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FROM: Jeanne Moreau  
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SUBJECT: NFPA 99 HEA-ELS ROC TC FINAL Ballot Results (A11) 
 

 

The Final Results of the NFPA 99 ROC Letter Ballot are as follows:  

 

22  Members Eligible to Vote  

3  Not Returned (J. Dunn Jr, J. Meade, L. White) 

7  Negatives (W. Vernon IV, T. Easty, D. Jhonson, S. Lipster, M. Savage Sr.,  

             R. Smidt, J. Wiseman) 

1  Abstention (B. Klein) 

 

 

There are two criteria necessary to pass ballot [(1) affirmative 
2
/3 vote and (2) simple majority]. 

 

(1) The number of affirmative votes needed for the proposal/comment to pass is 12. 

(22 eligible to vote - 3 not returned - 1 abstentions = 18 × 0.66 = 11.88) 

 

(2) In all cases, an affirmative vote of at least a simple majority of the total membership 

eligible to vote is required. This is the calculation for simple majority: 

[22 eligible ÷ 2 = 11 + 1 = (12)] 

        

Reasons for negative votes, etc. from alternate members are not included unless the ballot from 

the principal member was not received. 

 

According to the final ballot results, all ballot items received the necessary 
2
/3 required 

affirmative votes to pass ballot. 
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99-41 3.3.96 Life Safety Branch (Log # 66 )

Negative

Lipster, S. The first sentence of the committee statement is troubling. What entity "gave" the jurisdiction for
essential electrical systems found in health care facilities to NFPA 99? If this occurred, where is the
documentation transferring this jurisdiction to NFPA 99? Why are changes being made by NFPA 99
consistently less restrictive than NFPA documents with broader jurisdictional scopes?

Removing the NEC Article 700 requirements from essential electrical systems is simply wrong. Please see
my vote and statement concerning Comment 99-112 (Log #80).

99-60 3.3.179 Wet Location (Log # 167 )

Negative

Easty, T. I disagree with the committee vote on this topic.  If you define an OR as a wet location, then I believe you effectively
have to include most other patient treatment areas of health care institutions.  This position is inconsistent and not defensible.

Vernon, IV, W. I disagree with the committee vote. To classify an OR as a wet location, you need to include other patient
treatment areas.

99-66 Chapter 4 (Log # 197 )

Negative

Klein, B. I maintain separating new requirements from existing requirements into separate chapters (as is
done in NFPA 101, Life Safety Code) is the clearest way of showing what should be tested when a facility is
built, or new equipment received, and what should be tested after facility is given certificate of occupancy, or
equipment has been used for some specified time.

99-68 Chapter 4 (Log # 295 )

Negative

Easty, T. I oppose this item.  It passes responsibility on to the organization and means that we are effectively "ducking" the issue.
Most health care institutions will not be able to resolve this effectively, and as mentioned above, if ORs are wet locations, then so are
many other treatment areas.  This is not logical.

Smidt, R. The committee was presented with two data based presentations that show clearly that operating rooms should not be
classified as wet locations unless there is a specific reason. I believe that Mr. Beebe’s Comment 99-80 (Log #121) would have been a
more prudent comment to accept. This change will serve to raise the cost of healthcare without any evidence of the need.

Vernon, IV, W. This is not logical as stated above if ORs are wet location then so are other treatment areas.

99-72 4.3.2.2.2.3 (Log # 259 )

Negative

Lipster, S. Redundant grounding is a long accepted keystone for patient electrical safety in health care
facilities. The proposal and comment speaks to legacy circuits installed in facilities before the requirements for
redundant grounding were instituted; these circuits do not have the benefit of a second installed equipment
grounding conductor and almost certainly rely on an aging, perhaps corroded raceway system for the only
circuit equipment grounding conductor. The ability of these circuits, serving patients,  to safely respond to an
overcurrent condition relies only on an aged raceway system. Under these conditions it seems very reasonable
to require annual testing to assure the single equipment grounding path is of low enough impedance to work
properly. Even though these circuits at very rare in today's health care environment, unfortunately it is still
deemed to costly to test these circuits periodically to assure safety.

Affirmative with Comment
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Wiseman, J. While it is not clear to us that outlet testing according to 4.3.4.1 will always find any problems in the ground path,
we do agree that no technical justification has been provided to support additional annual testing. We sense that the mood may be
that it is time to move away from acceptance of this long-grandfathered condition.  IF that is the goal of the committee, perhaps it
would make more sense to establish a future date by which all such installations will have had to be brought into compliance with the
base requirement.

99-76 4.3.2.2.8.1 (Log # CC300 )

Negative

Easty, T. It is not a good idea at all to consider the use of GFCIs in an OR environment.  These are far cheaper than isolated
power, and so many hospitals will use them where in fact there is compelling evidence that neither are needed.  This is a dangerous
recommendation.

Vernon, IV, W. I agree with Tony Easty's comment as this is a dangerous recommendation.

99-78 4.3.2.2.8.3 (Log # 4 )

Negative

Easty, T. I agree completely with this statement.  It is a completely accurate representation of the experience and risk in modern
ORs, and so I strongly oppose the committee's vote on this item.

Klein, B. See my Explanation of Negative on Comment 99-66 (Log #197).

Vernon, IV, W. I continue to believe that the committee has taken action that directly contradicts the documented evidence. This
comment and vote are typical for all of the wet location actions taken by the committee (I am pressed for time, and have not taken the
time to go through each and very one, but pretend like I have).

99-80 4.3.2.2.8.3 (Log # 121 )

Negative

Easty, T. I support this statement, which makes it clear that ORs should not be normally considered wet locations.

Smidt, R. I believe that Mr. Beebe made a vary valid comment that should have been accepted. The committee is not using
science when rejection this comment. There was a lot of emotion which does not make for very good code.

Vernon, IV, W. Strongly oppose. See Tony Easty's comments.

99-81 4.3.2.2.8.3 (Log # 174 )

Negative

Easty, T. I fully support this statement, which again is an accurate description of the hazards associated with wetness in ORs.  The
installation of isolated power in ORs will be a huge waste of time and money, and will achieve nothing for patient safety.

Vernon, IV, W. I support this statement. See Tony Easty's comment.

99-82 4.3.2.2.8.3 (Log # 302 )

Negative

Easty, T. It is unacceptable that we pass this issue off to the governing body, who are not competent to make this decision.  This
committee has dropped the ball on this point.

Vernon, IV, W. See Tony Easty's comment.

99-85 4.3.2.2.8.3 and A.4.2.2.8.3 (Log # 44 )

Negative

Easty, T. This is a fundamental misunderstanding of the electrical risks associated with fluid spillage.  Strongly oppose this vote.

Vernon, IV, W. Strongly oppose. See Tony Easty's comments.

Affirmative with Comment

Klein, B. Because of the variation of "procedures" in operating rooms, there is some problem in trying to
make the wording of proposal and comment  on this issue  applicable all the time. "Wet procedure location" is
dependent on procedure, and thus 'time-dependent.' Unfortunately, it is not practical to control procedures,
unlike the time when both flammable and non-flammable anesthetics were in use, and it was relatively easy to
control the type of anesthesia that could be used in an operating room.

2



Circulation Explanation Report for HEA-ELS   Comments Thursday, December 2, 2010
Document # 99

99-86 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 104 )

Negative

Easty, T. Strongly oppose.  Places unreasonable responsibilities on the institutions.  The committee is effectively ducking its
responsibilities in accepting this approach.

Vernon, IV, W. See Tony Easty's comments.

99-87 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 151 )

Negative

Easty, T. Strongly oppose for the reasons stated above.

Vernon, IV, W. See Tony Easty's comments.

99-88 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 163 )

Negative

Easty, T. Strongly oppose.  This analysis fails to consider the design of modern medical equipment and the isolation of the patient
from primary power sources, which makes the use of isolated power redundant.

Vernon, IV, W. See Tony Easty's comments.

99-89 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 168 )

Negative

Easty, T. Strongly oppose.  This issue has nothing to do with the quantity of equipment in the OR, each of whihc is independently
grounded.

Vernon, IV, W. See Tony Easty's comments.

99-90 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 173 )

Negative

Easty, T. Oppose, since this is inconsistent.  If an OR is a wet location, then so too are most other areas of the hospital.  This issue
will not go away and the committee will now find itself embroiled in constant challenges to this approach.

Vernon, IV, W. See Tony Easty's comments.

99-91 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 175 )

Negative

Easty, T. Oppose.  ORs are not normally wet environments and to claim otherwise is very misleading.

Vernon, IV, W. See Tony Easty's comments.

99-92 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 176 )

Negative

Easty, T. This issue is not whether GFCIs or isolated power is required in most ORs.  The reality is that neither is, since they are
not wet locations.

Vernon, IV, W. See Tony Easty's comments.

99-93 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 178 )

Negative

Easty, T. Oppose, for exactly the same reasons stated in 92 above.

Vernon, IV, W. See Tony Easty's comments.

99-94 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 187 )

Negative

Easty, T. Oppose since it is inconsistent to treat ORs at wet locations, which overwhelmingly they are not, and not also consider
procedure rooms, ICUs, Emergency areas, and so on.

Vernon, IV, W. See Tony Easty's comments.
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99-95 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 252 )

Negative

Easty, T. ECRI are the world expert authority on medical device safety and this submission very fairly and accurately summarizes
the experiences so far with not using isolated power in ORs.  No provinces in Canada use it, for example.  I strongly support this
statement and oppose its rejection by the committee

Vernon, IV, W. See Tony Easty's comments.

99-96 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 284 )

Negative

Easty, T. I do not agree with this analysis since it does not reflect the reality of effects of fluid in an OR environment.  It is really
just scare-mongering to try to alarm users into installing this unnecessary technology.

Vernon, IV, W. See Tony Easty's comments.

99-97 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 298 )

Negative

Easty, T. I oppose this vote since most ORs are clearly not wet locations, and so this places the onus on institutions to identify
each of their ORs as "not wet", which is a distortion of reality.

Vernon, IV, W. See Tony Easty's comments.

99-98 4.3.2.2.8.3 and A.4.3.2.2.8.3 (Log # 307 )

Negative

Easty, T. I support the opinion expressed in this statement but agree that there is no suggested word change incorporated.

Vernon, IV, W. See Tony Easty's comments.

99-99 4.3.2.2.8.5 (Log # 45 )

Negative

Easty, T. Strongly oppose the use of GFCIs in ORs since they could lead to patient fatalities when essential support is
discontinued.  This is a far higher risk than the wet location concern.

Vernon, IV, W. See Tony Easty's comments.

99-100 4.3.2.2.8.5 (Log # 253 )

Negative

Easty, T. I completely support this statement, which clearly points out the very severe risks associated with the use of GFCIs in an
OR environment.  It is not realistic to leave this decision to institutions.  They will not appreciate the consequences of this until sever
incidents occur.

Lipster, S. I agree with Mr. Wiseman’s position regarding this Comment.”

Vernon, IV, W. See Tony Easty's comments.

Wiseman, J. Comment 99-100 (Log #253) should have been ACCEPTED IN PRINCIPLE (Accept, but clean up the 6 mA
language similar to what was done in  4.3.2.2.8.1), and Comment 99-106 (Log #288)  should have been ACCEPTED.
In retrospect, we have managed to destroy the usability of 4.3.2.2.8 and its subparagraphs.
Previously, 4.3.2.2.8.1 gave the requirement  - provide special protection against electric shock.  4.3.2.2.8.2 exempted certain

instances.  4.3.2.2.8.3 provided an alternative approach to comply in existing construction.  4.3.2.2.8.4 and 4.3.2.2.8.5 stated two
approaches that “shall be permitted”  - giving the AHJ two known methods to accept as fulfilling the requirements given in
4.3.2.2.8.1 (but not making those methods exclusive).   Logically, and fairly compactly, presented, in total.
The changes made in the preceding subparagraphs of  4.3.2.2.8 are good.  But, the deletion of existing  4.3.2.2.8.5 by Proposal 99

-97 and addition of a new .6 subparagraph  by Proposal 99-98 have rendered existing  4.3.2.2.8.4 as moot, changed an
ALLOWANCE of either ISP or GFCI to a REQUIRMENT for one or the other, deleted guidance of conditions under which to
accept each method, and added a subparagraph (.6) that adds nothing that is not already included in 4.3.2.2.8.1.

99-102 4.3.2.2.8.6 (Log # 165 )

Negative
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Easty, T. I strongly support this statement and urge the committee to consider the impact of GFCIs in an OR environment very
carefully.

Vernon, IV, W. See Tony Easty's comments.

99-103 4.3.2.2.8.6 (Log # 171 )

Negative

Easty, T. I support this statement which deals once again with the concerns about the use of GFCIs in an OR environment.  The
committee's current position on this (permitting facilities to choose between isolated power and GFCIs in wet locations) could lead to
very serious adverse events for patients to whom therapy is discontinued.

99-104 4.3.2.2.8.6 (Log # 254 )

Negative

Easty, T. I completely agree with this statement, and the concern about allowing the use of GFCIs in ORs defined as wet
locations.  This is a very dangerous position to take.

Vernon, IV, W. See Tony Easty's comments.

99-105 4.3.2.2.8.6 (Log # 265 )

Negative

Easty, T. Again, this erroneously treats isolated power and GFCIs as interchangeable.  They are not, at least in an OR setting.

Vernon, IV, W. See Tony Easty's comments.

99-106 4.3.2.2.8.6 (Log # 288 )

Negative

Lipster, S. I agree with Mr. Wiseman’s position regarding this Comment.”

Wiseman, J. Comment 99-106 (Log #288) should have been ACCEPTED, and Comment 99-100 (Log #253) should have been
ACCEPTED IN PRINCIPLE (Accept, but clean up the 6 mA language similar to what was done in  4.3.2.2.8.1).
In retrospect, we have managed to destroy the usability of 4.3.2.2.8 and its subparagraphs.

Previously, 4.3.2.2.8.1 gave the requirement  - provide special protection against electric shock.  4.3.2.2.8.2 exempted certain
instances.  4.3.2.2.8.3 provided an alternative approach to comply in existing construction.  4.3.2.2.8.4 and 4.3.2.2.8.5 stated two
approaches that “shall be permitted”  - giving the AHJ two known methods to accept as fulfilling the requirements given in
4.3.2.2.8.1 (but not making those methods exclusive).   Logically, and fairly compactly, presented, in total.
The changes made in the preceding subparagraphs of  4.3.2.2.8 are good.  But, the deletion of existing  4.3.2.2.8.5 by Proposal 99

-97 and addition of a new .6 subparagraph  by Proposal 99-98 have rendered existing  4.3.2.2.8.4 as moot, changed an
ALLOWANCE of either ISP or GFCI to a REQUIREMENT for one or the other, deleted guidance of conditions under which to
accept each method, and added a subparagraph (.6) that adds nothing that is not already included in 4.3.2.2.8.1.

99-107 4.3.2.2.8.6 (Log # 299 )

Negative

Easty, T. It is naive and dangerous to assume that institutions can effectively make this differentiation.  The door is open for
people to use GFCIs for life-support systems with potentially disastrous results.

Vernon, IV, W. See Tony Easty's comments.

99-109 4.3.3.1.3 (Log # 199 )

Negative

Klein, B. I do not understand the T/C reason in rejecting this comment and returning to "within the patient
vicinity." (See also comment 99-220 (Log #CC301), which changed the requirements back to "within the
patient vicinity.") From my experience in operating rooms (as a clinical engineer and a patient), and the
movement of patients and equipment, many a receptacle beyond "the patient care " had equipment plugged
into them that was also electrically connected to the patient. So which receptacles are to be selected in an
operating room that won't have to have an impedance or voltage measurement made to see if the wiring
installed meets the performance requirements listed in NFPA 99? And which facility engineer will sign off on
it?
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99-112 4.4.2.1.2 (Log # 80 )

Negative

Lipster, S. The ability of a health care facilities essential electrical system to provide reliable electrical power to key
loads is indispensable to the health and safety of patients. Removing the NFPA 70, National Electrical Code Article 700
for selective coordination in this most critical environment, with no technical substantiation is wrong, dangerous and
irresponsible for several reasons:

1. It is less restrictive than the NEC.  The NEC selective coordination requirements for some vital systems (see next
point) are for the full range of overcurrents available in the system.  This was clarified in the 2011 NEC cycle in Panel 13
Statement to Proposal 13-198: “The existing text of 700.27 already requires selective coordination for the full range of
overcurrents, from overloads through the available short-circuit current, with all upstream devices. …”  “Down to 0.1
second” permits selective coordination for only overloads and low level ground faults and other faults.  Several NEC
panels have repeatedly rejected  0.1 selective coordination

2. Health care facilities have the same life safety-related circuits as do other types of occupancies.  But health care
related life safety circuits will not have the same level of continuity of service as for example, hotels, office buildings,
data centers, military installations and banking centers, and indeed the over 24,000 health care facilities built (with
selective coordination) since 2005.   By this proposed action, NFPA 99 will, without technical substantiation,  eviscerate
the requirements for elevators 620.62 (NEC Panel 12), emergency systems (NEC Panel 13), legally required standby
systems (NEC Panel 13), critical operations power systems (NEC Panel 20 in 2008 cycle and Panel 13 in 2011 cycle).
The elevator and emergency (egress lighting, fire alarms, etc) loads in health care facilities must perform the same life
safety functions as in any other facilities.  NFPA 99 health care facilities must not have less stringent requirements for
systems and equipment than is mandated for other types of facilities.  Even if essential electrical systems in NFPA 99
would not have to follow the NEC  Article 700, as required in NEC 517.26, the loads in health care facilities that are
supplied under Articles 620, 700, and 701 will still have to comply with the full NEC selective coordination requirement.
Health care systems that are designated as COPS will have to comply with 708.54, which has the NEC selective
coordination requirement (full range of overcurrents available).

3. The proposed 0.1 second requirement has been debated extensively for many cycles in the NEC by multiple Code
Panels over multiple cycles.  It has consistently failed.  The selective coordination requirement has remained for the full
range of overcurrents.

4. There is absolutely no technical substantiation to eliminate the full selective coordination requirements when it can
so easily be achieved with commercially available products. In fact 24,000 health care facilities have been built under
selective coordination requirements since 2005, with no report of any problems, other than complaints they are “hard to
design” and “cost too much”. Plainly costs come before safety.

5. If NFPA 99 does eliminate the requirement for full selective coordination, there will undoubtedly be unnecessary
selective coordination related blackouts of healthcare facilities in the future.  If injuries and deaths result, plaintiff
attorneys will certainly utilize this document and the associated comments from the ROC to extract millions from
unsuspecting consulting engineers and health care facility owners that should have exercised their fiduciary
responsibility to protect the patients in their care.

6. This is another case of NFPA 99 enacting requirements that are less restrictive then those in found in sister NFPA
codes and standards with broader scope. NFPA 99 has relaxed requirements for sprinkler installations (NFPA 13),
excused health care facilities from the “online in 10 second rule” for generator testing (NFPA 110) and with this proposal
and comment gut selective coordination requirements for essential electrical systems (NFPA 70). When will it end? The
health and welfare of Americans depends on the reliability of health care facility systems, why are these critical
environments allowed less restrictive requirements than other occupancies?

Abstain
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Klein, B. There were some very interesting reasons presented at T/C meeting on this decision, beyond what
has been written for the T/C statement (e.g., recorded incidents). These should be included in the narrative so
that a more complete history can be reviewed for the T/C action in setting this performance criteria.
There was one point raised in T/C meeting and in the explanation of some T/C member votes that was left
unanswered. That was the design of GFP and selective coordination in recent years. What performance level(s)
were these new systems designed to, how many incidents have occurred that have resulted in injuries or death
to electrical staff, patients, medical/nursing personnel, and what damage was caused to electrical service
equipment and wiring in these incidents. This may have been stated at some point, but it was not included in
T/C substantiation.
2. For my explanation of voting for comment 99-109, editorial correction. In sentence 2, . . . "the patient
care". . . should read . . . "the patient care vicinity" . . . Please correct. Thanks.

99-113 4.4.2.1.2, 4.5.2.1.1, 4.6.2.1.1, A.4.4.2.1.2, A.4.5.2.1.1, and A.4.6.2.1.1 (Log # 164 )

Negative

Jhonson, D. This comment should be accepted.  Rejecting this comment, accepting proposal 99-107 conflicts with the minimum
safety, code required selective coordination required by by NFPA-70 NEC for other building/facility occupancies types.

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-114 4.4.2.1.2, 4.5.2.1.1, 4.6.2.1.1, A.4.4.2.1.2, A.4.5.2.1.1, and A.4.6.2.1.1 (Log # 170 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-115 4.4.2.1.2, 4.5.2.1.1, 4.6.2.1.1, A.4.4.2.1.2, A.4.5.2.1.1, and A.4.6.2.1.1 (Log # 172 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-116 4.4.2.1.2, 4.5.2.1.1, 4.6.2.1.1, A.4.4.2.1.2, A.4.5.2.1.1, and A.4.6.2.1.1 (Log # 177 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-117 4.4.2.1.2, 4.5.2.1.1, 4.6.2.1.1, A.4.4.2.1.2, A.4.5.2.1.1, and A.4.6.2.1.1 (Log # 206 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-118 4.4.2.1.2, 4.5.2.1.1, 4.6.2.2.2, A.4.4.2.1.2, A.4.5.2.1.1, and A.4.6.2.2.2 (Log # 188 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-119 4.4.2.1.2, 4.5.2.1.1, and 4.6.2.1.1 (Log # 251 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-121 4.4.2.1.2, 4.5.2.1.1, and 4.6.2.2.2 (Log # 289 )

Negative
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Lipster, S. I take great offense to the the following quote from the committee statement, "There is no
documented evidence that there is a reduction in reliability of safety as the proposer suggests." How can
anyone prove a negative? The whole point of the comment deals with the number of health care facilities built
since 2005 that have selectively coordinated essential electrical systems. There is going to be no evidence of
reduction in reliability when these systems were installed as per the NEC to a more restrictive standard and are
entirely selectively coordinated. There is evidence that non-selectively coordinated systems can and do "black
out" large electrical systems This evidence was considered by NEC Code Making Panel 13 who soberly
reviewed the evidence and through the NFPA code making process enacted selective coordination in 2005.

See my negative statement on Comment 99-112 (Log #80).

99-122 4.4.2.1.2.1 (Log # 268 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-127 4.5.2.1.1.1 (Log # 270 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-128 4.6.2.1.1.1 (Log # 269 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-112 (Log #80).

99-215 6.3.2.2.2.3 (Log # 155 )

Negative

Lipster, S. See my Explanation of Negative on Comment 99-72 (Log #259).

Affirmative with Comment

Wiseman, J. See my Comment on Affirmative on Comment 99-72 (Log #259).

99-220 6.3.3.1.4 (Log # CC301 )

Negative

Klein, B. See my Explanation of Negative on Comment 99-109 (Log #199).

Affirmative with Comment

Wiseman, J. What was actually done was to revert to the language of 4.3.3.1.4 of NFPA99-2005, then editorially reformat it into a
base paragraph and 2 subparagraphs.

99-323 13.4.1.2.6.1(E) (Log # 205 )

Negative

Savage, Sr., M. The proposal stipulates the requirement for one or more emergency lighting units in each operating room, as well
as, the requirement for the units to provide sufficient lighting for any procedures started to be completed within a 90 minute time
frame. As a Code Enforcer I find this text somewhat bewildering, and a practical nightmare to enforce. What basis do I use to
determine the appropriate lighting level for the procedure to determine sufficient levels? How long will the procedure last? Which
according to the proposal it shall not take longer than 90 minutes. How do I determine if more than one unit is needed? There are far
to many unanswered questions to garner a yes vote on this particular proposal.
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