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Commentary: An Opportunity to Identify Fundamental Risks

by John L. Mc Carthy

Jack Mc Carthy is President of CRICO/RMF.

For a long part of the history of modern medicine, the 
mention of credentialing and privileging a physician 
conjured images of paper stacks, rubber stamps, and file 

cabinets. Every couple of years, someone would make sure the 
new stack of papers were in order, stamp them, and add them to 
the file cabinet. The process often was perfunctory—frequently 
political—but infrequently rigorous. Those in a position to 
authorize (or reauthorize) a physician’s appointment were 
reluctant to mount a challenge against a substandard candi-
date—a potential legal quagmire—and simply followed the 
path of least resistance. Every so often, the newspapers would 
chronicle patient tragedies linked to a clinician who should 
never have been practicing medicine. Hospital leaders would 
dismiss those as unavoidable circumstances: bad apples who 
cheated the system.
Competition and the burgeoning patient safety movement now 
demand a different response from the entities that credential and 
privilege physicians. Safety and quality improvements cannot be 
solely assigned to systems. The individual providers operating 
those systems have to be ascertainably competent to practice 
as privileged, and need to keep pace with advances in diagnosis 
and treatment. Institutions that still perceive credentialing and 
privileging as mechanical, rather than essential, undervalue it. 
The process of verifying and assessing a physician’s background, 
experience, and skills provides an unparalleled opportunity to 
identify fundamental risks in the care continuum. 
In reality, however, the culture of many hospitals inhibits an 
effective, results-oriented, approach to credentialing and privi-
leging. Centralized or uniform credentialing is an unrealized 
concept, and each department has its own unique privileging 
process. More stacks of paper, more file cabinets, but less cer-
tainty for patients that their care is being provided by a clinician 
adequately experienced and trained to be providing it.

The	Expanding	Roof
Aside from doing a more consistent job of weeding out the 
providers who should not be practicing under their roofs (or 
who should be closely monitored) health care entities may also 
need to up the ante for privileges. The one size fits all model that 
pools, for example, all surgical procedures under one check box 
is outdated. Specific procedures, settings, or populations may 
need specific privileging—and that certainly needs to be linked 
to continuing education and training. Some specialty societies 
have taken a step in this direction by granting time-limited 
board certification. Hospitals would do well to follow suit by 
linking privileging to lifelong training. Those clinicians who 
acquire and maintain appropriate skills are less of a liability; 

those who are unwilling or unable to stay adequately qualified 
will reduce their practice or move on; the patient population 
will shift to fully qualified providers.
Patients assume and expect that each person they encounter 
under a health care institution’s roof has been deemed com-
petent by that institution. In the Harvard system, more than 
20 percent of hospital-based care (and a significant portion of 
CRICO claims and losses) involves residents. Can we guarantee 
that their skills have been sufficiently developed for much of 
the independent care they provide? How do we accommodate 
for the fact that a physician can complete his or her entire 
residency without ever encountering a sizeable list of common 
patient presentations, then go into private practice? Some level 
of standardization and competency requirement seems neces-
sary, and CRICO/RMF is working with the teaching hospitals to 
address this concern.
More than a third of CRICO-insured physicians practice in an 
office setting—the “roof ” now covers a much broader expanse. 
More than half of CRICO malpractice claims stem from outpa-
tient care, and many of those involve an inadequate diagnostic 
process that began in the doctor’s office. Patients being seen 
by a physician affiliated with Hospital X Medical Associates 
(and then transferred to Hospital X) are likely to assume that 
Hospital X has credentialed that physician—and to hold that 
hospital partially accountable if that physician’s care is negli-
gent. Hospital X may need to pay closer attention to what’s 
going on “out there.”
Payors and patients are having their say, too. Pay for performance, 
physician report cards, and quality databases all signal a growing 
insight into what is important from a quality standpoint. The 
good news is that some hospitals and specialty groups have 
begun to retool credentialing and privileging in a way that 
capitalizes the opportunity those processes present. Mount 
Auburn Hospital has turned a tragic event—a public relations 
nightmare—into the turning point for a major overhaul in the 
appointment process (see Page 6). The American College of 
Surgeons is working on more rigorous standards and many 
institutions are approaching physician assessment and training 
as an ongoing responsibility to be coordinated with credentialing 
and privileging. CRICO/RMF is working with a number of spe-
cialties (e.g., obstetrics, anesthesia, internal medicine) through 
programs that offer premium reduction incentives linked to 
ongoing training programs. Most importantly, hospital boards 
of directors are seeing credentialing as a form of governance 
and oversight requiring their active involvement. ■
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Why Credentialing Matters for Patient Safety

by Deborah LaValley, BSN, RN, CPHQ

Ms. LaValley is a Senior Loss Prevention Specialist for CRICO/RMF and Issue Editor of Forum.

Michael Swango graduated from Southern Illinois 
University Medical School in the early 1980s. 
Because he lied during the credentialing process, 

the two residency programs that accepted Dr. Swango did not 
know he had been convicted of aggravated assault and had had 
his medical license suspended in two different states. Had the 
schools verified the events surrounding his conviction, they 
might have discovered that he had been convicted of poison-
ing coworkers. Eventually, Swango was dismissed from both 
schools and moved outside of the United States. When he 
tried reentering the country, he was arrested for having falsi-
fied information. Suspected of having killed up to 60 people, 
Dr. Swango was ultimately sentenced to three life terms for 
murdering three patients by lethal injection.1

When we hear horrendous stories of physicians or other health 
care workers hurting or killing their patients, our first response 
is one of horror. Our first question is, how could the hospital 
let this happen—let this person practice within its walls? Cre-
dentialing experts estimate that approximately seven percent 
of physician applications contain some falsification.1 Another 
concern are physicians, such as “Dr. Green” in the case study 
on Page 19, who exhibit behavior patterns that may indicate 
a potential risk to patient safety.
Credentialing and privileging serve to ensure that patients re-
ceive safe high quality care from providers with appropriate skill, 
training, and experience. Unfortunately, some clinicians seeking 
privileges (even the most well-intentioned) fall outside those 
criteria. The American Medical Association’s online newsletter 
recently quoted an expert who estimated that “one-third of all 
physicians will have a condition that impairs their ability to 
practice medicine safely, putting patients in harm’s way…” at 
some point in their careers.2 In that same article, patient safety 
expert and adjunct professor of health policy at the Harvard 
School of Public Health, Dr. Lucian L. Leape, said he sees 
systems problems related to physicians whose performances 
are not where they ought to be. “We don’t have good methods 
for identifying them, and we don’t have good resources for 
getting them rehabilitated,” said Leape. “The problem isn’t 
the sensational cases you read about in the newspaper. It’s 
really good doctors who are slipping for understandable and 
human reasons.”2

A	Universal	Hassle
Getting applicants to complete and submit the various forms 
is a universal hassle. Physicians face the fact that they are being 
asked to provide the same information to multiple entities, often 
in multiple formats. For example, a physician with admitting 
privileges at two hospitals and contracting with four managed 
care organizations (MCOs) has to go through six credentialing 

processes. On top of that, she must provide information for 
periodic credentialing by the state licensing boards and her 
malpractice insurer. With different renewal periods, it’s quite 
likely that she will feel like this time-consuming process is never 
ending.3 Some states are working on requiring the use of a com-
mon credentialing form, while others are trying to establish a 
centralized credentialing database; none is there yet.
Another barrier is verifying the data received. As Gwen 
Gilchrist points out (see Page 5), locating the correct contact 
information for the primary sources needing to be verified 
(such as schools, former employers, or malpractice insurers) 
who may change their names, move, or go out of business can 
be almost impossible.
And finally, hospitals have long grappled with having thorough 
and consistent performance data available to assist in evaluating 
physician performance. Some data are easier to capture than 
others. For example, volume data such as admissions, surgeries, 
deaths, and length of stay, are objective and fairly easy to retrieve 
consistently. Other data, which look more closely at the quality 
of care, are more subjective and difficult to obtain.

Opportunities
This issue of Forum presents Jeanette Clough’s story behind a 
hospital that experienced a sentinel event which, in retrospect, 
may have been averted with a more robust credentialing and 
privileging process (see Page 6). The many changes that institu-
tion put into place to mitigate future risk—and to ensure a quali-
fied medical staff to care for its patients and community—are 
tools that other institutions may want to imitate.
Credentialing, recredentialing, and privileging present chal-
lenges to all health care institutions, not just those working 
to shore up the infrastructure. Our authors explore several of 
these problems, and their solutions:
Dr. Mona Sigal and Sally DiGennaro describe how their 
emergency department has been working closely with the 
North Shore Medical Center’s performance improvement 
team to tackle the issue of incorporating performance data 
into department-level credentialing and privileging processes 
(see Page 18). The key factors for success have been leadership 
and physician buy-in.
Being sure that physicians are keeping pace with rapidly 
changing medical knowledge and technology is the topic that 
surgeon Dr. Donald Moorman takes a look at (see Page 9). 
Dr. Moorman suggests that keeping up with medical advances 
requires a multifaceted approach. Dr. Christine Cassel and  

Continued on next page
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Dr. Eric Holmboe, of the American Board of Internal Medi-
cine believe one of those facets is board certification, especially 
for less experienced physicians (see Page 11). But, because a 
one-time certification cannot ensure a physician’s ongoing 
competency, some specialty boards are now also requiring a 
maintenance of certification program which will reassess the 
physician’s competency periodically.
The question of age, i.e., how a physician’s knowledge and 
skills may change over time, is also addressed by attorney 
Susan Lapenta, who discusses some of the difficulties in 
credentialing/privileging older physicians (see Page 13). She 
explores the relationship between performance and years of 
practice, as well as some practical solutions to this potential 
credentialing dilemma.
Unfortunately, even an honest, well-trained, and thoroughly 
experienced physician with no malpractice claims can pose a 
problem when he or she acts inappropriately (e.g., yelling at 
staff, throwing things, consciously neglecting to answer pages). 
The question of how such behavior should be dealt with, on 
both individual and systemic levels, is explored by Elizabeth 
Becker and Dr. William Norcross (see Page 15). Their work 
through the University of California’s PACE program offers 
options in between tolerate and terminate.

Future	Concerns
As CRICO/RMF president and CEO, Jack McCarthy, points 
out  in his Commentary (see Page i), most credentialing and 
privileging takes place within inpatient institutions, but most 
health care begins in outpatient settings. As a result, malpractice 
insurers cannot always be certain that underwriting is aligned 
with actual practice. Although this has not been a major li-
ability issue to date, Mount Auburn Hospital CEO, Jeanette 
Clough, expresses a growing concern “…we are entering into 
an era where many of the primary care/attending physicians 
care for their patients outside the hospital, leaving much of the 
inpatient care to the hospitalists and intensivists. The question 
for hospitals credentialing these physicians is: how do you 
evaluate the quality of care they render outside the walls of 
their institutions?” ■

Notes and References
 1 ECRI: HRC Volume 3: Risk Analysis: Medical Staff Credentialing, p.1

 2 Adams D, Prevention system sought to boost quality care. Amednews.com. Feb. 13, 2006. 
Available at: www.ama-assn.org/amednews/2006/02/13/prsc0213.htm. Accessed August 
29, 2006.

 3 The Joint Commission on Accreditation of Healthcare Organizations (JCAHO) requires 
hospitals to recredential physicians every two years. The National Committee for Quality 
Assurance (NCQA) requires MCOs to recredential contracting physicians, at least, every 
three years.
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Reviewing, Verifying, and Evaluating Credentials

by Deborah LaValley, BSN, RN, CPHQ

Ms. LaValley is a Senior Loss Prevention Specialist for CRICO/RMF and Issue Editor of Forum.

Credentials are “documents showing that a person is 
entitled to confidence” and a privilege is “something 
special one is allowed to have, be, or do.”1-2 In health 

care, these definitions become a little more refined. For example, 
the American Society of Addiction Medicine (ASAM) defines 
credentialing as the process of:

“reviewing, verifying, and evaluating a practitioner’s 
credentials (i.e., professional education, clinical training, 
licensure, board and other certification, clinical experi-
ence, letters of reference, other professional qualifica-
tions, and disciplinary actions) to establish the presence 
of the specialized professional background required for 
membership, affiliation, or a position within a health 
care organization or system. The result of credentialing 
is that a practitioner is granted membership in a medical 
staff or provider panel.”3

ASAM defines privileging as the process of:

“determining a health care professional’s current skill and 
competence to perform specific diagnostic or therapeutic 
procedures that the professional requests to perform as 
a participant in, or an affiliate of, a health care facility 
or system. The result of privileging is that a practitioner 
is permitted by a health care organization or network to 
conduct those specific procedures.”3

Credentialing and privileging help ensure that patients receive 
appropriate care, treatment, and services from truly qualified 
and competent practitioners. Perhaps less compelling to the 
public, diligent credentialing and privileging protects health care 
facilities from being sued for patient injuries stemming from 
care provided by an unqualified clinician practicing under their 
auspices. In 1965, a landmark decision (Darling vs. Charlestown 
Community Memorial Hospital) established that health care 
facilities “can be held liable for physician malpractice if the 
facility knows or should have known that the physician was 
incompetent or was likely to perform negligently.”4-5

Many licensing, regulatory and accreditation agencies have a 
say in the credentialing of health care providers, including: 
■ Centers for Medicare and Medicaid Services (CMS) 
■ Joint Commission on Accreditation  

of Healthcare Organizations (JCAHO) 
■ National Committee for Quality Assurance (NCQA) 
■ State agencies 
■ URAC (a.k.a. American Accreditation  

HealthCare Commission) 
■ Accreditation Association for Ambulatory Health Care
■ United States Department of Health and  

Human Services 

■ United States Government Accountability Office
■ United States Office of the Inspector General. 
While they all have similar credentialing requirements; each has 
some modifications. For instance, JCAHO requires that health 
care facilities privilege practitioners as well as credential them; 
NCQA does not require health plans to privilege practitioners. 
JCAHO requires practitioners to supply peer references. NCQA 
allows for a triennial credentialing cycle; JCAHO requires two-
year renewals.6

The	Process
Credentialing/privileging functions follow a formal, docu-
mented process. Each institution’s rules and regulations and 
medical staff bylaws must specify (and uniformly apply) the 
criteria and procedures for granting admission to the medical 
staff, renewing of appointments, and granting clinical privileges.7 
In general, the process involves three phases:
1. Pre-application 
To determine whether or not the applicant is eligible to receive 
an application, the institution requests basic, objective infor-
mation (e.g., name and address, education history, evidence 
of malpractice coverage, and current medical license) which 
can be used.
2. Competency evaluation
Eligible candidates must complete a full application, which 
includes:
■ Education history
■ Current medical license(s)
■ Board certification(s)
■ Prior hospital affiliations
■ Work experience
■ Military experience
■ Letter of health status
■ Malpractice insurance coverage and claims history
■ Disciplinary actions taken by other hospitals
■ References from previous department chairpersons or 

divisional chiefs and others who have recent knowledge 
of the applicant’s clinical work

■ Previously successful or currently pending challenges to 
any licensure or registration or voluntary relinquishment 
of licensure or registration

■ Voluntary or involuntary terminations of medical staff 
membership or voluntary or involuntary limitations, 
reduction, or loss of clinical privileges at another hospital

Continued on next page
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Reviewing, Verifying, and Evaluating Credentials (continued)

■ Any suspension of participation in the Medicare and  
Medicaid programs or any other third-party payer program

■ Delineated list of all privileges requested
■ Current photo (for initial applicants)
■ Attestation that the practitioner has received, read, and 

agrees to abide by the medical staff and hospital bylaws 
and the department rules and regulations

■ Attestation that the practitioner has completed all CME 
credits needed to retain a valid state medical license (for 
reappointments)

■ Attestation that the practitioner is board certified or will 
meet (facility-specified) certification requirements fol-
lowing graduation from residency or fellowship training

■ Authorization releasing from liability the facility and 
medical staff members engaged in good-faith peer-review 
efforts, as well as all individuals or organizations that pro-
vide information to the facility concerning the applicant’s 
competency, ethics, character, and other qualifications for 
staff appointment and clinical privileges.8

Obviously, completing credentialing/privileging applications 
can be long and tedious; information can be easily forgotten 
or omitted. Nevertheless, the burden of proof should be on the 
applicant, not the institution, to provide all the information 
needed to establish that he/she is qualified for staff membership 
and/or specific clinical privileges. This includes completing and 
submitting the application in a timely manner. While this may 
sound straightforward, some health care institutions feel pres-
sured to push through incomplete or inadequate applications 
in order to provide a particular service to patients or coverage 
for other physicians. But today’s rushed approval can become 
tomorrow’s big problem, leaving the accommodating facility 
vulnerable to allegations that it was party to patient harm 
caused by an unqualified clinician.
Once a candidate has completed the application, then the 
institution has to verify that 1) the person applying is indeed 
the same person identified in the credentialing documents, 2) 
the applicant has attained the credentials as stated, 3) his/her 
credentials are current, and 4) there are no challenges to any 
of the credentials.9 JCAHO and NCQA require that much of the 
information undergo primary verification (i.e., verification 
obtained directly from the original source or from a credentials 
verification organization). For example, licensure must be veri-
fied by the state, board certification via the specialty certifying 
boards, education via letters from professional schools, and 
completion of training via letters from residency or postdoc-
toral programs.
The Healthcare Quality Improvement Act of 1986, requires 
that health care facilities query the National Practitioner Data 

Bank (NPDB) when credentialing practitioners. The NPDB 
houses information from multiple sources regarding medical 
malpractice payments and adverse actions taken against the 
practitioner related to professional competency and conduct 
(i.e., licensing actions, clinical privilege actions, professional 
society membership actions, Medicare and Medicaid exclusions, 
and Drug Enforcement Administration actions).10

Another database also available to health plans, health care 
practitioners, and federal/state government agencies is the 
Healthcare Integrity and Protection Data Bank (HIPDB), which 
contains data related to health insurance fraud and abuse. 
However, because the HIPDB cannot be queried by health care 
facilities, they must request that the applicant query the data 
bank and provide them a copy of the report.
Once the application has been completed and verified, the 
responsibility shifts from members of the medical staff office 
to the chair of the department to which the applicant is ap-
plying. Each clinical department develops the criteria used to 
establish competency for the procedures and therapeutics used 
or requested by the practitioners assigned to the department. 
Upon receipt of a verified application, the department chair 
is responsible for reviewing the data collected, and making 
recommendations to the facility’s credentialing committee or 
medical executive committee regarding staff membership and 
clinical privileges. 
3. Committee review and final decision
The next step in the process is to send the applicant’s entire 
credentialing file, including the department chair’s recommen-
dations, to the facility’s credentialing committee for review. The 
committee then interviews the applicant, addresses any con-
cerns it may have, and submits a written report to the facility’s 
medical executive committee with its recommendation(s). The 
medical executive committee then reviews all the information 
and submits its recommendation to the facility’s governing 
body, which makes the final decision.11 ■

Notes and References
 1 Webster’s College Dictionary, 2003 edition, p.209.

 2 Webster’s College Dictionary, 2003 edition, p.708.

 3 The American Society of Addiction Medicine: http://www.asam.org/ppc/Credentialing.htm.

 4 ECRI: HRC Volume 3: Risk Analysis: Medical Staff Credentialing, p.2.

 5 ECRI: HRC Volume 3: Risk Analysis: Medical Staff Credentialing, p.2.

 6 American Health Lawyers Association – 2006 Annual Meeting (June 26, 2006):  
Considerations on Physician Credentialing & Privileging in Consume Driven Health Care.

 7 ECRI: HRC Volume 3: Risk Analysis: Medical Staff Credentialing, p.3.

 8 Comprehensive Accreditation manual for Hospitals: The Official Handbook; MS–18. 

 9 www.npdb-hipdb.com/pubs/Data_Banks_at_a_Glance.pdf.

 10 ECRI: HRC Volume 3: Risk Analysis: Medical Staff Credentialing, p.3.

 11 ECRI: HRC Volume 3: Risk Analysis: Medical Staff Credentialing, p.4.
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Credentialing physicians is an important step toward 
protecting patients from harm, while privileging the 
physicians ensures that organizations have the most 

qualified and competent physicians on their medical staffs. This 
is achieved by confirming that health care providers are who 
they say they are and that they are appropriately trained for 
the services they wish to provide. The credentialing department 
must establish policies and procedures that meet or exceed a 
cadre of regulatory requirements established to further ensure 
patient safety and quality of care. The following are among the 
many challenges a credentialing service must overcome:

Remain	Current	and	Compliant
When evaluating medical staff applicants, one of the main chal-
lenges is that multiple agencies are continuously updating and 
changing their standards and rules, often with little notice. The 
credentialing department needs to have a mechanism in place 
to enable continuous review of the standards and to compare 
them to the department’s own policies and procedures.

Application	Gaps
Appointment applications may seem a bit unwieldy (and 
duplicative) to an applicant—especially when the same infor-
mation is available on the applicant’s curriculum vitae (CV). 
Credentialing specialists are usually advised not to accept an 
incomplete application, even when the applicant may refer to 
his or her CV. Close comparison between the application and 
the CV can uncover discrepancies or unexplained gaps in time 
that require further research.
When the physician has left off information or the credentialer 
cannot verify information, the application may be considered 
“incomplete.” The Joint Commission on the Accreditation of 
Healthcare Organizations (JCAHO) standards, and many states’ 
regulations, require that a facility verify an applicant’s history. 
This may seem easy, but even just locating the correct contact 
information can become almost impossible. Credentialing spe-
cialists are often left trying to obtain verification from former 
employers or malpractice carriers who have changed names, 
moved, or who are no longer in business.
When to “give up the search” for a detail of an applicant’s 
history depends on the remainder of verifiable information 
already received by the credentialing office. In some instances, 
there may be enough information for the facility’s leadership 
to make an informed decision regarding the application status, 
but many facilities place the burden on the applicant to provide 
complete and up-to-date contact information.

Barriers and Obstacles in the Credentialing and Privileging Processes

by gwen gilchrist

Ms. Gilchrist is Director, Provider Services, for Brigham and Women’s Hospital in Boston.

Mountains	of	Paper
Excessive amounts of paper still fill the desks and drawers of 
credentialing departments. Yes, the Internet has simplified the 
process for credentialers. Yes, state licensing boards and other 
agencies have developed secure, password-protected sites for 
verification purposes. And, yes, some hospitals have developed 
sites that allow the user to verify a physician’s past training in 
their programs. But, even with these options, credentialing can 
still be time-consuming and paper intensive. Although more 
and more facilities are considering the paperless process, most 
still print and store paper files.

Tough	Calls
One of the tough calls for credentialing specialists is privileg-
ing “low or no volume” physicians and aging physicians. How 
can an organization accurately assess whether a practitioner’s 
skills are appropriate for requested privileges if the physician 
is new to the facility or rarely practices there? How can a 
facility determine if a semi-retired physician’s skills are still 
adequate if he or she rarely provides patient care or performs 
a particular procedure?
Each facility must determine the type of information that 
is acceptable as a true measure of competence, and how to 
handle the application in the absence of such information. 
The credentialing specialist may bear the burden of compiling 
the performance data for review, but when such data are not 
readily available, a facility may put the burden on the individual 
applicant to provide acceptable documentation of proof of 
current clinical competence.

Approve	Dr.	Smith,	Stat
Possibly the most challenging obstacle credentialing special-
ists face is pressure to rush an application—with that pressure 
coming from hospital or medical staff leaders, department 
chiefs, and the applicants themselves. Some situations may 
be valid, i.e., an immediate, emergent patient care need. Most 
other requests, however, do not justify emergency privileges. 
Credentialing departments must continue to meet all regulatory 
requirements regardless of the pressure. They must continue to 
verify all of the physician’s background from the appropriate 
sources, check all the Internet sites, and follow the organization’s 
policies and procedures in the same manner for all applicants. 
Calling or faxing verification requests to an applicant’s for-
mer clinical practices or malpractice carriers may reduce the 
turnaround time, but the verification process should not be 
skipped entirely.
Certainly, the pressure to complete the process can be daunt-
ing, but the risk of being less than thorough is one that your 
organization—and especially its patients—can ill afford. ■
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A More Rigorous Approach to Credentialing and Privileging

by Jeanette g. Clough

Ms. Clough is President and CEO of Mount Auburn Hospital in Cambridge, Massachusetts.

The credentialing and 
privileging process has 
received careful dis-

section and rigorous review 
throughout the last four years 
at Mount Auburn Hospital in 
Cambridge, Massachusetts. A 
sentinel event that received 
widespread media attention 
involving one of our attending 
physicians prompted this scru-
tiny.1 We hope that the changes 
Mount Auburn has made, and 
the lessons learned, will guide 
others engaged in credentialing 
and privileging.
The overarching purpose of 
Mount Auburn’s credentialing 
and privileging process is to 
protect patients. The changes 
we made do indeed enhance 
that protection for our patients, 
but they also serve to protect the 
hospital and the other physi-
cians on our staff. The changes 
have also given physicians being 
appointed—and those already 
on staff—clear expectations of initial appointment, on-going 
staff membership, and reappointment. The updated structure 
also provides physicians with ways to seek assistance and 
guidance when issues arise that conflict with staff member-
ship expectations.

A	Privilege,	Not	an	Entitlement
Mount Auburn places the onus and accountability for a fully 
completed and truthful application on the applicant. Our lead-
ership team strongly believes that joining our medical staff is a 
privilege and not an entitlement. Applications must include full 
disclosure of disciplinary actions, malpractice experience, gaps in 
professional practice, and any other incident that may be relevant 
to clinical or personal background. A query of the National 
Practitioner Databank is standard practice. All physicians must 
consent to a criminal offender record information check that 
exposes any criminal offenses within Massachusetts. In addition to 
the standard primary source verifications and reviews, applicants 
must also undergo review through the Fraud and Abuse Control 
Information System database, which shows any disciplinary 
action by any board of registration in medicine throughout the 

United States. All physicians 
must appear for an interview 
by the department chair that 
includes double verification of 
identity. ID badges, passwords, 
and staff appointment are held 
until the application and the 
applicant have been reviewed 
by the chief of the division, 
the department chair, the cre-
dentials committee, medical 
staff executive committee, and 
the board of trustees (which 
includes the hospital CEO). The 
process generally takes 90–120 
days, a timeline made known to 
all parties.
Under our enhanced process, 
each leader involved in cre-
dentialing and privileging has a 
unique role and is accountable 
to hospital and medical staff 
leadership to perform that role. 
Thus, it is Mount Auburn’s 
responsibility to ensure that all 
are properly educated around 
this process. Hospital and 

medical staff leaders are required to attend several educational 
programs on this subject. All new chiefs or chairs must also 
participate in similar educational sessions and be fully oriented 
to their roles in assuring thorough and complete credentialing 
and privileging.
Rethinking the recredentialing, or reappointment, process was 
also necessary. Looking back, we see that this biennial process 
was often undertaken with less scrutiny—perhaps because it 
involved physicians already on the staff with whom the physician 
leaders practiced routinely, i.e., colleagues, friends, and loyal 
department members. Mount Auburn’s leadership team feels 
strongly that the same rigor must be applied to reappointment 
as is applied to the initial application. Being a “good guy” or 
“good gal” who receives a superficial review is no longer ac-
cepted as sufficient. Physicians experience many clinical and 
interpersonal interactions over a two-year period, both within 
and outside the hospital. Those interactions and outcomes 
are critical to the reappointment and recredentialing process 
and thus are subject to review at the time of reappointment. 
Clinical incidents, incident reports, patient or staff complaints, 
malpractice events, or any other data involving patient care, 
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Continued on next page

interaction with staff, or civil or criminal charges are subject to 
review at the time of reappointment for each physician. These 
are brought to the credentials committee for review by the risk 
management staff. The reappointment applications of division 
chiefs and department chairs receive the same respectful, yet 
rigorous, review and follow the same credentialing path as all 
other physicians on staff.
The composition of the credentials committee was also the 
subject of much discussion following the sentinel event. Mount 
Auburn determined that the committee should be expanded 
to include additional “members-at-large” from the attending 
staff to allow for greater objectivity and input to the process. A 
quorum requirement has been established so that a minimum 
number of physicians will be present to review the applications. 
All physicians are required to commit to the monthly meeting 
and to the two or three hour committee meeting time. Rushing 
in and out to answer pages, leaving halfway through the meeting 
to attend to other business, and other similar distractions, are 
no longer acceptable. One of the biggest changes is the addi-
tion of a voting, non-physician member of the hospital’s board 
of trustees to the committee in order to have a non-physician 
voice early on in the review of applications. This participation 
also serves to bring the essence of the dialogue and discussion 
about applicants to the full board of trustees by a trustee who 
sits with the credentials committee. While decisions for staff 
appointment or reappointment still fall fully under the powers 
of the hospital’s board of trustees, having a trustee represented 
early on in the credentialing pathway is extremely helpful.

Standards	of	Professional	Practice	for	Physicians	
A great source of pride for Mount Auburn’s leadership was the 
crafting of a document outlining the standards of professional 
practice for physicians (see Page 8). This document was writ-
ten by a sub-group of the medical staff executive committee, 
endorsed whole-heartedly by the entire medical staff, and is 
included in every application packet sent to prospective physi-
cian staff members. The standards serve as a guide and reference 
for all physicians and give the hospital a guidepost by which to 
evaluate interactions and behavior, allowing aberrant behavior 
to be recognized and dealt with in a timely manner.
Equally important has been the establishment of a physician 
support committee that can be voluntarily accessed by any 
physician who may need assistance with personal or professional 
issues without prejudice. Resources are available to address 
issues in a preventive and supportive manner. For example, an 
older attending physician was noted by nursing staff to have 
difficulty with physically coordinating some newer operative 
equipment. It was initially unclear whether this was because the 

equipment was new, because of insufficient training, or whether 
the physician’s age had any bearing on these difficulties. The 
department chair wisely asked this physician to meet with the 
physician support committee as “preventive medicine,” and 
the physician agreed. Unfortunately, it was determined that 
the physician’s health had deteriorated and the lack of energy 
and stamina were, indeed, becoming a limiting factor in his 
practice. Fortunately, through the resources, counseling, and 
support that this physician received via the physician support 
committee, he was able to conclude that he should limit his 
practice and take steps to improve his health. The outcome was 
achieved without disciplinary action and judgmental review, 
allowing the physician’s “elder statesman” status to be preserved 
as well as patients’ interests to be further protected.
Even with our commitment to the credentialing pathway that 
we have set down, it is tempting to stray off to a shortcut. 
Gaps in moonlighter coverage, opportunities to quickly place 
a physician where a vacancy exists, or some other urgent situ-
ation begs for bending of the rules. While we still maintain a 
temporary privileging mechanism, we severely restrict its use to 
compassionate need and other rare instances that are ultimately 
seen as in the best interests of the patients and not necessarily 
in the best interests of the physician. Failure to plan ahead for 
coverage or other vacancies is not considered reason enough 
to “jump the line” in the credentialing pathway. 

Interns,	Residents,	and	Others
Past practice did not include the exact same pathway of 
credentialing for interns and residents. The thinking behind 
this was that practitioners just starting out had not built up 
a clinical track record by which to judge their applications. 
This thinking has changed. Mount Auburn now requires that 
all interns and residents, as well as any residents who rotate 
to the hospital, proceed through the staff physician pathway. 
In fact, interns and residents do indeed have a track record 
that deserves attention and scrutiny: classroom work, clinical 
clerkships, and interactions with peers in medical school (or 
even earlier) can offer important insights that can foretell the 
future of applicants to our staff, even as trainees.
A current area of focus at Mount Auburn has to do with 
practitioners who do not have any inpatient or in-hospital 
activity or presence. As the dramatic shift from inpatient to 
outpatient health care continues, the era of hospitalists and 
remote access to data necessary for office-based care is a reality. 
Some attending physicians on the active staff do not enter the 
hospital for months at a time. While this has created a wholly 
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A More Rigorous Approach to Credentialing and Privileging (continued)

Mount Auburn Hospital  
Standards of Professional Conduct

Preamble
The primary concern of the physician is patient welfare; our primary 
responsibility is to the patient. The optimal care of the patient requires 
a clear set of standards of professional behavior.

Problem behaviors are those that interfere with the provision of care to 
the patient. There is growing recognition that problem behaviors on the 
part of physicians occur, and that they must be addressed by physicians. 
A health care organization must maintain an environment that optimizes 
professional performance, and that addresses performance problems in 
a constructive manner. Physicians need to support and help each other 
with regard to problem behaviors, in the interest of promoting patient 
welfare and optimal patient care.

The Medical Staff of Mount Auburn Hospital endorses the following 
principles of professional behavior. Physicians will agree in writing to 
these standards at time of initial credentialing, and at each subsequent 
recredentialing.

the physician will, at all times:
Treat with respect all patients, families, visitors, all professional and 
hospital staff, and students and trainees. The physician is responsible for 
contributing to an environment that is respectful and civil.

Act with honesty and integrity in all professional matters.

Refrain from behavior that is intimidating or harassing. (Compliance with 
Human Resources policy on harassment.)

Respect patient confidentiality, and adhere to established policies for 
protected health information. (Compliance with Human Resources policy 
on confidentiality.)

Work collaboratively with colleagues and staff to provide optimal  
patient care.

Be receptive to critical feedback. The physician will respect differences in 
clinical opinion on the part of all members of the clinical team, realizing 
that critical input is essential to good patient care and patient safety.

Respond in a timely manner to patient care requirements.

Act with integrity in dealing with adverse outcomes and medical errors. 
The physician will show commitment to disclosure of information to 
patients and family, and to collaborating fully with efforts to learn from 
adverse events to improve our quality of care.

Share in the responsibility to insure competent and safe care of patients 
by all physicians and staff at Mount Auburn Hospital. The physician will 
address directly and respectfully transgressions to this code on the part of 
colleagues. The physician will participate in and respect processes of reme-
diation and discipline duly enacted in response to problem behaviors.

Manage conflicts of interest with integrity. The physician will show 
commitment to recognize, disclose, and manage with integrity conflicts 
of interest involving the pursuit of personal gain or organizational gain 
that conflicts with the primacy of patient welfare.

different culture, and raises many important issues regarding 
patient care and practice, it also prompts questions about the 
credentialing and privileging process. How do you evaluate 
the clinical care and the interactions and behavior of these 
physicians? Mount Auburn is studying this question carefully. 
Physicians with no inpatient activity during the preceding two 
year period must submit at least two peer references. We are 
contemplating a new category of medical staff membership 
for physicians who primarily practice outside of the hospital 
both for initial appointment and for reappointment. Criteria 
for admission and for continued appointment to this proposed 
new category is in draft form. This is a subject that should 
generate discussion and dialogue within the medical and 
regulatory communities.
Mount Auburn Hospital is proud of the changes and improve-
ments it has made—despite the fact that they were prompted 
by an unfortunate event. It is a testament to our medical staff 
leadership that we have been able to move rapidly and effec-
tively to implement change. We continue to learn and adapt 
as the environment for practice presents new challenges in an 
effort to provide the safest and most secure environment for 
the care of patients. ■

Notes and References
 1 What Went Wrong. The Boston Globe Magazine. March 21, 2004.
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Credentialing and Privileging: A Time for Change?

by Donald W. Moorman, MD

Dr. Moorman is a surgeon at Beth Israel Deaconess Medical Center, in Boston, and an Associate Professor in Surgery at Harvard Medical School.

Credential review and clinical privileging is a local 
process. Hospital boards rely on medical staff review 
mechanisms to assure that only qualified practitio-

ners will be delivering care at their medical facility, thereby 
offering the consumer confidence in practitioner selection. 
Despite the Joint Commission for Accreditation of Health-
care Organizations guidelines, this hospital-specific process is 
subject to considerable variation in the extent of assessment 
and practice review.
The major historical parameters by which physicians have 
been assessed are:
■ verification of reported training,
■ licensure by the state medical board,
■ specialty board certification,
■ historical malpractice patterns,
■ ability to acquire and maintain adequate malpractice 

coverage to comply with medical staff requirements, and
■ peer evaluations.
However, recent public trends would indicate this is not enough. 
Concerns regarding physician self reporting and the variable 
nature of hospital medical staff review motivated the creation of 
the National Practitioner Data Base (NPDB) as a component of 
the Health Care Quality Improvement Act of 1986. That federal 
law, which requires NPDB queries at least every other year, has 
reportedly increased the accuracy of physician reporting and 
may have contributed to alteration of granted privileges up to 
30 percent of the time in the institutions surveyed.1

Specialty board certification is a minimum credentialing crite-
rion in some, but not all, organizations and specialties. While 
most organizations do require surgeons to be certified, 90 
percent of health plans surveyed did not require board certifi-
cation at initial credentialing (only 41 percent required board 
certification at any time).2 Initial certification and maintenance 
of recertification should be central to the process of credential-
ing and certifying boards should be publicly accountable.3 Peer 
review processes are less often driven by reliable outcome and 
performance data and more frequently guided by the subjective 
assessment of competency by senior clinicians.
As evidenced by 1) mandated error reporting, 2) procedure vol-
ume levels as a quality surrogate, 3) unrefereed provider grading 
systems such as HealthGrades,4 and 4) pay for performance 
mandates, health care consumers are questioning the validity of 
this process. To assure patients that their providers are indeed 
competent, we need a non-arbitrary process. To accomplish 
that, we need a more robust assessment mechanism that can 
be tested across both local and national standards.

A	Multifaceted	Approach
First, retain the traditional credentialing parameters, with the 
additional requirement that all providers acquire and maintain 
specialty board certification.5 Evidence of appropriate safe and 
effective clinical practice, and metrics to assess professionalism, 
should be included.
Second, physicians need to participate in an assessment of their 
practice outcomes, including disease management, evidence-
supported care processes, and surgical procedures. Now is the 
time to develop outcomes assessment in a reliable and reproduc-
ible fashion. Volume surrogates are no longer acceptable.
Third, we need data from multiple performance areas—in-
tuitively better than single data sets, especially when data 
outcomes are concordant.
The outcomes must be reviewed as a product of the care system. 
Only when individual providers statistically emerge as outliers 
should individualized (rather than systems) remediation be 
the focus. The burden will fall on health care organizations to 
create and manage stable data systems. As demands for data 
reporting escalate, organizations such as the National Quality 
Forum must step forward to standardized assessment criteria in 
conjunction with consumers and providers. The American Col-
lege of Surgeons (ACS) National Surgical Quality Improvement 
Project leaders are willing to collaborate, and stand prepared to 
incorporate process metrics in their data set. This will, in turn, 
provide insight into the relative value of the selected process 
measures in the generation of optimal outcomes.
The ACS has nationalized its surgical quality improvement ini-
tiative developed in the Veterans Administration (VA) medical 
system to assess and report risk-stratified outcomes for both 
institutions and individual surgeons. The cases are randomly 
selected and retrospectively abstracted by trained independent 
reviewers so that the parameters of pre-operative risk and 
subsequent outcomes are captured. Concurrent abstracting 
and reporting allows generation of semi-annual performance 
profiles. After more than a decade of application in the VA, 
the system has now been validated in the private sector. At 
this time, observed/expected outcomes are reported only for 
general and vascular surgery procedures, but new modules are 
emerging to assess outcomes in additional areas. More than 200 
hospitals are participating or in the process of initial training 
and implementation.
Data provided by this system give participating institutions 
the ability to assess practice outcomes, at the institution and 
provider level, benchmarked to national outcomes. Exceptional 

Continued on next page
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Credentialing and Privileging: A Time for Change? (continued)

outcomes signal potential “best practices.” Statistically deficient 
outcomes require assessment of practice systems for opportuni-
ties to improve the efficacy and consistency of care. Data sets 
such as this are emerging within many other specialties and 
should provide a substantially improved source for credentialing 
use over the next decade.

Assessing	Professional	Competencies
Professionalism and active participation in the care system as 
a team is another area requiring assessment. The Accredita-
tion Council for Graduate Medical Education (ACGME) has 
established the six professional competencies to guide resident 
education. These provide a template for the ongoing assessment 
of physician effectiveness as well. The six competencies are:
1. patient care
2. medical knowledge 
3. practice-based learning and improvement 
4. interpersonal and communication skills 
5. professionalism
6. systems-based practice6

Assessment of the adequacy of provider performance in the 
areas of interpersonal and communication skills, professional-
ism, and systems-based practice is variable in its documentation. 
It is often relegated to the assessment of the senior physicians 
of the credentialing body. We need to develop robust systems 
to capture these attributes and identify where remediation is 
necessary. As documented in recent studies, for instance, disrup-
tive behavior and tension in care settings impact patient care.7–9 

Such events are inconsistently documented and many systems 
have no standardized queries to identify when providers are 
creating a unacceptable environment of care.
Assessments by members of the health care team of clinical 
effectiveness would go a long way to provide some structured 
feedback for providers and those making credentialing deci-
sions. Along with the patient accolades and complaints that 
are reported (at least to most credentialing bodies), a random 
sample assessment of the provider’s communication skills, 
performance as a team member, and professional behaviors 
could provide early identification of opportunities for reme-
diation. Since flawless individual provider function is not the 
goal (Dr. Lucian Leape points out that “systems that rely on 
error-free performance are doomed to fail.”10), then assessment 
of professional behaviors that enhance team performance (e.g., 
communication, respect, cross monitoring) become critical for 
effective clinical practice assessment.

Keeping	Pace	with	Technology	Advances
We do not always find patient safety concerns at the forefront 
of the evolution and implementation of new procedural tech-
nologies. While minimally invasive surgery has been a great 
revolution, the initial implementation was often conflicted, and 
market driven. A simple weekend course on laparoscopic cho-
lecystectomy provided the training for many surgeons, often at 
a facility funded or owned by the equipment manufacturer. No 
wonder in those early phases, many patients experienced skill-
related biliary and vascular injuries. The lesson to be learned is 
the need for competency assessment tools to measure provider 
readiness to use emerging technologies. And because technolo-
gies are no longer specialty specific, common, non-arbitrary 
competency assessment mechanisms must be developed.
Simulation offers hope for the consistent and verifiable assess-
ment of clinical effectiveness, at least as a minimum standard. 
An example of one such format is Fundamentals of Laparoscopic 
Surgery, developed and validated by the Society of American 
Gastrointestinal and Endoscopic Surgeons. Assessing both 
knowledge and technical skills, this has the potential to be a 
tool for granting privileges in complex laparoscopic surgery.11 As 
further evidence of the potential value of simulation, the Ameri-
can Board of Surgery has also recently appointed an additional 
associate director specifically to appraise the opportunities for 
competency assessment through simulation. ■
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Board Certification and Credentialing: An Important Partnership

by eric S. Holmboe, MD, and Christine K. Cassel, MD

Dr. Holmboe is Vice President for Evaluation and Quality Research for the American Board of Internal Medicine (ABIM). Dr. Cassel is President of ABIM and of the  
American Board of Internal Medicine Foundation.

Continued on next page

A recent systematic review suggests that physician per-
formance, among multiple specialties, declines over 
time in both knowledge and skills.1 At the same time, 

the growth in medical knowledge and technology continues at 
an explosive pace. These observations have increased the pres-
sure on and importance of the credentialing process. In order 
for credentialing to be reliable, the process needs to include 
multiple sources of valid data about a physician’s competence. 
Much of these data will, obviously, come from local sources 
and activities, but other sources are emerging.

The	Certification	Boards
The American Board of Medical Specialties (ABMS) comprises 
24 non-profit specialty certification boards that agree to com-
parable standards for initial and ongoing certification. The 
American Board of Internal Medicine (ABIM) is responsible 
for certifying general internists and subspecialties, such as car-
diology and rheumatology. Certification is a voluntary process 
that signifies a physician has attained competence in his or 
her chosen field. To attain certification, a physician must have 
successfully completed a residency and/or fellowship training 
program and passed a comprehensive examination of medical 
knowledge. During their training, residents and fellows must 
also have demonstrated a minimum level of competence in six 
general competencies developed by the Accreditation Council 
for Graduate Medical Education (ACGME) and ABMS.2

The six general competencies are: patient care, medical knowl-
edge, professionalism, interpersonal and communication skills, 
practice-based learning and improvement, and systems-based 
practice. Certification, therefore, represents a broad-based evalu-
ation of physician competence across domains of knowledge, 
skills, and attitudes. For some specialties, such as interventional 
cardiology and surgery, physicians have to also document suc-
cessful completion of a specified number of procedures before 
they can apply for the certification exam. 
The majority of studies performed to date find a positive correla-
tion between certification status and quality of care. For example, 
two studies found a positive relationship between delivery of 
preventive services (such as mammography screening) and 
certification status.3–4 Two other studies found a positive associa-
tion between hospital care for acute myocardial infarction and 
physician certification.5–7 These studies (and others) suggest that 
certification is an important basic credential for physicians.

Maintenance	of	Certification
The specialty boards, in recognition that the achievement of 
initial certification does not ensure ongoing physician com-
petence, now provide only time-limited certification. ABIM 
introduced 10-year certificates in 1990. In 2002, ABMS and 
its member boards developed a standardized maintenance of 
certification (MOC) program for all 24 specialties, consisting 
of four parts. Qualifying physicians must:
■ have an active, unrestricted medical license and be in 

good professional standing;
■ complete a minimal number of lifelong learning activities 

for continuous professional development;
■ pass a secure examination of knowledge; and
■ evaluate their performances in practice and complete a 

quality improvement plan for their practices. 
All specialty boards must implement this new requirement by 
2010. Failure to complete all four parts of the MOC program 
within the specified time frame will mean the physician is no 
longer certified until he or she completes the required elements. 
Only then will a new certificate be issued.
MOC is required to evaluate all six of the general competencies 
listed above, making the assessment process comprehensive in 
scope. The program also helps physicians keep up to date in 
medical knowledge—an under-appreciated physician compe-
tency critical for making correct diagnoses and effective clinical 
decisions.8 With regard to skills, ABIM is also preparing to pilot 
a cardiac catheterization simulator as one option in MOC for 
cardiologists. With the requirements for self-directed learning 
and passing a rigorous exam, MOC provides a robust assessment 
of physician knowledge.
The ABIM MOC program is the first to require that physicians 
perform an assessment of their performance in practice. ABIM 
developed self-directed, web-based modules in quality improve-
ment, called practice improvement modules. Physicians collect 
clinical data to measure their performance against established 
guidelines, receive feedback, make system changes to their 
practice, and re-measure their performance to determine if a 
change in performance has occurred. These quality improve-
ment modules are based on the plan-do-study-act improve-
ment cycle. ABIM has developed modules that include medical 
record audits for a particular medical condition or preventive 
care, a patient survey, and a survey of the physician’s practice 
systems. Once the data collection is completed, the physician 
submits the information to ABIM for analysis. Each physician 
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Board Certification and Credentialing: An Important Partnership (continued)

receives a comprehensive report of his or 
her performance to use toward developing 
quality improvement interventions.
Enrollment in MOC for diplomates who 
earned their initial certification between 
1990 and 1994 was 80 percent for general 
internists and 88 percent for subspecialists. 
The frequency of this requirement by most 
boards is once every 6–10 years, depend-
ing on when the time-limited certificate 
expires. The impact of MOC interventions 
to promote quality improvement is not 
yet well-defined and will be a main focus 
of future research work by the specialty 
boards.9 The current goal is to engage physicians in quality im-
provement, however, early work with the practice improvement 
modules found the majority of physicians do make changes in 
their care practices after completing them.10

Finally, enrollment in MOC, which is voluntary, is an important act 
of professionalism. It demonstrates that the physician is willing 
to perform a comprehensive self-assessment for the benefit of his 
or her patients. Indeed, a survey of physicians by ABIM and the 
American College of Physicians found that the most important 
reason for enrolling in MOC was professional pride.11

Certification	and	Credentialing
Currently, despite the comprehensive assess-
ment activities involved, the use of certification 
and MOC as part of credentialing remains mod-
est. Freed and colleagues recently published 
results regarding the use of certification and 
MOC for credentialing among pediatricians.12 
They found that approximately half of hospi-
tals require their pediatricians to attain initial 
certification within a defined time period, 
while the proportion of health plans requiring 
certification was even lower. In a similar study 
by the same research group, only 38 percent 
of health plans required internal medicine 

physicians to be certified. Health plans are just beginning to use 
certification as a component of physician recognition programs 
in tiering and pay-for-performance programs, which is likely 
to lead to greater use in the credentialing process.
Certification, and maintenance of certification are broad-
based tools. The four parts of the MOC program help provide 
an assessment of physician competence across six broad gen-
eral competencies in medicine during their practice career. 
Credentialing organizations may want to examine the role of 
certification and MOC in their credentialing process as part of 
their efforts to promote safe, effective patient care. ■

Continued from previous page
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Credentialing the Older Physician: Stuck Between a Rock and a Hard Place

by Susan Lapenta, JD

Ms. Lapenta is a partner in the law firm of Horty, Springer & Mattern, P.C. of Pittsburgh, Pennsylvania.

Continued on next page

Many hospitals and their medical staff leaders struggle 
as they attempt to reappoint physicians who are in 
their late 60s and beyond. The commitment to be 

fair to all involved competes with other concerns. 
Hospitals and their medical staffs are legally obligated to 
credential and recredential only those physicians who can 
demonstrate current clinical competence, skill, judgment, and 
technique. This obligation is reflected in Joint Commission on 
the Accreditation of Healthcare Organizations and American 
Osteopathic Association accreditation standards, Centers 
for Medicare & Medicaid Services conditions of participa-
tion, hospital licensing statutes and regulations, and medical 
staff bylaws. Additionally, many states have adopted the legal 
theory of negligent credentialing, meaning that hospitals 
have a direct duty to patients to make sure that only qualified, 
competent physicians are appointed and reappointed to the 
medical staff.
Recredentialing an older physician is particularly challeng-
ing. If the older physician forgets to round on patients, writes 
orders for medications that have long been off the hospital’s 
formulary, or seems shaky in the OR, he or she often has allies 
who cover for those slips and colleagues who are reluctant to 
do anything that might taint an otherwise stellar reputation. 
This network of support is there because the older physician 
is often well known and respected, has dedicated his or her 
life to the practice of medicine, and has served the hospital, 
medical staff, and community well.
In these situations, the medical staff often feels stuck between 
the proverbial rock and hard place. Add to this the potential 
that the older physician might allege a claim for age discrimi-
nation, and a difficult situation just gets worse. A closer look 
at these competing concerns illuminates how an appropriate 
balance can be struck.

Studies	Confirm	Concern	about	Older	Physicians
In February 2005, the Annals of Internal Medicine explored 
the relationship between clinical experience (i.e., age) and 
quality of care.1 The authors found in a majority of the more 
than 60 studies they reviewed an inverse relationship between 
performance (for all outcomes assessed) and years of practice. 
Decreased performance with increasing experience in some, 
but not all, outcomes was reported in another 20 percent of the 
studies. Only two studies supported any positive relationship 
between increasing age and outcomes of care. 

Those results were a surprise to the industry. Many people had 
just assumed that a physician’s skill and knowledge would be 
enhanced by clinical experience, but that assumption was not 
supported by the literature. Shortly thereafter, another article 
added fuel to the fire. In the January 2006 edition of Annals 
of Internal Medicine, Drs. Lucian Leape and John Fromson 
reported that existing systems aimed at monitoring physician 
performance are inadequate.2 Older physicians were mentioned 
only as one example of a potential quality concern, but the 
message was clear: relying on your routine processes to identify 
and deal with quality concerns is not a good strategy. 

Discrimination	Law	and	the	Older	Physician
Any discussion about the recredentialing of an older physi-
cian inevitably invokes a question about whether any kind 
of preemptive action would violate the Age Discrimination 
in Employment Act (ADEA).3 Like many federal civil rights 
statutes, the ADEA was designed to protect a particular class 
of individuals: in this case, individuals over age 40. The courts 
have been rather lenient in allowing challenges to employment 
practices to go forward (without early dismissal) whenever the 
practice includes any age-based criterion.
One of the keys to understanding the ADEA is to appreciate 
that it prohibits age discrimination in “employment” arrange-
ments. Absent an employment arrangement, the ADEA will not 
apply. In health care, this is an important qualification because 
most physicians have an “independent contractor” relation-
ship with the hospital where they practice as opposed to an 
employment relationship. Thus, in many situations, hospitals 
do not need to be concerned with the ADEA in terms of the 
recredentialing of older physicians because they do not employ 
such physicians.
In those situations where hospitals do employ older physicians, 
use of age in the credentialing process should be consistent with 
the ADEA’s requirements. While the ADEA makes it unlawful 
for an employer to “discriminate against any individual with 
respect to his compensation, terms, conditions, or privileges 
of employment, because of such individual’s age,” there is an 
exception in the law that allows the use of age when it is a “bona 
fide occupational qualification” (BFOQ) of the job.3

Determining whether age is a BFOQ is complicated and the 
courts have not made it easy for employers to claim age as a 
BFOQ. In order to do so, the employer must prove that the chal-
lenged practice effectuates a public safety goal and that there 
is no acceptable alternative to advance the goal which would 
have a less discriminatory impact. 
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Practical	Solutions
The literature supports that age is a factor that can 
have variable effects on a physician’s ability to practice 
medicine. However, the effects of age on a physician’s 
competence are often difficult to assess, and standard 
peer review processes are rarely sensitive enough to 
detect subtle effects. Because the consequences of 
medical mistakes can be catastrophic, many hospitals 
and medical staffs have decided that they need new 
triggers or steps in their credentialing processes to help 
assess whether the older physician is experiencing any 
adverse affects in terms of clinical competence. 
As with all credentialing dilemmas, the best place 
to start in dealing with the older physician about 
whom there are concerns is an informal attempt 
at resolution. Direct personal communication, or 
collegial intervention, where concerns are identified 
and a plan of action is proposed, is the approach most likely 
to have the greatest success. Collegial intervention should be 
used “early and often.” Documentation of these efforts should 
be maintained, especially in the event they are not successful, 
in order to provide a record of concerns and the attempts that 
were undertaken to resolve those concerns.
Hospitals are required to reappoint physicians and renew their 
clinical privileges at least every two years. If the two-year cycle 
is thought to be too long for physicians over a certain age, 
annual reappointment would effect more frequent focused 
reviews. Annual reappointment also provides an opportunity 
for leadership to discuss practice objectives and plans with the 
older physician.
Another option is a requirement that physicians over a certain 
age obtain a thorough physical and mental assessment as part 
of the reappointment process. In order to be meaningful, the 
assessment should be designed to actually measure deterio-
ration in a physician’s skills (if any), i.e., a cursory physical 
examination by a colleague would not be adequate. Instead, 

appropriate neuropsychological tests should be part of the as-
sessment process to ensure that “the challenged practice does 
indeed effectuate” the goal of public safety.
A third step to consider is a more focused reappointment re-
view. This is important for the older physician who is likely to 
have fewer patients, especially in the hospital setting. Thus, in 
addition to annual reappointment and/or physical and mental 
assessments, physicians over a certain age might also be required 
to have a number of cases reviewed, on a concurrent basis, as 
part of the reappointment process. Direct observation of the 
physician interacting with patients and staff and performing 
invasive procedures would help greatly in determining whether 
the physician continues to be current and competent.
Credentialing at any level presents challenges, but credentialing 
the older physician carries with it special legal and practical 
challenges, and those challenges are likely to be even more 
amplified as the overall U.S. population over age 65 increases. 
Thinking about these issues and planning for them will help 
put the hospital and medical staff leadership in a position 
where patients can be protected and the older physician can 
be treated fairly, with dignity and respect. ■

Notes and References
 1 Niteesh K, Choudhry NK, Fletcher RH, Soumerai SB. Systematic review:  

the relationship between clinical experience and quality of health care.  
Ann Intern Med. 2005;142:260–273.

 2 Leape LL and Fromson JA. Problem doctors: is there a system-level solution?  
Ann Intern Med. 2006;144:107–115.

 3 Age Discrimination in Employment Act of 1967 (Pub. L. 90-202) Sec. 623(f).  
Available at: www.eeoc.gov/facts/age.html. Accessed August 29, 2006.
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Dealing With Disruptive Physician Behavior

by elizabeth Becker, LCSW, and William a. Norcross, MD

Ms. Becker is Director of Behavioral Programs for the University of California at San Diego’s Physician Assessment and Clinical Education (PACE) program. Dr. Norcross is 
Professor of Clinical Family Medicine at UCSD and Director of the PACE program.
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Although most of us conceptualize the problem of the 
disruptive physician as centering around an indi-
vidual, the dilemma is actually systemic, cultural, and 

multifactorial. And the challenge of dealing effectively with 
disruptive physicians is that they may be very (technically) 
competent, bring in lots of money to the hospital, and deliver 
services that may be difficult to replace. Observers have even 
suggested that the cultures of some residency programs model, 
teach, and reinforce disruptive behavior.1–2 (We feel compelled 
to acknowledge that nurses can be disruptive, too.3 Indeed, such 
behavior can be found in all walks of life.)
The problem would be ameliorated if hospitals and medical 
groups had specific expectations for physician communication, 
leadership, and behavior—and held their colleagues accountable 
for adhering to these standards. The medical staff policies and 
procedures should clearly describe behavioral expectations and 
specific plans for investigating departures from the standard, 
options for remediation, and unambiguous consequences for 
recurring misbehavior. Such policies would be especially effective 
if they were reviewed and signed by physicians at the time of 
applying to or joining the medical staff, and were accompanied 
by a brief educational program that enhanced communication 
skills and hospital behavioral expectations.

A	Culture	that	Tolerates	Disruptive	Behavior
For disruptive behavior to be tolerated, it requires a work 
environment and hospital culture that allows, sustains, and 
ultimately reinforces such behavior. The consistent outcome of 
disruptive behavior is poor workplace morale, high staff turn-
over, and a climate of fear and distrust.1 Such an environment 
splinters the health care team, potentially impacting patient 
care. Divisive and disruptive behavior also decreases effective 
communication, contributes to medical errors, and is associated 
with patient dissatisfaction and complaints. Ultimately, trust in 
the leadership of the medical staff and hospital is undermined 
through the tolerance of obviously dysfunctional behavior. Staff 
and physician colleagues begin to devote more time to avoiding 
triggering the noxious behavior of the disruptive physician than 
they do to patient care. While no study to date has examined the 
effects of disruptive behavior on clinical performance, everyone 
who deals with this issue firmly believes that it causes poorer 
medical and surgical outcomes than would be found with a well 
functioning team in a supportive work environment.
Naturally, the perpetrators disagree. Typical battle cries of the 
disruptive physician include: 
“I’m only interested in quality of care!” 
“I’m passionate about excellence, but misunderstood!” 
“I wouldn’t get mad if we had competent nursing staff!” 

Their colleagues see it differently. A large survey of nurses, 
physicians, and hospital executives found that 2–3 percent of 
physicians demonstrated seriously disruptive behavior, often 
several times per month.4 The most common responses to a 
question regarding barriers or resistance to the reporting of 
disruptive physicians were: 
■ fear of retribution, 
■ the belief that ‘nothing ever changes’, 
■ lack of confidentiality, 
■ lack of administrative support, and 
■ physician lack of awareness or unwillingness to change.4

A	Culture	that	Reduces	Disruptive	Behavior
An ounce of prevention is worth a pound of cure. Each hospital 
that hopes to create a work environment of excellence must 
have a critical mass of physicians and staff who consistently 
demonstrate good communication and interpersonal skills, 
leadership, mutual respect and trust, and teamwork. Such a 
hospital creates a culture of excellence in which disruptive 
behavior is unacceptable. The medical staff policy and procedure 
document of every hospital should clearly proscribe disruptive 
behavior and should detail the specific unacceptable behaviors. 
The document authors should keep in mind that, in addition to 
the “classical” expressions of disruptive behavior (e.g., yelling, 
belittling, throwing instruments), passive-aggressive behaviors 
(e.g., ignoring staff questions, failure to respond to paging) may 
be equally disruptive. The document should clearly describe 
how allegations of disruptive behavior will be investigated, 
the disciplinary steps that will result from persistent misbe-
havior, a remedial plan for dealing with motivated physicians, 
and the consequences to the physician if he or she does not 
participate in remedial efforts or fails to achieve a satisfactory 
level of remediation. 
The disciplinary sequence for severe, persistent disruptive physi-
cian behavior should (ultimately) result in dismissal from the 
medical staff. Failure to deal with disruptive physician behavior 
quickly, firmly, and clearly results in positive reinforcement to 
the physician: he or she quickly learns that such behavior is 
accepted with no consequences. For this reason, every hospital 
should have a policy that ensures that all employees are able to 
report disruptive or unprofessional behavior in a manner free 
from intimidation or retaliation. In fact, the hospital should 
expect and require such reporting.
When disruptive behavior is allowed to continue, a maladaptive 
culture develops that allows for disruption and creates a niche 
for the physician. Nurses and other staff begin to spend more 
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Dealing With Disruptive Physician Behavior (continued)

time trying to avoid the situations that trigger the disruptive 
behavior. A small group of favored nurses (those who tolerate 
or adapt to the disruptive behavior) evolves and may actually 
take sides in a sick dynamic against the majority of the staff 
who are intolerant of the misbehavior. 
In one hospital, the birthday gift for each member of the operat-
ing room nursing group was a full week in which they were not 
scheduled to work with the disruptive surgeon! While this may 
seem strange, cultures develop insidiously. Over the course of 
years, aberrant systems and relationships come to be regarded 
as the norm. The negative fallout from this toxic culture com-
monly has a more widespread consequence, spreading beyond 
the hospital’s borders into the larger medical community. Gos-
sip and distrust lead to an erosion of confidence in the clinical 
program and even the entire hospital, with a consequent decline 
in referrals and admissions.
When a physician joins the medical group or hospital medical 
staff, he or she should participate in an orientation program that 
includes communication training and a careful review of the 
policy and procedures document. Having the physician sign the 
document will indicate his/her understanding and agreement 
to comply. Regular social and team building activities involving 
the medical and hospital staff help develop personal relation-
ships, communication, and empathy. Although the problem of 
disruptive behavior can be recalcitrant, we have consistently 
witnessed improvement when the index physician begins to 
know his or her staff colleagues on a personal level.
Every hospital would do well to build the leadership capacity 
within its nursing staff, medical staff, and administration. Among 
a wide variety of sources for such training, state and local medi-
cal societies frequently offer educational programs. In dealing 
with the physician culture of a hospital or medical group, the 
chief of staff occupies a critical position. When we ask hospitals 
who come to us with problems of disruptive physician behavior, 
“Why did you consult with us now?” the most common answer 
is, “This year we have a strong chief of staff.” Hospitals may 
find it to their advantage to send physicians in queue for chief 
of medical staff to a program that will teach them about the 
position and enhance leadership skills. An excellent program 
in California is Essentials for New Medical Staff Leaders offered 
regularly by the Institute for Medical Quality.5 

360	Assessments
In its extreme manifestations, disruptive physician behavior 
is not difficult to detect, but in its beginning stages, especially 
when taking place in a hospital culture that tolerates or accom-
modates such behavior, it can be a challenge to characterize. 

While confidential reporting of a specific incident might seem 
desirable, that is very difficult to achieve. Retaliation by the 
reported physician must be strictly forbidden, and consequences 
in place, if it occurs.
An interesting tool that has been used in the corporate world 
for decades, but only recently in medicine, is the 360 degree 
assessment: a series of survey instruments evaluating the 
clinical performance and professionalism of the index physi-
cian that are typically completed by patients, staff (nurses, 
OR personnel, receptionists, etc.), physician colleagues, the 
physician himself/herself, and the physician’s supervisor (e.g., 
department chair, chief of staff ). The 360 is easy to complete, 
provides much data, and gives feedback from the people who 
form the sphere of the physician’s professional environment. 
The survey instruments typically ask the respondents to rank 
the physician’s performance compared to other physicians they 
know. A 360 allows for specific feedback for all physicians, 
not only those identified as manifesting disruptive behavior, 
and can help detect deficiencies in communication skills or 
unprofessional behavior that previously may not have been 
appreciated by medical staff leadership.6 
Of course, detection only solves part of the problem, and the 
next steps can be more difficult. Disruptive physician behavior, 
like all human behavior, is complex with an underlying spectrum 
of severity that affects the prognosis. Consider two vignettes 
that vividly demonstrate the complexity of addressing disrup-
tive physician behavior.7 
1 An emergency physician is identified as having spoken 

to several intoxicated patients in an angry fashion. A 
staff nurse reported this behavior, and the physician 
was confronted by the ED chief. She discovered that the 
physician’s wife had been seriously injured in a motor 
vehicle accident caused by a drunk driver six months 
previously—and he was suffering from depression. The 
physician agreed that his behavior was inappropriate and 
complied with a referral to a psychiatrist for evaluation. 
A subcommittee of the medical executive committee 
determined that no further action was required.

2 A prominent cardiologist is accused by a nurse of sexual 
harassment and referred by the hospital to the physician 
health service for assessment. When interviewed, the 
cardiologist denied the allegations and painted a picture 
of himself quite different from other sources of evidence. 
During the investigation, other nurses came forward with 
similar stories of harassment, and it became apparent 
that the cardiologist had intentionally misrepresented 
information regarding his behavior. The hospital medi-
cal executive committee held a disciplinary hearing and 
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ultimately revoked the cardiologist’s hospital privileges, 
as per existing hospital and medical staff policies. Several 
nurses filed civil suits against the cardiologist, but the 
hospital was not named because it had acted promptly 
and in accordance with its own policies.

Important differences between these cases guide our responses 
to the different situations. In both incidents, the hospital had a 
definitive policy in place and effective, competent leadership. In 
Vignette 1, the staff nurse had the courage to file the report and 
was supported by the ED head nurse. Although the chair of the 
medical staff executive committee was aware of the situation, 
the intervention was conducted by the ED chief. The physician 
1) demonstrated insight, acknowledging that his behavior was 
unacceptable, 2) cited an event that helped to explain—though 
not excuse—his behavior, and 3) suffered from a highly treat-
able condition. This case has a good prognosis.
In Vignette 2, it quickly becomes apparent that the cardiologist 
is a liar who has repeated his misbehaviors. From the thumbnail 
sketch of events, we can guess that he has a personality disorder, 
probably narcissistic personality, and may even be a sociopath. He 
was dealt with quickly, firmly, and competently by the hospital 
and physician leadership. His prognosis is poor.
Most hospitals are quite competent to handle low-grade disrup-
tive behavior (Vignette 1) without outside consultation; however, 
even in this case, the hospital had clear policies, educated and 
empowered nursing staff, and strong physician and nursing 
leadership. The 2001 Joint Commission on the Accreditation of 
Healthcare Organizations revisions to medical staff standards 
direct hospital and physician leadership to have processes in 
place that optimize professional functioning. One of many 
useful resources is A Practical Guide to Preventing and Solving 
Disruptive Physician Behavior by Drs. Richard Sheff and Todd 
Sagin, step-by-step guidelines for documentation, intervention, 
and correction of disruptive physician behavior.8

The	More	Difficult	Cases
Life would be wonderful if all problems with disruptive physi-
cian behavior were as manageable as Vignette 1or as clear cut 
as Vignette 2. But what about those cases that fall in between: 
serious, but not felt to warrant revocation of medical staff 
membership. And what if the problem is complicated by a 
maladaptive hospital culture that conforms to or nurtures the 
disruptive behavior? One approach is offered by a UCSD PACE 
on-site consultation program.

The Team Effectiveness: Assessment and Management (TEAM) 
program group “diagnoses” the problem through personal in-
terviews and survey instruments, then designs and implements 
an intervention for the entire clinical unit (and sometimes the 
entire hospital) to address the problem.9 Because each situation 
is different and each hospital culture is unique, each engage-
ment is tailored for the individual client hospital. 
The consultation group comprises a variety of professionals 
with expertise in the health care industry. The basic philosophy 
is that these problems are best viewed and treated as systemic 
cultural dysfunctions of the clinical unit, not focused solely on 
the individual “disruptive” physician. TEAM consultations are 
intensive interventions aimed at the index physician’s entire 
clinical team. Such consultations generally last a minimum of 
one year, but two to three years (or longer) may be optimal. 
Specific education and training emphasizing communication 
and leadership is given to the entire team (physicians, nurs-
ing and other staff, and sometimes hospital leadership, too). 
Individual coaching is provided for the identified disruptive 
physician and for other team members as necessary.
Disruptive physician behavior begins with selection to medical 
school and is developed and supported throughout education 
into practice. Undergraduate colleges; medical schools; residen-
cies; credentialing, professional, and licensing organizations; 
hospitals (including staff and administration); and medical 
groups all own a piece of this problem: its causes and its solu-
tions. The solutions are not easy, but help is available for the 
health care institutions that wish to seek it. ■
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Performance Assessment in the Emergency Department

by Mona Sigal, MD, and Sally Digennaro, RN

Dr. Sigal is Acting Chief of Emergency Services for North Shore Medical Center (NSMC) in Salem, Massachusetts. Ms. DiGennaro is a Quality Specialist in the  
Department of Performance Improvement and Patient Safety for NSMC.

In 2002, the North Shore Medical Center (NSMC) Emer-
gency Service1 had no formal processes or metrics in place 
to help qualify or quantify Emergency Department (ED) 

physician medical practice—or any other clinical activity in the 
ED. No one in the ED was assigned for the purpose of quality 
improvement at any level. There was a framework for peer 
review case selection at NSMC, but there was no peer review 
process within the ED. Physicians in this setting had no input 
into the case review process, nor any benefit from the associ-
ated learning opportunities.
Once this deficiency was recognized, the first goal was to earn 
the ED staff ’s trust in order to better engage them in quality 
improvement. We started by initiating peer-protected case 
review. The process included a reason for the review, a severity 
score, and an outcome recommendation. Our key message to 
the physicians was that the peer review process would not be 
punitive; it would offer them chances to learn from each other’s 
experiences and opportunities to improve patient care. And, 
because almost every review revealed some aspects of nursing 
care that merited feedback, we simultaneously launched quality 
improvement peer review for the ED nurses.2

In the four years since this process started, we have seen a 
steady decline in the number and severity of cases referred for 
ED physician peer review. The expectation is that this will be 
positively reflected in NSMC ED’s malpractice experience.
Simultaneously, back in 2002, the NSMC Department of Per-
formance Improvement and Patient Safety was helping to 
develop a system-wide form for physician reappointments. 
We used their tool to develop an ED-specific physician report 
profile. With participation by the ED physicians, and several 
drafts, the profile now incorporates the following: 
■ volume indicators: e.g., visit volume, relative value  

units (RVU) production;3 
■ clinical indicators: e.g., X-ray discrepancy, 72 hour  

returns, timeliness of dictation, Press Ganey patient  
satisfaction scores; and 

■ service quality indicators: e.g., peer review.
This “report card” will always remain a dynamic document, 
adaptable for new metrics. It enables the chief to review all 
relevant physician data on one form at any time. The plan is 
to also use this tool for individual physician feedback every 
six months so that each physician has an opportunity to make 
himself/herself aware of what may need special attention.

Using	Data
Based on national indicators pertinent to emergency medicine 
and CRICO/RMF recommendations, NSMC began to collect data 
and report on: unscheduled returns to the ED (<72 hours) and 
the admission rate associated with it, codes, and deaths in the 
ED. With input from all the ED physicians, department-specific 
benchmarks for internal metrics were developed for: 
■ compliance with dating/time stamping  

medication orders, 
■ timeliness of dictation, and 
■ X-ray discrepancy rate (along with the need for  

change in treatment). 
Productivity metrics reported on a regular basis include:
■ RVU production, 
■ patient length of stay, and
■ admission rates.
The Department of Performance Improvement and Patient 
Safety collects and analyzes the data. Those analyses are then 
reported to the chief of emergency services. Our interpretations 
are developed into recommendations for process changes or 
improvements, which are shared during monthly ED physician 
staff meetings. From a performance improvement perspective, 
it is essential to have one key person to work with the depart-
ment chief and the physicians. Long-term relationships lead 
to trust, acceptance, and consistency of results.

Nursing,	Too
From the start, we identified nurses and other staff members in 
the department who had important ideas but nowhere to take 
them. With an investment of time and effort, we developed 
a project wish list, and chose the most pressing items (from 
the nursing perspective). The Department of Performance 
Improvement and Patient Safety was again instrumental in 
developing metrics we could collect, report, and follow up on. 
Eventually, our ED operational quality improvement committee 
became “famous” within NSMC and is a regular participant at 
the monthly hospital quality improvement committee.
Again, leadership is key: an enthusiastic nurse leader stepped 
up to this challenge at the right time to lead this group on the 
path of project development and data collection. Some of the 
initiatives and metrics developed to measure them are: 
■ door-to-triage times, 
■ door-to-EKG times, 
■ nursing reassessment after analgesic administration, 
■ compliance with required screening processes, and
■ problem-oriented nursing documentation. 
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Clinical Sequence
During his residency, Dr. Green was twice named in malpractice 
suits by patients with post-op complications (one was settled, the 
other was eventually dropped by the plaintiff ). In June 2001, after 
completing his residency, Dr. Green joined a general surgery prac-
tice and was granted attending status at a teaching hospital.

In August 2001, 38-year-old Toni Goodman was referred to  
Dr. Green for an adrenalectomy. Goodman’s medical history, 
was significant for congenital blindness; hypertension since age 
24 (poorly controlled); chronic otitis media with partial hearing 
loss; and obesity (5'2'', 225lbs). She had previously undergone a 
cholecystectomy.

During the 11 months prior to her referral to Dr. Green, Good-
man suffered daily morning dizzy spells, muscle aches, and 
weakness. Testing revealed elevated blood sugar and low potas-
sium. Goodman was diagnosed with mild diabetes and Conn’s 
syndrome (excess production of the hormone, aldosterone) and 
placed on an ADA diet and an oral hypoglycemic medication. An 
abdominal CT scan revealed a 1cm nodule on the medial limb 
of her left adrenal gland.

In September 2001, Goodman was scheduled to meet with Dr. 
Green for her pre-operative workup and informed consent discus-
sion. To avoid a scheduling conflict, Dr. Green asked a resident to 
meet with Goodman. The resident explained the procedure and 
its risks including bleeding, infection, need for further surgery, 
injury to other organs, and death. Goodman signed the consent 
form and was scheduled for surgery in early November.

On the morning of surgery, Goodman met Dr. Green for the 
first time. He began the procedure laparoscopically but, when he 
encountered excessive bleeding, converted to an open procedure. 
Per his surgical note, he 

… carried the incision down into the abdomen and easily 
identified the adrenal … Schnidts were used to shell the 
adrenal out of its bed… Given [the patient’s] body habitus, 
bleeding, and the small size of the left adrenal, adequate 
visualization of the left upper quadrant retroperitoneum 
was extremely difficult. 

In the recovery room, Dr. Green told Goodman that the pro-
cedure was “a little trickier than we expected, but a success.” 
Later that day, when asked about the case by the senior surgeon 
in his practice, Dr. Green replied: “Well, her size posed some 
unexpected problems, but we got it done.”

Two days after surgery, the pathology examination revealed 
that the specimen consisted of 44 grams of pancreatic tissue 
(a normal pancreas weighs 60–140 grams). No adrenal tissue 
was identified. 
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Red	Flags*
A planned adrenalectomy resulted in the unintended excision of pancreatic tissue from a ��-year-old patient who subsequently suffered 
significant related health problems.

by Jock Hoffman 

Jock Hoffman is Editor of Forum

When informing Goodman of the pathology finding, Dr. Green 
told her, “due to your body shape, I had difficulty locating the 
adrenal gland.” When he recommended to her subsequent surgery 
(to perform the adrenalectomy) Goodman adamantly refused. 
Two months later, her hypertension and hypokalemia returned 
and she was placed on Aldactone. Because her blood sugars began 
to rise, she had to switch from oral hypoglycemics to insulin. She 
also began taking oral enzymes for pancreatic insufficiency.

Following this incident, the hospital submitted a report regard-
ing the wrong site surgery to the Department of Public Health. 
Several months later, Goodman wrote a letter to the hospital CEO 
indicating that she considered him and Dr. Green responsible 
for her injuries. Her case was also discussed during one of the 
hospital’s surgery morbidity and mortality (M&M) meetings. In 
June 2003, Dr. Green (now board eligible) applied for recreden-
tialing to the hospital.

Claim Sequence
Two years after her surgery, Goodman filed a malpractice claim 
against Dr. Green and the hospital. She alleged that the surgeon 
wrongfully removed a portion of her pancreas, resulting in her 
becoming insulin dependent. She further alleged that the hospital 
was negligent in allowing Dr. Green to practice within its setting. 
Based on the nature and extent of the injuries, Goodman’s claim 
was settled in the high range (>$500,000). In the report filed 
with the National Practitioner Data Bank, CRICO/RMF allocated 
100 percent of the payment to Dr. Green.

Discussion Points

�. After reviewing Dr. Green’s initial application, references, and other creden-
tialing materials, the hospital granted him membership into its medical staff 
and awarded him “general surgery” privileges—allowing him to perform the 
same surgeries as many of his more experienced colleagues.

Rigorous credentialing and privileging of new attending physicians takes 
into account the experience they have had performing the surgeries for 
which they are requesting privileges. Some of the more complex procedures 
may warrant a time-limited proctorship in which the physician can gain 
experience while being observed by a more experienced colleague and the 
hospital can gain confidence in the physician’s skills. Requirements related 
to board certification can also be implemented.

2. When Dr. Green encountered interoperative complications he, perhaps 
inhibited by the prevailing hospital culture, chose not to seek help.

Patients are safer in a health care setting where physicians are encouraged 
to seek consultation or mentoring when they encounter unusual medical 
conditions or attempt unfamiliar procedures. A culture that encourages 
asking for help when you are in over your head avoids risks encountered 
in those environments that interpret such practice as a sign of weakness 
or lack of intelligence. Mentoring programs for aligning inexperienced 
physicians with more experienced colleagues to review and discuss their 
questions may be enough to keep their practice safe and successful.

Continued on next page*The case study is drawn from actual closed malpractice cases naming CRICO-insured  
clinicians. Names and some non-essential facts have been altered to protect identities.
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�. Dr. Green, with limited experience as the primary attending surgeon, met 
Goodman, a patient with a complex history and a potentially problematic 
physical stature, for the first time the morning of her adrenalectomy.

Patients undergoing elective procedures should be able to meet their surgeon 
and ask questions, and every patient deserves to be treated as unique, not 
routine. A surgeon—especially one with limited experience—should know 
exactly what he or she will encounter in the OR. One way to build trust 
and align expectations is to meet and examine the patient first hand. In 
this case, had Dr. Green examined this patient he may have concluded that 
given her height, weight, and medical condition, beginning with an open 
procedure may have been more advantageous.

4. Dr. Green exhibited a number of behaviors that might indicate communica-
tion or attitude problems: delegating the consent discussion, eschewing the 
need for assistance in the OR, downplaying the complications he encountered, 
and shifting the blame to the patient.

Multiple points of questionable behavior draw a picture of concern, but 
only if someone can see the whole picture. Colleagues who only encounter 
one incident lack the context to see a bigger problem. Credentialing and 
privileging entities need processes that enable them to fully “know” the 
individual being assessed. More comprehensive credentialing structures, 
such as those now in place at Mount Auburn Hospital (see Page 6), or �60-
degree assessments such as those promoted by the UCSD PACE program 
(see Page �5) facilitate a broader view.

5. Dr. Green has invested considerable time and expense to earn the right 
to practice surgery. His potential to earn income for both himself and the 
hospital is significant; his opportunity to improve and even save lives is worthy 
of protecting his reputation and improving his individual and team skills.

Only a small percentage of behavioral issues merit punitive measures. For 
the remainder, the option of tolerating them or addressing them along 
informal channels may put the sponsoring institution at unnecessary risk 
if the concerning behavior persists. Formal programs aimed at improving 
behavior and communication skills better serve patients and providers and 
may reduce the hospital’s liability. 

6. Goodman had not yet filed her malpractice claim prior to Dr. Green’s 
recredentialing deadline, but her complaint letter had been shared with  
Dr. Green and the chief of surgery. 

A recredentialing process that reaches beyond the components of the 
standard application affords the assessment team a more complete under-
standing of a candidate’s day-to-day practice. Among additional information 
hospitals might opt to include in the analysis are: complaint data; incident 
reports; M&M reports which contain recommendations; volume-related 
data (e.g., admissions, readmissions, deaths, complications); and staff 
interactions. These measures should be collected on an ongoing basis. Any 
troubling trends should be identified and dealt with early, not necessarily 
waiting for the recredentialing process to catch them.

The exciting results are that all of these projects have positively 
affected staffing patterns and overall clinical practice.

Follow-up
When NSMC ED saw a need to better educate physicians about 
liabilities and improving risk management around ED patient 
follow-up, we developed a new protocol: patients who leave 
without being seen by a physician, are phoned the next day. 
Coincidentally, NSMC ED also faced a lack of reliable com-
munication and follow up of X-ray discrepancies. To improve 
that process, Emergency Services and Radiology worked 
together to develop a scannable form that enables continuous 
communication between the ED physician and the radiologist. 
This was matched with an internal ED protocol for patient fol-
low-up aimed at ensuring seamless communication between 
the ED, the patient, and the primary care provider. The metrics 
collected on the form provide feedback directly to the ED 
physicians. Initially, the physicians were skeptical, but quickly 
recognized the value of this information—and it has improved 
their performances. 
We have made numerous changes and seen measurable im-
provement. Of course, we still have opportunities for making 
the NSMC ED even safer. The important principle in all of these 
endeavors remains the individual ED physician’s opportunity 
for input and sense of participation. We know that, if we want 
to hold physicians accountable, we have to have them fully 
involved from the start of every improvement effort. ■

Notes and References
 1 Salem Hospital is a 248-bed community hospital in the North Shore Medical Center 

system north of Boston. The ED sees more than 45,000 patients a year. Currently, 13 
board-certified Emergency Medicine physicians provide ED coverage. Between 8 a.m. and 
midnight, North Shore Children’s Hospital operates a separate pediatric ED with an annual 
volume of about 15,000 patients (from midnight to 8:00 a.m., pediatric patients are seen 
in the adult ED by ED pediatricians).

 2 Pertinent cases (with nursing issues) which have been referred by the ED physician quality 
improvement peer review are presented during monthly nursing staff meetings, in a non-
punitive atmosphere. This process, which is mostly educational in nature, has generated 
internal changes and sparked a hospital wide nursing peer review committee.

 3 Centers for Medicare and Medicaid Services (CMS) and other insurers use relative value 
units (RVUs) to determine the reimbursement rate for services.

Continued from page 18 Continued from previous page
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The following additional resources related to clinician credentialing 
and privileging were selected from the Pubmed (Medline) database 
of indexed literature published from 2000 through August 2006.

General	Interest
Antman MS. The inefficiencies of present systems for physician 
credentialing. J Med Pract Manage. 2000;16:14–18.
Haladyna TM, Kramer GA. The validity of subscores for a 
credentialing test. Eval Health Prof. 2004;27:349–68.
Lewis-Jenkins G. America’s credentialing crisis: a review of 
its origins and attempts at solutions. J Med Pract Manage. 
2000;16:9–13.
Lim TO, Soraya A, Ding LM, Morad Z. Assessing doctors’ 
competence: application of CUSUM technique in monitoring doc-
tors’ performance. Int J Qual Health Care. 2002;14:251–58.
Meyer GS, Massagli MP. The forgotten component of the 
quality triad: can we still learn something from “structure”? Jt 
Comm J Qual Improv. 2001;27:484–93.
Parboosingh J. Credentialing physicians: challenges for 
continuing medical education. J Contin Educ Health Prof. 
2000;20:188–90.
Waters TM, Parsons J, Warnecke R, Almagor O, Budetti PP. 
How useful is the information provided by the National Prac-
titioner Data Bank? Jt Comm J Qual Saf. 2003;29:416–24.

Specialty	Specific
Gynecology
Hasson HM, Getzels J. A system of credentialing physicians in 
advanced gynecologic endoscopy. J Am Assoc Gynecol Laparosc. 
2001;8:214–17.
Milad MP, Miller D, Shaw S, et al. Comprehensive gynecologic 
endoscopic hospital privileging program. Implementation and 
assessment. J Reprod Med. 2000;45:365–70.
Pediatrics
Freed GL, Uren RL, Hudson EJ, et al. Policies and practices 
related to the role of board certification and recertification of 
pediatricians in hospital privileging. jama. 2006;295:905–12.
O’Connor ME; Committee on Hospital Care. American 
Academy of Pediatrics. Medical staff appointment and delin-
eation of pediatric privileges in hospitals. Pediatrics. 2002;110 
(2 Pt 1):414–18.

Psychology
Kaslow NJ, Borden KA, Collins FL Jr, et al. Competencies 
conference: future directions in education and credentialing in 
professional psychology. J Clin Psychol. 2004;60:699–712.
Radiology
Archer BR. Radiation management and credentialing of fluo-
roscopy users. Pediatr Radiol. 2006;36(Suppl 14):182–84.
Broadman LM, Navalgund YA, Hawkinberry DW 2nd. Radia-
tion risk management during fluoroscopy for interventional pain 
medicine physicians. Curr Pain Headache Rep. 2004;8:49–55.
Rehabilitation Medicine
Toerge JE, Soni SS, Bleiberg J. Delineation of clinical 
privileges in rehabilitation medicine. Arch Phys Med Rehabil. 
2001;829:700–01.
Surgery
Harbaugh RE. Quality assurance in neurosurgery: United 
States concepts. Acta Neurochir Suppl. 2001;78:53-58.
Milad M, Kim R, Cohen B. Resident training and endoscopic hos-
pital privileging. Curr Opin Obstet Gynecol. 2001;13:431–36.
Park A, Witzke DB. Training and educational approaches to 
minimally invasive surgery: state of the art. Semin Laparosc 
Surg. 2002;9:198–205.
Sanidas EE, deBree E, Tsiftsis DD. How many cases are 
enough for accreditation in sentinel lymph node biopsy in 
breast cancer? Am J Surg. 2003;185:202–10.
Schneider DB, Rapp JH. Credentialing for carotid artery stent-
ing. Perspect Vasc Surg Endovasc Ther. 2005;17:127–32.
Sinz E. Simulation-based education for cardiac, thoracic, 
and vascular anesthesiology. Semin Cardiothorac Vasc Anesth. 
2005;9:291–307.
Stillman BC. Hospital and health plan liability in granting privi-
leges for endoscopy. Am J Gastroenterol. 2005;100:2146–48.
Weaver FA, et al. Current guidelines produce competent en-
dovascular surgeons. J Vasc Surg. 2006;43:992–98.

Additional	Resources
by Judith Jaffe, MSLIS

Judith Jaffe is the Knowledge Manager for CRICO/RMF.

CRICO/RMF
FORUM

October	2006
2�



Prsrt Std
U.S. Postage

PAID
Holliston, MA
Permit No. 72

Address	Service	Requested


	Cover - Table of Contents
	Commentary: An Opportunity to Identify Fundamental Risks
	Why Credentialing Matters for Patient Safety
	Reviewing, Verifying, and Evaluating Credentials
	Barriers and Obstacles in the Credentialing and Privileging Processes
	A More Rigorous Approach to Credentialing and Privileging
	Credentialing and Privileging: A Time for Change?
	Board Certification and Credentialing: An Important Partnership
	Credentialing the Older Physician: Stuck Between a Rock and a Hard Place
	Dealing With Disruptive Physician Behavior
	Performance Assessment in the Emergency Department
	Case Study: Red Flags*
	Additional Resources

