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Credentialing and Privileging: Sample Policy and Procedure

Policy. 
Health Center’s credentialing and privileging process is intended to protect its patients by ensuring that its providers possess requisite training, experience, and competence. All health care providers (LIPs and OLCPs) who provide patient care services at Health Center sites are required to be credentialed and privileged as described in this policy and procedure. 

Health Center requires that providers cooperate in the credentialing and privileging process. Providers’ failure to comply with credentialing and privileging or submit the necessary documentation may result in disciplinary action, up to and including termination.

Applicability.

This policy applies to all Licensed Independent Practitioners (“LIPs”) and Other Licensed or Certified Health Care Practitioners (“OLCPs”) including volunteers and locum tenems who are permitted by law and who provide direct patient care at Health Center.

I.
Procedure for LIPs.

1.
Credentialing and privileging for LIPs

A. Each LIP must undergo credentialing and privileging in accordance with this policy and the delineation of clinical privileges must be practitioner-specific and site-specific.
B. A candidate seeking credentialing must complete the Credentialing and Privileging Application and appropriate privileging request form(s) for the position for which he or she is applying. Applicants are required to provide all requested information and documentation and must sign a consent and release form. 
C. Credentialing of LIPs requires primary source verification of the following:

1. Current licensure; 

2. Relevant education, training or experience;

3. Current competence; and 

4. Health fitness or the ability to perform the requested privileges. 

and secondary source verification of the following:

1. Government issued picture identification; 

2. Drug Enforcement Administration registration (as applicable); 

3. Hospital admitting privileges (as applicable); 

4. Immunization and PPD status; and 

5. Life support training (as applicable).

D. Information obtained to be used in the credentialing process must be verified in accordance with Attachment A hereto (unless otherwise noted) and documented in writing. All efforts (and failures) to obtain required documents should be documented in the file. 

E. If a decision is made to use a Credential Verification Organization (“CVO”), the CVO must use equivalent standards to those outlined in this policy, and the agreement with the CVO must specify such details.

F. Applicants being credentialed in preparation for applying for clinical privileges must possess at least a current and unrestricted license in the appropriate jurisdiction to be eligible.

G. National Practitioner Data Bank (“NPDB”) queries will be completed on all applicants whose professions are addressed by the databank. Queries will be completed:
1. Prior to credentialing, including reappraisal;

2. Every two years following initial credentialing or reappraisal; and

3. Any time a clinical privilege application is made, including additional privileges after the original NPDB query.

In the alternative, Health Center may use the NPDB continuous query process of the NPDB.

H. LIPs requesting clinical privileges must provide at least two references including at least one from the current or most recent employer(s) or institution(s) where the applicant holds or held privileges and one from someone who has supervised the practitioner’s clinical practice. All references must be documented in writing. 
I. Clinical privileges must be based on primary source verification of an individual’s current competence. When privilege delineation is based primarily on experience, the individual’s credentials record must reflect that experience, and the documentation must include the numbers, types, and, as available, outcomes of related cases where required.

J. Applications reviewed by the Staff Credentialing Committee (“Staff Committee”) and the Board Quality Assurance Committee (“BQAC”) are blinded, so that the applicant’s name is not present on any other material presented to the committees. This blinding process will also occur when the Board takes action, and the Board will receive a list of names of LIPs and associated Board actions subsequent to the action.
K. The exercise of clinical privileges will be subject to the policies and procedures of Health Center and the authority of the Chief Medical Officer. 

L. General criteria for privileging shall include consideration of any information related to malpractice allegations or judgments, loss of medical staff membership, loss and/or reduction of clinical privileges, or challenges to licensure. Applicants are required to give detailed written explanations of any involvement in administrative, professional, or judicial proceedings in which malpractice is or was alleged. If an applicant has been involved in such proceedings, a full evaluation of the circumstances will be made by the Chief Medical Officer (and General Counsel, if needed) prior to making any recommendation or decision on the candidate’s suitability for employment at Health Center.

M. Verification of clinical privileges currently, or most recently, held at other institutions will be obtained and documented in writing in the Credentialing and Privileging files. The verification should indicate whether the privileges are (or were) in good standing with no adverse actions or reductions for the specified period of time. 
N. Only practitioners who are licensed and permitted by law and Health Center to practice independently (LIPs) may be granted clinical privileges. Privileges will be granted according to the procedures delineated in this policy. 
O. Clinical privileges are granted for a period not to exceed two years. Clinical privileges are not to be extended beyond the two-year period, which begins from the date the privileges are signed, dated, and approved by the Board of Directors. 
P. Applicants for privileges will be kept apprised of the status of their applications and involved in resolution of issues, as appropriate.

Q. The process of credentialing and granting clinical privileges for the Chief Medical Officer will be the same as outlined in the preceding paragraphs. The Chief Medical Officer’s request for privileges will be reviewed, and a recommendation made, by a senior clinician. When the chair of the Staff Committee is being considered for privileging, the chair will be absent from the deliberations, which an appropriate practitioner will chair.

R. The credentialing process must be completed prior to the granting of privileges and the initiation of independent practice, as well as periodically, as required, to continue independent practice, except as identified in Section 3 entitled “Temporary Independent Practice in Emergency Situations.”
2.
Responsibility for the credentialing and privileging process for LIPs

A. The Staff Committee shall be responsible for reviewing the recommendations of the Chief Medical Officer and making recommendations to the Board of Directors of candidates it deems qualified to practice independently at Health Center. The voting membership of the Staff Committee must include the Chief Medical Officer, the Directors of Quality Assurance and Human Resources and the Credentialing Staff. There must be a quorum of 75% voting members present in order for the committee to make a decision. A majority of the Staff Committee must approve the recommendation. The Staff Committee’s recommendations will be forwarded to the BQAC for action.

B. The Chief Medical Officer is responsible for first reviewing the contents of the credentialing and privileging file for each candidate and then evaluating the Request for Privileges. The Chief Medical Officer documents the results of his/her review and makes a recommendation regarding approval of privileges to the Staff Committee. 
C. The BQAC will review all credentialing and privileging applications referred by the Staff Committee and will follow the same rules as the Staff Committee with regard to quorum and unanimous decision.

D. The Board of Directors is ultimately responsible for the credentialing and privileging of LIPs at Health Center. The Board of Directors, based on recommendations from the BQAC regarding providers, takes final action on the credentialing and privileging of LIP staff. The determination that an LIP meets the requirements is stated in writing by the Health Center’s Board of Directors. 

3.
Temporary independent practice in emergency situations

A. When there is an urgent patient care need, permission to grant privileges on a temporary basis may be made by the Chief Executive Officer upon recommendation of the Chief Medical Officer prior to receipt of references or verification of other information and action by the Staff Committee. 
B. Evidence of current licensure verification, current competence, and confirmation of possession of appropriate clinical privileges at another healthcare facility and a reference will be obtained prior to the granting of temporary privileges.

C. The Medical Director must document for the record the specific patient care situation that warranted the granting of temporary privileges and, at the next scheduled Staff Committee meeting, inform and give the rationale to the Staff Committee for the granting of temporary privileges. The Staff Committee can rescind the granting of temporary privileges. 

D. Temporary privileges shall not exceed 120 days. 
E. Granting of temporary privileges is for emergent patient care only and NOT to be used for administrative convenience.

4.
Modification of privileges

A. Practitioners may submit a request for modification of clinical privileges at any time. Requests to add or modify privileges must be accompanied by the appropriate documentation that supports the practitioner’s assertion of competence (i.e., advanced educational or clinical practice program, clinical practice information from other institution(s), references, etc.). Requests for modification of privileges will be processed in the same manner as initial privileges.

B. Health Center may choose to change the scope of clinical privileges it is willing to grant. Issues such as lack of demand to perform operations and/or procedures in sufficient number or frequency to maintain clinical competence in accordance with facility established criteria, or failure to use privileges previously granted, may be considered in the granting of privileges. These actions will be considered changes and will not be construed as a reduction, restriction, loss, or revocation of clinical privileges. Such changes will be discussed between the Chief Medical Officer and the affected practitioner.

5.
Biennial reappraisal (re-credentialing and re-privileging) of LIPs

A. At least every two years, each LIP must be reappraised to determine whether or not he or she continues to have the credentials and competence to be privileged to practice as an independent practitioner at Health Center. Requests for re-privileging will be processed in the same manner as initial privileges. 

B. Evaluation of professional performance, judgment, and clinical and/or technical competence and skills will include:

1. Self-reported information from the reappraisal application, including:

· Information regarding the status of clinical privileges (including limitation, reduction or loss (voluntary or involuntary) of privileges) held at other institutions (if applicable); 
· Loss of medical staff membership; 
· Revision or loss of privileges; 
· Pending malpractice claims or malpractice claims closed since last reappraisal or initial credentialing; 
· Mental and physical status (as it relates to the ability to perform the requested clinical privileges); 
· Continuing medical education and continuing education unit accomplishments; and
· Any other reasonable indicators of continuing qualifications. 

2. Peer recommendations. A minimum of two peer recommendations will be required. The peers must have acquired the requisite knowledge through observation of the practitioner’s professional practice over a reasonable amount of time to be able to address current competence in all areas of requested privileges.

3. Primary source verification of results of provider-specific performance improvement activities. For medical staff, the reappraisal process will include consideration peer review results and such factors as the number of procedures performed or major diagnoses treated, rates of complications compared with those of others doing similar procedures and adverse results indicating patterns or trends in a practitioner’s clinical practice.

4. 
Primary source verification of expiring or expired credentials and peer review results for the previous two year period. 

C. The Chief Medical Officer must document (list documents reviewed and the rationale for conclusions reached) that the results of the quality of care activities have been considered in recommending the individual privileges. Upon completion of this assessment, the Chief Medical Officer will make a recommendation as to the practitioner’s request for clinical privileges.

D. The process for the renewal of clinical privileges should be initiated no later than three months prior to the date the privileges expire. It is the responsibility of Health Center and the practitioner to ensure that privileges are reviewed and renewed by the expiration date in order to prevent a lapse in the practitioner’s authority to treat patients. 
E. The process of reappraisal and granting new clinical privileges for Chief Medical Officer will be the same as outlined in the preceding paragraphs. The Chief Medical Officer’s request for privileges will be reviewed, and a recommendation made, by a senior clinician. When the chair of the Staff Committee is being considered for privileging, the chair will be absent from the deliberations, which an appropriate practitioner will chair.

6.
Appeal process for discontinuation or denial of clinical privileges

Health Center has an appeal process if the Board of Directors decides to discontinue or deny clinical privileges.

A.
An LIP has 30 days after receiving written notification of the denial or discontinuation of clinical privileging to decide if he/she would like to appeal the decision from the Board of Directors. The LIP must send a letter to the Chief Medical Officer, Chief Executive Officer and Chair of the Board of Directors requesting a fair hearing. 

B.
Once notified of the request for a fair hearing, the Board has 60 days to schedule a hearing by a subcommittee of the full Board. This subcommittee is to consist of the Chief Medical Officer (non-voting) and the Chief Executive Officer and at least two Board members. The hearing agenda will allow (1) the provider to present his/her view on the discontinuation or denial of clinical privileges and (2) the Chief Medical Officer will present the any pertinent findings. After discussion, the subcommittee will recommend either the discontinuation or denial be approved or not approved by the board. The Board of Directors will notify the LIP, the Chief Medical Officer and the Chief Executive Officer in writing, within 5 working days of the outcome of the fair hearing process and the Governing Board’s final decision. 

II.
Procedure for OLCPs

1.
Credentialing and privileging for OLCPs

A.
Each OLCP must undergo credentialing and privileging in accordance with this policy and the delineation of clinical privileges must be practitioner-specific and site-specific. 
B.
Credentialing of OLCPs should be completed prior to the OLCP being allowed to provide patient care services.

C.
Credentialing of OLCPs requires primary source verification of the following:

1. Current licensure, registration or certification 


and secondary source verification of the following:

1.
Education and training

2.
Government issued picture identification; 

3.
Drug Enforcement Administration registration (as applicable); 

4.
Hospital admitting privileges (as applicable); 

5.
Immunization and PPD status; and 

6.
Life support training (as applicable).

D.
Information obtained to be used in the credentialing process for primary sources must be verified in accordance with Attachment A hereto (unless otherwise noted) and documented in writing. All efforts (and failures) to obtain required documents should be documented in the file.

E.
National Practitioner Data Bank (“NPDB”) queries will be completed on all applicants whose professions are addressed by the databank. Queries will occur:
1.
Prior to credentialing, including reappraisal; and

2.
Every two years following initial credentialing or reappraisal.

In the alternative Health Center may use the NPDB continuous query process of the NPDB.

F.
Privileging of OLCPs is completed during the orientation process via a supervisory evaluation based on the job description. The Health Center shall also obtain secondary source verification of current competence for each service for which the OLCP requests initial privileges. 

G.
General criteria for privileging shall include consideration of any information related to malpractice allegations or judgments, loss of medical staff membership, loss and/or reduction of clinical privileges, or challenges to licensure. OLCPs are required to give detailed written explanations of any involvement in administrative, professional, or judicial proceedings in which malpractice is or was alleged. If an applicant has been involved in such proceedings, a full evaluation of the circumstances will be made by the Chief Medical Officer (and General Counsel, if needed) prior to making any recommendation or decision on the candidate’s suitability for employment at Health Center.

2.
Biennial reappraisal (re-credentialing and re-privileging) of OLCPs

A.
At least every two years, each OLCP must be reappraised to determine whether or not he or she continues to have the credentials and competence to be privileged to practice as an OLCP at Health Center. Requests for re-privileging will be processed in the same manner as initial privileges. 

B. Verification is by supervisory evaluation of performance that assures that the individual is competent to perform the duties described in the job description.

Definitions.

1.
Credentialing. Credentialing refers to the systematic process of screening and evaluating qualifications and other credentials, including Licensure, required education, relevant training and experience, current competence and health status (as it relates to the practitioner’s ability to perform job responsibilities). Credentialing (and corresponding Clinical Privileging) must be jurisdictional and facility specific.

2.
Licensure. Licensure refers to the official or legal permission to practice in an occupation, as evidenced by documentation issued by a state in the form of a license or registration. 

3.
Clinical privileging. Clinical privileging is defined as the process by which a practitioner, licensed for independent practice (i.e., without supervision, direction, required sponsor, preceptor, mandatory collaboration, etc.) is permitted by law and Health Center to practice independently, to provide medical or other patient care services within the scope of the individual’s license, based on the individual’s clinical competence as determined by peer references, professional experience, health status, education, training, and Licensure. Clinical privileging must be provider specific.

4.
Licensed Independent Practitioner (“LIP”). LIP includes any individual permitted by law (the statute which defines the terms and conditions of the practitioner’s license) and the facility to provide patient care services independently (i.e., without supervision or direction) within the scope of the individual’s license and in accordance with individually granted clinical privileges. Only licensed independent practitioners may be granted clinical privileges. LIPs include, but are not limited to physicians, dentists, nurse practitioners, nurse midwives, and any other individual. For purposes of this policy, physician assistants, nurse practitioners and certified nurse midwives are considered LIPs even though their ability to practice independently varies, in some cases by jurisdiction.

5.
Other Licensed or Certified Health Care Practitioner (“OLCP”). OLCPs include individuals who are licensed, registered or certified but are not permitted by law or health center policy to provide patient care services without direction and supervision. They include laboratory technicians, social workers, medical assistants, licensed practical nurses, and dental hygienists. These individuals must also be credentialed but not necessarily in accordance with the strict standards applicable to LIPs.

6.
Primary source verification. A process through which an organization validates credentialing information from the organization that originally conferred or issued the credentialing element to the practitioner.
7.
Secondary source verification. A process through which an organization documents credentialing information through written material (e.g., copy of license or transcript) that is not considered primary source material.
This policy and procedure shall be periodically reviewed and updated consistent with the requirements and standards established by the Board of Directors and health center management, federal and state laws and regulations, and applicable accrediting and review organizations.
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� 	The Authors of these materials include attorneys at the law firm of Feldesman Tucker Leifer Fidell LLP. The sample documents offer general guidance based on federal law and regulations, and do not necessarily apply to all health centers under all facts and circumstances. Further, these materials do not replace, and are not a substitute for, legal advice from qualified legal counsel.


� 	Authors’ note: Using the following sample as a guide, health centers should tailor the procedure to reflect their own health center’s processes and operations.


� 	Authors’ note: these are the definitions directly provided by Health Resources and Services Administration in  �HYPERLINK "https://www.healthcentercompliance.com/subscriber/nachc-toolkit/appendix/277"��PIN 2002-22 Clarification of Bureau of Primary Health Care Credentialing and Privileging Policy outlined in Policy Information Notice 2001-16 (July 10, 2002)�. However, it is possible that a practitioner type mentioned in PIN 2002-22 as a LIP could be an OLCP if state law requires supervision for that category. Health centers should confer with qualified legal counsel regarding relevant state law to make a determination as to which category a particular practitioner falls into. 





The Corporate Compliance Toolkit for Health Centers
© 2015 National Association of Community Health Centers, Inc.

and Feldesman Tucker Leifer Fidell LLP

12

