGI: 2026 Guidelinesfor resilient, flexible care environments

Key takeaways
* Activate HICS early; unclear command slows every downstream move.

« Surge plans must cover imaging, lab, blood bank, morgue capacity, and behavioral health holds—not only
ED bays.

* Facilities own ingress routes, lockdown boundaries, wayfinding, and backup pathstied to life safety plans.

 Under load, confirm medical gas, vacuum, and medical air, emergency power, and HVAC isolation for
surge spaces.

» Pair MCI planning with water damage remediation when leaks or contamination follow the event.

« Drillswithout documented corrective actions waste time and survey credibility.

Expert analysis

| watch these exercises for friction: radios that fail to patch, doors propped when badges glitch, manifold alarms
nobody recognizes, lockdowns that block supply runs. The UC Health video is areminder that tabletop talk is
not enough—you need enough realism to expose those faults.

Stress interfaces between clinical triage and facilities work: fire and smoke barriers, emergency power
switching, and staging areas that still meet NFPA 99 risk categories. Run afacility assessment against your
HEOP so signage, latches, and staff roles match the document.

After the exercise, issue real work orders—relabeled valves, repaired latches, updated call trees—not another
dide deck. William Tygart

Industry standards at a glance

Organization MCI focus Reference

HICS / FEMA Command roles and scalable forms hics.fema.gov

CMS Program, training, communication cms.gov

Joint Commission EM standards; Physical Environment jointcommission.org
(2026-01-01)

NFPA 101/99 Egress, defend-in-place, essential Adopted edition via AHJ (see nfpa.org)
systems

FGI Planning for surge and resilience fgi-guidelines.org

Related reading on Healthcare Facility Hub
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» Healthcare Emergency Preparedness. The Complete Professional Guide

Key terms
HICS: Hospital Incident Command System—scal able hospital command structure.

MCI: Mass casualty incident—demand beyond routine staffing and space.
Surge capacity: Safe expansion of clinical and support services over time.

HEOP: Hospital emergency operations plan linking clinical, facilities, and vendors.

Frequently Asked Questions
What is HICS and when should we activate it?

Hospital Incident Command System (HICS) is a standardized command framework with defined roles (incident
commander, operations, planning, logistics, finance/administration). Activate it when an event outstrips normal
shift leadership—multiple critical patients arriving, internal disasters, utility failures affecting care, or any
situation requiring hospital-wide coordination with EMS and public safety.

How often should emergency preparedness exercises and drills occur?

CMS and accrediting bodies expect regular training; most hospitals run at least one full-scale or functional
exercise annually, quarterly departmental drills, and tabletop reviews when the HEOP changes. Match
frequency to turnover: if charge nurses, security, or plant operations staff rotate often, shorten the interval so
new hires do not learn roles during areal incident.

Which building systemsfail first during surge events?

Medical air and vacuum demand spikes, emergency generators and transfer switches get exercised under load,
elevators queue, and ED HVAC may not match temporary bed locations. Walk surge plans with your medical
gas and life safety drawings before the next drill so you are not discovering limits with patients in hallways.

How do CM S and Joint Commission reviews treat emergency management in 20267?

CMS dtill surveys the emergency preparedness CoP elements: risk assessment, policies, communication,
training, and testing. Joint Commission continues EM standard scoring and, with Accreditation 360 Physical
Environment changes effective January 1, 2026, expects alignment between what you document and what
surveyors see in the building. Keep exercise after-action reports, contact lists, and utility single-line diagrams
current.

What should facilities document immediately after an MCI drill?

Capture time-stamped decisions, communication paths that failed, doors or barriers that did not perform, utility
aarms, staffing gaps, and supply breaks. Assign corrective actions with owners and dates, store artifactsin your
HEOP appendix, and feed recurring items into capital planning—same discipline as any other patient safety
finding.

Green Building Certification for Healthcare: LEED, Green Globes, and
Healthy Building Standards
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Source:
https:. //heal thcar efacilityhub.or g/green-buil ding-certification-heal thcar e-| eed-gr een-gl obes-heal thy-buil ding/
Published: March 18, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to meinstead

Green building certification gives healthcare facility managers third-party proof that design and operations meet
defined targets for energy, water, materials, and indoor environmental quality—often alongside occupant health
programs such as WELL or Fitwel. In 2026, most U.S. teams still choose among LEED (including
healthcare-specific BD+C paths), Green Globes (ANSI protocols for new construction and existing buildings),
and health-focused standards administered by IWBI and the Center for Active Design.

Green building certification for healthcare: Voluntary, third-party programs that score facility design,
construction, and operations against environmental and health criteria. Certifications document stewardship,
support capital and operating decisions, and align with broader healthcare facility sustainability goals when
paired with sound engineering and clinical planning.

Program landscape in 2026

Certification is never a substitute for code, licensure, or accreditation—Dbut it can structure conversations
between owners, designers, and operators around measurable outcomes.

Common pathways
* LEED (U.S. Green Building Council): Broad environmental rating across site, water, energy, materials,

indoor environmental quality, and innovation. LEED v5 launched in 2025 and is open for BD+C, ID+C, and
O+M registrations alongside LEED v4.1 and v4.

» Green Globes (Green Building Initiative): Self-assessment with third-party verification; current ANSI
editions include Green Globes for New Construction 2024 and Green Globes for Existing Buildings (2023
series, with ongoing ANSI maintenance including 2025 updates).

« WELL Building Standard v2 (International WELL Building Institute): Performance standard centered
on occupant health across ten concepts (Air, Water, Nourishment, Light, Movement, Therma Comfort,
Sound, Materias, Mind, Community), maintained through periodic addenda.

 Fitwel v3 (Center for Active Design): Evidence-based strategies for health-promoting buildings; v3
replaced new v2.1 registrations after July 2024, with v2.1 projects still able to finish under prior registration
rules.

« BREEAM: Used by some international health systems; less common for typical U.S. acute care but
appearsin global portfolio palicies.

Healthcare Facility Hub — healthcarefacilityhub.org Page 59



LEED for healthcare facilities

USGBC assigns rating systems by use type. Hospitals that operate 24/7 and provide inpatient medical
trestment—including acute and long-term care—belong on LEED BD+C: Healthcare when pursuing the
healthcare-tailored v4.1 credit set. LEED v5 BD+C applies to commercial new construction and major
renovation more broadly; USGBC is expanding healthcare-oriented Project Priority creditsin the v5 library
for typologies that need clinical flexibility.

Registration timing

Asof 2026, LEED v5, v4.1, and v4 remain open for registration. USGBC has announced that LEED v5 will
become the primary path for most new commercial BD+C, ID+C, and O+M registrations after July 1, 2027,
with exceptions documented on USGBC certification deadline pages. Pick your version before designis
fixed—credit substitutions midstream are expensive.

Certification levels (LEED v4.1 / familiar point bands)
» Certified (4049 points)
 Silver (50-59 points)
e Gold (60-79 paints)
 Platinum (80+ points)

LEED v5 organizes requirements around decarbonization, quality of life, and ecological conservation and
resilience; confirm point targets on the current v5 scorecard for your rating system.

What reviewers expect

Healthcare LEED work still hinges on integrated systems: efficient central plants and distribution,
commissioning, refrigerant management, low-emitting interiors where clinical protocols allow, construction
waste tracking, and metering that supports ongoing energy benchmarking (including ENERGY STAR where
the building typeiseligible).

Green Globes

Green Globes appeals to teams that want a questionnaire-driven review with on-site assessor verification.
Healthcare projects use the same ANSI protocols as other commercial buildings, with emphasis on measurable
energy and water performance, indoor environment, and management practices.

Rating scale
» Oneto four Green Globes, with four Globes representing the highest achievement under the selected
protocaol.
Assessment areas
» Energy and emissions performance
» Water
* Resources and materials

¢ |ndoor environment
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« Site and ecosystem impacts
» Management—policies, training, and continuous improvement

For existing hospitals, the Existing Buildings protocol supports portfolio rollouts when paired with a solid
facility condition assessment and capital plan.

WELL and Fitwel: healthy building layers
Environmental certifications do not automatically prove that a space supports healing, shift work, or stress
recovery. WELL and Fitwel fill that gap with operational and design strategies grounded in health research.
WELL v2 certification levels

* Silver: 50 points (plus applicable preconditions)

e Gold: 60 points

 Platinum: 80 points
WELL certification requires recertification on a defined cycle (typically every three years) so performance does
not drift after opening day.
Fitwel v3

Fitwel scorecards differ by project type (healthcare-relevant scorecards exist within the platform). v3 adds
strategies tied to safety, wayfinding, lighting, acoustics, equity, and climate resilience. It is often pursued for
outpatient, administration, and wellness-heavy renovations where afull WELL effort is more than the project
needs.

Clinical and regulatory alignment

Green criteriamust ride on top of non-negotiable clinical infrastructure—not replace it.

Design and infection control

« Air handling and pressurization must meet FGI Guidelines and owner infection-control risk assessments;
efficiency measures belong in the hands of engineers who know healthcare HV AC constraints.

» Material selections (low-VOC paints, adhesives, furnishings) still have to survive disinfection protocols
and warranty requirements in patient care aress.

» Daylight and views are desirable but must respect privacy, glare control, and behavioral-health safety.

Operations and compliance

Certification documentation overlaps with broader code compliance and life-safety programs. Treat certifier
submittals as part of the owner’s record set, not a parallel shadow project.

Implementation: from charter to occupancy

Early decisions

» Choose primary and secondary programs (for example, LEED Gold plus WELL Gold) and assign asingle
owner’s representative for credit accountability.

* Align targets with master planning and phasing so shell-and-core work does not foreclose later credits.
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» Engage acertifier or consultant with healthcare portfolio experience—not only commercia office work.

Construction and turnover

» Hold regular integrative design sessions; healthcare trades need clarity on what gets photographed, logged,
and tagged for material credits.

« Commissioning is both a LEED prerequisite family and good clinical engineering practice.

 Train facilities staff on new sequences—heat recovery, economizer limits, and alarm response—before the
certificate wall plague arrives.

Frequently asked questions
Which LEED version should a hew inpatient hospital usein 20267

USGBC till directs 24/7 inpatient hospitals to LEED BD+C: Healthcare when using the healthcare-specific
v4.1 credit set. Teams may also register under LEED v5 BD+C whereit fits portfolio policy, drawing on
healthcare Project Priority credits as they are published. LEED v5 becomes the default for most new
commercial registrations after July 1, 2027, so confirm the rating system with GBCI before registration.

Where does Green Globes fit compared with LEED on healthcare work?

Both programs address energy, water, materials, and indoor environment, but Green Globes uses the GBI online
assessment with assessor site visits under ANSI/GBI 01-2024 for new construction and the Existing Buildings
protocol for operating assets. Some owners choose Green Globes for faster iteration on existing campuses;
others standardize on LEED for investor and public reporting. Either can complement ENERGY STAR
benchmarking where the building type qualifies.

Can WELL or Fitwel run alongside LEED or Green Globes?

Y es. Many campuses stack an environmental rating (LEED or Green Globes) with WELL v2 or Fitwel v3 on
the same project or on adjacent phases. Overlap is highest around indoor air quality, water quality, lighting, and
materials. Assign one matrix that maps shared documentation so clinical staff are not asked for the same policy
twice.

What budget and schedule should planners assume?

Industry sources often cite roughly 1-3% of construction cost for LEED or Green Globes process and
verification, with health programs sometimes in a similar range depending on scope. Schedule impact comes
less from the plague than from late decisions—custom HVAC, curtain wall changes, or value engineering that
strips metering and commissioning. Start the charrette before schematic design if certification is a board-level
goal.

Will certification force trade-offs against infection control ?

Not when FGI, ASHE practice guidance, and infection-control risk assessment lead. High-performance air
systems, filtration, and pressurization can align with energy goalsif engineers model part-load and redundancy
reguirements honestly. Green programs do not waive Joint Commission environment-of-care expectations or
state licensure rules—they document intentional choices within those guardrails.

Related reading
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 Healthcare facility assessment: professional guide
* Healthcare facility remediation

 Healthcare regulatory compliance

Healthcare Waste Management: RMW vs Pharmaceutical vs Chemo Disposal

Source: https://healthcarefacilityhub.or g/healthcar e-waste-management-regul ated-medi cal -waste-phar maceuti
cal-disposal/ Published: March 18, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to me instead

Direct answer: Healthcare waste management depends on keeping four streams apart: regulated medical waste
(RMW) and sharps, pharmaceutical waste (non-controlled, controlled, and hazardous drugs), hazardous or
chemotherapy-related waste, and general solid waste or recycling. State definitions and treatment rules drive
most day-to-day decisions; OSHA bloodborne pathogen rules, DEA rules for controlled substances, EPA
hazardous waste rules where they apply, and USP hazardous-drug standards for chemo and other HDsfill the
gaps. Segregate at the point of generation, use licensed vendors for RMW, and never default to “everything in
the red bag.”

Healthcar e waste management keeps four streams from mixing: regulated medical waste (RMW),
pharmaceutical (controlled vs not), hazardous/ chemo, and solid waste / recycling.

Stream Examples Who governs Typical path

RMW / sharps Needles, cultures, pathology State RMW programs + Puncture-resistant sharps
OSHA BBP container 34 full; licensed

treatment vendor per state
Non-controlled pharma Expired ward stock not listed EPA / state RCRA where Characterize first; no drain
as hazardous applicable + board of disposal by default

pharmacy

Controlled substances CllI-CV waste DEA Reverse distributor or

witnessed, documented
destruction—not the RMW red

bag
Chemo / HD Trace vs bulk chemo, EPA (where hazardous) + Separate HD stream; bulk
HD-contaminated PPE USP hazardous-drug often hazardous waste, not
standards + NIOSH + state routine RMW

Used gloves with a spot of blood are often gener al waste once your state' s definition is applied—do not teach
“everything red-bag.”

Healthcar e waste management: Segregation, handling, treatment, and disposal of facility-generated waste so
staff, patients, and haulers are protected and regulators can trace what |eft the building. Programs align state
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medical-waste rules, OSHA exposure controls, DEA controlled-substance destruction, hazardous-waste rules
where triggered, and pharmacy practice—not asingle federal “RMW code.”

How waste streams differ in practice

Hospitals, ambulatory sites, and labs all generate the same categories; volumes and pickup cadence differ.
EPA’s historical medical-waste tracking program is largely inactive; state agencies and health departments
define what counts as RMW, approved treatment (incineration, autoclave, alternative technologies where
permitted), manifesting, and storage time limits. Y our written plan should name those authorities and the
vendor chain for each stream.

Primary categories at the point of use

* RMW: Sharps, pathological/anatomical waste where regulated, microbiological waste, and other
materials your state lists as infectious or regulated.

» Pharmaceutical: Expired or unusable meds—split early into non-controlled, DEA controlled, and
hazardous-drug (including many chemo agents).

« Hazardous chemical waste: Lab reagents, some disinfectants, formalin, and bulk chemo residues when
they meet RCRA or state hazardous criteria.

» Radioactive: Nuclear medicine and research isotopes under NRC or agreement-state licenses—outside
routine RMW contracts.

» General solid waste and recycling: Office paper, clean cardboard, food service waste, and non-regul ated
packaging when not contaminated per state rules.

Regulated medical waste and sharps

RMW is state-defined. OSHA' s Bloodborne Pathogens Standard (29 CFR 1910.1030) drives sharps
engineering contrals, container placement, and annual training—not the state’ s exact RMW list.

Sharps
» Use FDA-cleared or equivalent puncture-resistant, leak-resistant containers at the point of use.
Do not fill past the manufacturer’ sfill line (commonly cited as 34 full); close and replace before
overpacking.

* Treat through avendor licensed in your state; do not assume al sharps must be incinerated—some states
alow treated sharpsin landfill after approved processing.

Pathological, microbiological, and “is it RMW?”

» Human tissues, organs, and related anatomical waste usually need separate labeling, cold storage if hold
times require it, and treatment per state rules; alkaline hydrolysisis permitted in some jurisdictions as an
aternative to incineration.

« Lab cultures and stocks of infectious agents belong in the infectioussRMW stream until inactivated or
shipped for treatment.

* |temsthat are merely “from a patient room” but not saturated or listed—often go to solid waste after staff
apply the written definition, not habit.
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Pharmaceutical and controlled-substance waste

Pharmacy and nursing generate waste that must not ridein RMW by default. Characterize before you
consolidate tote boxes.

Non-controlled drugs

 Separate expired inventory from ward returns; many non-controlled dosage forms are not hazardous but
till should not go to sewer unless an explicit, documented exception applies.

* RCRA-listed or characteristic hazardous pharmaceuticals (including many chemo agents in bulk) follow
hazardous-waste accumulation, labeling, and manifest rules where your generator status requiresit.

» Community take-back and manufacturer programs address patient unused meds; inpatient destruction still
needs a facility pathway aligned with pharmacy and environmental services.

DEA controlled substances (CII-CV)

» Waste containing controlled substances requires DEA-compliant destruction—typically witnessed on site
or through areverse distributor / registered destroyer—with records that survive audit.

Do not commingle controlled-substance waste with red-bag RMW or unsecured pharmaceutical bins.

Chemotherapy and other hazardous drugs (HDs)

USP hazardous-drug handling standards and NIOSH guidance define segregated containers for trace vs bulk
HD waste, PPE disposal, and spill cleanup materials. Bulk chemo residues often trigger hazardous-waste rules;
trace-contaminated items may follow a separate HD waste stream still distinct from general RMW. Prep and
storage rooms should maintain negative pressure and ventilation consistent with facility design standards—see
Healthcare HVAC Systems: The Complete Professional Guide (2026) for how pressurization and exhaust
interact with pharmacy and treatment areas.

Segregation, diversion, and treatment choices

Autoclave, microwave, and chemical treatment can render some RMW non-infectious where state rules allow,
reducing incineration volume. Pathological waste may have narrower approved methods. Diversion—clean
cardboard, metal's, € ectronics—cuts cost when contamination rules are clear.

Source reduction
* Right-size purchasing and rotate stock to limit expired pharmaceuticals.
 Standardize container types so staff are not guessing at every closet.

* Reusableinstruments where reprocessing is validated—Iess sharps and packaging waste.

Compliance, documentation, and survey readiness

Accredited hospital s face Environment of Care and infection prevention expectations that show up as waste
audits, spill drills, and contract reviews. The Joint Commission’s Accr editation 360 program, including the
Physical Environment chapter effective January 1, 2026, continues to expect organized hazardous materials
and waste processes tied to risk assessment—not a binder that only environmental services has seen. CMS
Conditions of Participation for hospitals similarly expect safe facility operations; state survey agencies apply
their own medical-waste statutes.
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Maintain vendor licenses, manifests or equivalent tracking, staff training rosters (OSHA initial and annual),
spill response steps, and pharmacy logs for controlled-substance destruction. Tie major renovation waste (
asbestos, lead, mold-disturbed materials) to separate abatement rules—Asbestos and Lead Abatement in
Healthcare: EPA NESHAP, OSHA Requirements, and Patient Safety and the broader Healthcare Facility
Remediation: The Complete Professional Guide (2026) cover project streams that are not the same as daily
RMW totes.

For life-safety and code context on storage areas, egress, and construction barriers around waste holding rooms,
cross-check NFPA 101 Life Safety Code for Healthcare: Means of Egress, Fire Compartments, and Smoke
Barriers and the consolidated Healthcare Code Compliance: The Complete Professional Guide (2026).

Frequently asked questions
What belongs in the red bag versus regular trash?

Use your state’ s regulated medical waste definition and the facility’ s approved segregation poster—not habit.
Sharps always go in approved sharps containers. Soft waste that is not saturated with blood or other regulated
fluids, and is not pathological, microbiological, or otherwise listed in state rules, often qualifies as general solid
waste. When staff default to red-bag everything, you pay treatment rates for trash and still fail auditsif the load
is mixed wrong.

Can controlled substance waste go in regulated medical waste?

No. Controlled substance waste must be destroyed through DEA-compliant pathways with documentation that
shows the drug was rendered non-retrievable. Red-bag RMW vendors are not a substitute for pharmacy and
DEA rules. Keep controlled waste segregated, witnessed where required, and off the same manifest line as
routine RMW unless your compliance officer has awritten, vendor-backed exception—which is uncommon.

How should we segregate chemotherapy and other hazardous drug waste?

Follow your hazardous drug list, USP hazardous-drug handling standards, and NIOSH guidance: separate
trace-contaminated disposables from bulk chemo residues, sharps from HD areas, and spill cleanup debris. Bulk
chemo waste often meets hazardous waste criteria and must not be treated as ordinary RMW. Label containers
at the point of generation and train nursing, pharmacy, and environmental services on the same color codes.

What records do surveyors and regulators expect for medical waste?

Keep current vendor permits or licenses, contracts, treatment manifests or state-required tracking, internal waste
plans, OSHA bloodborne pathogen training records, spill logs, and pharmacy controlled-substance destruction
records. Show that storage times, container standards, and pickup frequencies match state rules. Accreditation
reviews under Environment of Care and infection prevention topics will trace from policy to arecent pickup
log.

Are blood-soaked bandages always regulated medical waste?

Not always. Many states exclude small quantities of blood-soaked material that is not dripping or pooled from
the RMW definition. Saturated items, pathological waste, and cultures still belong in the regulated stream.
Publish asimple decision tree aligned with your state definition so nurses are not guessing during a busy shift.

Related reading on Healthcare Facility Hub
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Healthcare HVAC Systems. The Complete Professional Guide (2026)

Healthcare Code Compliance: The Complete Professional Guide (2026)

Healthcare Facility Remediation: The Complete Professional Guide (2026)

Asbestos and Lead Abatement in Healthcare: EPA NESHAP, OSHA Requirements, and Patient Safety
NFPA 101 Life Safety Code for Healthcare: Means of Egress, Fire Compartments, and Smoke Barriers

Healthcare Energy Management: ENERGY STAR for Hospitals,
Benchmarking, and Decarbonization Strategies

Source: https://healthcarefacilityhub.or g/healthcar e-ener gy-management-ener gy-star -hospital s-benchmarking-
decarbonization/ Published: March 18, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to me instead

Direct Answer: Hospital energy management starts with honest benchmarking in EPA’s ENERGY STAR
Portfolio Manager: enter twelve months of utility data and campus-level property details, track source energy
use intensity (EUI), and use the 1-100 ENERGY STAR score to see how your campus compares to similar U.S.
hospitals after adjusting for climate, staffed beds, staffing, and imaging load. Scores of 75 or higher place a
property in the top quartile and meet EPA’ sthreshold for ENERGY STAR certification. Improve performance
with recommissioning, metering, and low-cost energy conservation measures (ECMs) that do not trade away
ASHRAE Standard 170 ventilation, pressure relationships, or filtration. Decarbonization belongsin the same
capital queue as life-safety and clinical infrastructure, documented under Joint Commission Accreditation 360
Physical Environment utility-system expectations (effective January 1, 2026), CM S Conditions of Participation,
NFPA 101, NFPA 99, and your facility condition assessment.

ENERGY STAR score (hospitals): A 1-100 percentile ranking in Portfolio Manager based on actual source
EUI divided by predicted source EUI for a hospital campus, normalized for operational drivers such as staffed
beds, full-time equivalent workers, MRI units, and weather. It is a peer comparison tool—not a patient-safety or
ventilation compliance score.

Why Energy Management Belongs in Facility Operations

Hospitals run 24/7 with simultaneous heating, cooling, sterilization, imaging, and infection-control loads.
Energy is autility-system risk as much as a cost line: failed controls, leaking envelopes, and deferred
mechanical work show up on the electric bill long before they show up on a capital spreadsheet. Treat energy as
an operational metric—not a one-time audit—so drift surfaces while you still have options short of emergency
replacement.
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CM S expects a safe physical environment through its Conditions of Participation; accredited hospitals map
much of that work to Joint Commission Accreditation 360, where Environment of Care and Life Safety
regquirements now sit primarily in the Physical Environment (PE) chapter (effective January 1, 2026), including
utility-system management (PE.04.01.03). Design and renovation expectations continue to reference FGI
Guidelines 2026, NFPA 101 Life Safety Code, NFPA 99 Health Care Facilities Code, and ASHRAE Standard
170 for ventilation. Energy projects that ignore those references create rework. See the Healthcare Code
Compliance: The Complete Professional Guide (2026) for how codes stack in practice.

ENERGY STAR for Hospitals and Portfolio Manager

EPA’'sENERGY STAR Portfolio Manager is the standard benchmarking platform for U.S. healthcare owners
participating in voluntary reporting, certification, and many utility or pledge programs. For general medical and
surgical hospitals—including many critical access and children’s hospitals—the eligible unit istypically the
campus, not a single tower in isolation.

Data you need before the score means anything

Portfolio Manager requires twelve consecutive months of energy datafor all fuels and power purchased for the
property, plus complete property use details. For hospitals, EPA’s model uses source EUI (site energy adjusted
for generation and delivery losses) and compares it to a predicted source EUI from aregression on national
hospital data. Document who owns data entry—ultility accounts, central plant submeters, leased MOB splits,
and research loads are where benchmarks quietly break.

What the 1-100 score measures—and what it does not

The scoreisa percentile: lower actual energy use relative to the model yields a higher score. EPA publishes that
ascore of 75 or higher indicates performance better than at least 75 percent of similar properties nationwide and
isthe certification threshold for eligible building types. The score does not verify ASHRAE 170 air-change
rates, pressure cascades, or filter efficiency; those remain field-verified under your ventilation program. Use the
score to prioritize campuses and years; use engineering review to approve operationa changesin critical care
areas.

Benchmarking, EUI, and Peer Comparison

Track both ENERGY STAR score and absolute source EUI. Score tracks peer rank; EUI tracks intensity.
Compare year-over-year at consistent boundaries—adding a new ambulatory surgery center without updating
gross floor areawill distort both metrics.

Supplement Portfolio Manager with owner dashboards: degree-day normalization, department submetering
where installed, and intensity metrics for board slides. ASHE and peer cohorts share anonymized ranges; treat
them as conversation starters, not pass-fail grades. Align benchmarking cadence with the capital cyclein
Healthcare Facility Condition Assessment: FCI Scoring, Capital Planning, and Deferred Maintenance so energy
outliers feed the same priority matrix as backlog projects.

Recommissioning and Low-Cost ECMs

Recommissioning is the highest-return starting point when controls, sequences, and setpoints have drifted from
design intent. Scopeit like aclinical support project: test points, documented baselines, and rollback plans
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when infection-control or pressure relationships fail verification.

Low-cost ECMs that usually survive healthcare scrutiny when properly commissioned include LED relamping
with egress-compliant night-light paths under NFPA 101; schedul e optimization in administrative zones—not
in ORs, isolation rooms, or sterile processing unless engineering confirms ASHRAE 170 minimums; chiller and
boiler reset strategies and repair of stuck dampers; steam trap surveys and domestic hot-water control within
scald-prevention and Legionella policies (coordinate with PE.04.01.05 water-management expectations); and
NFPA 110 exercise runs that meet code without extraidle burn.

Document M&V for each measure: utility bills, trend logs, and short-term spot measurements. That evidence
supports incentive claims and protects you when clinical staff ask whether comfort or pressurization changed.

HVAC Optimization Within ASHRAE 170 Constraints

Clinical ventilation is the non-negotiable boundary. ASHRAE Standard 170 sets minimum outdoor air,
filtration, humidity ranges where applicable, pressure relationships, and air-change requirements by space type.
Optimization inside those limits focuses on simultaneous heating and cooling waste, fan energy at required
airflow (not below minimum), filter change timing based on pressure drop, and coil cleaning that restores heat
transfer without reducing outdoor air.

Variable-air-volume reset in permitted zones, demand-controlled ventilation only where the standard and your
infection-prevention risk assessment allow, and improved chiller sequencing are common wins. Any change to
OR, airborne infection isolation, protective environment, or sterile processing ventilation requires coordinated
review with infection prevention, clinical engineering, and your authority having jurisdiction. Design detail is
in Healthcare HVAC Design: ASHRAE 170 Ventilation Requirements, Pressure Relationships, and Air
Changes and Healthcare HVAC Systems. The Complete Professional Guide (2026).

Decarbonization Strategies That Respect Clinical Risk

Decarbonization for hospitals is sequential electrification and load reduction where resilience and patient care
permit—not a blanket fuel swap. Replace end-of-life boilers and chillers on planned capital cycles, electrify
non-clinical heating when backup heat and humidity are solved, add on-site solar only where structure and fire
access allow, use renewable power purchase agreements for market-based emissions reductions, and retire
fossil-fired site equipment when central plants meet peak clinical loads with tested redundancy.

Tie public climate commitments to measurable Portfolio Manager metrics. Certification frameworks such as
LEED or Green Globes structure documentation but do not replace code compliance; see Green Building
Certification for Healthcare: LEED, Green Globes, and Healthy Building Standards and Healthcare Facility
Sustainability: The Complete Professional Guide (2026).

Metering, Submetering, and Measurement & Verification

Campus-level benchmarking hides winners and losers. Submeter central plants, major air handlers, and large
clinical loads (MRI chillers, reheat circuits) so operators see drift in weeks, not at year-end true-up. Align meter
points with utility rate structures—demand ratchets and power-factor penalties still matter on older campuses.

For funded ECMs, define M&V upfront: whole-facility billing for portfolio measures, isolated retrofit metering
for constant-load projects, or calibrated simulation for major plant replacements. Keep raw data with PE
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utility-system documentation so surveyors can trace from policy to trend log.

Financing, Utility Incentives, and the Capital Plan

Energy projects compete with fire protection, structural repairs, and clinical technology. Package ECMs into
multiyear plans with simple payback, life-cycle cost, and risk reduction narratives. Utility custom incentives
and state efficiency offices often fund studies and rebates when pre-approved M&V isincluded. Energy savings
performance contracts can accelerate work when contract terms preserve owner control of critical sequences,
spare parts, and infection-control oversight during construction.

Showing ENERGY STAR score trend alongside FCI and deferred maintenance makes energy spend look like
asset stewardship—not a side hobby finance can ignore when debt covenants and replacement reserves tighten.

Integration with Facility Condition Assessment and Master Planning

Energy performance should inform the same capital pipeline as roofs and air handlers. When FCI or condition
ratings flag aged boilers, single-pass air handlers, or failed glazing, attach estimated EUI impact and score
sensitivity so prioritization committees see total cost of ownership. Major plant replacements belong in master
plans before partial renovations strand inefficient equipment.

Frequently Asked Questions

What ENERGY STAR score do hospitals need for certification?

Eligible hospital campuses must earn a score of 75 or higher on EPA’s 1-100 scale in Portfolio Manager, based
on twelve months of measured energy use and compl ete property attributes, in addition to meeting EPA’s
certification application requirements. Scores below 75 can still support internal goals and benchmarking even
when certification is not pursued.

Can we earn an ENERGY STAR score for a single hospital building?

For most general medical and surgical hospitals, EPA assigns the score at the campus level because clinical
operation spans multiple buildings; individua buildings on that campus do not receive separate ENERGY
STAR hospital scores. If your organization occupies only part of asite, split utilities and property boundaries
carefully before comparing to peers.

Which energy upgrades are realistic without violating ASHRAE 170?

Administrative schedul e optimization, lighting retrofits that preserve egress lighting, central plant tuning, and
coil or filter maintenance that restores design airflow without lowering minimum outdoor air or pressure
differentials are typical starting points. Changes that reduce air changes, alter pressure relationships, or relax
humidity control in regul ated spaces require engineering analysis, infection-prevention sign-off, and often
authority-having-jurisdiction review before implementation.

How does decarbonization interact with Joint Commission Physical Environment
expectations?

Accreditation 360 did not remove utility-system obligations; it consolidated documentation under the PE
chapter effective January 1, 2026. Decarbonization projects that modify electrical distribution, emergency
power, medical gas manifolds, or water-heating systems still require managed risk assessments, maintenance
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programs, and evidence of performance testing consistent with CM S-aligned expectations and referenced
NFPA codes. Treat carbon targets as alayer on top of safe utility operation, not a substitute for it.

How should energy projects tie into FCI and capital planning?

List energy ECMs and plant replacementsin the same capital register as fire and structural work. When
efficiency work replaces failing equipment, update deferred maintenance totals and current replacement value
so FCI reflects removed backlog. Pair projected source EUI change with the project business case so finance
sees operating savings and condition risk reduction together.

What should we meter before recommissioning HVAC?

At minimum, secure campus fuel and electric interval data, central plant flow and temperature trends,
representative air-handler discharge temperatures and fan speeds, and critical-space pressure monitors for a
baseline period that includes seasonal extremes. Without those traces, recommissioning reports cannot prove
whether savings came from improved sequences or from reduced clinical 1oad.

Environment of Care Rounds: Inspection Protocols, Documentation, and
Corrective Action Tracking

Source:
https://heal thcar efacilityhub.or g/environment-of-car e-r ounds-i nspection-documentati on-cor r ective-action/
Published: March 18, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to me instead

What this page covers. how to run Environment of Care rounds. who walks, how often, what to inspect, and
how to document findings and track corrective actions to closure. Who it isfor: hospital and critical access
hospital facility managers, safety officers, and EOC committee |eads who need rounds that hold up in a Joint
Commission or CMS survey.

Environment of Care Rounds series - Part 1 of 7 - You are on the series hub
Next: Joint Commission dropped the written EOC plans: what still applies ->

On this page: What EOC Rounds Are—and Why They Still Matter - Accreditation 360: Management Plans vs.
Required Work - Who Rounds, How Often, and With What Scope - What Gets Inspected: A Practical Checklist
- Documentation That Survives a Surveyor - From Deficiency to Corrective Action—Tracking to Closure -
Capital Planning and Common Survey Themes - FAQ

Direct Answer: Environment of Care (EOC) rounds are structured inspections of the physical
environment—safety, security, hazardous materials, fire and life safety, utilities, and medical
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egui pment—conducted on a defined schedule with written findings. Under Joint Commission Accreditation
360, hospitals and critical access hospitals still owe that work under the unified Physical Environment chapter
even though most written EOC management plans were retired January 1, 2026; surveyors judge whether risks
are controlled and documented, not whether abinder still says“EC.” Pair each deficiency with an owner, due
date, and evidence of closure so the same record servesinternal QA, state survey, and capital planning.

What EOC Rounds Are—and Why They Still Matter

EOC rounds are how you prove the building is safe to receive patients today, not on paper from the last
renovation. The walk covers occupied space, support areas, and the interfaces where clinical staff meet
infrastructure: corridors, soiled rooms, loading docks, mechanical rooms, and the odd closet someone turned
into storage.

For decades, Joint Commission organized much of this under an Environment of Care chapter with separate
management plans. Effective January 1, 2026, Accreditation 360 folded Environment of Care and Life Safety
into one Physical Environment chapter for hospitals and critical access hospitals. The chapter rename did not
shrink the obligation. CM 'S Conditions of Participation still expect a safe, sanitary environment and compliance
with adopted life safety and facilities codes, deemed-status surveys still trace back to that baseline. See CMS
Life Safety Code and Health Care Facilities Code requirements for the federal framing.

As Joint Commission dropped the written EOC plans, hospitals and CAHs no longer must maintain separate
written plans for safety, security, hazardous materials and waste, utilities, and medical equipment. Surveyors
till evaluate fire response, water management, and emergency operations plans. Ambulatory care organizations
remain on the prior written-plan expectation—do not copy the hospital filetreeto aclinic and call it done.

Accreditation 360: Management Plans vs. Required Work

Written management plans for every EOC bucket are largely gone for hospitals; the programs behind them are
not. Physical Environment standards carry the detailed expectations—interior space, hazardous materias, Life
Safety Code compliance, building and fire protection, utilities, water management—and some former
Environment of Care concepts moved to National Performance Goals. Keep program descriptions and annual
self-assessments for each functional area. If a surveyor asks how you manage parking-structure security, rounds
and closed work orders beat a deleted plan memo.

Codes and guidelines your rounds should respect

Medicare- and Medicaid-participating hospitals are still surveyed to the 2012 editions of NFPA 101 and NFPA
99 under CM S rules, regardless of newer NFPA print dates. NFPA has published 2024 editions of both codes,
CMS adoption follows federal rulemaking and, as of this update, has not replaced the 2012 reference for
Conditions of Participation surveys. Many states and local fire officials enforce newer editions for permits and
inspections—dual compliance is normal. Our NFPA 101 overview for healthcare walks the egress and
compartment concepts surveyors probe during life safety tracers.

Design and renovation expectations increasingly point to the 2026 FGI Codes, with advisory material moved
into separate FGI Handbooks—a split that separates enforceable minimums from commentary. Ventilation
rounds should reference the ASHRAE 170 edition your authority having jurisdiction enforces,
ANSI/ASHRAE/ASHE Standard 170-2025 is the current publication, while many occupied areas till fall under
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earlier adopted editions tied to when space was built or last permitted. When pressure relationships fail in an
OR suite, the round note should name the space type and the standard edition your engineering team
applies—not whichever PDF is newest on the web.

Who Rounds, How Often, and With What Scope

Joint Commission no longer spells out a six-month environmental tour frequency in the manual the way older
versions did. That is not permission to stop walking. CM'S and good practice still demand ongoing
environmental monitoring. Set frequencies by risk: monthly or quarterly for high-traffic clinical units,
semi-annual for administrative areas, and targeted walks after floods, construction, or security events.

Cross-functional teams beat solo facility tours: facilities plus nursing on units, security on perimeter routes,
biomed when equipment and panels are in scope, environmental services on waste paths. The Physical
Environment lead owns the schedul e and deficiency log. Zone the campus with stable names, rotate to cover the
full hospital each cycle, and add ad hoc walks after complaints, work orders, or incidents.

What Gets Inspected: A Practical Checklist

Build checklists from hazard vulnerability analysis, prior survey findings, and fire marshal habits.

Safety and security

Egress clutter, damaged wall protection, slip hazards, behavioral health ligature points, lighting, access control,
and interim life safety measures during construction or impairment.

Hazardous materials and waste

Labeling, SDS access, containment, cylinder restraint, soiled utility flow, pharmaceutical waste segregation,
and alcohol-based hand rub storage—aligned to your inventory, not a generic clipboard.

Fire and life safety

Fire doors, corridor ceiling integrity, smoke-barrier penetrations, impaired detection, extinguisher access, and
expired damper or alarm tags. See healthcare code compliance for how local codes and CM S references
interact.

Medical equipment, utilities, and ICRA

Medical gas valve labeling, emergency power indicators, critical cooling, leaks, and asset-tagged biomed
issues. When ICRA islive, add barriers, pressure, HEPA placement, and debris paths, with infection prevention
sign-off in the same record as walk photos.

Documentation That Survives a Surveyor

Document date, zone, participants, location identifiers, findings, risk priority, work order numbers, and closure
verification. Keep recordsin CMMS or controlled repositories tracers can open in minutes—not one engineer’s
spreadsheet. Repeat findings need trend visibility; closed items need reinspection or photo evidence, not only a
CMMS status flip.

From Deficiency to Corrective Action—Tracking to Closure
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Every finding needs a unique I D, responsible department, target date, and interim control when full repair waits
on parts or capital. Critical life safety or infection risks get 24-hour interim measures documented in the same
log as the permanent fix.

Escal ate overdue items through the same chain you use for state health department survey deficiencies: safety
committee, leadership huddle, or capital planning when the fix exceeds operational budget. Joint Commission
Performance Improvement expectations still apply when deficiencies revea system failures—not only single

broken latches.

At closure, record reinspection, test reports, or infection prevention clearance. Surveyors sample closed items
from the last year.

Capital Planning and Common Survey Themes

Roll repeat findings by system—fire doors, chillers, roofs, nurse call—and tie capital asks to citation risk and
downtime, not only replacement cost. When renovation touches ventilation or layouts, align scope with 2026
FGI Codes and the ASHRAE 170 edition your AHJ enforces.

Egress storage, fire door gaps, unapproved wiring, utility labeling, visible deferred maintenance, and water
management mismatches still dominate tracers under CMS's 2012 NFPA 101 reference. Accreditation 360
trimmed plan prose, not walk depth; train staff on the reporting path your rounds feed. Broader context livesin
the healthcare regulatory compliance guide.

FAQ

Do hospitals still need written Environment of Care management plans in 20267

For Joint Commission—accredited hospitals and critical access hospitals, separate written management plans for
safety, security, hazardous materials and waste, utilities, and medical equipment are no longer required as of
January 1, 2026. Fire response, water management, and emergency operations plans remain in scope for survey
review. Ambulatory care organizations still follow the prior written-plan requirements. Most teams retain
program documentation and annual evaluations because the underlying Physical Environment regquirements did
not disappear.

How often should we conduct EOC rounds if the manual no longer specifies six-month
tours?

Set frequency by risk and campus size, not by absence of alinein the standards. High-risk clinical areas often
warrant monthly or quarterly walks; lower-risk zones may be semi-annual. Cover the entire facility within your
chosen cycle, document the schedule, and add event-driven rounds after construction, floods, or security
incidents. Surveyorslook for consistent practice, not a magic number.

Which NFPA and ASHRAE editions should our checklists reference?

For Medicare and Medicaid certification and Joint Commission hospital surveystied to CMS, NFPA 101 and
NFPA 99 are applied under the 2012 editions referenced in CM S rules unless your state has an approved
equivalent. Newer NFPA editions may apply locally for building and fire code enforcement. ASHRAE
170-2025 isthe current standard publication; your checklists should cite the edition adopted by your state, FGI
cycle, and authority having jurisdiction for each space type.
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What belongs in a single round finding record?

Include date, zone, participants, location identifier, description, risk level, interim controls, responsible owner,
target completion date, work order reference, and verification of closure with reinspection or test evidence.
Photos help for life safety and infection control items. Repeat findings should show prior IDs so trend analysis
is obvious.

Can we stop the EOC committee when the standards no longer name it?

The standards no longer require a committee with that specific label, but you still need structured oversight of
Physical Environment risks. Many hospitals keep a cross-functional group—often blended with safety or
guality—because coordination across facilities, clinical, security, and biomed is too heavy for one department.
If you dissolve a standal one committee, be ready to demonstrate an equally effective governance model during
survey.

How do rounds support capital budgeting?

Tag findings by system and building, then roll up repeat deficiencies quarterly for leadership. Pair operational
data—work order hours, temporary fixes, near-miss events—with replacement estimates. That package
translates walk observationsinto prioritized capital requests and helps justify projects before afailed surveyor
tracer or equipment outage forces the spend.

More in the Environment of Care Rounds series
« Joint Commission dropped the written EOC plans: what still applies
« Accreditation 360: the 2026 Physical Environment standards

CMS Conditions of Participation: environment of care requirements
» How to prepare for a Joint Commission EoC survey

» Most common Joint Commission findings in hospitals

* Joint clinical and facilities rounds and coordination

Next: Joint Commission dropped the written EOC plans: what still applies ->

Healthcare Facility Condition Assessment: FCI Scoring, Capital Planning,
and Deferred Maintenance

Source: https://healthcarefacilityhub.or g/heal thcar e-facility-conditi on-assessment-fci-scoring-capital -deferred
-maintenance/ Published: March 18, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)

Email it to me instead
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Direct Answer: The Facility Condition Index (FCI) compares deferred maintenance cost to current
replacement value (FCI = deferred maintenance + current replacement value). Healthcare organi zations use FCI
with the FGI Guidelines 2026 edition, Joint Commission Accreditation 360 Physical Environment requirements
(effective January 1, 2026), and CM S Conditions of Participation to prioritize capital work, document backlog,
and defend budgets to leadership and bondholders. Most systems target FCI at or below 0.05; scores above 0.10
signal a backlog that warrants aformal capital plan and condition reassessment.

Facility Condition Index (FCI): Deferred maintenance cost divided by current replacement value of assessed
assets. Lower FCI means less backlog relative to asset value. Many healthcare owners use 0.05 (5%) asa
planning target; your board may set a different threshold tied to credit rating or mission risk.

Understanding FCI Scoring in Healthcare Facilities

FCI isaportfolio metric, not a substitute for engineering judgment. It tells finance and operations how much
restoration work sits against what it would cost to replace the same assets today. Used well, it supports patient
safety, infection prevention infrastructure, and compliance with NFPA 101 Life Safety Code, NFPA 99 Health
Care Facilities Code, and ASHRAE Standard 170 ventilation requirements that show up in every serious
condition assessment.

FCI Calculation Methodology

Calculate FCI at the campus, building, or system level:
» Deferred maintenance: Documented cost to restore deficient items to acceptable condition—not
wish-list upgrades unless your policy explicitly includes them.

» Current replacement value (CRV): Cost to replace in place with current code, FGI 2026 design
expectations, and local market conditions.

« Formula: FCI = total deferred maintenance + total CRV for the same asset boundary.

ASHE guidance and qualified assessors align inventories with FGI 2026 and organizational asset hierarchies
(MEP, envelope, fire/life safety, clinical support, | T/communications). Garbage boundaries produce garbage
FCI; lock the asset list before you compare year over year.

FCI Benchmarking Standards

Benchmark bands vary by owner, but planning conversations often use these ranges:

» Excelent (FCI 0.00-0.05): Backlog is small relative to asset base; routine PM and small projects stay on
track.

* Good (FCI 0.05-0.10): Planned replacements and moderate backlog; watch trending, not asingle
snapshot.

e Fair (FCI 0.10-0.15): Material backlog; clinical support systems and environment of care risks need
executive attention.

* Poor (FCI >0.15): Backlog dominates CRV; capital plan and risk register should drive near-term
decisions.

Pair FCI with condition ratings, remaining useful life, and risk scores from your healthcare code compliance
program so Joint Commission Accreditation 360 Physical Environment findings and CM S survey themes do
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not get lost in asingle ratio.

Capital Planning for Healthcare Facilities

Capital planning turns assessment datainto funded projects. FCI is one input; clinical growth, energy
performance, water management, and emergency preparedness are others. The goal is a defensible multi-year
pipeline leadership can approve and you can execute without surprise failuresin HVAC, electrical, or medical
gas during patient care.

Multi-Year Capital Planning Cycle

Most health systems run afive- to ten-year horizon with an annual refresh:

« Annual or rolling condition assessments with FCI recalculation at consistent boundaries

* Replacement schedules for critical systems—air handlers and controls per ASHRAE 170 ventilation and
pressure design, electrical distribution, plumbing, medical gas, fire alarm and suppression

 Clinical and IT infrastructure aligned with current operations (EHR, imaging, tel ehealth)

» Regulatory and accreditation updates under Joint Commission Accreditation 360 (PE chapter effective
January 1, 2026) and current CM S Conditions of Participation

» Energy and sustainability projects tied to benchmarking and decarbonization goals—see ENERGY STAR
for Hospitals and healthcare energy management and the healthcare facility sustainability guide
Prioritization Frameworks
Rank projects with a matrix your governance committee understands.
« Criticality: Patient safety, clinical continuity, infection prevention (including water systems covered by
ASHRAE 188 programs—L egionella and water management requirements)
» Urgency: Timeto failure, citation risk, or loss of license to operate a service line

 Financial impact: Cost of deferral (emergency repair, downtime, remediation) versus planned
replacement

» Operational efficiency: Energy, labor, throughput, and resilience—including ties to healthcare
emergency preparedness when systems support evacuation or shelter-in-place

Deferred Maintenance Assessment and Management

Deferred maintenance is the price tag to restore acceptable condition—not deferred capital for expansion. In
hospitals, letting backlog grow affects environment of care, survey outcomes, and staff trust in the building.
Document it honestly; finance cannot fund what engineering will not quantify.

Identifying and Documenting Deferred Maintenance
Trained assessors working to ASHE and FGI 2026 expectations typically walk:

« Structural and envelope: roofs, facades, foundations, parking structures

» MEP: mechanical, electrical, plumbing, medical gas, compressed air—often detailed in the healthcare
HVAC systems guide for clinical ventilation assets
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» Fireand life safety: NFPA 101 and NFPA 99-related systems, emergency power, egress components

* Infection prevention infrastructure: HVAC filtration and pressurization, water systems, waste paths

» Technology spaces. data centers, cabling, nurse call, security
When assessments follow water intrusion or mold events, coordinate with healthcare water damage remediation
and broader facility remediation protocols so repair costs land in the right budget bucket.

Cost Estimation and Validation
Defensible numbers require:

 Unit-cost references (for example RSMeans or owner historical costs) adjusted for healthcare complexity
and local labor

 Engineering review for major MEP and structural items
» Market checks on long-lead equipment (generators, chillers, air handlers)

 Contingency consistent with your capital policy—healthcare projects often carry 10-15% when scopeis
assessment-level, higher when abatement or infection control isolation islikely

Vaidate AAMI-managed equipment assets separately where your organization tracks clinical devices apart
from building systems.

Integration with Strategic Facility Planning

FCI and deferred maintenance rolls should feed master planning, space programming, and annual operating
budgets. If FCI improves only because CRV was understated, you have areporting problem, not afacility
problem. Reconcile FCI trends with completed projects, new deficiencies from environment of care rounds, and
post-incident repairs after events that stress building systems—including scenarios covered in hospital
evacuation planning.

Related Topics on Healthcare Facility Hub

 Healthcare Code Compliance: The Complete Professional Guide (2026)

» Healthcare HVAC Design: ASHRAE 170 Ventilation Requirements, Pressure Relationships, and Air
Changes

» Healthcare Energy Management: ENERGY STAR for Hospitals, Benchmarking, and Decarbonization
Strategies

« LegionellaWater Management Programs: ASHRAE 188, CDC Toolkit, and CM S Reguirements

Frequently Asked Questions
What is an acceptable FCI score for healthcare facilities?

ASHE and common owner policies treat 0.05 (5%) as a strong target. Scores above 0.10 (10%) usually mean
the backlog is large enough to force trade-offs in the capital plan and environment of care risk reviews. Scores
consistently above 0.15 (15%) warrant board-level discussion of funding, project delivery capacity, and
whether assessment boundaries still match the real asset base.

How often should healthcare facilities recal cul ate FCI?
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Recalculate at least annually, aligned with the capital budget cycle. Update when you close major projects,
acquire or dispose of buildings, or discover significant new deficiencies. Mid-year refreshes make sense after
large floods, fire events, or survey citations that change deferred maintenance totals.

How do you determine current replacement value for healthcare facility assets?

Use replacement-in-place estimates that reflect current codes, FGI 2026 expectations, and local construction
costs—not original construction value. Sources include RSMeans or similar unit costs, recent comparable
hospital projects, insurer replacement valuations, and engineer-led estimates for major MEP and envelope
systems. Keep methodology consistent so FCI year-over-year comparisons mean something.

What role does FCI play in securing capital funding for healthcare facilities?

CFOs, boards, and bondholders use FCI and backlog narratives to judge asset stewardship. High FCI with weak
plans can raise borrowing costs or delay approvals. A clear FCI trend, tied to prioritized projects and Joint
Commission Accreditation 360 Physical Environment compliance, supports the case that deferred work is
measured and managed—not ignored.

How do energy efficiency upgrades affect FCI scores?

Efficiency projects often replace aged MEP equipment, which can increase CRV while removing items from
the deferred maintenance list—FCl may improve if backlog drops faster than CRV rises. Operational savings
are separate from FCI but strengthen the business case. Link upgradesto ENERGY STAR benchmarking and
capital planning so accounting and engineering stay aligned.

Asbestos and Lead Abatement in Healthcare: EPA NESHAP, OSHA
Requirements, and Patient Safety

Source: https://healthcarefacilityhub.or g/asbestos-lead-abatement-heal thcar e-epa-neshap-osha- pati ent-safety/
Published: March 18, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to me instead

Healthcare asbestos and lead work must follow EPA NESHAP and the L ead Renovation, Repair, and Painting
(RRP) Rule where they apply, plus OSHA exposure limits and training for workers, while ICRA-style isolation
keeps fibers and dust out of occupied clinical areas. Notify the EPA or delegated air agency at least 10 working
days before regulated demoalition or threshold renovation asbestos work; use certified lead renovators and
clearance dust testing on pre-1978 painted surfaces before you reopen spaces to patients.

Asbestos and lead abatement in healthcare: Regulated removal, encapsulation, or containment of
asbestos-containing materials (ACM) and lead-based paint or dust in hospitals and clinics, executed under
federal air and lead rules and OSHA worker protections while maintaining patient safety, ICRA barriers, and
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documented clearance before reoccupancy.

Why abatement in hospitals is different

Facilities built or renovated before the late 1970s often still hold ACM in insulation, fireproofing, floor tile, and
joint compound, and lead in paint, solder, and brass fixtures. Disturbing those materials during capital projects,
flood repairs, or unit upgrades creates exposure risk for patients, staff, and visitors—not only for abatement
Crews.

Hospital projects add ICRA barriers and pressure relationships, coordination with nursing and infection
prevention, and survey expectations under Joint Commission Accreditation 360 physical environment standards
(2026 PE chapter effective January 1, 2026). When abatement affects exits, fire barriers, or suppression, pair it
with documented interim life safety measures (ILSM) until systems are restored.

Asbestos: EPA NESHAP and surveys

NESHAP notification and thresholds

Asbestos NESHAP (40 CFR Part 61, Subpart M) governs demolition and renovation that can release asbestos
fibers. Key compliance points for facility managers:

 Notification: Submit written notification at least 10 working days before starting regulated demolition or
renovation asbestos work to EPA or the delegated state or local air agency (emergency renovations have
narrow exceptions—document the basis).

» Demolition: Notification is required for demolition of a NESHAP facility even when no asbestosis found.

» Renovation thresholds: Renovation work practices apply when regulated asbestos-containing material
(RACM) disturbed in a project meets or exceeds roughly 260 linear feet on pipes, 160 squar e feet on other
facility components, or 35 cubic feet where amounts could not be measured before stripping—confirm
current thresholds and forms with your air agency.

* ACM definition: Materials containing more than 1% asbestos are generally treated as ACM in federa
asbestos programes.

* Waste: Wet, containerize, label, and transport asbestos waste only to approved disposal sites; prevent
visible emissions during handling.

Surveys and inventory

Before renovation or demolition, commission a pre-abatement survey with bulk sampling (polarized light
microscopy and supporting methods as required). Use state-licensed asbestos inspectors where licensing
applies. Maintain aliving ACM inventory: location, condition, friability, quantity, and whether the materia is
managed in place or slated for removal. Tie survey updates into capital planning and preventive maintenance so
projects are not surprised by hidden ACM.

Lead: RRP and building sources

EPA Lead Renovation, Repair, and Painting Rule

For target housing and child-occupied facilities built before 1978, the EPA RRP Rule (40 CFR Part 745,
Subpart E) applies to paint-disturbing renovation. Many older clinical buildingsfall in scope. Requirements
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include:
» Certified renovator: A firm certified under the RRP program must perform or direct the work (use
certified renovators and trained workers).

» Presumption or testing: Treat pre-1978 paint as lead-based unless component testing or a compliant
inspection/risk assessment shows otherwise.

» Work practices: Contain work areas, prohibit open-flame or power sanding without HEPA control, use
HEPA -equipped tools where required, and clean with wet methods and HEPA vacuuming.

» Clearance: After lead dust-generating work, dust wipe clearance must meet EPA clearance levels
(commonly 10 g/ft2 on floors, 100 g/ft2 on interior window sills, and 400 g/ft2 on window troughs unless
your state program sets stricter values).

Where lead shows up in healthcare buildings

Expect lead in pre-1978 painted walls and trim, in soldered plumbing and brass fixtures, in soil near
deteriorated exterior paint, and occasionally in shielding or legacy equipment. Pair paint abatement with water
management when you replace fixtures or disturb distribution piping—document actionsin
environment-of-care records aligned with CM S Conditions of Participation environment of care expectations
for hospitals.

Abatement methods and field sequence

ACM: removal, encapsulation, enclosure

« Removal: Eliminates ACM but drives highest disruption; typical for renovation that would otherwise
disturb material repeatedly.

» Encapsulation: Seals stable ACM with a penetrating or bridging product; requires periodic condition
monitoring.

» Enclosure: Hard barrier around ACM; lowest first cost but long-term access and inspection obligations
remain.

Typical asbestos removal sequence in occupied settings
» Regulatory notification and interna scheduling with clinical leadership.

» |CRA-class containment: hard barriers, signed anteroom, negative pressure relative to patient corridors,
HEPA exhaust, and sealed penetrations.

» Wet removal, HEPA vacuuming, no dry sweeping or compressed air cleaning.
» Double-bagging or approved containers, labeled for transport.
 Visua clearance by an accredited asbestos inspector; add air monitoring when state rules or the project
specification requireit.
Lead paint work

| solate patient-access areas, maintain HEPA scrubbers, use wet methods or off-site component replacement,
and segregate lead waste per state hazardous waste rules. Do not return patients until certified clearance dust
Wipes pass.
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OSHA worker protection

Asbestos

OSHA asbestos standards (29 CFR 1910.1001 for general industry; 1926.1101 for construction) set a
permissible exposure limit of 0.1 fibers per cubic centimeter as an 8-hour time-weighted average. Expect
exposure assessments, medical surveillance where required, competent person oversight on construction
projects, respiratory protection when exposures exceed limits, hygiene facilities for higher-risk work, and
annual awareness or operation-specific training.

Lead

OSHA lead standard (29 CFR 1910.1025) triggers at an action level of 30 g/m3 and caps exposure at 50 g/m3
as an 8-hour TWA.. Provide medical surveillance and training for exposed employees, and prioritize
engineering controls inside containment before relying on respirators alone.

Patient safety, infection prevention, and clearance

Treat abatement zones as construction zones under your ICRA policy: limit traffic, maintain negative pressure
toward the work area, coordinate HVAC isolation or temporary offsets with engineering, and relocate
immunocompromised or respiratory-sensitive patients when risk assessment warrants it. Involve infection
prevention early—the same team that signs off on infection control programs should review reopen criteria.

Before removing barriers, require written clearance: asbestos visual (and air, if specified), lead dust wipes per
RRP or state rules, and environmental servicesterminal clean of adjacent spacesif dust migration occurred. File
results with other regulatory compliance documentation for surveyors and accreditation reviewers.

Records to keep
« NESHAP notifications and agency acknowledgments
 Asbestos surveys, lab results, and ACM inventory updates
« Lead testing, RRP certifications, and clearance reports

Contractor licenses, insurance, and training rosters

Waste manifests and chain-of-custody for regulated debris

ICRA/ILSM checklists, pressure logs, and barrier inspection sheets

Frequently asked questions

When must a healthcare facility notify EPA before asbestos removal? EPA NESHAP requires written
notification at least 10 working days before regul ated demolition or renovation asbestos work begins.
Demoalition requires notification even if no ashestos is present. Renovation requires notification when disturbed
regul ated asbestos-containing material meets or exceeds threshold amounts—typically 260 linear feet on pipes,
160 square feet on other components, or 35 cubic feet where prior amounts could not be measured. Send
notification to EPA or the delegated state or local air agency. What is the difference between asbestos removal
and encapsulation in a hospital? Removal physically eliminates ACM and is appropriate when renovation
would repeatedly disturb the material or when enclosure cannot be maintained. Encapsul ation seals intact ACM
with acompliant coating and costs less upfront, but you must monitor condition and re-encapsulate or remove if
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the sedl fails. Many hospitals remove ACM during major upgrades to reduce long-term liability and simplify
future construction. How does the EPA RRP Rule apply to healthcare renovations? If the building is pre-1978
and the work disturbs painted surfaces in scope, RRP work practices apply. A certified renovator must direct
the job, workers must be trained, areas must be contained, and lead dust clearance wipes must pass EPA
clearance levels (or stricter state standards) before patient-access areas reopen. What clearance is required after
asbestos abatement? At minimum, an accredited asbestos inspector performs a thorough visual clearance inside
the containment. Many states and specifications also require aggressive air sampling (PCM or TEM criteria per
contract and regulation) before dismantling negative-pressure enclosures. Follow the governing state asbestos
program and your specification—do not reuse hospital corridors until written clearance is accepted. How
should facilities address lead in drinking water during plumbing projects? Test at patient-care and food-prep
outlets, identify lead solder, brass fixtures, or upstream sources, and replace |ead-bearing components with
lead-free materials where required. Coordinate with your water management team on flushing protocols after
disturbance, document sampling results, and update your facility response plan when findings change.

Related resources
* Healthcare regulatory compliance: the complete professional guide (2026)
 State health department surveys. preparation, deficiencies, and corrective action
 Healthcare facility maintenance programs:. preventive, predictive, and reliability-centered strategies

Related: State survey preparation - Healthcare Facility Hub

Mold Remediation in Healthcare Facilities: IICRC S520, Containment, and
Clearance Testing

Source:
https: //heal thcar efacilityhub.or g/mol d-remedi ation-healthcar e-facilities-ii cr c-s520-contai nment-clear ance/
Published: March 18, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
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Direct answer: Healthcare mold remediation follows the ANSI/IICRC S520 Fourth Edition (2024), with
containment and pressure control aligned to the occupied building, an ICRA when work is adjacent to patient
care, and documented Post Remediation Evaluation or independent Post Remediation Verification before
reopening clinical space.

Mold remediation in healthcare: Systematic assessment, containment, and removal of mold growth with
infection prevention integrated into the work plan, moisture source correction, and clearance verification per
ANSI/IICRC S520 (Fourth Edition, 2024).
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Why healthcare mold work is different

Mold in ahospital or clinic is not a housekeeping nuisance. Spores and fragments move on air currents, and
immunocompromised patients do not get a second chance at a clean exposure history. Remediation has to
protect adjacent occupied units, document what was done, and prove the space is ready before beds return.

Water intrusion should be handled first under 11CRC S500 water damage principles. Mold follows failed
drying, hidden leaks, and deferred maintenance. Fix the water path, then remediate the biology.

ANSI/IICRC S520 (Fourth Edition, 2024)

The current U.S. standard of careis ANSI/IICRC S520 Fourth Edition (2024), which superseded the 2015
edition. It appliesto ingtitutional buildings, including healthcare, and separates quality steps that surveyors and
risk managers now expect you to name correctly:

» Assessment: Visual inspection, moisture mapping, and sampling when warranted—not sampling for its
own sake.

» Containment and engineering controls: Barriers, HEPA filtration, and pressure management scaled to
occupancy risk.

* Remediation: Remove colonized porous materias; clean non-porous surfaces; do not rely on spraysto
“kill” hidden growth in wall cavities.

» Post Remediation Evaluation (PRE): Internal completion checks performed by the remediator.

» Post Remediation Verification (PRV): Independent inspection and assessment, typically by aqualified

indoor environmental professional, when the contract or facility policy requires third-party sign-off.
Scale and work planning
S520 still uses familiar size breakpoints for planning, but healthcare occupancy drives containment—not the
sguare footage alone:

» Small areas (roughly under 10 sq ft): May be manageable with localized controlsif truly isolated from

patient traffic and HVAC impact; document the rationale.

« Mid-size (roughly 10-100 sq ft): Expect temporary barriers, HEPA filtration, and defined egress paths.

» Large (roughly over 100 sq ft): Full containment, negative pressure where feasible, material removal,
and formal PRE/PRV with sampling per the written plan.

Containment and pressure in occupied buildings

Containment keeps remediation dust and spores out of corridors, nurse stations, and supply air paths. For
occupied-wing setups, healthcare mold remediation and ICRA containment videos illustrate barrier placement,
negative pressure, and waste routing alongside written S520 plans. Practical el ements:

« Barriers: Six-mil poly or equal, sealed floors, ceilings, and penetrations; anteroom when workers and
waste move through occupied zones.

» Negative pressure: Exhaust HEPA-scrubbed air from the work zone so air leaksinward at barrier gaps.
Monitor with a manometer; log readings if your policy requiresit.
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« HVAC isolation: Cap supplies and returns serving the zone; coordinate with engineering before you
energize fans that cross the barrier plane. Ventilation expectations for clinical spacestie to the edition of
ANSI/ASHRAE/ASHE Standard 170 your authority having jurisdiction enforces—2025 is the current
publication, but many sites still operate under earlier adoptions until code cycles change.

« Decontamination: HEPA vacuum tools and waste bags that |eave the zone through a controlled path; no

dragging open bags through a patient corridor.

Match containment to the unit

» |CU, oncology, transplant, procedural areas: Treat as maximum sensitivity—extended timelines,
independent PRV, and no shortcuts on pressure monitoring.

» General med-surg and support: Still negative pressure when adjacent to occupied care; align barriers
with your ICRA and ILSM packages when construction interfaces overlap.

» Mechanical rooms and non-clinical back-of-house: Lower patient risk, but protect air handlers that
serve clinical zones downstream.

Remediation sequence

Before demolition
 Confirm moisture source correction plan and responsible owner.
» Walk the zone with infection prevention and facilities; note adjacent vulnerable populations.

» Write the remediation plan: scope, containment, PPE, waste routing, PRE/PRYV criteria, and stop-work
triggers.

* Baseline sampling only if the plan defines how results will be used.

During work
« Establish containment and verify pressure before aggressive removal.
« Remove structurally compromised or colonized porous materials, bag at the source.
* Clean remaining hard surfaces, HEPA vacuum before wet wiping.

» Keep the zone dry; re-inspect daily for new growth or moisture.

Before you remove barriers
» Complete PRE checklist itemsinside the zone.
» Perform PRV and any agreed sampling after final HEPA cleaning and before barrier takedown when
policy requiresit.

 Schedule terminal cleaning of adjacent surfaces that could have received tracked debris.

Infection control and accreditation context

Remediation is an infection control project even when no patient isin the room. Coordinate notification, traffic
patterns, and environmental monitoring with your program. Waste from clinical adjacency may need regulated

medical waste handling depending on state rules and internal policy—classify it before trucks arrive.
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Effective January 1, 2026, Joint Commission Accreditation 360 consolidates prior Environment of Care and
Life Safety expectations into the Physical Environment (PE) chapter for hospitals and critical access
hospitals, with a Survey Process Guide that maps standards to CM S Conditions of Participation. Expect survey
focus on safe and suitable interior spaces (including odor and cleanliness), hazardous materials management,
and utility systems—not a mold-specific checklist, but a demand for documented control of environmental
risks. Keep remediation files where surveyors can follow the story: assessment, plan, training, PRE/PRV, and
moisture correction.

M edicare-participating hospitals remain accountable under CM S environmental and patient safety CoPs; mold
response should be tied to your facility maintenance and infection control programs, not a one-off vendor
folder.

Clearance testing and when to reopen

Thereisno single federal spore count that clears every hospital room. S520 emphasizes defined criteriain the
work plan. In practice, heathcare teams often combine:

 Visual: No visible mold or residual debris on surfaces in the remediated envelope.

* Air sampling: Compared to outdoor baseline and unaffected indoor reference areas when sampling is
specified—many policies target post-remediation counts near outdoor background for critical care, but write
your numbersin the plan instead of copying a generic threshold.

» Species context: Water-damage indicators such as Sachybotrys or Chaetomium in active growth usually
trigger more aggressive removal and stricter sign-off.

» Timing: Sample after final cleaning and containment still intact; many facilities wait at least 24 hours,
often 48-72 hours in patient areas, so aerosolized material can settle or be captured.

Use accredited environmental microbiology laboratories. Chain-of-custody paperwork belongsin the chart next
to PRV reports.

HVAC and building materials

Duct mold is a distribution problem. If spores colonized supply pathways serving clinical areas, cleaning
isolated ceiling tilesistheater. Assess cails, liners, humidifiers, and returns; upgrade filtration where Standard
170 and your maintenance program require it (often MERV 13 or higher on central systems serving sensitive
spaces, with HEPA where the standard mandates).

When you rebuild, favor moisture-tolerant assemblies in wet zones—fiberglass-faced gypsum, sealed floors,
and insulation that dries or is replaceable. Pair material choices with humidity control in the 30-60% RH range
where your HVAC design allows.

Worker safety and records

OSHA expects a hazard assessment, appropriate PPE (29 CFR 1910.132), and respiratory protection with
medical evaluation and fit testing (29 CFR 1910.134) when exposures warrant respirators. HAZWOPER (29
CFR 1910.120) applies when the employer classifies the response under that program—do not assume every
mold job triggers HAZWOPER, but do not skip it when your industrial hygienist saysit does.
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Documentation is how you survive liability and survey review: moisture logs, pressure readings, waste
manifests, training rosters, PRE checklists, PRV reports, and evidence the leak was fixed. Use expert video
breakdowns of S520 containment and clearance workflows when you train new remediators or align infection
prevention on what survey-ready work looks like in patient adjacencies.

Frequently asked questions
Does ANSI/IICRC S520 require athird party to clear healthcare mold projects?
S520 distinguishes Post Remediation Evaluation by the remediator from Post Remediation Verification by an

independent indoor environmental professional. Healthcare facilities often contract for PRV and defined
sampling before reopening |CU, oncology, or transplant adjacencies even when law does not mandate it.

When must mold remediation trigger an ICRA in a hospital ?

Run an ICRA when remediation disturbs infrastructure, crosses into patient corridors, or shares air with
occupied clinical units. Match barrier class and monitoring to the ICRA matrix; pair with ILSM if life safety
systems or egress are affected during the project.

How does Joint Commission Accreditation 360 change mold documentation after January 1, 20267?

Hospital and critical access hospital environment-of-care and life-saf ety expectations now sit under the Physical
Environment chapter with new numbering and a Survey Process Guide. Surveyors still trace environmental
safety to written programs—keep remediation plans, PRE/PRV records, and moisture correction evidence
organized for PE-related interviews.

Which mold genera matter most for immunocompromised patients?

Filamentous molds such as Aspergillus species drive invasive disease concerns in neutropenic and transplant
populations. Y easts such as Candida and environmental fungi such as Cryptococcus remain on the differential
for vulnerable hosts. Pre-remediation identification guides intensity, patient notification decisions, and
clearance expectations.

Can we reopen a patient room based on visual inspection alone?

Visual clearanceis necessary but rarely sufficient for high-acuity areas when the plan promised air or surface
sampling. Align reopening with the written PRV criteria agreed before work started, including terminal
cleaning sign-off for adjacent spaces.

Related reading
» Healthcare HVYAC Commissioning: Testing, Balancing, and Ongoing Compliance Verification
» Hospital Evacuation Planning: Horizontal, Vertical, and Full Evacuation Protocols
* LegionellaWater Management Programs; ASHRAE 188, CDC Toolkit, and CMS Requirements

Healthcare Water Damage Remediation: IICRC S500, Infection Control
Protocols, and Business Continuity

Source: https://healthcarefacilityhub.or g/healthcar e-water -damage-remediation-ii cr c-s500-i nfection-control/
Published: March 18, 2026
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Healthcare water damage remediation follows ANSI/IICRC S500 (Fifth Edition, 2021) for extraction, drying,
and documentation, but only succeeds when it is run under your infection prevention program, ICRA-style
containment where dust or demolition occurs, and a continuity plan that keeps critical care and equipment safe.
Treat every event as both arestoration project and a patient-safety incident until clearance and leadership
sign-off say otherwise.

Water damage remediation in healthcar e isthe controlled removal of water, drying of structures, disinfection
of surfaces, and restoration of operations while protecting patients, staff, and regulated environments.

Why healthcare water losses are different

A broken domestic line above a med-surg unit is not the same job as the same leak in an office building. You
have immunocompromised patients, open procedures, sterile supply, imaging suites, and paper or hybrid
records in the same footprint. Water carries or spreads bacteria, supports mold within days on porous materials,
and can take down nurse call, med gas alarms, or network closets if you chase the puddle instead of the
pathway.

Facilities teams should anchor planning in the healthcare facility remediation guide and your hospital’s
infection control program, not in aresidential contractor’s checklist.

ANSI/IICRC S500 in institutional buildings

The current U.S. reference is ANSI/IICRC S500, Fifth Edition (2021). It covers categories and classes of water
damage, psychrometrics, structural and HVAC restoration, contents handling, and project documentation. The
IICRC consensus body continues revision work; follow published position statements when they clarify field
decisions (for example, how weather-related intrusion is categorized).

Categories and classes

» Category 1 — originates from a sanitary source; can degrade if it contacts structure, soil, or
time/temperature allow microbial growth.

» Category 2 — significant contamination; requires controlled work zones and surface treatment before
drying is considered complete.

» Category 3 — grossly contaminated (sewage, flooding with unknown biological load); porous materials
in patient care areas are usually removed, not “saved.”

* Class 14 — describes wet surface area and penetration into assemblies; healthcare plenum and interstitial
spaces often behave as Class 3 or 4 even when the floor |ooks manageable.
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Documentation S500 expects
» Moisture mapping, daily readings, and equipment placement logs
 Scope of demolition and reason (category, time, material type)
* HVAC impact assessment when air handlers or ductwork are wet

* Clear handoff between restoration vendor and facility infection prevention

Infection control and containment

Align remediation with CDC environmental infection control principles and your internal policies. When work
disturbs dust or removes finishes near occupied care areas, use the same barrier mindset described in the ICRA
Class |-V matrix and coordinate with ILSM when life safety systems are impaired. Water damage response and
ICRA containment videos help staff visualize barrier placement before extraction and demolition begin.

Typical controls

* |solate the zone; maintain negative pressure relative to patient corridors where feasible, with exhaust
through HEPA filtration when dust is generated.

» Route staff and waste on designated paths; post signage at elevator and corridor decision points.

» Select EPA-registered disinfectants compatible with your surfaces and SPD policies; if water touched
sterile storage or instrument packaging, involve sterile processing and infection prevention before items
return to circulation.

« Define who authorizes reopening—usually infection prevention plus facilities and the clinical owner of
the unit.

Joint Commission Physical Environment (2026)

For hospitals and critical access hospitals surveyed under Accreditation 360, Environment of Care and Life
Safety expectations now sit largely in the Physical Environment (PE) chapter, effective January 1, 2026.
Water intrusion documentation should support PE concepts. safe interior spaces, managed utility risks, and
evidence that damp conditions were corrected—not merely dried on the surface. Map your remediation file to
the PE crosswalk your team uses for surveys rather than legacy EC/LS numbering alone.

Business continuity and emergency planning

Water events belong in the same conversation as your CM S-aligned emergency operations plan: aternate care
spaces, reduced services, and communication with public health when capacity drops.

Operational priorities
 Patientsfirst — identify relocations early; do not wait until odor or visible mold forces amove.
« Critical utilities— know which valves, panels, and medical gas zones feed the affected wing; involve
clinical engineering.

* Recordsand I T — protect on-prem servers, workstations, and wet paper charts; escalate to cybersecurity
if clinical systems were submerged or powered down abruptly.

» Vendor access — badging, TB/health screening if required, and after-hours escorts are part of the
schedule, not an afterthought.
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Phased timeline (planning ranges)
» 0-2 hours— stop source, protect equipment, notify infection prevention and leadership, begin
photography.
» 224 hours— extraction, initial containment, category/class assignment, moisture mapping.
» 1-5days— structural drying; monitor hidden cavities; adjust HVAC with infection prevention inpuit.

» Daysto weeks— remove unsalvageable materias, disinfect, restore finishes, recommission affected
systems.

* Beforereopening — complete checklist, sign-offs, and any sampling your program requires.

Medical equipment and HTM

Clinical assets exposed to water or humidity need more than wiping down. Imaging (MRI, CT, fluoroscopy),
ventilators, infusion pumps, and |ab analyzers may require OEM evaluation, recalibration, or retirement. Route
decisions through your HTM program and asset database as outlined in medical equipment management and
FDA UDI practices. Do not return equipment to service on a contractor’s “looks fine” call.

HVAC, FGI, and ASHRAE 170

Wet duct liner, flooded air handlers, and open ceiling work intersect ventilation rules. The 2026 FGI Hospital
Code strengthens expectations around waterborne pathogens and patient-care surfaces; adopted projects should
reference the 2026 FGI Codes your state uses. Ventilation minimums come from ANSI/ASHRAE/ASHE
Standard 170-2025, including updated guidance on ventilation during construction—rel evant when remediation
overlaps occupied wings. Confirm which edition your authority having jurisdiction enforces before you change
pressure relationships or take units offline.

Regulatory and worker safety touchpoints

M edi care-participating hospitals remain accountable under CM S Conditions of Participation for the
environment of care; water damage is evidence in surveys when it leads to unsafe conditions or uncontrolled
infection risks. For workers, OSHA 29 CFR 1910.1030 applies when water may contain blood or other
potentially infectious material; general industry rules cover respiratory protection, hazard communication, and
regulated waste. Train remediation staff on your exposure-control plan before they enter clinical areas.

Insurance and cost documentation

Carriers pay on documentation: dated photos, category/class rationale, moisture logs, invoices, downtime
narratives, and clearance records. Tie business interruption claims to documented bed closures and OR delays.
Keep one authoritative incident folder for facilities, risk management, and infection prevention.

Preparedness between events

Annual drills should include awater scenario—domestic line above ICU, roof leak in sterile storage, chiller
leak near a data closet. Facilities, infection prevention, clinical engineering, and nursing should know who
declares the zone, who approves demoalition, and who can stop work if barriers fail. Supplement tabletops with
healthcare water damage remediation video walkthroughs that mirror S500 categorization and occupied-wing
infection control.
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Frequently asked questions

How long does healthcare water damage remediation usually take?

Complete remediation typically spans roughly two to four weeks: extraction in the first hours, structural drying
over one to three days (longer in concealed assemblies), removal of wet porous materials and disinfection over

several days to two weeks, then clearance documentation. Imaging suites, sterile supply, or ICU zones can
extend the schedule.

Which water category demandsthe strictest work practices?

Category 3 water requires the strongest controls: isolation, respiratory protection, regulated waste handling, and
post-remediation verification before reopening patient care areas. Category 3 in operating rooms, sterile
processing, or |CUs often triggers full removal of affected finishes and coordination with infection prevention.

How is healthcareremediation different from commercial restoration?

Healthcare work layers patient care, Joint Commission Physical Environment expectations, CM S Conditions of
Participation, OSHA exposure controls, biomedical equipment evaluation, and continuity planning on top of
ANSI/IICRC S500 drying science. Documentation depth and clearance expectations exceed typical commercial
losses.

When should environmental sampling drive the reopen decision?

Baseline and post-remediation environmental sampling supports reopening decisions when your infection
prevention program requires it. Results should tie to the water category, materials removed, disinfectants used,
and any downtime approved by clinical leadership—not to a one-size clearance template.

Which OSHA rules most often apply to remediation crews?

OSHA 29 CFR 1910.1030 applies when water may contain blood or OPIM. General industry rules cover
respiratory protection, hazardous waste, and training. Match PPE and work practices to the assessed category
and your exposure-control plan.

Related reading
» Mold remediation in healthcare facilities (IICRC S520)
 Healthcare facility management: complete professional guide (2026)

» Hospital evacuation planning when units cannot stay in place

Healthcare HVAC Commissioning: Testing, Balancing, and Ongoing
Compliance Verification

Source:
https: //heal thcar efacilityhub.or g/heal thcar e-hvac-commi ssi oni ng-testi ng-bal ancing-compliance-verifi cation/
Published: March 18, 2026

Updated September 30, 2026.

Takethistothejob site.
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Healthcare HVAC commissioning is the documented process of inspecting, testing, adjusting, and balancing
ventilation so pressure relationships, air change rates, temperature, humidity, and filtration match the enforced
design basis—typicaly ANSI/ASHRAE/ASHE Standard 170 (confirm whether your authority having
jurisdiction applies 170-2025 or an earlier adoption) and applicable FGI planning requirements. Initia
commissioning establishes baseline performance; ongoing verification and preventive maintenance keep
accredited hospitals and CM S-participating facilities aligned with environment-of-care expectations after filters
change, controls are retuned, or spaces are renovated.

Commissioning: The systematic process of testing, adjusting, and documenting healthcare HV AC performance
S0 it meets design intent, code and standard requirements, and operational needs—at startup and through
planned reverification during the facility lifecycle.

Why commissioning matters in hospitals

Design drawings describe intent; TAB and functional testing prove what the building actually delivers. A
missed exhaust connection or a damper left pinned open shows up later as failed pressure maps, humidity drift,
or survey findings—not as aline item on a balance report. Commissioning closes that gap before patients
occupy the space and gives you a defensible baseline when something changes downstream.

Requirements stack: ventilation design parameters come from the enforced edition of ANSI/ASHRAE/ASHE
Standard 170 (2025 is current; many jurisdictions still reference 170-2021 until they adopt updates tied to the
2026 FGI Codes). Accredited hospitals also map performance evidence to Joint Commission Accreditation 360
physical environment standards (2026 chapter effective January 1, 2026). Medicare-participating hospitalstie
life safety and utility systemsto CMS Conditions of Participation environment-of-care expectations and
adopted NFPA codes such as NFPA 99 (health care facilities) and NFPA 101 (Life Safety Code). For design
context before you test, see Healthcare HVAC Design: ASHRAE 170 ventilation, pressure, and air changes.

Typical commissioning phases

» Pre-operational: Installation inspection, controls checkout, and readiness reviews before sustained
operation

» Operational (TAB): Measured airflows, pressure relationships, temperature and humidity performance,
and control sequences under design loads

» Ongoing verification: Scheduled reverification, trend review, and recommissioning after renovations or
major equipment changes

Pre-operational inspection

Walk the system before you trust a flow hood reading. Construction dust in supply duct, reversed fan rotation,
and access doors without gaskets are cheap to fix now and expensive to explain during a state survey.
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Field checklist (high yield)
» Duct and enclosures: Sealed joints, clean interiors, correct fire/lsmoke damper access
* Air-handling units: Filter tracks seated, drains flowing, coils unobstructed, vibration isolation intact
» Terminal devices: Diffusers secured, volume dampers reachabl e, minimum outdoor air paths open

» Controlsand sensors. Calibration records, alarm points match sequences, pressure transducers located
per detail
« Lifesafety interfaces: Smoke dampers, fire dampers, and emergency power transitions exercised per
specification
170-2025 reorganizes ventilation-during-construction requirements; treat duct cleanliness and protection during
construction as part of acceptance, not an afterthought. Coordinate with infection prevention on any temporary
bypass or negative-pressure work.

Testing and balancing (TAB)

TAB contractors measure supply, return, and exhaust flows, then adjust devices until space-level results match
the approved test values within agreed tolerances. Use calibrated instruments—flow hoods at terminals, pitot or
traverse methods in ducts, and manometers for differential pressure.

Pressure relationships

Space type Typical design intent Measurement notes

Operating rooms Positive to adjacent areas (per enforced Permanent or temporary ports; average
170 table) multiple readings

Airborne infection isolation (All) Negative to corridor Verify with door closed, HVAC stable,

exhaust proven

Protective environment (PE) Positive to corridor Confirm supply/outdoor air paths after
filter changes

Soiled / clean cores Directional flow from clean to dirty Document cascade under real door use

Install permanent monitoring taps during construction for ORSs, isolation suites, and pharmacy compounding
where your program requires continuous or alarmed pressure. For OR-specific laminar flow, humidity bands,
and filtration expectations, cross-check Operating Room HVAC: laminar flow, temperature, humidity, and
filtration.

Cleanroom and OR certification

Particle testing for classified spaces follows I SO 14644-1 methodology with an optical particle counter. Sample
locations, hold times, and occupancy state must match the certification protocol you adopt—do not mix
protocols between initial and annual tests.

* |SO Class 5 (0.5 m): 3,520 particles'm3 limit at the specified occupancy state
» HEPA integrity: Filter leak scan or equivalent per manufacturer and program policy

 Air pattern checks: Smoke or visualization to confirm supply/exhaust patterns where laminar delivery is
claimed

Healthcare Facility Hub — healthcarefacilityhub.org Page 93



Temperature, humidity, and filtration

Map sensors at working height in representative locations—not only at the return grille. Document recovery
after door openings and equipment heat load. Verify humidifier water treatment and drain pans; stagnant
moisture defeats the purpose of tight filtration.

Record initia filter differential pressure at design flow. Use those baselines in your preventive maintenance
program so replacements happen on performance, not calendar guesswork alone.

Documentation you will be asked for
» Approved TAB report with as-tested flows and differentials versus design

 Functional test scripts for alarms, setbacks, and emergency modes

Filter integrity and pressure-drop baselines
» Room certification reports (particles, pressures) with retest triggers defined
* |ssue log with corrective actions closed before occupancy sign-off

Store records where environment-of-care and engineering can retrieve them for Joint Commission surveys, state
licensing visits, and internal root-cause work. Stale TAB reports are a common thread when surveyors ask you
to prove a pressure cascade still holds.

Ongoing compliance verification

Commissioning is not a one-time event. Rebalance after major filter upgrades, air-handler fan work, or control
revisions that change minimum outdoor air. Recommission renovated wings using the same rigor as new
construction. Align periodic checks with your facility’ s risk assessment—operating rooms, isolation rooms,
sterile processing support ventilation, and compounding areas deserve tighter intervals.

The broader systems picture livesin Healthcare HVAC Systems: The Complete Professional Guide (2026).

Frequently asked questions

Who should perform healthcare HVAC commissioning?
Commissioning should be performed by qualified testing-and-balancing contractors and commissioning
providers with documented healthcare experience. Many hospital s use an independent commissioning agent to

witness TAB and sign the report. Certifications such as AABC firm certification are a useful filter, not a
substitute for project-specific experience.

Which ASHRAE 170 edition applies to commissioning?

ANSI/ASHRAE/ASHE Standard 170-2025 is the current edition and aligns with 2026 FGI space types, but
your authority having jurisdiction may still enforce 170-2021 or an earlier adoption. Confirm the enforced
edition with state licensing, CM S-related life safety references, and the project code analysis before you accept
design values as pass-fail criteria.

Can an operating room be used before commissioning is complete?
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Do not schedule invasive procedures in anew or renovated operating room until TAB, pressure relationships,
filtration checks, and room certification steps required by your program are complete and documented.
Non-clinical punch-list work may proceed in parallel when infection prevention and safety reviews allow it.

How often should pressure differentials be reverified?

Documented spot-checks at least annually in critical pressure-controlled spaces are common practice; many
accredited hospitals align reverification with environment-of-care testing cycles or after control changes, filter
upgrades, or construction that can shift air balances.

Whet if particle counts fail 1SO limits?

Take the room out of service, investigate filters, seals, construction dust, and housekeeping, then repeat
certification using the same protocol. Do not return the space to clinical use until results meet the classification
your program and AHJ require.

How does commissioning differ from preventive maintenance?

Commissioning proves the installed system meets design intent and baseline performance. Preventive
mai ntenance keeps equipment running; it does not replace reverification of air volumes, pressures, or room
certification after major changes.

Standards referenced: ANSI/ASHRAE/ASHE Standard 170-2025 (verify AHJ adoption), 2026 FGI Codes,
SO 14644-1, NFPA 99 and NFPA 101 as adopted locally, Joint Commission Accreditation 360 Physical
Environment (2026), CM S Conditions of Participation for hospitals.

Operating Room HVAC: Laminar Flow, Temperature Control, Humidity
Ranges, and Particulate Filtration

Source: https://healthcar efacilityhub.or g/oper ating-room-hvac-laminar-flow-temper atur e-humidity-fil tration/
Published: March 18, 2026

Updated September 30, 2026.
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Direct answer: Operating room HVAC under ANSI/ASHRAE/ASHE Standard 170-2025 (aligned with FGI
2026) combines a HEPA-filtered primary ceiling array with unidirectional downward flow, at least 20 total air
changes per hour (including 4 outdoor ACH), positive pressure to adjacent spaces, and 68—75°F with 20-60%
relative humidity. Terminal HEPA at the supply ceiling, low sidewall returns, and documented commissioning
are what keep particulate load down around the surgical field.

Laminar flow (OR context): Unidirectional supply air moving downward from a primary ceiling array toward
low returns, sweeping particles away from the patient and instrument field. Standard 170 defines the array
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geometry and average diffuser flux; SO 14644-1 is used when you need measured particle class data.

Why OR air matters

Airborne skin cells and room dust still show up in wound cultures. HVAC cannot replace sterile technique, but
it limits what reaches the incision. Healthcare HVAC design under ASHRAE 170 sets minimum ACH,
filtration, pressurization, and diffuser rules; your state adoption, FGI 2026, NFPA 99, and survey bodies
trandate those minimums into what must be proven on the floor.

Surveyors under Joint Commission Accreditation 360 Physical Environment (2026) and CM S Conditions of
Participation expect OR ventilation to match the approved design and maintenance records—not a narrative
about “clean air.”

Laminar-style arrays and coverage

Standard 170-2025 requires a primary supply diffuser array over the table: unidirectional downward flow,
average 25-35 cfm/ft2 (127-178 L/s'm2), coverage at least 12 in. beyond the table footprint on each side, and
no more than 30% of that primary zone consumed by lights, booms, or penetrations. Group E non-aspirating
diffusers are the usual hardware choice.

Returns and flow pattern
At least two low sidewall return or exhaust grilles, opposite corners when possible, with bottoms about 8 in.

above the floor. High returns are allowed in addition, not instead. The table sitsin the best part of the downward
wash; booms and imaging carts are obstruction risks you validate during commissioning, not on paper.

ISO 14644-1 particle classes

Teams still say “Class 100" in conversation. Under SO 14644-1:2015, SO Class 5 at 0.5 m means 3,520
particles per cubic meter (cumulative). Certification sampling follows | SO methods; many hospitals run particle
counts at turnover and annually, tied to the healthcare HV AC commissioning and compliance verification
package.

Temperature, humidity, and control

Parameter Standard 170-2025 (operating room) Practical notes

Temperature 68-75°F (20—24°C) Individual room control; cardiac and
pediatric teams often ask for the low end

Relative humidity 20-60% RH 2021 and later editions allow 20%
minimum; many sites hold 40-55% RH
for comfort and static control

Total air changes 20 ACH (15 ACH existing where Outdoor air 4 ACH of the total
permitted)
Pressure Positive to adjacent spaces Minimum about 0.01 in. w.g. (2.5 Pa);

tune so doors are manageable

Lights and electrosurgical units dump heat into the same room you are trying to keep at 68°F. Oversized
cooling without rebalancing laminar arrays creates drafts; undersized coils buy surgeon complaints and failed
recovery-room handoffs. Humidifiers need the same filtration discipline as supply air—wet heat with dirty
water is an infection control problem, not a comfort tweak.
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Filtration: MERV stages and HEPA

Operating rooms require at least two filter stages at the air handler, now MERV 7 plus MERV 16 minimum in
Standard 170-2025. For orthopedics, transplants, neurosurgery, burn, and similar high-risk suites—and for
Class 3 imaging rooms used for those cases—HEPA filters belong in the air terminal device over the field.
Terminal vs central HEPA
Terminal HEPA modules in the ceiling plenum are the default for new laminar ORs because duct downstream
of HEPA iswhere dust collects after a shutdown. Central HEPA at the AHU can work only if the distribution
path is sealed, monitored, and maintained like a clean duct system.
Monitoring

« Differentia pressure gauges on pre-filters and HEPA banks, with alarms tied to work orders

« Filter change at manufacturer final P, not an arbitrary calendar

« Particle counts when reopening after construction—coordinate with ICRA Class I-V controls before the
first case

Outdoor air, recirculation, and pressure

With 20 total ACH and 4 outdoor ACH, roughly 80% of supply is recirculated through HEPA and coils. That
ratio saves energy but means filter maintenance is non-negotiable. Outdoor intakes need separation from
exhaust and cooling-tower plumes per Standard 170; pretreat outdoor air before it mixes with return.

Positive offset is supply minus exhaust/return. Example: 400 ft2 x 14 ft = 5,600 ft3; at 20 ACH you need 1,867
cfm supply. Exhaust might be ~1,760 cfm so roughly 100 cfm net outflow holds pressure without pinning doors
shut.

Construction, turnover, and adjacent cleaning

Section 10 ventilation-during-construction requirements in 170-2025 matter when you renovate adjacent suites.
HVAC performance at case start also depends on terminal cleaning after the last case—filters do not remove
settled bioburden on flat surfaces.

Broader infectious-aerosol planning in facilities may reference ANSI/ASHRAE Standard 241; OR design till
anchors on Standard 170 and your adopted FGI edition. See the healthcare HV A C systems professional guide
for how OR rulesfit the rest of the hospital ventilation map.

Commissioning checklist (field items)
« Airflow visualization (smoke) across the primary array and around booms
 Array average flux within 25-35 cfm/ft2 and ACH at each operating volume
* Pressure relationships to corridor and sterile core
» Temperature and humidity trend logs under simulated load

 Particle countsif 1SO classis part of the owner’s spec

Frequently asked questions
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What downward air velocity or diffuser flow does Standard 170 require over the surgical table?

ANSI/ASHRAE/ASHE Standard 170-2025 requires the primary supply diffuser array to deliver unidirectional
downward airflow with an average of 25-35 cfm/ft2 (127-178 L/Y/m2) over the array. Informative guidance
often cites roughly 0.25-0.5 ft/s (0.08-0.15 m/s) in the breathing zone; stay within the standard’ s stated array
average when commissioning.

How often should operating room HEPA filter s be changed?

Change interval is pressure-driven, not calendar-only. Monitor differential pressure across each HEPA stage
and replace when the manufacturer’ s final limit is reached—commonly in the 0.5-1.0 in. w.g. range on many
modules. Pre-filters upstream protect HEPA media; with MERV 13-16 pre-filtration, many hospitals see 12-24
month HEPA life, but particle counts at commissioning and annual verification should confirm performance.

What temperature and humidity limits apply to operating rooms under the current standard?

For operating rooms, ANSI/ASHRAE/ASHE Standard 170-2025 specifies 68—75°F (20-24°C) and 20-60%
relative humidity, with each room having individual temperature control. Operating toward the middle of the
humidity band (roughly 40-55% RH) limits static discharge and condensation risk while remaining inside code.

Can an older operating room be upgraded to meet current ventilation requirementswithout a full
rebuild?

Partial upgrades—termina HEPA arrays, revised diffuser layouts, dedicated return grilles, and corrected
pressure control—can close many gaps. Achieving the primary array coverage, low sidewall returns, and
documented 20 total ACH with 4 outdoor ACH may till require duct and AHU work. Treat any retrofit asa
design submittal with rebalance, visual airflow mapping, and particle testing before case use.

Why does the operating room stay positive to the corridor?

Positive pressure (minimum about 0.01 in. w.g. or 2.5 Pato adjacent spaces per Standard 170) forces air out
when doors open so corridor air does not wash into the sterile field. Pair pressurization with terminal HEPA
supply and laminar-style downward flow; pressure alone does not clean air.

Related resources
 Healthcare Facility Management: The Complete Professional Guide

Standar ds referenced: ANSI/ASHRAE/ASHE Standard 170-2025; FGI Guidelines (2026); 1SO
14644-1:2015; NFPA 99 (2024 edition as adopted locally); NFPA 101 Life Safety Code (as adopted); CMS
Conditions of Participation; The Joint Commission Accreditation 360 Physical Environment (effective January
1, 2026).

Healthcare Surge Capacity: Mass Casualty, Pandemic Response, and Crisis
Standards of Care

Source: https://healthcarefacilityhub.or g/heal thcar e-sur ge-capacity-mass-casual ty-pandemic-crisis-standar ds/
Published: March 18, 2026

Updated September 30, 2026.
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Healthcare surge capacity is the ability to expand emergency, inpatient, and critical care services when demand
exceeds routine capacity. Facilities use phased surge plans—routine, contingency, and crisis—to add space,
staff, equipment, and supplies, coordinate with regional partners during prolonged pandemics or mass casualty
events, and apply crisis standards of care only when resources cannot meet need under normal standards.

Overview

Surge planning defines how a hospital or health system keeps delivering care when census, acuity, or incident
type outruns baseline beds, staff, and equipment. It spans emergency department throughput, inpatient
boarding, ICU expansion, supporting services (pharmacy, lab, imaging), and the command structure that tracks
indicators and activates each tier. When expansion is still insufficient, crisis standards of care (CSoC) provide
an ethical framework for alocating scarce resources. Medicare-participating hospitals must embed
surge-related capabilities in an all-hazards emergency preparedness program reviewed at least every two years
under the CM'S Emergency Preparedness Rule (long-term care facilities still review annually); state CSoC
policies and professional guidancefill in allocation details. For a broader program view, see Healthcare
Emergency Preparedness: The Complete Professional Guide (2026).

Understanding Healthcare Surge Capacity

Most acute care sites run with little slack. Surge capacity is not a single number—it is a set of decisions about
how far you can stretch space, people, and supplies before patient safety and staff endurance force you into
contingency or crisis modes. Document clear triggers, who may activate each level, and how often the team
re-evaluates census, critical equipment, and supply burn rate.

Surge capacity phases
* Normal operations. Standard staffing, bed assignment, and supply par levels.

» Surgeleve 1 (routine surge): Modest increase—often up to roughly 20% above baseline—handled
through delayed discharges, admission triage, internal redeployment, and elective slowdown.

» Surgeleve 2 (contingency): Larger increase—often in the 20-50% range—requiring non-traditional
patient care areas, modified staffing models, and adapted clinical protocols while preserving core safety
practices.

» Surgelevel 3 (crisis): Demand that exceeds contingency measures: all usable space, crisis staffing
(mutual aid, volunteers, cross-trained non-clinical support), supply conservation, and possible activation of
CSoC under state or system policy.

Activation and monitoring

» Written criteriatied to census, ED boarding, ventilator use, blood/O2/PPE burn rate, or external incident
notifications.

Healthcare Facility Hub — healthcarefacilityhub.org Page 99



» Defined authority to activate, escalate, and stand down surgetiers.
» Communication pathsto clinical |eaders, support services, emergency management, and neighboring
facilities.

« Daily (or more frequent) situational review during active surge.

Surge Capacity Expansion Strategies

Expansion levers work together. Adding beds without nurses, monitors, or oxygen ports creates hallway care
that fails survey, exhausts staff, and blocks egress. Plan each lever with fire and life safety, infection control,
and CM S Conditions of Participation: Environment of Care Requirements for Hospitals in mind.

Physical space

» Convert internal non-patient areas (classrooms, conference rooms, pre-op holding) only after
fire-separation, egress, medical gases, monitoring, and privacy risks are assessed.

» Expand ED footprint into waiting and adjacent support space with a defined triage and treatment flow.

» Step up ICU capability by converting step-down beds, adding portable monitoring, and clustering patients
by acuity.

 Plan ventilator locations, oxygen capacity, and alarm coverage before counting “surge ICU” beds.
» Useexterna triage, alternate care sites, or mutual patient movement when internal spaceis
saturated—coordinated with evacuation and transfer plans in Hospital Evacuation Planning: Horizontal,
Vertical, and Full Evacuation Protocols.
Staffing
 Recall and roster systems for off-duty clinical and essential support staff.
» Mutual aid and transfer agreements that specify credentialing, scope, compensation, and command
reporting.
 Cross-training and just-in-time competency checks for non-traditional assignments.
 Volunteer and retired clinician pools with pre-identified privileging pathways where applicable.
» Explicit fatigue management: rest cycles, supervision ratios, and behavioral health support for prolonged
events.
Staffing surge realities
During the COV1D-19 pandemic, simultaneous patient surge and workforce ilIness showed that bed counts
overstate real capacity. Plans should assume meaningful staff absenteeism during infectious disease surges and
pre-assign roles for cross-trained and non-clinical support staff.
Equipment and supplies

* Inventory portable ventilators, monitors, pumps, and infusion gear; exercise storage locations and
electrical load.

« Maintain tested surplus equipment and a preventive maintenance schedule.

* Define critical supply pars, substitution options, and regional sharing agreements.
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 Coordinate with suppliers and health-care coalitions; treat federal stockpiles as a backstop, not the primary
plan.

Mass Casualty Incident Planning

Mass casualty incidents (MCIs) produce a sharp, often short-duration spike in injured patients. They require
scene-to-hospital coordination, rapid triage, and specialty orchestration (trauma, burns, orthopedics, pediatrics).
Y our hospital emergency operations plan should align with incident command (typically HICS) and community
partners under an all-hazards approach—see Healthcare Emergency Operations Plans: CM S Rule Requirements
and All-Hazards Approach.

Common MCI scenarios
* Transportation and industrial events with multi-system trauma.
 Structural collapse and severe weather with widespread injuries.
« Intentional mass violence requiring security coordination and expectant triage considerations.

» Hazardous materials releases requiring decontamination before entry.

Response components
* Primary and secondary triage with standardized acuity categories and documentation.
» Unified command, clear surge activation, and specialty service staging.
 Decontamination capability when exposure is suspected.

 Family reunification, media coordination, and staff defusing after the event.

Pandemic Response and Surge Capacity

Pandemic surges differ from typical MCls: they last weeks to months, hit entire regions at once, and
simultaneously reduce staff availability while increasing isolation and ventilation demands. Post-COVID
planning treats ventilation as clinical infrastructure; ASHRAE Standard 241 (Control of Infectious Aerosols) is
the reference many facilities use when upgrading baseline isolation rooms and documenting flexible surge
isolation. FGI Guidelines (2022 edition, with 2026 adoption on many projects) continues to govern how
permanent and temporary patient care spaces are designed and commissioned.

Pandemic-specific planning themes

 Redlistic functiona surge limits by unit type—not one hospital-wide percentage.

« |solation and cohorting protocols integrated with Infection Control in Healthcare Facilities: The Complete
Professiona Guide (2026).

« Sustained PPE and respiratory supply strategies, waste handling, and environmental cleaning surge.
« Elective procedure reduction tierstied to census and staffing triggers.

» Teleheath and remote monitoring to preserve bedside staff for highest-acuity care.

» Regional ventilator and critical care coordination when multiple hospitals peak together.

For ventilation upgrades, flexible isolation, and revised surge assumptions, see Pandemic Preparedness 2026:
Updated Surge Capacity Standards, ASHRAE 241, and Infection Control Lessons Learned.
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Crisis Standards of Care

CSoC apply when crisis care is unavoidable: demand for life-sustaining interventions exceeds what the facility
or region can provide at conventional standards. They do not lower the duty to care; they define fair, transparent
allocation when scarcity isreal.

Care tiers (conceptual)
« Conventional care: Usua evidence-based practice and staffing.
» Contingency care: Adapted processes and conservation without abandoning core safety.

 Crisiscare: Focus on saving the most lives possible with available resources; some usual interventions
may be deferred.

Implementation principles
* Public and staff-facing policies developed before crisis, with legal and ethics review.
» Objective, clinicaly grounded allocation criteria applied consistently.

* Triage officers or committees, documentation, and periodic reassessment of patients receiving scarce
resources.

 Staff support, including ethics consultation and debriefing.

« Alignment with state declarations and liability protections where applicable—verify current state law
rather than assuming blanket immunity.

Ventilator allocation example

When mechanical ventilation is scarce, protocols typically combine acute physiology scores, expected duration
of need, response to initial support, and reassessment intervals—not age, disability, or social worth. Many states
published or updated triage guidance after COVID-19; your plan should reference the governing state document
and hospital ethics policy.

Regulatory Alignment and Survey Readiness

CMS expects a documented emergency preparedness program (risk assessment, policies and procedures,
communication plan, training and testing) with review at least every two years and exercises, including a
full-scale exercise and an additional facility- or community-based exercise each year. Surveyors also evaluate
whether physical environment and life safety practices still hold when corridors and support spaces fill—NFPA
101 egress and NFPA 99 medical gas requirements do not suspend during surge. The Joint Commission’s
Accreditation 360 physical environment chapter, effective January 1, 2026, reinforces ongoing EC/LS
documentation and performance expectations that intersect with surge setups. Maintain evidence of drills,
after-action improvements, and after-action tracking in the emergency operations plan.

Frequently Asked Questions

How do facilities calculate surge capacity?

Start with measurable limits: licensed and usable bed spaces, staffed beds you can actually open, ED treatment
positions, ICU beds with ventilator and monitor coverage, and bottleneck services (lab, pharmacy, imaging).
Subtract constraints you expect in areal event—staff absenteeism, supply delays, and isolation
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requirements—then document tiered triggers for when you stop opening new beds. Pandemic and MCI plans
often produce different numbers; keep both models current.

What's the difference between contingency and crisis care?

Contingency care adapts workflows and stretches resources while preserving core patient saf ety
practices—think modified ratios, converted spaces with added monitoring, and supply conservation. Crisis care
means usual standards cannot be met for everyone at once; care shifts toward maximizing lives saved with
scarce resources, and forma CSoC policies may govern allocation. The transition should be deliberate,
documented, and communicated to staff and leadership.

How should hospitals prepare for staff shortages during pandemics?

Plan for simultaneous patient surge and workforce loss: roster depth, mutual aid, agency and volunteer
pathways, cross-training maps, and clear scopes for non-traditional assignments. Build fatigue controls into the
plan—mandatory rest, supervision for less familiar roles, and behavioral health resources. Exercise the staffing
annex with the same rigor as clinical surge drills.

What supplies should hospitals stockpile for surge situations?

Prioritize items that gate care: PPE appropriate to your isolation plan, respiratory circuits and filters, oxygen
delivery supplies, essential emergency medications, 1V fluids, and patient care disposables. Many organizations
target multi-week buffers for critical lines; exact par levels depend on storage, shelf life, and coalition
agreements. Do not assume federal or state stockpiles alone will cover peak demand.

Should hospitals pre-plan ventilator allocation before a shortage?

Y es. Ethics, legal, and clinical leaders should adopt allocation protocols before scarcity occurs, aligned with
applicable state guidance and hospital policy. Use transparent clinical criteria, reassessment intervals,
documentation, and ethics committee oversight. Train clinicians on the policy so decisions are not invented
under sleep deprivation during a peak.

Hospital Evacuation Planning: Horizontal, Vertical, and Full Evacuation
Protocols

Source: https://healthcar efacilityhub.or g/hospital -evacuation-planning-horizontal -ver tical -ful l-protocol &/
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Direct answer: When fire or smoke threatens a care area, hospitals defend in place first: move patients laterally
into an adjacent smoke compartment on the same floor and keep treating them. If that compartment cannot
safely hold everyone, relocate vertically to another protected floor—usually by stair-assisted movement, not
routine passenger elevators. Full building evacuation is the last option, executed under incident command and
the posted fire plan, not from memory or atraining acronym alone.

Hospital evacuation planning sits at the intersection of life safety design, clinical operations, and regulatory
proof. CM S expects an all-hazards emergency preparedness program under 42 CFR § 482.15; staged relocation
depends on a compliant physical environment under 42 CFR 8§ 482.41 and the NFPA 101 and NFPA 99 editions
your state survey agency applies. Joint Commission hospitals trace the same risks through Joint Commission
Accreditation 360: The 2026 Physical Environment Standards and the Emergency Management chapter aligned
to those CoPs.

Three tiers: horizontal, vertical, then full evacuation

Most hospital fires are controlled by sprinklers, staff action, and compartmentation long before every patient
leaves the property. That is intentional. NFPA 101 healthcare chapters assume many occupants cannot
self-evacuate quickly; the building gives you smoke compartments so care can continue while the fire
department works. The hub overview of barriers and egressis on NFPA 101 Life Safety Code for Healthcare:
Means of Egress, Fire Compartments, and Smoke Barriers.

Think in order:

» Horizontal relocation — lateral movement within the same floor into a separate smoke compartment.

 Vertical relocation — movement to another floor when the current floor’ s compartments are exhausted or
untenable.

* Full building evacuation — when command and the fire department determine the facility cannot safely
shelter in place.

Y our emergency operations plan should name who declares each tier, how that decision is communicated, and
how you reverse course if conditions improve. Tie those procedures to the broader program described in
Healthcare Emergency Operations Plans: CM S Rule Requirements and Healthcare Emergency Preparedness:
The Complete Professional Guide.

Horizontal relocation mechanics

Horizontal relocation is not “everyone to the parking lot.” It is controlled lateral movement—typically through
cross-corridor smoke doors—into a neighboring smoke compartment that is still separated from the fire zone by
rated smoke barriers and self-closing smoke or fire doors. Sprinklers suppress fire; compartments keep smoke
and heat from sweeping the whole unit.

RACE at the room and corridor

When you find smoke in a patient room, staff still teach RACE: Rescue anyone in immediate danger, Alarm
(pull station and notify switchboard/command), Confine by closing doors—including the patient room and
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corridor doors you control—and Extinguish only if the fireis small and you are trained, otherwise relocate and
let the suppression system work. Closing doorsis not passive; it is how you preserve the adjacent compartment
for horizontal receiving.

Smoke compartments and receiving capacity

Each receiving compartment needs clear corridor width, working exits, staff, and equipment to continue care.
Map receiving zones in advance: which beds can absorb monitored patients, which rooms hold ambul atory
visitors, where med gas and emergency power still reach outlets. In sprinklered hospitals the
smoke-compartment area limit commonly cited in code commentary is on the order of 22,500 ft2—confirm the
table in the NFPA 101 edition your authority having jurisdiction enforces; do not import long-term care or
business occupancy numbers.

Horizontal plansfail in predictable ways. wedged-open smoke doors, missing positive latching, corridor clutter
that blocks litters, and units that have never rehearsed receiving another unit’s patients. Catch those on life
safety rounds and close corrective actions before an incident.

Who can start movement

Immediate rescue out of aroom in direct danger does not wait for the chief operating officer. Any trained staff
member removes imminent life threat, pulls the alarm, and closes doors. Declaring a unit-wide horizontal
relocation or shutting adjacent wings belongs to incident command under your fire plan—but do not train staff
to stand idle in a smoke-filled doorway waiting for an executive badge.

Vertical relocation

Vertical relocation means changing floors while the building remains your care platform—moving to a
protected level when the fire floor’s compartments are full, smoke is migrating through vertical openings, or
command needs to clear an entire smoke zone. It is harder than horizontal moves because stairs, equipment, and
patient acuity stack up fast.

Stair-assisted movement and teams

Stairs are the default vertical route for patients who cannot walk. Assign stair teams in the plan: front and back
litter handlers, amedical leader for the patient, a runner for supplies, and clear rest landings. Rehearse how you
pass lines with the fire department ascending on the same stair—many hospital s designate up/down pairs or
Separate attack and evacuation stairsin preplans.

Evacuation chairs and special devices

Evacuation chairs and similar stair-descent devices belong in the plan where you have identified patients above
ground who cannot use stairs without assistance. Store them where staff can reach them without entering the
fire compartment, inspect them on the same cycle as other rescue equipment, and train on actua stairs—not
only in a classroom. Document competency for staff assigned to those devices.

Elevators, medical gas, and utilities

Passenger elevators are not the default vertical evacuation route during fire conditions. Use them only when
incident command and the fire department place a specific elevator in service for phased rel ocation—or when
your written plan and local AHJ direction explicitly allow supervised elevator use outside afire recall scenario.
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NFPA 99 and your utilities program still matter on stairs. patients on portable oxygen, infusion pumps, and
ventilators need power, spare cylinders, and clinical oversight during movement. Coordinate with biomedical
and respiratory therapy before drill day, not during smoke.

ASHRAE 170 ventilation expectations and smoke-control sequencesin newer construction can slow smoke
spread between floors, but they do not replace closed doors and disciplined relocation. If construction has
compromised a smoke barrier, interim protections from ILSM Meaning in Healthcare Construction: Interim
Life Safety Measures vs ICRA must be active before you treat the zone as areliable receiving area.

Full-building evacuation: last resort

Full evacuation removes everyone from the structure to an external assembly or alternate care site. Trigger it
when command, fire officials, or uncontrolled spread makes continued shelter-in-place unsafe: loss of
suppression or structural integrity, widespread smoke beyond compartment strategy, prolonged loss of critical
utilities with no safe internal alternate, or an external hazard (hazmat release, violent threat, flood) that forces
total clearance.

Full evacuation turns surge planning inside out—you push patients, staff, and families into transport, weather,
and crowd control problems. Pre-identify assembly points, ambulance staging, medical command at the curb,
and behavioral health support. Partner agreementsin your CMS emergency preparedness documentation should
name where patients go when the hospital itself is uninhabitable.

Patient triage and tracking during relocation

Relocate in clinical priority, not hallway convenience. Use asimple, drilled taxonomy—critical monitored
patients first with their nurse and essential devices, then intermediate care, then ambulatory patients and
visitors. Tag or band patients with name, origin unit, allergies, and destination when possible; mirror the same
data on paper evacuation logsif electronic systems lag.

Assign atracking officer in command to reconcile who moved horizontally, who changed floors, and who left
the building. Reunification with families and custody of minors and vulnerable adults belong in the same
workflow. After-action reviews consistently find that tracking broke where someone assumed the receiving unit
would “just know” who arrived.

Incident command and communication

Hospital incident command (HICS or your adopted ICS variant) ownstier declarations, resource requests, and
liaison with fire and EM S. Switchboard, overhead codes, secure messaging, runners, and radio backups should
all appear in the communication plan CMS expects you to maintain and test.

Facility engineering stays in the loop for HV AC smoke modes, fire pump status, elevator recall, and generator
loading as patients move. Security manages crowd control at receiving entrances and keeps egress routes clear
for incoming apparatus. Document who speaks to the media; keep clinical leaders on care, not cameras.

Drills, training, and competency

CMS' s emergency preparedness rule requires a training and testing program—initial and annual staff training,
exercises that stress your plan, and documented corrective action when gaps appear. NFPA 101 still drivesfire
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drill frequency in healthcare occupancies on each shift; pair code drills with clinical relocation scenarios so
nurses and aides practice closing doors, moving litters, and receiving patients—not only pulling alarms.

Tabletop a vertical relocation on your worst stair tower. Run a horizontal receive drill on the night shift when
staffing isthin. Include physicians, housekeepers, and transport staff; fires do not respect jab titles.

Survey readiness in 2026

Surveyors connect evacuation capability to observable life safety and emergency management evidence. Under
Accreditation 360, expect life safety door and barrier questions under Physical Environment standards while
emergency management reviewers ask for your hazard vulnerability analysis, communication plan, and
exercise records. CM S state surveyors can arrive unannounced for certification or complaint investigationstied
to CM S Conditions of Participation: Environment of Care Requirements.

Keep the following retrievable without a scavenger hunt: posted evacuation diagrams that match current suite
layouts, fire plan and incident command charts, drill after-action reports with closed corrective actions,
inspection logs for smoke doors and fire doors, evacuation chair checks, and training rosters showing annual
completion. When PE.03.02.01 interim life safety measures are in place for construction, surveyors will ask
how you still protect occupants if an alarm fires mid-project—align ILSM packets with your evacuation tiers.

FAQ

When is horizontal relocation the right first move?

Use horizontal relocation when fire or smoke is confined to a compartment, adjacent smoke barriers and
self-closing doors are intact, and a neighboring compartment on the same floor can accept patients while care
continues. It is the default hospital strategy before you commit to changing floors or leaving the building.

Can staff use passenger elevators to move patients during a fire?

No—not as the routine vertical route. Passenger elevators should remain under fire recall unless incident
command and the fire department authorize a specific elevator for supervised phased movement. Default
vertical patient movement is stair-assisted, with devices and teams named in your plan.

Who can authorize immediate movement out of a room with smoke?

Any trained staff member should rescue people in immediate danger, activate the alarm, and close doors
without waiting for senior leadership. Broader horizontal or vertical relocation orders come from incident
command under the posted fire plan, but bedside staff do not need executive approval to clear an imminent life
threat.

What regulatory anchors should evacuation plans reference in 20267

Anchor plansto CMS 42 CFR § 482.15 emergency preparedness and § 482.41 physical environment, the NFPA
101 and NFPA 99 editions your state agency applies, and—for Joint Commission hospitals—the 2026 Physical
Environment and Emergency Management chapter expectations. Local fire code and AHJ directives still
control when they are more stringent.

How often should hospitals drill relocation and fire response?
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Maintain CM S-required emergency preparedness training and exercises, including documented full-scale
testing appropriate to your hazard vulnerability analysis, and conduct NFPA 101 healthcare fire drills on each
shift at least quarterly. Add horizontal and vertical relocation walk-throughs so clinical teams practice receiving
patients, not only evacuating empty corridors.

What smoke-door failures show up most often on surveys?

Doors blocked open, missing latching, damaged seals, and corridors stored full of equipment so litters cannot
reach cross-corridor barriers. Those are life safety findings under PE.03.01.01 for accredited hospitals and
physical environment deficiencies under CM S—fix them on rounds, not after a smoke event.

Go deeper: the newest guides on thistopic

* NFPA 101 Life Safety Code for Healthcare Occupancies

» NFPA 101 Life Safety Code for Healthcare Facilities: The Complete Professional Guide (2026)
* What isthe CM S requirement for fire drillsin healthcare facilities?

* What happensif ahospital failsa CMS life safety survey?

Healthcare Emergency Operations Plans: CMS Rule Requirements and
All-Hazards Approach
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Direct Answer: Medicare-participating hospitals must maintain a comprehensive, al-hazards emergency
preparedness program under 42 CFR § 482.15, including a risk-based emergency plan, policies and procedures,
acommunication plan, and a training and testing program. State survey agencies enforce these requirements
alongside physical environment rulesin § 482.41 and adopted NFPA 101, NFPA 99, and NFPA 110 standards.
Survey success depends on documented exercises, corrected gaps, and staff who can describe their roles—not
binders that never leave the shelf.

Critical Information
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The CM S Emergency Preparedness Rule (Federal Register September 2016; provider compliance required by
November 15, 2017) applies across Medicare and Medicaid participating provider types, each under its own
Conditions of Participation. For hospitals, 42 CFR § 482.15 requires an all-hazards program covering natural
disasters, human-caused events, technology failures, and infectious disease emergencies. Noncompliance
surfaces as Condition-level deficiencies and can threaten Medicare certification. The Joint Commission’s
Accreditation 360 unified Physical Environment chapter, effective January 1, 2026, continues to stress
operational readiness that surveyors cross-check against your CM S program.

Understanding the CMS Emergency Preparedness Rule

42 CFR 8§ 482.15 replaced the older § 482.54 citation in the hospital CoPs. The rule shifted facilities away from
standal one flood or earthquake binders toward capabilities—incident |eadership, patient tracking, evacuation,
shelter-in-place, and continuity—that work regardless of the trigger.

Scope and Applicability

» Hogpitals (8§ 482.15), long-term care facilities (8§ 483.73), home health agencies (8§ 484.22), critical access
hospitals (8 485.625), and other Medicare-certified provider types each carry parallel emergency
preparedness CoPs

» Enforcement through state survey agencies and accrediting organizations on behalf of CMS

 Survey interpretive guidance remainsin the CM S State Operations Manual Appendix Z (CMS Emergency
Preparedness Rule resources)

« Deficiencies can affect your provider agreement; treat emergency preparedness as a Condition of
Participation, not a safety committee side project

Core Philosophy: All-Hazards Approach
* Risk assessment drives planning; scenarios you cannot predict still map to the same response capabilities

« Capabilities matter more than hazard-specific appendices. command structure, communications, surge,
evacuation, utilities, documentation

« After-action review from drills, exercises, and real events feeds plan updates at least every two years (or
sooner when policies change materialy)

» Pandemic and airborne threats belong in the same program—ventilation and isolation strategies should
align with current infection-control practice, including guidance reflected in Pandemic Preparedness 2026:
Updated Surge Capacity Standards, ASHRAE 241, and Infection Control Lessons Learned

Four Program Elements Under § 482.15

CMS organizes hospital emergency preparedness into four interdependent elements. Y our written emergency
operations plan should mirror this structure so surveyors can follow the trail.

Element 1. Emergency Plan (Risk Assessment and Plan)

A documented, facility- and community-based risk assessment underpins the plan. Required content includes
strategies for identified events, patient populations at risk, services you can sustain in crisis, continuity of
operations, delegation of authority, succession planning, and coordination with local, tribal, regional, state, and
federal emergency officials.
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Plan components facility managers own with clinical partners:
* Organization and assignment of responsihilities, including incident command and after-hours reach
» Evacuation and shelter-in-place strategies tied to real building layout and patient acuity

 Surge and mutual aid arrangements with other hospital s—see Healthcare Surge Capacity: Mass Casualty,
Pandemic Response, and Crisis Standards of Care

« Utility disruption scenarios integrated with life safety infrastructure in CM S Conditions of Participation:
Environment of Care Requirements for Hospitals (§ 482.41)

» Medical documentation preservation and HIPAA-permitted information sharing during evacuation

Element 2: Policies and Procedures
Policies tranglate the plan into executable steps. § 482.15(b) requires procedures for subsistence (food, water,
pharmaceuticals), alternate energy for temperature control and critical systems, staff and patient tracking, safe
evacuation, shelter-in-place, volunteer use, transfer agreements, and 1135 waiver roles when applicable.
Review and update at |east every two years.
Element 3: Communication Plan
» Primary and alternate methods to reach staff, arranged services, physicians, volunteers, and receiving
facilities
 Contact paths for emergency management and healthcare coalition partners
« Patient location and condition updates permitted under 45 CFR § 164.510
* Accessible communication for limited-English-proficiency populations and people with disabilities
» Backup paths when phones, email, or clinical systems fail—including cyber incidents covered in broader
security planning
Element 4: Training and Testing
Thisiswhere programs usually pass or fail survey. 8 482.15(d) requires.
« |nitial emergency preparedness training for new and existing staff, contractors, and volunteers consistent
with expected roles
 Refresher training at least every two years, plus training when policies change significantly
» Documentation and demonstrated staff knowledge of procedures

At least two exercises annually: one full-scale community-based exercise or facility functional exercise
(with exemptions after areal event activation), plus a second exercise that may be atabletop, drill, or
additional functional exercise

» Analysis, documentation, and plan revision after every drill, exercise, or emergency activation

Key Compliance Point

Surveyors trace the closed loop: exercise date -> participants -> gaps -> corrective action -> verification.
Missing documentation for the second annual exerciseis a common avoidable hit. Build the same evidence
habit described in Continuous Compliance Monitoring: Real-Time CMS Survey Readiness.
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Emergency and Standby Power (8 482.15(e))

Hospitals must implement emergency power in line with the emergency plan and NFPA 99, NFPA 101, and
NFPA 110 requirements referenced in the CoP. Generator location, inspection, testing, and maintenance are
survey focal points—often evaluated with life safety and utilities under § 482.41 during the same visit.

Building an All-Hazards Emergency Operations Plan

Step 1: Hazard and Vulnerability Assessment
* Blend facility-based and community-based risk data
« Include geographic, human-caused, technological, and biological hazards

* Prioritize by likelihood and impact on patients who cannot self-evacuate

Step 2: Capability Gap Review
» Compare required capabilities to current staffing, training, equipment, and mutual aid agreements

» Assign owners and dates for gap closure

Step 3: Integrated Plan Development

 Cross-functional committee with nursing, medical staff, security, facilities, IT, and emergency
management

« All-hazards base plan with hazard-specific annexes only where regulations or physics demand them

» Evacuation detail aligned with Hospital Evacuation Planning: Horizontal, Vertical, and Full Evacuation
Protocols

Step 4: Train, Exercise, Correct
* Map training to roles—not one generic slideshow for everyone
« Schedule the two required exercises on the calendar before the survey year fills up

« Track corrective actions to completion, not just assignment

Step 5: Document and Improve

» Keep plan version control, training rosters, exercise after-action reports, and generator test logsin one
retrievable system

» Update after real events; surveyors treat activations as evidence when properly documented

What Surveyors Probe

Appendix Z and day-to-day hospital surveys converge on the same pain points. For broader survey mechanics,
see State Health Department Surveys. Preparation, Common Deficiencies, and Corrective Action Plans.

 Plan missing required § 482.15 elements or past-due two-year review
« Only one exercise documented in the last 12 months
» Staff interviewed cannot state their emergency role or communication path

* Patient/staff tracking and evacuation procedures not exercised or not aligned with the building
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» Generator testing records incomplete versus NFPA 110 and § 482.15(e)

» Communication contact lists stale or missing aternate methods

Frequently Asked Questions

What' s the difference between an all-hazards plan and scenario-specific plans?

Scenario-specific plans spell out steps for one hazard (river flood, active threat). An al-hazards plan builds
shared capabilities—command, communications, surge, evacuation, utilities—that adapt to any hazard your risk
assessment identifies. CM S requires the all-hazards approach in § 482.15 because the next event rarely matches
the last binder on the shelf.

How many emergency exercises must a hospital run each year?

Under 42 CFR § 482.15(d)(2), hospitals must test the emergency plan at least twice per year. One must be a
community-based full-scale exercise or an individual facility-based functional exercise (with alimited
exemption after areal emergency activation). The second may be another functional or full-scale exercise, a
mock disaster drill, or afacilitated tabletop. That isaminimum—many facilities add drills for high-risk
departments.

What records should we keep ready for surveyors?

Maintain the current emergency plan and communication plan, hazard and vulnerability analysis, policies and
procedures, training rosters with topics and dates, exercise documentation with after-action items, corrective
action closure evidence, generator inspection and test logs per NFPA 110, and proof of plan review at |east
every two years. If it is not dated and retrievable, surveyors will treat it asif it did not happen.

Do tabletop exercises count toward CM S testing requirements?

Yes. §482.15(d)(2)(ii)(C) explicitly allows atabletop or workshop led by afacilitator with aclinically relevant
scenario. It can satisfy the second annual exercise. You still need the required full-scale or functional exercise,
and you must analyze results and update the plan when gaps appear.

How does emergency preparednesstie to physical environment and life safety?

§ 482.15(€) links emergency power to NFPA 99, NFPA 101, and NFPA 110. Utility failures, fire dlarm
impairment, and construction projects intersect with § 482.41 and interim life safety measures during
renovations. Accrediting organizations, including The Joint Commission’s 2026 Physical Environment
standards, expect the emergency program and the built environment to tell the same story during tracers.

Medical Equipment Management: HTM Programs, Cybersecurity, and FDA
Requirements

Source: https://healthcar efacilityhub.or g/medical -equi pment-management-htm-programs-cyber security-fda/
Published: March 18, 2026
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Direct answer: A hospital medical equipment management program—usually led by Healthcare Technology
Management (HTM) or clinical engineering—maintains an accurate inventory, performs risk-based preventive
and predictive maintenance, and documents that equipment is safe for patient care. CM'S Conditions of
Participation and Joint Commission Accreditation 360 (2026 Physical Environment chapter) expect written
processes, maintenance records, and competent operators, FDA’s Quality Management System Regulation
(QMSR), effective February 2, 2026, mainly governs manufacturers but changes what facilities should require
at procurement and during the device lifecycle.

Related: Facility maintenance programs - Healthcare cybersecurity and medical-device 0T - Construction
ICRA / ILSM

What HTM Owns in the Hospital

Healthcare Technology Management is the discipline—aligned with AAMI and clinical engineering
practice—that keeps medical devices available, calibrated, and safe. Facility managersrarely run HTM day to
day, but you share survey heat: broken equipment in clinical zones, missing PM stickers, and “we'll tag it out
later” workflows show up as Environment of Care findings.

A credible program spans inventory control, maintenance scheduling, incident response for device failures,
operator competency support, and coordination with supply chain on capital replacements. It should tie into
your broader healthcare regulatory compliance structure so the same documentation satisfies CM S, state
survey, and accreditation reviews.

Inventory and Risk-Based Maintenance Planning

Start with a single authoritative equipment list: location, asset tag, manufacturer, model, serial number,
criticality, and maintenance owner. Criticality should reflect patient harm if the device fails—not just purchase
price. Ventilators, infusion pumps, defibrillators, and anesthesia machines belong in a different tier than
non-patient-care peripherals.

Preventive maintenance

Preventive maintenance follows time- or usage-based intervals from manufacturer instructions for use (1FU),
service manuals, or validated in-house procedures. The godl is predictable uptime and early detection of wear.
Align HTM PM cadence with facility-wide preventive maintenance so critical infrastructure and clinical
devices are not on conflicting schedules.

Predictive maintenance and condition monitoring

Predi ctive maintenance uses measurements—hbattery cycle data, self-test logs, vibration, temperature, or OEM
remote diagnostics—to schedule work before failure. It fits high-utilization assets where a missed PM window
creates immediate patient risk. Document the trigger thresholds and who reviews aerts; surveyors want
evidence the program is active, not a spreadsheet from last year.
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Work orders, tagging, and removal from service

Every completed PM, repair, calibration, and safety check needs a traceable work order. Equipment that fails
inspection or poses an immediate risk must be physically tagged out and removed from patient care areas until
cleared. “Do not use” tags without a corresponding work order are a common deficiency in state health
department surveys.

Alternate Equipment Management (AEM)

Alternate Equipment Management allows a hospital to maintain certain devices on an interval or method
different from the manufacturer’ s recommendation when justified by data and policy. CM S and accrediting
organizations permit AEM only when the organization can show equivalent safety through risk analysis,
historical performance, and medical staff oversight where required.

Practical AEM steps: classify equipment by risk; define which categories are eligible; compare failure rates and
PM findings against OEM schedules; obtain medical staff input for high-risk classes; write the AEM policy;
and revalidate on a fixed cycle or after significant incidents. Devices under FDA recall, life-support equipment,
and items with explicit OEM prohibitions on interval changes usually stay on strict IFU maintenance.

CMS Conditions of Participation

M edi care-participating hospitals must maintain equipment used in patient care in safe operating condition.

CMS expects an organized program—not ad hoc fixes—including inventory, preventive maintenance, handling
of malfunctioning equipment, and records that prove work occurred. Those expectations sit inside the hospital’s
Environment of Care obligations described in our CMS Conditions of Participation: Environment of Care
requirements overview.

State survey agencies enforce CoPs on unannounced visits. HTM documentation should be retrievable within
minutes: PM completion rates by criticality tier, overdue items with mitigation plans, competency records for
specialized devices, and evidence unsafe equipment was removed from service.

Joint Commission Accreditation 360 (2026)

Joint Commission Accreditation 360 took effect January 1, 2026, consolidating Physical Environment
expectations—including medical equipment management—into a unified PE chapter. Surveyors still trace the
same operationa truths: inventory accuracy, PM compliance, safe medical equipment, and competent use.
What changed for many organizations is how standards are grouped and how documentation is presented under
the new framework, not the underlying requirement to prove devices are maintained.

Read our Joint Commission Accreditation 360: 2026 Physical Environment standards explainer for chapter
structure. Documentation still has to prove the program works even as Joint Commission de-emphasizes certain
standal one written Environment of Care plan binders under the 2026 Physical Environment framework.

Official standard text and survey methods remain on jointcommission.org. Crosswalk HTM metrics into your
safety committee agenda the same way you would fire drill trends or utility testing.

FDA QMSR: What Changes for Hospitals as Device Users
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On February 2, 2026, FDA’ s Quality Management System Regulation (QM SR) replaced the prior Quality
System Regulation (QSR), aligning manufacturer quality systems with 1SO 13485:2016. QM SR is binding on
device manufacturers and specification developers—not on hospitals as end users. Y our compliance leverageis
indirect but real: procurement, contract language, incoming inspection expectations, software update
coordination, and adverse event reporting when device performance or security affects care.

When buying connected devices, ask manufacturers how their QM SR program covers software lifecycle
control, cybersecurity risk management, and post-market surveillance. Maintain internal procedures for
receiving FDA safety communications, evaluating impact on your inventory, and documenting remediation
timelines. User facilities report certain device-related deaths and serious injuries through FDA's MedWatch
program (fda.gov/medwatch).

Network-connected device security belongs in HTM governance but the technical depth livesin your enterprise
cybersecurity program and the related Hub article linked above. HTM should still hold the asset inventory that
cybersecurity and IT rely on.

Professional Resources and Cross-Links

AAMI publishesHTM standards and education used daily in hospitals—see aami.org. CM S publishes
Conditions of Participation and interpretive guidance at cms.gov. FDA device regulation and safety reporting
resources sit at fda.gov.

FAQ
Who should own the hospital medical equipment management program?

Most acute care hospital s assign operational ownership to HTM or clinical engineering, with accountability
shared by the chief nursing officer or chief medical officer for clinical use and by facilities or safety leadership
for Environment of Care integration. |'T and cybersecurity participate for networked devices, but PM,
calibration, and safety testing stay with HTM unless contractually delegated to qualified vendors with audited
performance.

What recordsdo CM S and Joint Commission surveyorsask for first?

Surveyors typically request the equipment inventory, PM schedules and completion logs, overdue PM lists with
risk mitigation, repair and calibration records, evidence of remove-from-service tagging, and training or
competency documentation for high-risk devices. Keep AEM approvals, medical staff review minutes, and
recall response logs alongside standard PM files.

When is alter nate equipment management (AEM) acceptable?

AEM is acceptable when your policy defines eligible device classes, a multidisciplinary risk assessment
supports the alternate interval or method, data show equivalent or better safety outcomes, and medical staff
input is documented where required. High-risk and life-support devices generally remain on manufacturer |FU
mai ntenance unless your evidence and governance are exceptionally strong.

Does FDA QM SR require our hospital to implement 1SO 13485?
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No. QM SR applies to manufacturers marketing devices in the United States. Hospital s should understand
QM SR so procurement and lifecycle management demand appropriate manufacturer controls—especially for
software updates and security—but your internal program remains anchored in CMS, state law, Joint
Commission or other accreditation, and AAMI-aligned HTM practice.

How does Accr editation 360 change medical equipment surveysin 2026?

Accreditation 360 reorganized Physical Environment standards effective January 1, 2026. Expect the same
operational proof points—inventory, PM compliance, safe equipment, competent operators—presented within
the unified PE chapter. Update cross-referencesin internal audit tools and train frontline staff on where HTM
evidence livesin your revised compliance matrix.

Should HTM include cyber security tasks?

HTM should maintain accurate device identity data (model, firmware, network attachment) and coordinate
patch windows with clinical leaders and IT security. Technical controls, monitoring, and incident response
procedures should align with your enterprise cybersecurity program; our dedicated medical-device
cybersecurity article covers that scope.

Healthcare Facility Maintenance Programs: Preventive, Predictive, and
Reliability-Centered Strategies

Source:
https: //healthcar efacilityhub.or g/heal thcar e-facility-mai ntenance-programs-preventive-predictive-reliability/
Published: March 18, 2026

Updated September 30, 2026.
Takethistothejob site.

This article as a one-page field sheet — the direct answer, the key numbers, and the checklist. Free PDF, prints
clean, works offline.

Download the field sheet (PDF)
Email it to me instead

Direct answer: Healthcare facility maintenance programs combine preventive maintenance (scheduled tasks
from manufacturer and code requirements), predictive maintenance (condition monitoring before failure), and
reliability-centered maintenance (RCM—prioritizing tasks by how equipment fails and what it protects). In
hospital's, the mix should follow asset criticality: life-safety and utility systems that affect patient care need
documented PM, trend data, and failure-mode logic that surveyors can trace to CM S Conditions of Participation
and The Joint Commission’s Physical Environment (PE) chapter under Accreditation 360.

M aintenance connects codes, design standards, and care delivery. A mature program produces defensible work
orders, ingpection records, and capital justification when deferred work stacks up. For the broader operating
model, see Head thcare Facility Management: The Complete Professional Guide (2026).

Three maintenance strategies—and what they mean in a hospital
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Preventive maintenance (PM)

PM istime- or cycle-based care: filter changes, belt inspections, fire damper exercises, generator load tests,
medical gas outlet checks, and door hardware adjustments on a calendar. PM does not guarantee reliability, but
it satisfies alarge share of code-driven expectations when tasks match the asset list and frequencies aretied to
manufacturer instructions, internal policy, and applicable standards.

In healthcare, PM isthe baseline for survey readiness. Missing PM on a utility or life-safety asset is easier for a
surveyor to cite than an ambiguous “we watch it.” Y our CMM S should show who performed the work, when,
and what was found—not a checkbox without evidence.

Predictive maintenance (PdM)

PdM uses condition data—vibration, ultrasound, infrared thermography, oil analysis, BMS trend logs, electrical
signature analysis—to schedule intervention before functional failure. It fits rotating equipment, switchgear,
steam systems, and large air-handling units where shutdowns are costly and failure modes are gradual.

PdM does not replace code-required PM on life-safety systems; it complements PM on heavy mechanical and
electrical loads. Trend data should still spawn CMMS tasks with named owners and due dates—not dashboard
noise.

Reliability-centered maintenance (RCM)

RCM asks: What does this asset do for patient care and safety? How doesiit fail? What is the consequence?
Only then do you choose PM, PdM, run-to-failure, or redesign. RCM is how you avoid blanket PM on every
component and still defend critical paths—OR supply air, isolation exhaust, emergency power, medical
air/vacuum, fire alarm notification, and water systems that support infection control.

RCM documentation belongs in your maintenance program narrative: criticality ranking, failure modes,
selected tasks, and review triggers (after a sentinel event, major flood, or repeated nuisance alarms). That
narrative aligns with how accreditors expect you to manage utilities and the physical environment, not just
individual work orders.

Where each strategy fits by system

Life-safety systems

Fire alarm, sprinkler, smoke control, fire doors, and egress components are governed primarily by NFPA 101
and related NFPA documents as adopted by your authority having jurisdiction. PM frequencies often come
from NFPA 25 (water-based fire protection), NFPA 72 (fire alarm), and manufacturer requirements. Predictive
techniques are limited here; the strategy is disciplined PM, impairment procedures, and interim life safety
measures when systems are down.

Map tasks to your life-safety drawings and compartmentation logic. Our overview of NFPA 101 Life Safety
Code for Healthcare: Means of Egress, Fire Compartments, and Smoke Barriers hel ps tie maintenance back to
barrier integrity and egress—not just “annual fire alarm test.”

HVAC and ventilation

Patient care ventilation in hospitalsistied to ANSI/ASHRAE/ASHE Standard 170, referenced through the FGI
Codes for Planning and Design. The 2026 FGI Codes and Handbooks (released August 2026) separate
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enforceable minimums from handbook guidance; maintenance programs should reference the edition your state
or internal standards adopt, especially for pressure relationships, filtration, and outdoor air.

PM coversfilters, belts, coils, damper operation, and room pressure verification. PdM fits fans, motors, and
chillers. RCM prioritizes OR suites, isolation rooms, pharmacy clean spaces, and areas where ventilation failure
affectsinfection control or sedation practices.

Medical gas and clinical utilities

Medical gas, vacuum, and related piped systems fall under NFPA 99 risk categories and source-specific
requirements. PM includes outlet testing, alarm checks, dew point monitoring on compressed air, and source
equipment per manufacturer and code. RCM treats Category 1 spaces and critical care dependencies differently
than general nursing units.

See NFPA 99 Hedlth Care Facilities Code: Risk-Based Approach to Medical Gas, Electrical, and Fire Systems
for how risk categories should drive testing depth—not one generic checklist campus-wide.

Electrical and emergency power

Electrical maintenance spans switchgear, transfer switches, generator fuel stability, battery systems, and ground
fault testing where required. PM is code- and manufacturer-driven; PdM (infrared, partial discharge where
applicable) targets gear that cannot fail quietly. RCM links each panel and transfer path to life support, OR,
imaging, and egress lighting loads.

Building envelope and infrastructure

Roofs, facades, windows, and below-grade waterproofing fail slowly until they flood a unit or drop ceiling tiles
into a sterile corridor. PM includes seasonal inspections and drain clearing; PAM may use moisture mapping or
thermal scans. Feed findings into capital planning with condition scores and photo evidence, not ad hoc email
threads.

Regulatory framing: CMS, Joint Commission PE, and documentation

M edicare-participating hospitals must meet CM S Conditions of Participation for the physical environment,
including provisions that require a safe, sanitary environment and proper maintenance of facilities and
equipment (see 42 CFR 8482.41 and related tags your state agency applies). Maintenance
evidence—inspections, testing, repairs, and management of utility systems—shows up in CMS surveysandin
accreditation surveys when Joint Commission is deemed.

Since January 1, 2026, Accreditation 360 consolidated former Environment of Care and Life Safety content into
the Physical Environment (PE) chapter for hospitals and critical access hospitals, with some former EC material
in National Performance Goals. Numbers changed; expectations did not: written programs, utility management,
life safety compliance, and traceable documentation.

For PE structure and survey habits, use Joint Commission Accreditation 360: The 2026 Physical Environment
Standards Explained alongside CM S Conditions of Participation: Environment of Care Requirements for
Hospitals. Update binders and CMMS labels to PE references, but keep the same underlying logs—generator
tests, fire door inspections, medical gas records, water management action items.
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Environment of Care rounds remain the field verification layer. Rounds catch what CMM S will not: blocked
extinguishers, corridor clutter, leaking valves, and interim life safety measure drift. Protocolsin Environment of
Care Rounds: Inspection Protocols, Documentation, and Corrective Action Tracking should feed work orders
with owners and due dates, not one-off emails.

CMMS, condition monitoring, and failure-mode thinking

A CMMS s your system of record: asset registry, PM schedules, corrective work, parts, labor, and attachments
(photos, test sheets, certificates). Without an accurate asset hierarchy, PM isfiction. Tag assetsto location,
criticality, applicable code references, and warranty terms.

Condition monitoring tools—BMS alarms, power meters, leak detection, door position switches—should create
or enrich work orders when thresholds breach, not sit on a dashboard nobody watches. Define who triages
aarms, escalation paths, and after-hours rules for utility failures.

Failure-mode thinking prevents two common mistakes: over-maintaining |ow-consegquence equipment and
under-documenting single points of failure. For each critical asset, document dominant failure modes, detection
method (operator report, alarm, PdM), default task (PM/PdM/replace), and maximum allowable downtime
before patient care or life safety is affected.

Building or maturing a program

Inventory and criticality

Start with an asset inventory validated in the field—not only what was commissioned. Rank by patient impact,
life-safety role, redundancy, lead time for repair, and regulatory testing burden. Criticality drives PM depth,
spare parts stocking, and after-hours response.

PM frequencies and libraries

Build PM templates from manufacturer literature, NFPA and ASHRAE task lists where applicable, and
in-house history. Review frequencies after repeat failures or near-misses. Align with HTM where clinical
engineering owns the asset; keep boundaries clear between medical devices and facility-owned utilities.

KPIs that matter to leadership

Track PM completion on time, corrective backlog age, repeat work order rate on the same asset, impairment
duration for life-safety systems, mean time to restore critical utilities, and percent of findings closed from
rounds within policy deadlines. Pair operational KPIswith condition indices from facility assessments so
deferred maintenance dollars have numbers behind them.

Continuous readiness

Crosswalk PE standards to program documents, utility management plans, and training records. Maintenance
K PIs should show up in the same compliance reviews as clinical Environment of Care metrics—not a separate
binder.

Practical priorities for the next quarter
» Reconcile CMMS asset list with life-safety drawings and medical gas zone valves.
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« Map top twenty critical assetsto failure modes and required task types (PM, PdM, or run-to-failure with
justification).

 Update program manuals and inspection forms to PE numbering while preserving historical records.

* Close theloop from EC rounds to CMM S with accountable owners.

» Confirm which FGI and NFPA editions your state and internal standards reference for ventilation and
medical gastesting.

Frequently asked questions

Does Accreditation 360 reduce how much maintenance documentation we need?

No. PE reorganizes and renumbers standards; it does not eliminate underlying CM S expectations for a safe
physical environment and maintained utilities. Expect the same types of inspection logs, PM records,
impairment documentation, and utility management evidence—organized to match PE and crosswalked from
former EC/LS references.

When should we use predictive maintenance instead of preventive maintenance?

Use PdM when failure is gradual, early detection isreliable, and the cost of unplanned downtime or collateral
damage exceeds monitoring cost—large HVAC, chillers, major switchgear, and selected pumps. Do not swap
PdM for code-required PM on fire protection, emergency power exercisers, or medical gas source testing unless
your authority having jurisdiction explicitly allows an equivalent approach.

How does RCM differ from criticality ranking?

Criticality ranking tells you how important an asset is. RCM adds failure modes, consequences, and task
selection so you do not apply the same PM package to every component on acritical skid. RCM should produce
awritten rationale surveyors and operators can follow.

What should a surveyor-ready PM record include?

Asset identification, location, date, procedure reference, technician qualification, measurements or pass/fail
results, deficiencies found, corrective work order linkage, and supervisor review when your policy requiresit.
Attach source documents (vendor reports, test forms) rather than summarizing from memory.

How do the 2026 FGI Codes affect an existing maintenance program?

FGI 2026 primarily drives planning, design, and renovation minimums; it does not replace NFPA or CMS
maintenance rules. Use FGI 2026 with Standard 170 to validate ventilation maintenance and room performance
after projects, and confirm which edition your state adopts for compliance discussions on new work.

Should clinical engineering and facilities share one CMMS?

They can share a platform or integrate workflows, but ownership boundaries must be clear. Facility
maintenance owns building utilities and life-safety infrastructure; HTM owns medical devices under their
program. Shared tagging, locations, and work order routing prevent gaps at outlets, panels, and rooms where
both teams touch the same space.
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