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INTRODUCTION
Welcome to the CIHQ Hospital Accreditation Survey Activity Guide. This document has been developed to assist you in preparing for your accreditation survey.

SCOPE OF THE SURVEY
CIHQ will survey all services and sites of care under your hospital’s CMS Certification Number (CCN). For those services that require a distinct accreditation (e.g.
laboratory, distinct part skilled nursing or rehabilitation facilities) CIHQ will accept the accreditation of any CMS deemed status-provider. CIHQ will not survey
components of your organization that do not provide services under the hospital’s CCN, or are already accredited by a CMS-designated deemed-status provider.
CIHQ will survey any patient care or support services provided under the organization’s license and/or CCN that are contracted by the organization to another
entity. Said entities must be in compliance with applicable CIHQ standards and requirements. If a contracted service is non-compliant to a CIHQ accreditation
standard, requirement, or policy, the organization will be cited as non-compliant.

DETERMINING THE LENGTH / COMPLEMENT OF YOUR SURVEY / TEAM
Once your application has been submitted, staff at CIHQ will determine the necessary length of your survey and complement of your survey team. Every survey
will have at least one Registered Nurse with hospital survey experience, and a facilities specialist. The remaining complement of surveyors will be determined by
CIHQ. Prior to the on-site survey, CIHQ shall verify that all members of the survey team have confirmed that there is no present conflict of interest and they have in
no manner assisted the hospital in preparation or otherwise served in the capacity as a consultant or as a former (within the past five years) or current employee.
In the event a conflict of interest is apparent or suspected, CIHQ will remove any surveyor and replace that individual with another surveyor free of any conflict of
interest. A template survey schedule will be provided. This will assist you in general planning activities.

DETERMINING YOUR SURVEY DATES
If your hospital; is using CIHQ accreditation for deemed-status purposes, your survey will be unannounced. If you are applying for accreditation for the first time,
your survey will be scheduled within 4 months of your application. If you are an existing CIHQ accredited organization, your survey will be scheduled no later than
36 months since your last full triennial survey. If there are specific dates that would pose a hardship to the organization should a survey occur during that time;
CIHQ should be notified. CIHQ will attempt to honor such requests to the extent feasible and consistent with policies and survey requirements.

PREPARING FOR SURVEY
CIHQ strongly encourages organizations to have the documents requested in Attachment A and Attachment B of this survey activity guide fully prepared and ready
for review prior to your survey. In addition, organizations are encouraged to pre-designate where surveyors will be housed and have pre-arranged how to accept
the surveyors into your facility and get the process started. If you are also seeking a disease specific certification(s), please have the documents prepared as
requested in the Disease Specific Certification Policies, Standards, & Survey Process guidance.
Organizations are also strongly encouraged to review CIHQ accreditation policies so that you have a thorough understanding of the following:
•
CIHQ policy on use of CIHQ surveyors to provide consulting services
•
CIHQ policy on falsification and misrepresentation
•
How CIHQ identifies and scores deficiencies
•
Expectations for submittal of a corrective action plan(s) for identified deficiencies
•
The process to appeal deficiencies and/or accreditation decisions
•
CIHQ accreditation decisions
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WHAT WILL HAPPEN ON THE FIRST MORNING OF THE SURVEY
On the first morning of the survey, the survey team will present themselves at approximately 0815 in the lobby of the main hospital. They will present their
credentials, announce that your survey is occurring, and will ask to be directed to Administration. After introductions with your administrative personnel, the survey
team should be escorted to an area that you have prepared for their use throughout the survey. This area should have a phone, sufficient electrical outlets for the
surveyor’s computers, and internet access if possible.

OPENING CONFERENCE
There will be a brief opening conference. Available senior leadership from your organization should be present at this time. The survey team leader will:
•
Inform the organization of the purpose of the survey
•
Introduce the survey team members
•
Inform the organization of the anticipated length of the survey and the anticipated date/time of the exit conference

THE ON-SITE SURVEY SCHEDULE
Following the opening conference, the lead surveyor will review the schedule with your survey coordinator, and – when possible – make whatever adjustments are
necessary to accommodate the organization. The lead surveyor will work with you to schedule visits to specific patient care areas and other survey activities.

SURVEY LOCATIONS
For hospitals with either no or a small number of off-campus provider-based locations, CIHQ will survey all departments, services, and locations that bill for
services under the hospital’s provider number and are considered part of the hospital.
For hospitals with many provider-based locations, CIHQ will survey:
•
All hospital departments and services at the primary hospital campus and on the campuses of other remote locations of the hospital;
•
All inpatient care locations of the hospital;
•
All out-patient surgery locations of the hospital;
•
All locations where complex out-patient care is provided by the hospital; and
•
A sample of each type of other services provided at additional provider-based locations.

ASSISTING SURVEYORS
Each surveyor should be assigned an escort for the duration of the survey. The escort should be knowledgeable about the location of services, sites of care, and
able to facilitate access to care areas and requests by the surveyor.

LUNCH
Due to the compressed nature of the survey, unless otherwise indicated, the surveyors will have a “working lunch”. The organization is requested to allow
surveyors this time. A simple lunch provided to the survey team would be most appreciated.
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SURVEY ACTIVITIES
CIHQ strongly encourages that you use this survey guide to prepare for your survey. Specific survey activities are described. This includes:
1. What the survey activities are
2. Where it is recommended each survey activity be held
3. Who is recommended to be in attendance when the survey activity occurs
4. What documents – if any – are required
5. A brief description of what will occur during the survey.

Survey Activity
1.

OPENING CONFERENCE /
REVIEW OF SURVEY
SCHEDULE

Location / Suggested Attendees
Location:
Determined by Organization

Documents Required
Copy of the survey schedule

Suggested Attendees as Available
•
Senior Management
•
Chief Medical Officer
•
Survey Coordinator
•
Others at Organization’s
Discretion
2.

REVIEW OF PREPARED
DOCUMENTS

Location
This should occur in an area that will
need to be reserved for surveyor use
for the entire duration of the survey.
Suggested Attendees
•
None, but someone such as the
Survey Coordinator should be
available to respond to questions
or requests.

3.

DAILY BRIEFING

Location
At the organization’s discretion
Suggested Attendees
At the organization’s discretion
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What Will Occur
Surveyors will introduce themselves
and review the purpose of the survey.
The organization will be asked to
provide a brief informal overview of
services provided.
The survey schedule will be reviewed
and any preliminary questions
answered.

Please see Attachment – A
If you have requested disease specific
certification(s), please have the
documents prepared as outlined in the
Disease Specific Policies, Standard, &
Survey Process guidance.

None

Surveyors will review key policies,
reports, plans, and other documents
necessary for the organization to
demonstrate compliance to a wide
range of standards and regulations.

The survey team will provide a brief
overview of findings and potential
compliance issues from the previous
day’s survey activities
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Survey Activity
4.

EXIT CONFERENCE

Location / Suggested Attendees
Location
At the organization’s discretion

Documents Required
None

Suggested Attendees
At the organization’s discretion

What Will Occur
The survey team will present a highlevel summary of survey findings and
compliance issues.
Note: The survey team reserves the
right to forgo the exit conference if the
organization has legal counsel in
attendance and attempts to turn the
exit conference into an evidentiary
hearing or legal proceeding.
Note: The survey team reserves the
right to forgo the exit conference if the
organization presents a hostile or
adversarial environment
Note: If the organization wishes to
audio tape the exit conference it must
provide two tapes and tape recorders,
recording the meeting simultaneously.
The surveyors will take one of the
tapes at the conclusion of the
meeting.
Video-taping is also permitted if it is
not disruptive to the conference, and a
copy is provided at the conclusion of
the conference. It is at the sole
discretion of the surveyor(s) to
determine if video-taping is permitted..

5.

BUILDING TOUR

Location
Designated healthcare and
ambulatory occupancies
Suggested Attendees
•
Facility Director
•
Others at the organization’s
discretion
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Please have the following documents
available throughout the building tour:
•
Drawings, plans, diagrams, or
other documents that show the
current construction profile of the
buildings that will be toured.

The surveyor will tour applicable
building(s) to assess compliance to
applicable provisions of the NFPA Life
Safety Code. Please assure that the
following items are available for the
entire building tour:
•
Ladder to check for above ceiling
penetrations
•
Flashlight
•
Master key to open locked rooms
and spaces
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6.

Survey Activity

Location / Suggested Attendees

Documents Required

What Will Occur

CLOSED MEDICAL RECORD
REVIEW

Location
•
If all -or portions of – the closed
medical record are electronic; the
surveyors will need uninterrupted
access to at least two computer
work-stations that are able to
access all electronic aspects of
the record. Preferably, this should
not be in a patient care area.
•
If the closed medical records are
completely paper-based, then a
conference room is all that is
required.

The specific medical records pulled for
review will be determined at the time
of survey. Records will be pulled
based on the following:
•
The scope and complexity of
services provided
•
The organization’s average daily
census
•
The patient populations served
•
Any disease specific
certification(s) requested

The closed medical record review is
designed to accomplish two purposes:
1. To assure that a minimum valid
sampling of medical records are
assessed during the survey.
2. To determine the organization’s
historical compliance to standards
and regulations.

In general, closed records will be
pulled anywhere from six months to
one year prior to survey.

A sufficient number of records will be
reviewed to assure that – when
combined with open records – a valid
sampling size has been achieved.

Suggested Attendees
•
If all -or portions of – the closed
medical record are electronic, a
“super-user” must be made
available to each surveyor to
assist in navigating the electronic
record.
•
If the closed medical records are
completely paper-based, no
attendees are required.
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Surveyors will review the medical
records.

The organization will be provided with
the list of records needed for review
on the first day of survey.
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Survey Activity
7.

DIETARY SERVICES REVIEW

Location / Suggested Attendees
Location
Food & Nutrition Services
Suggested Attendees
•
Head of Food Services
•
Clinical Dietitian
•
Food Service staff as requested
by the surveyor
•
Others at the organization’s
discretion

Documents Required

What Will Occur

The surveyor will review documents
that address the following:
•
Maintaining appropriate
temperatures for refrigerators and
freezers
•
Cleaning of dishes and pots/pans
•
Temperature of prepared patient
food trays

Surveyor will introduce his/her self
and ask for a brief orientation to the
scope of food and nutritional services.
The surveyor will then tour the kitchen
area, and will focus on the following:
•
Sanitation
•
Storage and preparation of food
•
Hygiene practices of personnel
•
Safety issues
•
Preparation of patient meals
The surveyor will go to a patient care
unit during the survey process and
observe meal trays being delivered.
The surveyor will also review the
medical records of patients receiving
special diets, nutritional supplements,
and/or parenteral nutrition to
determine if standards and regulations
are appropriately implemented.
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Survey Activity
8.

FACILITIES & LIFE SAFETY
REVIEW

Location / Suggested Attendees
Location
At the organization’s discretion
Suggested Attendees
•
Director of Facilities or equivalent
•
Biomedical Director or equivalent
•
Key individuals involved with fire
system maintenance and testing
•
Key individuals involved with
emergency power maintenance
and testing
•
Key individuals involved with
utility system testing and
maintenance
•
Others at the organization’s
discretion.

9.

HUMAN RESOURCES /
COMPETENCY REVIEW

Location
At the organization’s discretion
Suggested Attendees
•
Director of Human Resources
•
Key individuals involved with
orientation and training of
personnel
•
Key individuals involved with staff
development and competency
•
Others at the organization’s
discretion

Documents Required

What Will Occur

The surveyor will review the following
documents
•
Please see Attachment B
•
Listing of all biomedical and
facility equipment noted as
“critical” on the organization’s
inventory
•
If applicable, documentation of
factors and evidence considered
in establishing an Alternate
Maintenance Equipment (AEM)
program

The surveyor will review the requested
documents and interview personnel to
assure compliance to key Care
Environment accreditation standards.

The surveyor will review the following
documents:
•
Agenda and content of new hire
orientation
•
Personnel files of staff requested
throughout the survey. For each
staff person requested, the
following should be provided:
o Current job description
o Primary source verification of
any professional license or
certification
o Evidence of new-hire and
department specific
orientation
o Evidence of any education
and training
o Initial and ongoing
assessments of competency
o Additional information as
requested

The surveyor will review the requested
documents and interview personnel to
assure compliance to key Human
Resources accreditation standards.

Note: Information should encompass
the three years prior to survey.
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Survey Activity
10. INFECTION PREVENTION &
CONTROL REVIEW

Location / Suggested Attendees
Location
At the organization’s discretion
Suggested Attendees
Infection Control Practitioner
Others at the organization’s discretion
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Documents Required

What Will Occur

A list of current patients with a known
infection. The list should identify:
•
The name and location of the
patient
•
The type of infection
•
Whether or not the patient
requires isolation

The surveyor will pick a patient from
the list and trace the infection control
process to determine if organization
policy and accreditation standards are
being met.
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Survey Activity
11. MEDICAL STAFF
CREDENTIALING &
PRIVILEGING REVIEW

Location / Suggested Attendees
Location
At the organization’s discretion
Suggested Attendees
•
Director of Medical Staff Services
•
Key individuals involved in the
credentialing and privileging
process.
•
Others at the organization’s
discretion.
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Documents Required

What Will Occur

The surveyor will review the following
documents:
•
Current medical staff bylaws and
rules/regulations
•
Written agreement for the
provision of telemedicine services
if such services are provided.
•
Credential files of medical staff
requested throughout the survey.
For each file requested, the
following should be provided for
the most recent appointment or
reappointment:
o Current professional
licensure verified from the
primary source in the State in
which the organization is
located
o Current Drug Enforcement
Agency (DEA) number if the
practitioner prescribes or
furnishes medication
o Results of a National
Practitioner Data Bank
(NPDB) query.
o Verification of education and
training
o Peer reference(s)
o An attestation by the
practitioner that he/she is
physically and mentally
capable of exercising the
privileges requested
o Criteria used for the granting
of clinical privileges
o Other information as
requested

The surveyor will review the requested
documents and interview personnel to
assure compliance to key Medical
Staff accreditation standards
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Survey Activity
12. PHARMACY SERVICES /
MEDICATION USE REVIEW

Location / Suggested Attendees
Location
Main pharmacy
Suggested Attendees
•
Director of Pharmacy Services
•
Key individuals involved in the
medication management function
•
Others at the organization’s
discretion

13. QUALITY ASSESSMENT /
PERFORMANCE
IMPROVEMENT REVIEW

Location
At the organization’s discretion
Suggested Attendees
•
Director of Quality / Performance
Improvement
•
Chair of the Quality Assessment /
Performance Review Committee
•
Others at the organization’s
discretion
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Documents Required

What Will Occur

The surveyor will review the following:
•
Competency of pharmacy staff
performing compounding of
sterile products
•
Cleaning and disinfection records
of the IV room / ante-room as
appropriate
•
Environmental air sampling
records of the IV room

The surveyor will tour the main
Pharmacy as well as any official
satellite pharmacies and – if
applicable – after hour access storage
areas such as a night locker.

The surveyor will review the following
documents:
•
Data and reports for the 12
months prior to survey that
demonstrates departments /
services are integrated into the
organization’s quality assessment
and performance improvement
program

The surveyor will review the data and
reports to assure that these services
have a quality assessment /
performance improvement program
and that data is aggregated, analyzed,
and acted upon in accordance with
the organization’s Quality Assessment
& Performance Improvement
Program.

Following the tour, the surveyor will
then trace the medication process
from prescribing through
administration – including observing
staff administering medications.
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Survey Activity
14. TRACER ACTIVITY

Location / Suggested Attendees
Location
Various inpatient and outpatient care
settings including, but not limited to:
•
Emergency department
•
Critical care units
•
Intermediate or step-down units
•
Medical / surgical units
•
Surgery (both inpatient and
outpatient)
•
Invasive procedure areas such as
Cardiac Catheterization Lab, GI
Lab, Bronchoscopy Lab
•
Imaging Services – including
Nuclear Medicine
•
Labor and delivery
•
Post-partum
•
Nursery / NICU
•
Behavioral health units
•
Outpatient and urgent care clinics
•
Outpatient specialty treatment
centers
•
Infusion centers
Suggested Attendees
•
Manager or Supervisor of the
care area
•
Staff providing care as requested
by the surveyor
•
Others at the organization’s
discretion.
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Documents Required
None

What Will Occur
Surveyor will introduce his/her self
and ask for a brief orientation to the
services provided in the care area.
The surveyor will then conduct an
environmental tour of the care area
that will focus on the following as
applicable:
•
Medication management
practices
•
Infection control practices
•
Patient safety practices
•
Performance of waived tests
•
Use of medical equipment and
supplies
•
General environmental safety
•
General compliance to life safety
requirements
•
Patient privacy and confidentiality
of information
Following the environmental tour, the
surveyor will pick one or two patients
from the census. If you are seeking
disease specific certification(s),
applicable patients will be included in
this process.
The surveyor will then
•
Interview staff caring for the
patient
•
Review the medical record for key
documentation
•
With the patient’s permission,
observe care being rendered
such as staff administering
medications or performing
procedures.
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Survey Activity

Location / Suggested Attendees

Documents Required

What Will Occur

15. DISEASE SPECIFIC
CERTIFICATION

There is no set location or list of
attendees

Please see the Disease Specific
Certification Policies, Standards, and
Survey Process guidance

Compliance to disease specific
certification standards will be
assessed as part of tracer activities
during the accreditation survey.

16. CENTER OF EXCELLENCE
DESIGNATION

There is no set location or list of
attendees

Please see the Center of Excellence
Policies, Standards, and Survey
Process guidance

Compliance to center of excellence
standards will be assessed as part of
tracer activities during the
accreditation survey.

AFTER THE SURVEY
Once the survey is concluded, the survey team will submit their preliminary report to senior staff at CIHQ. No written report will be issued to the organization at the
exit conference. Senior staff at CIHQ will carefully review the report to assure that findings (allocation and deficiency level) have been correctly adjudicated and
modification made to the report as necessary.

RECEIPT OF FINAL REPORT
Organizations should expect to receive their final report within 10 business days following survey.

SUBMITTING A CORRECTIVE ACTION PLAN
Any deficiencies that have been identified will require a corrective action plan (CAP). The CAP must be completed and returned to CIHQ within 10 calendar days
from the date the report was sent to your organization. The report will be sent electronically to the contact person listed on your application.
A CAP must be developed and submitted for each deficiency identified in this report. In order for the CAP to be accepted, it must address at least the following:
•
The plan for correcting the specific deficiency. The plan must address the processes that led to the deficiency cited;
•
The procedure for implementing the CAP for the specific deficiency cited;
•
The monitoring procedure to ensure that the CAP is effective and that the specific deficiency cited remains corrected and/or in compliance with standards.
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. Due dates for completion of corrective actions should not exceed 60 days for standard level deficiencies, and
45 days for condition level deficiencies, from the date that the CAP is submitted to CIHQ. If specific actions require a longer timeframe, please notify CIHQ for
assistance and direction.
•
How the CAP will be integrated into the organization’s Quality Assessment & Performance Improvement (QAPI) program
Failure to ultimately submit an acceptable CAP will result in denial or revocation of accreditation by CIHQ. An unannounced on-site follow up survey will be
conducted within 45 days if your organization sustained any condition-level deficiencies. If your survey was for an initial accreditation, then a full re-survey will
occur. If you are already accredited by CIHQ, then a focused survey will occur.
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APPEALS PROCESS
CIHQ has established an appeals process for accredited organizations wishing to contest a deficiency and/or accreditation decision. Detailed information on how
to file an appeal is located in the CIHQ Accreditation Policy Manual. 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.
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ATTACHMENT – A
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.

BINDER ONE
CIHQ Standard
Reference
Gl-1

Organizational chart or other document showing the governance structure of the organization

GL-1

Organizational chart or other document showing the leadership structure of the organization

GL-1

Governing body bylaws

GL-2

Copy of the organization’s State license to operate a hospital

GL-7

Evidence of an annual review and approval of the operating and capital budget

GL-8

List of all contracted services that provide direct patient care

QA-1

Quality Assessment & Performance Improvement Plan

QA-2

Evidence that data has been collected, aggregated, analyzed and acted upon for each of the following over the past 12 months
• Medical errors and adverse events
• Significant medication errors and adverse drug reactions
• Use of blood and blood components
• Confirmed hemolytic blood transfusion reactions
• Significant discrepancies between pre-operative and post-operative diagnosis in pathology findings
• Adverse events involving the use of anesthesia along the continuum (i.e. moderate sedation to general anesthesia)
• Adverse events related to the performance of operative and/or invasive procedures

QA-4

List of performance improvement projects approved by the governing body in the past 12 months

Title of Document

CIHQ Hospital Accreditation Survey Activity Guide
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ATTACHMENT-A
BINDER TWO
CIHQ Standard
Reference
MS-3

Title of Document

Survey Ready

Medical staff bylaws and rules and regulations. Please flag the following information within those documents:
•
The definition and criteria used for appointment and reappoint of members to the medical staff.
•
The definition and process for the performance of periodic appraisals for each member at least every 24 months.
•
A description of the privileging process
•
Statement that the medical staff is accountable to the governing body.
•
Statement that the majority of the medical executive committee must be doctors of medicine or osteopathy.
•
Evidence that the governing body has approved the medical staff bylaws.
•
Definition of the categories of the medical staff to include a statement of the duties and privileges of each category
•
The definition of the medical staff structure.
•
The qualifications of a candidate in order for the medical staff to be appointed.
•
Requirements for the performance of and what practitioners are permitted to perform an H&P including an update if
performed prior to admission
List of all physicians and allied health providers credentialed by the medical staff by specialty and the date of last
appointment / reappointment

MS-9

Written agreements with any distant-site provider for telemedicine services

MS-10

Written document describing the scope of patient care rendered by individuals enrolled in graduate medical education
(GME).This includes levels of physician supervision as appropriate.

MS-10

Policy addressing documentation in the medical record by GME participants

MS-12

Criteria established by the medical staff for the performance of an autopsy

BINDER THREE
CIHQ Standard
Reference
DC-5

Evidence that the discharge planning process has been evaluated

OP-1

Written agreement with an Organ Procurement Organization (OPO)

OP-1

Written agreement with at least one tissue bank and one eye bank if not covered in the OPO agreement

Title of Document
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ATTACHMENT – A
BINDER FOUR
CIHQ Standard
Reference
CE-2

Listing of patient care areas inspected within the past 12 months including dates of inspection

IC-1

Infection Prevention & Control Plan

IC-2

Surveillance data for the past 12 months

IC-3

List of infection control policies as required under (see attachment provided with survey schedule)

IC-5

Plan to manage an influx of potentially infectious patients

CE-10

Policy(s) addressing management of legionella and other water-borne pathogens

CE-10

Most recent legionella risk assessment

Title of Document

BINDER FIVE
CIHQ Standard
Reference
PR-4

Evidence of a defined process for managing patient grievances including approval by the governing body

PR-6

Policy(s) addressing advance directives

PR-12

Policy(s) addressing patient visitation

RI-3 -> RI.17

Policy(s) addressing the use of restraint and seclusion

QS-2

Policy(s) addressing pain management

QS-4

Policy(s) addressing the use of verbal/telephone orders

AN-2 & AN-3

Policy(s) addressing the use of moderate sedation /analgesia to general anesthesia

OI-5

Policy(s) addressing informed consent for operative and invasive procedures

MM-8

Policy(s) addressing the security of medications

MM-17

Policy(s) addressing use of medications from outside sources

MM-22

Policy(s) addressing medication orders

MM-28

Policy(s) addressing the administration of medication

Title of Document
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Attachment – A
BINDER SIX
CIHQ Standard
Reference
EP-2

Most recent iteration of the organization’s emergency preparedness risk assessment and annual evaluation

EP-2

Most recent iteration of the organization’s emergency preparedness plan and annual evaluation

EP-3

Current emergency preparedness policies & procedures. (see attachment provided with survey schedule)

EP-4

Current emergency preparedness communication plan and annual evaluation

EP-5

Current emergency preparedness training program and annual evaluation

EP-6

Testing of the emergency preparedness plan for the past 12 months and annual evaluation

Title of Document

BINDER SEVEN
CIHQ Standard
Reference

Title of Document

Survey Ready

Survey Ready

Name and phone number of the survey coordinator or other key individual(s) in case assistance is required
List of all patient care areas and their physical location within respective buildings
List of all employees by name, job function, and date of hire
Copies of any CMS or other regulatory inspections within the past 12 months
The following documents may be requested on the first day of survey. Organizations should be prepared to provide
these documents if requested by the survey team:
•
Current census for each inpatient care area listing patient name, room number, admitting diagnosis, and length of
stay
•
Schedule for the day for all operative and invasive procedure settings
RT-1

Respiratory service policies (see attachment provided with survey schedule)

OI-3

Surgical service policies (see attachment provided with survey schedule)
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ATTACHMENT – B
Documents to be Prepared and Available for the “Facilities & Life Safety Review” Survey Activity

Directions
For each document requested below, please provide the most current or most recent iteration available.
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: These documents may be presented for review in their original binders rather than creating binders specifically for this purpose. However, the testing records
and other documents must be specifically flagged and cross-referenced to each CIHQ standard to facilitate the review. Organizations may want to consider listing
the specific location of a document in the “survey ready” section of this attachment.
CIHQ Standard
Reference
CE-16

Results of any inspections conducted by local fire authorities in the past 12 months

CE-17

Fire response plan

CE-18

Records of fire drills conducted for each type of business occupancy within the past 12 months

CE-13
CE-13

Testing records for each emergency power generator for the past 12 months in accordance with NFPA 110, Section
8.4.2 or Section 8.4.3
Tests all automatic transfer switches for each emergency power generator in accordance with NFPA 110, Section 8.4.6.

CE-13

Testing at least once every 36 months Level I EPSS shall be tested in accordance with NFPA 110, Section 8.4.9

CE-14

Monthly testing for the past 12 months of emergency battery-powered lighting in accordance with Chapter 19.2.9 of the
2012 Edition of NFPA 101.
Annual testing of battery-powered lights required for egress in accordance with Chapter 19.2.9 of the 2012 Edition of
NFPA 101.
In accordance with NFPA 72, 2010 Edition, Table 14.4.5, , records for the past 12 months addressing:
• Every quarter; testing of supervisory signal devices (except valve tamper switches)
• Every 6 months; testing of valve tamper switches and water-flow devices.
• Every 12 months; testing of duct detectors, electromechanical releasing devices, heat detectors, manual fire alarm
boxes and smoke detectors.
• Every 12 months; testing of visual and audible fire alarms, including speakers.
• Every quarter; testing of fire alarm equipment for notifying off-site fire responders

CE-14
CE-19

Title of Document
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Attachment – B
CIHQ Standard
Reference
CE-19

Title of Document

Survey Ready

For automatic sprinkler systems, in accordance with NFPA 25, 2011 Edition, records for the past 12 months addressing:
• Weekly; testing of fire pumps under no-flow conditions.
• Every 6 months; testing of water-storage tank high- and low-water level alarms
• Every month during cold weather; testing of water-storage tank temperature alarms
• Every 12 months; testing of main drains at system low point or at all system risers.
• Every quarter; inspection of all fire department water supply connections.

CE-19

In accordance with NFPA 25, 2011 Edition, records for the past 12 months addressing:
• Every 12 months; testing fire pumps under flow.
• Every 5 years; water-flow testing for standpipe systems.
• Hydrostatic testing on standpipe occupant hoses 5 years after installation and every 3 years thereafter

CE-19

In accordance with NFPA 96, 2011 Edition, records for the past 12 months addressing
• Every 6 months; inspection of any automatic fire-extinguishing systems in a kitchen. Discharge of the systems is not
required.
• Every 12 months; testing carbon dioxide and other gaseous automatic fire-extinguishing systems. Discharge of the
systems is not required.

CE-19

In accordance with NFPA 80 Standard for Fire Doors and Other Opening Protectives, 2010 Edition (Section 19.4.1.1)
and NFPA 105, 2010 Edition (Section 6.5.2),, testing records that demonstrate the following::
• Newly installed fire and smoke dampers are tested one year after installation (if installed after January 1, 2008) to
verify that they fully close.
• Existing fire and smoke dampers are tested at least every six years to verify that they fully close.
• If fire and/or smoke dampers cannot be tested because of accessibility issues, the organization notes the location of
these dampers and develops a plan to gain access to them within a noted time frame, or if/when the area
undergoes construction or renovation.

CE-19

In accordance with NFPA 90A, Standard for the Installation of Air Conditioning and Ventilation Systems, 2012 Edition
(Section 6.4.1), testing records for past 12 months addressing:
• Every 12 months; testing automatic smoke-detection shutdown devices for air-handling equipment.

CE-19

In accordance with NFPA 80, 2010 edition (Section 5.2.1 and 5.2.5), testing records for the past 12 months addressing:
• Every 12 months; testing of sliding and rolling fire doors.

CE-23

Copy of the defined risk assessment methodology to determine system categories based upon NFPA 99 Section 4.1.
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