
Significant Legislative Rule Analysis 
 Chapter 246-320 WAC 

A Rule Concerning  
Hospital Licensing Regulations (Construction Standards Only) 

January 2015 
 

 
 
Describe the proposed rule, including a brief history of the issue, and explain why the 
proposed rule is needed. 
The proposed rules amend chapter 246-320 WAC and adopts by reference the 2014 edition of 
the Guidelines for Design and Construction of Hospitals and Outpatient Facilities (2014 
Guidelines), which is considered the national consensus code for the hospital construction 
industry. The current rules adopt the 2010 edition of the Guidelines for Design and Construction 
of Health Care Facilities by reference (2010 Guidelines).  Both documents are published by the 
American Society for Healthcare Engineering (ASHE) of the American Hospital Association.  
The proposed rule would apply only to new construction and renovation projects submitted after 
the effective date of the rule. 
 
The 2014 Guidelines are nationally recognized and were developed by the Facilities Guidelines 
Institute (FGI) with assistance from the U.S. Department of Health and Human Services 
(DHHS).   The 2014 edition is the latest in its 67-year history.  The guidelines change to keep 
pace with evolving health care needs and are in response to requests for up-to-date guidance 
from health care providers, designers and regulators.  Nationally, 42 states have adopted these 
guidelines in some version/form as the minimum health care construction guidelines for health 
care facilities. 
 
These guidelines are updated every four years.  The newest edition was published April 2014.  
The 2014 Guidelines represent the most up-to-date industry construction standards for 
constructing and renovating hospitals.  In order for the Department of Health (department) to use 
the updated guidelines, the 2014 edition must be incorporated into the construction standards 
sections of the hospital licensing rules.   
 
In addition to adopting the 2014 edition, the proposed rules also include proposed amendments 
to the national consensus code referred to as the Washington state amendments.  These 
amendments reside in WAC 246-320-600 and also need to be revised to correlate with the new 
edition.  These changes are generally proposed by the state program and the public, and are 
vetted by the advisory committee. Amendments modify the national consensus code to better 
meet Washington State’s needs.  These amendments include least burdensome alternatives, 
modifications to clarify the standard, and modifications that promote consistency between state 
and federal rules. 
 
In addition, the current hospital licensing regulations reference the 2000 edition of The Life 
Safety Code, published by the National Fire Protection Association.  This code is adopted by the 
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Centers for Medicaid and Medicare Services (CMS) as a condition of participation for certain 
Medicare and Medicaid-participating facilities.  CMS has stated their intent to move to a newer 
version of this document.  The department is proposing to update our reference to be consistent 
with the federal requirements. 
 
Is a Significant Analysis required for this rule? 
 
Yes, as defined by RCW 34.05.328 portions of the proposed rule require a significant analysis. 
 
 
Clearly state in detail the general goals and specific objectives of the statute that the rule 
implements. 
The underlying purpose of RCW 70.41.030 is to ensure the safe and adequate care and treatment 
of patients in hospitals within Washington State. 
 
The rule implements the statute’s objectives by: 
 
A.  Establishing and adopting minimum standards and rules pertaining to the design, 

construction, maintenance, and operation of hospitals. 
 
B.  Amending such rules as are necessary in the public interest. 
 
C.  Amending such rules in order to maintain adequate minimum standards pertaining to the 

construction, maintenance, and operation of hospitals. 
 
Explain how the department determined that the rule is needed to achieve these general 
goals and specific objectives.  Analyze alternatives to rulemaking and the consequences of 
not adopting the rule. 
Adopting the newest edition of the national consensus standard (2014 Guidelines) will ensure 
adequate minimum public health standards for the design and construction of licensed hospitals. 
 
By adopting the 2006 version of the guidelines in 2008, the department, as well as stakeholders, 
understood that the guidelines would be updated every four years.  These proposed rules 
represent the department’s commitment to maintaining current industry standards. 
 
The department has assessed and determined that there are no feasible alternatives to rulemaking 
because minimum standards for the construction, maintenance, and operation of licensed 
hospitals must be enforceable, and therefore must be in rule.  If we do not adopt the proposed 
rules, the current rules do not address evolution of healthcare practice, including new treatment 
modalities and new construction methods. 
 
Explain how the department determined that the probable benefits of the rule are greater 
than the probable costs, taking into account both the qualitative and quantitative benefits 
and costs and the specific directives of the statute being implemented. 
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The main probable benefit of this rule is ensuring that hospitals are designed and constructed in a 
manner that will comply with current standards.  Current standards respond to the rapidly 
changing landscape of healthcare.  New treatments, new technologies, and new practices are 
constantly being implemented.  As standards are revised, they respond to the challenges and risks 
inherent with new procedures. Some of the more significant technical benefits are described 
below in the major changes to the 2014 Guidelines.  Other practical benefits include 
modifications to the rule that make them more clear and understandable.  
 
 
WAC 246-320-500 Applicability of WAC 246-320-500 through WAC 246-320-600 
 
The proposed rule would adopt the 2014 Guidelines, replacing the existing 2010 Guidelines.  
The 2014 Guidelines experienced a title change this cycle, reflecting that the residential 
healthcare portions of the previous edition have been published in a separate volume.  The FGI 
committee also considered many publically proposed changes to the 2014 Guidelines.  Based on 
accepted proposals and multidisciplinary discussions, the 2014 Guidelines provides new material 
as well as revised text.  In general, the content of this edition is arranged in four parts that group 
similar facility types together. Major additions and revisions are discussed, per part, in the 
following paragraphs.  A complete electronic version of the guidelines is available online at 
www.fgiguidelines.org for more thorough review.  The cost impacts of these changes are broadly 
addressed in the Cost Benefit Summary portion of the review below. 
 
Part One of the guidelines sets forth major scoping provisions, planning requirements and overall 
site and equipment requirements.  The background material was revised in this version to remove 
application and interpretation material.  This revision removed unenforceable language that 
prevented many jurisdictions from adopting newer versions of the guideline.  This also 
coordinates more closely with the International Code Council’s building and fire codes, which 
are also adopted by the state of Washington.  This version clarifies the application of new 
construction standards, eliminating potential retroactive requirement that would be burdensome.  
Major changes were also made to delete non-essential requirements by eliminating over 400 
references to the functional program.  While the functional program is an essential planning and 
communication element, determination of risk has been left to the new requirements for Safety 
Risk Assessments (SRAs.)  The SRA is a new, multi-disciplinary approach to identify and 
mitigate hazards in the healthcare environment.  Many of the actions, determinations and 
judgments made in this document were previously addressed in the functional program or the 
infection control risk assessment.  The new SRA is an owner-driven assessment that takes a 
proactive, performance based approach to hazards within the built environment.  Finally, Part 
One comprehensively addresses the need for bariatric provisions within healthcare facilities.  
While the individual facilities determine if and where bariatric care is provided, this document 
will describe how those units should be constructed. 
 
Part Two of the guidelines deals with general hospitals as well as specialized 24-hour care 
facilities, such as children’s hospitals and psychiatric hospitals.  Major changes to Part Two 
include a requirement to ensure that mission critical technology equipment be provided with 
appropriate back-up power. Also, elevator cab sizes are increased to accommodate the movement 
of beds and equipment. Most significant is the reorganization of three new chapters:  children’s 
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hospitals, freestanding emergency facilities, and critical access hospitals.  The material in these 
new chapters was largely covered by the 2010 Guidelines.  The new chapters are easier to use 
and provide updated content.  The children’s hospital chapter outlines requirements for pediatric 
acute care facilities. The freestanding emergency facility chapter relocates previous requirements 
into a separate chapter and provides updated requirements.  The critical access hospital chapter 
will be particularly helpful for identifying the minimum requirements for facilities with a limited 
scope of service.  New content was added to address updated treatment modalities such as hybrid 
operating rooms, proton therapy, and radiosurgery. 
 
Part Three addresses the wide variety of outpatient facilities.  The most significant changes were 
made to the ambulatory surgery requirements.  Previous versions of the guidelines have used 
anesthesia levels to drive room requirements rather than the acuity of the procedure.  Also there 
was considerable confusion over the use of the terms “procedure room” and “operating room.”  
The 2014 version seeks to resolve those issues by redefining the terms “invasive” and “non-
invasive” and now refers to a single operating room size.  The result is a clearer, more 
enforceable language that provides a minimum standard for patient safety.  Lower level 
procedures may be provided in the correspondingly smaller procedure room.  A new chapter on 
dental facilities has been provided, which will be helpful for those hospitals adding that scope of 
services under their license. 
 
Many other changes have been made that affect both Parts Two and Three of the guidelines.  
Layout of the surgical suite has been revised to accommodate more flexible designs.  New 
direction has been given on the location of hand-washing sinks that allows for more efficient 
placement.  Sub-sterile rooms have been eliminated as a requirement in operating suites.  The 
facility requirements for on-suite sterilization have been modified to match current practice 
guidance.  Corridor width requirements for egress are left to the building code to determine.  
New provisions for electroconvulsive therapy have been provided.  The most significant change 
has been new focus on medication safety.  The 2014 Guidelines have developed new 
requirements for the space where medications are dosed and prepared, calling them “medication 
safety zones.”  These requirements are intended to support safe medication use systems and 
reduce medication errors.  Requirements include workspace size, lighting, and privacy 
provisions.   
 
Finally, Part Four of the guidelines addresses the ventilation requirements for healthcare 
facilities.  This section of the guidelines adopts the ANSI/ASHRAE/ASHE 170 document as 
published by the American Society of Heating, Refrigerating and Air Conditioning Engineers.  
The standard sets requirements for the layout and performance of the ventilation and 
environmental controls within healthcare facilities.  The most significant change in this part is 
the reduction of air change rates inside of patient rooms, thereby significantly reducing operating 
costs for facilities. 
 
WAC 246-320-505 - Design, construction review, and approval of plans.

 
This section was primarily amended to clarify the process of completing a construction review 
project.  Sections were rearranged, divided and titled to reflect the logical process flow of a 
construction project.  These are identified as non-significant changes.   
 

Rev. January 2014  4 



However, there is one proposed technical change that could have some fiscal impact.  The 
proposal is to add the requirement to verify the capacity of infrastructure systems, such as 
electrical, mechanical and plumbing, to accommodate the planned load.  A commenter stated that 
currently designers and planners sometimes miss this step, especially during renovations.  
Designers should provide due diligence to ensure that the systems will support the new plan. For 
small projects this could be a simple visual verification with no cost impact.  More sophisticated 
electrical power models reportedly cost between $1,000 to $1,500 per project.  Plumbing, 
medical gases and vacuum systems, and mechanical load calculations are typical functions based 
on design practice; therefore, there is no additional cost.  Practically, since most designers do this 
already, the cost impact is thought to be minimal. 
 
WAC 246-320-600 – Washington State amendments.   
 
This section of the rules outlines the proposed Washington amendments to the 2014 Guidelines 
document.  The proposed amendments, which have been coordinated and incorporated through a 
public stakeholdering process, either exclude non-applicable sections of the guidelines or have 
minor alterations / amendments to further coordinate with other state and local rules. 
 
Department staff has participated at the national level in the development and updating of the 
guidelines.  As a result, most of the Washington State amendments to the 2010 Guidelines 
(WAC 246-320-600) have now been incorporated into the 2014 Guidelines.  Those amendments 
that were not incorporated in the 2014 Guidelines will be retained in WAC 246-320-600 - 
Washington State Amendments.  (See Attachment A for a description of the amendments, their 
origin, and justification for their existence.)   
 
The following table outlines a high level cost estimate of the state amendments.  Where 
estimated per-unit costs are presented, the estimates come from either the hospital industry or the 
proponents of individual changes.  This data was validated by department construction review 
staff based on historical experience and also the use of established construction cost metrics, 
such as the RS Mean Building Construction Cost Data (2014 Edition). The scope of new 
construction and renovation projects varies widely.  When considering cumulative impact, the 
overall costs are indeterminate because there is no way to know which projects will include all or 
any of the changes listed below. There are a few changes that increase costs, but others that will 
reduce costs.  When viewed as a whole, the department’s position is that these amendments will 
result in a net reduction, therefore will not result in costs that exceed the minor cost threshold for 
hospitals which is $643,8241.   
 
Description Effect Approximate Cost Impact 
Limiting handrails to one side of the 
corridor 

Reduce -$30 per ft 

Lenses on up-light fixtures Add +$40 per fixture 
Eliminate staff lounge nurse call device Reduce -$500 per lounge 
Eliminate current state exception and 
require hand-washing sinks in new patient 

Add +$2,000 per sink 

1 NAICS 2011 data,  Industry Code 6221 “General Medical Hospitals” 
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toilet rooms consistent with 2014 
Guidelines 
Reduce MRI room clearance Reduce -$4,500 per unit 
Reduce CT room clearance Reduce -$4,500 per unit 
Reduce pre-operative aisle width Reduce -$2,000 per bay 
Eliminate state exception and require 
ducted returns in some outpatient clinics. 

Add + Approximately $2 per sf. (+15% of 
mechanical cost) for the median range 
building cost. 

 
Cost Benefit Summary 
The 2014 Guidelines are a consensus standard that has been developed at the national level.  This 
new version has hundreds of changes.  When taken as a whole, the net result is a nominal 
increase in construction cost.  The department has consulted several external sources, including 
construction experts who have studied the impact of these changes. The initial perspective from 
these sources is that the increase in cost due to the collective changes between 2010 to 2014 
versions would be less than 2%.  Several parties have noticed that changes to the 2014 
Guidelines will result in ongoing operational and maintenance cost savings to facilities.  These 
ongoing cost savings have not been adequately quantified. 
 
Primarily, the proposed amendments to the 2014 Guidelines are provided to clarify language and 
existing required processes.  Although there are a few changes, as illustrated in Attachment A, 
which could result in nominal compliance costs, the amendments also will result in cost savings 
to hospitals.  Many of the proposed changes amend the process for hospitals to follow during the 
design phase and may not actually result in “new or additional costs.”   
 
Note that a new hospital construction project has a total construction cost valuing in the tens of 
millions of dollars.  The most recent replacement hospital project (submitted in 2014) has a 
construction budget of 25 million dollars.  Replacement facilities and new hospitals are relatively 
rare.  Many of the costs associated with the previous table will not be realized by facilities 
because they are not adding or renovating those areas in a hospital. 
 
In conclusion, while the proposed changes to the guidelines and Washington state amendments 
may result in a nominal increase in total cost of constructing and renovating hospitals, the benefit 
of ensuring hospitals are constructed in compliance with the latest industry standards outweigh 
these costs.  Therefore, the total probable benefits of the rule exceed the total probable costs.   
 
Identify alternative versions of the rule that were considered, and explain how the 
department determined that the rule being adopted is the least burdensome alternative for 
those required to comply with it that will achieve the general goals and specific objectives 
state previously. 
Description of alternatives considered 
 
Department staff worked closely with constituents and the public to minimize the burden of these 
proposed rule revisions.  For example, the department offered stakeholders multiple 
opportunities to provide suggested rule changes and comments.  During open public rules 
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workshops, some alternative versions of the rules were given to the department and after careful 
consideration, were rejected.  Numerous rule language options were rejected due to their lack of 
clarity and the higher burden they would place on affected parties.  Many of these options were 
rejected because the concept was already appropriately addressed in the standard.  Some options 
were excellent alternative methods, but would not fit a broad range of facility types. 
 
Example #1: 
Alternative A (original language WAC 246-320-500(1)) 
The services of a consulting engineer registered under chapter 18.43 RCW may be used for the 
various branches of work where appropriate. 
 
Alternative B (proposed language) 
The services of a consulting engineer registered under chapter 18.43 RCW must may be used for 
the various branches of work where appropriate excluding minor alterations. 
 
In this example, changing rule language from “may” to “must” would limit a facility’s flexibility 
to use architects or engineers where appropriate to the scope of work.  This concept is regulated 
by the professional practice standards and practically managed by liability concerns.  The 
proposed language was rejected due to the burden this would place on facilities and the fact that 
the rule already adequately addressed the concern.    
 
Example #2 
Alternative A (proposed language) 
Require an emergency call device at all patient, public, and staff hospital toilets. 
 
Alternative B  
Appendix note: 1.2-3.8.2.1  The security portion of the safety risk assessment should consider 
the placement of emergency call devices in public and staff toilets. 
 
In this example a potential risk was identified, but the frequency of the risk could not be 
quantified.  The proponent also proposed adverse event tracking for this circumstance, but that 
was not within the scope of the rules that are open.  Several facilities came forward with 
concerns over potential adverse impacts to patient care: cost vs. benefits and scoping.  An 
alternative recommendation is proposed that asks facilities to consider this risk as part of the 
design risk planning assessment. Alternative A was rejected due to the burden this would place 
on facilities. 
 
Example #3 
Alternative A (proposed language) 
FGI 1.2-3 and 1.2-5.4.2.2  In renovated areas, the Authority with Jurisdiction may provide 
exceptions for remodeled areas that cannot meet the requirements in association with bariatric 
accommodations including the associated path of egress to reach these areas. 
 
Alternative B 
1.1-6.3 Authorities adopting these standards as codes may approve plans and specifications that 
contain deviations if it is determined that the applicable intent or objective has been met. 
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In this example, Alternative A was proposed in order to provide relief for existing facilities 
where compliance with the letter of the rule would be impractical.  The existing language in 
Alternative B provides the department with the authority to make those kinds of determinations.  
In this case, Alternative A was rejected because the concept was already appropriately addressed 
in the standard.  
  
Least burdensome determination 
 
The department’s stakeholdering process encouraged affected parties to: 

• Identify burdensome areas of the rules the 2014 Guidelines created;  
• Propose initial or draft rule changes and guideline amendments, and  
• Refine those amendments.   

Proposed rule changes and guideline amendments went through several stages of edits, review, 
discussion and then further refinement before arriving at the final proposal.  The end result of 
this process are proposed changes that will provide increased rule clarity and ultimately be less 
burdensome than the original proposed standards. 
 
Determine that the rule does not require those to whom it applies to take an action that 
violates requirements of another federal or state law.   
The rule does not require those to whom it applies to take an action that violates requirements of 
federal or state law. 
 
Determine that the rule does not impose more stringent performance requirements on 
private entities than on public entities unless required to do so by federal or state law. 
 
The department determined that the rule does not impose more stringent performance 
requirements on private entities than on public entities. 
 
Determine if the rule differs from any federal regulation or statute applicable to the same 
activity or subject matter and, if so, determine that the difference is justified by an explicit 
state statute or by substantial evidence that the difference is necessary. 
 
The only area of overlap between state and federal regulation is the life safety requirements of 
The Life Safety Code.  This code reference is currently consistent with the code and edition 
referenced by federal regulations.   
 
Demonstrate that the rule has been coordinated, to the maximum extent practicable, with 
other federal, state, and local laws applicable to the same activity or subject matter. 
Yes, the rule is coordinated to the maximum extent practicable with other applicable laws, 
including other state and local rules.  The CRS program sits on the building code standards 
writing committees at the state and national level.  The scope of each document is coordinated, to 
the maximum extent practicable to avoid overlap and conflicting requirements.  Additionally, the 
federal laws for design and construction of health care facilities are adopted by the Center for 
Medicare/Medicaid Services, which supports the revision cycles of the guidelines.  Coordination 
occurs at the national level by a non-profit organization of multi-disciplinary industry experts.  
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The program worked with three other state agencies to present a coordinated response to federal 
rule-making activities that affect construction related issues. 
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