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CLINICAL REPORT

Medical Staff Appointment and Delineation of Pediatric
Privileges in Hospitals

abstract
The review and verification of credentials and the granting of clinical
privileges are required of every hospital to ensure that members of the
medical staff are competent and qualified to provide specified levels of
patient care. The credentialing process involves the following: (1) as-
sessment of the professional and personal background of each prac-
titioner seeking privileges; (2) assignment of privileges appropriate for
the clinician’s training and experience; (3) ongoing monitoring of the
professional activities of each staff member; and (4) periodic reap-
pointment to the medical staff on the basis of objectively measured
performance. We examine the essential elements of a credentials
review for initial and renewed medical staff appointments along with
suggested criteria for the delineation of clinical privileges. Sample
forms for the delineation of privileges can be found on the American
Academy of Pediatrics Committee on Hospital Care Web site (http://
www.aap.org/visit/cmte19.htm). Because of differences among indi-
vidual hospitals, no 1 method for credentialing is universally appli-
cable. The medical staff of each hospital must, therefore, establish
its own process based on the general principles reviewed in this
report. The issues of medical staff membership and credentialing
have become very complex, and institutions and medical staffs are
vulnerable to legal action. Consequently, it is advisable for hospitals
and medical staffs to obtain expert legal advice when medical staff
bylaws are constructed or revised. Pediatrics 2012;129:782–787

INTRODUCTION

Credentialing is the formal recognition of professional and technical
competence. The process involves 2 distinct elements: it establishes
what information is necessary to confirm professional and technical
competence including mechanisms for the verification of the in-
formation received by the hospital, and it evaluates the information
received with reference to an applicant.1

“The delineation of clinical privileges is the process whereby the
medical staff evaluates and recommends that an individual practi-
tioner be allowed to provide specific patient care services in the in-
stitution. A clinical privilege is a specific grant or permission by
a hospital for an individual practitioner to perform diagnostic or
therapeutic procedures or other patient care services within well-
defined limits.”1
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The role of the hospital in credentialing
its staff was first laid out by The Joint
Commission on the Accreditation of Hos-
pitals (later renamed The Joint Commis-
sion) in 1953 and has been regularly
updated since then. This process is
distinct from the recognition of com-
petence within a specialty, which is the
purview of the various members of the
American Board of Medical Specialties.

Medical staff membership is not syn-
onymouswith clinical privileges. Medical
staff membership involves the practi-
tioner’s organizational rights and re-
sponsibilities. A member of the medical
staff is not entitled to perform proce-
dures or treat patients simply by vir-
tue of being a member of the medical
staff.1

CREDENTIALING PRINCIPLES

The medical staff of each hospital is
responsible for establishing its own
procedures for credentialing.2 These
procedures must be reviewed by a
lawyer who is familiar with these is-
sues.3 The authority of the hospital to
grant, change, or revoke clinical priv-
ileges is based on several principles:

1. The practice of medicine, including
pediatrics, within a hospital is not
a right of every physician but rather
a privilege extended by the hospital
in accordance with applicable law.

2. The hospital and its governing board
are responsible for the safety of its
patients and the quality of care pro-
vided by its staff.

3. The hospital must ensure that all
members of its health care team
are competent and qualified to pro-
vide the services for which they
have been granted privileges.

4. The organized medical staff of the
hospital is entrusted by the govern-
ing board with the responsibility of
recommending that only compe-
tent practitioners treat patients in
the hospital.

Certain elements are required in every
hospital’s credentialing process:

1. The credentialing process must be
thorough, fair, and timely and must
involve unbiased and good-faith re-
view by peers within or outside the
hospital as appropriate to the indi-
vidual candidate. Any possible mali-
cious use of the peer-review process
is not acceptable.

2. The entire credentialing process
must be clearly described in the
medical staff bylaws. This must in-
clude a description of mechanisms
for appeal and guaranteed due pro-
cess for disputes concerning disci-
plinary actions and for changes or
revocation of privileges. The medi-
cal staff bylaws should incorporate
provisions of the Health Care Qual-
ity Improvement Act of 1986,4 re-
quirements of state laws that
define immunities and protections
for the hospital and peer-review
committee members from various
legal liabilities, and other related
legislation.2

3. Criteria for specific clinical priv-
ileges must be well defined and
based on up-to-date national and
local standards.

4. Confidentiality and protection of
the information used in credential-
ing and peer review, subject to ap-
plicable law, must be incorporated
into the process.

5. The credentialing process should
take into account the standards
recommended by The Joint Com-
mission, the Hospital Medical Staff
Section of the American Medical As-
sociation, state and federal agencies,
or other appropriate accrediting
organizations.2

Credentialing standards have been
updated to include 3 new concepts.
Credentialing should be informed by
the 6 areas of “general competen-
cies” developed by the Accreditation

Council for Graduate Medical Educa-
tion. Focused professional practice
evaluation allows the medical staff to
focus on a specific aspect of a practi-
tioner’s performance, such as when
competence is suggested but additional
information is needed for confirmation.
Examples of this are proctoring or
peer review of cases. Lastly, ongoing
professional practice evaluation pro-
vides for continuous evaluation rather
than the traditional biannual renewal
process.2,5 Examples of this are direct
observation and monitoring patient
outcomes. The credentialing process
must not allow conflicts of interest
(economic or otherwise) to impair due
process.

In some communities, the credential-
ing process for medical staffs of area
hospitals, surgical centers, and health
insurance companies has been con-
solidated and standardized under a
centralized data collection and storage
agency, such as the state or local medical
society. This allows only 1 application
and data verification for applications
to more than 1 hospital. However, each
hospital is still required to determine
the applicant’s qualifications for clini-
cal privileges. The American Academy
of Pediatrics approves of this model
as a method that simplifies the pro-
cess yet maintains its rigor. Although
credentialing standards have been
used as a method of quality assurance,
a recent study reveals no correla-
tion between stringency of hospital
credentialing policies and clinical
outcomes.5

INITIAL APPOINTMENT

When a practitioner applies for med-
ical staff membership the first time,
the medical staff must verify the prac-
titioner’s training, experience, and qual-
ifications. This involves verifying the
following documents from primary
sources or approved secondary sour-
ces if applicable:
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1. Medical staff category requested

2. Current license in the state of
practice

3. Other active state licenses

4. Drug Enforcement Administration
certificate

5. Medical school education

6. Residency and fellowship training

7. Practice experience

8. Board certification, recertification,
or other measure of ongoing com-
petency

9. Basic life support or other lifesav-
ing course (eg, pediatric advanced
life support, neonatal resuscita-
tion program) documentation of
completion

10. Settled or pending litigation

11. Felony convictions and criminal
background checks

12. Involuntary license or medical staff
resignations, suspensions, disciplin-
ary actions, or denials

13. Sanctions received from profes-
sional organizations

14. National Practitioners Data Bank
(NPDB) and Federation of State Med-
ical Boards Physician information

15. Disciplinary Data Bank information

16. Malpractice coverage verification,
if required

17. Current physical, mental, or sub-
stance abuse issues that may affect
patient care, as allowed by the
Americans With Disabilities Act
(ADA)6; this information can be
obtained after the applicant is de-
termined to meet all other qualifica-
tions for medical staff membership7

18. Signed release of liability form
from the practitioner

19. Other information, as determined
by the individual hospital or de-
partment2

The NPDB serves as a central re-
pository of information about health

care practitioners’malpractice payments,
professional membership restrictions,
and adverse actions regarding licen-
ses or hospital privileges. Hospitals
are required to check with the NPDB
for all new medical staff appointments.
They are also required to report any
actions that affect the clinical priv-
ileges such as reduction, restriction,
suspension, or revocation of clinical
privileges for at least 31 days; volun-
tary resignation while peer review is
taking place or instead of peer review;
and the denial of clinical privileges to
a new or existing medical staff mem-
ber when a peer review judgment is
involved. Between 5% and 30% of
privileging and licensure applications
involving an NPDB report were not
granted “as requested,” suggesting
the NPDB data are important to the
process. Unfortunately, underreporting
was also evident: 60% to 75% of re-
portable actions were not reported,
limiting the information to which health
care entities have access.8

In addition to concrete data about the
applicant’s accomplishments, infor-
mation from peers should be obtained
regarding the practitioner’s ability to
work with other staff, patients, and
students, if applicable. Hospitals may
require that each applicant be cov-
ered by a minimum limit of medical
liability insurance as a condition of
membership on the medical staff. This
may be waived for practitioners not
participating in patient care (eg, re-
tired physicians). For the hospital to
verify the information, the applicant
must sign a statement allowing the
hospital to collect the information and
releasing the hospital and references
or sources from liability. Hospitals must
ensure that all information collected
and decisions regarding credentialing
are kept confidential.

Depending on state law and hospital or
medical staff bylaws, medical staff
membership may include nonphysician

licensed independent practitioners, such
as psychologists, podiatrists, physician
assistants, nurse practitioners, mid-
wives, optometrists, dentists, and
others who provide direct patient care.
Advanced practice nurses also must
be credentialed by the department of
nursing. Advanced practice nurses
who do not provide direct patient care
are not credentialed through the me-
dical staff.9 Guidelines for the practice
and requirements for the supervision
of nonphysician independent licensed
practitioners and residents-in-training
must be defined clearly in the medi-
cal staff bylaws and include the same
level of fairness and rigor as those
applied to physicians.2,10 A physician
providing telemedicine services must
be credentialed by the hospital re-
ceiving the telemedicine services (ie,
where the patient is receiving care).2

Criteria for granting or restricting
medical staff appointment cannot be
based on gender; race or ethnic group;
creed; national origin; sexual orienta-
tion; membership in professional so-
cieties; membership in a prepaid,
closed-panel group practice; or solely
economic factors. Criteria for medical
staff appointment should relate to
standards of patient care and to the
objectives, purposes, and resources of
the institution.

The ADA covers hospital employees
and may cover physicians with staff
privileges. The ADA prohibits discrim-
ination against qualified job applicants
and traditional employees who, with or
without reasonable accommodation,
can perform the essential functions of
their job. It may apply to hospital
medical staff matters involving inde-
pendent contractor physicians. As a
result of the ADA, questions regarding
personal health issues and alcohol and
illegal drug use cannot be asked at the
time of initial staff application. A con-
ditional offer of medical staff mem-
bership can be made contingent on the
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applicant providing personal health
information meeting certain criteria.
In all issues when accommodations
are requested for disabilities, the most
important factor is the safety of the
patient.7

Economic credentialing has been de-
fined by the American Medical As-
sociation as “the use of economic
criteria in determining an individual’s
qualification for initial and continuing
hospital medical staff membership
or privileges that is unrelated to the
quality of care or professional compe-
tency.” Measures that have an economic
component in addition to improving
quality, such as length of stay and ICU
days, may be used in credentialing
decisions. Several states have laws that
prohibit use of economic credential-
ing,11,12 although in most states, it is still
legal and physicians need to be aware
of the ramifications of participating in
potentially competing entities.13 In this
regard, the American Academy of Pedi-
atrics states that pediatricians should
not be excluded from patient care
panels solely on an economic basis.14

Initial medical staff membership starts
with a provisional or temporary ap-
pointment for a defined period of time.
This allows direct observation of the
practitioner’s clinical skills, patient
management style, and manner of care.
The need for proctoring and mentoring
for new medical staff members should
be established by each department.
Appointments must be renewed at a
minimum of every 2 years, but pro-
cesses must also allow for interval
evaluation as needed.2 Medical staff
membership is awarded in several
categories on the basis of the amount
and type of patient care the practi-
tioner delivers. There may be catego-
ries for hospital-based ambulatory
care only, for full staff including am-
bulatory and inpatient care, and for
those who no longer provide direct
patient care in the hospital setting.

Nonphysician licensed independent
practitioners or residents-in-training
may form other categories.

If a hospital medical staff decides to
deny initial appointment or reappoint-
ment or deny, limit, or suspend priv-
ileges, due process and protection
must be provided in accordance with
customary legal principles and hos-
pital bylaws. This must include pro-
cedural due process, which is defined
as whether the rules are administered
properly and applied equally to all staff
members, and substantive due process.
The latter is concerned with whether
the rules and criteria stated in the
bylaws are reasonable, fair, and not
arbitrary and whether the decision
made by the medical staff or hearing
panel is based on the weight of relevant
and reliable evidence and only on that
evidence presented to the medical
staff or hearing panel. Nonphysician
licensed independent practitioners
also must have similar due process
and protection.2

DELINEATION OF CLINICAL
PRIVILEGES

A major portion of the credentialing
process is the delineation of clinical
privileges. By this process, the medical
staff evaluates and recommends that
an individual practitioner is allowed to
provide specific patient care services
in the hospital on the basis of the
mission and needs of the hospital and
the practitioner’s training, experience,
and skills. Privileges may be denied to
an applicant if the hospital does not
have the facilities for the requested
procedure (eg, a pediatric cardiolo-
gist who requests privileges for car-
diac catheterization from a hospital
that does not have catheterization
facilities).15

Departments within the hospital are
responsible for defining the minimum
education, training, and experience
that a practitioner must possess to

deliver care of varying complexity or
perform specific procedures. Experi-
ence may be defined as cumulative or
as a certain volume in a period of time.
This definition may be applied across
departments when patients are cared
for by practitioners of different disci-
plines (such as pediatrics and nursing
for nurse practitioners). Once criteria
are established, these must be written
and applied equitably across practi-
tioners from different specialties (such
as pediatrics, family practice, and sur-
gery). Criteria for clinical privileges
are based on the complexity of care
needed by the patient, such as routine
inpatient care, routine newborn care,
subspecialty care, or intensive care.
Criteria for privileges for procedures
can be based on the levels of care,
documentation of training, and contin-
ued competence in the procedures.
Research has revealed that skills in
some procedures, such as laparoscopy
or surgical procedures, improve with
repeated use until a set number is
reached.16,17 Other data have revealed
that patient outcomes are improved
for some procedures when a minimum
number is performed in a hospital.16,18

Competency for procedures also can
be determined by evaluation of perfor-
mance under clinical conditions (proc-
torship). Checklists may be used by the
practitioner requesting privileges to
document levels of care and proce-
dures requested.

Questions are often raised on how one
determines that an applicant is com-
petent to care for children in the
hospital if the applicant is not a pedi-
atrician or pediatric-trained specialist
or subspecialist. Skill levels for in-
dividual practitioners caring for chil-
dren can be determined by reviewing
training and experience. Experience in
procedures performed on children
should also be documented. Standards
for assessing competencies of non-
pediatric physicians should be defined
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and rigorous and meet uniformed
standards of care for children re-
gardless of the physician’s training.

As new procedures and treatment
modalities develop, guidelines for clin-
ical privileges must also develop. New
procedures and treatment modalities
can be divided into major new proce-
dures, such as endoscopy or laparo-
scopic surgery, or minor changes, such
as a new way to perform laparoscopic
surgery. Practitioners wishing to be
granted privileges in a major new
procedure or treatment modality not
inherent in their residency or fellow-
ship training (such as use of ultraso-
nography or providing sedation) must
document sufficient hands-on-training
to be deemed competent. Physicians
may gain this training through super-
vised training programs. A practitioner
may also gain provisional privileges
allowing him or her to perform the
procedure under the supervision of
another practitioner skilled in the
procedure (proctoring).19,20 Data from
some new procedures have revealed
that the complication rate decreases
significantly and competency increases
significantly after a certain number
of the procedures are performed.17,21

Guidelines for competency in new pro-
cedures or treatment modalities must
be developed on the basis of a review
of the literature and the technical
aspects of the procedure. Once the
guidelines are successfully met by the
practitioner, full privileges are granted.

REAPPOINTMENT

Standards from The Joint Commission
state that reappointment must occur
at least every 2 years. This reappoint-
ment is based on ongoing monitoring
of information concerning the prac-
titioner’s professional performance,
judgment, and clinical or technical
skills.2 The content of the reappoint-
ment request must be defined in the
medical staff bylaws. The minimum

information required from the practi-
tioner includes:

1. Medical staff category requested

2. Current license in the state of
practice

3. Other active state licenses

4. Drug Enforcement Administration
certificate

5. Continuing medical education
credit, as required

6. Original certification date and
certification renewal dates

7. Current cardiopulmonary resusci-
tation or other lifesaving course
(eg, pediatric advanced life sup-
port, neonatal resuscitation pro-
gram) documentation of completion

8. Settled or pending litigation

9. Felony convictions

10. Involuntary license or medical
staff resignations, suspensions,
disciplinary actions, or denials

11. Sanctions received from profes-
sional organizations

12. NPDB and Federation of State
Medical Boards Physician Disci-
plinary Data Bank information

13. Malpractice coverage verification,
if required

14. Quality assurance or continuing
quality improvement activities
and results

15. Listing of all hospitals where the
practitioner holds privileges and
any changes in this status

16. Signed release of liability form
from the practitioner

17. Current physical, mental, or sub-
stance abuse issues that may af-
fect patient care, as allowed by
ADA

In most cases, information should be
reviewed in a similar manner to that
occurring for initial appointment. If an
applicant for reappointment rarely
cares for patients in the hospital facility,

the medical staff office may need to
request information from another hos-
pital where the applicant is more active
to help delineate appropriate clinical
privileges or consider modifying the
appointment to that of ambulatory-care
only. If concerns are raised about
reappointment or granting initial clinical
privileges because of irregularities in
clinical activity profile or quality as-
surance, this information needs to be
reviewed by peers and the department
head in a confidential manner, as de-
fined in medical staff bylaws. If concerns
persist, the review committee or medi-
cal staff must communicate these con-
cerns to the applicant in a confidential
manner, as defined by the medical staff
bylaws. Due process, as defined in the
medical staff bylaws, must be followed.

It is the responsibility of each member
of the medical staff to raise any con-
cerns about physician performance
because of waning skills, mental or
physical health problems, or substance
abuse that affects patient care. These
must be investigated in a confidential
and fair manner, as defined in the
medical staff bylaws, without waiting
for the next reappointment.

The process of credentialing and grant-
ing of privileges must be seen as 1 way
for hospitals to help ensure that their
patients receive quality care. Pedia-
tricians or pediatric-trained specialists
and subspecialists must be involved in
defining guidelines to ensure that chil-
dren receive optimal care.

SPECIAL CIRCUMSTANCES

Hospitals should have an established
policy on emergency privileges that
allow current medical staff members to
practice beyond their existing privileges
to save a life, limb, or organ. Likewise,
there should be a policy for disaster
privileges that enable practitioners
outside the current medical staff to
treat patients in the case of a disaster
in the community.2
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