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OVERVIEW
Our healthcare market sector is large and widespread across the firm. If there was a way to quantify the experi-
ence and expertise we have between our offices, it would be a very significant and impressive figure.  Over the 
years we have demonstrated to ourselves the strength in our “collective collaboration” between our offices and 
have found ways to be innovative, creative and strategic with our collective knowledge and resources.

This article will outline the approach and intent between our firmwide “think tank” meetings – our Healthcare 
Center of Excellence (COE). We have brought together healthcare leadership and staff on an annual basis for 
a number of years for the purpose of sharing and integrating best practice ideas throughout our national and 
global healthcare practice. These meetings have traditionally focused on current work in each of our offices. 
By definition, the focus on the work has to some degree been retrospective, in that all work is a current or past 
client and work shared is already planned, designed and/or constructed.

For the past few years, the healthcare leadership across all offices opted to take a more forward thinking ap-
proach in an attempt to drive and define innovation. 

The COE meeting rotates each year to one of our many 
offices across the country. Healthcare planners, pro-
grammers, designers and healthcare practitioners on 
staff participate in these meetings. All of our offices 
are represented in this intense dialogue focused on 
research, innovation and technological advances in 
healthcare planning and design.  Experts in the field 
of healthcare, distinguished providers, allied discipline 

specialists and our clients are invited to participate in 
a charrette**  focused in generating raw, but innovative 
planning and design concepts. The meeting enables 
us to share and leverage our global expertise through a 
cross-fertilization of ideas and concepts among all par-
ticipants from project-based experiences through work-
ing day-to-day with many of the most respected and 
“cutting-edge” providers across the country and around 
the world. 

1.0 OBJECTIVE

Figure 1: Collaborative Charrette Process.

*Charrette is a term, familiar to architects, for a work session, in which 
participants can brainstorm solutions to a specific problem within a 
set period of time. It is one of the advantages of our training – we are 

taught to think as individuals - with highly valued differing opinions 
- and to present unique solutions. In school, it is more of a solitary 
process. In the professional arena, it is more of a collaborative process.
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2.0 THE COLLABORATIVE CHARRETTE PROCESS
The elements of this process are very basic:

1. Get the right people in the same room at the same 
time.

2. Clearly define what you are trying to accomplish.
3. Frame the right questions.
4. Establish a time limit.

The secret to success is fostering a democratic team 
environment with respect for equal voices. To balance 
that democratic environment there also has to be a 
team commitment to work to a solution. This commit-
ment ensures that decisions are made in a timely man-
ner. Like all design challenges, the teams must triage 
the largest questions first and work toward the smaller 
details.

Since we organize our charrettes based upon collabora-
tion, we take a large group of strong individuals, lead-
ers in the healthcare practice, valued for their unique 
points of view and organize them into teams focused on 
the topic at hand. We include clients as guest speakers, 
participants and jurors for our solutions.

At first we thought it was an enormous risk to include 
clients in what could have appeared to be a process 
that was too loose, unpredictable and freeform. What 
we learned was that our clients were energized by the 
process. They were excited about working with us in a 
more informal way. They appreciated the importance 
of looking at specific design issues more broadly in the 
initial stages. They also appreciated looking at design 
and planning problems in a new way in the hope that it 
would offer innovative solutions as opposed to default-
ing to well-known and ‘safe’ solutions. The collaborative 
team approach is essential to the success of the char-
rette because differing opinions, strengths and skill-sets 
make for better overall solutions. In that environment 
ideas are born, challenged, tested and refined or dis-
carded quickly and efficiently. 

3.0 STRUCTURE
As a part of these meetings we have a representative 
mix of all professional backgrounds ranging from archi-
tects, interior designers and planners to medical prac-
titioners and administrators. Teams are formed prior to 
the charrette, deliberately distributing skill-sets as eq-
uitably as possible among teams. In addition, we pay 
close attention to blending the different offices on each 
team. Team leaders are assigned to each team and 
serve as an intellectual traffic cop with the responsibility 
of directing the discussion and work effort productively 
and ensuring that all work done by their groups are well 
documented for future reference. The shared values of 

wanting to do well, not wanting to look bad and the in-
herent competition between groups foster an effective 
environment for decision-making.

For these COE meetings there is a second, perhaps 
more important, benefit. The team building across of-
fices is invaluable. What we have learned is that offices 
do not collaborate with other offices. People collaborate 
with people. This venue gives us the opportunity to get 
to know the other leaders in the healthcare practice on 
a personal and professional level very quickly. It essen-
tially built the foundation for new collaboration opportu-
nities in any region of the country. It requires knowing 
that someone in another office has a valuable skill. It 
requires knowing and trusting that person.

Outlined below are a few highlights of the past three 
Center of Excellence meetings conducted by our 
healthcare market sector and some outcomes that have 
helped inform our work.

4.0 INPATIENT ROOM DESIGN
For this COE meeting we chose to pursue an Evidence-
Based Design Initiative focused on inpatient room de-
sign. The first step was to bring leaders in the national 
healthcare practice and our clients to participate in a 
two-day design charrette focused on three inpatient 
room types. Their presentations on translational design, 
guiding principles for patient-centric care, integration of 
clinical operations in the planning process, lean design 
for healthcare and evidence-based design helped in-
form the intent of the meetings. The decision to focus 
on this topic for discussion was the result of the con-
vergence of: the pertinence to our healthcare clients, 
the timeliness of the topic, the current hospital building 
boom and the importance of evidence-based design. 
The goal was to brainstorm solutions for these room 
types that best showcased innovative ideas with the 
hope of implementing new ideas in practice. To create 
the appropriate environment for innovation, the char-
rette teams were not expected to be bound by current 
codes, cost concerns or square footage requirements. 
The only boundary set was that each team was expect-
ed to defend their solution.

4.1 Approach
We organized ourselves into six teams with two teams 
assigned to each room type. This approach yielded two 
solutions for each room type. A seventh group studied 
inpatient unit configurations. Readings and some base-
line information pertinent to inpatient room design were 
provided to each team. Summary information was pro-
vided to each team concerning: a. key issues, b. design 
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considerations, c. federal guidelines, d. typical medical 
equipment and e. typical staff activities. Our thought 
behind distributing baseline information was for it to 
serve as of a quick reference guide if needed. We also 
provided an outline of issues/variables to address in 
each solution including: flexibility, standardization, pa-
tient safety, sustainability and healing environments.

Our goal was to get creative solutions for the best acute 
care room, the best critical care room and the best acu-
ity-adaptable room. To focus on different room types 
was intentional…how similar will solutions for different 
room types look? We wanted to consider room design 
from the patient perspective, staff perspective and fam-
ily perspective.

4.2 Key Questions We Asked
1. One of the key challenges for the teams was to 

make  design choices from a multitude of competing 
design variables and operational variables such as 
visibility of the patient versus patient privacy or room 
flexibility versus room specialization.

2. Does a single-handed room configuration also func-
tion effectively as a critical care room or an acuity-
adaptable room?

3. Is there an ideal geometry for a critical care room? Is 
the ideal geometry compromised in implementing an 
acuity-adaptable room?

4. What procedures are appropriate in a critical care 
setting? How do those procedures affect the room 
design?

5. How can family members rooming-in be handled 
most effectively? Murphy bed? Fixed built-in day 
bed? Recliner?

6. Should private rooms be built to semi-private stan-
dards for future flexibility? Is there any scenario by 
which a private room would need to swing to become 
a semi-private (even temporarily) in the future?

7. Are there advantages to one toilet configuration over 
others: a. Inboard, b. outboard, c. midboard, d. nest-
ed?

8. Is a single-handed room a preferred model over the 
mirror-image room model?

9. Do nested rooms work as effectively as critical care 
rooms?

Figure 2: The concept for their iteration of the acuity-adaptable 
patient room stemmed from the maximum flexibility of the 
patient environment addressed by the bed position and staff 
interaction. The oval shape was derived by taking the “Patient 
Halo.” With the use of an overhead boom, the ability to position 
the patient bed in any of 360-degree axis points would provide 
the greatest amount of flexibility, which in turn could address 
the need to deliver care for any acuity level of the patient.
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4.3 Findings
Our charrette persuaded us that there is not one 
proto-typical patient room that satisfies all patient re-
quirements. We would be skeptical of anyone claiming 
that “one size fits all”. Operational issues are the over-
whelming space drivers of our day. As healthcare archi-
tects, we seek to create space that supports a healing 
environment for the patient, supports the needs of the 
patient’s family and supports clinical functions for staff 
and physicians.

• We determined that single-handed rooms can serve 
as effectively as acute care, stepdown or critical care 
rooms, but may be best suited for acute care rooms.

• Larger rooms are better for future flexibility. Private 
patient rooms could be sized to flex to semi-private 
rooms (temporarily) in the future to accommodate 
sudden increases in patient volumes due to cata-
strophic events.

• The majority of solutions provided more family space 
than is traditionally planned. The consensus was that 
family will not only continue to room-in with patients 
and act as patient advocates, but may even have an 
expanded role in the future.

• Daylighting should be brought into bathrooms via 
clerestory windows.

• Patient room design should be treated as a six-sided 
room with attention to floor and ceiling surfaces.

• A higher degree of transparency in the corridor parti-
tion separating patients from staff may be appropriate 
for acute care rooms.

• Inpatient rooms should be planned as universal 
rooms – sized and configured to serve as acute care 
rooms or with modifications as critical care rooms – 
over the lifecycle of the building.

All those who participated felt enriched by the experi-
ence. It helped remind us how best to engage our cli-
ents – in an open, honest, interactive dialogue – while 
setting aside preconceptions. We need to continue to 
pursue opportunities to incorporate the collaborative 
charrette approach into our work process with our cli-
ents.

Figure 3: Conceptual views for a critical care room attempting to 
provide a total care environment by demarcating zones for the 
patient, family and staff by integrating all three to allow for the 
best delivery of care for the patient.
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5.0 FUTURE HEALTHCARE SCENARIOS
For this COE meeting the topic - “How Will Healthcare 
Delivery Look 50 Years from Now?” – was selected to 
take us out of our comfort zone. The topic reaches be-
yond our careers and beyond many of our life spans. 
Just as in master planning, we look to a longer horizon 
(20 years) for an understanding of the general direc-
tion of things, to better inform near-term decisions (0-10 
years); we chose a broader topic to better inform the 
planning we are doing today. Technology was central to 
our focus on the future. It is not too early to begin think-
ing about and planning for the revolutionary technologi-
cal change we will see in our lifetime.

To get a better handle on a 50-year horizon, we created 
a timeline of healthcare and technological innovations 
over the last 50 years. This timeline served as a point 
of departure for our dialogue about the future, with the 
understanding that technological innovations will occur 
more rapidly over the next five decades than they did in 
the last five. Also of interest, were some “non-starter” 
technologies represented in the timeline.

Our challenge was to identify the key drivers impact-
ing the future of healthcare. We also considered many 
other criteria such as financial, climactic, geographic 
and cultural influences in envisioning our scenarios of 
the future. Like any exploration of history, which is a 
fragmented account by definition, our future scenarios 
most clearly revealed fragments of consensus about the 
future.

The presentations delivered by our guest speakers 
covered the topics of the technology driven revolution 
in healthcare, vision of future healthcare, building for 
tomorrow’s market and pulsating with knowledge- the 
“hospital” for the future. The diversity of our guest 
speaker presentations and their in-depth knowledge in 
their field of expertise helped inspire the group discus-
sions that followed. Our speakers were also participants 
in the charrette process over the following two days. 
They also made up the panel on the last day of the 
meetings when each of the groups had to present their 
scenarios.

5.1 Approach
Our process was like a kind of virtual sonar. We planned 
for scenarios in healthcare delivery (50 years out) to in-
form our more immediate planning and design over the 
next two decades (master planning horizon).

Two pairs of teams worked together to identify the key 
drivers that would impact the healthcare delivery most 
over the next 50 years. They had to define and explain 
the impact of these key drivers, and identify the tech-
nology drivers they thought would shape healthcare 
delivery the most, and explain their impact. The teams 
then worked separately to create scenarios for the fu-
ture - what they thought healthcare delivery would look 
like 50 years from today. The groups had to describe 
the implications of their scenario to near-term health-
care planning and design and define what would be the 
healthcare planning and design opportunities and in-
novations over the next 10-20 years.

Figure 4: Section of the timeline done on medical inventions.
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5.2 Key Questions We Asked
Two generations hence and a decade after the last of 
the baby-boomers have retired, how will healthcare de-
livery be structured in the United States? What will be 
the key factors that will precipitate change?

1. Will hospitals still exist? What will be the average hu-
man life-span? What impact will life-span have on 
healthcare delivery?

2. What role will converging technologies play in aver-
age human life-span? What role will technology play 
in changing healthcare delivery?

3. What will be the make-up of care teams? Will nurses 
be part of the care team? What role will they play? Will 
care teams work in an inpatient, outpatient, home-
care or virtual setting?

4. Will healthcare delivery still be competitive in nature? 
Will Nationalized Medicine be implemented? Will ge-
nomic mapping impact how care will be offered or 
funded?

5. What impact will an aging population in the U.S. have 
upon healthcare delivery? What population changes 
will have occurred that might impact care delivery?

6. Will healthcare delivery be centralized or decentral-
ized? What services will be accomplished at home?

7. Will climate changes impact the workforce? Will cli-
mate impact geographic distribution or redistribution 
of population in the U.S.?

5.3 Findings
Our charrette made us aware that we are in the earli-
est stages of a new era which may be defined as the 
Bio-information Age. The Bio-information Age will be 
characterized and aided by new technology internal to 
the human body. This new era would apply existing and 
new technologies that would greatly impact and help 
advance current patient care models.

• Full body scans with 3D (structural) and 4D (func-
tional) imagery will become the predominant patient 
data record in the future. It will be used to monitor 
disease processes and treatment outcomes.

• The next major wave of productivity will occur through 
devices and technology internal to the human body.

• Approximately 30-40% of patients receiving inpatient 
stays in the hospital by today’s standards will be in 
some form of monitored home care in the future.

• The most likely scenario for a universal patient re-
cord is that it will emerge though existing information 
structures such as Google or My Space and will be 
driven by consumer (patient) participation.

• Gene mapping will play a role in how healthcare is 
funded in the future.

• Disruptive technologies will change how and where 
healthcare is delivered.

• Available technologies and accessible technologies 
are different things. The wealthy will purchase tech-
nology in the future to improve function and to extend 
lifespan.

• Medical ethics will be sorely challenged in the future.

6.0 VALUING GREEN: DEVELOPING A FRAMEWORK  
      FOR SUSTAINABLE HEALTHCARE
In 2007, Perkins and Will became the first firm to com-
mit to the goals of the AIA 2030 Challenge – a commit-
ment to reduce greenhouse gas emissions to zero in all 
new buildings by 2030. Since 2003, the imperative to 
act swiftly and decisively on delivering quality buildings 
while reducing climate change impacts and supporting 
the transformation of the materials marketplace to safer, 
healthier alternatives has become a core business prin-
ciple of Perkins and Will. 

For the healthcare sector, partnering with our clients 
to protect the health and safety of building occupants, 
their communities and the broader global community 
has emerged as a key tenet of our practice. The topic 
– “Valuing Green: Developing a Framework for Sustain-
able Healthcare” – was selected to link together the key 
objectives of sustainable design with the core values of 
the healthcare sector for whom we deliver services. 

We believe that more than any other single influence 
in the design and construction industry, sustainable 
design is positioned to radically alter the landscape of 
healthcare infrastructure development in the early de-
cades of the 21st century. Around us, healthcare cli-
ents and our practitioners who serve them are seeking 
frameworks and resources to measure as well as man-
age the emerging strategies, technologies and method-
ologies that will transform the production and operation 
of the built environment.

This program was intended to provide a set of tools and 
lenses for us to assist our healthcare clients in deliver-
ing 21st century buildings that will continue to serve 
them well in the tumultuous decades before us.

We had presentations delivered by our guest speakers 
that  covered the following topics: 1. Doing more with 
less: rethinking for sustainability; 2. Green into gold: 
restoration economy and urban landscape health; 3. 
Evaluation of the energy issues for an emerging best 
practice hospital, Green value: the sustainable business 
case and 4. Building environmental performance: as-
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sessing progress. Once again, our speakers were also 
participants in the charrette exercises over the following 
two days. A few of them also made up the panel on the 
last day of the meetings when each of the groups had to 
present their scenarios.

We set out to formulate a new and compelling answer 
to the question: “How do we handle sustainable design 
at Perkins and Will?” Using materials gathered from 
frameworks ranging from LEED® to the Living Building 
Challenge, we attempted to:
• define a new baseline for the design of healthcare 

facilities that recognizes the broader Sustainable De-
sign Initiative (SDI) goals

• develop a sustainable design framework to continu-
ously review and refine our healthcare projects - one 
that directly links to the mission and vision of our cli-
ents and our larger practice goals

• catalog strategies for achieving carbon-neutral, toxic-
free, zero-waste, water balanced and inspirational-
hospitals

• create a research agenda for the future aimed at 
overcoming the challenges and obstacles to achiev-
ing this vision of excellence

6.1 Approach
Through design excellence, we hoped to go from to-
day’s standard practice of designing for sustainable 
healthcare facilities, to creating regenerative healthcare 
buildings in the future. Our approach was to define a 
series of tiers of accomplishment of sustainable design. 
Beginning at the bottom as Tier 1, would be what is 
considered current standard practice in hospital build-
ing (in the case of new construction). In the case of 
renovation/interiors, we can broadly define the base as 
a client with no sustainable design objectives in their in-
teriors standards or commitment to sustainable design. 
The tiers graduate in accomplishment up to Tier 4, to 
a goal of a Living or Regenerative building, with major 
characteristics of each outlined.

We organized ourselves into 12 groups for the first exer-
cise. We co-created a wall chart to help us measure and 
manage the transformation of our practice around sus-
tainable goals and vision. We then reassembled into six 
groups, based on broad categories of client goals and 
the wall chart created in first exercise and strategized 
how we would achieve undertaking building sustainable 
healthcare projects.

6.2 Key Questions We Asked
The design of the built environment has a profound im-
pact on achieving excellence in these arenas and sus-

tainable design offers a powerful set of strategies and 
tools for 21st century healthcare.
1. Can we define a framework for sustainable design 

thinking that responds to the unique challenges of 
the healthcare built environment and the values of 
our clients? 

2. Can we co-create tools that will help us measure and 
manage the transformation of our practice around 
sustainable goals and vision?

3. Can we transform the design of healthcare environ-
ments using sustainable design thinking to deliver 
VALUE to our clients through improved safety, quality 
and health? Culture?

4. What drives the adoption of sustainable design prin-
ciples in healthcare settings?

5. What are we, as designers, seeking as we begin to in-
tegrate sustainable design principles in our projects?

6. What are the measures of excellence in 21st century 
healthcare design?

7. What do our clients VALUE?

6.3 Findings
Regenerative and Living Building hospitals are more 
than the sum of points achieved on a LEED checklist. 
They represent a fundamental shift in the way we view 
hospitals within the fabric of our cities and our lives. 
Twentieth century hospital design has its basis in the 
curative model of disease – that is, one in which the hos-
pital isolates itself from its community in order to “cure” 
the patient. As we discovered in this COE, sustainable 
design offers us the framework and tools to move to-
ward healthcare design that recognizes that chronic 
disease and health management now define our 21st 
century hospital infrastructure and that hospitals must 
become vital and engaged community participants. As 
one reads across the Tier 4 strategies in the wall chart, 
the strategies suggest a healthcare infrastructure that 
shares the properties of nature (resilient, renewable, re-
generative) rather than existing in opposition to it. 

The framework developed here is an initial tool to guide 
our practice and our clients in transforming the built 
environment toward this vision. Collectively, we have 
defined a new ‘sustainable baseline’ for healthcare 
projects – both new construction and interiors. The 
challenges that were identified begin to define a re-
search agenda for the healthcare market sector in the 
coming years. The new working relationships that we 
forged with one another in this meeting of discovery and 
growth will serve our clients well in future work. 

Finally, this exploration in sustainable design reveals 
that achieving sustainable design goals is inextricably 
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linked to the broader pursuit of design excellence and 
integrative design. It challenges us to redefine the silos 
of traditional disciplines of architecture, medical plan-
ning, landscape, site and systems in the pursuit of inter-
dependent, integrated design solutions. This framework 
can be an important tool in assisting us to achieve new 
levels of integrated thinking in our work. 

Through the consideration of Living and Regenerative 
Buildings, we can assist our clients in leapfrogging be-
yond LEED and create a vision of a fundamentally trans-
formed built environment for healthcare to inform the 
buildings we design today. Even where it is not possible 
to fully achieve Living Buildings today, situating hospi-
tals in the broader ecology of a community is a com-
pelling and necessary vision for their long-term life and 
adaptability. Perkins and Will, as a leading healthcare 
design firm, has an important role to play in leading and 
modeling this transformation.

6.4 Next Steps
Following the last COE meeting there were a series of 
structured workshops in evolving this vision and the 
tools that accompany it through the Perkins and Will 
healthcare practice. Each region hosted a Regional COE 
to further develop the vision of Regenerative and Liv-
ing Buildings in healthcare projects and refine the wall 
chart tools. These regional COE’s focused on the unique 
aspects of each bio-region as well as particular market 
drivers. 

The wall charts developed at the main meeting were 

refined through the regional meetings. Each Regional 
COE introduced the wall chart and LEED-registered 
healthcare projects. Teams were asked to fill out a wall 
chart with the strategies they are pursuing outlined in 
order to gain a greater sense of the viability of the de-
fined baseline and the strategies they are achieving. 

7.0 SUMMARY
As part of the exercise, in the last COE, each group was 
asked to uncover significant roadblocks while placing 
their strategies in the tiers of accomplishment – anno-
tating it with the name/issue that defines the roadblock. 
We will be conducting further research into these is-
sues. The “challenge area” identified by the icebergs in 
the wall chart exercise have now evolved into individual 
research topics. These topics will form the basis of white 
papers, design exercises or firmwide webinars with the 
expressed intent of providing resources to assist teams 
in overcoming these barriers to improved sustainable 
building performance. 

The healthcare market sector’s COE initiatives have 
helped us position our research and best practices, 
which in turn informs the design of the next generation 
of ideas. This learning cycle furthers innovation in our 
approach to design and contributes to our clients’ qual-
ity of healthcare delivery. Each year the tools and results 
from these meetings are shared through many venues. 
This knowledge sharing helps not just Perkins and Will, 
but our clients and the industry as well as it influences 
our work and equips us to be leaders in the healthcare 
design practice. 
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sequester

• Reduce heat Island impacts through surfaces
(PR) Erosion and Sedimentation control; protect  

     topsoil

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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• Views and Daylight: Achieve in 75% of staff  
occupied IPU areas

• Views and Daylight: Achieve in admin office  
areas and other spaces to achieve 1 LEED 
point

• Daylight only: Patient Rooms
• Circadian Rhythm lighting strategies:  Bright lights 

for night shift
• Circadian Rhythm lighting strategies:  Dim lights 

at night 

• Views and Daylight:  Achieve views in  
Diagnostic and Treatment areas

• Courtyard Planning: Views in below  
grade spaces

• Views: Achieve in 90% of staff occupied  
IPU areas

• Views and Daylight: Achieve in public spaces 
and places of respite

• Use daylighting lighting controls to reduce  
electric lighting use in daylit spaces

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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• On site renewable energy - 1% - 3%
• Flexibility - Shell space for future program uses 

(exemplary performance)
• Durability - Design core and shell for 50 year 

life

• On -site renewable energy generation - 25%
• Biological wastewater treatment to handle sewage 

during emergency periods
• View building as a refuge for the community  

during emergencies
• Natural ventilation strategies for 60% of  

hospital - IPU’s at a minimum

• Treated wastewater for irrigation and process 
water uses (Blackwater systems)

• Achieve net-zero water - 100% capture and 
filtration for reuse

• Achieve net zero energy - 100% thru on-site or 
community renewable generation

• Flexibility - Design for Disassembly
• On site water treatment (source for local water 

supply in emergencies)

• Natural/ passive ventilation strategies in all 
MOB’s 

• Flexibility - locate soft space. Plan for future 
expansion, and demountable partitions or other 
strategy

• Well-insulated building envelopes - design for 2 
times the minimum energy code performance as 
a key strategy for reduced energy demand

• Occupant controlled window treatment

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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• Material Red List: need to understand health 
impacts of anti-microbial agents in materials

• Indoor pollutant source control measures:  
copiers, sterilizing equipment, etc.

• Local and regional materials
• Develop systems for measuring trade-off between 

durability and environmental impacts
• Pilot PHAROS (Healthy Building Network tool)
• Low-mercury fluorescent lamps and support for 

alternatives

• Material Red List: No treated wood with  
creosote or arsenic

• Increased consideration of social justice  
issues in material selection and specification 

• Regenerative buildings have no persistent  
bio-accumulative toxic chemicals in their  
construction and operation

• Material Red List: No Phthalates
• Material Red List: No Heavy Metals
• Material Red List: No formaldehyde
• Material Red List: No PVC
• Material Red List: No BFR’s
• Phaseout of MRL items complete at Tier 4.

• Material Red List:  No CFC’s or HCFC  
refrigerants

• Develop and begin implementation of Material 
Red List: target 2-3 chemicals and products of 
concern for phase-out

(PR) Comply with toxic material source reduction    
     (mercury) in building materials 

• Low VOC materials
(PR) Encapsulate and remove hazardous  

     materials

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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• Indoor pollutant source control measures:  
copiers, sterilizing equipment, etc.

• Occupant control over thermal comfort
• Increased ventilation
• Active Living Strategies - wellness education  

for all
• Consider ergonomics of the work environment: 

patient lifts, seating, nurse station design

• Linkages to community services on site  
(community connectivity)

• Connection to mass transit and other  
alternative transportation systems

• Natural ventilation strategies to improve  
occupant connection to nature; access to  
outdoors

• Exercise space sufficient for 10% of building staff

• Urban density that promotes healthy living  
(walking behaviors) while fostering open  
space and connection to nature

• Daylighting all spaces
• A built environment in the midst of a healthy 

ecosystem
• Nature elements (biophilic design elements) 

indoors

(PR) No smoking campus
• Acoustic environment - ambient noise  

measures
• Active Living Strategies:  

Locate stairs near elevators 
Stairs daylit; finishes and security same as  
corridors 
Dedicated staff exercise area (Innovation credit)

• Low VOC materials
• Survey occupants for thermal comfort

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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• Comply with the  2030 Challenge 2015 interim 
goal  60% reduction  of GHG emissions

• Reduce energy demand through advanced  
technologies - displacement ventilation,  
chilled beams, heat recovery, etc  
- to achieve reductions of 30% to 50%

• Low lighting power density - move to advanced 
lighting technologies (T5 or LED) along with 
controls

• Comply with the 2030 Challenge 2030  
goal of zero GHG emissions

• On site Co-generation or fuel cell technologies or 
provision for installation before 2030

• New energy sources -  biomass, geo-thermal,  
to reduce fossil fuel demand 

• Begin on-site renewable installation - micro-hy-
dro, solar, wind, solar thermal

• Optimize regenerative building through  
minimizing energy demand  
- look for new technologies that reduce  
GHG emissions to zero

• Achieve net zero energy - provide 110%  
of needs thru on-site or community  
renewable generation

• Comply with the 2030 Challenge 2030  
goal of zero GHG emissions

(PR) Material Red List:  No CFC’s or HCFC  
     refrigerants                        

• Enhanced commissioning of energy systems.                                  
(PR) Comply with prescriptive path or achieve energy  

     demand reduction of 21% below ASHRAE 90.1  
     baseline                                   

• Survey occupants for thermal comfort                                                                       
 

TIER 0:
(PR) Basic Building Commissioning
• Passive solar strategies
• High efficiency MEP equipment
• High efficiency envelope and glazing strategies

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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BUILDING

• Redevelop brownfield sites on behalf of  
the community

• Provide alternative fuel vehicle fleets as part  
of a community transportation program

• Program enhancements:
 Farmers Markets or Community Gardens
 Community Health Education
 Community Center
• Bio-regionally inspired architecture and form
• Native and adapted landscape design

• Situate hospitals in mixed use community that  
provides services and promotes walking behaviors

• Provide live-work environments on  
hospital campuses (Stanleytown)

• Generate 100% power on-site and return energy to 
community in non-peak demand periods

• Eliminate dedicated parking in favor of  
distributed public parking and access to  
alternative transportation systems

• Collect and treat rainwater and return to the  
community as potable water

• Collect and treat community waste in anaerobic 
waste to energy digestion process

• Fully integrate the building in the natural  
environment to support healthy community  
ecosystems

• Locate near infrastructure and community services
• Encourage carpooling
 Encourage biking
 Encourage public transportation
 Provide support infrastructure in the building  

and site planning
• Open areas of the site to the community at large, 

balancing safety and security with access

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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• Outdoor water features linked to natural hydrology 
and stormwater management - no potable water in 
outdoor features

• Biophilic references - natural materials and natural 
shape and form

• Outdoor gardens and places of respites

• Incorporate biophilic references in building design 
- cyclical references, place based relationships,  
evolved response to nature, and natural features

• Provide local and organic food and celebrate its 
preparation - offer food choice

• Support health and wellbeing Active Living Strategies

• Indoor potable water features that connect  
occupants to nature

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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SAFETY

• Building Flush-Out prior to occupancy
• Occupant control over thermal comfort;  

monitor thermal comfort
• Increased ventilation
• Low-emitting flooring materials

• Comply with Greenguard Standards for Schools on 
Finishes and Furniture

• Low-emitting exterior applied products
• Prevent airborne releases of contaminants
• Interior Planting

• Utllize 100% outdoor air with passive and  
renewable energy air conditioning  
(zero energy) systems

• Construct buildings with climate responsive,  
breathable skins

• Maintaining IAQ during construction
 Protect materals from moisture
• Acoustic environment - ambient noise measures
• Low-emitting agriboard and batt insulation  

(formaldehyde free)
 Low-emitting wall and ceiling finishes  

(paints and wallcoverings)
• CO2 monitoring and outdoor air quality monitoring
• Greener Cleaners programs

NEW BASELINE

NEW BASELINE

NEW BASELINE

NEW BASELINE

FIRMWIDE GOAL

NEW BASELINE

NEW BASELINE

NEW BASELINE NEW BASELINE

Alternative minimum baseline for projects  
past Schematic Design

FIRMWIDE GOAL NEW BASELINE

MINIMUM BASELINE

NEW BASELINE

Savings 

Savings 

- Value 

- Value + Value 

+ Value 

BA
SE

 L
IN

E 

- Value 

- Value 

Savings 

+ Value 

+ Value 

Cost 

Cost 

Savings BA
SE
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INCENTIVES

VARIES

DONOR $$

HEALTH

Figure 5: Wallchart of Strategies.




