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Pulmonary Function  

This collection of pulmonary function accreditation standards includes all effective accreditation standards as of April 1, 2026. 

Standard Version Abbreviation Effective date 

Accreditation Standards Guide 2.1  April 1, 2026 

Governing Body 2.0 GOVB June 15, 2026 

Medical Director 2.0 MDIR June 15, 2026 

Medical Staff Qualifications Requirements 2.0 MSQR June 15, 2026 

Delegated Medical Acts 2.0 DMA June 15, 2026 

Document Control 2.0 DOC June 15, 2026 

Indigenous Cultural Safety, Cultural Humility and Anti-racism 2.0 ICS July 1, 2024 

Staff Administration Management Development 2.0 STAFF June 15, 2026 

Pulmonary Function Technical Staff Requirements 2.0 PFHR June 15, 2026 

Patient and client focus 2.0 PPC June 15, 2026 

General Safety 2.0 PSA June 15, 2026 

Patient safety 2.0 PPS June 15, 2026 

Infection prevention & control 2.0 PIPC June 15, 2026 

Quality improvement 2.0 PQI June 15, 2026 
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Standard Version Abbreviation Effective date 

Information management 2.0 PIM June 15, 2026 

Equipment and supplies 2.0 PES June 15, 2026 

Global Modality 2.0 GP June 15, 2026 

Patient Preparation 2.0 PREP June 15, 2026 

Spirometry 2.0 SPIRO June 15, 2026 

Lung Volumes 2.0 LVOL June 15, 2026 

Diffusing Capacity 2.0 DLCO June 15, 2026 

Airway Hyperresponsiveness 2.0 AHR June 15, 2026 

Respiratory Muscle Function 2.0 RMF June 15, 2026 

Pulse Oximetry 2.0 OXY June 15, 2026 

Six Minute Walk Test 2.0 MWT June 15, 2026 

Cardiopulmonary Exercise Testing 2.0 CPET June 15, 2026 

ABG Sample Collection 2.0 ABG June 15, 2026 

More information 

For inquiries or feedback regarding DAP accreditation standards, contact dap@cpsbc.ca.  

mailto:dap@cpsbc.ca
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Diagnostic Accreditation Program 
Established in 1971, the Diagnostic Accreditation Program (DAP) has a mandate to assess the quality and safety of all diagnostic 
services in the province of British Columbia through accreditation activities. The College of Physicians and Surgeons of British 
Columbia (CPSBC) have been granted legislated authority under section 25 (3) of the Health Professions and Occupations Act 
(HPOA). The CPSBC Bylaws requires every diagnostic facility in British Columbia to be accredited by the DAP before it can render 
a diagnostic service, this includes all publicly funded facilities and independent facilities. 

The DAP is committed to promoting excellence in diagnostic health care through the following activities: 

• establishing performance standards that are consistent with professional knowledge to ensure the delivery of safe, high-
quality diagnostic service 

• evaluating a diagnostic service’s level of actual performance to achieve the performance standards 

• establishing a comparative database of health-care organizations, and their performance to selected structure, process, 
and outcome standards or criteria 

• monitoring the performance of organizations through the establishment of external proficiency testing programs and 
other robust quality indicators of performance 

• providing education to health-care organizations, managers, and health professionals on quality improvement strategies 
and best practices in diagnostic health care 

• ensuring information learned from accreditation processes is used for system wide improvement 

• reporting to government, stakeholders and the public on the performance of the diagnostic health-care system as 
assessed through accreditation 

• strengthening the public's confidence in the quality of diagnostic health care 

• assisting organizations to reduce risks and increase safety for patients and staff 

• assisting organizations to reduce health-care costs by promoting quality practices that increase efficiency and 
effectiveness of services 

• serving and safeguarding the public 
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DAP accredited diagnostic services  

Medical imaging 

• radiology (CR and DR) 

• fluoroscopy  

• diagnostic mammography 

• ultrasound 

• echocardiography 

• computed tomography 

• magnetic resonance imaging 

• nuclear medicine – single photon 
emission  

• nuclear medicine – positron emission  

• bone densitometry 

Laboratory medicine 

• anatomic pathology 

• chemistry 

• cytogenetics 

• cytology 

• hematology 

• microbiology 

• molecular diagnostics 

• point-of-care testing 

• transfusion medicine 

Pulmonary function 

• spirometry 

• flow volume loops 

• diffusing capacity 

• lung volumes 

• respiratory muscle testing 

• conductance/resistance 

• reactive airways (methacholine 
challenge testing) 

• exercise induced asthma testing 

• cardiopulmonary exercise testing 

• pulse oximetry/overnight 
oximetry 

• exercise testing: duration test or 
six minute walk test category 

Community spirometry 

• spirometry 

• flow volume loops 

Neurodiagnostic services 

• electroencephalography 

• evoked potentials 

• electromyography and nerve 
conduction studies 

Community neurodiagnostics 

• electromyography and nerve 
conduction studies 

Polysomnography (level I) 

• adult polysomnography 

• pediatric polysomnography 

• PAP titration and adjunct 
therapies 

• daytime testing 

• ambulatory testing 

• home sleep apnea testing (level 
3) 

• PAP therapeutics 

Home sleep apnea testing (level III) 

• home sleep apnea testing 

• remote services 
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Accreditation standards 
The foundation of the accreditation programs are the accreditation standards set by the Diagnostic Accreditation Program, DAP.  

Principles of DAP accreditation standards  

Standards requirements are: 

• evidence-based 
• outcome-focused 
• directive in nature yet allow the service flexibility in how they approach and address each element 
• aligned to principles of quality and safety 
• validated by expert groups, beta testing, community consultation 
• continuous quality improvement 

Standard requirements are either: 

• mandatory (M) – facilities must demonstrate conformance), or  
• best practice (B) – it is recommended that facilities demonstrate conformance   

Standard requirements have a specific risk category: 

• critical (C)  
• high (H) 
• moderate (M) 
• low (L) 
• best practice (B) 

Standards requirements are assessed at different accreditation activities: 

• provisional accreditation assessment (P)  
• full accreditation assessment (F) 

Purpose and application of DAP accreditation standards  

The Diagnostic Accreditation Program, DAP, assesses the quality and safety of all diagnostic services in the province of British 
Columbia through accreditation assessment activities. The DAP accreditation standards are used to perform accreditation 
assessments. During an accreditation assessment activity of a diagnostic service facility, a DAP accreditation assessor will review 
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and evaluate evidence of conformance to accreditation standard requirements. To gain a DAP accreditation award, facilities must 
demonstrate conformance to all mandatory DAP accreditation standards, applicable.  

Evidence of conformance to accreditation standards may include: 

• documentation of testing records, policies, procedures and other relevant material  

• observation of patient care and examinations performed  

• availability and of equipment and supplies 

• other  

All applicable accreditation standard requirements are assessed during an accreditation assessment of a facility. The applicability 
of specific accreditation standard requirements for an accreditation assessment is applied based on: 

1. The type of accreditation assessment activity performed. 

Accreditation assessment type  Description  

Provisional accreditation assessment  Refers to an accreditation assessment conducted on new facilities, or when an 
existing facility begins a new service or expands scope. A facility which 
completes a provisional accreditation activity will gain provisional accreditation, 
following all non-conformance remediation.  

Full accreditation assessment Refers to an accreditation assessment conducted on currently accredited 
facilities. A facility which completes a full accreditation activity will gain or 
maintain full accreditation, following all non-conformance remediation. 

Other  Note: DAP programs may perform additional accreditation activities.  

Note: The accreditation standards applied during an accreditation assessment is related to the purpose of the assessment 
and the accreditation award granted. 

2. The discipline (diagnostic service or modality) and the scope of (specific test or examination) that the facility provides. 
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Standards type  Applicability  Description  

General standards 

 

Applies to all facilities  

Note: There may be 
general standards, with 
additional applicability 
criteria   

Refers to topics which generally apply to all diagnostic services, such as 
governance, management, operations, human resources, quality 
improvement, general safety, patient care, infection prevention and control, 
information management, etc.  

It is recommended that facilities review all general standards.  

Discipline-specific 
or scope specific 
standards 

Applies to facilities which 
provide that service and 
or scope 

Refers to discipline-specific or scope specific standards, such as quality 
assurance of equipment, reporting, protocols, patient screening, etc. 

It is recommended that facilities review the discipline-specific or scope 
specific standards associated with the service, modality, test and or 
examination provided.   

Note: The DAP gathers information from each facility on the disciplines and scopes of services they provide.  

More information 

For inquiries or feedback regarding DAP accreditation standards, contact dap@cpsbc.ca.  

  

mailto:dap@cpsbc.ca
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Presentation of DAP accreditation standards 

 

 

 

 

 

 

 

 

No.  Description Reference Risk Change Asmt. 

ABC1.0 
 

ABC MODALITY EQUIPMENT AND SUPPLIES 
    

ABC1.1 
 

The diagnostic service ensures that the equipment is capable of 
achieving the desired quality and complies with the requirements of 
the examination. 

    

ABC1.1.1 M ABC modality systems are equipped with a range of XYZ components 
appropriate for the examinations performed.  
 
Guidance: Pediatric components are required for pediatric services. 

ABC-123-X H New P, F 

ABC1.1.3 B ABC modality systems are equipped with ergonomic accessories.  ABC-123-X B New P 

 

  

ABC indicates 
this is part of the 
ABC standards 
chapter 
  
ABC1.0 is the 
standards 
group title 

Conformance 
Standard requirements 
are identified as either: 

• mandatory 
requirements 
(M) 

• best practice 
requirements 
(B) 

Risk 
Standard requirements are assigned a risk 
category: 

• critical (C)  
• high (H) 
• moderate (M) 
• low (L) 
• best practice (B) 

Note: Risk levels are associated with the timeline 
that non-conformances must be addressed. 

ABC1.1.1 is the standard 
requirement of the 
standard ABC1.1 
 
Note: Version updates may 
lead to non-consecutive 
requirement numbers 
  
  
 

    
    
    

  

References 
Standard requirements are 
referenced to regulatory documents, 
advisory committees or other.  

View the References section for the 
full citation.  

 

 
 

Asmt (assessment type) 
Standard requirements are 
assigned an assessment activity: 

• provisional assessment (P) 
• full assessment (F) 
• mid-cycle assessment (MC) 

(laboratory medicine only)  
• community spirometry (CS) 

 

 
 

Change  
Changes are noted, 
compared to the previous 
version. 

Status changes are: 

• new 
• revised 
• relocated/moved  

 

ABC1.1 is the 
standard 
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DAP accreditation standards development process 

Accreditation standards are developed by DAP standard developers, in collaboration with internal DAP experts and or advisory 
committees. Accreditation standards are continuously revised to ensure best available evidence is incorporated. 

 

new or scheduled 
standard 

development 
projects are initiated

a needs analysis is 
conducted  

standards 
development 
resources are 

identified 

an advisory 
committee is 
initiated, as 

required 

research is 
conducted  

standards are 
drafted

standards are 
internally reviewed

(RUMBA) 

advisory committee 
consultation, as 

required

community 
consultation

(RUMBA)

standards are 
revised following 

feedback 

standards are beta 
tested, as required 

DAP Commitee 
reviews and 

approves new and 
revised standards 

standards are 
published 

DAP facilities are 
notified 

six months between 
publication and 
effective date 

DAP facilities are 
accredited to the 
new and revised 

standards
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DAP 
accreditation 

standards

best 
available 
research 

and 
evidence   

relevent 
health and 

social 
policies 

feedback 
through 

community    
engagement 

DAP 
assessment 

evidence 
and 

experience 

Canadian 
and 

international 
standards

other 
accrediation 

bodies 

DAP accreditation standards development inputs  

DAP standard developers evaluate and assess the following inputs while developing DAP accreditation standards.  
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DAP accreditation standards community engagement 

When DAP accreditation standards are developed, community members (e.g. accredited facility contacts, DAP program users, 
the public, other contacts) have an opportunity to provide feedback. Feedback from the community is important to ensure DAP 
accreditation standards are 

• relevant, 

• understandable, 

• measurable, 

• beneficial, and  

• achievable. 

Community members are engaged in the standards development process by 

• participating in a community consultation survey on draft standards, 

• participating in a standards development advisory committee, 

• participating in field testing of new and revised standards, and 

• submitting standards inquiries or feedback to the DAP 

More information 

For more information on how you can provide feedback on DAP accreditation standards or inquiries related to DAP accreditation 
standards, contact dap@cpsbc.ca. 

mailto:dap@cpsbc.ca
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Introduction 
The governing body is the group or individual which holds the ultimate authority and responsibility to oversee the service. The 
governing body may be a board of directors, a council, sole proprietor or another decision-making body. The governing body 
defines the governance structure of the service. Governance includes corporate and clinical governance. The governing body is 
responsible for governance and leadership of the service.  
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Governing body 

No.  Description Reference Risk Change Asmt. 

GOVB1.0 
 

GOVERNING BODY RESPONSIBILITIES 
  

New 
 

GOVB1.1 
 

The governance structure of the service is defined.  
  

New 
 

GOVB1.1.1 B The governing body defines the corporate governance structure.  
 
Guidance: Corporate governance is the system of responsibilities, 
processes and structures by which the service is directed and controlled. 

ISQua B New P, F 

GOVB1.1.2 B The governing body defines corporate governance roles and 
responsibilities. 

ISQua B New P, F 

GOVB1.1.3 B The governing body defines the clinical governance structure.  
 
Guidance: Clinical governance is the framework through which the 
medical director, governing body and staff are accountable for delivery of 
high quality and safe health care. 

ISQua B New P, F 

GOVB1.1.4 B The governing body defines clinical governance roles and responsibilities. ISQua B New P, F 

GOVB1.2 
 

The organizational structure of the service is defined.  
  

New 
 

GOVB1.2.1 M There is an organization chart which delineates the lines of accountability, 
responsibility and authority of governing body, medical, technical and 
administrative staff.  

 
M New P, F 

GOVB1.2.2 M The organizational chart is dated.  
 

M New P, F 

GOVB1.3 
 

The governing body appoints individual(s) to fulfill the corporate and 
clinical governance responsibilities.  

  
New 
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No.  Description Reference Risk Change Asmt. 

GOVB1.3.1 M The governing body appoints a medical director.  
 
Guidance: See MDIR1.0 for additional requirements.  

 
H New P, F 

GOVB1.3.2 M The governing body, in collaboration with the medical director or 
delegate, appoints medical leaders for specific 
sections/departments/programs within the service. 

 
M New P, F 

GOVB1.3.3 M The governing body, in collaboration with the medical director or 
delegate, appoints technical leaders for specific 
sections/departments/programs within the service. 

 
M New P, F 

GOVB1.3.4 B The governing body, in collaboration with the medical director or 
delegate, appoints administrative leaders for specific 
sections/departments/programs within the service. 

 
B New F 

GOVB1.3.5 B The governing body, in collaboration with the medical director or 
delegate, appoints medical staff.  
 
Guidance: See Medical Staff Qualification and Requirements.  

 
B New F 

GOVB1.3.6 B Specific staff are assigned accountability and responsibility for safety.  
 

B New F 

GOVB1.3.7 B Specific staff are assigned accountability and responsibility for financial 
management/planning.  

 
B New P, F 

GOVB1.3.8 B Specific staff are assigned accountability and responsibility for human 
resources.  

 
B New F 

GOVB1.3.9 B Specific staff are assigned accountability and responsibility for infection 
prevention and control.  

 
B New F 

GOVB1.3.10 B Specific staff are assigned accountability and responsibility for risk 
management.  

 
B New F 
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No.  Description Reference Risk Change Asmt. 

GOVB1.3.11 B Specific staff are assigned accountability and responsibility for information 
management.  

 
B New F 

GOVB1.3.12 B Specific staff are assigned accountability and responsibility for education 
and training.  

 
B New F 

GOVB1.3.13 B Specific staff are assigned accountability and responsibility for complaint 
management.  

 
B New F 

GOVB1.3.14 B Specific staff are assigned accountability and responsibility for disaster 
planning. 

 
B New F 

GOVB1.3.15 B Specific staff are assigned accountability and responsibility for quality 
improvement.  

 
B New F 

GOVB1.3.16 B Specific staff are assigned accountability and responsibility for Indigenous 
cultural safety and humility staff (e.g. Indigenous patient navigators). 

 
B New F 

GOVB1.3.17 B Specific staff are assigned accountability and responsibility for policy 
development.  

 
B New F 

GOVB1.3.18 B Specific staff are assigned accountability and responsibility for equipment 
and supplies management.  

 
B New F 

GOVB1.3.19 B Specific staff are assigned accountability and responsibility for data 
security.  

 
B New F 

GOVB1.3.20 B Specific staff are assigned accountability and responsibility for technical 
operations.  

 
B New F 

GOVB1.4 
 

The governing body defines and communicates the mission and 
values.  

  
New 

 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Governing Body 7 of 13 
 Document ID: 12704                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-01-01 
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GOVB1.4.1 B The mission and values are defined.  
 
Guidance: The mission is a statement of the facility’s purpose and scope. 
The values is a statement of the facility’s principles, beliefs and philosophy 
that guides behaviors.  

ISQua B New P, F 

GOVB1.4.2 B The mission and values are communicated to all staff. ISQua B New P, F 

GOVB1.5 
 

The governing body defines the strategic and operational objectives.  
  

New 
 

GOVB1.5.1 B The strategic plan is documented.  
 
Guidance: The strategic plan sets the priorities and direction of the service. 

ISQua B New P, F 

GOVB1.5.2 B The operational plan is documented.  
 
Guidance: The operational plan guides the service in achieving its strategic 
goals and objectives. The medical, administrative and technical leaders of 
the service establish an operational plan that is aligned with the strategic 
direction of the organization and includes defined monitoring and 
measurement of the plan’s progress. 

ISQua B New P, F 

GOVB1.5.3 B The financial plan is documented.  
 
Guidance: The financial plan includes the projecting, monitoring, 
organizing and controlling of the monetary resources of the service.  

ISQua B New P, F 

GOVB1.6 
 

The governing body defines the ethics. 
  

New 
 

GOVB1.6.1 B The ethics or code of behavior are documented. 
 
Guidance: The governing body/ownership is responsible for defining the 
ethics or code of behavior of the organization. Ethics outlines the culture, 
attitudes, beliefs and behaviors that govern the service’s conduct such as 
openness, integrity and trust.  

ISQua B New P, F 
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GOVB1.6.2 B The process for addressing unethical, unprofessional and or illegal 
behavior in a defined time frame is documented.  

 
B New P, F 

GOVB1.6.3 B The process to receive and resolve ethical dilemmas in a defined time 
frame is documented. 

ISQua B New P, F 

GOVB1.7 
 

The governing body safeguards impartiality and conflict of interest.  
  

New 
 

GOVB1.7.1 B The governing body is structured and managed to safeguard impartiality 
and conflicts of interest. 
 
Guidance: See CPSBC Advertising and Communication with the Public 
practice standard, available from https://www.cpsbc.ca/files/pdf/PSG-
Advertising.pdf. See CPSBC Conflict of Interest practice standard, available 
from https://www.cpsbc.ca/files/pdf/PSG-Conflict-of-Interest.pdf  

 ISO-15189 B New P, F 

GOVB1.7.2 B For private payment services, patients are provided information regarding 
what conditions, if any, the service would be eligible for Medical Service 
Plan (MSP) coverage.  

 
B New P, F 

GOVB1.8 
 

The governing body identifies and manages risk.  
  

New 
 

GOVB1.8.1 B The risk management framework is documented.  
 
Guidance: A risk management framework is used to identify and manage 
significant clinical and non-clinical. Risk management frameworks are 
service or modality specific, where applicable. 

ISQua B New P, F 

GOVB1.8.2 B The risk management framework includes the scope, objectives and 
criteria for assessing risk. 

ISQua B New P, F 

GOVB1.8.3 B The risk management framework includes identification of risk 
management responsibilities and functions. 

ISQua B New P, F 

https://www.cpsbc.ca/files/pdf/PSG-Advertising.pdf
https://www.cpsbc.ca/files/pdf/PSG-Advertising.pdf
https://www.cpsbc.ca/files/pdf/PSG-Conflict-of-Interest.pdf
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No.  Description Reference Risk Change Asmt. 

GOVB1.8.4 B The risk management framework includes a training program for staff 
involved in risk assessment activities. 

ISQua B New P, F 

GOVB1.8.5 B The risk management framework includes risk plans to address significant 
risks to the organization. 

ISQua B New P, F 

GOVB1.8.6 B The risk management framework includes policies and procedures for 
reporting, resolving, reviewing, monitoring and communicating risks. 
 
Guidance: Risk are communicated to applicable staff and community 
interests (e.g. firehall).  

ISQua B New P, F 

GOVB1.8.7 M A risk assessment of clinical processes and procedures is performed to 
safeguard patients from unintended consequences of care.  
 
Guidance: At a minimum, the service reviews the examinations performed 
and identifies those that have a high risk to cause harm. 

 
L New P, F 

GOVB1.8.8 B The risk management framework includes processes on how reactive risks 
are addressed. 

 
B New P, F 

GOVB1.8.9 B A risk register with associated risk levels is documented.  
 
Guidance: The risk register is a list of identified strategic, operational, 
financial and clinical risks and their assessed risk level. 

ISQua B New P, F 

GOVB1.8.10 M High-risk processes and procedures are reviewed on a regular basis to 
make improvements and reduce risk, when possible. 
 
Guidance: The review of high-risk processes and procedures should 
include analyzing incident and adverse event reports, reviewing policies 
and procedures associated with the processes to minimize risk, and 
assessing the effectiveness of measures implemented to mitigate risk. 

 
M New F 

GOVB1.9 
 

The governing body defines and communicates the scope of services.  
  

New 
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No.  Description Reference Risk Change Asmt. 

GOVB1.9.1 B The governing body determines the scope of services using a process that 
considers relevant factors (e.g. patient population, existing capacity, 
clinical value of testing, etc.). 

 
B New P, F 

GOVB1.9.2 B The scope of service is documented and communicated to all staff. 
 

B New P, F 

GOVB1.9.3 B The scope of service is communicated to referring physicians. 
 

B New P, F 

GOVB1.9.4 B The scope of service is communicated to the public.  
 
Guidance: This information may be on the facility or organization’s website 
or on the requisition. 

 
B New P, F 

GOVB1.9.5 M The DAP accreditation certificate is posted in a public area. 
 
Guidance: The DAP accreditation certificate is posted to notify patients the 
scope of services which are accredited by the College of Physicians and 
Surgeons of BC. 

CPSBC-BYLAWS M New F 
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Glossary 

Term Definition 

clinical governance Refers to the framework through which medical director, governing body and staff are 
accountable for delivery of high quality and safe health care. 

corporate governance Refers to the system of responsibilities, processes and structures by which the service is directed 
and controlled. 

governing body Refers to the group or individual which holds the ultimate authority and responsibility to oversee 
the service. The governing body may be a board of directors, a council, sole proprietor or another 
decision-making body. 
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Introduction 
The title “medical director” is the term defined by the DAP as the individual appointed by the governing body with the 
accountability for ensuring the service’s compliance with DAP standards, DAP policies, DAP accreditation agreements, CPSBC 
Bylaws, and CPSBC practice standards. The medical director may have a different title and additional responsibilities as defined 
by their governing body.  

The medical director provides clinical governance to ensure the safety and quality of the diagnostic service.  

The medical director has credentials, as approved by the DAP Committee. The medical director’s role may be supported by 
qualified medical leaders and appointed delegates that provide modality-specific expertise. 
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Medical director 

No.  Description Reference Risk Change Asmt. 

MDIR1.0 
 

MEDICAL DIRECTOR QUALIFICATIONS  
  

New 
 

MDIR1.1 
 

The physician appointed as medical director is qualified to fulfill their 
clinical governance responsibilities.  

  
New 

 

MDIR1.1.1 M The medical director is a licensee of the College of Physicians and 
Surgeons of BC. 

CPSBC-BYLAWS H New P, F, CS 

MDIR1.1.2 M The medical director has credentials, as approved by the DAP Committee.  
 
Guidance: Credentials may include, but are not limited to, skills, education, 
experience, registration class, speciality and practice conditions.  

CPSBC-BYLAWS H New P, F 

MDIR1.1.3 M The medical director must reside in British Columbia. 
 

H New P, F 

MDIR2.0 
 

MEDICAL DIRECTOR RESPONSIBILITIES 
  

New 
 

MDIR2.1 
 

Medical director is accountable and responsible for the service. 
  

New 
 

MDIR2.1.1 M The medical director is accountable and responsible for ensuring the 
service’s compliance with DAP standards, DAP policies, DAP accreditation 
agreements, CPSBC Bylaws, and CPSBC practice standards.  

 
H New P, F 

MDIR2.1.2 M The medical director is accountable and responsible for the clinical 
operations of the service. 

 
H New P, F 

MDIR2.1.3 M The clinical governance duties and responsibilities of the medical director 
are defined and documented.  

 ISO-15189 M New P, F 

MDIR2.1.4 B The medical director is accountable and responsible for demonstrating 
and promoting a patient safety culture. 

 
B New F 
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MDIR2.1.5 B The medical director is accountable and responsible for assessing and 
managing clinical risk through the organization’s risk management 
framework. 

 
B New F 

MDIR2.1.6 B The medical director is accountable and responsible for the review, 
investigation and reporting, as required, of patient safety incidents and 
near misses. 

 
B New F 

MDIR2.1.7 B The medical director is accountable and responsible for the review, 
investigation and resolution of all complaints regarding the quality and 
safety of patient care delivery. 

 
B New F 

MDIR2.1.8 B The medical director is accountable and responsible for evaluating, 
monitoring and continually improving the facility’s quality of services. 

 
B New F 

MDIR2.2 
 

The medical director is accountable and responsible for the clinical 
oversight of medical staff.  

  
New 

 

MDIR2.2.1 M The medical director is accountable and responsible for continuously 
monitoring the professional performance of medical staff through a 
medical peer review process. 
 
Guidance: See the quality improvement standards for additional guidance 
regarding medical peer review programs.  

 
H New P, F 

MDIR2.2.2 M The medical director is accountable and responsible for ensuring that 
medical leaders have the qualifications and skills necessary to provide 
supervision to their assigned area(s) of responsibility. 
 
Guidance: The medical director works in collaborate with the governing 
body to appoint medical leaders.  

 
H New P, F 

MDIR2.3 
 

The medical director is accountable and responsible for clinical 
oversight of the service.  

  
New 
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MDIR2.3.1 M The medical director is accountable and responsible for authorizing and 
implementing standardized reporting templates. 

 
M New P, F 

MDIR2.3.2 B The medical director is accountable and responsible for authorizing and 
implementing standardized interpretive comments. 

 
B New F 

MDIR2.3.3 M The medical director is accountable and responsible for authorizing and 
implementing technical/medical/clinical policies, protocols and 
procedures related to the service. 

 
M New P, F 

MDIR2.3.4 M The medical director is accountable and responsible for continuously 
monitoring the performance of the service and technical staff through 
quality improvement activities.  

 
M New P, F 

MDIR2.3.5 M The medical director is accountable and responsible for authorizing the 
scope of services and emergency response plans for ‘remote/rural’ 
facilities, which are facilities with limited onsite oversight by the medical 
director, medical leaders and or technical leaders.  

 
M New P, F 

MDIR2.4 
 

The medical director conducts safety and quality audits.  
  

New 
 

MDIR2.4.1 M Prior to assuming medical director responsibilities of a new service, the 
medical director conducts an initial on-site safety and quality audit of the 
service. 

 
M New P, F 

MDIR2.4.2 M Prior to assuming medical director responsibilities of an existing service, 
the medical director or delegate conducts an initial on-site safety and 
quality audit of the service.  

 
M New P, F 
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MDIR2.4.3 M The medical director defines the criteria and scope of safety and quality 
auditing.  
 
Guidance: A safety and quality audit may include, but is not limited to, a 
general assessment of the service’s compliance to organization’s policies, 
procedures, patient care guidelines, DAP standards and an evaluation of 
patient care delivery across all stages (pre-admission, admission, 
examination/procedure, recovery, interpretation, results discharge, etc.). 

 
M New P, F 

MDIR2.4.4 M The medical director defines the method of routine safety and quality 
auditing (e.g. on-site or virtual).  
 
Guidance: The DAP recommends that the medical director or delegate be 
physically present at the facility to conduct the audit. The medical director 
may authorize that the audit be performed through virtual means (e.g. 
video review of the facility). 

 
M New P, F 

MDIR2.4.5 M The medical director defines the frequency of routine safety and quality 
auditing.  
 
Guidance: The frequency of audits reflects the relevant risk associated with 
the service.  

 
M New P, F 

MDIR2.4.6 M Routinely the medical director or delegate conducts safety and quality 
audits of the service.  

 
M New F 

MDIR2.4.7 M If the medical director does not regularly attend the facility (e.g. rural 
hospital) a routine safety and quality audit of the service is conducted 
annually. 

 
M New F 

MDIR2.4.8 M If a service medical leader(s) and or technical leader(s) does not regularly 
attend the facility (e.g. remote community facility), a routine safety and 
quality audit of the service is conducted semi-annually.  

 
M New F 
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MDIR2.4.9 M The medical director meets with the governing body, leadership teams 
and staff, as applicable, to review the audit and continually improve the 
service’s safety and quality of care. 
 
Guidance: If a delegate conducts the safety and quality audit, the results 
are reviewed by the medical director. 

 
M New P, F 

MDIR2.5 
 

The medical director notifies the DAP of any significant events.  
  

New 
 

MDIR2.5.1 M The medical director notifies the DAP of any significant events, which 
includes: 

• Change to the physical location of services 
• Installation/relocation of new or significantly retrofitted equipment 

Change in medical directorship 
• Change in interpreting physicians and/or location of interpreting 

physicians 
• Change in the scope of services  

 
Guidance: A notification of intendent significant event form must be 
submitted to the DAP. A change in medical directorship describes when a 
new medical director is appointed. If the active medical director is on 
vacation, they must appoint a delegate, but notification to the DAP is not 
required.  

 
H New P, F 
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Introduction 
The medical staff of the service is comprised of medical practitioners who hold a valid licence to practise medicine, and who have 
been appointed by the governing body. The governing body, in collaboration with the medical director, are responsible for 
ensuring that only qualified and competent medical practitioners are appointed. 

The term licensee describes medical staff (i.e. physicians, surgeons) who hold a valid licence with the College of Physicians and 
Surgeons of BC. 

The term non- licensee describes medical staff (i.e. physicians, surgeons) who hold a valid licence with another medical 
regulatory authority. 

As per the CPSBC Virtual Care practice standard, non-licensees can provide virtual care services, including remote interpretation 
and consultation. Refer to https://www.cpsbc.ca/files/pdf/PSG-Virtual-Care.pdf. 

It is the responsibility of the governing body and medical director to ensure licensees and non-licensees have appropriate 
qualifications and requisite credentials as outlined in the BC Provincial Privileging Dictionaries. Refer to 
http://bcmqi.ca/privileging-dictionaries. 

Non-licensees may have additional limitations with enrollment with the BC Ministry of Health Medical Services Plan. Refer to 
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/msp/physicians/enrolment. 

 

https://www.cpsbc.ca/files/pdf/PSG-Virtual-Care.pdf
http://bcmqi.ca/privileging-dictionaries
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/msp/physicians/enrolment
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Medical staff qualifications and requirements 

No.  Description Reference Risk Change Asmt. 

MSQR1.0 
 

MEDICAL STAFF QUALIFICATIONS AND REQUIREMENTS 
  

New 
 

MSQR1.1 
 

Medical staff are qualified and competent.  
  

New 
 

MSQR1.1.1 M Medical staff have relevant education and training.  
 

H New P, F, CS 

MSQR1.1.2 M Medical staff have the physical ability to perform the scope of 
practice/procedure. 

 
H New P, F 

MSQR1.1.3 M Medical staff have the experience and competency to perform the scope 
of practice/procedure. 

 
H New P, F, CS 

MSQR1.2 
 

The service maintains a list of medical staff.  
  

New 
 

MSQR1.2.1 M A list of practising medical staff is maintained.  
 

H New P, F 

MSQR1.2.2 M The authorized scope of service/procedures all medical staff is 
documented and communicated.  

 
H New P, F 
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Medical staff credentialing and privileging 

No.  Description Reference Risk Change Asmt. 

MSQR2.0 
 

CREDENTIALING AND PRIVILEGING 
 
Guidance: Credentialing is a process that involves the collection, 
verification and assessment of information regarding the education, 
training, experience and ability of an individual physician to perform a 
requested privilege. In British Columbia physicians must have the requisite 
credentials as outlined in the Provincial Privileging Dictionaries. Refer to 
http://bcmqi.ca/credentialing-privileging/dictionaries  

  
New 

 

MSQR2.1 
 

There is a process of medical staff credentialing and privileging.  
  

New 
 

MSQR2.1.1 M There is a process for credentialing and privileging medical staff.  
 
Guidance: There is a formal process used for credentialing and privileging. 
Medical staff must have the requisite credentials as outlined in the BC 
Provincial Privileging Dictionaries, available from, 
http://bcmqi.ca/credentialing-privileging/dictionaries For more 
information regarding credentialing and privileging facilities may wish to 
reference the DAP credentialling website, available from: 
https://www.cpsbc.ca/accredited-facilities/dap/credentialing  

 
H New P, F 

MSQR2.1.2 M The governing body, in collaboration with the medical director, grants 
medical staff privileges.  

 
H New P, F 

MSQR2.1.3 M The governing body, in collaboration with the medical director, ensures 
medical staff are qualified and practise only within their scope and 
competence. 

 
H New P, F 

MSQR2.2 
 

Medical staff have the requisite credentials for privileges as outlined 
in the BC Provincial Privileging Dictionaries. 

  
New 

 

http://bcmqi.ca/credentialing-privileging/dictionaries
http://bcmqi.ca/credentialing-privileging/dictionaries
https://www.cpsbc.ca/accredited-facilities/dap/credentialing
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MSQR2.2.1 M Medical staff have the requisite credentials for privileges as outlined in the 
BC Provincial Privileging Dictionaries, associated with the scope of 
services/procedures they perform.  
 
Guidance: Services/procedures are considered core and non-core 
privileges depending on the relevant specialty and therefore may require 
further training, experience and demonstrated skill. Refer 
http://bcmqi.ca/credentialing-privileging/dictionaries for the requirements 
to perform services. Licensees and non-licensees must meet the 
requirements in the BCMQI dictionaries.  

 
H New P, F 

 

 

http://bcmqi.ca/credentialing-privileging/dictionaries
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Introduction 
The term delegation of medical acts describes when a physician authorizes a non-regulated individual(s) to perform an activity 
within the scope of practice of a physician.  

The medical director and governing body must ensure delegated medical acts are defined and carried out by qualified and 
competent staff. The delegation of medical acts must not compromise patient safety or quality of care. Delegated acts must be 
within the competency of the non-regulated individual and national professional competency profiles are considered. 
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Delegated medical acts 

No.  Description Reference Risk Change Asmt. 

DMA1.0 
 

DELEGATED MEDICAL ACTS 
    

DMA1.1 
 

The delegation of medical acts has been approved and accepted.  
    

DMA1.1.1 M The medical director may delegate selected duties and responsibilities to 
qualified and competent staff.  

 ISO-15189 M New P, F 

DMA1.1.2 M The medical director authorizes the policies and procedures for the 
delegation of medical acts.  

 
M New P, F 

DMA1.1.3 M Approval from the medical director and governing body has been 
obtained prior to the delegated medical act being carried out.  

 
M New P, F 

DMA1.1.4 M The delegation of the medical act has been accepted by the individual(s) 
who will perform the delegated medical act. 

 
M New P, F 

DMA1.1.5 M The service maintains a list of approved medical acts and the individuals 
authorized to conduct each delegated medical act. 

 
M New P, F 

DMA1.2 
 

Delegated medical acts are clearly defined. 
    

DMA1.2.1 M Delegated medical act duties and responsibilities are documented.  
 

M New P, F 

DMA1.2.2 M Delegated medical act procedures and protocols are documented.  
 

M New P, F 

DMA1.2.3 M The method of medical supervision for delegated medical acts is 
documented.  
 
Guidance: Medical supervision may be direct, with the physician in 
attendance, or through technology (video link, digital imaging, telephone), 
or according to a written protocol. 

 
M New P, F 

DMA1.3 
 

Delegated medical acts are performed by qualified and competent. 
  

New 
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DMA1.3.1 M The competency requirements to perform delegated medical acts are 
documented.  

 
M New P, F, CS 

DMA1.3.2 M Additional training is provided to individuals performing delegated 
medical acts. 

 
M New P, F 

DMA1.3.3 M An initial competency assessment of the individual performing the 
delegated medical act is conducted by a physician or technical delegate, 
prior to the individual being authorized to perform the delegated medical 
act.  
 
Guidance: Competency assessment of the technical delegate is conducted 
by a physician with relevant expertise in the medical act. 

 
M New P, F 

DMA1.3.4 M A routine competency assessment of the individual performing the 
delegated medical act is conducted by a physician or technical delegate, 
at defined intervals, as per the medical director.  
 
Guidance: The record of assessment for each individual is updated 
following the reassessment. 

 
M New F 

DMA1.4 
 

A competency assessment record is documented for each delegated 
medical act.  

  
New 

 

DMA1.4.1 M Competency assessment records are maintained for all individuals 
authorized to perform delegated medical acts.  

 
M New P, F 

DMA1.4.2 M Delegated medical act competency assessment records include the date 
of the assessment.  

 
M New P, F 

DMA1.4.3 M Delegated medical act competency assessment records include the 
specific act(s) being assessed. 

 
M New P, F 

DMA1.4.4 M Delegated medical act competency assessment records include the name 
of the physician or technical delegate conducting the assessment. 

 
M New P, F 
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DMA1.4.5 M Delegated medical act competency assessment records include the 
signature of the individual attesting to the competence of the individual 
performing the specific act(s). 

 
M New P, F 
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Introduction 
Document control involves managing and implementing processes to ensure the accuracy and appropriate use of documents. 
Document management and document control incorporates the approval, distribution, identification and routine review of 
documents. 
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Document control 

No.  Description Reference Risk Change Asmt. 

DOC1.0  
 
  

THE SERVICE DEFINES AND MAINTAINS PROCEDURES TO CONTROL 
DOCUMENTS. 
 
Guidance: In this context, "documents" can be policy statements, 
procedures and related job aids, instructions for use, protocols, 
procedures, manuals, standard operating procedures, etc. Documents can 
be in any form or type of medium, such as hard copy or digital. 

  
New 

 

DOC1.1 
 

The service defines and maintains document control procedures. 
  

New 
 

DOC1.1.1 M Documents (internal and external) which are related to the provision of 
service are controlled.  
 
Guidance: In this context, "documents" can be policy statements, 
procedures and related job aids, instructions for use, protocols, 
procedures, manuals, standard operating procedures, etc. Documents can 
be in any form or type of medium, such as hard copy or digital. 

 ISO-15189 L New P, F 

DOC1.1.2 M Documents include a unique identification.   ISO-15189 L New P, F 

DOC1.1.3 M Documents include a current revision date or version.  ISO-15189 L New P, F 

DOC1.1.4 M Documents are approved for adequacy before issue by authorized 
personnel who have the expertise and competence to determine 
adequacy. 

 ISO-15189 L New P, F 

DOC1.1.5 M Documents are periodically reviewed and updated as necessary.  ISO-15189 L New F 

DOC1.1.6 M Relevant versions of applicable documents are available at points of use 
and, where necessary, their distribution is controlled. 

 ISO-15189 L New P, F 

DOC1.1.7 M Documents are protected from unauthorized changes and any deletion or 
removal. 

 ISO-15189 L New P, F 
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DOC1.1.8 M Documents are protected from unauthorized access.  ISO-15189 L New P, F 

DOC1.1.9 M Unintended use of obsolete documents is prevented, and suitable 
identification is applied to them if they are retained for any purpose. 

 ISO-15189 L New P, F 

DOC1.1.10 M Handwritten amendments to documents indicate an entry date and the 
identification of the individual.  

 
L New P, F 

DOC1.1.11 M Handwritten amendments to documents do not exceed six months since 
entry date.  
 
Guidance: Documents are re-issued to include the amendments, as 
authorized. 

 
L New F 

DOC1.2 
 

There are mechanisms to communicate changes to documents. 
  

New 
 

DOC1.2.1 M New or revised documents are communicated to staff.  
 
Guidance: In this context, "documents" can be policy statements, 
procedures and related job aids, instructions for use, protocols, 
procedures, manuals, standard operating procedures, etc. Documents can 
be in any form or type of medium, such as hard copy or digital. 

 
H New P, F 

DOC1.2.2 M The communication of documents is recorded. 
 

M New P, F 
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Glossary 

Term Definition 

Document Refers to paper or electronic media that provides the service with guidance or instructions, 
including, but not limited to, policy statements, procedures and related job aids, instructions for 
use, protocols, procedures, manuals, and standard operating procedures. 
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Introduction 
The purpose of this standard is to set out clear expectations for the provision of culturally safe and anti-racist care for Indigenous 
patients in health-care facilities accredited by the Diagnostic Accreditation Program (DAP) and the Non-hospital Medical and 
Surgical Facilities Accreditation Program (NHMSFAP). It is based on the CPSBC Indigenous Cultural Safety, Cultural Humility and 
Anti-racism practice standard. 

In Canada, and for the purposes of this standard, the term “Indigenous” refers to all people who identify as First Nations, Métis, or 
Inuit. 
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Indigenous cultural safety, cultural humility and anti-racism 

No.  Description Reference Risk Change Asmt. 

ICS1.0 
 

THE FACILITY SEEKS TO UNDERSTAND AND BE RESPONSIVE TO THE 
REQUIREMENTS OF INDIGENOUS PATIENTS. 

    

ICS1.1 
 

The medical director is responsible and accountable for ensuring the 
delivery of culturally safe and anti-racist care for Indigenous patients. 

  
New 

 

ICS1.1.1 B Staff and physicians engage in annual self-reflective exercises to evaluate 
their views, values, and beliefs of Indigenous peoples. 
 
Guidance: Staff and physicians should be given the opportunity to 
complete self- reflection activities on an annual basis. Any self-reflection 
activities should be documented. 

 
B New F 

ICS1.1.2 B Staff and physicians undertake initial and ongoing education on 
Indigenous health care, cultural safety, cultural humility and anti-racism. 
 
Guidance: Staff and physicians undertake ongoing cultural safety, cultural 
humility and anti-racism education to learn about the negative impact of 
Indigenous-specific racism and Indigenous patient health-care system 
experiences. Various learning resources on indigenous cultural safety, 
cultural humility and anti-racism are available on the CPSBC website. 
Educational activities are documented and maintained in the individual’s 
human resource file. 

 
B New P, F 

ICS1.1.3 B There are policies and procedures that address Indigenous-specific racism 
and discrimination. 
 
Guidance: The policies and procedures outline cultural safety, cultural 
humility and anti-racism expectations and how to take action to identify, 
address (report), prevent and eliminate racism. 

 
B New P, F 
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ICS1.1.4 B There are policies and procedures for reporting and responding to 
Indigenous-specific racism and discrimination. 
 
Guidance: The policies and procedures outline how to identify, report and 
respond to racism and discrimination directed at Indigenous peoples. 

 
B New P, F 

ICS1.1.5 B Staff and physicians ensure safe health care for Indigenous patients that 
includes holistic care, respect and empathy. 
 
Guidance: Holistic care considers the indigenous person’s physical, 
mental/emotional, spiritual and cultural needs and acknowledges and 
incorporates indigenous cultural rights, values and practices into the plan 
of care where able. 

 
B New P, F 
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Glossary 

Term Definition 

anti-racism Refers to the practice of actively identifying, challenging, preventing, eliminating, and changing 
the values, structures, policies, programs, practices, and behaviours that perpetuate racism. It is 
more than just being “not racist” but involves taking action to create conditions of greater 
inclusion, equality, and justice. 

cultural humility Refers to a lifelong process of self-reflection and self-critique. It is foundational to achieving a 
culturally safe environment. While western models of medicine typically begin with an 
examination of the patient, cultural humility begins with an in-depth examination of the provider’s 
assumptions, beliefs and privilege embedded in their own understanding and practice, as well as 
the goals of the patient-provider relationship. Undertaking cultural humility allows for Indigenous 
voices to be front and centre and promotes patient/provider relationships based on respect, open 
and effective dialogue, and mutual decision-making. This practice ensures Indigenous Peoples are 
partners in the choices that impact them, and ensures they are party and present in their course of 
care. 

cultural safety Refers to an environment that is physically, socially, emotionally, and spiritually safe. There is 
recognition of, and respect for, the cultural identities of others, without challenge or denial of an 
individual’s identity, who they are, or what they need. Culturally unsafe environments diminish, 
demean, or disempower the cultural identity and well-being of an individual. 
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Introduction 
The management of human resources encompasses the policies, procedures and systems that influence the behavior and 
performance of staff. Since the quality of care and services provided by the facility are greatly affected by the quality of the staff, 
there must be an effective strategy to ensure that qualified and competent staff are recruited and retained, and that staff are 
motivated and engaged in the work that they perform. 
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Staff administration, management and development 

No.  Description Reference Risk Change Asmt. 

STAFF1.0 
 

STAFF ADMINISTRATION, MANAGEMENT AND DEVELOPMENT 
  

New 
 

STAFF1.1 
 

The human resources plan is defined. 
  

New 
 

STAFF1.1.1 B The governing body, medical director and applicable leaders participate 
in the development of the human resources plan.  

 
B New P, F 

STAFF1.1.2 M The human resources plan identifies the requirements for adequate 
staffing levels, which meets the current and futures needs of the service.  
 
Guidance: The medical director makes recommendation on the number of 
qualified competent medical staff necessary to ensure quality and safety of 
diagnostic service provision.  

 
L New P, F 

STAFF1.1.3 M The human resources plan identifies the requirements for staff credentials 
and qualifications, which meets the current and futures needs of the 
service. 

 
L New P, F 

STAFF1.1.4 M The human resources plan identifies the requirements for staff training.  
 

L New P, F 

STAFF1.1.5 M The human resources plan identifies when criminal records checks are 
performed.  

 
M New P, F 

STAFF1.1.6 B The human resources plan identifies any vaccinations or immunization 
requirements for staff, in accordance with facility policy and applicable 
legislation and public health orders.  

 
B New P, F 

STAFF1.1.7 B The human resources plan is monitored and revised as required. 
 

B New P, F 

STAFF1.2 
 

Human resources and employment practices align with the mission 
and values of the service.  

  
New 
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STAFF1.2.1 B Human resource and employment practices foster diversity, equity and 
inclusion. 
 
Guidance: Human resource practices reflect applicable provincial 
employment codes and standards such as the BC Human Rights Code 
which protects people from discrimination in hiring or on the job if the 
discrimination is based on one or more of the protected personal 
characteristics.  

 
B New P, F 

STAFF1.2.2 B Human resource and employment practices promote health and safety.  
 

B New P, F 

STAFF1.2.3 B Human resource and employment practices promote staff well-being.  
 

B New P, F 

STAFF1.3 
 

Job descriptions are defined and communicated.  
  

New 
 

STAFF1.3.1 M There are job descriptions for all staff that reflect current practice and 
evolving responsibilities. 

 
L New P, F 

STAFF1.3.2 B Job descriptions are reviewed and revised as required.  
 

B New F 

STAFF1.4 
 

There is a process to recruit and retain qualified staff.  
  

New 
 

STAFF1.4.1 M Staff are selected based on qualifications and experience (e.g. certification, 
academic preparation, knowledge, skills, and reference checks). 

 
M New P, F 

STAFF1.4.2 B There are strategies in place to retain staff (e.g. contributions by staff are 
recognized). 

 
B New F 

STAFF1.4.3 B There are mechanisms in place to assess and enhance staff engagement, 
motivation and morale (e.g. involvement in appropriate decision-making, 
staff surveys). 

 
B New F 

STAFF1.4.4 B There are processes for staff to bring forward concerns/complaints, and for 
the diagnostic service leadership to respond in a fair, objective and timely 
manner. 

 
B New P, F 
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STAFF1.4.5 B Schedule/workload reviews are performed to assess and maintain 
acceptable allocated examination times for routine and complex 
examinations. 

 
B New F 

STAFF1.5 
 

Human resources records are retained for all staff.  
  

New 
 

STAFF1.5.1 M Staff records include evidence of qualification and credentials (e.g. 
certification or registration documents). 

 
M New P, F 

STAFF1.5.2 M Staff records include criminal record checks, as required.  
 

M New P, F 

STAFF1.5.3 M Staff records include competency assessments. 
 

M New P, F 

STAFF1.5.4 B Staff records include orientation, continuing education and training 
records. 

 
B New P, F 

STAFF1.6 
 

Human resource records are maintained in a confidential manner. 
  

New 
 

STAFF1.6.1 M Only authorized individuals have access to records. 
 

H New P, F 

STAFF1.6.2 M Consent is obtained prior to the release of information contained in human 
resource record. 
 
Guidance: Consent from the employee is required for the release of 
human resource records outside of the organization. Internal access to 
records (e.g. interdepartmental release) is limited to authorized individuals 
within the organization. 

 
M New P, F 

STAFF1.6.3 B There is a process for the maintenance and disposal of human resource 
records, in accordance with applicable legislation.  

 
B New F 

STAFF1.7 
 

Orientation is provided to all staff. 
  

New 
 

STAFF1.7.1 M Staff orientation includes the responsibilities, policies and procedures 
specific to their role.  

 
M New P, F 
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STAFF1.7.2 M Staff orientation includes equipment use (e.g. primary and ancillary). 
 

M New P, F 

STAFF1.7.3 M Staff orientation includes equipment quality assurance.  
 

M New P, F 

STAFF1.7.4 M Staff orientation includes safety (i.e. occupational and patient). 
 

M New P, F 

STAFF1.7.5 M Staff orientation includes patient identification. 
 

M New P, F 

STAFF1.7.6 M Staff orientation includes confidentiality. 
 

M New P, F 

STAFF1.7.7 B Staff orientation includes data security.  
 

B New P, F 

STAFF1.7.8 M Staff orientation includes consent and patient rights.  
 

M New P, F 

STAFF1.7.9 M Staff orientation includes information management.  
 

M New P, F 

STAFF1.7.10 M Staff orientation includes infection prevention and control.  
 

M New P, F 

STAFF1.7.11 M Staff orientation includes WHMIS and other local, provincial and federal 
requirements. 

 
M New P, F 

STAFF1.7.12 M Staff orientation includes ergonomics and prevention of work-related 
muscular disorders.  

 
M New P, F 

STAFF1.7.13 M Staff orientation includes management and reporting of adverse events 
and critical incidents.  

 
M New P, F 

STAFF1.7.14 M Staff orientation includes management and reporting of violence, 
aggressive behavior and harassment.  

 
M New P, F 

STAFF1.7.15 M Staff orientation includes emergency response/codes. 
 

M New P, F 

STAFF1.7.16 M Staff orientation includes fire response. 
 

M New P, F 

STAFF1.7.17 M Staff orientation includes disaster response. 
 

M New P, F 
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STAFF1.7.18 B Staff orientation includes sharps handling and disposal, as applicable to 
job role.  

 
B New P, F 

STAFF1.7.19 B Staff orientation includes the mission and values.  
 

B New P, F 

STAFF1.7.20 B Staff orientation includes the ethics.  
 

B New P, F 

STAFF1.7.21 B Staff orientation includes impartiality and conflict of interest.  
 

B New P, F 

STAFF1.7.22 B Staff orientation includes the risk management framework.  
 

B New P, F 

STAFF1.7.23 B Staff orientation includes the quality improvement program.  
 

B New P, F 

STAFF1.7.24 B Staff orientation includes cultural and spiritual identities.  
 

B New P, F 

STAFF1.7.25 B Staff orientation includes gender expression and sexual orientation. 
 

B New P, F 

STAFF1.7.26 B Staff orientation includes the complaints management process.  
 

B New P, F 

STAFF1.7.27 B Staff orientation includes Indigenous cultural safety, cultural humility and 
anti-racism.  

 
B New P, F 

STAFF1.7.28 B Staff orientation includes patient-centered care.  
 

B New P, F 

STAFF1.7.29 M Orientation is provided to existing staff in response changes in roles, 
technology, competency demands, and regulations or after an extended 
absence. 

 
M New P, F 

STAFF1.8 
 

Ongoing education and training is provided to all staff. 
  

New 
 

STAFF1.8.1 B The frequency of ongoing education and training is defined. 
 

B New F 

STAFF1.8.2 M Ongoing education and training includes equipment use (e.g. primary and 
ancillary). 

 
M New F 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Staff Administration, Management, and Development 9 of 11 
 Document ID: 12707                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-01-01 

No.  Description Reference Risk Change Asmt. 

STAFF1.8.3 M Ongoing education and training includes equipment quality assurance. 
 

M New F 

STAFF1.8.4 M Ongoing education and training includes safety.  
 

M New F 

STAFF1.8.5 M Ongoing education and training includes patient identification. 
 

M New F 

STAFF1.8.6 M Ongoing education and training includes confidentiality. 
 

M New F 

STAFF1.8.7 B Ongoing education and training includes data security.  
 

B New F 

STAFF1.8.8 M Ongoing education and training includes information management.  
 

M New F 

STAFF1.8.9 M Ongoing education and training includes infection prevention and control.  
 

M New F 

STAFF1.8.10 M Ongoing education and training includes management and reporting of 
adverse events and critical incidents. 

 
M New F 

STAFF1.8.11 B Ongoing education and training includes risk management.  
 

B New F 

STAFF1.8.12 B Ongoing education and training includes quality improvement.  
 

B New F 

STAFF1.9 
 

The competency of staff is assessed. 
 
Guidance: Competency assessments evaluate the knowledge, skills and 
abilities of staff to ensure that they are proficient in performing their duties.  

  
New 

 

STAFF1.9.1 M The competency assessment requirements for staff are defined.  
 

M New P, F 

STAFF1.9.2 M The frequency of routine competency assessments is defined.  
 

M New P, F 

STAFF1.9.3 B Individuals qualified to conduct competency assessments are identified.  
 

B New F 

STAFF1.9.4 B The competencies for each assessment are defined (e.g. skills, 
procedures).  

 
B New F 
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STAFF1.9.5 B There is a record for each competency assessment.  
 

B New F 

STAFF1.9.6 M Competency assessment of new staff is performed prior to the completion 
of a probationary or orientation period. 

 
M New P, F 

STAFF1.9.7 M Competency assessment of existing staff is performed when new 
technology or new procedures are introduced. 

 
M New P, F 

STAFF1.9.8 M Action is taken when a staff member’s assessed competence does not 
meet expectations or when the staff member is not performing 
satisfactorily. 

 
M New P, F 

STAFF1.10 
 

Staff receive performance appraisals. 
  

New 
 

STAFF1.10.1 B Development plans are generated, monitored and revised, as necessary.  
 

B New F 

STAFF1.11 
 

Staff receive professional development and continuing education 
resources.  

  
New 

 

STAFF1.11.1 B Staff are provided with professional development and continuing 
education resources.  

 
B New F 

  



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Staff Administration, Management, and Development 11 of 11 
 Document ID: 12707                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-01-01 

Revision history 

Date Revisions 

April 1, 2026 Staff Administration, Management, and Development Version 2.0 was republished in the updated 
standards template. 

No content revisions. 

 



 
  

Diagnostic Accreditation Program 

ACCREDITATION STANDARDS 

Pulmonary Function 
Technical Staff 
Requirements



 

 
  

Copyright © 2026 by the Diagnostic Accreditation Program and the College of Physicians and Surgeons of British Columbia. 

All rights reserved. No part of this publication may be used, reproduced or transmitted, in any form or by any means electronic, 
mechanical, photocopying, recording or otherwise, or stored in any retrieval system or any nature, without the prior written 
permission of the copyright holder, application for which shall be made to: 

Diagnostic Accreditation Program 
College of Physicians and Surgeons of British Columbia 
300–669 Howe Street 
Vancouver BC  V6C 0B4 

The Diagnostic Accreditation Program and the College of Physicians and Surgeons of BC has used their best efforts in preparing 
this publication. As websites are constantly changing, some of the website addresses in this publication may have moved or no 
longer exist.



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Pulmonary Function Technical Staff Requirements 3 of 10 
 Document ID: 12758                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

Introduction 
Qualifications and requirements are critical in ensuring accurate outcomes and the delivery of safe services. The requirements 
encompass the necessary qualifications, skills and training needed to operate equipment and conduct diagnostic testing. 

Pulmonary function diagnostics play a critical role in the evaluation and management of pulmonary disease; it is essential that all 
personnel performing these tests meet defined competencies and adhere to best practices. These diagnostic services may range 
from basic spirometry to comprehensive diagnostic testing, depending on the scope of practice and facility capabilities. 

Comprehensive pulmonary function testing is offered at a health authority facility including community-based spirometry, 
meanwhile accredited community-based facilities may offer spirometry services. 

Medical directors must ensure that duties assigned to qualified staff reflect the credentials or eligibility to become registered and 
have the necessary education/clinical experience to support providing pulmonary function services. 

Technical staff must meet the criteria for training from recognized professional bodies and take steps to earn registration 
credentials. The national certification exam in Canada for respiratory therapists is administered by Health Professionals Testing 
Canada (HPTC). Prior to the HTPC, the Canadian Board of Respiratory Care (CBRC) served as the body responsible for producing 
and administering the certification exam. 

Technical staff who obtain specialized training may provide certain tests that are aligned with their training and approval by the 
medical director. For example, a clinical exercise physiologist (CEP) is a health professional who utilizes prescribed exercise and 
basic health behavior interventions, as well as promotes physical activity for individuals with chronic diseases or conditions. 
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Pulmonary function technical staff qualifications and requirements 

No.  Description Reference Risk Change Asmt. 

PFHR1.0 
 

PULMONARY FUNCTION TECHNICAL STAFF QUALIFICATIONS AND 
REQUIREMENTS  

    

PFHR1.1 
 

Respiratory therapists providing pulmonary function services are 
qualified and competent. 

HPTC 
PF-AC 

 
 New 

 

PFHR1.1.1 M The diagnostic service defines the scope of practice for respiratory 
therapists that are in alignment with their certification and training. 

 PF-AC-25 L  New F 

PFHR1.1.2 M Therapists providing pulmonary function services are either: 
I. Completed the certification exam administered by Health Professionals 
Testing Canada (HPTC). 
II. Graduates of an accredited respiratory therapy school and are eligible to 
undergo examination from the HPTC.  

 HPTC, CACPT H  New P, F 

PFHR1.1.3 M Services provided by graduates from an accredited respiratory therapy 
school comply with facility policy and obtain certification within a defined 
period of time. 
 
Guidance: Graduates work under the supervision of a respiratory therapist 
and seek to obtain certification within an agreed time period.  

 PF-AC-25 H  New F 

PFHR1.1.4 B Staff working with pediatrics have demonstrated competence in working 
with children.  

 PF-AC-25 B  New F 

PFHR1.2 
 

Cardio-pulmonary technologists providing pulmonary function 
services are qualified and competent.  

  
 New 

 

PFHR1.2.1 M The diagnostic service defines the scope of practice for cardio-pulmonary 
technologists that is in alignment with their certification and training. 

 PF-AC-25 M  New F 
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PFHR1.2.2 M Cardio-pulmonary technologists are actively registered with the Canadian 
Association of Cardio-pulmonary Technology (CACPT) in pulmonary or 
combined cardio/pulmonary designation.  

 CACPT, CPSA L  New F 

PFHR1.2.3 M Cardio-pulmonary technologists work under the supervision of a 
respiratory therapist.  
Guidance: Direct supervision by a respiratory therapist is required during 
training/probationary periods. Supervision can change to remote 
supervision after sufficient training and approval by the medical director. 

 PF-AC-25 L  New F 

PFHR1.3 
 

Clinical exercise physiologists (CEP) providing limited scope 
pulmonary function services are qualified and competent. 

  
 New 

 

PFHR1.3.1 M The diagnostic service defines the scope of practice for clinical exercise 
physiologists that is in alignment with their certification and training. 

 PF-AC-25 L 
 

F 

PFHR1.3.2 M The medical director approves the scope of practice for clinical exercise 
physiologists that is in alignment with their certification and training. 

 PF-AC-25  M  New F 

PFHR1.3.3 M Exercise physiologists providing pulmonary function services are:  
I.    Graduates of an accredited training program for exercise physiology.  
II.    Certified by the American College of Sport Medicine (ACSM) or the 
Canadian Society of Exercise Physiology (CSEP).   

PF-AC-25 
ACSM 
CSEP 

M  New F 

PFHR1.3.4 M Exercise physiologists maintain certification criteria by completing 
continuing education credits as outlined by their certification body.  

 ACSM, CSE M  New F 
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Limited scope spirometry service 

No.  Description Reference Risk Change Asmt. 

PFHR2.0 
 

TECHNICAL STAFF QUALIFICATIONS AND REQUIREMENTS FOR 
SPIROMETRY. 

  
New 

 

PFHR2.1 
 

Technical staff providing limited scope spirometry services are 
qualified and competent. 
 
Guidance: Technical staff providing spirometry services may include 
professionals that are not graduates from an accredited training school for 
respiratory therapy but obtained additional training for spirometry.  

  
New 

 

PFHR2.1.1 M The diagnostic service defines the scope of practice for staff providing 
spirometry services that is in alignment with their certification and training. 

 PF-AC-25 M 
 

F 

PFHR2.1.2 M Technical staff who are qualified in spirometry have qualifications and 
training that are approved by the medical director.  
 
Guidance: Some examples of health-care background credentials include 
a certified polysomnographic technologist (CPSGT), registered nurse (RN), 
licensed practical nurse (LPN). 

 PF-AC-25 M  New F 

PFHR2.1.3 M Staff providing spirometry services are: 
I. Appropriately trained in spirometry. 
II. Scope of service is defined by the medical director. 

III. Work under the supervision of a respiratory therapist or qualified 
physician 

 
Guidance: Direct supervision by a qualified individual is required for staff 
during training/probationary periods. Supervision can change to remote 
supervision after sufficient training and approval by the medical director. 

 PF-AC-25 
CPSBC Bylaws 

M  New F 
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PFHR2.1.4 M Health professionals with additional training and within their scope of 
practice are permitted to administer bronchodilators. 
 
Guidance: Refer to the Delegated Medical Acts for requirements regarding 
unregulated health professionals. Healthcare professionals with 
medication administration within their scope of practice are permitted to 
administer bronchodilators under the delegation of the medical director to 
determine necessary training, competency intervals and requirements. 

 PF-AC-25 
CPSBC Bylaws 

M  New F 
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Introduction 
Engaging and involving patients and clients in their health care ensures their needs are met in a safe and effective manner. A 
patient and client focused culture enables the diagnostic service, to be more responsive and enhances the quality and safety of 
the care and services provided to patients and clients. 

The patient and client focus standards examine patient and client-centered services including how the diagnostic service 
determines the requirements, expectations and preferences of patients and clients. Examples of clients may include referring 
physicians, WorkSafeBC, and insurance companies. 

The patient and client focus section of the accreditation standards addresses: 

• management of patient and client relationships 

• measurement of patient and client satisfaction 

• patient rights and consent 
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Management of patient and client relationships 

No.  Description Reference Risk Change Asmt. 

PPC1.0 
 

THE DIAGNOSTIC SERVICE SEEKS TO UNDERSTAND AND BE 
RESPONSIVE TO THE REQUIREMENTS OF PATIENTS AND CLIENTS. 

    

PPC1.1 
 

The diagnostic service identifies its patients and clients and 
establishes plans to meet their needs. 

    

PPC1.1.1 B The diagnostic service identifies patients and clients and defines their 
needs. 

 
B 

 
F 

PPC1.1.2 B The goals and objectives of the diagnostic service are aligned with patient 
and client needs and expectations. 

 
B 

 
F 

PPC1.1.3 B The patient’s cultural and spiritual preferences are respected.   ISQua5.6 B  Revised F 

PPC1.1.4 B Adaptations to examinations are considered to accommodate a cultural or 
spiritual practice, without compromising quality and safety.  
Guidance: Service users work collaboratively with patients to review 
adaptation options and limitations. 

 ISQua5.6 B  New F 

PPC1.2 
 

Service standards of the diagnostic service are defined and 
communicated to patients and clients. 

    

PPC1.2.1 M The time from referral to the test is defined, monitored and communicated 
to the medical director.  
Guidance: Different test types may be subject to different waiting periods 

 PF-AC-25 M  Revised F 

PPC1.2.2 M There is a process for patient prioritization. 
 

M 
 

P, F 

PPC1.2.3 M Turnaround times for reports are defined and monitored. 
Guidance: Turnaround times are established for all aspects of the 
reporting process including dictation, transcription and distribution of final 
report. 

 
L 

 
F 
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PPC1.2.4 B Service standards, including turnaround times, are made available to 
referring practitioners. 

 
B 

 
F 

PPC1.3 
 

Interpreting physicians are responsive to patient-related clinician 
inquiries. 

    

PPC1.3.1 M Interpreting physicians are responsive to case-specific or procedural 
inquiries. 

 POLY-AC-24 M  Revised F 

PPC1.3.2 B Interpreting physicians provide education to clinicians in a timely and 
meaningful manner when needed. 

 
B 

 
F 
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Measurement of patient and client satisfaction 

No.  Description Reference Risk Change Asmt. 

PPC2.0 
 

PATIENT AND CLIENT SATISFACTION IS MEASURED TO GAIN 
INFORMATION FOR IMPROVEMENT. 

    

PPC2.1 
 

The diagnostic service collects and analyzes patient and client 
satisfaction data to improve service delivery. 

    

PPC2.1.1 B Data collection methods are appropriate for each patient and client group. 
 

B 
 

F 

PPC2.1.2 B Data collection methods allow information to be associated to specific 
processes within the diagnostic service. 

 
B 

 
F 

PPC2.1.3 B Data collection methods ensure comparable results from one cycle to the 
next. 

 
B 

 
F 

PPC2.1.4 B Patient and client satisfaction data is analyzed. 
 

B 
 

F 

PPC2.1.5 B Goals and priorities for improvement are determined. 
 

B 
 

F 

PPC2.2 
 

There is a process in place to gather and follow-up on patient and 
client complaints. 

    

PPC2.2.1 M Patients and clients are informed of the process to register complaints and 
feedback. 

 
M  Revised P, F 

PPC2.2.2 M There are methods to identify complaints that require specific action. 
 

M  Revised F 

PPC2.2.3 M There is a procedure for documenting complaints from patients and 
clients. 

 
M  Revised F 

PPC2.2.4 M Responses to patient and client inquiries and complaints are addressed 
and monitored in a defined time frame. 

 
M  Revised F 

PPC2.2.5 M The resolution of complaints is documented.  ISQua5.1.4 L  Revised F 
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PPC2.2.6 M Information gained from complaints is used to make improvements. 
 

L  Revised F 

PPC2.2.7 B The complaint process is made available to the public.  
Guidance: This information may be on the facility or organization’s website 
or on the requisition. 

 ISQua5.14 B  New F 

PPC3.0 
 

THE DIAGNOSTIC SERVICE RESPECTS THE RIGHTS OF PATIENTS. 
Refer to the Government of Canada’s Patient’s Bill of Rights for 
additional information. 

    

PPC3.1 
 

Patient rights are communicated to patients and staff. 
    

PPC3.1.1 B Staff understand and respect the rights of the patients. 
 

B 
 

F 

PPC3.1.2 B Patients are informed of their rights. 
 

B 
 

F 

PPC3.2 
 

Patients are involved in decision-making about their care, 
procedure(s) and/or service(s). 

    

PPC3.2.1 B Patients are provided with information about their procedures so that they 
can participate in making informed decisions. 

 
B 

 
F 

PPC3.2.2 B The patient is made aware of the health-care professionals involved in their 
procedure. 

 
B 

 
F 

PPC3.2.3 B Patients are provided with information about their right to refuse a 
procedure or service. 

 
B 

 
F 

PPC3.2.4 B When patients are unable to make decisions about their care, 
procedure(s), and/or services, a substitute decision maker(s) is involved in 
making these decisions in accordance with policy and provincial law and 
regulation. 

 
B 

 
F 

PPC3.2.5 M Decisions made by a patient with regard to giving or withholding consent 
are respected. 

 
H 

 
F 
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PPC3.3 
 

The diagnostic service ensures that patients are provided with the 
information necessary to give or withhold informed consent. 
 
Guidance: Obtaining informed consent is a process of communication that 
establishes a mutual understanding between the patient and health-care 
provider(s) involved in the diagnostic procedure. It provides patients with 
the information they need to make informed decisions and ultimately 
results in the patient’s authorization or agreement to undergo the 
procedure for which informed consent is being obtained. Informed 
consent is a process that encompasses patient needs and preferences, 
patient education and compliance with the Health Care (Consent) and 
Care Facility (Admission) Act. 

    

PPC3.3.1 M The diagnostic service identifies the specific tests or procedures that 
require informed consent as well as the circumstances that would allow for 
exceptions to it. 

 CMPA 
PF-AC-25 

H 
 

F 

PPC3.3.2 M The diagnostic service clearly identifies the health-care providers who are 
authorized and responsible for obtaining informed consent. 
 
Guidance: Refer to the Health Care (Consent) and Care Facility (Admission) 
Act for the definition of a health-care provider. 

 HCC M 
 

F 

PPC3.3.7 B Prior to testing or booking, the facility has a process to verify that informed 
consent has been obtained for the requested test.  
 
Guidance: Facility staff confirm that consent was obtained before 
proceeding with diagnostic testing. Acceptable documentation may 
include a signed consent form, notation on the requisition or other 
verification in the patient’s medical record.  

 CMPA 
 PF-AC-25 

B  New F 
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Introduction 
The accreditation standards relating to occupational health and safety includes those most critical to staff safety in the diagnostic 
service; however, they do not encompass all of the requirements under the Workers Compensation Act of British Columbia. 
Leaders are encouraged to review section 115 of this Act and the associated occupational health and safety regulations to ensure 
they are meeting all regulatory requirements in British Columbia. Questions specific to the Act and the associated occupational 
health and safety regulations should be directed to WorkSafeBC for interpretation, advice and direction. 

This section of the accreditation standards addresses: 

• management responsibilities 

• safety practices and equipment 

• appropriate physical environment 

• disasters and emergency preparedness 
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Management responsibilities 

No.  Description Reference Risk Change Asmt. 

PSA1.0 
 

POTENTIAL HAZARDS AND RISKS TO STAFF, PATIENTS AND VISITORS 
ARE MINIMIZED. 

    

PSA1.1 
 

There is a safety program in place. 
    

PSA1.1.1 B Details of the safety program includes the engagement of staff. 
 
Guidance: All diagnostic service staff are encouraged to become involved 
in the safety program through the sharing of responsibilities, participation 
in audits, representation on a safety committee, etc. 

 
B 

 
F 

PSA1.1.2 M Details of the safety program include monthly safety audits/inspections of 
the work area, equipment, and practices to identify and resolve safety 
hazards. 
 
Guidance: Occupational health and safety regulations require safety 
audits/inspections to be conducted at least once per month, and these 
audits must be reviewed by the occupational health and safety committee 
or health and safety representative.  

 WSBC HB M 
 

P, F 

PSA1.1.3 M Details of the safety program include reviewing health and safety activities 
and incident trends. 

 
M 

 
F 

PSA1.1.4 M Details of the safety program include identifying and implementing the 
action(s) to resolve health and safety concerns. 

 
M 

 
F 

PSA1.1.5 M Details of the safety program includes the prompt investigation of staff 
related safety incidents including near misses to determine action 
necessary to prevent recurrence. 
 
Guidance: A near miss is an incident that did not result in injury, illness or 
damage but had the potential to do so. 

 
M 

 
F 
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PSA1.1.6 M Details of the safety program includes the retention of records and 
statistics, including reports of safety inspections and staff incident 
investigations. 

 
M 

 
F 

PSA1.2 
 

A safety manual is readily available to staff. 
    

PSA1.2.1 M Details of a safety manual include how to access first aid services and/or 
medical assistance for staff-related injuries. 
 
Guidance: If the diagnostic service is part of a larger facility (over 50 staff), 
there must be immediate access to an occupational first aid attendant 
(OFAA) with a minimum of a level 2 occupational first aid certificate. If the 
facility is self-contained, a level 1 OFAA is sufficient until the total staff 
surpasses 50. Detailed tables specifying the first aid requirements are 
found in the Occupational Health and Safety Regulation at the end of Part 
3. It must be noted that medical facilities are not exempt from these 
requirements. Medical facilities may have staff take the appropriate 
occupational first aid course, but some leeway is provided to allow for 
existing qualifications to be considered equivalent. 

 
M 

 
P, F 

PSA1.2.2 M Details of a safety manual include the policy and procedure for 
investigating and reporting staff safety incidents including near misses. 

 
M 

 
F 

PSA1.2.3 M Details of a safety manual include exposure control plans, based on 
existing occupational hazards. 

 
M 

 
F 

PSA1.2.4 M Details of a safety manual include requirements for the use of personal 
protective and other safety equipment. 

 
M 

 
F 

PSA1.2.5 M Workplace Hazardous Materials Information System (WHMIS) program 
information. 

 
M 

 
P, F 

PSA1.2.6 M Details of a safety manual include emergency evacuation plans. 
 

M 
 

P, F 
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PSA1.2.7 M Details of a safety manual includes procedures to protect staff “working 
alone” or in “isolation.” 
 
Guidance: "Working alone or in isolation" is defined as working in 
circumstances where assistance would not be readily available to the 
worker in case of emergency or if the worker is injured or becomes unwell. 

 WSBC WCA M 
 

P, F 

PSA1.2.8 M Details of a safety manual include procedures to manage violent and 
aggressive behaviour. 
 
Guidance: The procedure for dealing with the prevention of and response 
to incidents of violence must distinguish between incidents involving two 
workers ("improper conduct") and incidents of aggressive behaviour from 
a patient or member of the public ("violence"). All incidents of improper 
conduct and violence must be formally investigated whether any injury 
occurred or not. 

 WSBC WCA M 
 

P, F 

PSA1.3 
 

Safety issues are discussed and monitored. 
    

PSA1.3.1 M The diagnostic service has a safety committee or health and safety 
representative. 
 
Guidance: If there are 20 or more employees, a joint occupational health 
and safety committee (JOHSC) must be functioning. If the diagnostic 
service is part of a larger facility, a member of the committee must have the 
responsibility to represent the diagnostic service. If the facility has between 
10 and 19 staff, the workers must select a person to be their health and 
safety representative. This person, in effect, carries out the same functions 
as the committee in a larger facility. For organizations with less than 10 
employees, the employer is required to hold regular meetings with the 
staff to discuss matters relating to maintaining a healthy and safe 
workplace. Records of these meetings must be kept. Sections 125 to 140 
of the Workers Compensation Act provide all the details about committee 
requirements and function. 

 
M 

 
P, F 
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PSA1.3.2 M Minutes of the last three safety committee meetings are available for 
review. 

 WorkSafe BC M  Revised F 

  



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 General Safety 8 of 18 
 Document ID: 12750                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

Safety practices and equipment 

No.  Description Reference Risk Change Asmt. 

PSA1.4 
 

Chemicals are used, stored and disposed of safely.   
    

PSA1.4.1 M Hazardous liquids such as corrosives are stored below eye level. 
 

H 
 

P, F 

PSA1.4.2 M The amount of hazardous liquids in a work area must not exceed the 
quantity reasonably needed for routine tasks. 

 
H 

 
F 

PSA1.4.3 M Containers for flammable liquids are kept closed when not in use. 
 

H 
 

F 

PSA1.4.4 M MSDS is available and current for controlled substances subject to WHMIS 
regulations. 

 
H 

 
P, F 

PSA1.4.5 M MSDS is available and current for controlled substances subject to WHMIS 
regulations. 

 
H 

 
P, F 

PSA1.4.6 M Controlled substances are labeled appropriately. 
 
Guidance: This applies to both the original supplier issued container and 
any secondary containers that have a workplace label indicating; product 
name, safe handling procedures, and reference to MSDS. 

 
H 

 
F 

PSA1.4.7 M Chemicals are disposed of in accordance with WHMIS requirements. 
 

H 
 

F 

PSA1.5 
 

Spills are handled effectively and safely. 
 
Guidance: Based upon the chemicals and volumes used, the diagnostic 
service should consult with WorkSafeBC to determine if spill kits and/or 
spill control teams are required. 

    

PSA1.5.1 M Spill kits are readily available. 
 

H 
 

P, F 

PSA1.5.2 M Procedures to control and clean-up spills are documented and readily 
available to staff. 

 
H 

 
F 
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No.  Description Reference Risk Change Asmt. 

PSA1.6 
 

Fire safety measures are implemented. 
    

PSA1.6.1 M Appropriate fire extinguishing equipment and procedures are in place. 
 

H 
 

P, F 

PSA1.6.2 M Fire drills are conducted at least once per year. 
 

M 
 

F 

PSA1.7 
 

Electrical safety measures are implemented. 
    

PSA1.7.1 M Equipment and supplies are clearly labelled and comply with electrical 
safety regulatory requirements (e.g. Canadian Standards Association [CSA] 
or equivalent). 

 
M 

 
F 

PSA1.7.2 M Regular inspections are performed to assess electrical safety (e.g. 
extension cords and surge power bars are assessed for damage and 
inappropriate use, proper isolation of electrical equipment attached to the 
patient, etc.). 

 
M 

 
F 

PSA1.8 
 

Personal protective equipment is available for staff. 
See also infection prevention and control accreditation standards. 

    

PSA1.8.1 M Adequate and appropriate personal protective equipment is available to 
protect staff from chemical or biological hazards. 
 
Guidance: Personal protective equipment may include gloves, lab 
coats/gowns and masks. 

 
C 

 
P, F 

PSA1.8.2 M Latex-free gloves are available to staff with latex sensitivities. 
 

H 
 

P, F 

PSA1.9 
 

There are mechanisms in place to prevent staff from assuming 
postures that could result in musculoskeletal injuries. 

    

PSA1.9.1 M There are guidelines for equipment adjustment to ensure optimal 
ergonomics. 

 
M 

 
F 
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No.  Description Reference Risk Change Asmt. 

PSA1.9.2 B There are guidelines for proper body mechanics while performing 
procedures. 

 
B 

 
F 

PSA1.9.3 B Positioning and immobilizing devices are available to staff. 
 

B 
 

F 

PSA1.9.4 M Adequate assistance and transfer/lift devices are available when moving or 
lifting patients. 
 
Guidance: Transfer/lift devices include “transavers,” slider boards, and 
ceiling or mobile patient lifts. 

 
H 

 
P, F 

PSA1.9.5 M The weight limit of lifting equipment is clearly marked. 
 

M 
 

F 

PSA1.10 
 

Compressed gas is maintained and stored safely. 
 
Guidance: An example of a compressed gas would be oxygen. 

    

PSA1.10.1 M Gas cylinders are clearly labeled with the cylinder’s contents. 
 

H 
 

P, F 

PSA1.10.2 M A pressure-reducing regulator or device is used for all compressed gas 
cylinders. 

 
H 

 
P, F 

PSA1.10.3 M Any gauge whose pointer (indicator or needle) does not go back to the 
zero point when pressure is removed is replaced. 

 
M 

 
F 

PSA1.10.4 M Adapters between cylinders and pressure-reducing regulators are not 
used. 

 
M 

 
P, F 

PSA1.10.5 M Cylinders that are not in use are shut off and capped. 
 

M 
 

F 

PSA1.10.6 M Cylinders are secured to prevent falling during storage, transportation and 
use (e.g. chaining a cylinder to a secure object). 

 
H 

 
P, F 

PSA1.10.7 M Cylinder carts are used to move large cylinders and specifically designed 
cylinder holders are used to carry small cylinders. 

 
H 

 
F 
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Appropriate physical environment 

No.  Description Reference Risk Change Asmt. 

PSA2.0  
  

THE DESIGN AND LAYOUT OF THE PHYSICAL SPACE ALLOWS 
SERVICE DELIVERY TO BE SAFE, EFFICIENT AND ACCESSIBLE FOR 
PATIENTS, VISITORS AND STAFF. 

    

PSA2.1 
 

The design and layout of the physical space meets laws, regulations 
and codes. 

    

PSA2.1.2 M Emergency exit routes are marked and provide an unimpeded exit. 
 

C 
 

P, F 

PSA2.2 
 

The location of the diagnostic service is accessible to the patient 
population it serves. 

    

PSA2.2.1 B Clear signage is in place to direct patients to the diagnostic service. 
 

B 
 

F 

PSA2.2.2 B Patients with special needs can access the location with ease. 
 

B 
 

F 

PSA2.2.3 B Patient washrooms are clean, conveniently located and accessible. 
 

B 
 

F 

PSA2.3 
 

The physical environment ensures patient safety and privacy. 
    

PSA2.3.1 M Patient areas are safe and clean. 
 

H 
 

P, F 

PSA2.3.2 M A secure and private location for changing clothing and for the temporary 
storage of personal items is available, if needed. 
 
Guidance: This may be relevant for the type of testing performed (e.g. 
exercise testing). 

 
M 

 
P, F 

PSA2.3.3 M Furniture is safe for patient use. 
 

H 
 

P, F 
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No.  Description Reference Risk Change Asmt. 

PSA2.3.4 B Confidential or sensitive information is collected from and communicated 
to patients in an area that does not compromise their privacy. 
 
Guidance: This includes telephone consultations that involve the exchange 
of patient information. 

 
B 

 
F 

PSA2.3.5 M Patient information cannot be viewed by other patients or visitors. 
 

M 
 

P, F 

PSA2.3.6 M Patient privacy is not compromised during the diagnostic procedure. 
 

H 
 

P, F 

PSA2.4 
 

The design and layout of the space support safe and appropriate 
service delivery. 

    

PSA2.4.1 B For each activity undertaken within the diagnostic service, there are 
appropriate furnishings, work surfaces and floor finishes. 

 
B 

 
F 

PSA2.4.2 B There is sufficient space to allow unobstructed movement and safe 
working conditions within the diagnostic service and around large pieces 
of equipment. 

 
B 

 
F 

PSA2.4.3 M Security measures are in place relative to the threat of theft and tampering 
with patient samples, drugs, chemicals, and confidential information. 
 
Guidance: The threat of theft or tampering is assessed and based upon 
that assessment appropriate security measures are implemented. 

 
M 

 
F 

PSA2.5 
 

The physical environment meets the needs of staff. 
    

PSA2.5.1 M A secure and private location for changing clothing and for storage of 
personal belongings is available to staff. 

 
M 

 
P, F 

PSA2.5.2 B A separate and comfortable location to rest is available to staff during 
break times. 

 
B 

 
F 
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No.  Description Reference Risk Change Asmt. 

PSA2.5.3 M Patient and staff washrooms are clean, conveniently located and 
accessible.  

 
M Revised P, F 

PSA2.5.4 M Storage and consumption of food and beverages is permitted in 
designated areas only. 

 
M 

 
P, F 

PSA2.6 
 

Sinks and eyewashes are available to staff. 
    

PSA2.6.1 M There are clearly labeled hand washing sinks or other accessible forms of 
hand hygiene products available for use.  

 
M  Revised P, F 

PSA2.6.2 M Hand washing sinks have unimpeded drainage (e.g. no stoppers). 
 

M 
 

P, F 

PSA2.6.3 B Access to hand washing sinks is unimpeded. 
 
Guidance: If there is only one sink available and that sink may also be used 
for other than hand washing there is a process to clean the sink prior to 
using the sink for hand washing; or a sanitizing gel must be made available 
to staff to use followed by hand washing at the nearest available clean sink. 
Unimpeded access means that staff would always be able to access the 
sink (e.g. a sink located in a washroom is not considered as having 
unimpeded access). 

 
B 

 
F 

PSA2.6.4 M Eyewash stations are conveniently located and regularly flushed, when 
appropriate. 
 
Guidance: Consult WorkSafeBC to determine the type of eyewash station 
required based upon the chemicals used in the diagnostic service. 

 
M 

 
P, F 

PSA2.7 
 

Lighting, temperature and ventilation is appropriate. 
    

PSA2.7.1 M Lighting provides sufficient illumination for safe working. 
 

H 
 

P, F 

PSA2.7.2 M Emergency lighting is available in the event of power failure. 
 

M 
 

P, F 
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No.  Description Reference Risk Change Asmt. 

PSA2.7.3 B Ambient temperature, humidity, lighting, noise level and air quality is 
controlled to a level compatible with staff and patient comfort and that 
does not compromise diagnostic procedures. 

 
B 

 
F 

PSA2.7.4 B Air flow is monitored to ensure adequate ventilation. 
 
Guidance: The monitoring of air flow (e.g. the number of air exchanges per 
hour) may be a responsibility of the facility management and may not 
necessarily be conducted by the diagnostic service. 

 
B 

 
F 
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Disaster and emergency preparedness 
Disaster and emergency preparedness examines how the diagnostic service plans to respond to disasters. A disaster may be 
internal such as a flood, fire, or loss of electrical power; or the disaster may be a community-wide disaster such as an earthquake. 

No.  Description Reference Risk Change Asmt. 

PSA3.0  
  

THE DIAGNOSTIC SERVICE IS PREPARED FOR DISASTERS AND 
EMERGENCIES. 

    

PSA3.1 
 

There is a disaster and emergency preparedness plan that addresses a 
response to an emergency. 

    

PSA3.1.1 B The role and capability of the diagnostic service during a disaster or 
emergency is identified. 

 
B 

 
F 

PSA3.1.2 B The plan for response to disasters and emergencies includes a staff recall 
system. 

 
B 

 
F 

PSA3.1.3 B The plan for response to disasters and emergencies includes access to first 
aid equipment. 

 
B 

 
F 

PSA3.1.4 B The plan for response to disasters and emergencies includes alternate 
service sites if needed. 

 
B 

 
F 

PSA3.1.5 B The plan for response to disasters and emergencies includes alternate 
sources of supplies, utilities and communication. 

 
B 

 
F 

PSA3.2 
 

The disaster and emergency response plan is regularly reviewed to 
ensure it is valid and updated. 

    

PSA3.2.1 B Disaster and emergency plans are reviewed with all staff, and they are 
aware of their roles and responsibilities in the event the plan is 
implemented. 

 
B 

 
F 

PSA3.2.2 B The plan is tested through practice drills. Changes to plans, procedures 
and training methods are made when necessary. 

 
B 

 
F 
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PSA3.2.3 B Contact names and phone numbers on fan-out lists are current. 
 

B 
 

F 
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Introduction 
Patient safety is fundamental to the delivery of quality diagnostic services and optimal patient outcomes. A priority for all 
diagnostic services is to ensure that procedures are safe and a continuous effort is made to improve patient safety. Appropriate 
and sufficient resources should be allocated to support the diagnostic service’s implementation of the patient safety priorities or 
goals. 

The patient safety section of the accreditation standards addresses: 

• creating a culture of patient safety 

• patient identification 

• medication management and administration 

• adverse events and critical incidents 

• medical emergency management 
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Creating a culture of patient safety 

No.  Description Reference Risk Change Asmt. 

PPS1.0 
 

THE DIAGNOSTIC SERVICE CREATES A CULTURE OF PATIENT SAFETY 
AND MAKES PATIENT SAFETY A PRIORITY.   

    

PPS1.1 
 

The activities of the diagnostic service ensure patient safety. 
    

PPS1.1.1 B Mechanisms are available for staff to identify, provide feedback on, and 
communicate openly about patient safety issues and concerns. 

 
B 

 
F 

PPS1.1.2 M There is a process for patients and their advocates to report concerns 
related to patient safety. 

 
M 

 
F 

PPS1.1.3 M There are systems in place to ensure patient safety notices, alerts and other 
information is communicated. 

 
M 

 
F 

PPS1.1.4 M Mechanisms are in place to address patient sensitivities and allergies. 
 
Guidance: At a minimum, latex-free products are made available for both 
patients and staff (e.g. gloves, mouthpieces). 

 
M 

 
P, F 

PPS1.1.5 M All patient safety issues are documented and investigated. 
 

M 
 

P, F 
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Patient identification 

No.  Description Reference Risk Change Asmt. 

PPS2.0 
 

POSITIVE PATIENT IDENTIFICATION PRECEDES COMMENCEMENT OF 
THE TEST OR PROCEDURE.  

    

PPS2.1 
 

Patient identification is confirmed prior to a patient’s test or 
procedure by the individual(s) performing the test or procedure. 

    

PPS2.1.1 M Patients are involved in the identification process to the fullest extent 
possible. 

 
H 

 
F 

PPS2.1.2 M Patient identification is confirmed prior to testing by the person(s) 
performing the test. 

 Joint 
Commission 

C 
 

F, CS 

PPS2.1.3 M At least two unique patient identifiers are used when verifying patient 
identification. 

 
C 

 
F, CS 

PPS2.1.4 M In-patients are identified with a wristband or service-approved alternative 
procedure. 

 
H 

 
F 

PPS2.1.5 B Staff confirm the information on the wristband is consistent with verbal 
information provided by the patient. 

 
B 

 
F 

PPS2.1.6 M Pediatrics and other patients who cannot provide identification information 
are identified by a responsible adult. 

 
H 

 
F 

PPS2.1.7 M Patient identity discrepancies are resolved prior to testing. 
 

H 
 

F 

PPS2.1.8 M There is a documented process to resolve any clinically relevant patient 
demographic ambiguities in a confidential and respectful manner. 

 GSSO  M  New F, CS 
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Medication management and administration 

No.  Description Reference Risk Change Asmt. 

PPS3.0 
 

THE DIAGNOSTIC SERVICE HAS METHODS IN PLACE TO ENSURE 
THAT MEDICATION IS MANAGED AND ADMINISTERED TO PATIENTS 
SAFELY AND EFFECTIVELY.   

    

PPS3.1 
 

Medications are stored and disposed of safely. 
    

PPS3.1.1 M Storage of medications complies with manufacturer’s recommendations. 
 

H 
 

P, F 

PPS3.1.2 M All stored medications are labeled with the contents, expiration date, and 
any warnings as applicable. 

 
H 

 
P, F 

PPS3.1.3 M The diagnostic service regularly inspects all medication storage areas and 
medications. 

 
M 

 
F 

PPS3.1.4 M All medications are disposed of using appropriate facility accepted 
disposal methods. 

 
M 

 
F 

PPS3.2 
 

The diagnostic service ensures that all medications are labeled. 
    

PPS3.2.1 M Medication containers are labeled with the medication name, strength and 
quantity when medications are prepared but not administered 
immediately. 

 
H 

 
F 

PPS3.2.2 M All medications are labeled with the date prepared and the expiration date 
when prepared but not administered within 24 hours or when the 
expiration occurs in less than 24 hours. 

 
H 

 
F 

PPS3.2.3 M Any medication containers found unlabeled are immediately discarded. 
 

H 
 

F 

PPS3.3 
 

The appropriateness of all medication orders is reviewed. 
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No.  Description Reference Risk Change Asmt. 

PPS3.3.1 M Only authorized staff request medications. 
 
Guidance: There is a facility policy that defines “authorized individual” that 
includes medical physicians and other designated health professionals as 
permitted by governing legislation, rules and bylaws. 

 
H 

 
P, F 

PPS3.3.2 M Medication orders are reviewed for possible patient allergies or 
sensitivities. 

 
H 

 
F 

PPS3.3.3 M Medication orders are reviewed for the appropriateness of the dose, 
frequency, and route of administration. 

 
H 

 
F 

PPS3.3.4 M Medication orders are reviewed for potential contraindications and 
adverse interactions. 

 
C 

 
F 

PPS3.3.5 M All concerns, issues, or questions related to the appropriateness of a 
medication order are resolved with the prescriber or staff involved with the 
patient’s care or services prior to administration. 

 
C 

 
P, F 

PPS3.4 
 

Medications are administered safely. 
    

PPS3.4.1 M Only authorized staff obtain and administer medication (e.g. medical 
practitioners). 

 
C 

 
F, CS 

PPS3.4.2 M Patient identity is verified prior to medication administration. 
 

H 
 

P, F 

PPS3.4.3 M There is a process in place to ensure that the correct medication is selected 
prior to administration. 

 
H 

 
P, F 

PPS3.4.4 M Prior to administration, the medication is visually inspected for colour, 
clarity and expiration date. 

 
H 

 
F 

PPS3.4.5 M There is a process in place to ensure the individual administering the 
medication verifies that the medication is administered at the proper time, 
in the prescribed dose, and by the correct route to the correct patient. 

 
H 

 
F 
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No.  Description Reference Risk Change Asmt. 

PPS3.5 
 

Patients are monitored to ensure that medication(s) have been 
administered safely and effectively. 

    

PPS3.5.1 M Patients are monitored to assess the effectiveness of the medication(s) 
administered to them. 

 
H 

 
P, F 

PPS3.5.2 M Patients are monitored for any potential side effects or adverse reactions 
resulting from medication administration. 

 
H 

 
P, F 

PPS3.5.3 M Staff know how to respond to adverse drug events, significant drug 
reactions, and medication errors. 

 
H 

 
P, F 

PPS3.5.4 M Processes are in place to ensure the safety of patients prior to discharge or 
release from the diagnostic service after receiving medications. 

 
H 

 
P, F 

PPS3.5.5 M Prior to discharge from the diagnostic service, the patient is monitored for 
a sufficient amount of time to ensure readiness for discharge after 
receiving medications. Readiness for discharge is documented in the 
medical record. 

 
H 

 
F 
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Adverse events and critical incidents 

No.  Description Reference Risk Change Asmt. 

PPS4.0 
 

ADVERSE EVENTS AND CRITICAL INCIDENTS, INCLUDING NEAR 
MISSES ARE MANAGED APPROPRIATELY.   

    

PPS4.1 
 

There are policies, procedures and practices for managing adverse 
events and critical incidents. 

    

PPS4.1.1 B Definitions of adverse events, critical incidents and near misses applicable 
to the diagnostic service are communicated to all staff. 

 
B 

 
F 

PPS4.1.2 M Policies, procedures and practices for addressing adverse events and 
critical incidents are documented and available to all staff. 

 
M 

 
F 

PPS4.1.3 M All adverse events and critical incidents are documented. 
 

H 
 

P, F 

PPS4.1.4 M Policies and procedures for reporting, investigating and making 
recommendations following a near miss are documented and available to 
staff. 

 
M 

 
F 

PPS4.1.5 B There is a systematic process to investigate adverse events and critical 
incidents to determine multiple underlying contributing factors. 
 
Guidance: The investigation process is appropriate for the magnitude of 
the problem and risk to patient or staff safety. 

 
B 

 
F 

PPS4.1.6 B There are policies, procedures and practices for disclosing information to 
patients following an adverse event and/or critical incident. 

 
B 

 
F 

PPS4.1.7 B Staff know whom to contact for advice or direction and are aware of their 
role during an adverse event or critical incident. 

 
B 

 
F 

PPS4.1.8 B There is a defined process for reporting an adverse event or critical 
incident to the administration of the organization and to outside 
organizations. 

 
B 

 
F 
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No.  Description Reference Risk Change Asmt. 

PPS4.1.9 B Support and counseling are available to patients, their families and staff 
following an adverse event or critical incident. 

 
B 

 
F 

PPS4.2 
 

There is a process to determine and manage the medical significance 
of adverse events and critical incidents. 

    

PPS4.2.1 M All reported adverse events, and critical incidents are immediately 
assessed by appropriate technical and medical staff to determine medical 
significance. 

 
H 

 
P, F 

PPS4.2.2 M The referring practitioner is informed in cases of medical significance. 
 

H 
 

P, F 

PPS4.2.3 B Appropriate technical and medical staff assesses indications for halting 
further tests and authorizing resumption. 

 
B 

 
F 

PPS4.2.4 B Medical staff assess indications for withholding diagnostic reports and 
review already released reports for potential recall. 

 
B 

 
F 

PPS4.3 
 

Recommendations following an adverse event or critical incident are 
implemented to decrease the likelihood of recurrence. 

    

PPS4.3.1 B There are mechanisms in place for management to regularly track and 
trend aggregate data collected through the reporting process. 

 
B 

 
F 

PPS4.3.2 M Changes made to the diagnostic service’s systems and processes to 
prevent recurrence are documented. 

 
H 

 
F 

PPS4.3.3 B Recommendations and changes implemented are communicated to 
relevant staff. 

 
B 

 
F 

PPS4.3.4 B Changes implemented are continuously monitored and evaluated to 
ensure effectiveness. 

 
B 

 
F 
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Medical emergency management 

No.  Description Reference Risk Change Asmt. 

PPS5.0 
 

THE DIAGNOSTIC SERVICE HAS PROCEDURES IN PLACE TO HANDLE 
MEDICAL EMERGENCIES. 

    

PPS5.1 
 

There are procedures to handle medical emergencies in a timely and 
effective manner. 

    

PPS5.1.1 M There is a medical emergency response procedure in place. 
 

C 
 

F, CS 

PPS5.1.2 M Staff are familiar with the procedure(s) for responding to medical 
emergencies. 

 
H 

 
F, CS 

PPS5.1.3 M The facility identifies staff who respond to emergencies and provides 
training in the use of emergency equipment. 

 
H 

 
F 

PPS5.1.4 B Emergency call systems are available in-patient care areas.  
 
Guidance: Facilities should conduct a risk assessment to determine if and 
what emergency call systems are required (e.g. unattended patients, high-
risk procedures, etc.). 

 
B 

 
F 

PPS5.1.5 M Staff know how to access emergency medical services. 
 

H 
 

F 

PPS5.1.6 M Staff know how to access emergency equipment and supplies. 
 

H 
 

F 
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Introduction 
Facilities establish infection prevention and control activities and precautions to help reduce the possibility of acquiring and 
transmitting an infection. The type and scope of the activities and precautions are influenced by the size of the facility, the 
resources available, the services provided, and the patients served.  

This section addresses:  

• planning 

• routine practices 

• additional precautions  

• cleaning of surfaces and ancillary medical equipment 

• disinfection of ancillary medical equipment  

• medical device reprocessing 
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Planning 

No.  Description Reference Risk Change Asmt. 

PIPC1.0 
 

PLANNING FOR INFECTION PREVENTION AND CONTROL IS 
EFFECTIVE, INTEGRATED AND COORDINATED. 

    

PIPC1.1 
 

An infection prevention and control plan is developed and 
implemented. 

    

PIPC1.1.1 M There are documented policies and procedures for infection prevention 
and control (e.g. an infection control manual). 

 
M 

 
P, F 

PIPC1.1.2 M Activities associated with increased risk of infection to staff, patients and 
visitors are identified and assessed. 

 
M 

 
F 

PIPC1.1.3 M Precautions used to eliminate or minimize the risk of infection are 
identified and defined. 

 
M 

 
F 

PIPC1.1.4 B Responsibility for infection prevention and control activities is assigned. 
 

B 
 

F 

PIPC1.1.5 B There is access to up-to-date infection prevention and control resources 
(e.g. infection control practitioners, expert consultant(s) and website(s). 

 
B 

 
F 

PIPC1.1.6 M All staff receive ongoing training in the applicable infection and prevention 
and control policies and procedures relevant to their position or job. 

 
M 

 
F 

PIPC1.1.7 B Infection control data is reviewed and analyzed, and actions are taken 
when issues are identified. 

 
B 

 
F 

PIPC1.1.8 B Infection control data is reported to an appropriate authority. 
 

B 
 

F 

PIPC1.1.9 B There is a regular review of the infection prevention and control plan. 
 

B 
 

F 
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Routine practices 

No.  Description Reference Risk Change Asmt. 

PIPC2.0 
 

ROUTINE PRACTICES FOR PREVENTING THE TRANSMISSION OF 
INFECTION ARE IMPLEMENTED. 
 
Guidance: the term “routine practices” (or “standard precautions”) is used 
to describe a system to prevent transmission of infections in health-care 
settings. These practices are to be used at all times, with all patients 
regardless of diagnosis or infectious status. 

    

PIPC2.1 
 

Hand hygiene is used to prevent and control the spread of infection. 
Guidacne: Hand hygiene is the single most important activity for 
preventing the transmission of infections. 

 ISO 15190, 
CLSI GP17-A3, 
4.3.2 

   

PIPC2.1.1 M Hand hygiene is performed with plain soap and running water, or alcohol-
based hand rubs. 
 
Guidance: A sufficient amount of product is applied to ensure that all parts 
of the hands and wrist are rubbed. Alcohol-based hand rub is used when 
the hands are not visibly soiled and 70% to 90% alcohol containing 
emollients is recommended.  

 
H 

 
P, F, CS 

PIPC2.1.2 M Hand hygiene is performed before and after direct contact with a patient. 
 

H 
 

P, F, CS 

PIPC2.1.3 M Hand hygiene is performed before gloves are put on and immediately 
after removing gloves. 

 
H 

 
F 

PIPC2.1.4 M Hand hygiene is performed between clean and dirty procedures on the 
same patient. 

 
H 

 
F 

PIPC2.1.5 M Hand hygiene is performed before preparing or handling medications. 
 

H 
 

F 

PIPC2.1.6 M Hand hygiene is performed if the staff member’s skin becomes visibly 
contaminated (e.g. after contact with blood or body fluids). 

 
H 

 
F 
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No.  Description Reference Risk Change Asmt. 

PIPC2.1.7 M Appropriate hand hygiene is performed when in contact with patients that 
have known or suspected infectious diseases. 

 
H 

 
F 

PIPC2.1.8 B Hand hygiene audits are conducted regularly.  ISO15190C B  New F 
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Personal protective equipment 

No.  Description Reference Risk Change Asmt. 

PIPC3.0 
 

PERSONAL PROTECTIVE EQUIPMENT (PPE) IS WORN BY STAFF AS A 
BARRIER AGAINST BLOOD AND BODY FLUID EXPOSURE. 
 
Guidance: See also general safety accreditation standards. 

    

PIPC3.1 
 

Personal protective equipment is used appropriately. 
    

PIPC3.1.1 M Personal protective equipment is used when there is potential contact or 
exposure to blood and body fluids. 

 
H 

 
F 

PIPC3.1.2 M Personal protective equipment is changed between patients. 
 

H 
 

F 

PIPC3.1.3 M Personal protective equipment is removed and disposed of properly or 
reprocessed according to manufacturer’s recommendations. 

 
H 

 
F 

PIPC3.2 
 

Gloves are worn by staff for protection against infection.  
 
Guidance: Gloves are used as an additional measure, not as a substitute 
for appropriate hand hygiene. Gloves are not required for routine patient 
care activities. 

    

PIPC3.2.1 M Gloves are worn when there is potential for contact with blood or body 
fluids. 

 
H 

 
F 

PIPC3.2.2 M Gloves are worn when the staff member has open skin lesions on their 
hands. 

 
H 

 
F 

PIPC3.2.3 M Gloves are changed between patients and procedures and disposed of 
properly. 

 
H 

 
F 

PIPC3.2.4 M Gloves are removed immediately after a specific task and before touching 
clean environmental surfaces. 

 
H 

 
F 
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No.  Description Reference Risk Change Asmt. 

PIPC3.2.5 M Sterile gloves are worn for sterile procedures. 
 

H 
 

F 

PIPC3.2.6 M Single-use disposable gloves are not reused or washed. 
 

H 
 

F 

PIPC3.3 
 

The diagnostic service has a process for the assessment and use of a 
N95 respirator/mask. 

    

PIPC3.3.1 M A risk assessment is conducted to determine if and when the use of N95 
respirators/masks for staff is necessary.  
 
Guidance: An N95 respirator/mask helps protect staff from respiratory 
pathogens that are transmitted via the airborne route. Staff must use N95 
respirators/masks if they may be exposed to an airborne infection that is 
listed in the WorkSafeBC Regulations, and a risk assessment has indicated 
that this infection poses a potential hazard. It is recommended that the 
diagnostic service consults with Occupational Health and Safety (OHS) and 
infection control resources regarding conducting the risk assessment. 

 WorkSafe BC M 
 

F 

PIPC3.3.2 M Fit testing of N95 respirators/masks is performed annually and is 
documented.  
 
Guidance: A respirator/mask will not be effective unless it forms an 
adequate seal against the staff members face. The only way to be certain a 
specific respirator/mask forms this seal is to do a fit test. Records are 
retained as per facility policy.  

 
M 

 
F 
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Additional precautions 

No.  Description Reference Risk Change Asmt. 

PIPC4.0 
 

PATIENTS, STAFF AND VISITORS ARE PROTECTED FROM POTENTIAL 
OR KNOWN COMMUNICABLE DISEASES. 

    

PIPC4.1 
 

Additional precautions are used for patients with known or suspected 
communicable diseases. 
 
Guidance: Additional infection prevention and control precautions are 
necessary for specific pathogens or clinical presentations. Professional 
knowledge, skills and judgment are used to assess the potential routes of 
transmission and the appropriate additional precautions to be taken (e.g. 
contact, droplet or airborne precautions). 

    

PIPC4.1.1 M Patients with known or potential communicable diseases are identified.  
 
Guidance: Known or suspected communicable diseases may be identified 
in many ways e.g. asking the patient, notation on the requisition, or noted 
in the information system. It is not necessary to wait for a specific diagnosis 
or microbiologic confirmation before initiating appropriate precautions 
when patient assessment clearly indicates a clinical syndrome or risk 
factors related to a potentially communicable disease. For the patient who 
has or is suspected of having a disease requiring additional precautions it 
is important to institute these precautions immediately. They may be 
instituted by any health-care provider as soon as the communicable 
disease, clinical presentation, or risk factors are suspected or identified. 

 
H 

 
F 

PIPC4.1.2 M For patients with a known or potential communicable disease, appropriate 
staff are notified of additional precautions required. 

 
H 

 
F 

PIPC4.1.3 M Staff comply with infection control policies and protocols when dealing 
with patients on isolation precautions. 

 
H 

 
F 
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No.  Description Reference Risk Change Asmt. 

PIPC4.1.4 M Patients with a known or potential communicable disease are placed 
directly into a single room and do not wait in a common waiting room or, if 
a single room is not available, the patient is placed in an area of the waiting 
room separated from other patients by at least two meters, and time spent 
in the waiting room is minimized.  
 
Guidance: This is if infection is spread by droplet route. If spread by 
aerosol route, e.g. chicken pox or measles, the two-meter distance does 
not apply. 

 
H 

 
F 

PIPC4.1.5 M The patient wears a procedure mask if they are coughing or sneezing and 
hand hygiene is offered when appropriate. 

 
H 

 
F 

PIPC4.1.6 M N95 respirators/masks are available for all staff who enter the procedure 
room if there is a known or suspected airborne infection. 
  
Guidance: Airborne transmission refers to transmission of infection by 
inhaling aerosols e.g. tuberculosis, measles, or chicken pox (varicella). This 
can occur when a patient coughs, sneezes, or talks. These infectious agents 
can be acquired by susceptible individuals who may be at some distance 
away from the source patient. 

 
H 

 
F 

PIPC4.1.7 B An appointment is scheduled at the end of the day, or alternative 
measures are taken to minimize exposure to other patients. 

 
B 

 
F 
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Blood and body fluid exposure and sharps 

No.  Description Reference Risk Change Asmt. 

PIPC5.0 
 

BLOOD AND BODY FLUID EXPOSURE PRECAUTIONS ARE USED TO 
SAFEGUARD STAFF. 

    

PIPC5.1 
 

There is a defined follow-up process that addresses possible or actual 
blood and body fluid exposure. 

    

PIPC5.1.1 M There are documented policies and procedures for follow-up to blood and 
body fluid exposure. 

 
H 

 
F 

PIPC5.1.2 M For blood and body fluid exposure the staff member has local first aid 
administered, if required, and then is immediately referred to for medical 
assessment (within two hours), appropriate therapy and follow-up. 
 
Guidance: It is preferable to go to an emergency department as they have 
the necessary medications on-site, rather than a family physician who does 
not have the medications in their office. 

 
M 

 
F 

PIPC5.1.3 M An incident investigation is completed for all staff who have had a near 
miss or actual blood or body fluid exposure. 

 
M 

 
F 

PIPC5.2 
 

Safe and effective practices are followed for the use and disposal of 
sharps. 

    

PIPC5.2.1 M Safety engineered sharps or devices that have built in safety mechanisms 
are used. 

 
H 

 
F 

PIPC5.2.2 M Used needles and other sharp instruments are not recapped. 
 

H 
 

F 

PIPC5.2.3 M Used sharps are disposed of immediately in designated puncture resistant 
containers located in the immediate area where the sharp was used.  
 
Guidance: In areas where sharps containers have not been mounted, 
portable sharps containers are used. 

 
H 

 
F 
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No.  Description Reference Risk Change Asmt. 

PIPC5.2.4 M Sharps containers are sealed and replaced when they are full up to the fill 
line. 

 
H 

 
F 

PIPC5.2.5 M Sharps containers are appropriately disposed. 
 

H 
 

F 
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Cleaning of surfaces and ancillary medical equipment 

No.  Description Reference Risk Change Asmt. 

PIPC6.0 
 

THE PHYSICAL ENVIRONMENT OF THE DIAGNOSTIC SERVICE IS 
CLEAN. 

    

PIPC6.1 
 

Safe and effective cleaning of the physical environment is maintained. 
    

PIPC6.1.1 M Policies and procedures are in place indicating the frequency and method 
of environmental cleaning and disinfection. 

 
M 

 
P, F 

PIPC6.1.2 M Equipment and surfaces in direct contact with a patient or blood and body 
fluids are cleaned and disinfected before use with another patient. 

 
H 

 
F, CS 

PIPC6.1.3 M A barrier (sheet or paper) is placed on the procedure table and changed 
between patients. Alternatively, the table is cleaned between patients. 

 
H 

 
F 

PIPC6.1.4 M If there is significant environmental contamination (e.g. from stool, urine, 
wound drainage, or uncontrolled respiratory secretions) all horizontal 
surfaces and frequently touched surfaces are appropriately cleaned and 
disinfected before the room and/or equipment is used for another patient. 

 
H 

 
F 

PIPC6.1.5 M Paper liners, linens, patient gowns, etc. are appropriately disposed of or 
laundered between patients. 

 
H 

 
F 

PIPC6.2 
 

The diagnostic service reduces the risk of infections associated with 
ancillary medical equipment. 

    

PIPC6.2.1 M Routinely used patient testing equipment is cleaned or discarded between 
patients (height and weight scale, body box). 

 
H 

 
F 
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Medical device reprocessing 

No.  Description Reference Risk Change Asmt. 

PIPC7.0 
 

MEDICAL DEVICE REPROCESSING 
  

 New 
 

PIPC7.1 
 

The diagnostic service reduces the risk of infections associated with 
medical devices. 

 PF-AC-25 
   

PIPC7.1.1 M Dirty equipment is handled, stored and transported in a safe manner to 
reduce the risk of exposure and is placed in an appropriate receptacle 
after use.  

 
H  New F 

PIPC7.1.2 M Staff assigned to reprocessing medical devices have completed training in 
reprocessing. 

 
H  New F 

PIPC7.1.3 M Clean equipment is stored in a manner to prevent contamination and is 
safeguarded from harm until the point of use. 

 
H  New F 

PIPC7.1.4 M Manufacturer’s instructions for use must be followed when reprocessing 
any multi-use reusable device. 
 
Guidance: Staff have access to the manufacturer’s instructions for use for 
all medical devices. 

 
H  New F 

PIPC7.2 
 

Single-use medical devices are used for diagnostic or treatment 
purposes, where available. 

 PF-AC-25 
   

PIPC7.2.1 B When available, single-use medical devices are used. 
 

B  New F 

PIPC7.2.2 B When available, single-use non-critical medical devices are used.  
 
Guidance: Non-critical devices refer to equipment/devices that only touch 
intact skin and not mucous membranes (e.g. pulse oximeter probes). 

 
B  New F 
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No.  Description Reference Risk Change Asmt. 

PIPC7.2.3 M When available, single use semi-critical medical devices are used.  
 
Guidance: Semi-critical devices refer to equipment/devices that comes 
into contact with/exposure to mucous membranes or non-intact skin (e.g. 
nasal cannula, hose, mask).  

 
M  New F 

PIPC7.2.4 M Single-use medical devices are not reprocessed. 
 
Guidance: Single-use (disposable) medical devices are not intended to be 
reused, reprocessed, or used on another patient. 

 
H  New P, F, CS 

PIPC7.2.5 M If a medical device’s details are unavailable or are inappropriately labeled, 
it should be considered single use only. 

 
H  New F 

PIPC7.3 
 

Multi-use medical devices used for diagnostic or treatment purposes 
have standardized reprocessing practices.  

 PF-AC-25 
   

PIPC7.3.1 M The facility defines what multi-use medical devices are subject to HLD (e.g. 
mouthpieces, spacers, nose clips).  

 
H  New F 

PIPC7.3.2 M All reusable semi-critical medical devices follow manufacturers’ 
recommendations for reprocessing.  

 
H  New F 

PIPC7.3.3 M Medical devices are reprocessed in accordance with the health -authority’s 
medical device reprocessing department.  

 
H  New F 
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Introduction 
To improve the quality and safety of services provided to patients, the diagnostic service must continuously evaluate its 
performance and use this information to identify ways that it can improve. This form of self-evaluation must be planned and 
ongoing, and must focus on systems, processes and the performance of individuals integral to the diagnostic and/or clinical 
process. Standardizing key processes and documenting best practices allows for the collection and analysis of data concerning 
the current performance of the key processes. This information can be used to focus improvement activities and monitor the 
implementation of changes resulting from a structured continuous quality improvement process. 

Every organization and diagnostic service, regardless of size, practices quality improvement to some degree. In some 
organizations, quality improvement may be highly formalized with comprehensive quality improvement plans and structures. In 
other organizations, quality improvement may be far less formal. 

The quality improvement section of the accreditation standards addresses: 

• establishing an integrated and coordinated quality improvement program 

• providing leadership and structure to the quality improvement program 

• evaluating operational processes through internal audit 

• evaluating clinical quality through clinical audit and medical peer review 

• proactively identifying and managing clinical risk 

• using performance measures to monitor clinical and operational quality 
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Quality improvement program (QIP) 
The purpose of a quality improvement program (QIP) is to objectively and systematically monitor and evaluate the quality and 
appropriateness of services provided, and to pursue opportunities for improvement. For a QIP to be effective, it must be 
integrated into organization-wide improvement efforts and have assigned leadership and oversight. A QIP consists of integrated 
and coordinated activities including operational and clinical audit, clinical risk management and quality assurance and control 
activities. The size and structure of the organization and the diagnostic service will direct how comprehensive and resourced the 
QIP is. 

No.  Description Reference Risk Change Asmt. 

PQI1.0 
 

THERE IS AN INTEGRATED AND COORDINATED QUALITY 
IMPROVEMENT PROGRAM (QIP). 

    

PQI1.1 
 

The diagnostic service has a quality improvement committee. 
    

PQI1.1.1 B There are terms of reference for the quality improvement committee. 
 

B 
 

F 

PQI1.1.2 B The committee is chaired by a leader within the diagnostic service. 
 

B 
 

F 

PQI1.1.3 B The committee is accountable to an organization-wide quality 
improvement body. 

 
B 

 
F 

PQI1.1.4 B The membership of the committee includes medical, technical and 
administrative staff of the diagnostic service, and other non-diagnostic 
service representatives as appropriate. 

 
B 

 
F 

PQI1.2 
 

There is a written description of the quality improvement program. 
    

PQI1.2.1 B The objectives of the QIP are identified and aligned with organization-wide 
quality improvement structures and initiatives. 

 
B 

 
F 

PQI1.2.2 B There is an explicit definition of how quality is defined in the diagnostic 
service. 

 
B 

 
F 
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No.  Description Reference Risk Change Asmt. 

PQI1.2.3 B The roles, responsibilities and authorities of all individuals and structures of 
the QIP are defined. 
 
Guidance: The responsibility for the QIP may be assigned to an individual 
or to the quality improvement committee. 

 
B 

 
F 

PQI1.2.5 B The QIP is evaluated on an ongoing basis. 
 

B 
 

F 

PQI1.3 
 

Quality improvement initiatives are planned, implemented and 
evaluated. 

    

PQI1.3.1 B Performance data is used to identify and prioritize improvement 
opportunities. 

 
B 

 
F 

PQI1.3.2 B Appropriate people (staff, key health partners, clients) are involved in 
improvement initiatives. 

 
B 

 
F 

PQI1.3.3 B Clear, measurable statements are developed explaining the goal(s) of each 
improvement initiative. 

 
B 

 
F 

PQI1.3.4 B Plans for improvement initiatives are developed, documented and 
implemented. 

 
B 

 
F 

PQI1.3.5 B Quality improvement initiatives are evaluated after implementation. 
 

B 
 

F 

PQI1.3.6 B Action is taken if an initiative does not achieve or sustain planned 
improvements. 

 
B 

 
F 

PQI1.3.7 B The results of improvement initiatives are documented and communicated 
to staff, key health partners and clients. 

 
B 

 
F 
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Key operational processes, clinical processes and internal audits 

No.  Description Reference Risk Change Asmt. 

PQI2.0 
 

THE DIAGNOSTIC SERVICE IMPROVES QUALITY BY DOCUMENTING 
AND AUDITING KEY OPERATIONAL PROCESSES. 

    

PQI2.1 
 

Key operational processes are defined and documented. 
 
Guidance: Operational processes are those activities that are necessary to 
support the effective delivery of care and service. 

    

PQI2.1.1 M Key operational processes that can impact the quality of service are 
identified (e.g. patient wait times, report turn-around time, etc.). 

 
L  Revised P, F 

PQI2.1.2 B Processes critical to the diagnostic service are identified and validated. 
 

B 
 

F 

PQI2.1.3 B Identified processes are documented through flowcharting and/or written 
procedures. 

 
B 

 
F 

PQI2.3 
 

An internal audit program is established to monitor key operational 
processes. 
 
Guidance: Internal audits ensure compliance with documented procedures 
and flowcharts, identify potential risks and opportunities for improvement. 

    

PQI2.3.1 M Internal audits of key operational processes are performed. 
 

L 
 

F 

PQI2.3.2 B Individuals involved in internal auditing are provided with training. 
 

B 
 

F 

PQI2.3.3 B Procedures for conducting internal audits are documented and include the 
name of the key operational process. 

 
B 

 
F 

PQI2.3.4 B Procedures for conducting internal audits are documented and include 
frequency of audit. 

 
B 

 
F 
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No.  Description Reference Risk Change Asmt. 

PQI2.3.5 B Procedures for conducting internal audits are documented and include 
individuals appropriate to conduct the audit. 
 
Guidance: It is preferable that individuals do not audit their own activities. 

 
B 

 
F 

PQI2.3.6 B Procedures for conducting internal audits are documented and include 
methodology to conduct the audit and document the results. 

 
B 

 
F 

PQI2.3.7 B Procedures for conducting internal audits are documented and include 
responsibility for audit review and follow-up activities. 

 
B 

 
F 

PQI2.4 
 

Internal audits are performed. 
    

PQI2.4.1 B Internal audits are performed for governance and leadership (e.g. the 
review of quality and safety reports by the governing body/ownership). 

 
B 

 
F 

PQI2.4.2 B Internal audits are performed for medical staff (e.g. transfer of function). 
 

B 
 

F 

PQI2.4.3 B Internal audits are performed for human resources (e.g. the process to 
assess the competence of staff). 

 
B 

 
F 

PQI2.4.4 B Internal audits are performed for patient and client focus (e.g. the process 
to assess patient satisfaction). 

 
B 

 
F 

PQI2.4.5 B Internal audits are performed for safety (e.g. patient identification or 
processes to conduct safety inspections). 

 
B 

 
F 

PQI2.4.6 B Internal audits are performed for information management (e.g. privacy 
and confidentiality processes). 

 
B 

 
F 

PQI2.4.7 B Internal audits are performed for quality improvement (e.g. medical peer 
review process). 

 
B 

 
F 
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Medical peer review 
Medical peer review contributes to improving processes and outcomes by providing performance feedback to individual 
physicians. It is a proactive tool for identifying, tracking and resolving inappropriate clinical performance, discrepancies and 
medical errors during all stages of the diagnostic process. Peer review can be an internal process undertaken by peers within the 
organization, or a process external to the organization utilizing outside peers. Peer review may be performed on a “case-by-case” 
basis in relation to critical incidents, complaints or medical staff reappointment processes. It may also be performed on randomly 
selected cases as part of a systematic effort to monitor performance of practitioners as a proactive complement to routine 
performance data collection and review. 

No.  Description Reference Risk Change Asmt. 

PQI3.0 
 

THE DIAGNOSTIC SERVICE IMPROVES QUALITY THROUGH A 
MEDICAL PEER REVIEW PROGRAM. 

    

PQI3.1 
 

There is an established medical peer review program. 
    

PQI3.1.1 M Medical leadership for the medical peer review program is assigned. 
 

M 
 

F 

PQI3.1.2 M The medical leader is responsible to ensure the medical peer review 
program is developed, implemented and monitored. 

 
M 

 
F 

PQI3.1.3 M The medical leader is responsible to ensure the medical peer review 
program is developed, implemented and monitored. 

 
M 

 
F 

PQI3.1.4 M The medical leader is responsible to ensure individual results of medical 
peer review are communicated to the medical practitioner. 

 
L 

 
F 

PQI3.1.5 M The medical leader is responsible to ensure aggregate results of medical 
peer review are communicated to the diagnostic service medical 
practitioners. 

 
L 

 
F 

PQI3.1.6 M The medical leader is responsible to ensure changes in practice are 
implemented, as necessary. 

 
L 

 
F 

PQI3.2 
 

The medical peer review program includes the following minimum 
elements. 
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No.  Description Reference Risk Change Asmt. 

PQI3.2.1 M A defined number of cases and reports are randomly selected for medical 
peer review for each interpreting physician on an annual basis. 
 
Guidance: The peer review program includes the retrospective review of 
10 to 12 studies per physician annually. The type of studies reviewed 
reflects the full scope of services provided. Facilities will be asked to 
provide records of participation and documents that outline the procedure 
for how the selection of reports is determined. Although reports should be 
selected monthly, the frequency of the review is defined by the facility (e.g. 
monthly, quarterly, semi-annually, etc.). 

 PF-AC-25 L  Revised F 

PQI3.2.2 M The completeness and accuracy of reporting is assessed. 
 
Guidance: An example of a medical peer review assessment template is 
available on the DAP website: https://www.cpsbc.ca/files/pdf/DAP-
Medical-Peer-Review-Assessment-Sample.pdf 

 DAP L 
 

F 

PQI3.2.3 M The number of cases reviewed is recorded and reported. 
 
Guidance: An example of a medical peer review annual summary template 
is available on the DAP website: https://www.cpsbc.ca/files/pdf/DAP-
Medical-Peer-Review-Assessment-Sample.pdf 

 DAP L 
 

F 

PQI3.2.4 M Significant discrepancies between primary report and review are recorded 
and reported. 

 
L 

 
F 

 

https://www.cpsbc.ca/files/pdf/DAP-Medical-Peer-Review-Assessment-Sample.pdf
https://www.cpsbc.ca/files/pdf/DAP-Medical-Peer-Review-Assessment-Sample.pdf
https://www.cpsbc.ca/files/pdf/DAP-Medical-Peer-Review-Assessment-Sample.pdf
https://www.cpsbc.ca/files/pdf/DAP-Medical-Peer-Review-Assessment-Sample.pdf
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Performance indicators 
To improve the quality and safety of services provided, it is important to measure and analyze the performance of processes and 
then use that data to make improvements. Most organizations have limited resources and cannot collect data to monitor 
everything. Organizations must choose clinical and operational processes and outcome indicators, which are most important to 
monitor the quality and safety of the services they provide. 

No.  Description Reference Risk Change Asmt. 

PQI4.0 
 

INDICATORS ARE USED TO MONITOR OPERATIONAL AND CLINICAL 
PERFORMANCE. 

    

PQI4.1 
 

Indicators are developed to monitor and improve performance. 
    

PQI4.1.1 B Indicators are developed to monitor the quality and safety of the 
diagnostic service. 

 
B 

 
F 

PQI4.1.2 B Indicators are used to identify current status and areas for improvement. 
 

B 
 

F 

PQI4.1.3 B Indicators are rate-based (contain a numerator and denominator). 
 

B 
 

F 

PQI4.1.4 B Indicators have defined reporting periods. 
 

B 
 

F 

PQI4.1.5 B Indicators give direction to quality improvement activities. 
 

B 
 

F 

PQI4.2 
 

Indicators are established to monitor performance. 
    

PQI4.2.1 B Performance indicators are monitored for medical staff (e.g. the frequency 
of visits by the medical leader to facilities with offsite medical leadership). 

 
B 

 
F 

PQI4.2.2 B Performance indicators are monitored for human resources (e.g. staff 
competency assessment rate). 

 
B 

 
F 

PQI4.2.3 B Performance indicators are monitored for safety (e.g. patient injury rate, 
adverse drug events). 

 
B 

 
F 
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No.  Description Reference Risk Change Asmt. 

PQI4.2.4 B Performance indicators are monitored for patient and client focus (e.g. wait 
time from referral to test). 

 
B 

 
F 

PQI4.2.5 B Performance indicators are monitored for quality improvement (e.g. 
medical peer review discrepancy rate). 

 
B 

 
F 

PQI4.2.6 B Performance indicators are monitored for information management (e.g. 
reported breaches in confidentiality). 

 
B 

 
F 
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Introduction 
Information management processes may be basic or complex, depending on the information system used Information systems 
can be paper based; fully electronic or a combination of the two. Operational and clinical information must be accurately 
generated by the laboratory to ensure staff and clients have access to necessary and appropriate information. 

The information management section of the accreditation standards addresses:  

• planning 

• confidentiality 

• medical records  

• document control 

• retention of documents and records 
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Planning 

No.  Description Reference Risk Change Asmt. 

PIM1.0 
 

PLANS FOR MANAGING CLINICAL AND MANAGEMENT 
INFORMATION ARE EFFECTIVE, INTEGRATED AND COORDINATED. 

    

PIM1.1 
 

The diagnostic service has an information management plan. 
    

PIM1.1.1 B The information management plan engages key health partners and 
includes the identification of information requirements. 
 
Guidance: Key health partners may include physicians, administrators, 
therapists, referring physicians and information specialists. 

 
B 

 
F 

PIM1.1.2 B The information management plan is aligned with organization wide 
information management processes and establishes the priority of current 
and future information needs. 

 
B 

 
F 

PIM1.1.3 B The information management plan includes communication of priorities to 
the administration of the organization and identifies the resources required 
for the implementation and sustainability of information management 
processes. 

 
B 

 
F 

PIM1.1.4 B The information management planning process considers data 
organization, collection and storage, communication, display, security and 
information system performance. 

 
B 

 
F 

PIM1.2 
 

The diagnostic service has access to data and information. 
    

PIM1.2.1 B Data can be assessed in a timely fashion. 
 

B 
 

F 

PIM1.2.2 B Data and information can be collected, linked and combined from multiple 
sources. 

 
B 

 
F 

PIM1.2.3 B Historical and current data can be assessed and compared. 
 

B 
 

F 
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No.  Description Reference Risk Change Asmt. 

PIM1.2.5 B Resource utilization can be determined and managed. 
 

B 
 

F 

PIM1.2.6 B Information can be exchanged with other organizations. 
 

B 
 

F 

PIM1.2.7 B Clinical and management reports can be routinely obtained. 
 

B 
 

F 

PIM1.2.8 B Custom reports can be designed. 
 

B 
 

F 

PIM1.3 
 

There are processes to ensure the availability of information and the 
diagnostic service is prepared for events that could impact the 
availability of information. 

    

PIM1.3.1 B There is a documented disaster recovery plan and associated risk 
assessment for recovery and access to data. 

 
B 

 
P, F 

PIM1.3.2 B The disaster recovery plan has been tested. 
 

B 
 

F 

PIM1.3.3 M For computerized information systems, database and diagnostic test data 
backup is performed daily and the backup is securely located in a separate 
physical location. 

 
M 

 
P, F 

PIM1.3.4 B Data stored on-site and off-site is accessible but protected from 
unauthorized access and safeguarded against harm (e.g. water, fire, etc.). 

 
B 

 
F 

PIM1.4 
 

Downtime procedures are available and communicated to staff. 
 
Guidance: Downtime procedures are required for both scheduled and 
unscheduled system downtime. 

    

PIM1.4.1 M Downtime procedures are communicated to staff. 
 

M 
 

P, F 

PIM1.4.2 M Users know how to contact support staff in the event of system and/or 
equipment malfunction. 

 
M 

 
F 
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No.  Description Reference Risk Change Asmt. 

PIM1.4.3 B The reasons for, and frequency of, information system downtime is 
documented. 

 
B 

 
F 
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Confidentiality 

No.  Description Reference Risk Change Asmt. 

PIM2.0 
 

PATIENT CONFIDENTIALITY AND INFORMATION IS PROTECTED 
THROUGH POLICIES AND PROCEDURES.  

    

PIM2.1 
 

Data access is restricted, controlled and monitored. 
    

PIM2.1.1 M Policies are in place that specify the level of access that is permitted for 
each category of staff, including information recorded in patient files from 
other service areas in the organization. 
 
Guidance: Personal information is accessed only by those who are 
engaged in the primary purpose for which the information was captured. 

 
M 

 
F 

PIM2.1.2 M Authorized staff maintain user access and restriction controls. 
 

M 
 

F 

PIM2.1.3 M User access is monitored. 
 

M 
 

P, F 

PIM2.1.4 M There is a policy that addresses how to handle unauthorized access. 
 

M 
 

F 

PIM2.1.5 M For computer-based systems there is a policy for password confidentiality 
and use. 

 
M 

 
F 

PIM2.1.6 M Generic login accounts are not used. 
 

M 
 

F 

PIM2.1.7 M There is a procedure to remove patient identifiers from test data and 
reports prior to secondary use (e.g. records used for research or teaching 
purposes). 
 
Guidance: This procedure includes the removal of embedded or “burned-
in” patient demographics. 

 
M 

 
F 

PIM2.1.8 M Security incidents are reported, documented, investigated and resolved. 
Actions are taken to prevent recurrence. 

 
M 

 
F 
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No.  Description Reference Risk Change Asmt. 

PIM2.2 
 

The service has policies for the release or destruction of data. 
    

PIM2.2.1 M There is a policy for the use and disclosure of personal information. 
 
Guidance: The policy must include the release of information to patients, 
family, other service areas, other organizations, for research or education 
purposes or legal reasons. 

 
M 

 
F 

PIM2.2.2 M There is a policy that identifies how personal information is distributed 
(e.g. email, facsimile, web-based technology). 

 
M 

 
F 

PIM2.2.3 B Personal information that is subject to restricted access is identified. 
 

B 
 

F 

PIM2.2.4 M Confidential data is destroyed appropriately. 
 

M 
 

F 

PIM2.2.5 M Education is provided to users of information systems to ensure the 
confidentiality of data.  
 
Guidance: The education includes information on the release of patient 
information, legal responsibilities regarding confidentiality, the possible 
consequences of breeching confidentiality, and reporting, documenting 
and investigating security incidents. 

 
M 

 
P, F 
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Medical records 

No.  Description Reference Risk Change Asmt. 

PIM3.0 
 

THE DIAGNOSTIC SERVICE MAINTAINS COMPLETE AND ACCURATE 
MEDICAL RECORDS. 

    

PIM3.1 
 

The medical record includes accurate patient identification 
information. 

    

PIM3.1.1 M The facility uniquely identifies the patient and tests performed.  
 
Guidance: There is a system for uniquely identifying patients and records 
used from the time the patient presents through all stages of the test. The 
facility ensures that correct patient identification is maintained on all 
records, including reports. Every patient has a unique facility-issued patient 
identifying number and each test is uniquely associated to that patient. 

 
M 

 
F 

PIM3.1.2 M The patient’s name, patient identifying number and facility name are 
clearly identified on the file/patient medical record. 

 
M 

 
F 

PIM3.2 
 

Data integrity is monitored and maintained. 
    

PIM3.2.1 M There are policies and procedures for reporting and reconciling incorrect 
patient data and notifying affected users. 
 
Guidance: Incorrect patient data may be the result of data entry errors, 
patient and examination misregistration, incorrect examination type, 
incorrect patient registration, etc. Users who may have viewed or acted 
upon incorrect patient data must be notified. This notification should be 
documented. 

 
M  Revised F 

PIM3.2.2 B Reconciliation is performed by authorized individuals. 
 

B 
 

F 
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No.  Description Reference Risk Change Asmt. 

PIM3.2.3 B Audits are performed to identify the individuals who have viewed incorrect 
patient information. 
 
Guidance: Follow-up notification should be provided to alert individuals 
that they have viewed incorrect patient information. This notification 
should be documented. 

 
B 

 
F 

PIM3.2.4 B Information that is entered manually is verified for accuracy prior to user 
access.  
 
Guidance: There are risks associated with manual re-entry and whenever 
possible this should be discouraged. 

 
B 

 
F 

PIM3.2.5 B Information captured electronically from other organizations is verified for 
accuracy prior to user access.  
 
Guidance: There can be risks with associating external information with 
internal patient medical records. Procedures should exist to ensure data 
integrity and to deal with discrepancies in information provided by 
external organizations. 

 
B 

 
F 

PIM3.3 
 

Current and historical clinical data can be accessed by staff and clients 
when needed. 

    

PIM3.3.1 M Test data and reports are available when the patient moves from one 
facility to another. 
 
Guidance: Stored test data and diagnostic reports are available in an 
appropriate format (e.g. printed, electronic) or are readily accessible in soft 
copy for off-site review. 

 
M 

 
F 

PIM3.3.2 B Storage allows for the availability and linking of multiple studies and 
diagnostic reports for individual patients. 

 
B 

 
F 
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No.  Description Reference Risk Change Asmt. 

PIM3.3.3 B Data is retrievable for a designated period of time, depending on the 
needs of the diagnostic service. 

 
B 

 
F 

PIM3.3.4 B Storage capacity planning is periodically performed to ensure the storage 
needs of the diagnostic service are maintained. 

 
B 

 
F 

PIM3.3.5 B There is sufficient storage for hardcopy records (including test data). 
 

B 
 

F 
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Retention of documents and records 

No.  Description Reference Risk Change Asmt. 

PIM5.0 
 

THE DIAGNOSTIC SERVICE RETAINS DOCUMENTS AND RECORDS  
    

PIM5.1 
 

Medical records are stored according to British Columbia’s revised 
Limitation Act (2013). 

    

PIM5.1.1 M Medical records are stored according to British Columbia’s revised 
Limitation Act (2013). 
 
Guidance: The medical record comprises all the clinical data and 
information related to the patient’s diagnostic procedure. The medical 
record contains all relevant documents for testing including, but not 
limited to the request, hard copy or electronic worksheets and reports. 
Facilities and medical leaders establishing retention times outside of the 
requirements of the Limitation Act should seek and act according to expert 
legal advice on this matter. 

 GOBC LA M 
 

F 

PIM5.1.2 M Pediatric record and diagnostic report retention complies with adult 
retention criteria, in addition to “past the age of majority.” 

 
M 

 
F 

PIM5.2 
 

Retention times are established for key operational documents. 
    

PIM5.2.1 B Retention times for key operational documents are defined (e.g. test 
protocols, audits, complaints, adverse events).  

 
B  Revised F 

 

 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Information Management 13 of 14 
 Document ID: 12753                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

References 

Abbreviation Reference 

CPSBC-BYLAWS College of Physicians and Surgeons of British Columbia. Bylaws [Internet]. Vancouver: College of 
Physicians and Surgeons of British Columbia; 2009 [revised 2023 Jan 13]. 

GOBC LA Government of British Columbia, Limitation Act, Victoria, BC: Queen’s Printer; 2012  

ISO-15189 International Standards Organization, ISO 15189 Medical laboratories – Requirements for quality 
and competence, Geneva, Switzerland: ISO; 2022 Fourth edition. 

ISQua International Society for Quality in Health Care External Evaluation Association. Guidelines and 
principles for the development of health and social care standards [Internet]. Fourth Edition 
Version 1.2. Geneva (CH): International Society for Quality in Health Care External Evaluation 
Association; 2015 

 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Information Management 14 of 14 
 Document ID: 12753                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

Revision history 

Date Revisions 

April 1, 2026 Standards republished in the updated template. Version 2.0 

No content revisions. 

 



 
  

Diagnostic Accreditation Program 

ACCREDITATION STANDARDS 

Equipment and Supplies



 

 
  

Copyright © 2026 by the Diagnostic Accreditation Program and the College of Physicians and Surgeons of British Columbia. 

All rights reserved. No part of this publication may be used, reproduced or transmitted, in any form or by any means electronic, 
mechanical, photocopying, recording or otherwise, or stored in any retrieval system or any nature, without the prior written 
permission of the copyright holder, application for which shall be made to: 

Diagnostic Accreditation Program 
College of Physicians and Surgeons of British Columbia 
300–669 Howe Street 
Vancouver BC  V6C 0B4 

The Diagnostic Accreditation Program and the College of Physicians and Surgeons of BC has used their best efforts in preparing 
this publication. As websites are constantly changing, some of the website addresses in this publication may have moved or no 
longer exist.



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Equipment and Supplies 3 of 18 
 Document ID: 12749                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

Introduction 
Manufacturers of equipment will provide installation, verification and maintenance requirements that must be followed to ensure 
adequate equipment functionality. 

The equipment and supplies section of the accreditation standards addresses: 

• equipment operation 

• equipment testing and quality assurance 

• calibrations 

• biological controls 

• biological references 

• solutions and supplies 
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Equipment operation 

No.  Description Reference Risk Change Asmt. 

PES1.0 
 

EQUIPMENT IS SAFELY OPERATED, MAINTAINED AND MONITORED 
IN A MANNER THAT ENSURES PERFORMANCE SPECIFICATIONS ARE 
MET. 

    

PES1.1 
 

There is a current inventory for all equipment used for diagnostic 
testing. 

    

PES1.1.1 M Details of equipment inventory includes name of item. 
 

L 
 

P, F 

PES1.1.2 M Details of equipment inventory includes manufacturer. 
 

L 
 

P, F 

PES1.1.3 M Details of equipment inventory include serial number or other identifier. 
 

L 
 

P, F 

PES1.1.4 M Details of equipment inventory include date of installation. 
 

L 
 

P, F 

PES1.1.5 M Details of equipment inventory includes condition of equipment at the 
time it was acquired (e.g. new, refurbished). 

 
L 

 
P, F 

PES1.1.6 M Details of equipment inventory include safety check and verification 
documentation for new and used equipment. 

 
M 

 
P, F 

PES1.1.7 M Details of equipment inventory include preventative maintenance records. 
 

M 
 

P, F 

PES1.1.8 M Details of equipment inventory include repair records. 
 

M 
 

P, F 

PES1.1.9 M The facility ensures that all medical devices used for diagnostics testing are 
Health Canada approved.  

 PF-AC-25 H  New P, F 

PES1.2 
 

Diagnostic equipment is appropriately operated. 
    

PES1.2.1 M An orientation and training program is provided for all equipment to 
ensure safe, consistent, and accurate operation. 

 
M 

 
P, F, CS 
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PES1.2.2 M Specialized equipment and instrumentation are operated by competent 
staff with the necessary education, knowledge, skills and certification. 

 
M 

 
F 

PES1.2.3 M Equipment is used only as intended by the manufacturer. 
 

M 
 

F 

PES1.2.4 M Equipment operators have access to the manufacturer’s operator manual 
for the specific equipment used in the facility. 

 
M 

 
F 

PES1.2.5 M All equipment is located and stored in a safe and secure location. 
 

M 
 

P, F 

PES1.2.6 B Equipment is located to maximize efficiency. 
 

B 
 

F 

PES1.3 
 

The diagnostic service investigates and resolves problems involving 
all equipment. 

    

PES1.3.1 M Roles and responsibilities for reporting, investigating and resolving 
equipment problems are clearly communicated and understood. 

 
M 

 
F 

PES1.3.2 M There is a list of service staff and their contact information. 
 

M 
 

P, F 

PES1.3.3 M Responsible staff members are trained in resolving equipment problems. 
 

M 
 

F 

PES1.3.4 M Information about problems is collected, documented, monitored and 
analyzed. 

 
M 

 
F 

PES1.3.5 M Actions to prevent recurrence are identified. 
 

M 
 

F 

PES1.3.6 M Manufacturer-issued defects, recalls and safety advisories are acted upon 
immediately. 

 
M 

 
F 

PES1.3.7 M There is a process for resolving non-compliance or quality issues with the 
vendor in a timely manner. 

 
M 

 
F 

PES1.3.8 M Equipment problems that impact test quality or safety are reported and 
repaired. 

 
M 

 
F 
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PES1.3.9 M Any equipment that is not functioning as per manufacturer guidelines or 
poses a safety risk is clearly labeled and removed from service. 

 
M 

 
F 

PES1.3.10 M Any equipment that exhibits performance limitations, but is deemed safe, 
is identified to all relevant staff. 

 
M 

 
F 

PES1.3.11 M Equipment and other instruments that are new, relocated or entering into 
service after repair are calibrated, validated and verified, as appropriate, 
before clinical use. 

 
M 

 
F 

PES1.3.12 M The facility defines end-of-life cycle and replacement schedule for 
equipment.  

 ISQua M  New F 

PES1.4 
 

Activities for monitoring pulmonary function diagnostic equipment 
are recorded. 

    

PES1.4.1 M There is a process to record pulmonary function activities that impact 
equipment function.  
 
Guidance: Activities for pulmonary function testing equipment are 
recorded to ensure compliance for patient testing (e.g. equipment 
calibration challenges, trouble shooting, equipment maintenance, DLCO 
tank changes, etc.). 

 PF-AC-25 M  Revised F 
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Equipment testing and quality assurance 

No.  Description Reference Risk Change Asmt. 

PES2.0 
 

EQUIPMENT TESTING IS PERFORMED PRIOR TO CLINICAL USE. 
    

PES2.1 
 

Acceptance testing is performed after purchase and prior to clinical 
use of equipment. 

    

PES2.1.1 M New, replaced, or relocated equipment has acceptance testing performed 
prior to clinical use. 

 
H 

 
P, F, CS 

PES2.1.2 M The tester is independent of the manufacturer. 
 

M 
 

P, F 

PES2.1.3 B Results from the acceptance testing are used to establish baseline values 
of operational performance. 

 
B 

 
F 

PES2.1.4 M Acceptance testing records are available for review. 
 

M 
 

P, F 

PES2.1.5 M Acceptance testing of diagnostic equipment includes an initial inspection 
of the system and any ancillary equipment. 

 
M 

 
F 

PES2.1.6 M Acceptance testing of diagnostic equipment includes an inspection of 
documentation. 

 
M 

 
F 

PES2.1.7 M Acceptance testing of diagnostic equipment includes biological controls 
have 10 tests performed to ensure accuracy and repeatability. 

 
M 

 
F 

PES2.1.8 M Acceptance testing of diagnostic equipment includes data analysis to 
identify a shift or bias from the previous or other testing equipment to the 
new equipment. 

 
M 

 
F 

PES2.1.9 M Acceptance testing of diagnostic equipment includes a defined procedure 
to notify interpreting staff if a systematic bias has been identified. 

 
M 

 
F 
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PES2.1.10 M A record of approval by the medical director that the equipment is ready 
for clinical use is submitted to the DAP (e.g. letter). 
 
Guidance: The details of the record include that the quality control (QC) 
data and testing protocol has been reviewed, and equipment is ready for 
clinical use.  

 PF-AC-25 M  Revised F 

PES2.1.11 M The DAP is notified of new or replaced equipment prior to clinical use. 
Guidance: A Notification of Significant Change in Service form must be 
submitted to the DAP clinical use of the equipment. The form is available 
on CPSBC’s website.  

 DAP M 
 

F 

PES2.1.12 M Quality control testing reports are submitted to the DAP.  
Guidance: Refer to pulmonary function worksheets under the quality 
control tab on CPSBC’S website. 

 DAP M 
 

F, CS 

PES2.1.13 M Acceptance testing reports are submitted to the DAP.  
Guidance: Refer to pulmonary function worksheets under the quality 
control tab on CPSBC’S website. 

 DAP M 
 

F, CS 

PES2.2 
 

Repaired or upgraded equipment has the necessary testing 
performed prior to clinical use. 

    

PES2.2.1 M Testing is performed for damaged/repaired equipment or equipment with 
major software/hardware upgrades prior to clinical use.  
 
Guidance: This may require acceptance testing or specific QC testing to 
ensure the equipment meets regulatory standards or manufacturer’s 
specifications. 

 
M 

 
F 

PES2.3 
 

Equipment testing records are retained. 
  

Relocated 
 

PES2.3.1 M Acceptance testing records are retained for the lifetime of the equipment. 
 

M Relocated F 
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PES2.3.2 M Equipment QC records are retained for a minimum of three years. 
 
Guidance: As far as practicable, recorded data must be indicated as data 
points on a control chart when the measurement is made. In this form, 
trends can be more easily detected. A logbook or other easily identifiable 
method of recording must be used, and records must be kept for a 
minimum of three years. 

 
M Relocated F 

PES2.3.3 M Preventative maintenance records are retained for the lifetime of the 
equipment. 

 
M Relocated F 

PES3.0 
 

QUALITY ASSURANCE PROGRAMS ARE ESTABLISHED TO ENSURE 
THE ATTAINMENT OF INTENDED QUALITY. 
 
Guidance: A quality assurance program means the planned and organized 
actions necessary to provide adequate confidence that the equipment and 
its related components will reliably produce quality test data providing the 
necessary information for accurate clinical assessment. A quality assurance 
program includes quality control procedures for the monitoring and 
testing of medical diagnostic equipment and related components, and 
administrative methodologies to ensure that monitoring, evaluation and 
corrective actions are properly performed. Quality control (QC) 
procedures are an essential component of a quality assurance program 
which clearly specify the technical procedures necessary for the monitoring 
and testing of the diagnostic equipment and related components. 

    

PES3.1 
 

QC procedures are performed by staff knowledgeable in the testing 
procedures. 
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PES3.1.1 M There is a designated person(s) responsible for monitoring and reviewing 
QC on a regular basis. 
 
Guidance: The facility determines who is trained and knowledgeable to 
perform and monitor QC procedures. Some QC procedures may be 
designated to individuals. For example, technologists may perform some 
frequently scheduled QC procedures, QC coordinators, equipment service 
providers, consultants, and biomedical service engineers may perform 
more specialized. 

 
M 

 
F 

PES3.1.2 M Staff have the necessary training, reference and education materials 
available to ensure QC is performed according to manufacturer’s 
recommendations or recognized best practices. 

 
M 

 
F 

PES3.2 
 

QC testing equipment is maintained and monitored. 
    

PES3.2.1 M All equipment used for acceptance and quality control testing is evaluated 
for their functionality and performance on a regular basis according to 
manufacturers' recommendations (e.g. 3 L calibration syringe has an 
expiration date as per the manufacturer). 

 
M 

 
F, CS 

PES3.2.2 M Testing equipment is operated following manufacturer’s 
recommendations. 

 
M 

 
F 

PES3.3 
 

Out of range or unacceptable QC values are promptly reviewed and 
investigated. 

    

PES3.3.1 M When QC problems are identified, procedures are implemented to 
determine cause(s). 

 
M 

 
F 

PES3.3.2 M Corrective action is taken and monitored. 
 

M 
 

F 

PES3.3.3 M QC problems, investigations and corrective actions are documented and 
retained. 

 
M 

 
F 
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PES3.4 
 

There is a preventive maintenance program in place for the diagnostic 
and ancillary equipment. 

    

PES3.4.1 M Documented preventive maintenance is performed at regular intervals by 
appropriately trained staff according to manufacturer’s recommendations. 

 
M 

 
F 

PES3.4.2 M Maintenance personnel ensure that the record of all repair and 
maintenance procedures is properly recorded and when required, 
communicated to relevant staff. 

 
M 

 
F 

PES3.4.3 B Maintenance personnel review the maintenance procedures periodically 
and update them to ensure optimum patient and operator safety. 

 
B 

 
F 
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Calibrations/verification 

No.  Description Reference Risk Change Asmt. 

PES4.0 
 

CALIBRATIONS/VERIFICATIONS ARE USED TO ENSURE THAT 
QUALITY CONTROL (QC) TESTING OF PULMONARY FUNCTION 
EQUIPMENT IS ACHIEVED. 

    

PES4.1 
 

Calibration/verifications is performed on pulmonary function 
equipment to ensure equipment is ready for patient testing. 

    

PES4.1.1 M The procedures for calibration/verification are documented. 
 

M 
 

F 

PES4.1.2 M Calibrations/verifications are performed as per manufacturer’s 
recommendations. 

 
M 

 
F 

PES4.1.3 M Calibrations/verifications are performed daily or prior to patient testing. 
 

M 
 

F, CS 

PES4.1.4 M Frequency of calibration/verification is defined. 
 

M 
 

F 

PES4.1.5 M A certified 3 L syringe is used for calibration/verification. 
 
Guidance: 3 L syringes are replaced as per manufacturer’s 
recommendation. 

 
M 

 
F 

PES4.1.6 M A leak test is periodically performed on 3 L syringe(s). 
 

M 
 

F 

PES4.1.7 M Calibration/verification is performed with a filter in line, if filters are used 
during patient testing. 

 
M 

 
F 

PES4.1.8 M Lung volume testing equipment is calibrated if the temperature change is 
greater than 2 Celsius. 

 
M 

 
F 

PES4.1.9 M Documentation for calibrations/verifications is available for review. 
 

M 
 

F 

PES4.1.10 M The flowrate for delivering an aerosol via a nebulizer size has been 
determined. 

 M  F 
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Biological controls 

No.  Description Reference Risk Change Asmt. 

PES5.0 
 

BIOLOGICAL CONTROLS ARE USED ENSURE QUALITY CONTROL (QC) 
TESTING OF PULMONARY FUNCTION EQUIPMENT IS ACHIEVED. 

    

PES5.1 
 

Biological controls are used to ensure pulmonary function equipment 
to ensure equipment is ready for patient testing. 

    

PES5.1.1 M QC policies and procedures for biologic controls are documented and 
maintained. 

 
M 

 
F 

PES5.1.2 M Biologic controls are used to assess and maintain equipment function. 
 

M 
 

F, CS 

PES5.1.3 M Biological controls have normal and repeatable lung function test results 
(e.g. no asthma or other respiratory problems). 

 
M 

 
F 

PES5.1.4 B Multiple control subjects are used. 
Guidance: The availability for multiple control subjects allows for inter-
therapist reliability and having a backup subject in cases of abnormal 
results or health issues. 

 
B 

 
F 

PES5.1.5 M QC testing uses the same procedures as applied to the patient population. 
 

M 
 

F 

PES5.1.6 M Biological control measurements meet all criteria for acceptability and 
repeatability. 

 
M 

 
F, CS 

PES5.1.7 M Lung volume testing equipment is calibrated if the temperature change is 
greater than 2 Celsius. 

 
M 

 
F 

PES5.1.8 M Documentation for calibrations is available for review. 
 

M 
 

F, CS 

PES5.1.9 M Comparability of biologic control data between similar or identical 
instruments performing the same test is performed and verified at 
regularly defined intervals. 

 
M 

 
F 
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PES5.1.10 M QC and patient data from all equipment and analyzers performing the 
same test are compared on a regular basis and inconsistencies are 
investigated. 

 
M 

 
F 

PES5.2 
 

Biological control data is managed to ensure quality control for 
pulmonary function equipment. 

    

PES5.2.1 M QC is recorded and charted in such a way that allows for review. 
 

M 
 

F 

PES5.2.2 M QC results and worksheets are reviewed and verified. 
 

M 
 

F 

PES5.2.3 M Roles and responsibilities for QC are well defined and include the medical 
leader. 

 
M 

 
F 

PES5.2.4 M When QC problems are identified, corrective actions are taken to 
determine cause(s) (e.g. QC results that fall outside acceptable criteria). 

 
M 

 
F 

PES5.2.5 M Procedures are in place for the appropriate handling of patients while QC 
problems are investigated. 

 
M 

 
F 

PES5.2.6 M Biological control measurements meet all criteria for acceptability and 
repeatability. 

 
M 

 
F 

PES5.2.7 M The facility is in compliance with DAP’s quality control program for 
pulmonary function.  

 DAP M 
 

F, CS 
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Biological references 

No.  Description Reference Risk Change Asmt. 

PES6.0 
 

BIOLOGICAL REFERENCES ARE ESTABLISHED FOR THE POPULATION 
THE DIAGNOSTIC SERVICE SERVES. 

    

PES6.1 
 

Biological references are established to ensure accurate test results 
for interpretation. 

    

PES6.1.1 M A list of biological references used is defined and documented. 
 

M 
 

F, CS 

PES6.1.2 M The biological references reflect the patient population it serves. 
 

M 
 

F 

PES6.1.3 M The limitations for the biological references are communicated to all staff. 
 
Guidance: Biological references may include a specific age range, gender 
and ethnic population. 

 
M 

 
F 

PES6.1.4 M The list of biological references used is reviewed by the medical leader.  
 

M 
 

F 
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Solutions and supplies 

No.  Description Reference Risk Change Asmt. 

PES7.0 
 

SOLUTIONS AND SUPPLIES ARE MONITORED IN A WAY THAT 
REDUCES OR ELIMINATES SHORTAGES AND WASTE. 

    

PES7.1 
 

The storage and monitoring of solutions and supplies ensure an 
effective inventory control system. 

    

PES7.1.1 M Storage complies with manufacturer’s recommendations. 
 

M 
 

F 

PES7.1.2 B Receipt and service entry dates are recorded as necessary. 
 

B 
 

F 

PES7.1.3 M Expiration dates are monitored. 
 

M 
 

F 

PES7.1.4 B Rejected/expired goods are clearly marked and dealt with appropriately. 
 

B 
 

F 

PES7.1.5 B Inventory control problems and actions taken are documented. 
 

B 
 

F 

PES7.1.6 B There is a process for resolving non-compliance or quality issues with the 
vendor in a timely manner. 

 
B 

 
F 

PES7.1.7 B Documentation of supply utilization is routinely reviewed. 
 

B 
 

F 

PES7.1.8 B There are policies and procedures for the appropriate disposal of solutions 
and supplies. 

 
B 

 
F 
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Introduction 
The global pulmonary function accreditation standards, when used alongside the scope of service specific accreditation 
standards, provide a comprehensive framework for the delivery of safe and quality health-care services. These standards are 
designed to be applicable to each of the modality-specific services and highlight routinely accepted practices. 

The global section of the accreditation standards addresses: 

• test requests 

• patient preparation 

• procedures and documentation 

• medical record 

• interpretation and reports 

• reporting processes 
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Test requests 

No.  Description Reference Risk Change Asmt. 

GP1.0 
 

TEST REQUESTS ARE STANDARDIZED AND ENSURE THAT ACCURATE, 
COMPREHENSIVE AND APPROPRIATE INFORMATION IS RELAYED. 
 
Guidance: Requests are to be completed for all diagnostic tests. Requests 
may be verbal, written (requisitions) or electronic. 

    

GP1.1 
 

There is a process to ensure tests requests are reviewed. 
    

GP1.1.1 M Processing test requests ensures tests are only performed when requested 
by authorized individuals. 
 
Guidance: There is a facility policy that defines “authorized individual” that 
includes medical physicians and other designated health professionals as 
permitted by governing legislation, rules and bylaws. 

 
M 

 
P, F, CS 

GP1.1.2 M Processing of the test requests ensures verbal requests are immediately 
followed with an authorized electronic or written request. 

 
M 

 
F 

GP1.1.3 M Processing test requests ensures that requests that lack the necessary 
information or contain errors are reconciled prior to the test. 

 
M 

 
F 

GP1.1.4 M Processing of the test requests ensures authorized individuals requesting 
tests are notified when tests are cancelled by the diagnostic service. 

 
M 

 
F 

GP1.2 
 

The appropriateness of requested diagnostic services is assessed. CMPA 
CPSBC-Consent 

 
 New 

 

GP1.2.1 M The facility has a defined process to determine test appropriateness and 
priority. 

 PF-AC-25  M  New P, F 
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No.  Description Reference Risk Change Asmt. 

GP1.2.2 M The medical director or authorized designate is responsible for the triage 
of referrals. 
 
Guidance: Non-physicians are not authorized to determine the nature and 
type of diagnostic testing to be performed but may assist in the process. 

 PF-AC-25 
TANZ 

M  New F 

GP1.2.3 M Non-physicians triaging referrals utilize a medical director approved 
decision support tool. 
  
Guidance: A technical specialist in pulmonary function testing may assist a 
physician with an approved decision support tool to triage referrals. 

 PF-AC-25 
HPOA 

M  New F 

GP1.2.4 M Any changes to test type or priority are documented and communicated 
back to the referring physician. 
 
Guidance: Where possible, communication of any change must include 
the reason and the name of the individual who authorized the change. 

 PF-AC-25 M  New F 

GP1.2.5 M The medical director provides appropriate training to any authorized 
individual tasked with reviewing test appropriateness or prioritization and 
making any change to the original physician order. 

 PF-AC-25 M  New F 

GP1.2.6 M At a minimum, there is annual audit process to ensure that test triage and 
review is being conducted as per protocol. 

 PF-AC-25 M  New F 

GP1.3 
 

Requests contain accurate and appropriate information that includes: 
    

GP1.3.1 M Requests contain accurate and appropriate information.  
 

H 
 

P, F 

GP1.3.2 M Requests contain accurate and appropriate information that includes a 
unique personal identifier number such as provincial health number (PHN) 
or facility–issued identifier number. 

 H  P, F 

GP1.3.3 M Requests contain accurate and appropriate information that includes date 
of birth. 

 H  P, F 
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GP1.3.5 M Requests contain accurate and appropriate information that includes the 
name and contact information of authorized individuals. 
 
Guidance: If an urgent/stat report is required the authorized individual’s 
contact information is provided. 

 H  P, F 

GP1.3.6 M Requests contain accurate and appropriate information that includes clear 
indication of the authorized individual. 

 H  P, F 

GP1.3.7 M Requests contain accurate and appropriate information that includes 
name(s) of any other individual who is to receive a copy of the report. 

 M  P, F 

GP1.3.8 M Requests contain accurate and appropriate information that includes test 
type(s) and any specific instructions. 

 H  P, F 

GP1.3.9 M Requests contain accurate and appropriate information that includes 
pertinent clinical information including indications, history, and provisional 
diagnosis. 
 
Guidance: The clinical information is sufficient to ensure the appropriate 
test is performed. Provisional diagnosis is provided when applicable to 
assist in determining the most appropriate diagnostic test. 

 H  P, F 

GP1.3.10 M Requests contain accurate and appropriate information that includes the 
date the request is received. 

 
M 

 
P, F 

GP1.3.11 M Requests contain accurate and appropriate information that includes 
indication of urgency. 
 
Guidance: There is an effective system in place to ensure patient 
prioritization. For emergent patient prioritization cases the urgency is 
indicated on the request either by the authorized individual and/or by the 
diagnostic physician or designate.  

 
H 

 
P, F 
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Procedures and documentation 

No.  Description Reference Risk Change Asmt. 

GP3.0 
 

STANDARDIZED PROCEDURES ARE USED IN DIAGNOSTIC FACILITIES 
TO OBTAIN TEST RESULTS. 

    

GP3.1 
 

There is a process to ensure that procedural documents are reviewed. 
    

GP3.1.1 M Procedures are reviewed every one to three years by qualified 
individual(s). 

 
L 

 
F 

GP3.2 
 

The diagnostic facility ensures documentation is available to ensure 
consistency of testing. 
 
Guidance: Documentation includes both electronic and paper-based 
systems. 

    

GP3.2.1 M All procedures are documented, communicated to, and available to staff 
performing the testing. 

 
M 

 
F 

GP3.2.2 M Documentation contains all the relevant information necessary to perform 
the test. 
 
Guidance: Relevant information necessary to perform the test may include 
title, purpose, process flowchart, testing instructions, supporting 
documents, equipment and maintenance, special safety precautions, 
expected values or results (normative values). 

 
M 

 
F 

GP3.2.3 M Manufacturer’s documentation is only used as a supplement to the 
diagnostic facilities procedure. 
 
Guidance: There should be documentation for all diagnostic procedures 
performed at the facility. Equipment or product information supplied by 
the manufacturer may be used to supplement procedural documentation 
but cannot be used as a substitute. 

 
M 

 
F 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Global Modality 8 of 19 
 Document ID: 12751                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

No.  Description Reference Risk Change Asmt. 

GP3.2.4 M Manufacturers’ changes to procedures are incorporated in a timely 
manner. 

 
L 

 
F 

GP3.3 
 

Testing is performed according to established procedures. 
    

GP3.3.1 M Diagnostic testing is consistent with the procedures in manuals. 
 

L 
 

F 

GP3.3.2 M Clinical procedures are reviewed and approved by the medical director 
prior to implementation to ensure they meet their intended purpose.  

 
M  Revised F 

GP3.3.4 M There is a record to confirm the review and authorization by the medical 
director to satisfy documentation requirements.  

 PF-AC-25 M  New F 

GP3.4 
 

Procedure manuals are current, accurate and available to staff. 
    

GP3.4.1 M The laboratory documents its testing procedures to the extent necessary to 
ensure the consistent application of its activities and the validity of its 
results. 

 ISO 15189 
7.3.6a 

M  New F 

GP3.4.2 M Procedures are written in a language understood by laboratory personnel 
and be available in appropriate locations. 

 ISO 15189 
7.3.6b 

M  New F 

GP3.4.3 M Any abbreviated document content corresponds to the procedure. 
 
Guidance: Working instructions, flow process diagrams or similar systems 
that summarize key information are acceptable for use as a quick reference 
at the laboratory, provided that a full procedure is available for reference 
and that the summarized information is updated as needed, concurrently 
with the full procedure update. 

 ISO 15189 
7.3.6c 

M  New F 

GP3.4.4 M Information from product instructions for use, that contain sufficient 
information, can be incorporated into procedures by reference. 

 ISO 15189 
7.3.6d 

M  New F 

GP3.4.5 M All documents associated with the examination process are subject to 
document control. 

 ISO 15189 
7.3.6f 

M  New F 
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GP3.4.6 M Procedural manual content reflects current best practices and recognized 
standards (e.g. ATS/ERS guidelines).  

 PF-AC-25 M  New F 

GP3.4.7 M Archived or outdated procedural manuals are removed from circulation.   PF-AC-25 M  New F 

GP3.4.8 M Procedural manuals are easily accessible.   PF-AC-25  M  New F 
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Medical record 

No.  Description Reference Risk Change Asmt. 

GP4.0  
  

THE MEDICAL RECORD IS CURRENT AND, ACCURATE, AND 
CONTAINS RELEVANT TEST DETAILS. 

    

GP4.1 
 

Test data is labeled in a standardized way that allows for proper 
patient identification. 

    

GP4.1.1 M Testing data is labeled to include the patients’ first and last name. 
 

H 
 

F 

GP4.1.2 M Testing data is labeled to include second patient identifier (e.g. identifying 
number or date of birth). 

 
M 

 
F 

GP4.1.3 M Testing data is labeled to include facility name and address. College Bylaw 
Medicare 
Protection Act 

M  Revised F 

GP4.1.4 M Testing data is labeled to include date of test(s). 
 

M  Revised F 

GP4.1.5 M Testing data is labeled to include name of the requesting physician. 
 

M 
 

F 

GP4.2 
 

Comprehensive test details are recorded in the medical record that 
includes: 
 
Guidance: Test details may be recorded electronically or on written 
requisitions/worksheets. All details are made available to the interpreting 
physician. 

    

GP4.2.1 M Testing details are recorded in the medical record to include the patient 
requisition (paper or electronic format). 

 
H 

 
F 

GP4.2.2 M Testing details are recorded in the medical record to include technologist 
performing test. 
 
Guidance: There is a process to identify the individual performing the test 
(e.g. if a unique identification is used). 

 
M  Revised F 
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GP4.2.3 M Testing details are recorded in the medical record to include date of 
test(s). 

 
M  Revised F 

GP4.2.4 M Testing details are recorded in the medical record to include relevant 
medication details (e.g. substance, route, identity of person administering). 

 
M 

 
F 

GP4.2.5 M Testing details are recorded in the medical record to include deviations 
from the standard procedure and the reason for deviation. 

 
M 

 
F 

GP4.2.6 M Testing details are recorded in the medical record to include relevant 
clinical information provided by the patient or observed complications 
pertinent for interpretation purposes. 

 
M 

 
F 
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Interpretation and reports 

No.  Description Reference Risk Change Asmt. 

GP5.0 
 

DIAGNOSTIC REPORTS ARE PRESENTED IN A STANDARDIZED 
FORMAT. 

    

GP5.1 
 

Reports are comprehensive and include appropriate patient and 
relevant facility information. 

    

GP5.1.1 M Diagnostic reports include the patient’s first and last name. 
 

H  Revised P, F, CS 

GP5.1.2 M Diagnostic reports include a unique personal identifier number such as 
MRN, PHN or facility-issued identifier number. 

 M  Revised P, F 

GP5.1.3 M Diagnostic reports include the patient’s date of birth.  M  Revised P, F, CS 

GP5.1.4 M Diagnostic reports include the patient’s height and weight.   M  Revised P, F, CS 

GP5.1.5 B Diagnostic reports include the patient’s race.   B  Revised F 

GP5.1.6 M Diagnostic reports include the patient’s sex at birth.   GSSO M  Revised P, F, CS 

GP5.1.7 B Diagnostic reports include the clinical indication for the test.   B  Revised P, F 

GP5.1.8 M Diagnostic reports include the patient’s name of the authorized individual 
requesting the test and any identified report recipients.  

 M  Revised P, F 

GP5.1.9 M Diagnostic reports include the facility name. College Bylaw 
Medicare 
Protection Act 

M  Revised P, F, CS 

GP5.1.10 M Diagnostic reports include date of the test.  
 

M  Revised P, F, CS 

GP5.1.11 M Diagnostic reports clearly identify tests performed.   PF-AC-25 M  Revised F 
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GP5.1.12 M Diagnostic reports include the date of the interpretation. 
 
Guidance: If transcription services are used, the date follows the facilities 
transcription services policy.  

 
M  Revised P, F, CS 

GP5.1.13 M There is a process to identify reference values used for interpretation. 
 

M  Revised F 

GP5.1.14 M There is a process to identify the individual conducting the test (e.g. name 
or unique identifier).  

 
M  Revised P, F 

GP5.1.15 M Diagnostic reports include any relevant technical comments. 
 
Guidance: Technical comments describe any challenges or clinically 
relevant details that impact the quality of the test findings or if the test was 
not performed in accordance with physician orders. Including 
documentation for any failure to meet ATS acceptability or repeatability 
criteria.  

 PF-AC-25 M  Revised F, CS 

GP5.1.16 M There is a process to identify non-final reports (e.g. preliminary reports).  
 

M  Revised F 

GP5.1.17 M Multiple page reports include patient identifiers on each sequentially 
numbered page. 

 
M  Revised F 

GP5.2 
 

Reports contain sufficient information to assist in diagnosis. 
    

GP5.2.1 B Standardized report templates are used. 
 

B  Revised F 

GP5.2.2 M The content of the final report package is defined. 
 
Guidance: The final report may be unique to the service and consist of a 
combination of different testing details (e.g. interpretation, raw data, 
requisition, etc.).  

 PF-AC-25 M  Revised F 

GP5.2.3 M The final report includes an impression statement (e.g. conclusion).  
 

M  Revised F 
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GP5.2.4 M The final report includes any clinically relevant comments that impact the 
quality of the findings.  

 
M  Revised F 

GP5.2.5 M The final report includes any details that compare previous testing details.   PF-AC-25 M  Revised F 

GP5.3 
 

A timely and accurate final report is issued for all tests. 
    

GP5.3.1 M Final reports are issued for all tests. 
 

M 
 

F, CS 

GP5.3.2 M A copy of the final report is archived by the diagnostic service as part of the 
patient’s medical record (paper or electronic) and is retrievable for future 
reference. 

 
M 

 
F 

GP5.3.3 B The final report is verified by the reporting physician to minimize 
typographical errors, accidentally deleted words, and confusing or 
conflicting statements. 

 
B 

 
F 

GP5.3.4 M Reports not verified by the author are clearly indicated in the report. 
 
Guidance: If reports are not verified, a statement is provided (e.g. “dictated 
not read”).  

 
M  Revised F, CS 

GP5.3.5 M Medical staff responsible for the patient is notified of report delays in 
variance with established turnaround times and in cases that may 
compromise patient care. 

 
M 

 
F 

GP5.3.6 B The use of abbreviations or acronyms is limited to avoid ambiguity. 
 

B 
 

F 
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Reporting processes 

No.  Description Reference Risk Change Asmt. 

GP6.0 
 

EFFECTIVE COMMUNICATION MINIMIZES THE RISKS OF BOTH 
REPORTING AND PATIENT MANAGEMENT ERRORS. 
 
Guidance: Effective communication is tailored to satisfy the need for 
timeliness, support the role of a diagnostic physician and minimize the risk 
of communication errors. The authorized individual or relevant health-care 
provider shares the responsibility for obtaining results of requested 
diagnostic test(s). 

    

GP6.1 
 

Preliminary reports provide information necessary for clinical 
decision-making. 
 
Guidance: Preliminary reports may be communicated in a written, 
electronic, or verbal format. Preliminary reports may be time sensitive and 
are not expected to contain all the reportable findings. A preliminary 
report may not have the benefit of prior diagnostic studies and/or reports 
and may be based upon incomplete information due to evolving clinical 
circumstances. Nevertheless, clinical decision-making may be based on 
this report due to the need for immediate patient management. Situations 
that may require preliminary reports may include interpretations provided 
to emergency departments, surgical departments and critical care units. 

    

GP6.1.1 M Preliminary reports are clearly identified. 
 

M 
 

F 

GP6.1.2 M All preliminary reports are followed by a final report. 
 

M 
 

F 

GP6.1.3 M Medical staff responsible for the patient are notified as soon as possible 
when there is a significant discrepancy between a preliminary and the final 
written report. 

 
H 

 
F 

GP6.1.4 M Documentation of communication of any discrepancy between a 
preliminary and final report is incorporated into the final report. 

 
H 

 
F 
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GP6.2 
 

Urgent and other non-routine test findings are effectively 
communicated. 

    

GP6.2.1 M There is a written procedure on communication of urgent and other non-
routine tests findings (e.g. critical findings/results). 

 
H 

 
P, F 

GP6.2.2 M Appropriate medical staff are notified by direct means (e.g. in person or by 
telephone) according to facility policy for communication of urgent and 
other non-routine findings (e.g. critical results). 

 
C 

 
F 

GP6.2.3 M Contingency plans are available in the event that the medical staff cannot 
be contacted. 

 
H 

 
F 

GP6.2.4 M Notification and actions taken in response to urgent, unexpected or 
unusual findings are documented, including the urgent findings. 
 
Guidance: The name of person to whom communication was made, the 
date and time and method of communication is documented. 

 
M 

 
F 

GP6.2.5 M Notification and actions taken in response to urgent, unexpected or 
unusual findings are documented, including name of the person to whom 
the findings were given. 
 
Guidance: The name of person to whom communication was made, the 
date and time and method of communication is documented. 

 
H 

 
F 

GP6.2.6 M Notification and actions taken in response to urgent, unexpected or 
unusual findings are documented, including date. 
 
Guidance: The name of person to whom communication was made, the 
date and time and method of communication is documented. 

 
H 

 
F 

GP6.3 
 

There are policies and procedures in place to deal with corrected and 
addendum reports. 
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GP6.3.1 M There are policies and procedures that address corrected and addendum 
reports.  

 
M 

 
P, F 

GP6.3.2 M Corrected and addendum reports are clearly identified. 
 

H 
 

F 

GP6.3.3 M Both the original and the new results are reported. 
 

H 
 

F 

GP6.3.4 M The date and time the change or addition was made are recorded. 
 

M 
 

F 

GP6.3.5 M The identity of the person making the change or addition is recorded. 
 

H 
 

F 

GP6.3.6 M Notification of clinical staff is recorded when there is a significant 
discrepancy between the original and the corrected or addendum report. 

 
H 

 
F 
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Introduction 
Pulmonary function testing (PFT) plays a vital role in the diagnosis and management of various respiratory conditions, including 
asthma, restrictive lung disease and chronic obstructive pulmonary disease (COPD). Accurate testing not only depends on the 
precision of the testing equipment, but also on the appropriate patient preparation.  

Proper patient preparation and participation is essential to deliver accurate results for interpretation. Patient preparation focuses 
on ensuring pre-testing protocols are followed, patient instructions are clearly communicated, and patients are orientated to the 
testing equipment.  

By ensuring appropriate patient preparations, healthcare professionals can optimize test conditions, resulting in reliable 
diagnostic information and better-informed clinical decision making.  
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Pre-testing requirements 

No.  Description Reference Risk Change Asmt. 

PREP1.0 
 

PRE-TESTING REQUIREMENTS.  
    

PREP1.1 
 

Pre-testing requirements are communicated to the patient. 
    

PREP1.1.1 M Any pre-test patient instructions are communicated to the patient. 
 
Guidance: The communication of pre-testing details is considered and 
may include refraining from smoking at least one hour prior to testing, 
avoiding large meals, wearing clothing that would limit the chest 
expansion and withholding medications.  

 PF-AC-24 M 
 

P, F 

PREP1.1.2 M The facility defines the required withholding times for respiratory 
medications prior to lung function testing.  
 
Guidance: Testing such as initial pre and post bronchodilator testing or 
airway hyperresponsiveness may be impacted by not withholding the 
appropriate medication(s) or the test may be considered invalid. 

 PF-AC-24 M 
 

F 

PREP1.1.3 M The facility defines the list of respiratory medications that can be continued 
for use.  
 
Guidance: The patient may be advised to continue their routine 
bronchodilator regimen for ongoing follow-up testing.  

 PF-AC-24 M 
 

F 

PREP1.1.4 M Any challenges that could impact the test are identified at the time of 
booking (e.g. non-English speaking patients, oxygen support, mobility 
issues). 

 PF-AC-24 M 
 

F 

PREP1.1.5 M There is a process to deal with any issue prior to booking the test.   PF-AC-24 M 
 

F 
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Preliminary requirements 

No.  Description Reference Risk Change Asmt. 

PREP2.0 
 

PRELIMINARY REQUIREMENTS.  
    

PREP2.1 
 

Preliminary testing requirements are collected and assessed prior to 
the test. 

    

PREP2.1.1 M There is a process to ensure that the patient has followed the preparation 
instructions. 

 PF-AC-25 M 
 

F 

PREP2.1.2 B A pre-test questionnaire is completed.  
 
Guidance: Prior to testing, relevant clinical information is collected and 
evaluated.  

 SPIRO 2019 B 
 

F 

PREP2.1.3 M Patient medical history and current medications are reviewed prior testing.   PF-AC-25 M 
 

F 

PREP2.1.4 M The time of the patient’s last cigarette is documented  
 
Guidance: Smoking history may include smoking, vaping or other inhaled 
substances. 

ATS Lab Manual L 
 

F 

PREP2.1.5 M The patient is assessed for contraindications and/or other exclusion criteria 
prior to testing. 
 
Guidance: The facility defines contraindications and exclusion criteria.  

 ATS/ERS1 H 
 

P, F 

PREP2.1.6 M Procedures are in place for patients that are on supplemental oxygen. 
 
Guidance: Patients on supplemental oxygen have access to an alternative 
source of supplemental oxygen to conserve their personal supply. 

 PF-AC-24 H 
 

F 
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PREP2.1.7 M The facility defines the criteria for the safe removal of oxygen during 
testing. 
 
Guidance: Patients who arrive on supplemental oxygen are assessed for 
oxygenation status, tolerance to room air and monitoring.  

ATS Lab Manual 
PF-AC-24 

H 
 

F 

PREP2.1.8 M Patient height and weight are taken without shoes. 
 
Guidance: Height measurement is taken at normal tidal breathing. Height 
is measured to the nearest one decimal and weight is measured to the 
nearest 0.5kg.  

ATS Lab Manual 
ATS/ERS1 
SPIRO2019 

M 
 

F, CS 

PREP2.1.9 M At a minimum, for repeat testing height and weight is obtained within 12 
months of last test or if there has been any significant change in the 
patient’s body composition or growth. 

 PF-AC-24 
ATS/ERS1 

L 
 

F 

PREP2.1.10 M Alternatives to taking height standing up are defined and documented.  
 
Guidance: Height may be measured using ulna or arm span. Correction 
factors are applied and documented appropriately. This may be applicable 
to patients with spinal deformities / limitations or in pediatrics. 

 SPIRO 2019 L 
 

F 

PREP2.1.11 B Relevant previous test results are available for review prior to testing.  PF-AC-24 B 
 

F 
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Patient orientation requirements 

No.  Description Reference Risk Change Asmt. 

PREP3.0 
 

PATIENT ORIENTATION REQUIREMENTS.  
    

PREP3.1 
 

The patient is orientated to the test and equipment. 
    

PREP3.1.1 M The patient is appropriately orientated and positioned with the equipment 
for the requested procedure. 
 
Guidance: A foot stool may be needed to ensure that the patient’s feet are 
supported.  

ATS Lab Manual M 
 

F 

PREP3.1.2 M The therapist ensures that the patient can create a tight seal around the 
mouthpiece and that nose clips are applied. 
 
Guidance: Non-disposable mouthpieces may be required to ensure a tight 
seal.  

ATS Lab Manual M 
 

F 

PREP3.1.3 M Testing procedures are reviewed with the patient. 
 
Guidance: The therapist ensures patient understanding and cooperation 
prior to testing. Proper demonstration promotes accurate results and 
patient comfort. 

PF-AC-24 
SPIRO 2019 

M 
 

F 
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Introduction 
Spirometry is a basic and most fundamental pulmonary function test which is used to measure the volume of air that can be 
inspired or expired as a function of time. Spirometry is a useful physiological test that can help diagnose or monitor lung diseases 
such as asthma and chronic obstructive pulmonary disease (COPD).  

Spirometry is a safe and non-invasive test that is performed in both hospital and community facilities.  

Bronchodilator responsiveness is used to evaluate the degree of improvement of airflow in response to bronchodilator 
administration as measured by changes in FEV1 and FVC.  Refer to technical staff requirements and delegated medical acts for 
further requirement on administration of medication by inhalation.  

Spirometry maneuvers are patient-effort dependent but require active coaching to achieve maximal and repeatable values. To 
assist in quantifying the quality of the maneuver a grading system can be utilized. The grading system is recommended by ATS; 
applies to pre-bronchodilator maneuvers and is used to inform the interpreting physician regarding the level of quality of the 
patient effort. 
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Spirometry equipment 

No.  Description Reference Risk Change Asmt. 

SPIRO1.0 
 

SPIROMETRY EQUIPMENT. 
    

SPIRO1.1 
 

Equipment for spirometry testing follows current standards to ensure 
accurate, reliable and reproducible measurements. 

    

SPIRO1.1.1 M Graphical displays on spirometers comply with the most current ATS 
recommendations. 

ATS Lab Manual 
SPIRO 2019 

L 
 

F, CS 

SPIRO1.1.2 M Portable equipment should be approved by the medical director.  PF-AC-25 M 
 

F 

SPIRO1.1.3 B Equipment that cannot be calibrated is not used.   PF-AC-25 B 
 

F 
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Spirometry procedures 

No.  Description Reference Risk Change Asmt. 

SPIRO2.0 
 

SPIROMETRY PROCEDURES. 
    

SPIRO2.1 
 

Preliminary testing requirements are collected and assessed prior to 
the test. 

Ruppel  
 
SPIRO 2019 

   

SPIRO2.1.1 M The therapist ensures the patient is able to maintain a tight seal throughout 
the entire testing maneuver. 

 
M 

 
F 

SPIRO2.1.2 M The therapist effectively prepares and coaches the patient to ensure 
optimal effort throughout the testing maneuver.  

 PF-AC-25 M 
 

F 

SPIRO2.1.3 M The patient is observed during the test for signs of distress (e.g. syncope).   PF-AC-25 M 
 

F 

SPIRO2.2 
 

Procedures for adult spirometry (including FVL) testing are conducted 
to ensure accurate results. 

 PF-AC-25 
   

SPIRO2.2.1 M The patient is in a seated position with feet flat on the floor.  
Guidance: The patient may require a foot stool if their feet are not able to 
be rested on a flat surface.  

 ATS/ERS1 M 
 

F 

SPIRO2.2.2 M Adequate time between maneuvers is considered to minimize fatigue in 
patients. 

 
M 

 
F 

SPIRO2.3 
 

Procedures for pediatric spirometry (including FVL) testing are 
conducted to ensure accurate results. 

 PF-AC-25 
   

SPIRO2.3.1 M The facility defines what position testing can be conducted for pediatric 
patients. (e.g. standing or seated). 
Guidance: A seated position is recommended for safety reasons and if 
spirometry is performed standing it is noted in the report. 

 ATS/ERS1 M 
 

F 

SPIRO2.3.2 M Adequate time between maneuvers is considered to minimize fatigue in 
pediatric patients.  

 PF-AC-25 M 
 

F 
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No.  Description Reference Risk Change Asmt. 

SPIRO2.3.3 M In pediatrics, measured and reporting parameters are approved by the 
medical director. 
Guidance: The facility must ensure that reference values available include 
the desired measured parameters.  

 PF-AC-25 M 
 

F 

SPIRO2.3.4 B Pediatrics (< 6 years) may use FEV0.75 and FEV0.5.   PF-AC-25 B 
 

F 

SPIRO2.4 
 

Procedures for upright and supine spirometry are conducted to ensure 
accurate results. 

    

SPIRO2.4.1 B The supine position is flat and no pillow is placed under the head. 
 

B 
 

F 

SPIRO2.4.2 B The degree of supine is documented in the report. 
 
Guidance: Most often stretchers are used for testing but patients that are 
wheelchair bound have limitations on the degree of recline. 

 PF-AC-25 B 
 

F 

SPIRO2.4.3 M Upright and supine spirometry are conducted prior to bronchodilator 
administration. 

 PF-AC-25 M 
 

F 

SPIRO2.4.4 M Clear indication of upright and supine is documented in the report.  PF-AC-25 M 
 

F 
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Spirometry acceptability 

No.  Description Reference Risk Change Asmt. 

SPIRO3.0 
 

SPIROMETRY ACCEPTABILITY. 
    

SPIRO3.1 
 

Acceptability and repeatability criteria for spirometry testing follow 
current standards and best practices. 

SPIRO 2019  
Ruppel  

   

SPIRO3.1.1 M A minimum of three acceptable maneuvers are recorded pre and post 
bronchodilator. 

SPIRO 2019 
PF-AC-25 

M 
 

F, CS 

SPIRO3.1.2 B A maximum of eight maneuvers are performed. 
Guidance: The number of maneuvers attempted are reflected by the 
therapist’s clinical judgment.  

SPIRO 2019 
PF-AC-25 

B 
 

F, CS 

SPIRO3.1.3 M Back extrapolated volume (BEV) is: 
• For adults: < 5% of FVC or 0.10 L, whichever is greater 
• For pediatrics: <12.5% of the FVC or 0.08L, whichever is greater 

SPIRO 2019 
PF-AC-25 

M 
 

F, CS 

SPIRO3.1.4 B If FVC is less than 2.0 L, then they agree within 0.100 L.  SPIRO 2019 
PF-AC-25 

B 
 

F, CS 

SPIRO3.1.5 M The PEF for the two largest acceptable trials agree within 10%. 
 
Guidance: The peak on the flow-volume curve is sharp and pointed and 
not rounded. 

 
M 

 
F, CS 

SPIRO3.1.6 M Coughing during the first second of exhalation is not acceptable.  SPIRO 2019 M 
 

F, CS 

SPIRO3.1.7 M The FVC maneuver is achieved by ensuring a satisfactory end of forced 
exhalation (EOFE). EOFE is achieved by meeting one of the following: 

• There is < 0.025 L change in volume for at least 1 second 
(“plateau”) 

• FET of > 15 seconds 
• Repeatability for FVC when the patient cannot expire long enough 

(e.g. children with high elastic recoil or restrictive lung disease) 

 SPIRO 2019 M 
 

F, CS 
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SPIRO3.1.8 M Measurements from a maneuver with FIVC-FVC > 0.100 L or 5% of FVC, 
whichever is greater, are not acceptable.  

 SPIRO 2019 M 
 

F, CS 

SPIRO3.1.9 B Glottic closure is ruled out. 
 
Guidance: The use of a flow-time curve may be used as an aid to visualize a 
premature plateau. 

 PF-AC-25 B 
 

F, CS 

SPIRO3.1.10 M The two largest acceptable trials have similar graphical data (e.g. flow – 
volume curve or volume – time curve). 

 PF-AC-25 M  F, CS 

SPIRO3.1.11 M Repeatability for ages greater than 6 years: The difference between the 
two largest values (FEV1, FVC) is less than or equal to 0.150 L. 

 SPIRO 2019 M  F, CS 

SPIRO3.1.12 M Repeatability for ages less than or equal to 6 years: The difference 
between the two largest values (FEV1, FVC) is less than or equal to 0.100 L 
or 10% of the highest value, whichever is greater. 

 SPIRO 2019 M  F, CS 
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Spirometry documentation 

No.  Description Reference Risk Change Asmt. 

SPIRO4.0 
 

SPIROMETRY DOCUMENTATION.  SPIRO 2019 
   

SPIRO4.1 
 

Reporting of spirometry parameters follows current standards and 
best practices. 

    

SPIRO4.1.1 M All volumes and flows are reported at body temperature and pressure 
saturated with water vapor (BTPS) conditions. 

 SPRIO 2019 M 
 

F, CS 

SPIRO4.1.2 M The largest FVC from at least two acceptable maneuvers is reported. 
 
Guidance: The FVC can be used for lung volumes if it is equal to or greater 
than the SVC. However, the SVC should be greater than the FVC. 

 PF-AC-25 M 
 

F, CS 

SPIRO4.1.3 B The largest FVC and FEV1 from all maneuvers is reported.  SPIRO 2019 B 
 

F, CS 

SPIRO4.1.4 B The FEV1/FVC ratio reported is from the two largest FVC and FEV1 
maneuvers.  
 
Guidance: The two largest FVC and FEV1 values may come from different 
maneuvers.  

 SPIRO 2019 B 
 

F, CS 

SPIRO4.1.5 M The largest PEF obtained is reported.  PF-AC-25 M 
 

F, CS 

SPIRO4.1.6 B The FET from the largest FVC is reported.   SPIRO 2019 B 
 

F, CS 

SPIRO4.1.7 B All inspiratory measurements (e.g. FIVC, PIF, and FIF50%) reported are the 
largest values obtained. 

 PF-AC-25 B 
 

F, CS 

SPIRO4.1.8 M Graphical data for a flow-volume curve is included in the final report.  ATS1 M 
 

F, CS 

SPIRO4.1.9 M Graphical data for a volume-time curve is included in the final report.  ATS1 M 
 

F, CS 

SPIRO4.1.10 M Predicted values are reported in the final report.   PF-AC-25 M  F, CS 
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SPIRO4.1.11 B Date and time for each maneuver are recorded. 
 
Guidance: Diurnal variations are considered. Variations of 3 % in FEV1 and 
6% in PEF are noted, with lower values reported in the afternoon.  

 SPIRO 2019 B  F, CS 

SPIRO4.2 
 

The grading system for reporting spirometry follows current 
standards and best practices. 

    

SPIRO4.2.1 B There is a process to determine the methodology for grading spirometry.  SPRIO 2019 B 
 

F 

SPIRO4.2.2 B Education is provided to staff on the selected grading model.  SPRIO 2019 B 
 

F 

SPIRO4.2.3 M At a minimum, an annual audit is conducted on the grading system. 
  
Guidance: Findings of the audit are reviewed by the medical director and 
there is a record of the audit.  

 SPRIO 2019 M 
 

F 
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Bronchodilators 

No.  Description Reference Risk Change Asmt. 

SPIRO5.0 
 

BRONCHODILATORS  SPIRO 2019 
   

SPIRO5.1 
 

Bronchodilators are administered following established protocols. 
    

SPIRO5.1.1 M There is a defined procedure to administer bronchodilators that includes: 
• methodology of administration 
• dosage protocols 
• repeat administration 
• time period of post bronchodilator testing 

 SPIRO 2019 H 
 

F, CS 

SPIRO5.1.2 M MDI (meter dose inhaler) are administered with a spacer.  ATS2 M 
 

F, CS 

SPIRO5.1.3 M The final report includes the medication type and dosage.  PF-AC-25 M 
 

F, CS 

SPIRO5.1.4 M There is a defined procedure to track total dosages used/remaining. 
 
Guidance: To ensure that an effective dose is administered each time and 
that the medication is not empty (e.g. puffers). 

 PF-AC-25 M 
 

F, CS 

SPIRO5.2 
 

Post-bronchodilator spirometry is conducted to ensure accurate 
results. 

    

SPIRO5.2.1 M Spirometry maneuvers use the same procedure and acceptability criteria 
for pre-bronchodilator testing.  

 SPIRO 2019 M 
 

F 

SPIRO5.2.2 M The testing platform indicates the time elapsed between the last pre-
bronchodilator maneuver and the first post-bronchodilator maneuver. 

 SPIRO 2019 M 
 

F, CS 

SPIRO5.2.3 M The facility defines the time interval between the administration of 
medication and post spirometry measurements.  

 PF-AC-25 M 
 

F 

SPIRO5.2.4 M The percentage change and the absolute change in FEV 1 and FVC 
compared with prebronchodilator values are reported. 

 SPIRO 2019 M 
 

F, CS 
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Glossary 

Term Definition 

back extrapolated volume 
(BEV) 

The volume of gas that would have been exhaled before the start of the forced expiratory 
maneuver. It quantifies hesitation or delay between the initial forced effort.  

end of forced expiratory 
(EOFE)  

Previously referred to as “end of test” and marks the point at which the forced expiratory 
maneuver is completed during spirometry.   

forced expiratory time 
(FET) 

Measures the time in seconds from zero to the end of the expiratory plateau.  

 

forced expiratory volume 
(FEV1) 

The maximal volume of air exhaled with maximally forced effort in one second. 

 

forced expiratory volume 
to forced vital capacity 
ratio (FEV1/FVC) 

The ratio of FEV1 to FVC expressed as a percentage. 

 

forced vital capacity (FVC) The maximal volume of air exhaled with maximally forced effort from a position of maximal 
inspiration. 

 

peak expiratory flow (PEF) The maximal expiratory flow generated during an FVC maneuver. 
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Introduction 
The assessment of lung volumes in pulmonary function testing is essential in determining restrictive lung disease, air trapping 
and hyperinflation. 

Methodologies to determine lung volumes include body plethysmography and gas dilution techniques. These methods have 
established practice guidelines, each with their own advantages and limitations. 

Body plethysmography measures total lung capacity (TLC), residual volume (RV), and functional residual capacity (FRC) using 
changes in pressure and volume within a sealed chamber, providing highly accurate results, particularly in the presence of airflow 
obstruction. 

Gas dilution methods estimate lung volumes through the equilibration of inert gases (e.g. Helium) within the lungs and are useful 
in specific settings, although they may underestimate lung volumes in patients with significant airway obstruction. 
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Lung volume equipment 

No.  Description Reference Risk Change Asmt. 

LVOL1.0 
 

LUNG VOLUME EQUIPMENT. 
    

LVOL1.1 
 

Equipment for lung volume testing follows current standards to 
ensure accurate, reliable and reproducible measurements. 

ATS Lab Manual 
   

LVOL1.1.1 M Volume calibration (verification) is performed daily or prior to patient 
testing. 

 ERJ 2023 M 
 

F 

LVOL1.1.2 M Calibration is conducted based on the methodology for testing. 
 
Guidance: Variations in room pressure, temperature or vibrations are 
accounted for. 

 ERJ 2023 M 
 

F 

LVOL1.1.3 M Plethysmography measurements ensure: 
• an adequate door seal 
• minimal resistance for shutter occlusion 
• mouth pressure transducer meets ATS recommendations 

 ERJ 2023 M 
 

F 
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Lung volume procedures 

No.  Description Reference Risk Change Asmt. 

LVOL2.0 
 

LUNG VOLUME PROCEDURES. 
    

LVOL2.1 
 

Lung volume measurements via plethysmography follow current 
standards and best practices. 

 ERJ 2023 
   

LVOL2.1.1 M There are processes to address factors that limit the patient’s access into 
the bodybox (e.g. claustrophobia, wheelchair, other factors). 

 ERJ 2023 M 
 

F 

LVOL2.1.2 M There is a process for managing patients that are on supplemental oxygen. 
  
Guidance: If patients are removed from oxygen for testing, saturation 
levels are monitored, and the lower limit thresholds are defined to 
determine when oxygen is to be reinstated.  

 PF-AC-2025 H  F 

LVOL2.1.3 M The bodybox door is closed for a minimum of 30 seconds prior to testing. 
 
Guidance: Enough time is allowed for temperature stabilization to 
minimize thermal drift. 

 ERJ 2023 M  F 

LVOL2.1.4 M The patient’s mouthpiece is at a comfortable height to ensure minimal 
flexion/extension of the neck. 

 ERJ 2023 M  F 

LVOL2.1.5 M A minimum of three tidal breaths are required to establish a stable end-
expiratory baseline. 
  
Guidance: To obtain an accurate FRC, ERV, IC and IRV a stable FRC is 
necessary during tidal breathing.  

 ERJ 2023 L  F 

LVOL2.1.6 M Plethysmography uses gentle panting maneuvers for determining lung 
volumes. 
 
Guidance: Hands should support the patient’s cheeks during the TGV 
measurement. 

 ERJ 2023 M  F 
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LVOL2.1.7 M The gentle panting maneuver occurs at baseline against a closed shutter. 
 
Guidance: The shutter is closed at end of expiration for two to three 
seconds. 

 ERJ 2023 M  F 

LVOL2.1.8 M Gentle-panting maneuver frequency is between 0.5 and 1.0 Hz (30-60 
pants/minute). 
 
Guidance: Pants are gentle. 

ATS Lab Manual 
ERJ 2023 

M  F 

LVOL2.1.9 M SVC maneuvers are performed directly after or linked with the FRCpleth 
maneuver. 
 
Guidance: Post shutter valve opening, the SVC maneuver can occur after a 
few tidal breaths, but the point at which a slow vital capacity (VC) maneuver 
is performed is consistent and well defined.  

ATS Lab Manual 
PF-AC-25 

M  F 

LVOL2.1.10 B In pediatrics, adjustments are considered for panting and linked 
maneuvers. 
 
Guidance: Plethysmography measurements in pediatrics are achievable 
with appropriate coaching and patient cooperation. 

 ERJ 2023 B 
 

F 

LVOL2.1.11 M The difference between FRC and TGV is accounted for, when reporting 
FRCpleth 
 
Guidance: Not all patients are at FRC when the shutter is closed. Therefore, 
the difference between the baseline and the point at which the shutter is 
closed should be less than 0.200 L. 

 
M 

 
F 

LVOL2.1.12 M Pressure-volume graphs display a series of closed superimposed loops. 
 
Guidance: 2-3 superimposed straight lines are obtained on the pressure-
volume display. 

 ERJ 2023 M 
 

F 
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LVOL2.1.13 M TGV (thoracic gas volume) slopes are edited as per lab procedure.  PF-AC-25 M 
 

F 

LVOL2.2 
 

Procedures for Conductance/Resistance testing follow current 
standards and best practices. 

 AJCCM 2000 
   

LVOL2.2.1 M Bronchodilators are avoided prior to testing. 
 

M 
 

F 

LVOL2.2.2 B The methodology for performing conductance / resistance is defined by 
the facility.  
 
Guidance: Example the patient is instructed to perform small uniform pants 
between 90-120 bpm with a tidal volume of 50-100mL. 

 ERJ 2023 B 
 

F 

LVOL2.2.3 M Tracings are available for review and within the calibrated pressure range. 
 
Guidance: The open shutter tangent measurements are between (-) 0.5 to 
(+) 0.5 L/s. 

 
M 

 
F 

LVOL2.2.4 M 4 to 5 acceptable loops are obtained. 
 
Guidance: SRaw is calculated from a plotted loop and is measured during 
panting or tidal breathing.  

 AC-PF-25 L 
 

F 

LVOL2.2.5 B Airway resistance is not conducted during the same lung volume 
maneuver. 

 ERJ 2023 B 
 

F 

LVOL2.3 
 

Lung volume measurements via gas dilution follow current standards 
and best practices. 

Ruppel 
ERJ 2023 

   

LVOL2.3.1 M A minimum of five minutes before repeat testing is achieved.  
 
Guidance: The facility defines repeat testing requirements. 

 
M 

 
F 

LVOL2.3.2 M Test end point is identified when helium concentration is within 0.02% for 
30 seconds (helium dilution). 

 
M 

 
F 
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LVOL2.3.3 M CO2 and water (H2O) absorbers are fresh (replace according to 
manufacturer’s recommendations) and placed in the proper sequence. 

 
M 

 
F 

LVOL2.3.4 M The fan to mix and circulate gases is operational. 
 

M 
 

F 

LVOL2.3.5 M Two-point (zero to full scale) calibration of the Helium analyzer is 
performed prior to patient testing and as per manufacturer’s 
recommendation. 

 
M 

 
F 

LVOL2.3.6 M When appropriate earplugs are worn (e.g. patients that have perforated 
ear drums). 

 
M 

 
F 
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Lung volume acceptability 

No.  Description Reference Risk Change Asmt. 

LVOL3.0 
 

LUNG VOLUME ACCEPTABILITY 
    

LVOL3.1 
 

Acceptance and repeatability criteria for lung volume testing follow 
current standards and best practices. 

ERJ 2023 
Ruppel 

   

LVOL3.1.1 M A minimum of three acceptable FRCpleth trials that are within 5% are 
recorded. 

 
M 

 
F 

LVOL3.1.2 M FRCHe trials agree within 10%. 
 
Guidance: The number of trials conducted is documented.  

 
M 

 
F 
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Lung volume documentation 

No.  Description Reference Risk Change Asmt. 

LVOL4.0 
 

LUNG VOLUME DOCUMENTATION 
    

LVOL4.1 
 

Reporting of lung volume parameters follow current standards and 
best practices. 

 ERJ 2023 
   

LVOL4.1.1 M The mean functional residual capacity (FRC) is reported.  ERJ 2023 M 
 

F 

LVOL4.1.2 M The largest VC is reported. 
 
Guidance: The SVC should be greater than the FVC. 

 PF-AC-25 M 
 

F 

LVOL4.1.3 B Plethysmography parameters reported include: 
• TLC 
• RV 
• VC 
• ERV 
• RV/TLC 
• IC 
• VTG 
• Raw or SGaw 

 ERJ1 B 
 

F 

 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Lung Volumes 11 of 14 
 Document ID: 12754                     Version: 2.0       Publication date: 2026-04-01 Effective date: 2026-06-15 

Glossary 

Term Definition 

expiratory reserve volume 
(ERV) 

The maximum volume of gas that can be exhaled from the end-expiratory lung volume during 
tidal breathing. 

functional residual 
capacity (FRC) 

Volume of gas present in the lung at end expiration during tidal breathing (or ERV+RV). 

inspiratory reserve 
volume (IRV) 

The maximum volume of gas that can be inhaled from the end-inspiratory lung volume during 
tidal breathing.  

residual volume (RV) Volume of gas remaining in the lung after maximum exhalation.  

thoracic gas volume (TGV 
or VTG) 

Refers to the plethysmography measurement of intrathoracic gas at the time of shutter occlusion.  

tidal volume (VT) The volume of gas inhaled or exhaled during the respiratory cycle. 

total lung capacity (TLC) Total volume of the lung at the end of maximum inspiration. 
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Abbreviation Reference 

SPIRO 2019 American Thoracic Society. ATS/ERS Task Force: Standardization of Spirometry – 2019 Update: An 
Official American Thoracic Society and European Respiratory Society Technical Statement. Am J 
Respir Crit Care Med, 200(8), pp. E70–e88, Oct 15, 2019. 
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Introduction 
The assessment of diffusing capacity in pulmonary function testing is essential in evaluating the lung’s ability to transfer gas at the 
alveolar-capillary membrane. 

The diffusing capacity test, commonly referred to as DLCO (diffusing capacity of the lungs for carbon monoxide) uses CO 
because of its high affinity for hemoglobin, serving as a reliable surrogate to measure oxygen transfer. 

The test requires the patient to inhale a small concentration of CO along with an inert tracer gas for a brief period of time. The 
exhaled gases describe the difference in gas concentrations versus inhaled gas mixture allowing to calculate the DLCO using a 
gas analyzer.  
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Diffusing capacity equipment 

No.  Description Reference Risk Change Asmt. 

DLCO1.0 
 

DIFFUSING CAPACITY EQUIPMENT  
    

DLCO1.1 
 

Equipment diffusing capacity testing follows current standards to 
ensure accurate, reliable and reproducible measurements. 

    

DLCO1.1.1 M The content for gas cylinder mixtures follows manufacturer’s 
recommendations. 

 PF-AC-25 H 
 

F 

DLCO1.1.2 M Post tank change of the diffusion gas mixture cylinder, results are validated 
with a biological control.  
 
Guidance: There is a record when the gas cylinder was changed. 

PF-AC-25 
Ruppel 

H 
 

F 

DLCO1.1.3 M Manual input of discard volumes for anatomical and mechanical dead 
space is allowed. 

 PF-AC-25 M 
 

F 

DLCO1.1.4 M The system dead-space includes filter and mouthpiece. 
 
Guidance: For adults, the breathing circuit proximal to the gas analyzer 
sampling point, filter and mouthpiece is < 0.200 L.  

CPSA 
ERS/ATS2 

M 
 

F 

DLCO1.1.5 M Anatomical and mechanical dead-space are accounted for before the 
alveolar sample is collected. 

 ERS/ATS2 M 
 

F 

DLCO1.1.6 M Standard dead-space washout volume is between 0.75 to 1.0 L.  ERS/ATS2 M 
 

F 

DLCO1.1.7 B Patients with a VC of < 2.0 L, the lowest washout volume applied is 0.5 L.  ERS/ATS2 B 
 

F 

DLCO1.1.8 B In pediatrics, the facility defines the dead-space volume.  
 
Guidance: Dead-space volumes take into account age and body 
composition. Vital capacity of < 2 L uses a smaller dead-space volume.  

 ERS/ATS2 B 
 

F 
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No.  Description Reference Risk Change Asmt. 

DLCO1.1.9 M Graphical display of volume time curve is available for review. 
 

M 
 

F 

DLCO1.1.10 M A timer is used to monitor breath-hold time (BHT). 
 

M 
 

F 
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Diffusing capacity procedures 

No.  Description Reference Risk Change Asmt. 

DLCO2.0 
 

DIFFUSING CAPACITY PROCEDURES.  
    

DLCO2.1 
 

Procedures for diffusing capacity testing are conducted to ensure 
accurate results. 

 ATS Lab 
Manual 

   

DLCO2.1.1 M Patients are rested in a seated position for a minimum of five minutes prior 
to the first trial. 
 
Guidance: Heavy exercise is avoided prior to testing. 

ATS Lab Manual M 
 

F 

DLCO2.1.2 M There is a minimum of four minutes between test intervals.  
 
Guidance: If a patient is severely obstructed a longer time interval may be 
required.  

ATS Lab Manual M 
 

F 

DLCO2.1.3 M A maximum of five trials is performed.  ATS/ERS2 M 
 

F 

DLCO2.1.4 M Procedures are documented for patients that are on supplemental oxygen 
that includes duration of time oxygen is removed prior to testing. 
 
Guidance: If clinically acceptable, oxygen is discontinued for 10 minutes 
prior to testing. 

ATS Lab Manual H 
 

F 

DLCO2.1.5 M Procedures are documented for patients that are on supplemental oxygen 
that include guidelines for monitoring saturation and the minimum 
saturation level to abort further testing. 

 PF-AC-2025 H 
 

F 

DLCO2.2 
 

Procedures for diffusing capacity testing via single-breath 
methodology are conducted to ensure accurate results. 

ATS Lab 
Manual 

   

DLCO2.2.1 M During the maneuver, exhalation is relaxed down to RV. ATS Lab Manual M 
 

F 

DLCO2.2.2 M During the maneuver, inspiration to TLC is maximum.  ATS Lab 
Manual 

M 
 

F 
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No.  Description Reference Risk Change Asmt. 

DLCO2.2.3 M A breath hold time (BHT) ensures: 
i. 8 to 12 seconds is achieved. 

ii. leaks are monitored. 
iii. Valsalva or Müller maneuvers are avoided 

 
Guidance: BHT of less than eight seconds is documented and appropriate 
clearance of dead space before sampling the alveolar gas is accounted for. 

 ERS/ATS2 M 
 

F 

DLCO2.2.4 M During the maneuver, the patient exhales smoothly and completely in an 
unforced manor without hesitation or interruption.  

 ERS/ATS2 M 
 

F 

DLCO2.2.5 M During the breath hold, Valsalva or Müller maneuvers are avoided.  ERS/ATS2 M 
 

F 

DLCO2.2.6 M During the breath hold, leaks are monitored.  ERS/ATS2 M 
 

F 

DLCO2.2.7 M Hemoglobin correction factors are applied, if available. 
 
Guidance: Normative values for sex at birth are established. 

 ERS/ATS2 M 
 

F 

DLCO2.3 
 

Procedures for diffusing capacity testing via multiple-breath 
methodology are conducted to ensure accurate results. 

    

DLCO2.3.1 M The set-up procedure for a closed-circuit rebreathing system is 
documented. 

 DAP-AC-2025 M 
 

F 

DLCO2.3.2 M The number of tidal breaths or duration of rebreathing the gas mixture is 
established. 

 DAP-AC-2025 M 
 

F 
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Diffusing capacity acceptance 

No.  Description Reference Risk Change Asmt. 

DLCO3.0 
 

DIFFUSING CAPACITY ACCEPTANCE  
    

DLCO3.1 
 

Acceptance and repeatability for diffusing capacity testing follow 
current standards and best practices. 

    

DLCO3.1.1 M Procedures are in place for manual adjustments of discarded and sample 
gas volumes. 

 PF-AC-25 M 
 

F 

DLCO3.1.2 M The inspired volume of gas is at least 85% of the largest VC and the VA is 
within 0.200 L or 5% (whichever is greater). 
 
Guidance: The inspired volumes are evaluated from the same pulmonary 
function testing session.  

ATS Lab Manual 
PF-AC-2025 

M 
 

F 

DLCO3.1.3 M The target volume of inspired gas occurs in less than four seconds. ATS/ERS2 M 
 

F 

DLCO3.1.4 M There are two acceptable maneuvers that agree within 2 mL 
CO/min/mmHg of each other.  

ATS Lab Manual M 
 

F 
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Diffusing capacity documentation 

No.  Description Reference Risk Change Asmt. 

DLCO4.0 
 

DIFFUSING CAPACITY DOCUMENTATION  
    

DLCO4.1 
 

Reporting of diffusing capacity parameters follows current standards 
and best practices. 

    

DLCO4.1.1 M The average of at least two acceptable maneuvers. ATS Lab  
Manual 

M 
 

F 

DLCO4.1.2 M Adjustments (e.g. Hb, COHb, PO2) are documented and reported 
separately along with the data used to make the adjustment. 

 ATS Lab 
Manual 

M 
 

F 

DLCO4.1.3 M The report includes measured, uncorrected DLCO.  ATS Lab 
Manual 

M 
 

F 

DLCO4.1.4 M The report includes predicted DLCO.  ATS Lab 
Manual 

M 
 

F 

DLCO4.1.5 M The report includes percent predicted DLCO.  ATS Lab 
Manual 

M 
 

F 

DLCO4.1.6 M The report includes DLCO/VA (also known as KCO) measured in mmHg.  ATS Lab 
Manual 

M 
 

F 

DLCO4.1.7 M The report includes predicted VA.  ATS Lab 
Manual 

M 
 

F 

DLCO4.1.8 M The report includes average VA.  ATS Lab 
Manual 

M 
 

F 

DLCO4.1.9 B Time of last cigarette.   ATS Lab 
Manual 

B 
 

F 
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Glossary 

Term Definition 

BHT breath hold time 

DLCO carbon monoxide diffusing capacity of the lung. 

Hb hemoglobin  

Sb single breath  

single-breath DLCO single breath methodology to evaluate gas exchange (most commonly used methodology)  

VA alveolar volume 
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Introduction 
Airway hyperresponsiveness (AHR) is a hallmark feature of asthma and related respiratory conditions, reflecting increased 
sensitivity of the airways to various stimuli. Accurate assessment of AHR is essential for the diagnosis, monitoring, and 
management of airway diseases, particularly in cases where symptoms are present despite normal spirometry.  

AHR testing provides perspective on airway inflammation and bronchial reactivity and can be categorized as direct or indirect by 
the way that smooth muscle is stimulated to cause bronchoconstriction. 

Direct challenge testing uses agents to directly interact with muscarinic receptors on airway smooth muscle resulting in 
bronchoconstriction e.g. methacholine.  

Indirect challenge testing uses antigens or other indirect methods to cause bronchoconstriction e.g. exercise-induced 
bronchoconstriction (EIB) testing or occupational hazards. 

 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Airway Hyperresponsiveness 4 of 18 
 Document ID: 12746                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

Airway hyperresponsiveness equipment 

No.  Description Reference Risk Change Asmt. 

AHR1.0 
 

AIRWAY HYPERRESPONSIVENESS EQUIPMENT 
    

AHR1.1 
 

Equipment for airway hyperresponsiveness using a dosimeter follows 
current standards to ensure accurate, reliable and reproducible 
measurements. 

    

AHR1.1.1 M The testing room has adequate ventilation. 
 
Guidance: A minimum of six air exchanges per hour. 

 CJRRC 
ATS Lab Manual 

H 
 

F 

AHR1.1.2 M Exhalation filters are used on nebulizers to minimize the chance that the 
therapist will be exposed to aerosolized medication or therapy is 
conducted in a proper isolation air exchange space. 

PF-AC-25 
Ruppel 

H 
 

F 

AHR1.1.3 M Mechanisms are in place to ensure that the delivery method is working 
appropriately. 

 PF-AC-25 M 
 

F 

AHR1.1.4 M Emergency equipment is available and includes: 
• oxygen 
• sphygmomanometer  
• pulse oximeter 

 ERS 
 
PF-AC-25 

H 
 

F 
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Airway hyperresponsiveness procedures 

No.  Description Reference Risk Change Asmt. 

AHR2.0 
 

AIRWAY HYPERRESPONSIVENESS PROCEDURES 
    

AHR2.1 
 

Procedures for airway hyperresponsiveness testing are conducted to 
ensure accurate results. 

    

AHR2.1.1 M Prior to testing, there is a process to ensure consent was obtained for 
airway challenge testing.  
 
Guidance: Refer to the Patient Client Focus chapter for additional details. 

 PF-AC-25 M 
 

F 

AHR2.1.2 M Prior to testing, spirometry tests results are available within a defined 
period of time. 
 
Guidance: It is recommended that the pre-testing spirometry is conducted 
within six months of an airway challenge test. The facility should monitor 
the interval between the two tests.  

 PF-AC-25 M 
 

F 

AHR2.1.3 M Processes are in place to ensure the patient has withheld the appropriate 
medications prior to testing. 
 
Refer to the Patient Preparation chapter for guidance. 

Ruppel 
ATS Lab Manual 

M 
 

F 

AHR2.1.4 M The methodology for testing hyperresponsiveness is in accordance with 
physician orders. 

 PF-AC-25 H 
 

F 

AHR2.1.5 M Contraindications for performing testing are defined.  PF-AC-25 H 
 

F 

AHR2.1.6 M There is a process to ensure that the patient can perform acceptable and 
repeatable spirometry prior to booking. 

ATS Lab Manual M 
 

F 
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No.  Description Reference Risk Change Asmt. 

AHR2.1.7 M Prior to initiating the test, a baseline spirometry with FVL is conducted.  
 
Guidance: There is a process to review and compare the previous 
spirometry results. Discrepancies are investigated before proceeding with 
testing. 

 PF-AC-25 M 
 

F 

AHR2.1.8 M Testing end points or early termination of the test are defined.  PF-AC-25 H 
 

F 

AHR2.1.9 M There are defined documented procedures for dealing with acute 
bronchospasm. 

 
H 

 
F 

AHR2.1.10 M A medical doctor experienced in acute bronchospasm reversibility is on-
site. 

 PF-AC-25 C 
 

F 

AHR2.1.11 M The facility has a policy on reconstituting or diluting a pharmacological 
agent or antigen (e.g. methacholine).  
Guidance: Reconstitution or dilution of any agent is conducted as per 
facility policy and in consultation with the pharmacy department. 
Appropriate training is provided.  

NAPRA 
ATS Lab Manual 

M 
 

F 

AHR2.2 
 

Airway hyperresponsiveness testing via methacholine (MCT) 
challenge testing protocols follow current standards and best 
practices. 

ATS Lab Manual 
Ruppel 

   

AHR2.2.1 M Methacholine is stored as per manufacturer’s recommendations. 
 

M 
 

F 

AHR2.2.2 M Methacholine solution is at room temperature for testing. 
 

M 
 

F 

AHR2.2.3 M Tidal breathing method is used for the delivery of the agent. 
 
Guidance: Methods that require deep inhalations to TLC during aerosol 
delivery are avoided. 

ATS Lab Manual M 
 

F 

AHR2.2.4 M Nose clips are worn during methacholine administration. ATS Lab Manual M 
 

F 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Airway Hyperresponsiveness 7 of 18 
 Document ID: 12746                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

No.  Description Reference Risk Change Asmt. 

AHR2.2.5 M The delivery method that utilizes a nebulizer ensures the: 
• particle size of ≤5 µm 
• flowrate is defined (compressed gas source: air) 
• quantity of solution used is defined. 
• standardized breathing duration is defined. 

ATS Lab Manual 
Ruppel 

M 
 

F 

AHR2.2.6 M The delivery method that utilizes a dosimeter ensures: 
• particle size of ≤5 µm 
• constant nebulizer output pressure 
• accurate timing of inspiration and delivery 
• an inhalation duration is defined for the standardized designated 

device 

ATS Lab Manual 
Ruppel 

M 
 

F 

AHR2.2.7 M Standardized dosing protocols are defined and include: 
• starting and end dose 
• duration of subsequent dosages (e.g. 5 minutes) 
• criteria for a repeat dose 
• criteria for shortening the test (e.g. skipping a dose) 

 PF-AC-25 M 
 

F 

AHR2.2.8 M Prior to the delivery of the first dose of methacholine a diluent step is 
performed (e.g. saline). 

ATS Lab Manual M 
 

F 

AHR2.2.9 M Change in FEV1 from post-diluent baseline value is the primary outcome 
measure for MCT.  
 
Guidance: The baseline spirometry is from the highest acceptable trials 
post diluent.  

ATS Lab Manual 
ERS 

M 
 

F 

AHR2.2.10 M If there is a significant reduction in FEV1 post diluent dose, the facility 
defines next steps. 
 
Guidance: The diluent should not cause a significant change from the pre-
challenge testing spirometry.  

 PF-AC-25 H 
 

F 
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AHR2.2.11 M Serial measurements at each dose are taken at 30 seconds and 90 
seconds.  
 
Guidance: A minimum of 2 acceptable trials are conducted. The 
assessment of repeatability may require additional maneuvers and are at 
the discretion of the respiratory therapist to achieve acceptable results. 

ATS Lab Manual M 
 

F 

AHR2.2.12 M At each dose, the highest acceptable FEV1 is selected. ATS Lab Manual M 
 

F 

AHR2.2.13 M End of test criteria is defined. 
 
Guidance: A decrease in FEV1 > 20% from the baseline spirometry or the 
highest does step has been administered no further methacholine is 
administered.  

ERS 
ATS Lab Manual 
Ruppel 

M 
 

F 

AHR2.2.14 M Reporting of methacholine challenge test includes: 
• percent decrease in FEV1 from the post-diluent value 
• standardized concentration or dose of methacholine that causes a 

20% fall in FEV1 (PC20 or PD20). 
• methacholine dosage is expressed in mg/ml 

ATS Lab Manual M 
 

F 

AHR2.2.15 M The facility establishes and documents which bronchial responsiveness 
parameter, PC20 or PD20 is used for reporting.  

ATS1999 
ERS 

M 
 

F 

AHR2.3 
 

Airway hyperresponsiveness testing protocols via mannitol follow 
current standards and best practices. 

ATS Lab Manual 
Ruppel 

   

AHR2.3.1 M Mannitol is stored as per manufacturer’s recommendations. 
 

M 
 

F 

AHR2.3.2 M The inhalation technique for administration is: 
• forceful and deep. 
• breath hold time of five seconds after administration 

ATS Lab Manual M 
 

F 

AHR2.3.3 M Nose clips are worn during mannitol administration.  Ruppel M 
 

F 
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AHR2.3.4 M Standardized dosing protocols are defined and include: 
• starting and end dose 
• duration of subsequent dosages (e.g. 5 minutes) 
• criteria for a repeat dose 
• criteria for shortening the test (e.g. skipping a dose) 

 PF-AC-25 M 
 

F 

AHR2.3.5 M Prior to the first dose a control dose is administered (e.g. 0 mg capsule). ATS Lab Manual M 
 

F 

AHR2.3.6 M The baseline spirometry is from the highest acceptable trials post control. ATS Lab Manual M 
 

F 

AHR2.3.7 M Testing is terminated if there is a ≥ 10% reduction in FEV1 from the pre-
challenge FEV1 after the administration of a control dose.  

ATS Lab Manual H 
 

F 

AHR2.3.8 M Two acceptable serial measurements at each dose are taken at 60 
seconds. 

 
M 

 
F 

AHR2.3.9 M At each dose, the highest acceptable FEV1 is selected. 
 

M 
 

F 

AHR2.3.10 M End of test criteria is defined. 
Guidance: If the FEV1 is equal to or below the target value, or there has 
been an incremental fall of at least 10% from the previous dose the 
challenge is considered positive. 

 
M 

 
F 

AHR2.3.11 M Mannitol is not administered to children under 6 years of age.  
Guidance: Mannitol administration in pediatrics is under the guidance of 
the medical director. 

ATS Lab Manual 
PF-AC-25 

H 
 

F 

AHR2.3.12 M The limitations of mannitol testing are defined by the medical director. 
 

M 
 

F 

AHR2.3.13 M Reporting of mannitol challenge test includes: 
• percent decrease in FEV1 from the post-control value 
• provocative dose causing a 15% fall in FEV1 (PD15) 

ATS Lab Manual M 
 

F 
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AHR2.4 
 

Airway hyperresponsiveness testing via exercise induced 
bronchoconstriction (EIB) protocols follow current standards and best 
practices. 

ATS Lab Manual 
Ruppel 

   

AHR2.4.1 M Methacholine challenge results are reviewed prior to booking. 
 

M 
 

F 

AHR2.4.2 M There is a process to determine what type of equipment is used for testing 
(e.g. cycle ergometer or treadmill). 

 
M 

 
F 

AHR2.4.3 M A medical director experienced in acute bronchospasm is present during 
the test. 

 
H 

 
F 

AHR2.4.4 M Patient orientation protocols include all the information necessary to 
conduct the test and include:  

• orientation to the equipment 
• testing protocols  
• safety protocols 
• termination of the test (e.g. maximum heart rate) 

 PF-AC-25 H 
 

F 

AHR2.4.5 M Testing protocols at rest include all the information necessary to conduct 
the test and include:  

• baseline spirometry (including FVL) 
• monitoring of ECG, BP, HR 
• desired workload levels  
• subjective symptoms (e.g. Borg Scale for SOB) 

ATS Lab Manual H 
 

F 

AHR2.4.6 M Standardized configuration of ECG electrodes is approved by the medical 
director  
 
Guidance: A modified 10 electrode placement (Mason-Likar) for patients 
under the age of 35 with no history of cardiovascular disease. 

ATS Lab Manual H 
 

F 

AHR2.4.7 M ECG configuration of higher risk patients is defined by the medical 
director. 

 
H 

 
F 
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No.  Description Reference Risk Change Asmt. 

AHR2.4.8 M Baseline vitals are recorded. 
 

M 
 

F 

AHR2.4.9 M Testing protocols during exercise include all the information necessary to 
conduct the test and includes:  

• monitoring of ECG, BP, HR 
• desired workload levels  
• subjective symptoms (e.g. Borg Scale for SOB) 

ATS Lab Manual 
Ruppel 
PF-AC-25 

M 
 

F 

AHR2.4.10 M Calculation for maximum heart rate is defined (e.g. the target HR to be 
achieve is 85% of maximum HR). 

 PF-AC-25 M 
 

F 

AHR2.4.11 B Minute ventilation (VE) is conducted at the discretion of the physician. 
 

B 
 

F 

AHR2.4.12 M Testing protocols post exercise includes all the information necessary to 
conduct the test and includes:  

• spirometry (including FVL) intervals 
• monitoring of ECG, BP, HR 
• subjective symptoms (e.g. Borg Scale for SOB) 

 
M 

 
F 

AHR2.4.13 M The schedule of serial spirometry post exercise is defined.  
Guidance: Patient stability and clinical advisement are considered when 
determining the duration of post exercise spirometry duration.  

 ATS Lab 
Manual 

M 
 

F 

AHR2.4.14 M Post exercise: 
• a minimum of two acceptable spirometry trials at each interval is 

obtained. 
• the highest FEV1 is selected 

ATS Lab Manual  
Ruppel 

M 
 

F 

AHR2.4.15 M Reporting of EIB challenge test includes: 
• percent decrease in FEV1 from the pre vs post exercise 
• chest tightness and fatigue (e.g. Borg Scale) 

 PF-AC-25 M 
 

F 

AHR2.5 
 

Airway hyperresponsiveness testing protocols via occupational 
challenge testing follow current standards and best practices. 
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No.  Description Reference Risk Change Asmt. 

AHR2.5.1 M The type of occupational challenge is approved by the medical director. 
 
Guidance: The facility uses validated standardized protocols for 
nonspecific challenge testing with appropriate documentation.  

 PF AC-25 H 
 

F 

AHR2.5.2 M The methodology to deliver the agent is defined.  
 
Guidance: The type of occupational agent is delivered in an appropriate 
setting with adequate safety measures.  

 PF AC-25 H 
 

F 

AHR2.5.3 M The individual delivering the agent receives appropriate training and 
education. 

 PF AC-25 M 
 

F 

AHR2.5.4 M Testing protocols are standardized and include: 
• starting and end dose 
• duration of subsequent dosages (e.g. 5 minutes) 

 PF AC-25 M 
 

F 

AHR2.5.5 M The schedule of serial spirometry is defined and follow published 
guidelines.  

 PF AC-25 M 
 

F 
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Airway hyperresponsiveness reversing protocols 

No.  Description Reference Risk Change Asmt. 

AHR3.0 
 

AIRWAY HYPERRESPONSIVENESS REVERSING PROTOCOLS 
    

AHR3.1 
 

Reversing protocols follow current standards and best practices. 
    

AHR3.1.1 M The facility defines the criteria for baseline spirometry parameters to return 
to baseline (e.g. post testing the spirometry returns within 10% of 
baseline).  
Guidance: A minimum of 2 acceptable spirometry trials are obtained. 

ATS Lab Manual H 
 

F 

AHR3.1.2 M There are defined protocols to reverse patient spirometry back to baseline 
and include:  

• method and quantity of bronchodilator administration 
• interval of spirometry post bronchodilator 
• minimum of two acceptable spirometry trials 

 PF-AC-25 H 
 

F 

AHR3.1.3 M There is a process to contact a physician if the baseline spirometry does 
not return to within acceptable baseline parameters. 

 PF-AC-25 H 
 

F 

AHR3.1.4 M If FEV1 < 90% of highest baseline, a physician is notified.  
Guidance: Before the patient is discharged, spirometry values must return 
to within an acceptable baseline range. If values do not return to baseline, 
a physician is consulted. 

 PF-AC-25 H 
 

F 
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Airway hyperresponsiveness documentation 

No.  Description Reference Risk Change Asmt. 

AHR4.0 
 

AIRWAY HYPERRESPONSIVENESS DOCUMENTATION 
    

AHR4.1 
 

Reporting of airway hyperresponsiveness parameters follows current 
standards and best practices. 

 PF-AC-25 
   

AHR4.1.1 M Reporting parameters are established and defined.  PF-AC-25 M 
 

F 

AHR4.1.2 M Technical comments include evaluations of patient effort and relevant 
clinical symptoms. 

 
M 

 
F 

AHR4.1.3 M Deviations from defined protocols are documented.  PF-AC-25 M 
 

F 

AHR4.1.4 M Any reversal medications or interventions are documented (e.g. 
bronchodilators). 

 PF-AC-25 M 
 

F 

AHR4.1.5 M Data is available for each step in the protocol, including bronchodilator 
reversal. 

 PF-AC-25 M 
 

F 

AHR4.1.6 M All clinically relevant post-airway procedures performed are documented. 
 
Guidance: Technical comments regarding bronchodilator administration, 
dose and any clinical symptoms are recorded. 

 PF-AC-25 M 
 

F 
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Glossary 

Term Definition 

bronchodilator Medication that relaxes the airway smooth muscles, leading to airway dilation and improved 
airflow. 

bronchospasm Refers to the sudden constriction of the smooth muscles lining the bronchial walls, resulting in 
airway narrowing. 

diluent A control substance (usually saline or buffer solution) used in bronchial challenge testing. 

 

dosimeter  A device used to deliver a precise and reproducible dose of aerosolized medication or 
bronchoconstrictor agent. 

maximum HR The is the highest heart rate a person can safely achieve through exercise stress. 

minute ventilation The total volume of air inhaled or exhaled per minute. 

PC20 (Provocation concentration 20%) is the concentration of a bronchoconstrictor agent (e.g., 
methacholine) required to cause a 20% reduction in FEV₁ from baseline). Lower PC20 values 
indicate a higher degree of bronchial reactivity. 

PD20 (Provocation dose) cumulative dose of an inhaled agent needed to cause a 20% fall in FEV₁ from 
baseline. 

tidal breathing Refers to normal, relaxed pattern of breathing without forced effort. 
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Introduction 
Maximum respiratory pressure testing is a key component of pulmonary function testing (PFT), used to assess the strength of the 
respiratory muscles. This test evaluates both inspiratory and expiratory muscle strength by measuring maximum inspiratory 
pressure (MIP) and maximum expiratory pressure (MEP). It provides crucial diagnostic information for patients with respiratory, 
neuromuscular, and chronic systemic diseases that may affect breathing mechanics (e.g. ALS, chest wall deformities, post-surgical 
assessments). 
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Respiratory muscle function equipment 

No.  Description Reference Risk Change Asmt. 

RMF1.0 
 

RESPIRATORY MUSCLE FUNCTION EQUIPMENT 
    

RMF1.1 
 

Equipment for respiratory muscle function testing follows current 
standards to ensure accurate, reliable and reproducible 
measurements. 

    

RMF1.1.1 M There is a process to ensure that the patient is able to maintain a proper 
seal for the test (e.g. rubber flanged mouthpiece, circular non-flange 
rubber mouthpiece or other rigidly constructed tube). 

PF-AC-25 
ATS Lab Manual 

M 
 

F 

RMF1.1.2 M The equipment used for testing is approved by the medical director (e.g. 
handheld device or bodybox platform). 

 PF-AC-25 M 
 

F 

RMF1.1.3 B Calibration of the measurement system used is calibrated according to 
manufacturers’ instructions for use. 
 
Guidance: Handheld pressure gauge manometers may require special 
calibration to verify their accuracy before use.  

ATS Lab Manual B 
 

F 
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Respiratory muscle function procedures 

No.  Description Reference Risk Change Asmt. 

RMF2.0   RESPIRATORY MUSCLE FUNCTION PROCEDURES 
    

RMF2.1 
 

Procedures for respiratory muscle function testing are conducted to 
ensure accurate results. 

    

RMF2.1.1 M Rest periods allow for 30 to 60 seconds between trials.  PF-AC-25 
ATS Lab Manual 

M 
 

F 

RMF2.1.2 M At a minimum, three trials are obtained. 
 
Guidance: Routinely, three to five trials are conducted to ensure 
reproducibility. 

ATS Lab Manual L 
 

F 

RMF2.2 
 

Procedures for maximal inspiratory pressure (MIP) testing are 
conducted to ensure accurate results. 

    

RMF2.2.1 M During the maneuver, exhalation is relaxed down to RV. 
 

M 
 

F 

RMF2.2.2 M During the maneuver, inspiration effort is maximum against a closed valve. 
 

M 
 

F 

RMF2.2.3 M Plmax is measured near residual volume (RV). 
 

M 
 

F 

RMF2.2.4 M The most negative Plmax in cmH2O that can be sustained for a minimum 
of 1.5 second. 

 
M 

 
F 

RMF2.3 
 

Procedures for maximal expiratory pressure (MEP) testing are 
conducted to ensure accurate results. 

    

RMF2.3.1 M During the maneuver, inhalation is near total lung capacity (TLC). 
 

M 
 

F 

RMF2.3.2 M During the maneuver, expiration effort is maximum against a closed valve. 
 

M 
 

F 

RMF2.3.3 M PEmax is measured near TLC. 
 

M 
 

F 
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RMF2.3.4 M Hands are placed on cheeks during the maneuver, and a tight seal around 
the mouthpiece is emphasized. 
 
Guidance: Valsava maneuvers against a closed valve with cause volume 
loss in expanded cheeks, around the lips and mouthpiece. 

 
M 

 
F 

RMF2.3.5 M The most positive PEmax in cmH2O that can be sustained for minimum of 
1.5 second. 

ATS Lab Manual M 
 

F 

RMF2.4 
 

Procedures for sniff nasal inspiratory pressure (SNIP) are conducted to 
ensure accurate results. 

 PF-AC-25 
   

RMF2.4.1 M During the maneuver, inhalation via the nostrils is rapid. 
 
Guidance: A mouthpiece and nose clips are not required. Patients are 
instructed to breathe through their nose with their mouth closed.  

 
M 

 
F 

RMF2.4.2 M A nasal pillow size is selected to ensure a snug fit. 
 
Guidance: A single nostril is selected.  

 
M 

 
F 
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Respiratory muscle function acceptability 

No.  Description Reference Risk Change Asmt. 

RMF3.0 
 

RESPIRATORY MUSCLE FUNCTION ACCEPTABILITY 
    

RMF3.1 
 

Acceptance and repeatability criteria for respiratory muscle function 
follows current standards and best practices. 

    

RMF3.1.1 M Two highest values agree within 10%. 
 
Guidance: If the highest value is obtained during the last trial, conduct 
another effort. 

ATS Lab Manual M 
 

F 
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Respiratory muscle function documentation 

No.  Description Reference Risk Change Asmt. 

RMF4.0 
 

RESPIRATORY MUSCLE FUNCTION DOCUMENTATION 
    

RMF4.1 
 

Reporting of respiratory muscle function parameters follows current 
standards and best practices. 

    

RMF4.1.1 M The highest value is reported in cmH20 (e.g. PImax or PEmax). 
 

M 
 

F 
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Glossary 

Term Definition 

MIP Maximum inspiratory pressure 

MEP Maximum expiratory pressure 
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Introduction 
Pulse oximetry is an essential, non-invasive modality used clinically by cardiac or respiratory disciplines to assess blood oxygen 
saturation and pulse rate across a wide spectrum of clinical and diagnostic settings.  

As a readily available tool, oximetry provides real-time information that supports the evaluation of gas exchange in several key 
modalities: 

• Resting oximetry provides baseline measurements of oxygenation at rest, establishing a reference point for clinical 
stability and identifying patients at risk of hypoxemia. 

• Exertional oximetry assesses desaturation during exertion. It should be noted that a standardized field test such as the 
six-minute walk test is a different test from exertional oximetry.  

• Oxygen titration studies employ oximetry to determine the appropriate supplemental oxygen flow rate required to 
maintain safe saturation levels at rest and during activity, ensuring individualized patient care. 

• Hypoxic challenge testing (HCT) is sometimes referred to as altitude simulation testing or travel oximetry. This test uses 
oximetry in conjunction with controlled hypoxic exposure to evaluate the need for supplemental oxygen during air travel 
or at altitude. 

• Overnight oximetry allows for the continuous monitoring of peripheral nocturnal oxygen saturations and pulse rate. 
Often used as a screening and management tool for sleep disordered breathing and for optimizing nocturnal oxygen 
therapy, and other methods of respiratory support. 
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Pulse oximetry equipment 

No.  Description Reference Risk Change Asmt. 

OXY1.0 
 

PULSE OXIMETRY EQUIPMENT  
    

OXY1.1 
 

Equipment for pulse oximetry testing follows current standards to 
ensure accurate, reliable and reproducible measurements. 

    

OXY1.1.1 M The facility ensures that the type of pulse oximeter selected is capable of 
achieving the required performance.  

 CPSA M 
 

F 

OXY1.1.2 M The pulse oximeter provides a display for pulse rate and SpO2. 
 

M 
 

F 

OXY1.1.3 B The pulse oximeter is capable of recording the data. 
 

B 
 

F 

OXY1.1.4 M There is a process to determine what sensor type is selected (e.g. finger, 
forehead, ear). 

 PF-AC-2025 M 
 

F 

OXY1.1.5 M Items that impact the ability to obtain an adequate signal are identified 
(e.g. nail polish, acrylic nails, poor perfusion, etc.). 

ATS Lab Manual M 
 

F 

OXY1.1.6 B Software for the data is capable of being retrieved and edited. 
 

B 
 

F 

OXY1.1.7 M A stopwatch is used to capture time. ATS Lab Manual M 
 

F 

OXY1.1.8 B There is a process to correlate arterial blood gas SaO2 findings with SpO2.  FDA B 
 

F 
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Pulse oximetry testing procedures 

No.  Description Reference Risk Change Asmt. 

OXY2.0 
 

PULSE OXIMETRY TESTING PROCEDURES 
    

OXY2.1 
 

Procedures for pulse oximetry testing are conducted to ensure 
accurate results. 

    

OXY2.1.1 M The facility defines thresholds and safety criteria for terminating the test. 
 
Guidance: Threshold levels for saturation and heart rate are defined by the 
lab and include symptoms such as dyspnea, chest pain, dizziness or staff 
discretion 

 CPSA H 
 

F 

OXY2.1.2 M Oxygen saturation, heart rate and patient are continuously monitored.   PF-AC-25 M 
 

F 

OXY2.2 
 

Procedures for resting pulse oximetry are conducted to ensure 
accurate results. 

    

OXY2.2.1 M Prior to recording results, the patient is seated and rested for a minimum of 
five minutes. 

 PF-AC-25 M 
 

F 

OXY2.2.2 M Pulse rate and SpO2 data are monitored and recorded, at a minimum of 
every 30 seconds. 

 PF-AC-25 M 
 

F 

OXY2.2.3 M Recorded measurements for pulse rate and SpO2 are correlated to patient 
assessment and pulse.  

 PF-AC-25 M 
 

F 

OXY2.3 
 

Procedures for exertional pulse oximetry are conducted to ensure 
accurate results. 

    

OXY2.3.1 M A baseline oximetry measurement is obtained and follows resting oximetry 
protocols.  
 
Guidance: Baseline measurements assess readiness to proceed with 
testing and provide and point of reference for the test findings.  

ATS Lab Manual 
PF-AC-25 

M 
 

F 
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OXY2.3.2 M Designated walking routes are pre-determined, flat; and as straight as 
possible.  
 
Guidance: The walking area is unobstructed and easily accessible with 
patients that have walking aids. 

 
M 

 
F 

OXY2.3.3 M Walking pace is determined by the patient. 
 
Guidance: The patient may slow down, stand and rest if needed. The 
therapist may assist the patient with monitoring or oxygen equipment 
during the test by the therapist walking behind the patient, but the 
therapist must not set the pace of the walk or rush the patient. 

 
M 

 
F 

OXY2.3.4 M Oximetry data (pulse rate and SpO2) is recorded every 30 seconds.  PF-AC-25 M 
 

F 

OXY2.3.5 M Oximetry data during the recovery phase is recorded for a minimum of one 
minute. 
 
Guidance: Post exercise testing measurements assess readiness for 
discharge.  

 PF-AC-25 M 
 

F 

OXY2.3.6 B Total distance traveled is recorded.  PF-AC-25 B 
 

F 

OXY2.3.7 B Dyspnea symptoms are recorded pre and post walk (e.g. Borg Scale 
Rating). 

 
B 

 
F 

OXY2.3.8 M Technical notes for the interpreting physician included comments: 
• Pace of the walk 
• Oxygen use (e.g. portable oxygen concentrator or cylinder, flow or 

FiO2) 
• Test pause or termination 

ATS Lab Manual 
 PF-AC-2025 

M 
 

F 

OXY2.4 
 

Procedures for oxygen titration using pulse oximetry are conducted to 
ensure accurate results. 
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OXY2.4.1 B The target SpO2 is conducted as per physician orders or facility policy.  PF-AC-25 B 
 

F 

OXY2.4.2 M The protocol for oxygen titration is standardized and includes: 
• starting oxygen flow or FiO2 
• incremental oxygen changes (e.g. + 1L/min) 
•  final oxygen parameters to achieve targeted SpO2 

 PF-AC-25 M 
 

F 

OXY2.5 
 

Procedures for hypoxic challenge test (HCT) are conducted to ensure 
accurate results. 

 BTS 
   

OXY2.5.1 M Prior to booking, the medical director ensures that a pre-flight assessment 
of the patient is conducted.  

 
M 

 
F 

OXY2.5.2 M The facility determines the exclusion or inclusion criteria for testing. 
 

M 
 

F 

OXY2.5.3 M The facility considers the patients age and clinical stability when booking 
the test and establishing testing protocols. 

 
M 

 
F 

OXY2.5.4 M The equipment assembly ensures a closed system for testing and the use 
of nose clips.  

 
M 

 
F 

OXY2.5.5 M The hypoxic gas mixture concentrations are well defined and approved by 
the medical director (e.g. 15% Oxygen) 

 
H 

 
F 

OXY2.5.6 M The protocol for testing includes: 
• achieving a stable SpO2 at rest 
• the desired flow rate to ensure inspiratory demands are met 
• normal tidal breathing 
• the threshold to titrate oxygen into the closed system (e.g. SpO2 < 

85%) 
• duration of the test 

 PF-AC-25 M 
 

F 

OXY2.5.7 M An arterial ABG is considered, if a reliable signal for SpO2 cannot be 
achieved. 

ATS Lab Manual M 
 

F 
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No.  Description Reference Risk Change Asmt. 

OXY2.6 
 

Reporting of oximetry parameters follows current standards and best 
practices. 

    

OXY2.6.1 M Pulse rate and SpO2 are reported. 
 

M 
 

F 

OXY2.6.2 M Any clinical findings that may impact the test or assist in the physician’s 
interpretation are documented. 

 
M 

 
F 
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Overnight pulse oximetry 

No.  Description Reference Risk Change Asmt. 

OXY3.0 
 

OVERNIGHT PULSE OXIMETRY  
    

OXY3.1 
 

Overnight pulse oximetry tests are conducted in a manner that 
ensures accurate results. 

 JCSM 2019 
 POLY-AC-24 

   

OXY3.1.1 M The patient and/or caregiver receives instructions on the pulse oximeter 
that includes turning the oximeter on and off. 

 
L 

 
F 

OXY3.1.2 M The patient and/or caregiver receives instructions on the pulse oximeter 
that includes placing and securing the probe. 

 
L 

 
F 

OXY3.1.3 M The patient and/or caregiver receives instructions on the pulse oximeter 
that includes ensuring that a good signal is achieved. 

 
L 

 
F 

OXY3.1.4 M The patient and/or caregiver receives instructions on the pulse oximeter 
that includes process to record events through the night. 

 
L 

 
F 

OXY3.1.5 M Pulse rate and oxygen saturation data are collected for at least four hours.  
 
Guidance: Six hours of data is preferable. 

 
L 

 
F 

OXY3.2 
 

Overnight pulse oximetry data is recorded and reported in a manner 
that ensures accurate results for interpretation. 

AASM  
POLY-AC-24 

   

OXY3.2.1 B Unedited data is available to the interpreting physician. 
 

B 
 

F 

OXY3.2.2 B Data analysis is performed using appropriate software provided by the 
device vendor and using a validated scoring algorithm. 

 
B 

 
F 

OXY3.2.3 M Prior to analysis, there is a defined process to technically review the data. 
 
Guidance: Technical review may require appropriate processing to data to 
remove artifact. 

 PF-AC-25 M 
 

F 
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No.  Description Reference Risk Change Asmt. 

OXY3.2.4 M The reporting of data includes SpO2% mean. 
 

L 
 

F 

OXY3.2.5 M The reporting of data includes SpO2% minimum. 
 

L 
 

F 

OXY3.2.6 B The reporting of data includes SpO2% maximum. 
 

B 
 

F 

OXY3.2.7 M The reporting of the percentage of time the SpO2 is below a threshold is 
defined.  
 
Guidance: It is recommended the reporting of data includes total time the 
SpO2 is below 88%, 85%, and 80%. 

 PF-AC-25 M 
 

F 

OXY3.2.8 M The reporting of data includes the desaturation index and is defined.  
 
Guidance: The number of oxygen desaturations of > 3% or > 4% from 
baseline per hour of sleep.  

 AASM L 
 

F 

OXY3.2.9 M The reporting of data includes pulse rate (mean, minimum and maximum). 
 

L 
 

F 

OXY3.2.10 M The reporting of data includes graphic data of SpO2 and cardiac rate for 
the duration of the test. 

 
L 

 
F 

OXY3.2.11 M The reporting of data includes details of the therapeutic intervention 
settings (e.g. PAP settings). 

 
M 

 
F 
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Glossary 

Term Definition 

pulse oximeter Is a non-invasive monitoring device used to measure arterial oxygen saturation and pulse rate 
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Introduction 
The Six-Minute Walk Test (6MWT) is a standardized functional exercise test designed to assess submaximal exercise capacity and 
endurance. While peripheral oxygen saturation (SpO₂) is frequently monitored during the procedure, the 6MWT is not an 
oxygen desaturation test. Desaturation that occurs during the 6MWT should be considered an observation or secondary 
outcome, not the primary intent of the test. The primary purpose of the 6MWT is to evaluate functional status, treatment 
response, and prognosis in cardiopulmonary and other chronic diseases, in accordance with established guidelines. 
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Six-minute walk test equipment 

No.  Description Reference Risk Change Asmt. 

6MWT1.0 
 

SIX-MINUTE WALK TEST EQUIPMENT 
    

6MWT1.1 
 

Equipment for six-minute walk testing follows current standards to 
ensure accurate, reliable and reproducible measurements. 

    

6MWT1.1.1 M Equipment for oximetry follows current standards to ensure accurate, 
reliable and reproducible measurements. 
 
Guidance: Refer to the Oximetry chapter for further details. 

 PF-AC-25 M 
 

F 

6MWT1.1.2 M The facility defines thresholds and safety criteria for terminating the test. 
 
Guidance: Threshold levels for saturation and heart rate are defined by the 
lab and include symptoms such as dyspnea, chest pain, dizziness or staff 
discretion. 

 ATS/ERS2 H 
 

F 

6MWT1.1.3 M The mode of exercise is defined and consistent (e.g. treadmill vs. corridor). 
 
Guidance: Treadmill used for a six-minute walk test is an acceptable more; 
however, this mode may significantly underestimate the actual distance 
travelled and therefore the two modes are not interchangeable.  

 CHEST M 
 

F 

6MWT1.1.4 M A designated area is used for testing that is flat and unobstructed.  
 
Guidance: A minimum of 30 meters of unobstructed path is desired, but 
this may not be achievable in a health-care facility. The path is 
predetermined in consultation with the medical director.  

 ATS 2002 H 
 

F 

6MWT1.1.5 M The pathway is marked every meter with turnaround cones at each end.  ATS 2002 M 
 

F 

6MWT1.1.6 M A chair is available at the starting mark.  ATS 2002 H 
 

F 

  



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Six-Minute Walk Test 5 of 10 
 Document ID: 12762                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

Six-minute walk test procedure 

No.  Description Reference Risk Change Asmt. 

6MWT2.0 
 

SIX-MINUTE WALK TEST PROCEDURE 
    

6MWT2.1 
 

Procedures for six-minute walk test are conducted to ensure accurate 
results. 

    

6MWT2.1.1 M The procedure is explained to the patient and includes the goal of the test. 
  
Guidance: The goal of the test is to walk as far as possible for six minutes. 
The patient may slow down, stop or rest, but should resume walking as 
soon as they are able to. 

 ATS 2002 M 
 

F 

6MWT2.1.2 M A standardized script is established for testing (e.g. after each minute a 
standardized encouraging statement is provided, “You are doing well. 
Keep up the good work.”. 

 ATS 2002 M 
 

F 

6MWT2.1.3 M The use of supplemental oxygen is not discontinued for the test. 
 
Guidance: Oxygen is supplied as per physician orders or at the patient’s 
standard flow rate.  

PF-AC-2025 
ATS/ERS3 

H 
 

F 
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Six-minute walk test documentation 

No.  Description Reference Risk Change Asmt. 

6MWT3.0 
 

SIX-MINUTE WALK TEST DOCUMENTATION 
    

6MWT3.1 
 

Documentation for six-minute walk test follows current standards and 
best practices. 

    

6MWT3.1.1 M Pre and Post test documentation includes: 
• distance walked 
• pulse rate 
• SpO2 
• blood pressure 
• borg scale score for dyspnea and fatigue 

 ATS 2002 M 
 

F 

6MWT3.1.2 M Any clinical findings that may impact the test or assist in the physician’s 
interpretation are documented. 

 PF-AC-2025 M 
 

F 

6MWT3.1.3 M If the patient is on supplementary oxygen, then the following details are 
noted: 

• flowrate (lpm) 
• type of flow (e.g. pulse or continuous) 
• type of oxygen equipment (carried or pull cart) 

 PF-AC-2025 M 
 

F 
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Glossary 

Term Definition 

Six-Minute Walk Test 
(6MWT) 

Is defined as a standardized, self-paced exercise test that measures distance an individual can 
walk on a flat, hard surface in a period of six minutes.  
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Introduction 
Cardiopulmonary Exercise Testing (CPET) is a standardized and clinically valuable diagnostic tool that provides an assessment of 
the pulmonary, cardiovascular, and skeletal muscle systems during exercise. This test serves as the gold standard for the 
objective measurement of exercise tolerance. Unlike resting measurements, CPET evaluates physiological responses to a 
workload protocol, offering a dynamic assessment of exercise capacity and functional limitations. This approach allows clinicians 
to differentiate the underlying causes of dyspnea, exercise intolerance, or reduced functional status and to guide patient 
management across a wide range of cardiopulmonary conditions. 
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Cardiopulmonary exercise test equipment 

No.  Description Reference Risk Change Asmt. 

CPET1.0 
 

CARDIOPULMONARY EXERCISE TEST EQUIPMENT 
    

CPET1.1 
 

Equipment for CPET testing follows current standards to ensure 
accurate, reliable and reproducible measurements. 

    

CPET1.1.1 M The facility ensures that the equipment and supplies for CPET are capable 
of achieving the required performance. 

 PF-AC-25 M 
 

F 

CPET1.1.2 M There is a process to select the methodology and type of equipment used 
for CPET (e.g. treadmill, cycle ergometer). 

 ATS/ACCP L 
 

F 

CPET1.1.3 M The facility ensures that the equipment for CPET includes: 
• blood pressure monitor 
• pulse oximeter 
• ECG monitor 
• stethoscope 

ATS Lab Manual M 
 

F 
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Progressive exercise testing (pet) 

No.  Description Reference Risk Change Asmt. 

CPET2.0 
 

CARDIOPULMONARY EXERCISE TEST PROCEDURES  
    

CPET2.1 
 

Procedures for CPET testing are conducted to ensure accurate results. 
    

CPET2.1.1 M The facility defines any pre-testing or preliminary requirements (e.g. pre- 
and post-spirometry).  

 PF-AC-25 
ATS Lab Manual 

M 
 

F 

CPET2.1.2 M Prior to booking, the patient is advised to wear loose-fitting clothes and 
shoes suitable for exercise. 

ATS Lab Manual L 
 

F 

CPET2.1.3 M The facility establishes patient booking guidelines that include: 
• cardiac and respiratory stability 
• age 
• physical and mental competence 

ATS Lab Manual M 
 

F 

CPET2.1.4 M A physician qualified in exercise testing, ECG monitoring and gas 
exchange is present for testing. 

 PF-AC-25 H 
 

F 

CPET2.1.5 M The facility has immediate access to cardiac arrest/resuscitation equipment 
and staff trained in cardio-pulmonary resuscitation.  

 PF-AC-25 H 
 

F 

CPET2.1.6 M The facility has immediate access to providing supplemental oxygen.  PF-AC-25 H 
 

F 

CPET2.1.7 M The facility defines the testing protocol for CPET. 
 
Guidance: The facility establishes details for incremental exercise 
according to chosen ramp/step protocol until symptom-limited peak or 
achievement of predetermined endpoints. 

ATS/ACCP 
PF-AC-25 

M 
 

F 

CPET2.1.8 M CPET safety termination criteria are defined.  ATS/ACCP H 
 

F 



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 Cardiopulmonary Exercise Testing (CPET) 6 of 15 
 Document ID: 12747                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

No.  Description Reference Risk Change Asmt. 

CPET2.1.9 M Requirements for arterial and lactate samples are defined. 
 
Guidance: The onsite physician present for the test will direct requirements 
for sample collection.  
Refer to the Sample Collection chapter for details 

ATS Lab Manual M 
 

F 

CPET2.2 
 

Preliminary testing procedures for CPET testing are conducted to 
ensure accurate results. 

    

CPET2.2.1 B Prior to testing, a pre- and post-spirometry is conducted within one year of 
the test. 

 PF-AC-25 B 
 

F 

CPET2.2.2 B There is a process to ensure that the responsible physician reviews the 
requisition prior to booking the test.  

 
B 

 
F 
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Cardiopulmonary exercise testing parameters 

No.  Description Reference Risk Change Asmt. 

CPET3.0 
 

CARDIOPULMONARY EXERCISE TESTING PARAMETERS 
    

CPET3.1 
 

Recording and measured parameters are comprehensive and 
collected to evaluate cardiopulmonary performance. 

    

CPET3.1.1 M The patient is orientated to the equipment and testing protocol. 
 

M 
 

F 

CPET3.1.2 M The patient set up process is conducted in a safe and comfortable manner.  PF-AC-25 M 
 

F 

CPET3.1.3 M Set up procedures to collect and monitor data include: 
• heart rate (HR) and SpO2 
• blood pressure 
• ECG 
• Borg Scale score for dyspnea and fatigue 

 ATS/ACCP H 
 

F 

CPET3.1.4 M A modified 10 lead ECG configuration (Mason-Likar) is used to obtain a 12 
lead ECG. 
  
Guidance: Appropriate skin preparation is conducted to ensure a secure 
and stable connection. 

 ATS/ACCP H 
 

F 

CPET3.1.5 M Calculation for target HR is defined.   ATS/ACCP M 
 

F 
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Cardiopulmonary exercise testing phases 

No.  Description Reference Risk Change Asmt. 

CPET4.0  
  

CARDIOPULMONARY EXERCISE TESTING PHASES 
    

CPET4.1 
 

Pre-exercise procedures for CPET testing are conducted to ensure 
accurate results. 

    

CPET4.1.1 M Prior to testing, the equipment is set up and calibrated as per facility 
protocol. 
 
Guidance: The metabolic cart, gas analyzers, ECG leads and ventilatory 
mouthpiece are as per manufacturers’ recommendations. 

 ATS/ACCP M 
 

F 

CPET4.1.2 M Staff and the onsite physician collaborate with establishing incremental 
testing protocols. 
 
Guidance: The selection of protocol yields a fatigue-limited exercise 
duration of 8 to 12 minutes. 

 PF-AC-25 M 
 

F 

CPET4.1.3 M The patient is rested for a sufficient amount of time to obtain baseline 
parameters. 

 PF-AC-25 M 
 

F 

CPET4.1.4 M Baseline parameters at rest are obtained and include: 
• HR and SpO2 
• blood pressure 
• dyspnea and fatigue score 
• ECG 

ATS/ACCP 
ATS Lab Manual 

M 
 

F 

CPET4.1.5 M Resting ECG data is obtained. 
 
Guidance: Both resting and supine ECG is recommended.  

 ATS/ACCP H 
 

F 
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No.  Description Reference Risk Change Asmt. 

CPET4.1.6 B Pre-exercise pulmonary function tests are reviewed (e.g. spirometry, MVV). 
 
Guidance: The type of PF test(s) will help guide current ventilatory status 
and workload protocol. 

ATS Lab Manual B 
 

F 

CPET4.2 
 

Exercise procedures for CPET are conducted to ensure accurate 
results. 

    

CPET4.2.1 M Monitoring parameters are defined and include the frequency of the 
collection. 

 PF-AC-25 H 
 

F 

CPET4.2.2 M Continuous monitoring of HR and Sp02.  ATS/ACCP H 
 

F 

CPET4.2.3 M At one minute interval, dyspnea and fatigue Borg score is obtained.  PF-AC-25 M 
 

F 

CPET4.2.4 M At two-minute intervals, blood pressure and ECG is obtained.  PF-AC-25 H 
 

F 

CPET4.2.5 M During exercise, pulmonary function tests are collected (e.g. IC, FVL). 
 
Guidance: The type of PF test(s) will help guide current ventilatory status 
and workload protocol. 

 PF-AC-25 M 
 

F 

CPET4.2.6 M To ensure maximal effort, positive verbal encouragement is provided to 
the patient.  

ATS Lab Manual M 
 

F 

CPET4.2.7 M At termination of exercise, the patient is asked for the reason for stopping 
(e.g. leg fatigue, SOB). 

ATS Lab Manual H 
 

F 

CPET4.3 
 

Post-exercise procedures for CPET are conducted to ensure accurate 
results. 

    

CPET4.3.1 B Post termination, a cool down phase at a reduced workload is conducted 
for two to four minutes. 

Ruppel 
ATS Lab Manul 

B 
 

F 
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No.  Description Reference Risk Change Asmt. 

CPET4.3.2 M Post exercise, HR and SpO2 are monitored continuously for two to six 
minutes. 

 PF-AC-25 H 
 

F 

CPET4.3.3 M Peak blood pressure is obtained within one minute of termination of the 
study. 

 PF-AC-25 H 
 

F 

CPET4.3.4 M Post exercise blood pressure is monitored for two to six minutes. 
 
Guidance: It is recommended to measure blood pressure at two minute 
intervals. 

 PF-AC-25 H 
 

F 

CPET4.3.5 M Post exercise, 12 lead ECG is monitored for a minimum of 6 minutes with 
an obtained recording at one- to three-minute intervals. 

 PF-AC-25 H 
 

F 

CPET4.3.6 M Discontinuing monitoring occurs when the patient is stable or under the 
direction of the onsite physician. 
 
Guidance: Post exercise vitals are monitored for an extended period if they 
have not returned to near pre-exercise values.  

 PF-AC-25 H 
 

F 
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Cardiopulmonary exercise test documentation 

No.  Description Reference Risk Change Asmt. 

CPET5.0 
 

CARDIOPULMONARY EXERCISE TEST DOCUMENTATION 
    

CPET5.1 
 

Reporting of CPET parameters follows current standards and best 
practices. 

 ATS/ACCP 
   

CPET5.1.1 M The maximum O2 uptake is reported (VO2 max).  ATS/ACCP M 
 

F 

CPET5.1.2 M Maximal workload achieved.  ATS/ACCP M 
 

F 

CPET5.1.3 M Maximal HR.  ATS/ACCP M 
 

F 

CPET5.1.4 M Maximal minute ventilation (VE).  ATS/ACCP M 
 

F 

CPET5.1.5 M Anaerobic Threshold (AT).  ATS/ACCP M 
 

F 

CPET5.1.6 M Ventilatory equivalents (VE/VO2 and VE/VCO2).  ATS/ACCP M 
 

F 

CPET5.1.7 M Borg Scale for dyspnea and fatigue (resting and peak exercise).  ATS/ACCP M 
 

F 

CPET5.1.8 M Breathing reserve (BR).  ATS/ACCP M 
 

F 

CPET5.1.9 M Abnormal ECG tracings are reported.  ATS/ACCP M 
 

F 

CPET5.1.10 M The reason for termination of the study is reported.  ATS/ACCP M  F 

CPET5.1.11 M Any deviations from reporting CPET parameters are approved by the 
medical director. 
 
Guidance: The reporting parameters are defined from CPET5.1.1 to 
CPET5.1.10.  

 PF-AC-25 M  F 
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Glossary 

Term Definition 

Borg scale Refers to a standardized rating scale used to quantify a patient’s perception of breathlessness 
(dyspnea) or exertion during exercise or clinical testing.  

Example: (e.g. 0 to 10); where 0 represents no breathlessness and 10 represents maximal 
breathlessness.  
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Introduction 
Arterial blood gas (ABG) collection and analysis is a critical diagnostic tool used to evaluate a patient’s oxygenation, ventilation, 
and acid–base status. Accurate results depend on proper patient preparation, site selection, and sample collection technique. 
Unlike venous sampling, arterial puncture carries greater procedural risks, including vascular injury, hematoma formation, and 
compromised distal perfusion. Therefore, adherence to standardized protocols is essential to ensure patient safety and the 
reliability of test results. 

Prior to arterial puncture, the preferred site of collection is typically the radial artery due to its superficial location, ease of 
palpation, and collateral circulation. To confirm the adequacy of collateral blood flow to the hand, the Modified Allen’s Test is 
performed before puncture. 
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Arterial blood gas sample collection 

No.  Description Reference Risk Change Asmt. 

ABG1.0 
 

GENERAL REQUIREMENTS  
    

ABG1.1 
 

Procedures for arterial blood gas sample collection ensure high 
quality samples are obtained. 

    

ABG1.1.1 M Procedures for arterial blood gas sample collection include: 
i. patient preparation 

ii. sample volume requirements 
iii. sample storage  
iv. labeling and transport 

 PF-AC-25 M 
 

F 

ABG1.1.2 M The laboratory provides instructions for the recording of the identity of the 
person collecting the primary sample and the collection date, and, when 
relevant, collection time.  

 DAP-LM H 
 

F 

ABG1.1.3 M The facility defines the qualifications, training and competency assessment 
for staff collecting arterial samples.  
 
Guidance: Refer to the delegate medical acts section. 

 PF-AC-25 M 
 

F 

  



College of Physicians and Surgeons of British Columbia  ACCREDITATION STANDARDS 

 
 ABG Sample Collection 5 of 13 
 Document ID: 12745                     Version: 2.0        Publication date: 2026-04-01 Effective date: 2026-06-15 

Pre-collection activities 

No.  Description Reference Risk Change Asmt. 

ABG2.0 
 

PRE-COLLECTION ACTIVITIES 
    

ABG2.1 
 

Pre-collection activities for arterial blood gas collection provide 
sufficient information and instructions. 

    

ABG2.1.1 M Samples are traceable to an identified patient.  DAP-LM H 
 

F 

ABG2.1.2 M Sample collection, equipment and supplies are defined for the collection 
of an arterial blood gas sample. 

 PF-AC-25 M 
 

F 

ABG2.1.3 M Prior to collection, the collector assesses necessary contraindications, and 
precautions (e.g. coagulopathy issues).  

 PF-AC-25 H 
 

F 

ABG2.1.4 M Prior to the collection, sample labels are prepared.  PF-AC-25 H 
 

F 

ABG2.1.5 M The collector verifies the requisition if the sample is to be collected on 
room air or oxygen. 

 PF-AC-25 H 
 

F 
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Collection activities 

No.  Description Reference Risk Change Asmt. 

ABG3.0 
 

COLLECTION ACTIVITES 
    

ABG3.1 
 

Collection activities for arterial blood gas collection provide sufficient 
information and instructions for obtaining a sample. 

    

ABG3.1.1 M Sample collection sites are appropriately selected.  PF-AC-25 H 
 

F 

ABG3.1.2 M The patient is examined for the presence of ulnar artery occlusion prior to 
arterial puncture using a modified Allen’s test. 

 Ruppel H 
 

F 

ABG3.1.3 M The collector obtains oximetry data at rest prior to collection.  Ruppel M 
 

F 

ABG3.1.4 M The collector ensures gloves are worn for the collection of the sample.  PF-AC-25 M 
 

F 

ABG3.1.5 M Post-phlebotomy care includes the use of adhesive bandages or 
hypoallergenic tap and gauze pads or cotton balls. 
 
Guidance: Gauze pads are preferred over cotton balls because of the 
possibility of dislodging the platelet plug at puncture site.  

 ISO20658 M 
 

F 

ABG3.1.6 M Immediately after collection, direct pressure is applied over the sample site 
for a defined period.  

 PF-AC-25 H 
 

F 

ABG3.1.7 M The collector observes any excessive bleeding or hematoma development 
over the sample site. 

 ATS/ERS1 H 
 

F 

ABG3.1.8 M There is a process for patient adverse events that occur during the sample 
collection process. 
 
Guidance: Staff know how to access emergency services or respond to 
medical emergencies (e.g. fainting, seizures, cardiac arrest).  

 ISO20658 H 
 

F 
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No.  Description Reference Risk Change Asmt. 

ABG3.1.9 M The collector caps the collected sample immediately to prevent any air 
contamination. 

 PF-AC-25 M 
 

F 
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Labeling and transport 

No.  Description Reference Risk Change Asmt. 

ABG4.0 
 

LABELING AND TRANSPORT 
    

ABG4.1 
 

Labeling and transport of the sample ensures sample identity and 
transport in an appropriate manner. 

    

ABG4.1.1 M Samples are labeled after the collection process, in the presence of the 
patient by the collector.  
 
Guidance: Pre-labeling of the sample containers for patient collected 
samples is acceptable. 

 DAP-LM H 
 

F 

ABG4.1.2 M Primary samples are labelled with a minimum of two patient identifiers.  DAP-LM H 
 

F 

ABG4.1.3 M The facility ensures the timely as safe transportation of samples, the 
laboratory provides instructions for: 

i. Packaging of the sample for transport  
ii. Ensuring the time between collection and receipt in the laboratory 

is appropriate for the requested test 
iii. Maintaining the temperature interval specified for the sample 

collection and handling 
iv. Details of oxygenation parameters 

 ISO15189  
 
DAP – LM 
 
PF-AC-25 

M 
 

F 

ABG4.1.4 M Samples are transported in an approved leak-proof container.  DAP-LM H 
 

F 

ABG4.1.5 M Multiple samples collected from one patient at the same time (e.g. right vs 
left arterial sampling) are uniquely identified. 

 PF-AC-25 M 
 

F 
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No.  Description Reference Risk Change Asmt. 

ABG4.1.6 M There is a written policy regarding correction of information on sample 
labels.  
 
Guidance: The policy may be as simple as “There is to be no correction of 
information on sample labels.” The laboratory defines circumstances under 
which correction of the information on sample labels is permitted. A record 
of all such corrections should be maintained. The laboratory should 
investigate errors in sample labeling and develop corrective/preventive 
action as appropriate, including education of staff that collect samples. 

 DAP-LM H 
 

F 
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Glossary 

Term Definition 

arterial blood gas Is a diagnostic test that involves sampling blood from an artery (commonly the radial, brachial, or 
femoral artery) to measure pH, partial pressures of oxygen (PaO₂) and carbon dioxide (PaCO₂), 
and bicarbonate (HCO₃⁻). 

modified allen’s test 
(MAT) 

Refers to a bedside assessment of collateral circulation in the hand, ensuring that ulnar artery flow 
is sufficient to maintain perfusion should radial artery compromise occur. 
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