[image: ]









May 29, 2026
By email: rs@dir.ca.gov

California Division of Occupational Safety and Health
Regulatory Services Unit

Re: Comments on Revised Discussion Draft — Proposed § 51XX, Occupational Exposure to Plume in Health Care (April 6, 2026 Revision)

Dear Cal/OSHA Regulatory Services Unit,
The California Ambulatory Surgery Association (CASA) appreciates the opportunity to submit comments on the April 6, 2026 revised discussion draft of proposed § 51XX. CASA represents 448 of California’s ambulatory surgery centers, and we have followed this rulemaking closely since AB 1007 was signed into law in October 2023. We support its core hazards of surgical plume.
Our members take that obligation seriously. Many CASA facilities are already using plume evacuation systems and have incorporated plume safety protocols into their standard procedures, consistent with the Association of periOperative Registered Nurses (AORN) evidence-based Guideline for Surgical Smoke Safety. We are not writing to oppose this regulation. We are writing because two specific provisions in the current draft exceed the statutory mandate of AB 1007, are not technically or operationally supported, and in their current form would impose costs and burdens severe enough to threaten the viability of facilities that have been serving California communities for decades - at a time when the public are rightly focused on health care affordability and accessibility. These are not abstract concerns - they go to whether some of our members can remain open, placing patient access to timely, high-quality, and cost-effective surgical care at risk.
I. The Certified Industrial Hygienist Requirement Exceeds the Statute and Is Not Achievable
Section (c)(1) requires that the written exposure control plan be developed “under the guidance of a qualified person,” and § (b)(15) defines that person as someone competent in industrial hygiene practice, expressly citing a Certified Industrial Hygienist (CIH) as the benchmark for that competency. AB 1007 does not require this. The statute’s directive is the use of a plume scavenging system to the extent technologically feasible — it says nothing about the professional credential of whoever drafts the facility’s internal safety plan. The CIH designation is a rigorous credential developed primarily for industrial and manufacturing contexts. It is not widely available to ASCs, particularly smaller community-based centers, independent physician-owned facilities, or those in rural areas. Requiring CIH oversight for every ASC’s exposure control plan would create a compliance bottleneck that has no parallel in how comparable Title 8 standards are structured and no basis in the law that authorized this rulemaking.
Our members already work with qualified clinical and safety professionals who understand their specific procedures, equipment, and plume-generating case mix. That facility-level expertise is more relevant to ASC plume safety than a credential designed for factory environments. We respectfully ask the Division to replace the CIH requirement with a practical competency standard — a designated person with demonstrated knowledge of plume hazards and the systems in use at their facility — which would be achievable, enforceable, and sufficient to meet the statute’s intent.
II. The Outdoor Exhaust Requirement Is a Construction Mandate That Most Facilities Cannot Meet
Section (d)(1)(A)(3) requires plume evacuation systems to exhaust either directly outdoors, at least 25 feet from any door, window, air intake, or occupied area, or indoors through both a ULPA filter and a gas phase filter. Section (d)(1)(B) separately mandates a minimum of 20 air changes per hour. 
The outdoor exhaust option is not a ventilation choice — it is a construction requirement. ASC operating rooms are interior spaces whose HVAC systems are governed by HCAI facility standards. Achieving a 25-foot outdoor clearance would require architectural redesign, construction permitting, and in most cases formal HCAI project approval, a process that routinely takes years and costs in the hundreds of thousands of dollars. For facilities in multi-tenant medical buildings or older structures, may not be physically achievable at any cost or prohibited by the lease terms. AB 1007 does not call for this, and there is no evidence that it is necessary to achieve worker protection.
A properly operating plume evacuation system captures surgical smoke at the site of origin, at the surgical field, before it can disperse into room air. That is precisely what source-capture technology does. Once plume is captured and passed through ULPA and gas phase filtration, the contaminant has been addressed. Requiring that same treated air to then exit the building 25 feet from any occupied area adds no meaningful protection for staff — the protection already occurred at the point of capture.
We would also note that the requirement for both a ULPA filter and a gas phase filter applies uniformly regardless of procedure type or anticipated plume volume. The plume generated during a brief dermatologic procedure is categorically different from that of a prolonged laparoscopic case. A proportionality standard — calibrated to the level of plume reasonably anticipated for the procedure being performed, and consistent with the statute’s “to the extent technologically feasible” language — would be more appropriate and scientifically defensible.
III. Twenty States Have Implemented Effective Standards Without These Requirements
California is not starting from scratch. Twenty states have enacted surgical smoke evacuation laws, and the experience of those states offers a clear lesson: effective worker protection does not require construction mandates or industrial hygiene credentialing. The states that have implemented this well share a common framework — source-capture evacuation, facility policy, and staff training — and they have left the specific means of achieving that outcome to facilities operating within that framework.
Washington State’s law (RCW 49.17.500) requires hospitals and ASCs to have controls in place to reduce exposure to surgical smoke, with enforcement centered on review of facility policies. New York’s law focuses on facility policy and the use of a smoke evacuation system. None of these states imposed outdoor exhaust distances, mandatory construction modifications, or specialized industrial credentials. All are protecting their health care workers.
California has the opportunity to adopt a standard that is as protective as any in the country. The current draft, as written, would be the most operationally burdensome surgical smoke regulation in the United States without evidence that the additional burdens produce better safety outcomes.
IV. The Regulation Should Adopt AORN Guidelines as Its Technical Benchmark
CASA recommends that the regulation incorporate the AORN Guideline for Surgical Smoke Safety as its primary technical reference, rather than prescribing specific equipment configurations in the regulatory text. AORN is the foremost evidence-based authority on perioperative safety practice. Its guidelines are peer-reviewed, regularly updated as technology and clinical evidence evolve, and already cited in the draft’s Appendix A.
A regulation structured around current AORN guidance would remain accurate and current as plume evacuation technology continues to develop — without requiring the Division to reopen rulemaking each time a more effective system enters the market. This is how durable safety standards work in a field where technology is advancing rapidly. It would also align California with the approach AORN has advocated in surgical smoke legislation across the country, providing facilities with a clear, credible, and up-to-date compliance framework.

V. What CASA Supports
To be explicit: CASA is not opposing this regulation. We support the written exposure control plan requirement, staff training for personnel working in areas where plume is generated, the use of plume evacuation systems as the primary engineering control, source capture at the site of origin as the operative standard, and annual plan review and recordkeeping. These provisions align with best practices our members are already implementing, and they align with what AB 1007 asked Cal/OSHA to accomplish.
Summary of Requested Revisions
1. Remove or revise the Certified Industrial Hygienist requirement. Replace it with a practical, facility-appropriate competency standard that ASCs can realistically meet, consistent with existing Title 8 frameworks.
1. Eliminate the 25-foot outdoor exhaust requirement. Allow a properly operating plume evacuation system with ULPA and gas phase filtration at the site of origin to satisfy the engineering control standard.
1. Apply a proportionality standard to filter requirements, calibrated to the level of plume generation reasonably anticipated for the type of procedure being performed.
1. Adopt the AORN Guideline for Surgical Smoke Safety as the primary technical benchmark, allowing the regulation to remain current as technology evolves without requiring repeated rulemaking.
1. Provide a minimum of twelve months following final adoption for full implementation, to allow for procurement, training, and where necessary HCAI facility review and approval.
CASA and its members are committed to the safety of the people who work in our operating rooms. With longstanding experience in California’s ASC industry, we fully understand what is at stake for both our workforce and the sustainability of our facilities. We ask only that the final standard give us the tools to deliver that protection in a way that is workable, evidence-based, and grounded in what the legislature actually directed. We welcome further dialogue and are glad to make CASA members available to the Division for additional input at any stage of this process.
Respectfully submitted,
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Carrie Millsap
Board President, California Ambulatory Surgery Association

Submitted on behalf of CASA by:
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Karen Reiter
Executive Director, California Ambulatory Surgery Association
kreiter@casurgery.org  |  (530) 790-7990
PO Box 292698, Sacramento, CA 95829
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