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2 OHP Background 

In April 2010, Regulation 114/94 provided a 60-day window for all CPSO members performing or 
assisting in procedures in Out-of-Hospital Premises (OHPs) to notify the College. By June 2012, all 
premises that existed prior to June 2010 had their inspection-assessment completed. New premises or 
relocating premises continue to be inspected within 180 days of notification. 

Ontario Regulation 114/941, made under the Medicine Act, 1991 is amended by adding the following: 
Part XI: Inspection of Premises and Equipment. 

Out-of-Hospital Premises (OHP) means any non-hospital site at which a physician engages or 
proposes to engage in: 

(a) any act that, when performed in accordance with the accepted standard of practice on a
patient, is performed under the administration of,
(i) general anesthesia,
(ii) parenteral sedation, or
(iii) regional anesthesia, except for a digital nerve block; and,

(b) any act that, when performed in accordance with the accepted standard of practice on a
patient, is performed with the administration of a local anaesthetic agent, including, but
without being limited to,
(i) any tumescent procedure involving the administration of dilute, local

anesthetic;
(ii) surgical alteration or excision of any lesions or tissue performed for cosmetic

purposes,
(iii) injection or insertion of any permanent filler, autologous tissue, synthetic device,

materials or substances for cosmetic purposes;
(iv) a nerve block solely for the treatment or management of chronic pain; or
(v) any act that, in the opinion of the College, is similar in nature to those set out in

subclauses (i) to (iii) and that is performed for a cosmetic purpose;

but does not include, 

(c) surgical alteration or excision  of lesions or tissue for a clinical purpose, including for the
purpose of examination, treatment or diagnosis of disease, or

(d) minor dermatological procedures including without being limited to, the removal of skin
tags, benign moles and cysts, nevi, seborrheic keratoses, fibroepithelial polyps,
hemangioma and neurofibromata.

1 
Please refer to Appendix 1 for a complete reference to the Regulation. 
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2.1 CPSO Responsibilities 

CPSO is responsible to consider all issues related to the provision of anesthesia/sedation and 
procedural services within OHPs. The Out-of-Hospital Premises Inspection Program is overseen by 
the Premises Inspection Committee. 

CPSO responsibilities include but are not limited to: 
1) developing and maintaining “OHP Standards”
2) conducting inspection-assessments of the premises and medical procedures to ensure that

services for patients are provided according to the standard of the profession
3) determining the outcome of inspection-assessments
4) maintaining a current public record of Inspection Outcomes (on the CPSO website).

2.1.1 Maintaining the “OHP Standards” 

CPSO: 
1) reviews the “OHP Standards” within a five year cycle, or as required, at the discretion of the

Premises Inspection Committee
2) prepares revisions of the Standards and associated inspection-assessment tools
3) coordinates approval of revisions through an established external review process
4) makes revisions available to all relevant parties
5) issues notices for payment of OHP fees.

2.1.2 Conducting the Inspection-Assessment 

1. Timeframe: The timeframe for conducting the inspection-assessment differs for new and
existing OHPs.

For: Inspection-assessment conducted: 
CPSO members planning to use a premises 
for the purpose of performing procedures 
as defined by O. Reg. 114/94 

within 180 days of CPSO receiving the 
CPSO member’s notice 

2. Process: The inspection-assessment may involve but is not limited to:
1) completion of the on-line notification process
2) completion of a pre-visit visit questionnaire
3) a site visit by a team of healthcare professionals including one or more physicians (with

expertise in the appropriate area of medical practice) appointed by CPSO
that includes:

• a review of records and other documentation
• observation of procedures performed at the OHP
•review of the OHP's compliance with accepted standards
•review of any other material deemed relevant to the inspection-assessment

4) enquiries as may be relevant.

3. Reports: OHP assessors provide OHP inspection-assessment reports to CPSO; the CPSO
provides a copy of the inspection-assessment report to all members performing
procedures in the OHP.
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2.1.3 Determining the Outcome of the Inspection-Assessment 

1. The Premises Inspection Committee is responsible, as outlined in the Ontario Regulation
114/94, for determining the inspection-assessment outcome; see Table 01.

Table 01: Inspection-Assessment Outcomes 

Note: Deficiency is anything that can negatively impact the safe and effective provision of medical services for 
patients. 

Outcome Comments 
Pass “OHP Standards” are met for the specific procedures identified by the 

OHP at the time of the inspection-assessment; no deficiencies are 
identified. 
Note: If a “passed” OHP wishes to add procedures, CPSO must be 
notified of the intent and conduct an inspection before the new 
procedures may be performed. 

Pass with 
Conditions 

Deficiencies are identified. 
1) The OHP may be restricted to specific procedures.
2) The OHP may make submissions in writing to CPSO within 14

days of receiving the report.
3) A follow-up inspection-assessment may be conducted at CPSO’s

discretion within 60 days of receiving the OHP written submission.
4) A “Pass” will be assigned when deficiencies have been corrected to

CPSO’s satisfaction.
Fail Significant deficiencies are identified. 

1) The CPSO member(s) cease(s) performance of all procedures.
2) The OHP may make submissions in writing to CPSO within 14
days of receiving the report.
3) A follow-up inspection-assessment may be conducted at CPSO’s
discretion within 60 days of receiving the OHP written submission.
4) A “Pass” or “Conditional Pass” will be assigned when deficiencies
have been corrected to CPSO’s satisfaction.

2. “Pass” and “Pass with Conditions” outcomes are considered current to a maximum of five years
from the date of outcome, but inspections can occur more often if, in CPSO’s opinion, it is
necessary or advisable to do so.
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2.2  Medical Director Responsibilities 
 
In addition to all of the duties described in this section, the Medical Director is also responsible for 
Infection Control (Chapter 7), and Quality Assurance (Chapter 8).  
 
Note:  With the exception of Section 8 (Quality Assurance), whenever the term “Medical Director” is used 
in the Standards, the term “Acting Medical Director” applies in the event that the OHP is being operated by 
a physician other than the Medical Director (Refer to section 2.2.3). 
 
2.2.1 Notification to Operate a New OHP 
 

Notification by a Medical Director planning to operate a new OHP shall be made to the CPSO. Notification is 
accessed through the Member’s Portal log-in on the CPSO website at https://www.cpso.on.ca/Login.aspx 
 
 
All physicians planning to work in an OHP must complete the online Staff Affiliation form by logging in to 
their membership account on the College Website. Upon completion of the form, an email will be sent 
to confirm the notification was sent. College staff will review and email the physician when the 
notification is approved. A copy of this approval email should be shared with the Medical Director prior 
to performing procedures in an OHP. 

 
2.2.2  Inspection-Assessment Process 
 
The Medical Director must inform patient(s) prior to the scheduled inspection-assessment that an 
observation of the procedure may be a component of the inspection-assessment process. 

 
The Medical Director is the main contact for any information related to the premises. Any reports 
pertaining to the inspection-assessment of an OHP are directed to the Medical Director for review 
and response. The Medical Director must respond to CPSO requests for documentation in the form 
and timeframe required, as follows: 

• Within 24 hours for adverse events (as indicated in College By-law No. 77) 
• Within 14 days for regular CPSO requests  

 
Failure to provide the information may result in an outcome of Fail by the Premises Inspection 
Committee. 
 
The Medical Director must ensure that patient records are established and maintained, are accurate, 

legible, complete, follow a consistent format, meet legislative requirements and adhere to the CPSO 
Medical Records policy; a patient record shall include, but is not limited to:  

a) Consent form(s) for the procedure and anesthetic signed by the patient or substitute 
decision maker/legal guardian and witnessed 

b) Pre-procedure assessment 
c) “Surgical Safety Checklist” – a modified surgical safety checklist is required for 
endoscopy premises. 
d) “Anesthetic/sedation Record” 
e) Notes about procedural care 
f) Notes about post-procedure care 
g)  Adverse event reports as required by CPSO. 

https://www.cpso.on.ca/Login.aspx
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The Medical Director must ensure that complete records are onsite on the date of the 
inspection-assessment.    In carrying out an inspection of a premises under the regulation, the 
College may require any or all of the following:  Examination and copying of books, accounts, 
reports, records or similar documents that are, in the opinion of the College, relevant to the 
performance of a procedure in the practice of the member. 
 
2.2.3  Appointment of Acting Medical Director 

In the event the Medical Director is unable or unavailable to perform all of his or her duties due to 
illness, leave, or other circumstance, then the OHP Medical Director must appoint an Acting 
Medical Director who is acceptable to the CPSO.  An agreement must be signed by the Acting OHP 
Medical Director that articulates all responsibilities, with emphasis on the need to respond to CPSO 
requests for documentation in the form and timeframe required, as follows: 

• Within 24 hours for adverse events (as indicated in College By-law No. 77) 
• Within 14 days for standard CPSO requests  

 
In general, the CPSO encourages Medical Directors to make prior arrangements that identify Acting 
Medical Director(s) at each of their premises to ensure systematic coverage during absences.  
 
Failure to provide the information may result in an outcome of Fail by the Premises Inspection 
Committee, which means that the premises can no longer provide the services under the OHPIP 
regulation. 
 
All staff working at the OHP must be notified in the event an Acting Medical Director is appointed. 
 
In addition, any change to the Medical Director must be reported to the CPSO (see 2.2.4 “Notification of 
Changes to OHP”) within 48 hours of the change.    
 
All of the above applies with such modifications as are necessary in the event that the Acting Medical 
Director is unable or unavailable to perform his or her duties due to illness, leave, or other circumstance. 
 
The Medical Director/Acting Medical Director is professionally accountable for fulfilling all of their 
obligations and duties to the OHP and the CPSO.  In the event that the CPSO determines that the 
Medical Director or Acting Medical Director is not performing his or her duties in accordance with the 
legislation, regulations, and policies, the CPSO can require the OHP Medical Director to appoint an  
Acting Medical Director acceptable to the CPSO and/or take such other steps as deemed necessary. 
 
2.2.4  Notification OHP changes to the CPSO 

 
The Medical Director must notify the CPSO forthwith in writing of any OHP changes with regard to the 
following: 

a) Ownership of the medical practice  
b) OHP Medical Director (within 48 hours of change)  
c) Name and/or address of the OHP 
d) Structural changes to patient care areas  
e) Types of procedures or practices 
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f) Physicians performing procedures or administering anesthesia (additions/deletions) 
g) Numbers of procedures performed: any significant increase/decrease (>50% of the last 

reported assessment) 
h) there is a new arrangement to rent space to other physicians for the performance of any 

surgical or anesthetic technique covered by the OHP policy and  procedures.  
i) If overnight stays are permitted 
j) Decision to cease operation of the OHP. 

 
 

2.2.5  Annual Declaration of Responsibilities 
 
The Medical Director must review, and sign an annual declaration of his/her responsibilities, which will 
include agreement to: 

• perform his or her duties with due diligence and in good faith; 
• ensure that the OHP meets its responsibilities; 
• attend and chair QA Committee meetings at the OHP at a minimum of twice per year; 
• ensure staff qualifications are current; 
• ensure policies and procedures are reviewed and updated when necessary, and in accordance with 

relevant standards and guidelines including, but not limited to, the CPSO OHPIP Standards, 
updates to the Provincial Infectious Diseases Advisory Committee’s (PIDAC) Infection Prevention 
and Control for Clinical Office Practice, Malignant Hyperthermia Association of the United States 
(MHAUS), etc. 

 
2.2.6  OHP Policies and Procedures  

 
 

The Medical Director is responsible for the regular review, update, and implementation of OHP policies 
and procedures, which must address the following areas: 

 
2.2.6.1 Administrative: 

a) responsibility for developing and maintaining the policy and procedure manual 
b) organizational chart 
c) scope and limitations of OHP services provided 
d) overnight stays, if applicable. 
e) ensuring that records are kept for each RHP working in the OHP are current and 

include qualifications, relevant experience, and relevant hospital privileges as 
appropriate to the RHP. 

f)  ensuring all physicians performing OHP procedures at the premises have provided 
online notification to satisfy the regulation requirements (see section 2.2.1), and 
documentation verifying approval (emails from College staff) is on file.   
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2.2.6.2 Genera l Response to Emergencies: 
Each OHP shall have a policy on management of relevant emergency situations, including, but 
not limited to: 

a) need to summon additional staff assistance urgently within the OHP 
b) fire 
c) power failure 
d) other emergency evacuation 
e) need to summon help by 911, and coordination of OHP staff with those responders. 

 
2.2.6.3 Urgent Transfer of Patients: 
The OHP must have an established procedure to facilitate the urgent transfer of patients to the 
most appropriate acute-care hospital for the management of an urgent- adverse patient event; 
it should include the following: 

a) The patient must be transferred by appropriate transportation service; in most 
situations this would mandate transfer by ambulance 

b) A regulated health professional staff member should accompany the patient 
during the transfer 

c) The most-responsible physician (MRP) ensures that essential medical information is sent 
with the patient (e.g., pre-op history, ECG strips, OR record, anesthesia record, 
consultation note); however, this information must not delay transfer 

d) The MRP, if not accompanying the patient, must contact the receiving 
physician/premises immediately, by phone or in person. No other means of 
communication will be deemed sufficient 

e) If the MRP refers the patient to 1) a specialist or 2) other physician, the MRP must contact 
the specialist/other physician, by phone or in person, to ensure continuity of care. 

f) The MRP must complete an adverse event report (see Section 8.1.2). 
 

2.2.6.4 Job Descriptions: 
a) OHP staff job descriptions that define scope and limitations of functions and 

responsibilities for patient care 
b) responsibility for supervising staff. 

 
2.2.6.5 Procedures: 

a) Adverse events: monitoring, reporting, and reviewing 
b) Adverse events: response to an adverse event 
c) Combustible and Volatile Materials 
d) Delegating controlled acts 
e) Emergency evacuation 
f) Equipment: routine maintenance and calibration 
g) Infection control, including staff responsibilities in relation to the Occupational 
Health and Safety Act 
h) Medications handling and inventory 
i) Medical Directives 
j) Patient booking system 
k) Detailed and clear patient selection/admission/exclusion criteria for services provided at 
the OHP  

l) Patient consent (written or verbal) based on the scope of the OHP practice 
m) Patient Preparation for OHP procedures 

n) Response to Latex Allergies 
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o) Safety precautions regarding electrical, mechanical, fire, and internal disaster.  
p) Urgent transfer of patients (see Section 6.5) 
q) Waste and garbage disposal 

2.2.6.6 Forms used 

2.2.6.7 Inventories/Lists of equipment to be maintained 

2.2.6.8 External (non-OHP) policies: as determined to be necessary by each OHP. 

 
2. The Medical Director shall ensure that all staff: 

a) read the P&P manual upon being hired, and confirm action with signature and date 
b) review the P&P manual annually, and confirm action with signature and date 
c) read their individual job descriptions of duties and responsibilities, and sign and date, 

indicating they have been read and understood. 
 

3. The Medical Director is responsible for ensuring that OHP staff who are members of 
regulated health professions have adequate insurance in place, e.g., Directors & Officers, 
Errors & Omissions, and general liability. Physicians need to have professional liability 
protection in accordance with CPSO bylaws. 
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5 OHP Staff Qualifications 
 

 
 

1.   It is expected that physicians will manage medical and surgical conditions within the scope of their 
specialty training, certification and experience. 

2.   All staff other than anesthesiologists who are Royal College certified: 1) who administer sedation, 
regional anesthesia, or general anesthesia; or 2) who monitor or recover such patients; must 
maintain a current ACLS certification. 
Note: Basic (BLS), advanced (ACLS) or paediatric (PALS) life-saving training, as referenced in these 
standards, includes certification in both theory and hands-on components3. 

3.   If services are provided to infants and children, staff must be trained to handle paediatric 
emergencies and maintain a current PALS certification. 

4.   Physicians who do not meet OHP Physician Qualification standards must successfully complete a 
Change in Scope of Practice application process, which may include the necessity to demonstrate 
education, training, and/or competency in the area of practice. This may include physicians who are 
currently engaged in a CPSO approved change in scope of practice process. 

5.   Qualifications of all regulated health professionals (RHPs) must meet requirements of their 
respective regulatory college, and they must practice within their scope of practice. 

 
 
 

Note: Change in Scope of Practice. For any Change in Scope of Practice requests from physicians 
that involve procedures or anesthetic in Out-of-Hospital Premises, the College’s Quality Assurance 
Committee will provide oversight to the decision regarding the suitability of the request. The 
College may (based on the nature of the request) establish training and supervision requirements 
that must be completed before a final assessment is conducted to formally approve the physician 
in his/her new scope of practice. 

 
 

5.1 OHP Medical Director Qualifications 
 

 
The Medical Director must hold a valid CPSO certificate of registration and must not be the subject of any 
disciplinary or incapacity proceeding.   
 
If, during the course of serving as a Medical Director, the Medical Director becomes the subject of a 
disciplinary or incapacity proceeding, the Medical Director must inform the Out-of-Hospital Premises 
program staff at the CPSO, and appoint a substitute Medical Director.  The Medical Director may only 
resume the role upon CPSO approval.   
 
The OHP must have a Medical Director appointed at all times. Failure to have an appointed Medical 
Director will result in an outcome of Fail. 
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5.2 Physician Performing Procedures Qualifications 
 

 
All physicians who perform procedures using local anesthesia in OHPs, as set out in O. Reg. 114/94, shall 
hold: 

 
1)   Valid CPSO certificate of registration 

and 
 

2)   One of the following: 
a)   RCPSC or CFPC certification that confirms training and specialty designation pertinent to the 
  procedures performed.   
b)   CPSO recognition as a specialist that would include, by training and experience, the 

procedures performed (as confirmed by the CPSO “Recognition of Non- Family Medicine 
  Specialists”  policy ) .   

 
c)    Satisfactory completion of all CPSO requirements for a physician requesting a change in 

their scope of practice (based on the CPSO policy, Changing Scope of Practice). This may 
include physicians who are currently engaged in a CPSO approved change in scope of 
practice process. 

 
 
Physician Administering Anesthesia Qualifications 
 

 
5.3 Physicians Administering General Anesthesia 

 

 
Physicians administering general anesthesia shall hold: 

 
1)   Valid CPSO certificate of registration 

and 
2)   RCPSC designation as a specialist in anesthesia OR one of the following: 

a)   Completion of a 12-month rotation in a program accredited by the College of Family 
Physicians of Canada (CFPC) under the category of “Family Medicine Anesthesia”. 

b)   CPSO recognition as a specialist in anesthesia as confirmed by CPSO “Specialist Recognition 
Criteria in Ontario” policy. 

c)    Satisfactory completion of all CPSO requirements for a physician requesting a change in 
their scope of practice (based on CPSO policy, Changing Scope of Practice). This may include 
physicians who are currently engaged in a CPSO approved change in scope of practice 
process. 

 
 

5.4 Physicians Administering Regional Anesthesia 
 

 
Physicians administering regional anesthesia shall hold: 

 
1)   Valid CPSO certificate of registration 

and 
2)   One of the following: 

a)   RCPSC designation as a specialist in anesthesia. 
b)   Completion of a 12-month rotation in a program accredited by the College of Family 
  Physicians of Canada (CFP C)  under  the  cate go ry  o f  “ Fam ily  M edicine  Anesthesia” .   
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c)    CPSO recognition as a specialist in anesthesia, or other specialty pertinent to the regional 
anesthesia performed, as confirmed by CPSO “Specialist Recognition Criteria in Ontario” 
policy. 

d)   Satisfactory completion of all CPSO requirements for a physician requesting a change in 
their scope of practice (based on CPSO policy, Changing Scope of Practice). This may include 
physicians who are currently engaged in a CPSO approved change in scope of practice 
process. 
 
 

5.5 Physicians Administering Sedation 
 

1.   Physicians qualified for administering general anesthesia are considered qualified to administer 
deep sedation. 

 
2.   Physicians administering deep sedation must hold 1) qualifications to administer general 

anesthesia (Section 5.3.1) or 2) approval according to CPSO policy, Changing Scope of Practice. 
 

 
3.   Physicians not qualified for administering general anesthesia or deep sedation, but administering 

minimal-to-moderate sedation, shall hold: 
 

 
a)   Valid CPSO certificate of registration 
b)   Education and experience to manage the potential medical complications of 

sedation/anesthesia, including ability to 1) identify and manage the airway and cardiovascular 
changes which occur in a patient who enters a state of general anesthesia, 2) assist in the 
management of complications, and 3) understand the pharmacology of the drugs used, and 

c)    Current ACLS certification, and PALS certification if providing care for patients fourteen (14) 
years and younger. 

 
5.6 Nurse Qualifications 

 

 
 

1.   Registered nurses (RNs) and registered practical nurses (RPNs) working within their scope of 
practice in OHPs must hold: 
a)   current registration with the College of Nurses of Ontario 
b)   additional training and appropriate experience as required for procedures performed 
c)    current BLS certification 
d)   must have current ACLS if administering sedation to, monitoring or recovering patients (RNs 

only). 
 

2.   Registered Nurses (RNs) working with a pediatric population (14 years and younger), who are 
involved in monitoring, administering sedation or recovering patients must maintain a current PALS 
certification. 
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5.7 Other Staff Qualifications 
 

 
Staff from other regulated health professions must be adequately trained and registered with their 
regulatory body. 

 
Staff responsible for the sterilization and reprocessing of medical equipment must be adequately 
educated and trained. Please contact the College for an approved list of courses specific to reprocessing 
and sterilization in an OHP.
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7 Infection Control 
 

The CPSO, in partnership with Public Health Ontario (PHO), have developed accepted standards of 
practice for OHPs and physician offices for infection control. The document can be found at the 
following link:  www.publichealthontario.ca/ClinicalPractice 

 
The Medical Director is responsible for compliance with the requirements set out in the Provincial 
Infectious Diseases Advisory Committee (PIDAC) document.   He or she is also responsible for ensuring 
periodic reviews of the CPSO and PHO website documents by the Medical Director, staff and physicians 
working in the OHP. All OHP staff, including the Medical Director must stay current with standards for 
infection prevention and control. The Medical Director is responsible for ensuring implementation and 
compliance by all physicians and staff of the OHP with the PHO requirements. 

 
OHPs shall adhere to the following: 

 
1)   Accepted standard(s) of infection control practices that are pertinent to the specific procedures 

performed at the OHP. 
 

2)   The Routine Practice approach to infection control. According to the concept of Routine 
Practices, all human blood and certain human body fluids are treated as if known to be 
infectious for HIV, HBV and other blood borne pathogens. 

 

 
3)   Actions that minimize risk of infection in the operating room: 

a)   adherence to proper use of disinfectants 
b)   proper maintenance of medical equipment that uses water (e.g., automated endoscope 

reprocessors) 
c)    proper ventilation standards for specialized care environments (i.e., airborne infection 

isolation, protective environment, and operating rooms) 
d)   prompt management of water intrusion into OHP structural elements. 

 
4)   Accepted standards of handling regulated waste. 

“Regulated Waste” means: 
a)   liquid or semi-liquid or other potential infectious material 
b)   contaminated items that would release blood or other potential infectious materials in a 

liquid or semi-liquid state are compressed 
c)    items that contain dried blood or other potential infectious materials and are capable of 

releasing these materials during handling 
d)   contaminated sharps 
e)   pathological and microbiological wastes containing blood or other potentially infectious 

materials. 

http://www.publichealthontario.ca/ClinicalPractice
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8 Quality Assurance (QA) 
 

 
 

The Medical Director is responsible for OHP compliance with external regulatory requirements including 
all Acts relevant to the practise of Medicine1, including the CPSO OHP Standards, Companion documents 
to the Standards, and other guidelines, such as, the Provincial Infectious Diseases Advisory Committee’s 
(PIDAC) Infection Prevention and Control for Clinical Office Practice, Malignant Hyperthermia Association of 
the United States (MHAUS), etc.  The Medical Director is also individually responsible for OHP compliance 
with all internal CPSO policies, guidelines and directives within their Policy and Procedure Manual.  

The Medical Director is responsible for appointing other individuals as necessary to assist with OHP staff 
compliance with policies and procedures set out by the Medical Director, especially as it relates to 
monitoring and reporting on the quality of anesthetic and surgical procedures.  

OHP Quality Assurance Committee 
 
Each OHP must have a Quality Assurance (QA) committee for the purpose of creating processes to 
establish standards, monitor activity, and improve performance so that the care provided will satisfy 
requirements as appropriate to the volume and scope of service provided. 
 
The Medical Director must attend and chair, at a minimum, two QA Committee meetings at each OHP 
site, per year.  Meetings must include   representation from all staff providing patient care for every type 
of anesthetic or surgical procedure.  All meetings must be documented. The documentation of the QA 
Committee meetings must be available upon request by the Premises Inspection Committee and be 
available for OHP assessors to review. 
 
At minimum, every QA Committee meeting must address the following topics:   
1) Reports on Quality of Care for each service (8.1) 
2) Infection Control– duties as set out in Section 7  
3) Adverse Events  
4) Staffing credentials 

 
8.1 Monitoring Quality of Care 
 

 
The purpose of monitoring activity is to identify problems and frequency, assess severity, and develop 
remedial action as required to prevent or mitigate harm from adverse events. 
 
Monitoring OHP Activity 

 
The OHP must have a documented process in place to regularly monitor the quality of care provided to 
patients. These activities include, but are not limited to, the following: 

 
1)   Review of non-medical staff performance 
2)   Review of individual physician care to assess 

a)   patient and procedure selection are appropriate 
b)   patient outcomes are appropriate 
c)    adverse events (see 8.2) 

 
  

                                                           
1 RHPA, Medicine Act, etc. 
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The suggested protocol is, annually, random selection of 5-10 patient records to review: 
 

i) record completion and documentation of informed consent 
ii)   percentage and type of procedures 
iii)  appropriate patient selection 
iv)  appropriate patient procedure 
v)   where required, reporting results in a timely fashion 
vi)  evaluation of complications (see 8.2) 
vii) assessment of transfer to hospital, where required 
viii) follow up of abnormal pathology and laboratory results 

 3)   Review a selection of individual patient records to assess completeness and accuracy of entries 
by all staff 

4)   Review of activity related to cleaning, sterilization, maintenance, and storage of equipment 
5)   Documentation of the numbers of procedures performed: any significant increase/decrease 

(>50% of the last reported assessment). 
 

8.2 Monitoring and Reporting Adverse Events 
 

1.   All OHP staff must monitor adverse events. Indicators of adverse events generally include 
complications related to the use of sedation/anesthesia or to the procedure. 

 
2.   Every member who performs a procedure in an OHP shall report the following events to the 

College within 24 hours of learning of the event. These events are termed ‘Tier 1 Events’ to denote 
the potential serious nature of the event and the need to prevent a recurrence. 

 

 
Tier 1 events are: 
a)   Death within the premises; 
b)   Death within ten (10) days of a procedure performed at the premises; 
c)    Any procedure performed on the wrong patient, site or side; or, 
d)   Transfer of a patient from the premises directly to a hospital for care. 

 
3.   Members performing procedures in an OHP are required to document other quality assurance 

incidents (Tier 2) which are deemed less critical for immediate action. The premises’ QA Committee 
and the Medical Director must submit Tier 2 events to the College after review (on an annual basis). 
Failure to do so may result in an outcome of Fail by the Premises Inspection Committee. 

 
Tier 2 events include, but are not limited to: 
a)   unscheduled treatment of a patient in a hospital within ten(10) days of a procedure performed 

at a premises 
b)   complications such as infection, bleeding or injury to other body structures 
c)    cardiac or respiratory problems during the patient’s stay at the OHP 
d)   allergic reactions 
e)   medication-related adverse events 

 
4.   All OHP staff should report adverse events as follows: 

4.1 The member must report Tier 1 adverse events (see above) to the Medical Director and to the 
College in writing within 24 hours of learning of the event using the form provided on the 
College website. To access the form, the reporting physician must log in to his/her CPSO 
member portal on the CPSO website at  https://www.cpso.on.ca/Login.aspx 

 
 

https://www.cpso.on.ca/Login.aspx
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4.2 Death occurring within the OHP must also be reported to the coroner. 
 
4.3 The member should report in writing any Tier 2 adverse event (see above) to the Medical 

Director within 24 hours of the event. 
The written report should include the following: 
a)   name, age, and sex of the person(s) involved in the incident; includes staff and patients 
b)   name of witness(es) to the event (if applicable) 
c)    time, date, and location of event 
d)   description of the incident and treatment rendered 
e)   date and type of procedure (if applicable) 
f) analysis of reasons for the incident 
g)   outcome. 

 
Note: OHPs should identify and adhere to quality indicators specific to procedures performed in their 
premises. 

 
8.3 Review of Adverse Events and other QA Monitoring Activities 

 
The Medical Director must: 

 
1)   Review all adverse events reports and QA monitoring findings occurring over a 12-month period 
2)   Document the review and any relevant corrective actions and quality improvement initiatives 

taken 
3)   Provide feedback to all staff regarding identified adverse events. 
 
 

 
 

 
 




