








CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

CLINICAL PRIVILEGES HISTORY (CONT.)

The Joint Commission NCQA
(Hospitals) (HP/MBHO,/CVO) CMs

w Correspondence with previous* w Correspondence with previous*
healthcare organization(s) or organi- healthcare organization(s) or organiza-
zation completes criteria-based ques- tion completes criteria-based question-
tionnaire that provides an assess- naire that provides an assessment or
ment or recommendation) recommendation)
Documented phone call with previ- Documented phone call with previous*
ous* healthcare organization(s) healthcare organization(s)
Application statement Application statement
*See Comment #3. *See Comment #3.

COMMENTS /TIPS

1. The credentialing industry makes a distinction between clinical privileges and medical staff membership.

Legal opinions and the Joint Commission standards support this distinction. Clinical privileges define the
individual’s clinical role within the facility. Medical staff membership defines the individual’s relationship
(roles, rights, and responsibilities) within the medical staff.

. An increasing number of practitioners have employment or contractual relationships with healthcare facili-

ties. A common provision within these agreements is that if employment and/or the contract cease, the
practitioner will automatically withdraw or resign membership and/or privileges. Given this nuance, it is
also recommended that applications and reference questionnaires include language querying and verifying
these relationships (January 2009).

. In the past few decades, a standard best practice has been to contact all previous healthcare organiza-

tions where the practitioner had membership and/or privileges. The increasing number of employed and/

or contracted practitioner positions has created opportunities for practitioners to change practice locations
more easily. Further, technological advances such as telemetry have changed the way medicine has been
traditionally delivered (e.g., telemedicine). Thus, some practitioners may have provided care in 20, 30, 40, or
even potentially hundreds of healthcare organizations without ever having a physical presence in the facilty.

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

CLINICAL PRIVILEGING SYSTEM/INITIAL GRANTING OF CLINICAL PRIVILEGES

The Joint Commission
(Hospitals)

The organized medical staff is respon-

sible for planning and implementing
a privileging process. This process
includes the following:
® Developing and approving a pro-
cedures list

® Processing the application

e Evaluating applicant-specific
information
® Submitting recommendations to

the governing body for applicant-
specific delineated privileges

* Notifying the applicant, relevant
personnel, and, as required by

law, external entities of the privi-

leging decision

* Monitoring the use of privileges
and quality of care issues

Decisions to grant or deny a
privilege(s) are objective, evidence-
based processes. Criteria are estab-
lished and consistently evaluated
that determine a practitioner’s ability
to provide patient care, treatment,
and services within the scope of the
privilege(s) requested.

At the time of initial application, the
practitioner must request specific

clinical privileges based upon his or
her licensure and/or certification (as

appropriate), education, relevant train-

ing, experience, current competence,

NCQA
(HP/MBHO/CVO)

The NCQA does not require practitioners

to have clinical privileges at an acute
care organization.

CMs

The governing body ensure
that the medical staff bylaws
describe the privileging pro-
cess. The process articulated
in the bylaws or rules/regula-
tions includes the criteria

for determining privileges
that may be granted to the
individual practitioner and
the procedure for applying
the criteria to the individual
practitioner.

Consideration is given to:

® |ndividual character

Individual competence

Individual training

Individual experience

Individual judgment

Specific privileges (privileging
system) must reflect activi-
ties that the majority of prac-
titioners in that category can
perform competently and that
the hospital can support.
Privileges are not granted for
tasks/procedures/activities
that are not conducted within
the hospital—regardless of
the practitioner’s ability to
perform them.

38
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

CLINICAL PRIVILEGING SYSTEM/INITIAL GRANTING OF CLINICAL PRIVILEGES (CONT.)

The Joint Commission
(Hospitals)
and physical ability to perform the
requested privileges. Each of these
elements is individually and separately
defined in this section.

Peer and/or faculty recommendations
are obtained along with data from
professional practice review by an
organization(s) that currently privileges
the applicant (if available).

The organization then considers the
request(s) in accordance with its
predefined criteria and determines to
what extent the practitioner’s request
for clinical privileges will be recom-
mended/granted.

Note: Prior to January 2007, The Joint
Commission used the term “setting-spe-
cific” privileging. The Joint Commission
deleted this term but still requires the
organization to consider the resources
necessary to support the requested
privilege prior to granting the privilege.

Resources are defined by The Joint
Commission as sufficient space,
equipment, staffing, and financial abil-
ity to support the requested privilege.
The needed resources are to be cur-
rently available or available within a
specified time frame. Further, the orga-
nization consistently determines the
resources needed for each requested
privilege (i.e., not all procedures,

NCQA
(HP/MBHO/CVO)

CMs

Each practitioner must be
individually evaluated for
requested privileges. It can-
not be assumed that every
practitioner can perform
every task/activity/privilege
that is specified for that
practitioner (specialty) and
can automatically be granted
the full range of privileges.
The individual practitioner’s
ability to perform each task/
activity/privilege must be
individually assessed.

It is also required that the
organization have a process
to ensure that practitioners
granted privileges are work-
ing within the scope of those
privileges.

The Medical Staff section

of the CoP is silent on how
this latter regulation is
accomplished. However, the
Surgical Services section
states that a current roster
listing each practitioner’s
specific surgical privileges
must be available in the
surgical suite and area/loca-
tion where the scheduling of
surgical procedures is done.
A current list of surgeons
suspended from surgical

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

CLINICAL PRIVILEGING SYSTEM/INITIAL GRANTING OF CLINICAL PRIVILEGES (CONT.)

The Joint Commission NCQA
(Hospitals) (HP/MBHO,/CVO) CMs
treatments, and services can or privileges or whose surgical
should be performed or provided in all privileges have been restrict-
facilities and/or settings). ed must also be retained in

these areas/locations.
This requirement can be accomplished

through a facility plan outlining the W Prescribed privilege
types of care that can be rendered in delineation forms and asso-
various healthcare settings (e.g., oper- ciated criteria

ating room, ambulatory surgery center,
intensive care unit, hospital-owned
physician office). This information also
may be delineated in the privileging
system and related to the individual
practitioner.

W Prescribed privilege delineation
forms and associated criteria

The credentialing industry makes a distinction between clinical privileges and medical staff membership. Legal
opinions and the Joint Commission standards support this distinction. Clinical privileges define the individual’'s
clinical role within the facility. Medical staff membership defines the individual’s relationship (roles, rights, and
responsibilities) within the medical staff.

The second requirement pertains to the initial request for privileges and to a practitioner who already has
been granted privileges and is seeking additional privileges.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

NATIONAL PRACTITIONER DATA BANK (NPDB)

The Joint Commission
(Hospitals)

Query of the NPDB is required for ini-
tial granting of privileges. Query also
is required if the practitioner desires
additional or expanded privileges.
Thereafter, the organization is expect-
ed to query at the time of renewal of
privileges.

This requirement applies to all physi-
cians, dentists, and other healthcare
practitioners granted privileges through
the medical staff process.

W NPDB confirmation

NCQA

(HP/MBHO/CVO)
HP/MBHO/CVO: The NCQA does not
require a separate query of the NPDB.
However, query of the NPDB satisfies
some NCQA requirements for physi-
cians and dentists (i.e., sanctions or
limitations on licensure, Medicare and
Medicaid sanctions, and/or malpractice
history).

A practitioner self-query may not be
used to satisfy these elements.

Note: The NCQA accepts documenta-
tion of query of the NPDB and receipt
of response. The actual NPDB results
do not have to be viewed by the NCQA
surveyors.

ﬁ NPDB confirmation

CMs

Query of the NPDB is not
addressed in the CoP.

However, CMS does require
organizations to be compliant
with state and federal law.

Federal law requires all organi-

zations granting clinical privi-
leges to query the NPDB.

However, the Interpretive
Guidelines do require that
whenever a practitioner’s
privileges are limited,
revoked, or in any way con-
strained, the hospital must in
accordance with state and/
or federal laws or regulation
report these constraints to
the appropriate state and
federal authorities, registries,
and/or databases, such as
the NPDB.

ﬁ NPDB confirmation

The Health Care Quality Improvement Act of 1986 established the NPDB, thus requiring appropriate agencies

COMMENTS/TIPS

to report information related to medical malpractice payments, licensure disciplinary actions, adverse clinical
privilege actions taken by a healthcare entity (such as hospitals, health maintenance organizations, and group
practices), and adverse actions affecting professional society membership of physicians and dentists. The act
allows for organizations to report adverse professional actions taken against healthcare practitioners other
than physicians and dentists, such as psychologists, advanced practice nurses, physician assistants, etc.

The act also requires hospitals and certain other authorized healthcare entities to query the NPDB at initial
appointment, when granting clinical privileges, and at least every two years thereafter.

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

HISTORY OF FELONY CONVICTIONS

The Joint Commission
(Hospitals)

The medical staff standards are
silent regarding verification of an
applicant’s history of felony convic-
tions. However, the Joint Commission
Human Resource standards do require
information to be obtained on the
individual’s criminal background as
required by law, regulation, or hospital
policy. Therefore, if the applicant is to
be an employee of the organization,
the organization must conduct criminal
background checks as required or as
defined by hospital policy.

W Verification through appropriate
law enforcement agencies and the
criminal justice system

ﬁ Verification through state, fed-
eral, or private agencies that collect
and report criminal activity information

Application statement

Note: Some states require healthcare
organizations to conduct criminal back-
ground checks through appropriate
state agencies. Some organizations are
voluntarily exercising this credential-
ing option, even if their states do not
require them to do so. This verification
is increasingly more common—espe-
cially in organizations that are required
by the state to do so for employees.

NCQA
(HP/MBHO/CVO0)
HP/MBHO/CVO: The application
requires a statement from the applicant
regarding his or her history of felony
convictions.

Verification time limit:

HP/MBHO: The credentials information
must be valid, current, and no more
than 365 calendar days old at the
time of the credentialing committee’s
decision.*

CVO: The credentials elements must
be valid, current, and verified (as appli-
cable) within 305 calendar days prior to
submission to each client.*

*Exception: HP pursuing Medicare
Advantage (MA) deeming remains 180
calendar days. CVOs serving these clients
must negotiate an appropriate time limit
for reporting to the entity.

W Verification through appropriate
law enforcement agencies and the
criminal justice system

ﬁ Verification through state, federal,
or private agencies that collect and
report criminal activity information

Application statement

Note: Some states require healthcare
organizations to conduct criminal back-
ground checks through appropriate state

CMs

CMS does not mention evalu-
ation or verification of history
of felony convictions.

W Verification through
appropriate law enforcement
agencies and the criminal
justice system

W Verification through
state, federal, or private
agencies that collect and
report criminal activity
information

Application statement

Note: Some states require
healthcare organizations to
conduct criminal background
checks through appropri-

ate state agencies. Some
organizations are voluntarily
exercising this credentialing
option, even if their states do
not require them to do so.
This verification is increas-
ingly more common—espe-
cially in organizations that are
required by the state to do so
for employees.

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

HISTORY OF FELONY CONVICTIONS (CONT.)

The Joint Commission NCQA
(Hospitals) (HP/MBHO/CVO0) CMs

agencies. Some organizations are volun-
tarily exercising this credentialing option,
even if their states do not require them
to do so. This verification is increasingly
more common—especially in organiza-
tions that are required by the state to do
so for employees.

In the experience of this author, the evaluation of an applicant’s criminal background is the fastest-growing
credential verification of the past 30-plus years. This is a common employment practice in many businesses
and industries and has become a standard verification practice in many organizations. Therefore, organiza-
tions should give serious thought to including this step in their credentialing process.

COMMENTS /TIPS

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

IDENTITY

The Joint Commission NCQA
(Hospitals) (HP/MBHO,/CVO) CMs
The credentialing process includes a Terminology is not used. Terminology is not used.

mechanism to ensure that the appli-
cant is the same person as identified
in the credentialing documents by
viewing one of the following:

e A current picture hospital ID card

e Avalid picture ID issued by a
state or federal agency (e.g., a
driver’s license or passport)

W One of the following is viewed:

¢ A valid picture identification
issued by a state or federal
agency (e.g., a driver’s license
or passport)

® A current picture hospital
ID card

Note: A process to accomplish this
could be for an agent of the organiza-
tion would view the document and the
individual. A copy of the document
would be made. The agent would attest
to the process and identification by
signing/initialing and dating the copied
document.

The Joint Commission requirement is as stated above. However, the methodology outlined ensures only

that the individual pictured is the one in the hospital ID, driver’s license, or passport. This process does not
ensure that the practitioner is the individual who completed the education, completed the postgraduate train-
ing, is the subject of the peer references, etc. Therefore, a best practice would be to affix or scan in a pass-
port-style photograph of the applicant to professional reference questionnaires and request that the respon-

dent confirm that the pictured applicant is the individual about whom the reference is written.

COMMENTS /TIPS

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.

44 VERIFY AND COMPLY, FIFTH EDITION * © 2009 HCPro, Inc.



CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

ATTESTATION STATEMENT

The Joint Commission
(Hospitals)

Terminology is not used.

NCQA
(HP/MBHO/CVO)
HP/MBHO/CVO: The applicant must pro-
vide a current, signed attestation state-

ment regarding the correctness and
completeness of his or her application.

Verification time limit:

HP/MBHO: The credentials information
must be valid, current, and no more than
365 calendar days old at the time of the
credentialing committee’s decision.*

CVO: The credentials elements must
be valid, current, and verified (as appli-
cable) within 305 calendar days prior to
submission to each client.*

*Exception: HP pursuing Medicare
Advantage (MA) deeming remains 180
calendar days. CVOs serving these clients
must negotiate an appropriate time limit
for reporting to the entity.

w Application statement

CMs

Terminology is not used.

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

AGREEMENTS /CONSENTS/RELEASES

The Joint Commission NCQA
(Hospitals) (HP/MBHO,/CVO) CMs
Terminology is not used. Terminology is not used. Terminology is not used.

Note: Prior to January 2004, The Joint
Commission required that the applicant
must:
® Agree to be bound by the medical
staff bylaws

e Consent to inspection of records
and documents pertaining to licens-
ing, specific training, experience,
current competence, and ability to
perform privileges requested

o Agree to be interviewed (if
requested)

® Pledge to provide continuous
patient care

® Acknowledge bylaws provisions for
release and immunity from civil
liability

o Agree to submit any reasonable
evidence of current ability to per-
form requested privileges

The current Medical Staff standards
no longer specifically require these
agreements/consents/releases.
However, the previous standards
language established a good practice
that carries forth to be a best practice.

w A well-constructed, comprehen-
sive, legally binding document signed
by the applicant

The industry standard for acute and managed care organizations is to have a well-constructed, comprehensive,
legally binding document signed by the applicant. In this document, the applicant agrees to adhere to estab-
lished policies and regulations of the organization, authorizes the organization to perform the credentialing and
privileging verification processes, and releases the organization of civil liability if the processes are performed
in good faith.

COMMENTS /TIPS

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

PEER RECOMMENDATION

The Joint Commission
(Hospitals)

There must be a peer recommendation
for each applicant for initial granting of
clinical privileges. A peer is defined as
an individual in the same professional
discipline with personal knowledge of
the practitioner’s clinical practice, abil-
ity to work as part of a team, and ethi-
cal behavior. The Joint Commission
also considers documented peer
evaluations of practitioner-specific
data collected from various sources

to evaluate current competence as
acceptable evidence of compliance.

The peer recommendation addresses
(as appropriate) the individual’s current:

® Medical/clinical knowledge

e Technical and clinical skills

¢ (Clinical judgment

® Interpersonal skills

e Communication skills

® Professionalism

w Correspondence from a peer, or a
peer completes a criteria-based ques-
tionnaire that provides an assess-
ment or recommendation

W A written peer evaluation of prac-
titioner-specific data collected from
various sources to validate current
competence

Documented phone call with a peer

NCQA
(HP/MBHO/CVO)

HP/MBHO: A credentialing commit-
tee (using a peer review process) is
designated to make recommendations
regarding credentialing decisions. The
credentialing committee has represen-
tation from a range of participating
practitioners.

The credentialing committee may be a
multidisciplinary committee representing
various types of practitioners and/

or specialties or may designate sepa-
rate peer review bodies for various
disciplines (e.g., physicians, dentists,
psychologists).

For further information on the approval
process and the medical director’s

role, see “Approval Process/Expedited
Approval Process” later in this chapter.

CVO: Not applicable

w Credentialing committee minutes

w Correspondence from a peer, or a
peer completes a criteria-based ques-
tionnaire that provides an assessment
or recommendation

CMs

The medical staff must have
a mechanism to examine
supporting references of
competence.

The standards do not define
the qualifications of the
references.

w Correspondence from a
peer, or a peer completes a
criteria-based questionnaire
that provides an assessment
or recommendation

Documented phone call with
a peer

COMMENTS /TIPS

porates the peer recommendation requirements of The Joint Commission.

As Joint Commission-accredited organizations construct peer evaluation forms, it is suggested that the six
General Competencies be evaluated for inclusion, as appropriate. See “Current Competence” earlier in this
chapter. Please refer to the resources section for a sample professional reference questionnaire, which incor-

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

SITE VISIT

The Joint Commission
(Hospitals)
Terminology is not used; concept is
not addressed.

Note: Although site visits are not a
component of the initial appointment
process, the Joint Commission survey
may encompass practitioner office
sites and clinics that are owned by the
hospital. Therefore, practitioners (LIPs,
APRNSs, and PAs) at these sites must
be privileged through the organized
medical staff.

W Evidence of privileging process
as appropriate and applicable

NCQA
(HP/MBHO/CVO0)
HP: The organization establishes office
site standards to include medical/treat-
ment record keeping and performance
standards and thresholds.

Criteria include:

® Physical accessibility
® Physical appearance

® Adequacy of waiting and examina-
tion rooms

® Appointment availability

® Adequacy of treatment record-
keeping practices

The organization monitors and investi-
gates member complaints and estab-
lishes a threshold number of complaints
that would trigger a site visit (also con-
sidering the severity of an issue).

Site visits must be done within 60
days of a site reaching the organiza-
tion’s established thresholds for issues
regarding physical accessibility and
appearance, and adequacy of waiting
and examination room space.

Actions are taken to improve offices
not meeting the standards expected.
Improvements are evaluated every six
months until standards are met and
documented through a follow-up visit
and full assessment of the initial com-
plaint to demonstrate performance as
expected.

CMs

Terminology is not used.

Bold text = Verification source and methodology. w=-
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

SITE VISIT (CONT.)

The Joint Commission
(Hospitals)

NCQA

(HP/MBHO/CVO)
A standardized site survey form incor-
porating the previously stated criteria
is utilized. The NCQA does not require
“clinical” personnel to conduct the site
survey, but does require site surveyors
to be trained and meet established
qualifications (July 2009).

CVO: The NCQA CVO standards do not
include requirements for site visits. If a
CVO offers this service, the CVO would
need to comply with the requirements
that pertain to the particular client.

w Specified policy and applicable
site-survey forms to include medical
treatment recordkeeping

CMs

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

TEMPORARY PRIVILEGES/PROVISIONAL CREDENTIALING

The Joint Commission
(Hospitals)
Temporary privileges may be granted
for a limited period of time for only two
circumstances:

e To fulfill an important patient
care, treatment, and service need

* When a new applicant with a
complete application who raises
no concerns is awaiting a rec-
ommendation from the medical
executive committee (MEC) and
approval by the governing body

Under the first circumstance (fulfilling
an important patient care, treatment,
and/or service need), at a minimum,
the organization must verify current
licensure and current competence
(see Comments/Tips section for more
information). The temporary privileges
for patient need are time-limited as
specified by the medical staff bylaws,
policies/procedures, or regulations.

Under the second circumstance (a
new applicant without identified con-
cerns awaiting a recommendation from
the MEC and approval of the governing
body), there must be evidence of veri-
fication of:

e Current licensure
® Relevant training or experience

e Current competence

NCQA

(HP/MBHO/CVO0)
HP/MBHO: Provisional credentialing is
permitted for those practitioners who
are applying to the organization for the
first time. A practitioner may be provi-
sionally credentialed only one time. This
applies, provided that:

e Current licensure is primary source
verified within the past 180 days

o A five-year history of malpractice
claims or settlements is obtained
from the carrier or the NPDB or
HIPDB query results are obtained
within the past 180 days

® There is a current, signed applica-
tion, with attestation within the
past 365 days (exception: HP
Medicare Advantage deeming sta-
tus requires 180 days)

® The credentialing committee or
medical director considers the pre-
ceding information as it provision-
ally credentials the applicant

¢ The provisional period is granted
for no longer than 60 days

CVO: Not applicable

CMs

Terminology is not used; con-
cept not addressed.

Note: CMS’ interpretation is
that there is no abbreviation
for the privileging process.
Thus, if a medical act is to be
performed (by a practitioner),
the CMS standards related to

privileging apply.

CMS does not recognize

a shortened process for
privileging except for “emer-
gency” situations such as a
national disaster.

Thus, temporary privileging
or expedited privileging is not
acceptable if the process is
not in compliance with the
CMS standards related to
privileging.

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

TEMPORARY PRIVILEGES/PROVISIONAL CREDENTIALING (CONT.)

The Joint Commission
(Hospitals)
o Ability to perform the privileges
requested

e QOther parameters outlined within
the medical staff bylaws

® NPDB query and evaluation of
outcome

® A complete application

® No current or previously suc-
cessful challenge to licensure/
registration

® No history of involuntary termina-
tion of medical staff membership
at other institutions

® No history of involuntary limita-
tion, reduction, denial, or loss of
clinical privileges

Under the second circumstance (pen-
dency of an application), temporary
privileges for new applicants may not
exceed 120 days.

In both instances cited above, all
temporary privileges are granted by
the CEO or authorized designee.
Furthermore, all temporary privileges
are granted upon the recommendation
of medical staff president or autho-
rized designee.

NCQA
(HP/MBHO/CVO)

w Regardless of circumstances of
application, evidence in the applicant’s
file of an individual who would meet

all criteria for approval through a com-
plete and fully verified application with-
out identified issues/concerns

w Form, with appropriate signatures,
that documents the provisional creden-
tialing process

Appropriate documentation in appli-
cant’s file

CMs

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

TEMPORARY PRIVILEGES/PROVISIONAL CREDENTIALING (CONT.)

The Joint Commission NCQA
(Hospitals) (HP/MBHO/CVO) CMS

w Regardless of circumstances of
application, evidence in the appli-
cant’s file of an individual who would
meet all criteria for membership or
privileges through a complete and
fully verified application without iden-
tified issues/concerns

w Form, with appropriate signa-
tures, that documents the granting
of temporary privileges

Appropriate documentation in appli-

cant’s file

‘é’ The Joint Commission standards do not require an NPDB query prior to granting temporary privileges for

5 patient care need. However, the NPDB regulations interpret the granting of any form of privileges (to include
E temporary privileges or locum tenens privileges) as requiring NPDB query before granting these privileges.
L

=

=

o

o

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

APPROVAL PROCESS/EXPEDITED APPROVAL PROCESS

The Joint Commission
(Hospitals)
Approval process: The governing body
or delegated governing body commit-
tee has final authority to grant, renew,
or deny privileges (January 2009).

The governing body bases decisions
regarding membership and privileges
for the individual practitioner or recom-
mendations from the medical executive
committee (January 2009). Processes
are outlined in the medical staff
bylaws, rules and regulations, and
medical staff and hospital policies.

Note: When medical departments exist,
the department chair recommends clin-
ical privileges for each member of the
department. When there are no medi-
cal staff clinical departments, privileges
are recommended through designated
medical staff mechanisms, as described
in bylaws, rules, and regulations. At a
minimum, the medical staff executive
committee considers the department
chair's recommendations and forwards
resultant recommendations regarding
membership and clinical privileges to
the governing body for action.

Expedited process: The Joint Commis-
sion also allows the governing body to
delegate authority to a committee of
the governing body (consisting of at
least two voting members of the gov-
erning body) to decide upon initial
appointment and clinical privileges.

NCQA
(HP/MBHO/CVO)
HP/MBHO: The organization designates
a credentialing committee to make rec-
ommendations regarding credentialing

decisions.

The organization also may develop poli-
cies and procedures and establish cri-
teria to designate “clean files” allowing

review and approval by the medical direc-

tor (or equally qualified physician). The
medical director’s review and approval
(handwritten signature, initials, or unique
electronic identifier) is documented and
is considered the credentialing decision
date. Therefore, only credentials files of
practitioners who do not meet the orga-
nization’s established criteria need to be
reviewed by the credentialing committee.

The practitioner may not provide care
to members prior to the decision of the
credentialing committee. Exception:
See “Temporary Privileges/Provisional
Credentialing” earlier in this chapter.

Note: Some organizations may require a
subsequent review of the credentialing
committee’s decision (or medical director’s
review and approval) by another review
board or governing body. In these instanc-
es, NCQA considers the date of the cre-
dentialing committee action or the medical
director’s approval as the decision date.

CVO: Not applicable

CMs

The governing body deter-
mines whether to grant,
deny, revise, or limit speci-

fied privileges, including med-

ical staff membership, after

considering the recommenda-

tion of the medical staff.

Only the governing body has
the authority to grant a prac-
titioner privileges to provide
care in the hospital.

The CMS standards do not
provide for an expedited
process.

There is no requirement for
medical staff departments, a
credentials committee, or an
executive committee. If there
is an executive committee,
the majority of its members
must be doctors of medicine
or osteopathy.

w Approval process is
defined in medical staff
bylaws
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UNIT 1: ACUTE CARE & MANAGED CARE

APPROVAL PROCESS/EXPEDITED APPROVAL PROCESS (CONT.)

The Joint Commission NCQA
(Hospitals) (HP/MBHO,/CVO) CMs
The organized medical staff must first
develop criteria for an expedited pro- ﬁ Approval process is defined in
cess. In order to be eligible for the credentialing committee policies and

expedited process, the applicant must procedures
meet certain established criteria and
be recommended by the medical staff
executive committee.

An applicant will not be eligible for the
expedited process if there is:
® An incomplete application

® A recommendation from the medi-
cal staff executive committee
that is adverse to the candidate
or contains limitations on the
appointment and/or privileges

In addition, the candidate is generally
not eligible for an expedited process if
there is:
® A current challenge or previously
successful challenge to licensure
or registration

® An involuntary termination of
medical staff membership at
another organization

e An involuntary limitation, reduc-
tion, denial, or loss of clinical
privileges

® An unusual pattern or excessive
number of professional liability
actions resulting in final judgment
against the applicant

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

APPROVAL PROCESS/EXPEDITED APPROVAL PROCESS (CONT.)

The Joint Commission NCQA
(Hospitals) (HP/MBHO/CVO0) CMs

w Approval process is defined in
medical staff bylaws* and/or related
documents

*At the time of this publication, The
Joint Commission has interpreted
“bylaws” to include bylaws and “related
medical staff documents (i.e., policies
and procedures, rules, and regula-
tions). Several iterations of standards
language have been proposed and pub-
lished. A final decision date is expected
in late 20009.

Although The Joint Commission does not require a credentials committee, many medical staffs have appointed
a credentials committee to focus on credentialing and privileging and related issues. In this instance, recom-
mendations would flow through the credentials committee to the medical executive committee.

COMMENTS /TIPS

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

DECISION NOTIFICATION

The Joint Commission
(Hospitals)

The practitioner is informed of the
decision to grant, limit, or deny an
initially requested privilege within the
time frame indicated in the medical
staff bylaws. If a privilege is limited or
denied, the practitioner is notified of
the reason and the applicable rights
of due process or of a hearing and
appeal.

W Process outlined in medical staff
bylaws* and/or related documents

*At the time of this publication, The
Joint Commission has interpreted
“bylaws” to include bylaws and “related
medical staff documents” (i.e., policies
and procedures, rules, and regula-
tions). Several iterations of standards
language have been proposed and
published. A final decision is expected
in late 20009.

NCQA Requirement
(HP/MBHO/CVO)
The organization has policies and pro-
cedures outlining the process to ensure
that practitioners are notified of the
initial credentialing decision within 60
calendar days.

Also see “Hearing/Appeal Process”
later in this chapter.

CVO: Not applicable

W Process outlined in policies and
procedures

CMs

Standards are silent on this
issue. CMS requires the
medical staff bylaws

to describe the privileging
process.

Thus, practitioner notification
would be contained within
the described process.

ﬁ Process outlined in
medical staff bylaws

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

HEARING/APPEAL PROCESS

The Joint Commission
(Hospitals)
The medical staff bylaws and related
documents outline fair hearing and

cal staff members and other individu-
als holding clinical privileges.

At a minimum, the hearing and appeal
process provides for a review of deci-
sions regarding reappointment, denial,
reduction, suspension, or revocation
of privileges that involve quality of
care, treatment, and services.

The fair hearing and appeal process
may be different for members and
nonmembers of the medical staff,
provides for a mechanism to sched-
ule a requested hearing, outlines the
hearing procedures, stipulates that
the hearing committee should be com-
posed of impartial peers, and outlines
a process to appeal adverse decisions
to the governing body.

Note: The Joint Commission standards
do not require that the hearing and
appellate review mechanisms for initial
applicants be the same as for exist-
ing staff members and those with
clinical privileges. Nor does The Joint
Commission require the same rights
be afforded those applying for staff
membership versus those applying for
clinical privileges.

appellate review mechanisms for medi-

NCQA Requirement
(HP/MBHO/CVO)

HP/MBHO: The practitioner is to be
notified of his or her right to review the
information submitted to support the
credentialing application and information
obtained from outside sources such as
malpractice carriers and state licensing
bodies. References or other peer review
protected information are not included in
the practitioner’s right to review.

Further, the applicant is to be notified if
information is received that significantly
differs from that provided by the practi-
tioner. Policies and procedures outline
the practitioner’s right to correct any
information that is erroneous and the
method for doing so.

The applicant has a right to be informed
of the application status (upon request)
and of the credentialing decision within

60 days of the decision.

The organization defines an appeal
process in the event that the organiza-
tion takes action against a practitioner
based on not meeting quality of care
and service standards. See “Hearing/
Appeal Process” in Chapter 2 for more
details on the appeal process (July
2009).

Policies and procedures also describe
the procedures for reporting to authori-
ties (e.g., state licensing agencies,

CMs

Standards are silent on the
provision of hearing and/
or appeal. CMS requires the

medical staff bylaws describe

the privileging process.

Thus, practitioner rights to
a hearing and/or appeal
would be contained within
the described process. The
national standard is to pro-
vide two levels of redress: a
hearing before the medical
staff and an appeal to the
governing body.

ﬁ Process as outlined in
medical staff bylaws

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

HEARING/APPEAL PROCESS (CONT.)

The Joint Commission NCQA
(Hospitals) (HP/MBHO,/CVO) CMs

Note: The Joint Commission require- NPDB). See Chapter 3, Notification to
ment relates to decisions involving Authorities.
quality of patient care, treatment, and
services. Therefore, it is not necessary CVO: Not applicable
to allow the rights of a full hearing
and appeal process to individuals for W Process as outlined in policies and

reasons such as a reduction in medical procedures
staff status, termination of a leave of
absence due to nonreturn, or situations
prompting automatic suspensions, such
as a loss of license, etc.

ﬁ Process outlined in medical staff
bylaws* and/or related documents

*At the time of this publication, The
Joint Commission has interpreted
“bylaws” to include bylaws and “related
medical staff documents (i.e., policies
and procedures, rules, and regula-
tions). Several iterations of standards
language have been proposed and
published. A final decision is expected

in late 2009.

‘é’ The Health Care Quality Improvement Act of 1986 (HCQIA) and the National Practitioner Data Bank reporting
5 mechanisms have been cited by The Joint Commission and NCQA as a benchmark for policy and procedure
E development. In general, healthcare attorneys advocate compliance with the multiple aspects of the act.

w

=

=

o

(T}

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

LENGTH OF INITIAL APPOINTMENT/CREDENTIALING/CLINICAL PRIVILEGES

The Joint Commission
(Hospitals)

May not exceed two years.

NCQA Requirement
(HP/MBHO/CVO)
HP/MBHO/CVO: The initial credentialing
period may be for up to 36 months. The

NCQA counts the 36-month cycle from
the date of the initial credentialing deci-
sion to the month and not to the day.

Exception: If the practitioner has been
on active military assignment, maternity
leave, or a sabbatical and there is a con-
tract in place between the organization
and the practitioner, the organization
may recredential the practitioner upon
return. The practitioner’s file must con-
tain documentation of the reason for the
delay.

In these instances, the organization
must verify licensure before the practi-
tioner renders care. Further, the recre-
dentialing process must be completed
within 60 days of the practitioner’s
resumption of practice. This exception
does not apply to terminated contracts
or breaks in service of more than 30
calendar days.

Note: Organizations also must observe
state requirements. Some states permit
no more than two years between creden-
tialing decisions.

CMs

The CMS requirements

do not specify a length of
initial appointment and/

or privileges. However,

there are requirements that
each individual be periodi-
cally appraised for continued
medical staff membership or
privileges.

In the absence of a state
law that establishes a time
frame for periodic reap-
praisal, a hospital medical
staff must conduct a periodic
appraisal of each practitio-
ner. CMS recommends that
an appraisal be conducted
at least every 24 months for
each practitioner.

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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UNIT 1: ACUTE CARE & MANAGED CARE

CONTINUING MEDICAL EDUCATION (CME)

The Joint Commission NCQA Requirement
(Hospitals) (HP/MBHO,/CVO) CMs
Initial appointment/privileging stan- HP/MBHO/CVO: Terminology is not Not addressed related to
dards do not specifically identify CME used. initial appointment and/or
as a component. However, consid- privileges.

eration of CME may be relevant to
establishing the applicant’s educa-
tion/training/current competence for
clinical privileges requested.

Note: Many states require that prac-
titioners attest to or document CME
activities for continued licensure.

w Copies of certificates of
attendance

Documentation by the applicant

Computer listing of CMEs at
organization

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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CHAPTER 1: INITIAL APPOINTMENT/CLINICAL PRIVILEGES/CREDENTIALING

TIME FRAME FOR COMPLETION OF VERIFICATION/APPROVAL PROCESS

The Joint Commission
(Hospitals)
The medical staff bylaws* include a
description of the credentialing and
privileging processes and appointment
to membership on the medical staff.

Completed applications must be acted
upon within the period of time speci-
fied in the medical staff bylaws.

The organization completes the cre-
dentialing and privileging decision pro-
cess in a timely manner.

W Process outlined in medical staff
bylaws* and/or related documents

*At the time of this publication, The
Joint Commission has interpreted
“bylaws” to include bylaws and “related
medical staff documents (i.e., policies
and procedures, rules, and regula-
tions). Several iterations of standards
language have been proposed and
published. A final decision is expected
in late 20009.

NCQA Requirement
(HP/MBHO/CVO)

HP/MBHO: The credentials information
must be valid, current, and no more
than 180 calendar days old at the time
of the credentialing committee’s deci-
sion, unless otherwise noted in the indi-
vidual element in this chapter.

CVO: The credentials elements must
be verified within 120 calendar days
prior to submission to each client, as
applicable, unless otherwise noted in
the individual element in this chapter.
All applicable elements (e.g., licensure,
DEA/CDS, malpractice coverage) must
be valid and be current.

Note: NCQA uses the date of the official
document (date on application letter,
report), not the date of receipt, to assess
compliance with this requirement.

W Process outlined in policies and
procedures

CMs

CMS requires the medical
staff bylaws to describe the
privileging process.

Thus, any time frames for
completion of the applica-
tion, verification process, or
consideration by the medical
staff and the governing body
would be as outlined within
the bylaws or related medical
staff documents.

W Process outlined in
medical staff bylaws

Bold text = Verification source and methodology. W = “Best practice” that meets or exceeds accreditation standards.
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