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Purpose of Malaysian Hospital Accreditation Surveyor Handbook 

 
 
The purpose of The Surveyor Handbook is: 
 
• To provide useful, practical and up-to-date information for surveyors; and 
• To provide background information on the MSQH Hospital Accreditation Program to help surveyors and 

members of Malaysian Council of Healthcare Standards (MCHS) in fulfilling their various roles. 
 
The Surveyor Handbook is written as a reference tool for all surveyors and other clients associated with the 
Malaysian Society for Quality in Health. It is especially useful for new surveyors and MCHS Councillors and 
is the core training material used in their Training Programme. 
 
The Handbook contains guidelines, policies and checklists for the survey process, the rating system, 
guides and templates for report writing, and other information of relevance to surveyors when they 
participate in accreditation surveys.  

 
Note: 

 
1) Throughout this Handbook, the Malaysian Society for Quality in Health is usually referred to by the 

abbreviation MSQH. 
 

2) “The Accreditation Guide” refers to the Malaysian Hospital Accreditation Standards 5th Edition and 
any future editions. 

 
© Malaysian Society for Quality in Health  

 
All rights reserved. No part of this book may be 
reproduced, stored in a retrieval system, or transmitted in 
any form or by any means, electronic, mechanical, 
photocopying, recording or otherwise, without the explicit 
permission of t h e  Malaysian Society for Quality in Health.   
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FOREWORD 
 
 
It is our pleasure to welcome you as a surveyor of the Malaysian Society for 
Quality in Health (MSQH). With this appointment, you are joining a group of 
healthcare professionals who are entrusted by the Malaysian Council on 
Healthcare Standards (MCHS) with the task of applying the Malaysian Hospital 
Accreditation Standards 5th Edition to assess the performance of Malaysian 
healthcare facilities and services.  

 
The Hospital Accreditation P rogramme was established in collaboration with the 
Association of Private Hospitals Malaysia (APHM), the Ministry of Health Malaysia 
and the Malaysian Medical Association. As a surveyor, your task is to interpret the 
current E dition of  t he standards in the best way that meets the intent and 
purpose of MSQH within the diverse healthcare facilities volunteering for peer 
review assessment.  
 
You will not ice t hat t he c urrent 5 th Edition H ospital A ccreditation S tandards 
have be en dev eloped with a ne w f ormat that ha s included t he ev idence f or 
compliance f or ea ch standard. T his i s hope d t o minimize v ariations of  
interpretation a mong surveyors a nd al so among h ealthcare service providers. 
A qual itative rating s cale has  also bee n i ntroduced i n t he c urrent 5 th Edition 
Hospital A ccreditation S tandards. T his w ill f urther be strengthened with th e 
qualitative p eer review as sessment of  t he compliance t o standards by  the 
Surveyors. These s tandards will also form the basis of the surveyor comments 
during field surveys. Furthermore, as the survey process is interactive, the 
surveyors’ feedback will play an important educative role to help healthcare 
facilities achieve ever higher standards. 

 
The surveyors’ contributions support MSQH’s key thrust, namely the continuous 
improvement in safety and quality of healthcare delivery b y Malaysian healthcare 
facilities and service pr oviders. The development of standards, their application 
and the field survey process together constitute a vital thrust towards assessing 
the quality of performance and of ensuring that value services is delivered to both 
local and international consumers. 

 
The surveyors are MSQH’s most valued asset and resource and the visible 
face of the MSQH. Thus, it is crucial that they perform their duties without 
prejudice, fear or favour. Surveyors are expected to maintain confidentiality of all 
information collected and collated. MSQH wishes you a successful, enjoyable 
and rewarding career as our esteemed Surveyor. 

 

 
 
 
 
                    
 
 

Tan Sri Siti Sa’diah Sheikh Bakir 
President MSQH 

Assoc. Prof. Dr M.A. Kadar Marikar 
Chief Executive Officer   
Chairman, Accreditation Committee 
MSQH 
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1.0 M A L A Y S I A N  H O S P I T A L  A C C R E D I T A T I O N  
P R O G R A M M E  

 
 
The MSQH, which is responsible for the development and  application of Malaysian 
Healthcare Accreditation Standards, is an independent non-governmental and not for 
profit o rganisation established to promote and encourage, by  voluntary means, t he 
best possible safety a nd quality of healthcare facilities and  services and its e fficient 
provision in the Malaysian healthcare industry. 

 
MSQH conducts the Malaysian Healthcare Accreditation Programme which 
combines on-site surveys with educative activities and enables assessment of the 
safety, quality, and utilisation of services, culminating in the award of accreditation 
status. By voluntarily seeking Accreditation, a healthcare facility demonstrates its 
willingness to have its performance assessed by a team of practicing healthcare 
professional peers, after a period of reiterative internal self- assessment. An 
essential c haracteristic in Accreditation is self-assessment and evaluation, 
continuous quality improvement and validation by peers. 

 
 
1.1 DEFINITION OF ACCREDITATION 

 
Accreditation involves the evaluation of the organisational structures and the 
provision of patient care by comparison with the contemporary established 
professional c urrent s tandards contained in Hospital A ccreditation Survey 
Process Guide 2017. 

 
The standards reflect current views on and best practices in the delivery of 
healthcare in Malaysia. They are comprehensive and relate to both clinical 
and non-clinical services such as medical and surgical services, nursing, 
dietary, operating theatre, pharmacy, pathology, medical records, radiology, 
diagnostic/imaging and emergency, and others. 

 
 
1.2 BENEFITS OF ACCREDITATION 

 
The main benefits gained by a health care facility participating in the 
accreditation program lie in the preparatory work and self-assessment and 
evaluation that precedes the survey.  These benefits include: 

 
• An opportunity to demonstrate to peers and the public that the facility 

makes a conscious and active effort to maintain high professional 
standards of care. 

 
• A structured and comprehensive analysis of facility’s performance. 

 
• Enhanced safety, effectiveness and efficiency of a facility’s operations. 

 
• Enhancement of teamwork and staff morale. 

 
• A broad based improvement in a facility’s performance. 
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• A valuable learning e xperience t hrough se lf-assessment, reflection, 
change, challenge to tradition, new techniques and reward. 

 
• Identification of strengths and weaknesses as a source of information, 

guidance and support for improving the quality of its service. 
 

• Demonstration of accountability to  stakeholders the facility’s 
commitment to c ontinuous quality improvement and  safety in health 
care. 

 
 
1.3 ACCREDITATION AWARDS  

 
1.3.1 Four-Year Accreditation 

 

     For the award of Four-Year accreditation status, the Facility  shall have to 
comply with the following requirements: 

             
1.3.1.1    The f ollowing c ore s ervice s tandards (Group 1)  shall a chieve 

 overall rating of minimum 3: 
  

i. Standard 1 - Governance, Leadership &  Direction 
ii. Standard 2 - Environmental and Safety Services 
iii. Standard 3 - Facility and Biomedical Equipment  

  Management and Safety 
iv. Standard 4 - Nursing Services 
v. Standard 5 - Prevention and Control of Infection 
vi. Standard 6 - Patient and Family Rights 
vii. Standard 7 - Health Information Management   

  System (HIMS) 
 
 

1.3.1.2 ≤ 20% of  core service s tandards (Group 1)  are a llowed t o have 
overall rating of  2 w ith risk assessment of  Moderate and/or Low, 
i.e. on ly one ( 1) service s tandard in G roup 1 i s a llowed t o have 
overall rating of 2 with Moderate and/or Low risk. 
 

1.3.1.3 All c linical services s tandards including c ritical c are s ervices    
standards (Group 2, Appendix IX) shall achieve overall rating of at 
least 3. 
 

1.3.1.4 ≤ 20% of service standards in Group 2 are allowed to have overall 
rating of  2 w ith r isk assessment of  Moderate and/ or Low, e.g. i f 
there are 21 s ervice s tandards in Group 2,  only f our ( 4) or  less 
than f our service s tandards ar e a llowed t o have overall r ating 2 
with Moderate and/or Low risk 
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1.3.1.5 For ot her s ervices, w here t here is ov erall rating of  2 o r 1,  r isk 
assessment (by us ing the r isk matrix) i s required and t he r isk is 
categorized as Moderate or/and Low.  

 
1.3.1.6 Decision f or aw arding ac creditation s tatus takes i nto  

consideration: 
 

i) overall impact of  t he hos pital s ervices assures pat ient 
safety; 

ii) recommended s core f rom t he s urveying t eam and 
councillors aggregated score. 

 
Accreditation Status Four-Year Accreditation 

Score 20 - 30 
 

1.3.1.7  Additional r ecommendation based o n t he achievement f or Four-
Year accreditation status: 
 

i) Excellent Achievement :  
• All Service Standards should achieve a rating of 4;         
• No score of 2 or 1 for any criteria in all service standards 

(No risk assessment). 
 

ii) Good Achievement: 
• Four-Year ac creditation s tatus but  do not  qual ify f or 

Excellent Achievement. 
 

1.3.2   One-Year Accreditation 
 

a. The above requirements (1.3.1) are not met. 
b.  Areas f or i mprovement and r ecommendations can be  r ectified w ithin 

12 months period before the Focus Survey 

 
 

 
     
 1.3.3  Non-Accreditation 

 

a. The above requirements (1.3.1) are not met. 
b. Areas for improvement and r ecommendations requires more than 12 

months period to rectify. 
 
 

 
 
 
 

Accreditation Status One-Year Accreditation 
Score 10 - 19 

Accreditation Status Non Accreditation 
Score 1 - 9 

 
©MSQH2017: TheSurveyor Handbook   Page 9 of 63 

  



1.4 FOCUS SURVEY 
 

A Focus Survey is conducted for those facilities awarded a One-year 
Accreditation. The Focus Survey must take place within twelve (12) months of 
the initial survey. The Focus Survey is conducted utilizing the standards 
contained in the Hospital Accreditation Guide which is current at the time of 
the Initial Survey. 
 
The hospital is required, in the same way as for a full survey, to conduct a 
self-assessment of all those services which were rated 2 or 1 by the previous 
survey team. The self- assessment and ratings by the hospital are 
documented on the current Standards an d A ssessment T ool. This self-
assessment document, together with two c opies of the latest Hospital 
Profile and data on  performance i ndicators shall reach MSQH at least six 
(6) weeks before the Focus Survey date. Also, the hospital shall submit the 
12 month compliance report which records the responses of the hospital to 
the recommendations in the initial survey report. The Focus Survey team 
may also make a random (but purposeful) survey of other services in 
addition to the focus areas. 

 
The surveyors at a Focus Survey present their report in a special format 
which is different from the standard Survey Report. The Focus Survey Report 
contains co mments and recommendations on each of the identified/focus 
areas, detailing the action which have been taken by the facility to comply 
with the relevant standards. The Guidelines for Focus Survey is included in 
the Hospital Accreditation Survey Process Guide 2017. 

 
Before deciding to opt for a Focus Survey, the hospital is advised to consider 
carefully whether the reasons for not achieving Four-Year Accreditation can 
be satisfactorily addressed within the next twelve (12) months’ time frame. If 
this is unlikely to be achieved, it is advisable for the facility to opt instead 
for a full survey at a later date when the necessary corrective actions have 
been completed. 

 
MSQH policy prohibits the granting of consecutive One-Year 
Accreditation award at the Focus Survey. 
 
 

1.5 THE SURPRISE SURVEILLANCE SURVEY  
 

The S urprise S urveillance S urvey is conducted for al l H ealthcare facilities 
awarded F our –Year Accreditation s tatus. The Surprise Surveillance Survey is 
conducted using the MSQH current standards used at the previous survey. The 
facility is r equired, i n t he s ame way as  f or a f ull s urvey t o c onduct a self -
assessment of all services/departments. 

 
The G uidelines f or S urprise S urveillance S urvey i s included i n the MSQH 
Hospital Accreditation Survey Process Guide 2017. 
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 2.0  T H E S U R V E Y O R  
 
 
 

2.1 BECOMING A SURVEYOR 
 

2.1.1 The procedures required for selecting surveyors are as follows: 
 

a) Prospective surveyors are expected to have been employed in the health 
care sector for at least ten (10) years, and is currently employed in one of 
the following positions (however titled or designated) in a private or public 
health care facility. These persons must have been employed in the 
following position for at least two (2) years with at least five (5) years’ 
experience in a senior managerial or clinical position: 

 

• Person In Charge (PIC) of a healthcare facility 
• Medical Director of a healthcare facility 
• Clinical Specialist/Consultant 
• Director of Nursing/Matron 
• Hospital Engineer 

 

b) Prospective surveyors are expected to have : 
 

• A comprehensive knowledge of the health care system 
in t he c ountry, contemporary clinical p ractices and  management 
strategies. 

 
• Good interpersonal and communication skills. 

 
• Good report writing ability. 

 
• Commitment to the Accreditation Program. 

 
c) Each application is considered by the MSQH and interviews of potentially 

suitable candidates may be conducted when deemed necessary. 
 

d) Selected candidates are appointed by the MSQH. 
 

e) All c andidates a re not ified of  the out come of  the selection p rocess. 
Successful candidates are advised of the requirement: 

 
• To attend the next scheduled orientation/training program; and 

 
• To attend/tag on site as observer at an actual full survey. 

 
f) Surveyors are appointed for an initial term of two years b ased on t heir 

performance as a surveyor observer.  A t the end of the two years period, 
eligible surveyors may be re-appointed for further terms as determined 
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by the MSQH. 
 

g) MSQH conducts ongoing evaluation of surveyors on their continuing 
competence. This ensures that the quality of the services being provided 
at any time is maintained or enhanced. A formal evaluation is undertaken 
at the end of each period of privileging before re-privileging for a further 
term is considered. 

 
2.1.2 Health professionals nominated for possible selection as surveyors are 

assessed on the following criteria : 
 

• Understanding of philosophy and objectives of MSQH and commitment to 
them. 

• Suitability bas ed on p resent e mployment responsibilities and/or 
experience. 

• Understanding of safety and performance improvement activities and quality 
in health care; 

• Approach to working in a team. 
• Interpersonal skills. 
• Competency to write reports in English Language 

 
2.1.3 Prospective surveyors also require expertise in the following areas: 
 

• Understanding  the MSQH Standards current edition and their intent 
• Knowledge of the Malaysian health care system and contemporary clinical 

practices 
• Management strategies 
• Assimilation and analysis of information  
• Teaching/ coaching skills 
• Decision making 
• Acceptance of criticism and self-correction 

 
2.2 THE ROLES AND RESPONSIBILITIES OF A SURVEYOR 

 

2.2.1 Roles 
 

The surveyor must possess many positive attributes to participate 
meaningfully in the Accreditation Process. The surveyor must be an educator, 
an enabler and an evaluator, besides playing a major role in supporting and 
enhancing the credibility and image of the MSQH. 

 

The needed attributes are: 
 

• Diplomacy 
• Objectivity 
• Expertise 
• Knowledge 
• Tact 
• Impartiality 
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Surveyors are ambassadors for the MSQH during a survey. The credibility of 
MSQH largely depends on the conduct and performance of the surveyors who 
are, in some cases, the only personal contact between the health care facility 
and the MSQH. 

 
Another important role of the surveyor is to be a sounding board and an active 
working partner for his or her surveyor colleagues. Surveyors therefore must 
be able to evaluate and offer comments on other areas of standards beyond 
the limits of their own expertise areas. 

 
Surveyors are educators and enablers during the survey. They offer 
consultative advice to help identify existing quality related issues and suggest 
possible avenue and methods for improvement. They offer informal on-site 
education to help prevent incidence of future problems and to set t he 
facilities on the right path towards better compliance with MSQH Hospital 
Accreditation Standards. 

 
One critical attribute expected from a surveyor during the survey process is 
the ability to apply the generalist approach to standards across the broad 
range of health care organisations. Each surveyor shall be able to survey any 
healthcare facility – primary, secondary, or tertiary level - with a clear 
understanding of the intent of the standards based o n t he ev idence f or 
compliance as stated in the assessment tool in the standards document. 
 

2.2.2 Responsibilities of a Surveyor 
 

The responsibilities of a surveyor are: 
 

• Commitment to the philosophy, mission and goals of the MSQH 
Accreditation Programme. 

 
• Attendance at a Surveyor Training Programme. 

 
• Attendance at a Surveyor Update when required. 

 
• Travel out of work place within Malaysia to undertake surveys. 

 
• Obtaining approval from their employer to participate in Accreditation 

surveys. 
 

• Understanding and applying MSQH standards in a variety of health care 
facilities and services using up-to-date knowledge of management know- 
how and clinical practice. 

 
• Involvement in ongoing assessment of surveyor performance. 
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• Submission of Survey Reports within the stipulated period after the 
completion of the survey. 

 
• Participation in MSQH education and advisory activities or MSQH 

standards development. 
 

• Becoming a coordinating surveyor (Chief Surveyor) when appointed. 
 

• Keeping up-to-date with the latest standards and surveying techniques 
and procedures. 

 
• Maintaining current knowledge and skills in their area of expertise. 

 
 
2.3 SUMMARY OF THE SURVEY TASK 

 
a) During training, all new surveyors receive a copy of The S urveyor 

Handbook which details the essentials of the MSQH Accreditation 
Programme, policies and procedures related to the MSQH, the tasks of 
the surveyor during surveys and the survey process. 

 
b) The primary responsibility of the Surveyor is to be part of a survey team 

which conduct Accreditation Surveys of Malaysian health care facilities 
and services, both public and private, on behalf of the MSQH and to 
provide comprehensive, relevant and timely reports of the survey findings 
to enable a panel of nominated Malaysian Council on Healthcare 
Standards (MCHS) Councillors to vote on the Accreditation Status to be 
awarded. 
 

c) The surveyor is responsible to the Chairman, Accreditation Committee of 
MSQH. However, during a survey, he/she reports to the Chief Surveyor. 

 
d) A competent Surveyor is expected to : 

 
• Read and evaluate the Pre-Survey Assessment and other 

information provided by the facility and provided by MSQH prior to 
the survey. 

 
• Plan a comprehensive approach to the survey with other members 

of the survey team. 
 

• Interpret s tandards with a high degree of reliability and objectivity, 
with r eference t o t he ev idence of  c ompliance as  p rovided in t he 
assessment tool document. 

 
• Objectively assess the degree of compliance of a facility with the 

standards. 
 

• Communicate effectively and meaningfully with su rvey t eam 
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members and the staff of the facility. 
 

• Provide constructive feedback to the staff of the facility through 
individual interviews, group interviews and at the summation 
conference. 

 
• Ensure that the Accreditation Survey is an educational experience 

for management and staff of the facility. 
  

• Report clearly and concisely on survey observations verbally during 
daily consensus meetings with survey team members and at the 
summation conference. 

 
• Report fully, accurately and t imely in writing through the Survey 

Report, to ens ure that a comprehensive and true record of the 
survey is conveyed to the MSQH. 

 
• Provide comments, commendations, op portunity f or improvement 

a n d  recommendations which a re relevant and consistent and 
appropriate with reference to the standards. 

 
• Bring any suggestions on improvement of the survey process, 

survey techniques or any ambiguities in the accreditation standards 
to the attention of the Chief Surveyor, and the Chairman of the 
Accreditation Committee through the Technical O fficer on site/ o ff 
site. 

 
• Submit the completed report to the Chief Surveyor within seven (7) 

days from the date of completion of the survey for reading to 
minimise inter-surveyor variability. The Chief Surveyor must submit 
the draft Survey Report to the MSQH Secretariat within fourteen 
(14) days of the survey. For a Focus Survey and  Surprise 
Surveillance Survey, the Survey Report must be submitted to 
MSQH within seven (7) days from the survey date. 

 
e) The Surveyor may participate in other important activities of MSQH such 

as :- 
• a consultant recommended to the hospital by MSQH. 

 

• an educator or facilitator in educational workshops, seminars and 
forums organised by the MSQH. 

 

• a MSQH representative in liaison committees and working parties in 
the development of standards, policies and procedures. 

 

• a speaker addressing individuals and groups on the Accreditation 
process and the benefits of Accreditation. 
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2.4 THE BENEFITS OF BEING A SURVEYOR 
 

The benefits of being a surveyor are: 
 

• The opportunity to keep clinical and managerial knowledge current 
and up-to-date through studying each of the standards within the 
Hospital Accreditation Guide. 

 
• The ongoing education provided by the surveying process which 

allows surveyors to continually update their k nowledge an d 
awareness of changing trends and needs within the health system. 

 
• The opportunity to observe at first hand the different organisational 

structures of Malaysian healthcare facilities. 
 

• The gaining of good ideas and learning of best practices which may 
be adapted for use within their own organisations. 

 
• The capacity to tap into a network of professional and collegial 

relationships between facilities, both state wide and nationally. 
 

• The personal and professionally rewarding experience of being part 
of a survey team which provides the opportunity to work with 
members of other professions. 

 
• The educational experience of exposure to new situations, sharing 

and thinking through problems and difficulties facing facilities which 
are being surveyed. 

 

• The opportunity to work with experienced professionals and to 
provide facilities with a report which collectively represents many 
years of experience in the practical world of healthcare provision. 
 

• The privilege of being invited to enter any area of a facility being 
surveyed, to talk with the staff, patients or visitors and to review the 
way in which services are organised and delivered. 

 
• Learning the basics of customer service -- simple things such as the 

importance of a welcoming entrance and general decor, the effective 
use of name badges, staff attire, hospitable presentation of the 
reception and other staff, and informative signage. 

 
• The opportunity to see how people work in facilities of various sizes 

and types and to help the different groups understand their 
counterparts in other areas, for example, people from small rural 
facilities understanding their counterparts in large urban teaching 
hospitals and vice versa. 
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• The benefit of being regularly reminded about the performance level 

of the surveyor’s own organisation should be achieving; 
 

• The gaining of broader experience of how different facilities meet the 
standards within their resources. 

 
• The opportunity to help MSQH b e an effective change agent in 

quality and safety in healthcare, thus contributing to its vision 
and mission.   

 
 
2.5 CONFLICT OF INTEREST FOR SURVEYORS 

 
Conflict of interest for surveyors may arise in certain situations. MSQH makes 
its best effort to  be informed about the various affiliations of individual 
surveyors and will ensure, as far as is possible, there is no conflict of interest 
when organising a su rvey team for any facility. Surveyors should not and 
are not expected to survey in cases where there is a conflict of interest, be it 
on a professional or personal basis. Thus, surveyors are requested to inform 
the MSQH promptly of any such conflict of interest when they are selected by 
MSQH to be included in a survey team in the following situations: 

 
• Healthcare organisations where  they  have  previously  worked  in  a 

senior position. 
 

• Healthcare organisations with which they have a close professional or 
personal relationship. 

  
• Healthcare organisations they have surveyed within the last four years. 

 
• Healthcare o rganisations with which t he s urveyor’s a ffiliated 

organisation is in a competitive situation. 
 

• Any other organisation where a conflict or interest would exist, e.g. an 
organisation of prospective employment, or one from which one was 
acrimoniously separated. 
 

• Healthcare organisations where they have conducted onsite training. 
  

• Healthcare organisations where they have done individual consultancy 
services 

 
A facility is given the opportunity and may raise objections against the 
inclusion of a particular surveyor in the survey team. The facility is required to 
give a valid reason for raising any objections to any surveyor(s). A substitution 
of surveyor may be made at the discretion of the MSQH. 
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 3.0   THE SURVEY PROCESS 
 
 
 
3.1 OBJECTIVES OF THE HEALTHCARE ACCREDITATION SURVEY 

  
The main objectives of the Accreditation Survey are: 

  
• To assess the s a f e t y  a n d  quality of services provided by the facility 

against established current standards. 
 

• To provide a team of experienced surveyors able to act as educators, 
enablers and evaluators for the fa cility, suggesting guidelines for self- 
improvement where indicated. 

 
Surveys are Voluntary. 

 
Hospitals voluntarily choose to seek Accreditation certification. There is no 
legal requirement for an individual hospital to be surveyed. However, all public 
hospitals are required to go through the Accreditation process as instructed by 
the Director General of Health Malaysia Circular 27 November 2006. 

 
The decision to apply for survey reflects the facility’s concern for safety and 
quality in patient care, and its willingness and commitment to demonstrate 
their accountability to its customers, the Government, its peers and to the 
public that the facility is making a conscious and active effort to continuously 
improve the safety and quality of care and services it provides. 
 

3.2 STRUCTURE AND ORGANISATION OF THE SURVEY 
  
3.2.1 Organising a Survey 

  

Dates for survey are set several months ahead. Surveyors are usually given 
ample notice of their participation in a survey. However, sometimes this is not 
possible, if a surveyor has to withdraw from the survey team at short notice 
and a replacement is needed. 
 

3.2.2 Scope of Survey 
 

For Public Hospitals the MSQH policy requires that all facilities and services 
provided by a hospital should be identified on the Application for Survey form 
and therefore included in the survey. Any variance from this policy and 
practice needs to be discussed with MSQH and agreed by both parties prior 
to the accreditation survey. No service within the hospital shall be exempted 
or excluded from the field survey process. For Private Hospitals only services 
as approved in the valid Hospital license shall be surveyed. No Traditional and 
Complimentary Medicine (TCM) Services will b e s urveyed during t he s urvey 
process. 
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3.2.3 Length of Survey 

 
The length of an accreditation survey ranges from three (3) to five (5) days. 
MSQH determines the number of days for a survey based on such variables 
as the size of the facility to be surveyed, complexity and range of services and 
geographical spread of the physical infrastructure A focus survey is usually 
completed in a much shorter duration compared to the initial survey. 

 
3.2.4 Composition of Survey Team 

 
For a small hospital with basic services, the survey team shall comprise three 
(3) or  f our ( 4) members and include a nurse manager, a clinician and a 
medical administrator. The actual number and mix of surveyors is determined 
on the basis of the range and complexity of services provided by the hospital. 

 
Focus Surveys are usually conducted by a minimum of two surveyors with 
expertise in the areas of concern that needed to be surveyed. 

 
3.2.5 A Typical Survey Day 

 
A survey commences at 8.30 a.m. and finishes daily around 5.00 p.m. The 
survey concludes with the Summation Conference at 3pm on the last day. 
However, the time at which work is concluded each day has to be reasonably 
flexible, to accommodate to some extent the daily operational activities at the 
facility. The survey schedule may need to take into account the requirement 
for a night visit. 

 
3.2.6 Survey Kit 

 
Approximately ten (10) days prior to the survey date, the technical officer 
assigned to facilitate the survey (facility and surveyors) forwards to the Chief 
Surveyor the following items: 

 
• Previous Survey Report (if applicable). 
• Hospital Profile including the data on performance indicators. 
• Pre Survey Self-Assessment document submitted by the hospital. 
• Format of Survey Schedule. 
• Memo identifying members of the survey team and confirming details of 

survey. 
• Compliance reports from the previous accreditation cycle (if applicable). 
• Mileage Claims form 
• Code of  C onduct for a ll su rveyors to s ign and dec lare n o conflict of  

interest. 
• Surveyor’s appraisal form (Where applicable) 
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3.2.7 Night Visits 
 

At least one night visit may be included in all surveys which involve overnight 
stay (over one day’s duration). 

 
The purpose of this visit are : 

 
i) To enable night staff to be involved in the Accreditation process. 

 
ii) To enable the surveyors to interview the night staff regarding involvement 

in emergency procedures, continuing education, safety and quality 
activities. 

 
iii) To enable the surveyors to examine, amongst other things, safety/security 

aspects after office hours. 
 

The Chief Surveyor should discuss with the Person-In-Charge or 
representative of the hospital on the most appropriate time for a night visit to 
take place and allow the hospital to organise access. 

 
 
 
3.3 COORDINATING A SURVEY - ROLE OF THE CHIEF SURVEYOR 

 
When surveyors are considered for inclusion in the survey team for a facility, 
MSQH nominates the most experienced surveyor from the prospective team 
to coordinate the survey. The nominated co-ordinating surveyor is the Chief 
Surveyor. However, depending on the composition of each survey team and 
the facility to be surveyed, this coordinating surveyor may not necessarily be 
the Chief Surveyor each time he or she participates in a survey. 

 
The Chief Surveyor is the spokesperson for the survey team. He/she ensures 
the smooth conduct of the survey and is responsible for the final production of 
the Survey Report. A Chief Surveyor communicates with the  Person-In- 
Charge of the hospital, leads the survey team and provides guidance to the 
surveyors as needed throughout the length of the survey. He/she is alert to 
any potential problems throughout the survey and endeavours to defuse 
difficult situations before or as soon as they develop. 

 
On rare occasions, administrative or technical problems may arise during the 
survey. The Chief Surveyor shall notify the MSQH Secretariat and request for 
advice and guidance on any administrative or technical problem that may 
occur before or during a survey, or at the report writing stage. The Chairman 
of the Accreditation Committee is contactable at any time during the survey 
period for technical advice. 
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3.3.1 RESPONSIBILITIES OF THE CHIEF SURVEYOR  include the following:- 

 
(1) Pre-survey 
On the eve of the survey, the Chief Surveyor conducts a pre-survey briefing/ 
meeting with the survey team to: 

 
• Examine the hospital’s self-assessment documents. 
• Get to know each other’s professional expertise and forte. 
• Discuss and decide on the service areas for which each surveyor is 

responsible to survey – arranging partnerships as appropriate. 
• Discuss arrangements for collating the final report, including 

reminder o n dates for the transmission of reports to the Chief 
Surveyor and final dispatch to MSQH. 

 
The pre-survey meeting for the surveyors is compulsory and every 
surveyor and observer shall attend. This is generally conducted on the 
evening before the start of the survey date. The venue of the meeting is at the 
location of the accommodation of the survey team. 

 
(2) During the Survey 

 
i) Conduct of the initial Pre-Survey meeting (Hospital Briefing) with the 

hospital representatives. See Appendix 1 for the Checklist for Pre-Survey 
Meeting (Hospital Briefing). 

 
ii) Be alert to any potential problems that may arise. Examples of potential 

problems are : 
 

• Staff representatives may be found to be openly hostile to the ideas 
and principles of the Accreditation process. 

• The organisation is reluctant to make medical records available to 
surveyors on the grounds of confidentiality. 

• There is a rift between senior executives of the facility. 
 

iii) Conduct regular consensus meetings with the surveyors throughout the 
survey process. 

 
iv) Plan to have adequate time for the Summation Conference and also 

adequate time before hand for the survey team to plan what is to 
be presented at this conference (see Summation Conference Checklist 
in Appendix II). 

 
In the event that the survey team uncovers an issue of major concern which 
potentially may impact on the hospital’s image and reputation, or could 
negatively affect customer service excellence or harmonious working 
relationships among the staff, the Chief Surveyor shall discuss this in private 
with the Person-In-Charge of the hospital to clarify the concerns of the 
survey t eam. The Chief Surveyor shall seek advice from the Person-In-

 
©MSQH2017: TheSurveyor Handbook   Page 21 of 63 

  



Charge whether the matter discussed should be raised at the Summation 
Conference. The surveyor who made the relevant findings may a ccompany 
the Chief Surveyor to provide the necessary technical details if required. 

 
(3) After the Survey 

 
i) Ensure that all the surveyors submit their Individual Service Reports 

before the team members disperse from the hospital. In the event of 
extenuating circumstances, a surveyor may be allowed to complete the 
report off-site and submit within seven (7) days to MSQH Secretariat. 

 
ii) Ensure that all survey reports are : 

 
• Accurate 
• Unambiguous 
• Comprehensive 
• Internally consistent in comments 
• Expressions used are appropriate 
• Satisfactory in detail 
• Well presented and readable 
• Timely 

 
iii) Ensure that all recommendations are relevant, clear and feasible, and that 

every item rated 2 or 1 has a co rresponding risk a ssessment matrix 
done and recommendations made. 

 
iv) Ensure that areas deserving of merit are mentioned, 

 
Upon dismissal from the survey, individual surveyors shall not engage in any 
form of communication or correspondence about any aspect of the survey 
process with the hospital. If the facility would like to have any of the surveyors 
return as a facilitator or educator on a specific area of concern in the hospital, 
a request may be channelled through MSQH after the result o f th e 
accreditation status award for the hospital is decided and made known. 

 
 
3.4 GUIDELINES FOR SUPERVISION OF OBSERVERS AT SURVEYS 

 
These guidelines shall apply to (a) New Surveyors undergoing a post- 
orientation observation survey and (b) Non-surveyors such as MSQH Board 
members, Councillors, and under special circumstances MSQH staff, or 
graduate students in healthcare management on elective posting with MSQH. 

 
Permission for the presence of an observer, whether  surveyor or non-
surveyor, shall be obtained in advance from the hospital to be 
surveyed. Observers shall not take part in the voting process of the 
survey team. 
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3.4.1 New Surveyor Observer 
 

i) The Coordinating Surveyor o r Chief Surveyor determines the observer 
surveyor’s activities within the framework outlined below. The healthcare 
facility is fully briefed by the Coordinating Surveyor about the role and 
activities of the Observer Surveyor. 
 

ii) At the discretion of the Coordinating Surveyor, the Observer Surveyor may 
be given the opportunity to interview a department head as part of the 
team assessment process, always under the direct supervision of an 
experienced surveyor. The observation survey is designed to enable new 
surveyors to observe how compliance with standards is assessed during 
the course of a survey. 
 

iii) The Observer Surveyor is to : 
 

• Be included as a participant in the Survey Schedule with the Mentor 
Surveyor. 

 
• Formulate an opinion on the level of compliance of the service with 

standards and reports to the Mentor Surveyor and the survey team. 
 

• Report on observations made during the survey at the survey team 
meetings in the evenings. 

 
• Participate, with the assistance of the Mentor Surveyor, in surveying 

specific areas or interviewing personnel. 
 

• Attend the whole survey at  the hospital including both the Pre- 
Survey conference and the Summation Conference. (In special 
circumstances, the observer may be asked by the Chief Surveyor to 
take an active part in the Summation Conference). 
 

• Sign a code of conduct as a surveyor observer. 
 

• Write a portion of the Survey Report for submission to the 
mentor surveyor. 

 
3.4.2. Non-Surveyor Observers 

 
In this case, the following guidelines apply: 

 
i) The observer shall be given pre-survey insight into the survey process by 

a senior surveyor, or a MSQH representative. 
 

ii) The observer shall always be accompanied by a member of the survey 
team, during the survey. 
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iii) The observer’s limited role shall be fully explained to the Director/CEO 
of the facility at the Pre-Survey Meeting. 

 
iv) Non-surveyor Observers shall not, under any circumstance, take an active 

role or be given any responsibility to survey specific areas or interview 
personnel in the hospital under survey. 

 
v) The Non-surveyor Observer may attend, but should not participate in the 

summation conference. 
 

vi) The Non-surveyor Observer shall attend all meetings and conferences to 
observe the process, but shall not take an active role in any part of the 
survey process. 
 

vii) Sign a code of conduct as Non- Surveyor Observer. 
 
 
3.5 PREPARING FOR SURVEY 

 
It is essential for each surveyor to be familiar with the standards, their 
meaning and their intent. This knowledge can be achieved only by carefully 
studying and understanding the MSQH Hospital Accreditation Guide (5th 
Edition Hospital Accreditation Standards and Assessment Tool). In particular, 
surveyors sh ould be very familiar with the standards for which t hey are 
specifically responsible throughout the survey. Prior to surveying the service 
areas in the hos pital assigned to him/her, the surveyor may wish to 
confirm their kn owledge and interpretation of the standards by discussing 
them with their fellow surveyors. (During the night before the survey at the pre 
survey meeting) 

 
3.5.1 PRE-SURVEY ASSESSMENT (PSA) FROM THE HOSPITAL 

 
The Hospital Profile and Pre-Survey Self-Assessment submitted by the 
hospital is to provide the surveyor with reasonable knowledge and a better 
understanding of the scope and dimensions of the patient care services which 
are provided by the hospital under survey. It is recommended that the 
surveyors maximize the benefits of using the documentation provided. 

 
The following comments about the various sections of the facilities’ Pre- 
Survey Self- Assessment documentation highlights what information the 
surveyor may be able to elicit or extract from the Pre-Survey Assessment to 
help in his/her surveying task. 

 
3.5.1.1 Statistical Information in the Hospital Profile 

 
The Facility’s services i nformation/data should be detailed enough to 
provide a general picture of the range and complexity of services 
provided at the facility. The facility may be: 
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i) Largely medical or surgical facility or both. 
 

ii) Low acuity patient care facility with a large community service. 
 

iii) Mainly an accident and emergency driven service. 
 

Death statistics are of particular interest to the clinician surveyor 
and may highlight an area for further clarification or may simply 
indicate a facility providing palliative or terminal care. 

 
The trend in statistics may indicate whether there have been significant 
changes in the facility and can assist discussion and understanding of 
the organisation’s functioning.  For example: 

 
(a)  A sudden increase in total deaths from one year to the next may 

signal t he establishment of  a palliative care unit, and a  significant 
decrease in postoperative deaths may signal improved c linical 
practice or a change in the types of surgery performed.   
 

Bed utilisation statistics provides an image of the broad patient types 
and the utilisation of the various sections of the healthcare facility. 

 
3.5.1.2 Facilities and Services Listing 

 
This provides a clear outline as to the total make up of the facility and 
is important in: 

 
i) Determining the services to be surveyed and their distribution 

among the surveyors. 
 

ii) Highlighting linkage between services. 
 

iii) Alerting the surveyor to external service contracts and the number 
and type of provider agreements that will need to be reviewed. 

 
3.5.1.3 Reports from Other Inspections and External Reviews 

 
Healthcare f acilities today are subjected to a range of ongoing 
inspections by various agencies, public or private, to fulfil legal 
requirements and s tatutory regulations in order to qualify for trade 
licensing, annual practice certification, fire safety, occupational health 
and so on. The information gathered from these reports is useful 
because it alerts the s urvey team  to  the responsiveness of the 
facility to reviews and inspections, and their performance on 
continuous quality improvement. 

 
The response of the facility to these external reports may be divided 
into two categories:- (a) those where speedy action is required to 
become compliant to the accreditation standard, e.g. Certification by 
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Fire Department, and (b) those where remedial action is not 
mandatory but is commendable, e.g. shuttle service in a large facility 
with widely dispersed service areas. The date of review shows whether 
the facility has had adequate time to take the necessary steps for 
remedial action. 

 
The number of remedial actions which have been implemented to-date 
may indicate to the surveyor how responsive the facility is to the report 
and may assist in clarifying the current status of any recommendations 
made. Any recommendations which have been not implemented shall 
be discussed as to the reasons for not having taken action. 

 
3.5.1.4 External Relationships of the Facility 

 
This information helps the survey team to: 
 
i) Form an idea on the extent to which the facility relies on other 

organisations and the level of interdependence. 
 

ii) Understand any service arrangements in areas where the facility 
has used the services of vendors or supplier which are not part 
of the facility’s organisation, and thus require further follow up. 

 
iii) Structure the survey schedule. 

 
3.5.1.5 Response to Recommendations from Previous Survey 

(if applicable) 
 

For a facility which has undergone a previous cycle of accreditation, 
the surveyors are provided with the previous survey report and the 
ensuing compliance reports. These documents enable the surveyors 
to assess the facility’s level of commitment to the Accreditation 
Process. 

 
In the compliance reports, the facility should have documented all 
remedial actions taken in response to all previous survey 
recommendations. The level of response may highlight to the 
surveyors which areas need further assessment and comment. If there 
is inadequate or non-timely response to recommendations contained 
in previous survey reports, it may indicate issues in terms of 
commitment to safety or continuous quality improvement. 

 
3.5.1.6 Facility’s Self-Rating and Comments  

 
The M SQH H ospital A ccreditation S tandard 5 th Edition has  bot h t he 
standard an d t he as sessment t ool i n t he s ame doc ument. T his 
document i s al so t ermed t he MSQH Hospital Accreditation Guide. 
The sections of the Guide includes the following:  
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i) Title of the Service Standard 
 
ii) Preamble 
 
iii) Area of focus: 

• Organisation and Management 
• Human Resource Development and Management 
• Policies and Procedures 
• Facilities and Equipment 
• Safety and Performance Improvement Activities 
• Special Requirements 

 
iv) Standard 

• Criteria for compliance 
 

• Core Criteria  
       A num ber of  c riteria h ave bee n identified as c ore t o t he 

standards. They include core processes with immediate impact 
on patient safety and clinical effectiveness and evidence based 
standards with a clear purpose. 

 
• Evidence of compliance 

 
v)      Facility Comments 

 
vi)     Self Rating 
 
vii)    Surveyor Findings 
 
viii)   Surveyor Summary and Overall Rating 

 
The facility’s rating and comments in the survey documentation are to: 
 
i) Assist the facility prepare for the accreditation survey t hrough 

multiple self-assessments during the preparatory period. 
ii) Recognize the facility’s own evaluation of how far it meets 

the standards. 
iii) Allow or help the facility explain its position in relation to the 

criteria making up each accreditation standard. 
iv) Assist the surveyor in understanding particular aspects of the 

facility. 
v) Highlight areas for discussion and clarification. 
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The facility’s rating and comments in the Standards a nd A ssessment 
Tool for each service provide an indication of the level of performance, 
denotes how the facility feels it has complied with the accreditation 
standards and record what actions has been put in place to address 
specific standards. The facility’s self-rating and comments do not 
replace the need for the surveyors to assess, rate and comment 
on the service areas against the relevant criteria and standards. 
 
Where the survey team downgrades the rating t o  2  o r  1 , the 
reasons for this difference is to be conveyed to the facility at the time 
of survey; verbally to the interviewee. In addition, the reasons for the 
difference shall be documented in the Survey Report. 

 
 
3.5.2  PRE-SURVEY MEETING (FACILITY BRIEFING) 

 
The Pre-Survey meeting allows the Chief Surveyor and the survey team to 
meet and become acquainted with the Person-In-Charge of the facility and 
members of the management team who are responsible to prepare the survey 
documentation and lead the facility’s efforts to achieve compliance with the 
standards in the MSQH Hospital Accreditation Guide. 

 
This introductory meeting includes a short briefing on the facilities’ 
services and discussion on matters requiring explanation or clarification on 
the documentation, including the Pre-Survey Assessment, provided by the 
facility to MSQH. The Chief Surveyor briefs the Person-in-charge and 
executive staff on the general procedures of the survey process - who, 
where, how  and when. The survey team shall ensure that there are no 
unanswered queries by the end of the Pre-Survey meeting. 

 
The survey timetable and the person(s) appointed by the organisation to 
coordinate timetable details are identified, as well as the persons to be met 
and interviewed during the survey. Other logistics of the survey such as meal 
arrangements, daily time of start and finish by the surveyors and any night visit 
are also agreed upon. 

 
Obtain facility wide approval to move around all parts of the facility, whether 
accompanied by facility personnel, or otherwise. Indicate whether a fter-
hours visits will be conducted. 

 
Introduce any technical consultant or observer (whether surveyor or non- 
surveyor) and define the role (whether participating or non-participating) of the 
observer. 

 
The details on how Summation Conference will be conducted may also be 
discussed at this meeting. 

 
A Checklist for Pre-Survey Meeting is shown as Appendix 1. 
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3.5.3. SURVEY APPROACH & TECHNIQUES 

 
Surveyors shall work professionally and closely as a team. The Survey team 
should meet prior to the commencement of the survey in order to discuss and 
determine the format the survey will take. The Chief Surveyor, who is 
nominated by the MSQH prior to each survey, is responsible for ensuring that 
each service of the healthcare facility is covered. The format of the final 
presentation of the Survey Report shall be decided upon by the surveyors at 
the Pre-Survey surveyors’ briefing. 

 
The Surveyors shall discuss and agree on the service(s) that each surveyor 
shall assess. For a cross-functional or multi-functional service area which 
may require visits from more than one member of the survey team, two or 
more surveyors may visit this service, but only one surveyor shall be 
nominated to write the assessment report on this service area. 

 
The initial approach of the surveyor to the facility staff shall create a good 
climate for discussion and interactive learning. Each surveyor shall keep in 
mind that the facility surveyed forms an opinion of MSQH by their impression 
of the surveyor’s behavior and by the way the survey is conducted. Thus it is 
of paramount importance that surveyors are mindful of the need for diplomacy 
and tact at all times. In the event that a hospital appeals against an 
Accreditation Status decision, MSQH hopes that the grounds cited for appeal 
will not include the surveyors as, “having misunderstanding”, “being critical” or 
“not spending enough time in the survey process”. 

 
The Chief Surveyor is the spokesperson for the survey team. He/she shall 
thank the health care facility for the invitation to survey. At all times, a surveyor 
must remember that an accreditation survey is voluntary (not mandatory) and 
that the survey team is at the facility by invitation. The Chief Surveyor shall 
also ensure that the Summation Conference proceeds smoothly. See 3.3 
Coordinating a Survey for the tasks of the Chief Surveyor. 

 
There is no prescribed or approved way to conduct a survey. The 
surveyors, as a team, shall see all the facility services and assess the scope 
and work in all services. Time constraint is always a challenge, so it is 
essential and imperative for the survey team to strike an appropriate and 
delicate balance between delving more deeply into areas which require further 
assessment, and observing necessary courtesies and allowing the staff to feel 
at ease. 

 
Being well prepared for the survey is of crucial importance. 

 
 
3.6 DURING THE SURVEY 

 
Be punctual and arrive on time. Drive (if distances are too far) or walk 
around the health care facility to gain a general impression of the institution 
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and its environment. Note the condition of the grounds, the external buildings, 
facility support infrastructure, general waste disposal, clinical waste disposal, 
parking accessibility and signage. 

 

i) Upon entering the facility, take note of the attitude of the staff, how 
patients and visitors are received and record first general impressions, 
such as general cleanliness, atmosphere and any odours;  
 

ii) Always obtain approval to speak to members of staff, visiting medical 
officers, students, and visitors during the survey rounds. This is a 
good way of establishing a feel for the organisation and to generate 
goodwill and develop rapport with the staff. Doing this also gives an 
early indication of how much communication about the accreditation 
process and its purpose has been internalized and institutionalized in 
the whole facility; 

 
iii) Visit as many wards and service areas as possible. It is best to visit all 

service areas, however briefly, so as not to disappoint the staff and 
personnel who have participated actively in preparing for the survey. 
Check with the Person-In-Charge if there is any service to which the 
survey team should pay special attention for any reason; 

 
iv) Carry whatever notes needed to remind oneself of matters and issues 

which must be covered. Do not be afraid to ask probing questions. 
However, be courteous at all times and avoid being seen as a “know- 
all”, aggressive or overly critical. 

 
v) Wherever needed, cross-check the accuracy of statements made by 

the facility staff by asking similar questions of other facility personnel. 
Counter-check with your surveyor colleagues at the end of th e day in 
the case of linked services. Interact with as many staff and patients as 
possible to elicit the evidence needed. 

 
vi) The Chief Surveyor shall discuss any major problems identified by the 

survey team with the Person-in-charge during the course of the survey 
so that these issues will not come as a surprise at the summation 
conference; 

 
vii) Survey team members may survey certain services individually and go 

together as a group in others. All surveyors shall pay particular attention 
to areas related to safety and quality of care. 

 
viii) The survey team shall spend at least an hour initially, and thereafter 

whenever possible, to examine documentation related to the roles and 
functions being examined (e.g. committee structure, medical staff 
structure an d the general administration of the facility). Policies and 
processes contained in general administration records shall be noted, 
and their implementation later verified and confirmed at ward and service 
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levels. 
 

ix) Be thorough with the examination of committees, sub-committees and 
department minutes and reports. They should provide surveyors with a 
picture of how well, or otherwise, the facility functions and operates. 

 
x) Surveyors shall not at any time “press” their views on a service head or 

ward supervisor being interviewed during survey. A surveyor’s opinions 
shall be discussed with the team to obtain consensus and, if necessary, 
recorded in the Survey Report.  Surveyors with experience an d 
expertise applicable to the situation encountered at the time of survey 
can be of significant help to the facility staff being interviewed. Surveyors 
shall adopt a c ongenial, reasonable, e ncouraging and enabling 
approach. 

 
xi) Progressively write up the first draft of the report for each service area 

surveyed, paying specific attention to every standard requiring 
“comments” or “recommendations” in the Survey Report. Deal 
decisively with the standards one at a time. Try to avoid writing up the 
reports for a large number of service areas that require additional 
information at the end of the survey. 

 
xii) The survey team members shall meet at the end of each survey day to 

discuss their observations and findings, and develop some consensus. 
Prior to the summation conference, they should co nsolidate their 
findings and observations as a team and discuss who will be 
responsible to present the areas of concern, any commendations and 
major recommendations in which service areas. This is to avoid any 
overlap and omissions, because the time for the summation conference 
is limited. 

 
xiii) At the conclusion of the survey, prepare your section of the survey 

report as quickly as possible. Each surveyor shall prepare a report 
covering his or her section according to the order of the standards in 
Standard and Assessment Tool and forward it within one (1) week of 
the survey to the Chief Surveyor who is responsible for the writing of 
the E xecutive Summary to the facility Survey Report. The Chief 
Surveyor shall send the draft Executive Summary to the facilitating 
Technical Officer at MSQH within two (2) weeks of the survey 
completion date. For a Focus Survey, which is smaller in scope and 
coverage, this period is within one (1) week. 

 
xiv) Surveyors should acknowledge, as a team at the Summation Conference 

through the Chief Surveyor, the hospitality offered to them by the facility. 
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3.7 THE SUMMATION CONFERENCE 

 
3.7.1 The purpose of the Summation Conference is for the survey team to share 

with the facility s taff their observations and findings from the assessment 
survey, commend on best practices, highlight any major areas for 
improvement and the related recommendations. At this meeting, it is 
necessary that all areas of concern and all major recommendations are 
informed so that there will be no surprises when the Survey Report is 
received by the facility. The Summation Conference also gives the 
opportunity for the surveyors to validate their findings and receive any 
comments from facility representatives that might modify a surveyor’s 
perception and lead to the surveyor’s comments being qualified or amended. 

 
3.7.2 Duration. This may vary according to the size and complexity of the facility 

surveyed. When there is a considerable number of recommendations to be 
made or sensitive issues to be discussed more time may need to be allocated. 
One (1) to one-and-a-half (1½) hours is usually adequate. 

 
3.7.3 Attendance. The persons to attend the Summation Conference shall be 

agreed during a prior discussion between the Person-In-Charge of the facility 
and the Chief Surveyor. As a guide, the attendees shall include the Person-In- 
Charge, members of the Executive Board, Medical Committee Chairman, and 
preferably all heads of department. Some facilities may like to invite all their 
staff for an educational experience. This may be  inappropriate in some 
instances. The eventual decision rests with the facility’s Person-in-charge 
and the Chief Surveyor. 

 
3.7.4 The Chief Surveyor is the spokesperson for the survey team and will make 

the initial general statements. Individual surveyors follow with reports on the 
service areas surveyed by them. 

 
3.7.5 By way of introduction to the Summation Conference, the Chief Surveyor 

shall advise those present that: 
 

(i) The decision on Accreditation status to be awarded may take some 
time. 

(ii) The final decision on the Accreditation status awarded rests with a 
panel of Councillors, not the surveyors. 

(iii) Only the main recommendations and findings will be commented 
upon in the Summation Conference. 

(iv) The details, finer points, further comments and additional suggestions 
are contained in the Survey Report. 

 
3.7.6 Overview of Survey Findings. 

 
Service areas that may be addressed in the general overview include: 

 
• Physical condition of facility 
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• Attitude of staff 
• Morale of staff 
• Communication 
• Comprehensiveness and relevance of documentation 
• Highlights and commendations 
• Special items worthy of mention 
• Recommendations 

 
Surveyors  may  comment  positively  where  a  facility  is  found  to  achieve 
substantial compliance with the accreditation standards. 

 
3.7.7 The major recommendations shall be outlined and an opportunity is given 

for the facility staff to respond and further clarify the situation. This approach is 
critical to fulfil the educative role of the surveyors and enable the facility to 
benefit from the experience of the survey team.   Upon receiving the final 
survey report, the facility shall not find any major recommendations other than 
those which have been raised at the Summation. 
 

3.7.8 The Person-In-Charge and facility staff are informed that the survey team is 
not permitted to indicate the Accreditation status that the survey team will 
recommend. This is a precautionary measure, in case the surveyors change 
their mind after further reflection during the meeting on aggregate rating prior 
to compiling the final report. Besides this, regardless of the recommendation 
made by the survey team on the accreditation status to be awarded, the 
MCHS Councillors have the final responsibility and authority to decide on the 
award. The MCHS Councillors may modify the status recommended by the 
survey team. 

 
3.7.9 The Chief Surveyor shall invite questions and/or comments from the 

organisation’s representatives, particularly if there are any points requiring 
clarification and corrections on information that may have been misquoted. 

 
3.7.10 The Chief Surveyor closes the Summation session with a word of thanks to 

the facility for their co-operation and hospitality. The survey team shall always 
leave the premises on a friendly note. Throughout the session, the 
surveyors should be supportive and encouraging in manner, even if, in some 
instances, the message may be that the facility has not reached an adequate 
standard for accreditation. It is important to motivate and encourage the 
organisation to look upon the Accreditation process as an educational 
exercise, an impetus for continuous quality improvement and an avenue for 
peer review. 

 
 
3.8 AFTER THE SURVEY 

 
3.8.1 Actions needed on completion of survey visits/interviews  

 
As discussed at the Pre-Survey meeting of the survey team, each surveyor 
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shall proceed with the task of completing the individual service report. Issues 
to be considered include: 

  
i) Services requiring “shared” reporting, e.g. Governance, Leade rship &  

Direction, Infection Control, Environmental and S afety Services, Clinical 
Services, Patient an d F amily Rights, Patient Care Facilities and 
Operations. 

  
  

ii) Any d ifficulties in meeting the deadline shall be discussed with the Chief 
Surveyor and MSQH facilitator. In general, all reports shall be completed 
by lunchtime the day after the summation conference. 

 
iii) Exchanging contact details for communication among surveyors with 

shared reporting to facilitate exchange of material and verification.  
 

3.8.2  Assessment for each service area: 
          
     Every as signed s urveyor is responsible to read and  complete t he f ollowing 

sections of the assessment tool: 
 

3.8.2.1 Standards 
       

3.8.2.2 Criteria/Core Criteria for Compliance 
 
       Each standard in the service has a number of criteria for compliance 

with t he s tandard. A number of criteria have been identified as 
core to the standards. They include core processes with immediate 
impact on pat ient s afety and c linical ef fectiveness and evidence 
based standards with a clear purpose. Core criteria must achieve a 
rating of 4 or 3 for the standards to reach compliance. 

 
3.8.2.3 Evidence of Compliance 

 
    This c olumn gi ve t he s uggested ev idence f or c ompliance. The 

surveyor is required to verify each element based on t he evidence 
available. 
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3.8.2.4 Surveyor Findings/Recommendation 
 

i) Insert the appropriate compliance rating 4, 3, 2, 1, NA  in t he 
Surveyor R ating c olumn, providing only o ne answer for each 
criterion of the standard. When app lying a r ating, us e t he 
rationale and gu idance as i n Appendix VII: Guideline on Rating 
System – 5th Edition MSQH Hospital Accreditation Standards to 
determine the level of compliance. 

 
ii) Provide appropriate commendations/areas f or i mprovement into 

the Surveyor F indings section for e ach criterion where 
applicable. 

 
iii) It is mandatory to provide an explanatory comment and 

recommendation (non-prescriptive) in the Surveyor Findings 
section for each criterion which has been given a rating of 
2 or 1 followed by a risk assessment. 

 
3.8.2.5 Surveyor Summary and Overall Rating 

 
i) At the end of  assessment of  each service s tandard, there is an 

additional s ection f or “ Surveyor S ummary”. C ompletion of  t his 
additional section is mandatory based on the survey findings, to 
allow for f urther c omments and ex planation w hich w ould be  
helpful to the Chief Surveyor, voting Councillor, and to the facility 
when the full survey report is received. 

 
ii) An O verall R ating of  4,  3,  2 or  1 i s pr ovided bas ed on t he 

compliance with the criteria, core criteria and standards for each 
service area. Every service standard shall be assessed and rated 
individually. The ov erall ac hievement of  eac h s ervice s tandard 
will be measured as follows:  
 

                          a. For a service standard to be awarded rating of 4 or 3: 
 

                              i. Core Criteria 
• Core c riteria m ust ac hieve a rating of  4 o r 3 f or t he 

standards t o o btain t he des ire level of  compliance. 
However, the core criteria rating of 2 may be acceptable, 
if the risk associated with the criterion is Moderate or Low 
as c alculated on t he r isk m atrix and t he nec essary 
remedial ac tion can be achieved within 12 months pos t 
certification award. 

 
• ≤ 20% of core criteria with risk assessment of Moderate 

and/or Low. E.g. ten (10) core criteria; only two (2) core 
criteria c an hav e r ating o f 2 w ith r isk as sessment of  
Moderate and/or Low. 
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ii. Non-Core Criteria 
 
• ≤ 20% of non-core c riteria w ith r isk as sessment of  

Moderate and/or Low. E.g. 40 non-core criteria; Only 8 or 
less than 8 non-core criteria can have rating of 2 with risk 
assessment of Moderate and/or Low. 

 
b. All c riteria ac hieving r ating of  2 and 1 s hall r equire r isk 

assessment (by using the risk matrix). In the event, the overall 
risk is c ategorized as C ritical and H igh, t he overall rating of  
the service standard will be rated as 2 or 1. 
 

c. The t otal s core of  t he c riteria an d c ore c riteria f or eac h 
service s tandard s hall be t allied ( numerator). The 
denominator shall be based on the number of total applicable 
criteria multiply by  t he maximum s core of  f our ( 4) for each 
service s tandard. Criteria t hat ar e not ap plicable (NA) s hall 
be excluded in the total tally of results for the specific service 
standards.  

 
d. Overall performance of each service standard is based on: 

 
• the numerator ( total s core of  c riteria) d ivided by  total 

applicable maximum score.  
                                       Example:  
                                                     120 (total score)            
                                       160 (4 x 40 applicable criteria) 

 
• in the event where the core criteria/other criteria rated as 

two (2) or one (1) and the risk assessment indicate High 
or Critical risk will impact on pat ient and staff s afety, 
then t he ov erall r ating of t he s ervice s tandard shall be 
downgraded to two (2).  

 
e. For Centres of Excellence (COE) services to be listed in the 

certification award, t he C OE s hall ac hieve overall r ating o f 
four (4).  

 
iii) The S urveyor S ummary and O verall R ating s ection s hall 

contain a logical but consolidated report giving an overview on 
how the facility has achieved compliance (or otherwise) with the 
standards for that service area. In this overview, surveyors shall 
include bot h t he h ighlights of  h ow t he s ervice has  achieved 
compliance and areas for improvements.  

 
iv) Recommendations are compulsory to be made where a two (2) 

or one (1) rating has been given and these comments shall also 
be included in the Surveyor Summary page. 

 

X100   = 75%  
              (Overall Rating = 3) 
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3.8.3 Completion of  survey reports - the Chief Surveyors and surveyors ensure 
the completion of survey reports within the two weeks (14 days) timeframe.  

 
3.8.4 Chief Surveyor submits the completed reports to the MSQH Secretariat. 
 
3.8.5 The MSQH Secretariat is responsible for the c ompilation of  t he Final 

Survey Report. 
 

3.8.6.  Processing of the Survey Report 
 

i) Members of the survey team shall work individually or in teams on the 
areas surveyed by them and prepare the relevant service area report. 

 
ii) In the event where that a surveyor cannot complete the report before 

the team is dismissed from the facility, he/she is allowed a grace period 
of seven (7) days to complete the task and forward the report to the 
facilitating Technical Officer. 

 
iii) The MSQH technical officer undertakes the final reading and formatting 

of  the individual surveyor’s report. A copy of the report is sent to the 
Chief Surveyor for his/her verification and endorsement, and to assist in 
the preparation of the Chief Surveyor’s Executive Summary. 

 
iv) The individual service reports and the Executive Summary is read by the 

Senior Technical Officer to ensure factual accuracy, internal consistency 
and compliance with MSQH quality expectations. Any changes 
suggested by the Senior Technical Officer are discussed with the Chief 
Surveyor for agreement before alteration is made in the report. 

 
v) Surveyor s hall not take home any information relating to the facility 

surveyed. Any rough notes and documents are retained by the MSQH 
facilitator at MSQH premises until such time as the survey report has 
been fully completed and the result notified to the facility. 

 
vi) The final facility survey report, consisting of the Chief Surveyor’s 

Executive Summary and all individual service reports are sent to a panel 
of MCHS Councillor who shall read the report individually and vote on the 
accreditation status based on the report. 

 
vii)  The MSQH Secretariat shall collate the votes from individual Councillors 

and process the Accreditation Status decision from their aggregated 
votes. 

 
viii)  Unless warranted by special reasons or circumstances which must be 

notified to MSQH CEO, any correspondence with the facility following a 
survey shall be the responsibility of MSQH Secretariat. 
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3.8.7. Processing of Accreditation Survey Results 
 

i) The Accreditation Status result to gether with the comments and  
recommendations from the three voting MCHS Councillors s hall b e 
endorsed by the Chairman, Accreditation Committee and the Chairman 
of the Malaysian Council of Healthcare Standards. 

 
ii) The MSQH Se cretariat forwards t he aggregated results from the 

Councillors to the MSQH President for conferment of the Certificate of 
Award. 

 
iii) The MSQH Se cretariat not ifies t he hospital o f the Accreditation Status 

awarded. For a facility surveyed for the first time, the name is added to 
the List o f Accredited facility in the MSQH web page. If  the facility is 
accredited in subsequent cycles, the period of accreditation is updated 
in the webpage. 

 
iv) MSQH prepares the Facility Survey Report and sends it to the hospital 

together with the Certificate of Award. 
 
 
 
3.9 PROCESS OF ACCREDITATION STATUS DECISION 

 
There is a  two tier voting system to reach the final decision on the 
Accreditation Status to be awarded to a facility surveyed: 
 
(a) the first tier is by the survey team who carried out the on-site survey 
  
(b) the second tier voting is by a panel of MCSH Councillors selected to 
read and vote based on the Facility Survey Report. 
 

3.9.1 Survey Team Accreditation Scoring 
 

After the Summation Conference, before the survey team members 
disperse, they meet to consider the Accreditation Status to be 
recommended. A scoring and voting sheet is provided in the surveyors’ kit. 
Each surveyor votes individually on the voting-cum-scoring sheet. The 
MSQH technical officer assists in the polling of votes and scores, and the 
average score indicates the accreditation status which is recommended by 
the survey team. 

 
The team shall agree on the score (0-30) which indicates the recommended 
accreditation status: 
 

0     -   9 Non Accreditation  
10   - 19 One Year Accreditation  
20   - 30 Four Year Accreditation 

 
Note: No scoring sheet is used for focus surveys. 
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The survey team’s vote and score and the final Facility Survey Report are 
transmitted to a panel of voting Councillors who are members of the 
Malaysian Council on Healthcare Standards (MCHS). The MCHS has the 
ultimate responsibility to determine the facility’s Accreditation status. 

 
3.9.2 Panel of Councillor Voting 

 
For every facility surveyed, MSQH appoints a panel of three (3) Councillors 
to independently read and review the Hospital Survey Report. In the report, 
the facility is identified only by a code number so that each Councillor is 
unaware which facility is being assessed and voted on. Each Councillor 
then gives a score and vote on the Accreditation Status Award form. Voting 
forms a re returned to the MSQH within five days from the time the 
Councillor receives the report. 

 
The Councillors’ votes are tallied by MSQH Secretariat and the 
Accreditation Status (Four-Year, One-Year, or Non-accreditation) is decided 
by the average score and the aggregated vote. 

 
The facility is then notified of the final decision, followed by a copy of the 
final Facility Survey Report, in which the recommendations will help to 
further improve organisational performance. 
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 4.0  THE  SURVEY REPORT 
 
 
 
4.1      GUIDELINES ON SURVEY REPORT WRITING 
 

The report writing stage of the accreditation process is vital to the success of 
the Accreditation Program. The facility that has been surveyed expects to 
receive a Survey Report that documents the level of compliance of the 
organisation with the accreditation standards, and contains recommendations 
for remedial actions which will enable the organisation to achieve higher 
levels of quality and safety in the delivery of healthcare services. 
 
The comments and recommendations in the Survey Report are based on the 
standards and criteria in the MSQH Accreditation Guide. The wording shall be 
maintained at a minimum for the sake of clarity and easy reading. MSQH 
Accreditation Guide, containing current accreditation standards, criteria and 
accompanying notes, is the resource document to be used by surveyors for 
clarification in the course of writing their reports. 
 
The Survey Report is designed to facilitate the facility in future accreditation 
surveys and has five (5) main purposes: 
 
i) As a self-assessment tool for the facility prior to the next survey. 
 
ii) A record of the observations and findings of the surveyors. 
 
iii) A decision on the status of the facility’s compliance to Standards in each 

service area, to enable the voting MCHS Councillors to reach an 
informed and fair decision as to the accreditation status to be awarded. 

 
iv) Providing a detailed report so that the facility management could learn 

from the process and upgrade their performance in terms of safety and 
quality of the services provided. 

 
v) Providing a management tool for the healthcare organisation to use in its 

ongoing development and quality improvement. 
 
Survey reports shall reflect accurately and objectively the facility’s level of 
compliance with the standards in MSQH Accreditation G uide ( Standard an d 
Assessment Tool). The report shall be  sufficiently comprehensive in content 
to give the voting Councillors adequate information to reach a decision on 
Accreditation, yet not unduly lengthy as to detract from the essential points. 

 
4.2    SURVEY FINAL REPORT FOR MCHS COUNCILLORS 

 
The following are to be observed when submitting t he Survey Final Report for 
MCHS councillors’ voting: 
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a. Title Page with Code number of the facility surveyed. 
 

b. Contents Page 
 

The contents page lists the location of specific information and 
services su rveyed with page number against each part. Only those 
service areas where a report has been written will be included in the 
Survey Final Report. 

 
c. The Chief Surveyor’s Executive Summary Survey Report 

 
i) Introduction: This section contains general information on t he Facility, 

geographical location, s ervices p rovided, num ber of  beds , bed  
occupancy rate, etc. 

 
ii) Survey Findings:  

• Summary of the Facility’s compliance to the service standards with 
reference to the focus areas, e.g. Organisation and M anagement, 
Human R esource D evelopment and M anagement, P olicies and  
Procedures, F acilities and  E quipment, S afety and  P erformance 
Improvement Activities, Special Requirements.  

• Compliance w ith f ire s afety s tandards a nd ot her legislative an d 
statutory requirements relating to safety. 

 
iii) Commendation: where the services are exceptionally commendable. 

 
iv) Recommendation: D etailed information in t he ar eas s pecifying the 

standards/criteria that are not met and for improvement. 
 

v) Conclusion: Overall degr ee t o w hich the F acility c omplies with th e 
standards. If One-Year accreditation status is awarded, information on 
the areas suggested for the subsequent Focus Survey is highlighted. 

 
vi) Final R ating: Recommended ac creditation s tatus may be F our-Year, 

One-Year or Non-Accreditation Status. 
 
The C hief S urveyor is responsible f or f orwarding t he E xecutive S ummary 
Report to the MSQH within two weeks of the survey completion date.  If the 
expected time frame cannot be met, the MSQH shall be notified so that the 
facility can be kept informed. Appendix V contains the guidelines for writing 
the Chief Surveyor’s Executive Summary Survey Report. 
 

d. Summary of Individual Service Rating 
 

This is a list of all service areas surveyed accompanied with the names (in 
initials) of the surveyor(s) who surveyed the relevant service area and 
completed the report for this section. The level of compliance denoted by 
the rating of 4, 3, 2, 1, NA are written against each service area along with 
the risk assessment if applicable. These pages form part of the report that 
goes to the voting Councillors with the survey team’s aggregated score. 
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e.  Individual Service Standard Reports by Surveyors 

 
All s ervices s urveyed i n t he F acility s hall b e r eported using t he c urrent 
standards and  assessment tool by the respective assigned surveyors as 
detailed i n t he s urvey schedule. The Surveyor S ummary and O verall 
Rating page shall be completed for each service and shall complement 
the information in the body of the full r eport. This provides a general 
overview of the service and its activities and  how the service fits 
organisationally within the facility. This part shall be as comprehensive as 
possible in order to help the Councillor voters, who have not gone on 
site, to fully un derstand the situation and the reasons for the surveyors’ 
rating. It is critical that surveyors express their interpretive understanding 
of what is actually going on in each service surveyed. Always 
comment on safety features and performance improvement 
activities.  

 
The surveyor report should avoid using adjectives or qualifiers such as ‘tiny’, 
‘extremely’, ‘ rather’, ‘ very’, ‘ totally’ w hich are uns cientific and o pen t o 
misinterpretation. 
 
Ensure i nternal c onsistency of  t he r eport and bew are of  c ontradictions 
between s tatements within t he s ame r eport. F or ex ample, t here is a  
relationship be tween A naesthetic S ervices, I nfection C ontrol, O perating 
Suite S ervices, E nvironmental and S afety Services, M edical S ervices a nd 
Nursing Services. Comments on t hese ar eas must be c ross-referenced t o 
ensure there is no conflict in what is reported and recommended, especially 
when these have been surveyed by different surveyors. 

 
Include any commendations about the service, especially on continuous 
performance improvement ac tivities. Commendations shall not name 
specific people and s hall provide a necessary balance to avoid the 
perception of a negative report. Commendations are not appropriate where 
a service is rated NA. 

 
Recommendation is an important record which documents the details of 
the service areas which the surveyors assessed to have not achieved 
rating of  4 or  3 with a criterion or standard. Recommendations shall 
specify what ought to be done, without details on how to do it (not 
prescriptive).  

 
4.2.1 The completed report is sent to the MSQH for editing and further processing 

before transmission to the panel of selected MCHS Councillors for voting on 
the Accreditation Status Award decision. The process of decision making for 
Accreditation Status Award is seen in Appendix VIII. 
 

4.2.2 One-Year Accreditation Award Recommendation 
 

A one-year award recommendation requires more detailed information to 
explain the factors which prompted this recommendation to be made. 
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It is important that detailed information on the areas suggested for the 
subsequent Focus Survey is made very clear to the MSQH, MCHS 
Councilors, the facility and the next team of surveyors. 
 

4.2.3 Non Accreditation Award Recommendation 
  
Reasons for recommending a non accreditation status shall be very clearly 
detailed t o j ustify t he s tatus. T he f ollowing el ements s hall a lso be  
highlighted: 
 
i) Services that do not comply with the standards. 

 
ii) Areas that compromise on patient and staff safety. 

 
iii) Risk assessment that has been identified.  

 
 
4.3       SURVEY FINAL REPORT FOR FACILITY 
 

After the Accreditation Status Award decision is made known, a copy of the 
report is sent to the facility. The facility makes use of this document to 
guide them on the remedial actions that shall be taken to improve on any 
areas of concern. This final survey report is also the basis for the submission 
of y e a r l y  compliance reports by the hospital at prescribed intervals to 
MSQH, for the purpose of monitoring the facility’s progress in quality 
improvement and continuously in compliance with the standards requirements. 
 
The Survey Final Report to be submitted to the facility consists of the following 
components:- 

 
1. Title page  
2. Facility name and survey date 
3. The name of the Chief Surveyor with such designation followed by 

an alphabetical list of the names of the other surveyors.  
4. Contents page 
5. MCHS Councillors’ Comments and Recommendations 
6. The Chief Surveyor’s Executive Summary Survey Report 
7. Summary of Individual Service Ratings – without the survey team’s 

aggregated score. 
8. Individual Service Standard Reports by the surveyors 

 
 

 
 
 
 
 
 

 
 

 
©MSQH2017: TheSurveyor Handbook   Page 43 of 63 

  



 

5.0 SURVEY PERFORMANCE EVALUATION 
 
 

MSQH continually evaluates its Accreditation Program and the management 
of the su rvey processes thereof. To complete the evaluation feedback 
loop, all facilities are requested to complete two assessment forms. 

 
5.1 Facility Feedback on Accreditation Survey 

 

Each service head in the facility is asked to complete a questionnaire on the 
survey process management, the competence of the survey team, survey 
techniques used, t he s tandards and r ating s ystem and t he l earning 
opportunities provided by the surveyors. The completed questionnaires are 
forwarded to MSQH, where the Technical O fficer facilitating the survey 
collates the data. The information gathered is t ransmitted to the Chief 
Surveyor and the Chairman of the Accreditation Committee as feedback to 
enable future teams to improve their performance, and for MSQH to improve 
on survey management. 

 
5.2 Surveyor’s Feedback on Accreditation Survey is completed by all 
surveyors for the attention of the Chairman, Accreditation Committee. The 
information gathered from this enables MSQH to improve on operational 
planning, resource management, Survey l ogistic and survey process 
management. 

 
5.3 Evaluation of Survey Report 

 

An assessment form is forwarded with the Final Survey Report to the facility 
to be  completed by the Person-In-Charge. This evaluates the quality of the 
report and its usefulness to the facility in its quality improvement activities. 
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6 . 0 A P P E A L M E C H A N I S M  
 
 
 

A facility may appeal against the decision of the MSQH with respect to the 
Accreditation Status awarded. An intention to appeal must be notified in 
writing to the MSQH within 30 days of notification of the result. A further 30 
days from the date of notification of appeal are given for the facility to 
reconsider or to submit the details of the appeal in writing. 

 
An Appeal Fee (specific amount to be determined by MSQH) must be lodged 
with all appeals as a commitment, and also to cover the administrative and 
other costs of processing the appeal. 

 
When received by MSQH, copies of the appeal documentation are sent to 
each member of the survey team for their comments on the issues raised. The 
surveyor’s comments together with the facility’s appeal documentation are 
then submitted to the MCHS Chairman, who shall appoint an Appeal 
Committee to consider the issues raised. 

 
Depending on the findings and the recommendations of the  Appeal 
Committee, MSQH may decide to uphold or overturn the original decision. 
During the appeal process, the facility’s pre-survey Accreditation Status (if 
applicable, for facilities which are on their second or subsequent accreditation 
cycles) remains unchanged. No correspondence is entertained once the final 
decision is made known. There is no further avenue of appeal. 

 
 
 

*****************************************
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APPENDIX I: 
CHECKLIST FOR PRE-SURVEY MEETING (FACILITY BRIEFING) 

 

1. Meet at a time and place determined and organised by the facility. 
 
2. Welcome address and briefing on the facility and its services by the CEO or 

representative of the hospital. 
 
3. Introduction of the hospital managerial and executive staff who led the staff 

and prepared the facility for the survey. 
 
4. Response from the survey team with the Chief Surveyor introducing the 

surveyors and the service areas they will be responsible for surveying. 
 
5. Concise discussion on any section of the facility’s doc umentation which 

requires explanation or clarification. 
 
6. Review and finalising the survey timetable, and v enue f or c onduct of  

interviews. 
 
7. Identification of hospital personnel who will coordinate survey schedule. 

 
8. Agreement between the surveyors and the hospital representative on the time 

and venue for routine team meetings required to be held during the survey. 
 
9. Finalising arrangements on special matters, e.g. any night visit, meal 

arrangements and time of start and finish on each day by the surveyors. 
 
10. Re-affirm f a c i l i t y  wide approval for the surveyors to meet and talk to 

staff, visitors and  patients a t any  reasonable time for the purpose of  the 
survey. 

 
11. General agreement for the surveyors to review all relevant documents and to 

conduct discussions among the team. 
 
12. Introduction of any observer and the role of the observer. 

 
13. Agreement for at least one surveyor to sit in and observe special meetings, 

e.g. Medical Staff Committee if deemed necessary by the team. 
 
14. Reminding the facility staff that the room allocated for use by the Survey 

Team is out of bounds to any facility staff unless specifically called for to 
facilitate the survey. 

 
15. Precise agreement on the conduct of the Summation Conference covering 

location and time, number and category of personnel attending and the format 
of the conference. 

***************************************** 
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    APPENDIX II:  
CHECKLIST FOR SUMMATION CONFERENCE 

 

The Chief Surveyor shall plan for time to allow all members of the survey team 
(except observer surveyors) to prepare their presentation for the Summation 
Conference. 

 
 
 
i) The time and location of the Summation Conference. 

 
ii) The composition and numbers of persons from the hospital who will attend.  (It is 

wise to control the size of the group to allow for frank and open discussion at 
decision making levels. 

 
iii) The format and content of the meeting : 

 
• The Chief Surveyor starts the discussion with appropriate general 

comments about the overall performance of the hospital in 
reference of compliance to MSQH Hospital Accreditation Standards. 

 
• The “order of appearance” by individual surveyors. 

 
• When and how questions, comments and explanations should be dealt 

with, e.g. with each service area report or at the conclusion of the 
Summation Conference. 

 
• Who to respond to queries and issues discussed. It is recommended 

that the Chief Surveyor shall indicate which surveyor is to respond. 
 

iv) The Summation Conference should cover: 
 

• The purpose of the Summation Conference. 
 

• The process how Accreditation status is objectively decided on and 
conferred. 

 
• Areas of excellence worthy of commendation and areas of concern 

which require improvement as indicated by the recommendations. All 
areas with rating of  2 and  1  that lack c ompliance t o t he s tandards 
without i ndicating the r atings which will be included in the individual 
service s t a n d a r d  reports must be highlighted during the Summation 
Conference. 

 
• Key personnel from the facility surveyed shall be given time to make 

comments, ask questions and clarify issues of concern. 
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v) The Chief Surveyor shall sum up the Summation Conference with: 
 

• A request for any questions from the team on matters covered during 
the survey. 

 
• A comment that any major recommendations appearing in the final 

Survey Report would have been highlighted at the Summation 
Conference. 

 
• A word of thanks, on behalf of the team and MSQH, for the hospital’s 

participation in the program and their hospitality. 
 

• A reminder that MSQH shall contact the Person-In-Charge of the 
facility by telephone immediately after the Accreditation status 
decision is known. 

 
***************************************** 
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APPENDIX III:  
PROCESS OF PREPARING SURVEY REPORTS 

 

 
 

Survey conducted 
 

 
 
 

Team writes and verifies reports. 
 

 
 
 

Team reports to Chief Surveyor 
 

 
 
 

Chief Surveyor forwards draft Survey Report to MSQH 
 
 
 
 

MSQH undertakes the final typing and format of draft Survey Report. 
 

 
 
 

MSQH sends draft Survey Report to reader (optional) and Chief Surveyor 
 

 
 
 

Report edited in consultation with Chief Surveyor 
 

 
 
 

Final report sent to MCHS Councillors for voting. 
 

 
 
 

MSQH receives votes and tallies results. 
 

 
 
 

Notification to facility 
 

 
 

Time for voting by Councillor is 5 working days.  
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APPENDIX IV:  
REPORT WRITING CONVENTIONS 

 
A. Guiding Principle 

The aim is to achieve a readable, comprehensive and accurate report. 
Provide sufficient information, clearly written and presented, to help the 
various readers and users of the Survey Report. 

 
B. General Tips on Expression and Writing Style in Survey 

Reporting 
1. Write objectively using the third person. Do not refer to trade 

names or identify the names of individual people. 
2. Write in the active voice whenever possible for clear and direct 

communication, e.g. ‘Staff indicated satisfaction with the new 
facilities’ as opposed to ‘Satisfaction with the new facilities was indicated 
by staff’. 

3. Correct spelling, grammar and punctuation are vital. The Survey 
Report is a formal report.  Use complete sentence structure and avoid 
colloquialism. 

4. Use simple language. Avoid lengthy sentences or paragraphs. 
5. Use lower case unless referring to proper names or official titles. 
6. Avoid the use of hyphens except for an accepted spelling, or if 

necessary to avoid ambiguity. 
7. As a general rule, do not use symbols, e.g. hyphen and ‘&’. The 

exception is the percentage symbol (‘%’), which for the sake of 
consistency and space, should always be used in the Survey Report. 

8. Keep the use of abbreviations to a minimum. Spell the word(s) in full 
followed by the accepted abbreviation in brackets for the first reference 
in the text, e.g. quality activities (QA). Always ensure subsequent 
reference to the abbreviation will be clear and unambiguous. 

9. Capitalise only particular titles of persons or committees, and not 
general references to staff categories or classifications, e.g. doctor, 
nurse, director etc. Use lower case for such references as nursing staff, 
medical personnel, cleaning staff, committee members. 

 
C. Survey Summary Format 

 
1. Commendation / Innovation 

i. ……………………………. 
2. Areas for Improvement 

i. Opportunities for Improvement 
 …………………………… 
 …………………………… 

ii. Recommendations 
 …………………………… 
 …………………………… 

3. Overall Rating 
4. Risk Assessment  

***************************************** 



APPENDIX V: 
GUIDELINES FOR CHIEF SURVEYOR’S 

EXECUTIVE SUMMARY REPORT 
 
 

The Chief Surveyor’s Executive Summary shall include all information as indicated 
below. The sub-headings serve merely as reminders to ensure consistency and 
comprehensiveness of the reporting process. The full content of the report depends 
on the type of facility and the level of patient care services provided. The report shall 

   not be more than 6 pages. 
 
 
 

INTRODUCTION 
 

1.1 Overview : 
a) Level of care (primary/secondary/tertiary) 
b) Bed strength and occupancy rates 
c) Location 

 Urban 
 Rural 
 Distance from referral centre (if primary level hospital) 
 Surroundings and environment 

 
1.2 Access and signages 

 
1.3 Services 

a. Clinical services 
b. Support service 

 
1.4 Cycle of Accreditation 

 
 
 

1. ORGANISATION AND MANAGEMENT 
 

1. Vision and Mission 
 

2. Leadership 
 

3. Governing Framework 
a. Corporate governance 
b. Clinical governance 

 
4. Organizational structure and Directorates 

 
5. Networking with other healthcare agencies 

 
6. Credentialing and privileging 

 
7. Committees, their meetings and functionality 
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8. Financial Management 
 

o Budgeting 
o Purchasing 
o Auditing 

 
9. Licences and permits 

 
10. Contracts for outsourced services 

 
11. Memorandum of Understanding with educational and other agencies. 

 
12. Quality Policy and Risk Management System (organization of and 

implementation of performance improvement activities) 
 
 
 

2. HUMAN RESOURCE DEVELOPMENT AND MANAGEMENT 
 

1. Level of staffing, in general, and compared to norms in special areas 
e.g. ICU etc 

 
2. Staff training and development 

 
3. Registration and Annual Practicing Certificates for doctors, nurses and 

allied health professionals. 
 

4. Induction, Orientation and Continuing Education 
 

5. Completeness of personnel files with Curriculum vitae/staff profile, 
appointment letters, job specifications, etc 

 
6. Staff Appraisal 

 
7. If a training facility/hospital – supervision and compliance with the 

terms of Memorandum of Understanding (MOU). 
 
 
 
3. POLICIES AND PROCEDURES 

 
a. Proper documentation of policies and procedures 

 
b. Presence of Operational policies and procedures – available and 

accessible to end users? 
 

c. Compliance with legislations and regulations 
 

d. Internal compliance to policies and procedures – any policy/practice 
gaps? 

 
e. Regular Review of policies and procedures 
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Make special note of policies and procedures for Special 
Requirements related to safety and quality of care. 

 
 
4. FACILITIES AND EQUIPMENT 

 
1. Buildings, grounds, space (norms, congestion) – appropriateness of 

facilities to ensure safety, security and delivery of optimal patient care. 
 

2. Equipment – appropriateness and adequacy of equipment for level of 
care. 

 
3. Functionality  of  equipment  –  Planned  Preventive  Maintenance,  and 

prompt Corrective Maintenance of building/facilities. 
 

4. Appraisal and timely replacement of facilities/equipment. 
 

5. Privacy and patient comfort, .e.g. disabled friendly toilets, ramps. 
 

6. Grieving/Bereavement room. 
 

7. Signage within and outside the facility. 
 

8. Information Technology support for operations and management. 
 

9. Teaching facilities in training hospitals. 
 

10. General requirements : 
 

i. Facility maintenance 
 

ii. Ventilation and air conditioning 
 

iii. Electrical supply and lighting 
 

iv. Water supply 
 

v. Medical gases    
 

vi. Others as  p er s tandard in F acility a nd B iomedical E quipment 
Management and Safety. 

 
5. SAFETY AND PERFORMANCE IMPROVEMENT ACTIVITIES 

 
        Organization of Performance Improvement Activities. 

 
a) Systematic data collection. 
b) Analysis and feedback 
c) Implementation and evaluation 

 
©MSQH2017: TheSurveyor Handbook   Page 53 of 63 

  



6. SPECIAL REQUIREMENTS 
 

• Fire Safety 
 

• Safety program 
 

• Disaster plan 
 

• Infection Control 
 

• Waste Disposal 
 

• Medical Records 
 
 
 

COMMENDATIONS 
 
 
 

RECOMMENDATIONS 
 
 
 

CONCLUSION – focus on strengths, weaknesses 
 

This should include a summary of the commendations (strengths), 
shortcomings (weaknesses) and recommendations. 

 
 
 

FINAL RATING - RECOMMENDED ACCREDITATION STATUS 
 
 
 

***************************************** 
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APPENDIX VI:  
PROCESS OF ACCREDITATION STATUS DECISION 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 

On-site Survey 

Surveyor Daily Consensus Discussion 

Deliberation + Rating of Individual Services 

Decision on Overall Performance 

Individual Surveyor Voting 

Final Survey Report 

Councillor 1 Councillor 2 Councillor 3 

Review Report & Vote Review Report & Vote Review Report & Vote 

MSQH Aggregate Votes of Councillors 

Accreditation Status Decided  
(Chairman, MSQH Accreditation Committee) 

Endorsement by MCHS Chairman 

Conferment of Award by MSQH President 

Survey Team Voting - with recommended Accreditation 
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APPENDIX VII:  
GUIDELINE ON RATING SYSTEM – 5TH EDITION MSQH HOSPITAL 

ACCREDITATION STANDARDS 
 

1. Use the following rating for each criterion in individual service standard and 
overall per formance of  eac h s ervice s tandard t o det ermine t he level of  
compliance.  
 

Rating Rationale 

4 

Excellent achievement  
i(a) Rating of criteria in each service standard: 

80% to 100% of evidence of compliance to the criteria have been 
achieved. 

i(b) For rating of overall performance of each service standard; an 
achievement of 80% t o 100% of  the maximum score of  the appl icable 
criteria shall be rated as 4. 

 
Example:  
The t otal score o f c riteria ( numerator) div ided by  maximum score of  
applicable criteria (denominator).  
 
128 (total score)            x 100   =    80% 
160 (4 x 40 applicable criteria) 

 

3 

Good achievement  
ii(a) Rating of criteria in each service standard: 

 60% to 79% of evidence of compliance to the criteria have been 
achieved. 

ii(b) For rating of overall performance of each service standard; an 
achievement o f 60% t o 79% of  t he maximum score of the appl icable 
criteria shall be rated as 3. 

 
Example:  
The t otal score o f c riteria ( numerator) div ided by  maximum score of  
applicable criteria (denominator).  
 
96 (total score)            x 100   =    60% 
160 (4 x 40 applicable criteria) 

 

2 

Fair achievement  
iii(a) Rating of criteria in each service standard: 

40% t o 59% of e vidence o f c ompliance t o t he c riteria ha ve been 
achieved. 
For rating of 2, risk assessment needs to be performed. 

iii(b) For rating of overall performance of each service standard; an 
achievement o f 40% t o 59% of  t he maximum score of the appl icable 
criteria shall be rated as 2. 

 
Example:  
The total score of criteria (numerator) divided by maximum score of 
applicable criteria (denominator).  

 
64 (total score)            x 100   =    40% 
160 (4 x 40 applicable criteria) 
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Rating Rationale 

1 

Poor achievement  
iv(a) Rating of criteria in each service standard: 

0% to 39% of evidence of compliance to the criteria have been achieved. 
For rating of 1, risk assessment needs to be performed. 
 
iv(b) For rating of overall performance of each service standard; an 

achievement of  0% t o 39% of  the maximum score of  the appl icable criteria 
shall be rated as 1. 

 
Example:  
The total score of criteria (numerator) divided by maximum score of 
applicable criteria (denominator).  

 
56 (total score)            x 100   =    35% 
160 (4 x 40 applicable criteria) 

 
 

2. Methodology for measuring overall achievement of each Service Standards: 

Every s ervice s tandard s hall b e as sessed a nd r ated individually f or t he overall 
award accreditation status. The overall achievement of each service standard will 
be measured as follows: 
 
a. For a service standard to be awarded rating of 4 or 3: 

 
            i. Core Criteria 
 

• Core criteria must achieve a rating of  4 o r 3 for the standards to obtain 
the desire level of compliance. However, the core criteria rating of 2 may 
be acceptable, if the risk associated with the criterion is Moderate or Low 
as calculated on the risk matrix and the necessary remedial action can be 
achieved within 12 months post certification award. 

 
• ≤ 20% of core criteria with risk assessment of Moderate and/or Low. E.g. 

ten (10) core criteria; only two (2) core criteria can have rating of 2 w ith 
risk assessment of Moderate and/or Low. 

 
    ii.  Non-Core Criteria 
 

• ≤ 20% of  non -core c riteria w ith risk as sessment of  M oderate and/ or 
Low. E.g. 40  non-core c riteria; Only 8 or  less than 8 non -core c riteria 
can have rating of 2 with risk assessment of Moderate and/or Low. 
 

b. All criteria achieving rating of 2 and 1 s hall require risk assessment (by using 
the r isk m atrix). I n t he ev ent, t he ov erall risk i s c ategorized as  C ritical an d 
High, the overall rating of the service standard will be rated as 2 or 1. 
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c. Overall pe rformance of  eac h s ervice s tandard is based on the impact on  
patient and staff safety. 

 
d. For Centre of Excellence (COE) services to be listed in the certification award, 

the COE shall achieve overall rating of 4. 
 
e. Criteria t hat a re not  a pplicable ( NA) s hall be ex cluded in t he t otal t ally of  

results for the specific service standards. 
 

3. Risk Assessment 
 
When a rating of 2 or 1 is given to any criterion during self-assessment, or by 
the survey team, a risk assessment needs to be carried out. 
 

 
 

In completing the risk assessment, the risk associated with the criterion should 
be ex plicitly stated and a  r ecommendation out lining how  t he r isk w ill be  
addressed must be provided. 

 

4. Not applicable (NA) criteria  
 
a. In c ertain s ituation, de pending on t he t ype of  f acility, c ertain criteria i n 

service standards may not be applicable to the facility. 

b. Any criterion that are not applicable should be noted in the self-assessment 
under the Facility Comments and s tate why the criterion, or parts thereof, 
are not applicable. 
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c. Where the s urvey t eam f inds evidence t hat t he c riterion is app licable 
(although i ndicated as  not app licable by  facility), this w ill be not ed in t he 
report and a rating given.  
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APPENDIX VIII:  
AWARD STATUS – OVERALL FACILITY RATING 

 
1.1 Four-Year Accreditation  

 
1.1.1 For the award of Four-Year accreditation status, the Facility shall 

have to comply with the following requirements: 
                  

1.1.1.1 The f ollowing core se rvice standards (Group 1 ) shall 
achieve overall rating of minimum 3:  
i. Standard 1 - Governance, Leadership & Direction 
ii. Standard 2 - Environmental and Safety Services 
iii. Standard 3 - Facility and Biomedical Equipment 

Management and Safety 
iv. Standard 4 - Nursing Services 
v. Standard 5 - Prevention and Control of Infection 
vi. Standard 6 – Patient and Family Rights 
vii. Standard 7 – Health Information Management System 

(HIMS) 
 

1.1.1.2 ≤ 20% of core service standards (Group 1) are allowed to 
have overall rating of 2 w ith risk assessment of Moderate 
and/or Low, i.e. only one (1) service standard in Group 1 is 
allowed t o hav e ov erall r ating of  2 w ith M oderate an d/or 
Low risk. 

 
1.1.1.3 All c linical s ervices s tandards including c ritical c are 

services    standards (Group 2, Appendix IX) shall achieve 
overall rating of at least 3. 

 
1.1.1.4 ≤ 20% of service standards in Group 2 are allowed to have 

overall rating of 2 with risk assessment of Moderate and/or 
Low, e.g. if there are 21 service standards in Group 2, only 
four (4) or less than four service standards are allowed to 
have overall rating 2 with Moderate and/or Low risk. 
 

1.1.1.5 For other services, where there is overall rating of  2 o r 1,  
risk assessment (by using the risk matrix) is required and 
the risk is categorized as Moderate or/and Low. 

 
1.1.1.6 Decision for aw arding ac creditation s tatus t akes into 

consideration: 
 
i. overall i mpact of  the hos pital s ervices as sures pat ient 

safety; 
ii. recommended s core f rom t he s urveying team and  

councillors  aggregated score. 
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Accreditation Status Four-Year Accreditation 

Score 20 - 30 
 

       1.1.2   Additional recommendation based on the achievement for Four-
Year accreditation status: 

i) Excellent Achievement:  
• All Service Standards should achieve a rating of 4;         
• No score of 2 or 1 for any criteria in all service standards  

(No risk assessment). 
 
ii) Good Achievement: 

• Four-Year accreditation status but do not qualify for Excellent 
Achievement. 

 
            1.2    One-Year Accreditation 

a. The above requirements (1.1.1) are not met. 
b. Areas for improvement and r ecommendations can be rectified within 

12 months period before the Focus Survey 

 
 
 
 
            1.3     Non Accreditation 

a. The above requirements (1.1.1) are not met. 
b. Areas for improvement and recommendations requires more than 12 

months period to rectify. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 

Accreditation Status One-Year Accreditation 
Score 10 - 19 

Accreditation Status Non Accreditation 
Score 1 - 9 
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APPENDIX IX:  
HOSPITAL ACCREDITATION STANDARDS, 

5TH EDITION-STANDARD REFERENCE 
No Standard No. Service Standard 
1 1 Governance, Leadership & Direction  
2 2 Environmental and Safety Services 
3 3 Facility and Biomedical Equipment Management and Safety 
4 4 Nursing Services 
5 5 Prevention and Control of Infection 
6 6 Patient and Family Rights 
7 7 Health Information Management System 
8  *8 Emergency Services 
9 *9 Clinical Services - Non-specialist Facility (for District hospitals) 
10 *9A Clinical Services - Medical Related Services 
11 *9B Clinical Services - Surgical Related Services 
12 *9C Clinical Services - Obstetrics and Gynaecology Services 
13 *9D Clinical Services - Paediatric Services 
14 *9E Clinical Services - Cardiology Services 
15 *9F Clinical Services - Oncology Services 
16 *10 Anaesthetic Services 
17 *11 Operating Suite Services 
18 *12 Ambulatory Care Services 
19 *13 Critical Care Services - ICU/CCU/CICU/CRW/HDU/BURNS CARE UNIT 
20 *13A Critical Care Services - SCN/NICU/PICU/PHDW 
21 *13B Critical Care Services - Labour/Delivery Services 
22 *13C Chronic Dialysis Treatment 
23 *14 Radiology/Diagnostic Imaging Services 
24 *15 Pathology Services 
25 *16 Blood Transfusion Services 
26 *17 Rehabilitation Medicine Services 
27 17A Allied Health Professional Services - Physiotherapy Services 
28 17B Allied Health Professional Services - Occupational Therapy Services 
29 17C Allied Health Professional Services - Dietetic Services 
30 17D Allied Health Professional Services - Speech-Language Therapy Services 
31 17E Allied Health Professional Services - Audiology Services 
32 17F Allied Health Professional Services - Optometry Services 
33 17G Allied Health Professional Services - Health Education Services 
34 17H Allied Health Professional Services - Medical Social Services 
35 17I Allied Health Professional Services - Psychology Counselling Services 
36 17J Allied Health Professional Services - Clinical Psychology Services 
37 *18 Pharmacy Services 
38 19 Central Sterilising Supply Services (CSSS) 
39 20 Housekeeping Services 
40 21 Linen Services 
41 22 Food Services 
42 *23 Forensic Medicine Services 
43 23A Mortuary Services 
44 24 Standards for General Application - Generic 
45 24A Standards for Clinical Research Centre 
*Clinical Services (Group 2) 
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