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INTRODUCTION
This is a disease specific certification designed to recognize the provision of evidence-based best practice to patients in heart
failure.
DISEASE SPECIFIC CERTIFICATION POLICIES
Disease specific certification is an optional program offered to CIHQ accredited hospitals. Accredited hospitals are not required
to obtain disease specific certification as a condition of accreditation.
GENERAL ELIGIBILITY REQUIREMENTS
In order to obtain/maintain disease specific certification(s), a hospital must:
• Be accredited by CIHQ. Disease specific certification cannot be granted to a hospital that is not accredited by CIHQ
• Be in full compliance with CIHQ hospital accreditation policies
• Be in full compliance with CIHQ hospital accreditation standards or have developed and implemented an acceptable plan of
correction to come into compliance in areas of deficient practice.
• Be in full compliance with the applicable CIHQ disease specific certification(s) standards or have developed and
implemented an acceptable plan of correction to come into compliance in areas of deficient practice.
• Pay disease specific certification(s) fees in a timely manner
PROGRAM SPECIFIC REQUIREMENTS
In addition to meeting the general eligibility requirements, the following certification specific requirements must also be met
Heart Failure
Provided inpatient care to at least 10 applicable patients per year
CIHQ reserves the right to withdraw/deny disease specific certification(s) to a hospital that does not meet/maintain eligibility
requirements.
AFFECT OF ACCREDITATION STATUS ON DISEASE SPECIFIC CERTIFICATION(S)
Disease specific certification(s) is tied closely to a hospital’s accreditation status. If a hospital voluntarily withdraws its
accreditation; or their accreditation is withdrawn/denied by CIHQ, then any disease specific certification(s) is withdrawn/denied
as well.
RELATIONSHIP BETWEEN DISEASE SPECIFIC CERTIFICATION(S) & HOSPITAL ACCREDITATION SURVEYS
Disease specific certification(s) is not a separate and distinct survey activity. Rather, it is integrated into the hospital’s
accreditation survey. Certification standards are a set of focused requirements that a hospital must meet in addition to the
accreditation standards.
A certification(s) survey occurs during the hospital’s initial or triennial accreditation survey. Assessment of compliance to
certification standards is interwoven into the accreditation survey activities. In some cases, the overall length of the survey and/or
the number of surveyors may be expanded in order to accomplish this function. In addition, compliance to disease specific
certification standards can be assessed during a hospital’s mid-cycle accreditation survey.
If a hospital wishes to apply for disease specific certification, and have a focused survey outside of its initial or triennial
accreditation survey, then CIHQ will work with the organization to develop a specific agenda and survey. Please contact CIHQ or
details.
ALLOCATION OF DEFICIENCIES BETWEEN DISEASE SPECIFIC CERTIFICATION & HOSPITAL ACCREDITATION
If a deficiency is identified during the disease specific certification(s) portion of a survey, it will either be assigned to a hospital
accreditation standard or to a disease specific certification(s) standard. Allocation will depend on whether or not the deficiency is
pertinent specifically to the certification(s) standards.
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REQUIREMENTS FOR A CORRECTIVE ACTION PLAN
The organization is required to submit an acceptable corrective action plan (CAP) to CIHQ within 10 calendar days following
receipt of their certification survey report for any deficiencies identified,
A CAP must be developed and submitted for each deficiency identified. In order for the CAP to be accepted, it must address at
least the following:
• The specific steps that the organization has taken (or will take) to correct the deficiency. The plan must address both the
specific finding and the processes that led to the deficiency.
• A description of how the CAP was (or will be) implemented
• The monitoring process that has been (or will be) put in place to assure ongoing implementation of the CAP. Documentation
must include the frequency and duration of monitoring, sample size, and target thresholds.
• The title of the person responsible for implementing the CAP; and
• The date the CAP was (or will be) implemented.
The CAP should be implemented as quickly as possible. The expectation is that – whenever possible – corrective action has
already occurred by the time the CAP is submitted. Due dates for completion of corrective actions should not exceed 45 days. If
specific actions require a longer timeframe, please notify CIHQ for assistance and direction.
APPEAL PROCESS
If an organization wishes to appeal a finding, it must notify CIHQ in writing within 7 calendar days following receipt of the
certification survey report. Senior staff will review the appeal, contact the organization for any questions, discussion, further
information, etc. and issue a determination in writing of the organization’s compliance to the standard/requirement in question.
AFFECT OF THE APPEAL PROCESS ON SUBMISSION OF A CORRECTIVE ACTION PLAN
Initiating the appeal process does not obviate the hospital from submitting an acceptable plan of correction within required time
frames. The hospital may submit due dates for completion on deficiencies they wish to appeal with enough lead time to allow the
appeal process to occur and still implement corrective actions in a timely manner should the appeal be denied. The organization
should contact CIHQ for assistance in this regard.
CERTIFICATION DECISIONS
CIHQ disease specific certification surveys are pass/fail. Certification will be awarded provided the hospital meets/maintains the
eligibility requirements noted in this policy. The decision to award a disease specific certification is separate and distinct from a
decision to award accreditation to a hospital. There is no negative effect on a hospital’s accreditation if it fails a disease specific
certification.
DURATION OF CERTIFICATION AWARD
Disease specific certification(s) is generally awarded for a 36 month period. The award date aligns with the hospital’s effective
date of accreditation.
USE OF CIHQ SURVEYORS AS CONSULTANTS
Due to the integrated nature of the disease specific certification process, CIHQ surveyors are not permitted to independently
serve as consultants. Hospitals may not employ, retain, contract with, or otherwise utilize CIHQ surveyors for any of the
following:
• Provide consulting services or standards interpretation to prepare the organization for a CIHQ disease specific certification
survey. This does not apply to accessing CIHQ central office staff for official standards interpretation.
• Providing tools or documents to assist in certification compliance. This does not apply to organizations that utilize CIHQ
officially approved documents obtained directly from the CIHQ resource library.
• Provide education programs on CIHQ disease specific certification standards. This does not apply to attendance at CIHQ
officially sponsored education programs and activities
• Assist with developing and/or reviewing appeals or corrective action plans for deficiencies identified during a CIHQ disease
specific certification survey.
• Conduct mock CIHQ disease specific certification surveys
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DISEASE SPECIFIC CERTIFICATION SURVEY PROCESS
OVERVIEW
Caring for a specific patient population does not occur in a vacuum. While patients certainly do receive care unique to their
needs, there is a commonality of need that applies to all patient populations. The CIHQ disease specific certification process is
designed to reflect this reality.
There are no separate and distinct survey procedures for disease specific certification(s). Assessing compliance to certification
standards is interwoven into the hospital accreditation survey process. The specific procedures and activities are outlined in the
CIHQ Hospital Accreditation Survey Activity Guide.
• For example, a disease specific certification(s) assessment will involve a review of selected documents. These documents
will be reviewed at the same time as the accreditation survey document review.
• In another example, surveyors will review both open and closed medical records of patients who reflect the disease specific
population. For open records, this will occur during the accreditation survey activity of visiting patient care areas. Closed
records will be pulled as part of the accreditation survey closed record review activity.
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DISEASE SPECIFIC CERTIFICATION STANDARDS: HEART FAILURE

The standards for disease specific certification in heart failure are based on the most recent recommendations from the
American Heart Association “Get with the Guidelines® “.
HF-1: Leadership of the Heart Failure Program
The organization provides leadership for the heart failure program
A. The organization identifies a physician leader for the heart failure program who by education, training, and experience is
qualified to provide medical direction to the program. The physician leader should be a board-certified cardiologist. If the
physician leader is not a board-certified cardiologist, then the organization must demonstrate that the physician leader has
comparable qualification.
B. The organization identifies an administrative leader to oversee the heart failure program. There is a written document that
defines the duties and responsibilities of the administrative leader.
HF-2: Initial Assessment of Patients Presenting with Heart Failure
The heart failure patient will receive an appropriate initial clinical assessment of his or her condition
A. A history and physical examination is performed on patients presenting with heart failure that identifies cardiac and noncardiac disorders or behaviors that might cause or accelerate the development or progression of the patient’s condition.
• The history includes current and past use of alcohol, illicit drugs, current or past standard or “alternative therapies”, and
chemotherapy drugs
B. The initial assessment includes an evaluation of the patient’s ability to perform routine and desired activities of daily living.
C. The initial examination of patients presenting with heart failure includes assessment of the patient’s volume status,
orthostatic blood pressure changes, measurement of weight and height, and calculation of body mass index.
D. The various components of the initial assessment are performed within time frames defined by the organization.
• For inpatients, the overall initial assessment must be completed within 24 hours of admission.
• For outpatients, the overall initial assessment must be completed on the initial visit.
E. The initial assessment is performed by an individual(s) with the licensure, education, training, experience, and scope of
practice to competently do so.
HF-3: Initial Diagnostic Work-Up of Patients Presenting with Heart Failure
The heart failure patient will receive an appropriate diagnostic work-up as part of an initial evaluation of his or her condition
A. Initial laboratory tests performed on patients presenting with heart failure include complete blood count, urinalysis, serum
electrolytes (including calcium and magnesium), blood urea nitrogen, serum creatinine, fasting blood glucose
(glycohemoglobin), lipid profile, liver function tests, and thyroid-stimulating hormone.
B. A twelve-lead electrocardiogram and chest radiograph (posterior/anterior and lateral) are performed initially on patients
presenting with heart failure.
C. Two-dimensional echocardiography with Doppler are performed during initial evaluation of patients presenting with heart
failure to assess left ventricular ejection fraction (LVEF), left ventricular size, wall thickness, and valve function.
Radionuclide ventriculography can be performed to assess LVEF and volumes.
D. Coronary arteriography is considered for patients presenting with heart failure who have angina or significant ischemia
unless the patient is not eligible for revascularization of any kind.
E. The organization determines the time frame for performing the initial diagnostic work-up
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HF-4: Ongoing Clinical Assessment of Patients with Heart Failure
The heart failure patient will receive an ongoing clinical assessment of his or her condition
A. For outpatient settings, an assessment is performed at each patient visit. At a minimum, the assessment must address:
• The ability of the patient to perform routine and desired activities of daily living,
• Volume status, weight, diet, and sodium intake.
B. For inpatient settings, an assessment is performed on at least a daily basis. At a minimum, the assessment must address
the patient’s:
• Level of activity and tolerance of activity
• Volume status, weight, diet, and sodium intake.
C. The patient’s current use of alcohol, tobacco, illicit drugs, “alternative therapies,” and chemotherapy drugs is also assessed
D. As appropriate to the patient’s condition and clinical presentation, ongoing assessments also include evaluation of the
patient’s respiratory status and oxygenation
E. Ongoing clinical assessments are performed by an individual(s) with the licensure, education, training, experience, and
scope of practice to competently do so.
HF-5: Clinical Management of Patients in Heart Failure
The heart failure patient shall be clinically managed in accordance with evidence-based practice and accepted standards of care.
A. The medical staff develops, approves, and implements evidence-based clinical practice guidelines for the management of
patients in various stages of heart failure.
• Current and authoritative reference material is used in developing the clinical practice guidelines.
• The clinical practice guidelines are reviewed on at least an annual basis to assure that they reflect current evidencebased practice.
B. Practitioners responsible for the clinical management of a patient in heart failure have been oriented to the clinical practice
guidelines.
C. The medical staff monitors the use of clinical practice guidelines, identifies untoward variation in practitioner practice from
the guidelines, and takes action to improve adherence to the guidelines as warranted.
HF-6: Availability of Specialized Assessments & Services
Heart failure patients have timely access to specialized assessments and services
A. The organization develops criteria to identify the need for rehabilitative, nutritional, and psycho-social services specific to the
heart failure population
B. Heart failure patients are screened by qualified staff using the criteria within 24 hours of admission (or as soon as feasible if
the patient’s condition precludes screening within 24 hours)
C. Based on the results of the screening, heart failure patients are seen by the appropriate discipline for a full assessment, and
a plan of care is developed within a time frame determined by the organization.
D. Reassessments are performed as indicated and within time frames defined by the organization. The plan of care is modified
when indicated by reassessment findings.
HF-7: Patient Education
The heart failure patient receives the education necessary to effectively manage his or her condition
A. As appropriate to the patient’s needs, education is provided on the following:
• The factors and causes of heart failure
• Signs / symptoms of worsening heart failure, and when to notify his/her physician or seek care
• Necessary lifestyle changes – including activity restrictions.
• Heart failure related treatment – including medications
• Smoking cessation
• Dietary considerations – including a low sodium diet
• Monitoring of volume status and weight change
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HF-8: Quality Assessment & Performance Improvement
The heart failure program monitors, improves, and achieves a sustainable level performance
A. The organization participates in the American Heart Association (AHA) “Get with the Guidelines® – Heart Failure” database
and submits data to the AHA’s web-based “Patient Management Tool”™.
• The organization achieves and sustains an 85% (or greater) level of compliance in each of the four achievement
measures promulgated by the AHA “Get with the Guidelines® – Heart Failure for at least a consecutive 90 day period.
Awarding of at least a “bronze level” of achievement by AHA is required.
• The organization identifies opportunities, and takes actions, to improve its performance in complying with the
achievement measures in the AHA “Get with the Guidelines® – Heart Failure”
B. The organization participates in CMS required core measures for heart failure
• The organization identifies opportunities, and takes actions, to improve its performance in complying with the CMS
required core measures for heart failure.
--- END ---
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Disease Specific Certification Documents to be Prepared and Available for the
“Review of Prepared Document” Survey Activity
Directions
For each document requested below, please provide the most current or most recent iteration available. Documents should be
organized into binders as requested.
For your convenience, the CIHQ standard number addressing the document has been provided for your reference. The
attachment has also been formatted to serve as a checklist for you to assure that the documents are survey ready
Note: Please assure the documents are prepared in separate binders and in the order requested within each binder. It would be
helpful to have each document labeled with the corresponding CIHQ standard reference.
DISEASE SPECIFIC CERTIFICATION FOR HEART FAILURE
CIHQ Standard Title of Document
Reference
HF-1
Document that identifies a physician leader for the heart failure program who by
education, training, and experience is qualified to provide medical direction to the
program
HF-1

Document that defines the duties and responsibilities of the administrative leader of the
heart failure program.

HF-5

Copies of evidence-based clinical practice guidelines for the management of patients in
various stages of heart failure. Include evidence that current and authoritative reference
material(s) was used in developing the guidelines; that the guidelines were approved by
the medical staff, and that the guidelines have been reviewed within the 12 months
prior to survey.

HF-5

Evidence that the medical staff has monitored the use clinical practice guidelines,
identified untoward variation in practitioner practice from the guidelines, and taken
action to improve adherence to the guidelines as warranted

HF-6

Criteria developed to identify the need for rehabilitative, nutritional, and psycho-social
services specific to the heart failure population

HF-8

Evidence that the organization achieved and sustained an 85% (or greater) level of
compliance in each of the four achievement measures promulgated by the AHA “Get
with the Guidelines® – Heart Failure for at least a consecutive 90 day period. Awarding
of at least a “bronze level” of achievement by AHA is required.

HF-8

Participation in CMS required core measures for heart failure for the past 12 months
along with a summary of actions taken to improve performance in areas identified as
having opportunity for improvement
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Survey Ready

