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Introduction to the accreditation process 

The Non-Hospital Medical and Surgical Facilities Accreditation Program (NHMSFAP) 
Accreditation Manual is designed to help facilities understand the processes, forms, and 
requirements of the NHMSFAP accreditation cycle. The accreditation process is expected to 
be a collaborative process, so please contact us if you have any questions. This manual will 
be revised and improved using key health partner feedback. 

Background 

As a program of the College of Physicians and Surgeons of BC (CPSBC), the mandate and 
authority of the NHMSFAP is derived from Part 13.1 of CPSBC’s Bylaws under the Health 
Professions and Occupations Act SBC 2022 Chapter 43. The NHMSFAP’s mandate is to assess 
the quality of medical, surgical, dental and anesthesia services in independent medical and 
surgical facilities in the province of British Columbia through accreditation activities. 

Specifically, section 13-3 of the Bylaws state: 

(1)  A facility must have a certificate of provisional or full accreditation to provide a 
procedure in schedule G. 

(2)  A facility must comply with the requirements set out in these Bylaws, including 
the applicable accreditation standards for the NHMSFAP . 

What is accreditation? 

Accreditation is the evaluation of processes to ensure the quality of safe patient care and staff 
safety, through competence and conformance to the NHMSFAP accreditation standards and 
guidelines. Patients accessing non-hospital medical and surgical services should always 
expect safe care. Accreditation elevates the confidence of patients, licensees, nursing and 
support staff, facility administration, government and any others working in the accredited 
facility. Accreditation provides formal recognition that the organization meets industry best 
practices. 

Accreditation application 

Many procedures are only permitted to be performed in an accredited NHMSFAP facility. 
Please refer to the appropriate procedures list on CPSBC’s website. 

Facilities wishing to perform these procedures must apply for accreditation using the 
Provisional Accreditation Application form. 

Accreditation cycle and award expiry 

NHMSFAP accreditation involves a formal assessment against all appropriate NHMSFAP 
accreditation standards once every 46 to 48 months. The outcome of the assessment is 
reviewed with the NHMSFAP Committee (“the committee”), who then decides on the 
accreditation award including: 

• Provisional accreditation 

o Once a facility is ready to open, an assessment is conducted to evaluate if the 
facility meets requirements such as applicable CSA Z8000 standards, facility 
management, patient experience, building services, emergency preparedness, 

https://www.cpsbc.ca/accredited-facilities/nhmsfap/credentialing/procedures-list
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infection prevention and control, and safety and risk standards. A facility must 
remediate any nonconformances before they can open and provide patient 
care. 

o After being granted permission to open, an assessment is conducted within 
the first year, using the patient tracer methodology. The facility is assessed for 
conformance to the standards related to the patient experience. 

o After successful completion of the patient tracer, the committee may grant the 
facility full accreditation (a four-year term of accreditation with a five-year 
certificate), with or without a requirement for a further on-site assessment 
during the term of accreditation. 

o The four-year term of accreditation and the five-year certificate are dated for 
the first day of the provisional accreditation. 

• Full accreditation 

o A facility must demonstrate conformance with all mandatory criteria from the 
applicable core standards. 

o Depending upon the medical, surgical, dental or anesthesia services provided, 
a non- hospital facility may also be required to be in conformance with all 
mandatory criterion from procedure-specific accreditation standards to be 
awarded full accreditation. Examples of procedure-specific accreditation 
standards include immediately sequential bilateral cataract surgery and 
laparoscopic adjustable gastric banding. 

o If any criterion is rated “No” it must be remediated to the satisfaction of the 
committee to be awarded full accreditation. 

o A facility does not need to demonstrate conformance with a best practice 
criterion to achieve full accreditation. 

o The committee may grant the facility full accreditation not to exceed five years 
with or without a requirement for a further on-site assessment during the term 
of accreditation. 

• Accreditation with conditions 

o The committee may direct the NHMSFAP to conduct a further focused 
assessment during the accreditation cycle to ensure the facility 
nonconformances are met. 

At any point during the term of a certificate of provisional or full accreditation the NHMSFAP 
Committee may, on its own initiative, amend a certificate, impose limits and conditions on a 
certificate, or suspend or revoke a certificate based on reasonable grounds to believe: 

(a)  a medical director or facility has failed to comply with the terms of a certificate of 
provisional or full accreditation, as applicable,  

(b) a medical director of facility has failed to meet the requirements for accreditation set 
out in the Bylaws, including the applicable accreditation standards, 

(c) a medical director or facility has failed to cooperate with the NHMSFAP Committee or 
any of the requirements of the NHMSFAP, 
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(d) a medical director has failed to meet the requirements of the medical director 
standard,  

(e) there are one or more unacceptable patient outcomes at the facility, or 

(f) the operations at the facility pose a risk to the safety of patients, staff, and/or the 
public.  

NHMSFAP team 

The team is comprised of a manager of accreditations, manager of standards and facilities, 
quality improvement lead, accreditation assessment officer, and accreditation coordinators. 

The manager of accreditations provides leadership for the delivery of the accreditation of 
non-hospital facilities including leadership to accreditation assessment officers and 
contracted assessors to ensure planned accreditation activities are conducted by qualified, 
trained personnel. 

The manager of standards and facilities is responsible for the development of accreditation 
standards and evaluation of processes and practices in independent non-hospital 
medical/surgical facilities within the province of BC. 

The quality improvement lead is responsible for overseeing patient safety incidents 
occurring within the non-hospital sector and supporting facilities with credentialing and 
privileging activities and may participate in patient safety incident investigations. 

The accreditation assessment officer is responsible for assessing the performance of 
facilities for awarding accreditation and managing assessment teams during facility 
accreditations. 

The accreditation coordinators will work collaboratively with program staff and other CPSBC 
departments to uphold its mandate to establish, monitor and ensure standards of practice in 
independent medical and surgical facilities in British Columbia. 

Credentialing and privileging 

All medical staff in accredited non-hospital facilities in British Columbia must undergo an 
appointment process. Privileges at a non-hospital facility are requested through the medical 
director of the facility. 

. The NHMSFAP Committee has adopted the BCMQI dictionaries as objective criteria within 
each specialty. This includes the following requirements: 

• privileges that are core and non-core for each specialty 

• training and current experience requirements 

Please refer to CPSBC’s website for more information on credentialing and privileging. 

NHMSFAP accreditation standards 

NHMSFAP accreditation standards detail the level of performance expected of all non-
hospital medical/surgical facilities that perform procedures restricted to accredited facilities 
and are used to evaluate the safety and quality of care delivered in these facilities. Standards, 
guidelines and policies focus on important patient care practices and organizational functions 
that represent the minimum level of performance required to achieve accreditation and are 

https://www.cpsbc.ca/accredited-facilities/nhmsfap/standards
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essential to safe and quality care. This includes but is not limited to; clinical care processes, 
medication safety, infection prevention and control, and medical device reprocessing 
processes. 

NHMSFAP accreditation standards are developed using a defined and rigorous process. This 
process reflects best practice guidelines established by national and international evaluation 
organizations that assess accreditation programs and standards. 

NHMSFAP accreditation standards are developed through a collaborative, consultative and 
consensus building process that may involve health professionals, organizations, academics, 
experts, health authorities, and other colleges. The process for standards development and 
review includes input from the medical and surgical facilities that will be using the standards. 
The NHMSFAP Committee is responsible for final approval in its capacity to establish 
performance standards to ensure the delivery of high quality and safe services in BC. 

The research and development of the accreditation standards may involve an expert 
advisor/advisory committee if subject matter expertise required exceeds the scope of 
program staff and/or the NHMSFAP committee. If convened, an advisory committee has 
specific terms of reference that outline the role, membership, term of appointment and 
frequency of meetings. Terms of reference guide the activities of each advisory committee. 

The NHMSFAP accreditation standards are a group of over 50 standards that cover the 
following areas: 

• facilities management 

• patient experience 

• procedure-specific management 

• emergency preparedness 

• building services 

• infection, prevention and control 

• safety and risk 

NHMSFAP accreditation standards that assess the common systems and processes that every 
non-hospital facility must have in place, are referred to as the core standards. Examples of 
core standards include: 

• Pre-admission Evaluation and Selection (patient experience); 

• Governance and Leadership (facilities management); 

• Electrical Systems and Safety (building services); 

• Emergency cart medication and equipment (emergency preparedness); 

• Hand Hygiene (infection, prevention and control); and 

• Surgical Safety Checklist (safety and risk). 

Structure of NHMSFAP accreditation standards 

NHMSFAP accreditation standards have the following structure: 
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1. Standard – the title of the standard is the subject matter, topic or function assessed by the 
standard. 

2. Overall principle statements – these describe the high-level outcomes within each 
standard. Each principle statement within a standard is identified by two digits (e.g. 1.1). 

3. Criteria – these describe the practices, actions or documentation that collectively 
demonstrate conformance with the overall principle statement. Criteria are identified by 
three digits (e.g. 1.1.1). A criterion is either a mandatory requirement for accreditation, or 
a best practice. 

a. Mandatory (compulsory) criteria are indicated by a bold type face M. 

b. Best practice (non-compulsory) criteria are indicated by a bold type face B. 

4. Guidance – this explains and expands on the concepts contained within the criterion 
when the criterion is not obvious or self-explanatory. The guidance is shaped and driven 
by CPSBC’s values. 

The guidance takes the “guess-work” out of what practices, actions or documentation is 
expected, assists facilities in assessing their own performance against the standards and 
improves inter-assessor reliability. While compliance with the criterion may be 
demonstrated in ways other than those outlined, the guidance outlines the preferred 
practices, actions or documentation for demonstrating conformance with the criterion. 

Example of an accreditation standard 

 

SSCL1.0 Surgical Safety Checklist 

SSCL1.1 The surgical safety checklist meets the intent of the Canadian Patient Safety 
Institute surgical safety checklist initiative. 

SSCL1.1.1 M The surgical safety checklist in use at the facility has been approved by 
the medical director. 

Guidance: The medical director is responsible for ensuring the surgical 
safety checklist implemented at their facility meets the intent of the 
Canadian Patient Safety Institute (CPSI) surgical safety checklist (SSCL) 
initiative. Therefore, it is recommended that non-hospital facilities adopt 
the SSCL developed by the CPSI. While the checklist is intended to be 
universally applicable, it is not always a perfect fit for all facilities. If any 
modifications are made to the CPSI SSCL, they are to be undertaken with 
awareness and intent to maintain the following guiding principles: 
focused, brief, actionable, verbal, collaborative, tested and integrated. 
Medical director approval of the SSCL in use at the facility (i.e. CPSI SSCL 
or modified CPSI SSCL) must be on file at the facility. 

 

 

Criterion 

Mandatory 
Requirement for 

Accreditation 

Guidance 

Overall Principle 
Statement Standard 

https://www.cpsbc.ca/about/mission-mandate-and-values
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Rating scale methodology 

A binary rating system of “Yes” or “No” is used for measuring the overall achievement of each 
criterion along with a “Not Applicable” option. A facility must achieve “Yes” on all 
mandatory criteria to be awarded full accreditation. 

NHMSFAP standards are written to avoid more than one element in a criterion. However, in 
the rare occasion where a criterion may have more than one element, the facility must 
demonstrate conformance with all the elements within the criterion to achieve a “Yes” 
outcome. Each mandatory criterion has a risk rating: critical, high, and moderate/low-risk. 
Each mandatory criterion has the same weight regardless of its risk rating.  

Critical A nonconformance that presents immediate hazardous or unsafe 
conditions for patients or facility personnel or pervasive deficiency in the 
facility, that represents systemic failure leading to unsafe conditions for 
patients or facility personnel. 

High A nonconformance that will result in hazardous or unsafe conditions for 
patients or facility personnel. 

Moderate/low A nonconformance that could result in hazardous or unsafe conditions for 
patients or facility personnel, or a nonconformance that undermines 
safety/quality but is very unlikely to contribute to harm. 

A mandatory criterion with more than one element does not have more weight than a 
mandatory criterion with only one element. A “No” outcome on a critical or high-risk 
mandatory criterion, however, requires the facility to resolve the non-conformance within the 
assigned timelines  

The “NA” option can be used when the criterion guidance specifies that it is not applicable to 
a type of facility or situation. For example, NHMSFAP Pre-admission Evaluation and Selection 
standard PAE1.1.6 states Class 3 (local anesthesia only) facilities are not required to screen 
patients for venous thromboembolism (VTE). 

The “NA” option is also be used when based upon the medical, surgical, dental and 
anesthesia procedures performed at the facility, the core standard or a section of the core 
standard does apply.  

For example, NHMSFAP’s Anesthesia accreditation standard, and section DOC1.9 of 
NHMSFAP’s Medical Records and Documentation standard would not apply to a facility with 
no anesthesiologists on staff. The self-assessment should state the reason the core standard, 
section of the core standard or specific criterion is not applicable. If the assessment team 
determines that the core standard, section of the core standard or specific criterion is 
applicable, this is documented in the report as a requirement. 

NHMSFAP accreditation assessment reports use the documentation by exception (DBE) 
method. Conformance with a criterion is recorded in the e-accreditation software as a “Yes” 
rating but all “Yes” ratings are filtered out by the software and do not appear in the 
accreditation report. Non-conformance with a criterion is recorded in the e-accreditation 
software as a “No” rating and appears in the accreditation report as a requirement (i.e. 
citation). 
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Table 1: Examples of accreditation report documentation 

Rating Mandatory 
criterion 

Critical- or 
high-risk 
criterion 

Assessment 
report 

Facility action 

“Yes” M (Yes) Yes DBE  

Facility self-assessment indicates “Yes” outcome 

Facility assessment demonstrates conformance with the criterion and there is evidence to 
support the above (i.e. practice observed, awareness by relevant staff, processes to 
ensure intended outcomes are achieved, documented evidence) 

“Yes”  B (No, best 
practice) 

NA DBE  

Facility self-assessment indicates “Yes” outcome 

Facility assessment demonstrates conformance with the criterion and there is evidence to 
support the above (i.e. practice observed, awareness by relevant staff, processes to 
ensure intended outcomes are achieved, documented evidence) 

“No” M (Yes) Yes Non-
conformance(s) 
cited 

All critical-and high-risk non-
conformances must be 
resolved within the assigned 
timelines  

Facility self-assessment indicates “No” outcome 

Facility does not demonstrate conformance with the standard, criterion or element 
and/or there is no evidence to support the above (i.e. practice not demonstrated, staff 
are not aware of required practices and procedures, written policies to support practice 
are not in place). 

“No” M (Yes) No Non-
conformance(s) 
cited 

All mandatory criterion non-
conformances must be 
resolved to be awarded full 
accreditation 

Facility self-assessment indicates “No” outcome 

Facility does not demonstrate conformance with the standard, criterion or element 
and/or there is no evidence to support the above (i.e. practice not demonstrated, staff 
are not aware of required practices and procedures, written policies to support practice 
are not in place). 

“No” B (No, Best 
Practice) 

NA Opportunity 
for 

All OFIs should be 
acknowledged 
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Rating Mandatory 
criterion 

Critical- or 
high-risk 
criterion 

Assessment 
report 

Facility action 

improvement 
(OFI) noted 

Facility self-assessment indicates “No” outcome 

Facility does not demonstrate conformance with the standard, criterion or element 
and/or there is no evidence to support the above (i.e. practice not demonstrated, staff 
are not aware of required practices and procedures, written policies to support practice 
are not in place). 

“Yes” M (Yes) DBE --- 

Facility self-assessment indicates “Yes” outcome 

Facility assessment demonstrates conformance with the criterion and there is evidence to 
support the above (i.e. practice observed, awareness by relevant staff, processes to 
ensure intended outcomes are achieved, documented evidence) 

“Yes”  B (No, Best 
Practice) 

DBE --- 

Facility self-assessment indicates “Yes” outcome 

Facility assessment demonstrates conformance with the criterion and there is evidence to 
support the above (i.e. practice observed, awareness by relevant staff, processes to 
ensure intended outcomes are achieved, documented evidence) 

“No” M (Yes) Non-
conformance(s) 
cited 

All critical-and high-risk non-conformances 
must be resolved within the assigned timelines  

All moderate- and low-risk mandatory criterion 
non-conformances must be resolved to be 
awarded full accreditation 

Facility self-assessment indicates “No” outcome 

Facility does not demonstrate conformance with the standard, criterion or element 
and/or there is no evidence to support the above (i.e. practice not demonstrated, staff 
are not aware of required practices and procedures, written policies to support practice 
are not in place). 

 

“No” B (No, Best 
Practice) 

Opportunity for 
improvement 
(OFI) noted 

All OFIs should be acknowledged 
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Rating Mandatory 
criterion 

Critical- or 
high-risk 
criterion 

Assessment 
report 

Facility action 

Facility self-assessment indicates “No” outcome 

Facility does not demonstrate conformance with the standard, criterion or element 
and/or there is no evidence to support the above (i.e. practice not demonstrated, staff 
are not aware of required practices and procedures, written policies to support practice 
are not in place). 

Re-assessment process 

Pre-assessment 

Assessment notification letter 

Facilities that have been awarded a four-year accreditation, will be sent a “Notice of 
Upcoming Accreditation Assessment” letter approximately nine months before the expiry 
date of the accreditation award. The letter informs the facility of their current accreditation 
award expiry date, and to anticipate receipt of a pre-accreditation documentation package in 
preparation for their upcoming on-site assessment. 

Pre-accreditation documentation package  

This package is sent by email to the medical director and administrative leader approximately 
six months before the expiry date of the accreditation award.   

The pre-accreditation documentation package includes the following: 

1. A pre-accreditation letter outlining the accreditation process including a submission 
deadline. 

2. A pre-accreditation documentation checklist. 

3. A pre-accreditation questionnaire (appropriate to the facility’s level of accreditation 
and which mirrors the standard(s). 

a. Facilities are required to use this tool to self-assess their conformance with all 
criterion, both mandatory and best practice, using the same binary rating 
system (Yes/No or not applicable) to measuring achievement.  

4. BC Ministry of Health Best Practice Medical Device Reprocessing Audit Questionnaire. 

5. An Accreditation Agreement Form. 

a. The form provides a formal understanding that the facility will comply with 
requirements of the program and abide by the defined responsibilities of an 
accredited organization. The agreement is to be completed and signed by the 
medical director.  

The facility is asked to provide the NHMSFAP with potential assessment dates in the month(s) 
outlined in the pre-accreditation email. Once the assessment date is confirmed the 
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assessment team is scheduled. The assessment team members are selected based on the 
anesthesia level, the size and complexity of the facility.    

Site confirmation letter  

Once the assessment date is established, the medical director and administrative leader are 
provided with a site confirmation letter.  

The assessment date stated on the letter marks the commencement of the assessment. 
Please note, the assessment may be conducted over the course of one to two days (six to 
eight hours per day) depending on the complexity of services. Where possible, the 
assessment length is confirmed in advance.  

The facility is required to inform the accreditation team of the following: 

• The names of staff who will work with the assessors during the assessment. Staff with 
specific knowledge (e.g. intraoperative staff, PACU, anesthetist, medical device 
reprocessing, nursing manager, laser safety officer, medical radiation technologist) 
can also be included to address specific standards in a modality/discipline. 

• The name(s) of the facility team who will work with the accreditation assessment 
officer/manager accreditations throughout the assessment. 

• Surgical attire and personal protective equipment for the accreditation assessment 
team, as appropriate. 

• Any pertinent information which may assist the assessment team in locating the facility 
(e.g. parking, directions to the department, etc.). 

Assessor biographies 

The biography of each assessor (staff and peer) is also provided with the site confirmation 
letter to help the facility identify conflicts of interest. 

Please inform the NHMSFAP accreditation assistant immediately if there is a suspected 
conflict of interest, such as the assessor: 

• is currently employed by the facility being assessed (staff member or consultant); 

• is currently employed with a parent organization being assessed (staff member or 
consultant); 

• was previously employed by the facility being assessed (staff member or consultant 
less than two years ago); 

• has a family connection with employee/owner/shareholder of the facility being 
assessed; 

• has a financial interest in the facility being assessed; 

• is actively soliciting consulting business; 

• has other industry affiliation (e.g. assessor affiliated with laboratory specimen 
transport); or 

• is an industry competitor. 
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All peer (non-staff) assessors for the NHMSFAP are required to sign an agreement with CPSBC 
which includes code of conduct, conflict of interest and confidentiality commitments as part 
of their employment agreement. For this reason, assessors are not required to sign a facility 
confidentiality agreement. 

Rescheduling 

Accreditation assessments must be completed on or before the accreditation award expiry 
unless there are unforeseen extenuating circumstances. A request for an assessment date 
after the accreditation award expiry must be approved by the deputy registrar and/or the 
committee.   

If the facility has unforeseen extenuating circumstances that prevent the assessment from 
occurring on the scheduled date(s), the facility must immediately contact the NHMSFAP (by 
email) to request a date change and include the rationale for such change.   

If the grounds for rescheduling are not considered reasonable, the original date(s) will be 
maintained.  

Cancellation of a confirmed accreditation assessment date less than six weeks prior to the 
confirmed date may result in a rescheduling fee of $500. The facility may also incur the cost 
of the accreditation teams’ honorarium and/or expenses. 

Pre-assessment teleconference 

A pre-assessment teleconference will be scheduled with the facility’s medical director and 
administrative leader one to two weeks before the accreditation assessment date.  

The teleconference is an opportunity for the accreditation assessment officer/manager 
accreditations to review the site confirmation letter including:  

• scheduled date(s) 

• assessment schedule 

• accreditation team arrival time 

• required preparations 

• anticipated time for completion of the assessment 

• accreditation team members  

• an overview of the day(s) of accreditation site assessment 

Assessment 

The assessment process 

The assessment team (NHMSFAP staff and peer assessors) focus on the management and 
clinical service delivery using the patient tracer methodology and review of documents 
provided by the facility. 

A patient tracer methodology is used to determine whether there is consistent provision of 
appropriate and safe access to care, treatment, and services. By viewing care across the 
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organization, it allows the assessors to observe and assess the full scope of service that 
occurs at the facility.  

For example, assessors will observe a patient journey including admission, pre-procedure 
care, intraoperative care, surgical procedure, post-anesthesia care, discharge practices, 
imaging modalities (if used), and medical device reprocessing.  

The assessment team follows specific assessment protocols applicable to the facility and 
based on the NHMSFAP accreditation standards. The protocols direct the assessment 
activities and outline what questions to ask, and what activities to observe. The use of 
protocols increases the objectivity and consistency amongst assessors.   

The facility is required to provide the assessment team the following documents:  

• personnel files of all staff (e.g. MDRD, licensees, nursing) for review by the 
accreditation team during the assessment 

• patient medical records  

• facility policies and procedures manual  

• maintenance records (e.g. HVAC, equipment, fire, generator, medical gas pipeline 
system, electrical system and generator) 

• other documentation as required by the assessment team (e.g. quality assurance 
manual/documentation, emergency drill records) 

Assessor work room 

During the assessment, the assessor(s) will require a room or office to leave their personal 
items and complete their protocol(s). On occasion, the room may also be necessary for 
undisturbed discussions with the staff.  

Assessment schedule 

The following arrangements are recommended for the assessment day(s):  

Patient surgical procedures are booked for the various accredited services offered at the 
facility. 

• Fewer scheduled patients are booked to ensure staff has sufficient time to discuss 
processes with the assessor when patients are not present, or a mock patient tracer 
may be requested; and 

• If your facility’s scope of service includes any of the below, please attempt to book 
these procedures on the assessment day to ensure the assessor can observe the full 
scope of service: 

o Procedures requiring general anesthesia; 

o Endoscopy procedures 

o Cataract procedures/immediately sequential bilateral cataract surgery (ISBCS); 
and 

o Pediatric dental.  
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Assessment end 

A verbal summary of the assessment findings is provided at the end of the assessment, 
including critical and high-risk nonconformance(s).  

• Note: the facility will be required to remediate the critical nonconformance(s) prior to 
being allowed to provide further patient care, i.e. the facility may be required to 
suspend patient care immediately or may only be allowed to complete cases booked 
for the assessment day(s).   

The facility will receive a short survey to evaluate CPSBC’s accreditation process, standards 
and assessors. The survey link should be forwarded to other accreditation participants.   

Post-assessment process 

Assessment reports 

Critical/High-risk nonconformance report:  

After the assessment, the NHMSFAP prepares report(s) outlining any critical and high-risk 
nonconformances (NC). See Nonconformances (NC) below. 

• Critical nonconformance(s) are provided to the facility within two business days.  

o Commencement of patient-care procedures or examinations will not be 
permitted until the facility has provided a response to the report, including 
required evidence submission. Facilities are not permitted to provide further 
patient care until such time that they receive written notice from CPSBC. 

• High-risk nonconformance(s) are provided to the facility within seven calendar days. 

o The facility will be required to provide a response to each nonconformance 
and required evidence submission within seven days of receipt of the report. 

Final Report:  

An accreditation assessment report containing all remaining non-conformances 
(moderate/low risk) will be provided to the facility within 45 calendar days after the final day 
of the assessment. The facility will be required to provide a response to each non-
conformance and required evidence submission within 90 days of receipt of the report. The 
Medical Director is required to sign a letter to acknowledge the receipt of the report. Note: if 
the primary contact will be unavailable to receive and respond to any of the reports provided, 
NHMSFAP should be notified of an alternate contact.  

After all the NC have been remediated and facility’s responses and evidence submission 
have been accepted, an updated report is sent to the facility requesting the correction of 
factual inaccuracies (e.g. staff names and roles) only. Note: all feedback regarding factual 
inaccuracies will be reviewed and may or may not result in changes to the report. If feedback 
is not received within seven calendar days of receipt of the report, the report will be finalized. 

Once all NCs have been remediated, the NHMSFAP will submit the report to the NHMSFAP 
Committee for decision. Once approved by the committee, the facility’s final report, letters 
and certificate will be sent to the facility.  



College of Physicians and Surgeons of British Columbia  MANUAL 

 
Accreditation Manual  16 of 20 
Document ID: 11724                      Version: 1.2            Effective date: 2026-04-01  

Nonconformances (NC) 

A NC is a requirement that was not met at the time of the assessment. To be granted a new 
accreditation award, all NCs must be remediated within the assigned timelines . Facilities are 
required to submit evidence to NHMSFAP, demonstrating that the criterion, within the 
standard, have been implemented and the standard met within defined timelines. The 
timelines are based on risk to patient and staff safety.  

Facilities are encouraged to contact the NHMSFAP with any questions about the NCs. 

Preparing evidence for NCs 

The accreditation report includes a text box for each NC which is used by the medical 
director to add a written response to the NC.  

To demonstrate fulfillment of a NC, appropriate evidence submission may be required to 
illustrate remediation of a NC and implementation of an action item. Evidence may be 
provided in many forms (e.g. policies, procedures, staff signatures, photographs, records, 
etc.). Draft documents are not accepted as evidence.  

Contact the NHMSFAP if there are questions as to what constitutes evidence of completion of 
a nonconformance. 

Submitting evidence in response to NCs 

All documentation (report with responses and evidence) is to be submitted electronically to 
NHMSFAP by emailing nhmsfap@cpsbc.ca. 

Review and outcome of NC submission 

NHMSFAP will review the responses and evidence to determine whether the requirements 
are met. CPSBC’s subsequent response is provided in the report (i.e. approved, not approved 
or response acknowledged). If further clarification is required from the facility, the report is 
sent back to the facility. Further evidence may need to be provided if the submission is not 
approved. 

Extension requests for NCs 

If a NC is unable to be implemented within the required timeframe, the facility may request 
an extension with the reason, including a detailed plan of implementation. Any extension 
requests must be approved by the deputy registrar and/or the committee. NHMSFAP staff 
will communicate the decision to the facility. 

Variance requests for NCs 

If a facility believes that an NC is not relevant to their facility, the facility may request a 
variance. The facility must request a Variance Request form from NHMSFAP. Variance requests 
are reviewed and decided by the NHMSFAP Committee.  

Approved variance requests will result in an update to the final accreditation report. Please 
note, the variance may only be valid for the duration of the accreditation cycle and may be re-
evaluated during the next accreditation cycle. 

mailto:nhmsfap@cpsbc.ca.
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Overdue responses 

If the draft report is not returned to the NHMSFAP on time, program staff will contact the 
medical director by email. Failure to respond to the email within one week may result in a letter 
sent to the medical director and administrative leader from the deputy registrar.  

Accreditation award 

CPSBC’s NHMSFAP is the only regulatory body in BC that can grant an accreditation award 
on behalf of its governing authority. Accreditation is granted by the NHMSFAP Committee 
when a facility has met all the mandatory requirements. Once accreditation is granted, the 
NHMSFAP will issue letters and the accreditation certificate. 

Accreditation certificate 

Facilities that receive full accreditation, or accreditation with conditions, will receive a four-
year term of accreditation with a five-year certificate (see Appendix A).  

The certificate states the services that the facility provides, the effective date of accreditation 
as granted by the NHMSFAP Committee and a five-year expiry date. The certificate is printed 
on paper that cannot be duplicated. The new certificate is expected to be displayed in a 
place viewable by patients using your services. 

A re-accreditation assessment will be conducted on or before the end of the four-year term 
of accreditation which will be four years from the facility’s last accreditation assessment. 

The purpose of the additional year (i.e. five-year certificate) is to facilitate the following: 

• Time to conduct accreditation business processes; 

• Time for the facility to remediate all nonconformances; and 

• Accreditation decisions to be conducted at NHMSFAP committee meetings.  

Reconsideration of adverse accreditation decisions 

Adverse accreditation decisions may be reviewed upon request and according to Division 14 
of CPSBC’s Bylaws as stated below:  

13-37 (1) A medical director or proposed medical director may request the NHMSFAP 
Committee to reconsider an adverse accreditation decision under 
sections 13-6, 13-12, 13-21 and 13-30 of these Bylaws by submitting a request 
for reconsideration in the specified form within 30 days of receipt of notice of 
the adverse decision. 

(2) Upon receipt of a request for reconsideration, the NHMSFAP Committee will 
provide the medical director with an opportunity to be heard, which may be in 
writing. 

(3) Upon completing the reconsideration, the NHMSFAP Committee may: 

(a) affirm the adverse accreditation decision, 

(b) vary the adverse accreditation decision, or 

(c) set aside the adverse accreditation decision. 
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(4) Following completion of the reconsideration, the NHMSFAP Committee must 
deliver a written decision with reasons to the medical director as soon as 
practicable.  

Maintenance of accreditation 

Reporting significant changes 

Existing accredited facilities embarking on significant changes must notify the NHMSFAP of 
the following: 

1. Level of anesthesia: Facilities considering upgrading or downgrading the class of 
anesthesia procedures being provided must contact NHMSFAP before making any 
changes. Facilities planning to upgrade their class of anesthesia may require an on-
site assessment before proceeding.  

2. Medical director change: An accredited facility must at all times have a medical 
director who is a practising licensee in good standing with CPSBC with the education, 
credentials, qualifications, and experience required under the medical director 
standard. The owner of the facility must immediately provide written notice to the 
NHMSFAP Committee if the medical director ceases to be a practising licensee in 
good standing with CPSBC, resigns from their position as medical director at the 
facility or otherwise ceases to work at the facility. If the facility ceases to have a medical 
director, the certificate of provisional or full accreditation, as applicable, is 
immediately suspended and the owner of the facility must cease operation until a new 
medical director who meets the requirements is appointed.  

3. Ownership changes: The medical director must provide written notice to the 
registrar at least 90 days before any proposed change of ownership. The NHMSFAP 
Committee may direct the medical director to provide additional information or 
records concerning the proposed change of ownership.  

4. Facility closure: The medical director must provide written notice to the registrar at 
least 30 days before the proposed closure of the facility and provide information 
which outlines where the facility’s clinical records will be stored together with copies 
of agreements for access to the clinical records.  

5. Construction or renovation: If major construction or renovation is planned for an 
accredited facility, the medical director must provide written notice to the registrar at 
least 180 days in advance of the commencement of the construction or renovation, 
together with copies of the proposed construction or renovation plans and such other 
information and records as the NHMSFAP Committee may request. Directions 
regarding the above may be found on the NHMSFAP webpage. Upon receipt of any 
of the above significant changes, the NHMSFAP will review and provide a written 
response regarding the outcome. 

Patient safety incidents 

The medical director must provide written notice of patient safety incidents to the registrar in 
accordance with the patient safety incident management standard. Should NHMSFAP identify 
an area of concern, the facility may be subject to a focused visit by a NHMSFAP accreditation 
team. 
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Complaints 

Information required to file a complaint is available on CPSBC’s website. 

Client information protection 

The names of facilities that have current accreditation status are disclosed by the NHMSFAP 
on CPSBC’s website. 

NHMSFAP and its assessors will treat with confidence any information acquired during the 
accreditation assessment or during the ongoing monitoring process. Please be aware that 
some records obtained during the accreditation process may be disclosed in response to 
freedom of information requests. For further details, please request a copy of NHMSFAP’s 
Client Information Protection policy. 

Reproduction of the accreditation report 

The facility and its leadership may publish or otherwise release the final accreditation report 
at their discretion, but if they choose to do so, the report must be disclosed in its entirety. 

How to contact NHMSFAP 

Non-Hospital and Medical Surgical Facilities Accreditation Program 
College of Physicians and Surgeons of British Columbia  
300–669 Howe Street  
Vancouver BC  V6C 0B4 

Email: nhmsfap@cpsbc.ca 

Office Hours: 8 a.m. to 4:30 p.m. Monday to Friday 

https://www.cpsbc.ca/accredited-facilities/nhmsfap/complaints
https://www.cpsbc.ca/programs/NHMSFAP
mailto:nhmsfap@cpsbc.ca
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Appendix A: Certification of accreditation 

 

 

 


