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1 Q:  H OW ARE MEDICAL STAFFS MOVING TO A THREE-YEAR CYCLE W H EN  

C M S I NTE RPRETATIVE GUIDELINES STATE “SURG ICAL PRIVILEG ES  

SH OULD B E REVIEWED AND UPDATED AT LEAST EVERY TWO YEARS”?  

D O ES TH I S  I NCLUDE SPECIALTIES L IKE GASTROENTEROLOGY THAT  

PE RFO RM I NVASIVE PROCEDURES?

A:  According to hospital accrediting organizations and Centers for Medicare & Medicaid 
Services (CMS) standards, hospitals are required to review and update surgical specialties, 
including those in fields like Gastroenterology (GI) that perform invasive procedures, every 
two years. This can pose a challenge for hospitals that follow a three-year reappointment 
cycle for their medical staff.

To address this discrepancy and remain compliant with CMS standards, hospitals typically 
implement separate two-year review cycles specifically for surgical specialties. This ensures 
that necessary evaluations and updates are conducted for these fields within the mandated 
timeframe while maintaining the overall three-year reappointment cycle for the broader 
medical staff.

Here are some approaches hospitals may take:

•  Biennial Reviews: Hospitals can conduct biennial reviews for surgical specialties, including 
performance evaluations, competency assessments, and privileges updates, without altering 
the three-year reappointment cycle for the entire medical staff.

•  Interim Evaluations: Implement mid-cycle evaluations focused on the surgical and invasive 
specialties. These could involve a streamlined process that targets critical standards and 
competencies relevant to invasive procedures.

•  Dedicated Subcommittees: Establish subcommittees within the Medical Staff or 
Credentialing Committee to focus exclusively on the two-year reviews required for surgical 
specialties. These subcommittees can ensure compliance and maintain quality of care 
standards.

•  Integrated Systems: Use integrated credentialing and privileging systems that generate 
alerts and reminders for the two-year review requirements. This can help streamline the 
process and ensure timely compliance.

In summary, while the general medical staff may follow a three-year reappointment cycle, 
hospitals often address the CMS requirement for a two-year review of surgical specialties 
by implementing specific measures such as biennial reviews, interim evaluations, dedicated 
subcommittees, or integrated systems to ensure these specialties are evaluated and updated 
in compliance with regulatory standards.
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Q:  FOR PRACTITIONERS WHO DO NOT PRACTICE FREQUENTLY AT A FACILITY, 

IS  IT  ACCEPTABLE TO OBTAIN THEIR CLINICAL ACTIVITY DATA FROM ANOTHER 

INSTITUTION WHERE THEY SPEND A SIG NIFICANT AMOUNT OF TIME?

A:  Yes, according to hospital accrediting organizations like The Joint Commission (TJC) and 
the Healthcare Facilities Accreditation Program (HFAP), it is acceptable and often necessary 
to obtain clinical activity data from another institution where the practitioner spends a 
significant amount of time if they do not frequently practice at your facility. This practice 
is known as obtaining “primary source verification” or “secondary source verification,” 
depending on the workflow. To ensure compliance and maintain high standards of quality 
care, here are key steps to follow:

•  Verification: Obtain direct verification of the practitioner’s clinical activity, competencies, 
and performance data from the primary institution. This includes patient outcomes, 
procedural logs, peer evaluations, and continuing education efforts.

•  Documentation: Ensure that all acquired information is thoroughly documented and 
integrated into the practitioner’s credentialing and privileging files at your facility.

•  Communication: Foster open communication lines with the primary institution to quickly 
address any concerns or changes in the practitioner’s status or performance.

•  Verify on a regular basis that this process meets the accreditor’s requirements and 
standards for credentialing and peer review.

Q:  D O YOU RECOMMEND HAVING THE SURVEYOR ATTEND THE CRED ENTIALS, 

M EC,  AND/O R BOARD MEETING IF  IT  TAKES PLACE DURING THE SURVEY?

A:  No, surveyors have a strict schedule to adhere to and limited time at the facility. It is not 
necessary to attend. 

Q:  FO R O RGANIZATIONS THAT HAVE CHANG ED FROM A TWO-YEAR TO A 

TH RE E-YE AR REAPPOINTMENT TIMEFRAME,  WHAT MIG HT A SURVEYOR BE 

LO O KI NG FO R WHEN REVIEWING THESE CREDENTIALING F ILES?

A:  Your surveyor will confirm that changes to the term of reappointment do not contradict 
state law and that the appropriate processes were followed to change governing documents, 
i.e., Medical Staff Bylaws and Policies. Your surveyor will also ensure no provider exceeded their 
appointment term before these changes in process were approved by the governing board. 
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Q:  WH E N REVI EWING CREDENTIALING F ILES ,  DO SURVEYORS PREFER  

TH E D O CUM E NTS BE COMPILED IN  A PDF OR DO THEY PREFER SEEING  

TH E M SP NAVIGATE THE CREDENTIALING DATABASE?

A:  It depends. If you can easily navigate through the database, this is acceptable.  
However you choose to present the files, they need to be easy to see and to be projected  

onto a screen if electronic. 

Q:  WH Y D O ES IT  SEEM L IKE D IFFERENT SURVEYORS LOOK FOR DIFFERENT 

STANDARDS? WE HAD TWO SURVEYS COMPLETED AND ONE SURVEYOR  

H AD NO F I ND I NG WHILE THE SECOND CITED OUR FACIL ITY. 

A :  Surveyors are trained to interpret standards differently during different survey cycles.  
Be sure you are up to date on the latest interpretation of a standard (e.g., FAQs, etc.).  
If you feel strongly that you are in compliance, work with the quality manager to submit a 
clarification or ask for a clarifying call during the survey.

Q:  WH AT TI PS CAN YOU G IVE ON REAPPOINTMENT STEPS FOR TELE BY  

PROXY PROVIDERS?

A:  While TJC does not use the term, “tele by proxy,” they specify three mechanisms  
for credentialing telemedicine providers (TJC: MS.13.01.01). Let the surveyor know which  
you choose. 

For example, the originating site privileges practitioners using credentialing information  
from the distant site if the distant site is a Joint Commission–accredited organization.  
The distant-site practitioner has a license that is issued or recognized by the state in which 
the patient is receiving telemedicine services.

Telemedicine services are often contracted, and the contract should include what the  
distant site will provide to the originating site for credentialing. 
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Q:  WH AT ARE SOME BEST PRACTICES FOR A SMALL HOSPITAL TO STAY  

I N  C O M PLI ANCE WITH FPPE1? SOME OF WHAT TJC REQUESTS IS  NOT  

P OSSI B LE FO R US TO PROVIDE. 

A :  Assuming FPPE1 means initial FPPE, the medical staff must determine the measures to 
track for FPPE based on the privileges granted. If a provider is actively practicing, then FPPE 
should be resolved in the first three months. TJC FAQs define what is acceptable for FPPE 
and OPPE when the provider has low volume at your facility. 

“When practitioner activity at the ‘local’ level is low or limited, supplemental data may be 
used from another CMS-certified organization where the practitioner holds the  
same privileges.”

This FAQ and additional information related to low volume can be found here.

Q:  WH AT CAN WE DO TO MAKE THE SURVEYOR’S  JOB EASIER OR  

M O RE E F F I C I E NT?  

A :  Ensure you have all the required documentation for the files chosen. This includes: 

•  Credentialing and Privileging file
• OPPE/FPPE
• Relevant education documentation
• Employee file (if needed for required immunizations). 

Schedule your Medical Staff Leaders during the medical staff session. Make sure everyone 
knows their role! Practice!

Q:  WH AT SH OULD WE DO WHEN WE RECEIVE A F INDING? 

A :  A finding can be your friend!

For example, if you have been asking for resources to more fully implement OPPE, a finding 
should lead to those resources being made available.

In the case of a serious finding (lack of license or multiple providers practicing without 
appropriate privileges), leadership will become involved.

Actively work toward resolving the problem and achieving compliance.

Then, investigate the issue in more detail to identify the root cause. Gather necessary 
resources to address it and prevent future occurrences.

http://www.hardenberghgroup.com
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Dr. McCourt’s career in medicine began as a board-certified Family Medicine physician. After practicing as a 
physician, she joined The Joint Commission as a hospital surveyor. She was trained in The Joint Commission’s 
Comprehensive Manuals for Hospitals, Ambulatory Care Facilities, and Office-Based Surgery Practices. In addition, 
Dr. McCourt served in the Special Survey Unit to investigate complaints for The Joint Commission. She served as a 
team leader for both deemed and non-deemed hospital systems and has surveyed, and now consulted, at a broad 
range of organizations from rural community hospitals to large academic medical centers. Dr. McCourt is currently 
an independent healthcare consultant with an emphasis on medical staff standards and compliance.

Sara Cameron is a 22-year Medical Staff Services leader holding her CPCS, CPMSM, and NAMSS Leadership  
certifications. She has held roles in critical access, academic, and tertiary care facilities. She served as Director  
at Large on the NAMSS Board of Directors, 2019-2021. Sara now serves as Senior Director of Professional  
Services. Her role allows her to share her knowledge, creativity, and passion for Value-Based Peer Review, Quality, 
Risk Management, and physician leader and medical staff professional development.

Need help preparing for an upcoming survey? Our consultants  

are experts with extensive experience in regulatory compliance.  

Contact us for more information.

H A R D E N B E R G H G R O U P . C O M

M A I N  (844) 364-8800

E M A I L  info@hardenberghgroup.com

  Interested in viewing a recording of the webinar presented  
by Dr. McCourt and Sara Cameron? Click here to watch. 
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