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Executive summary 
Objective 

The primary objective of this systematic literature review was to assess the credentialing 
process at an institutional level and the governance structures required to support the 
credentialing process at an institutional, regional or healthcare system level. This involved 
the exploration of the impact that the credentialing process and the respective 
governance structures have on the safety and quality of healthcare services. 

Three additional research areas explored the relationship between credentialing and the 
following issues:  

 surgeon volume, technical competence and patient outcomes, especially in relation 
to synthesis of credentialing criteria and determination of threshold credentials 

 methods of determining surgeon competence 

 the role of clinical audit.  

Methods 

Specific search strategies were developed a priori for identifying literature relevant to the 
assessment of the credentialing process and governance structures; as well as for the 
three additional research questions. Databases searched for peer-reviewed literature 
included Medline, EMBASE and PubMed. Additional grey literature searches were 
conducted using the Google search engine. The inclusion criteria for each research 
question were generated a priori, and standardised extraction of the information required 
to inform the specific research questions was conducted systematically.  

Results 

A total of 38 documents were included in this systematic literature review. Thirty-three 
white papers were included for the assessment of the credentialing process and 
governance structures which support credentialing. Of these, 18 were published in 
Australia, one in New Zealand (NZ), 10 in the United Kingdom (UK), two in the United 
States of America (USA) and two in Canada. An additional four systematic literature 
reviews and one document were included for the additional research questions.  

Credentialing process and governance structure 

Credentialing process 

The Australian white papers included in this systematic literature review were published 
by the state health departments of Queensland, New South Wales, Victoria, South 
Australia and Western Australia. No reports were available for the Australian Capital 
Territory, Northern Territory or Tasmania. Three main models for the credentialing 
process were identified in the Australian Commission on Safety and Quality in Health 
Care’s (ACSQHC) Standards for credentialling and defining the scope of clinical practice (‘ACSQHC 
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Standards’), and most Australian state health departments operated within the scope of 
these models. The process of revalidation within the National Health Service (NHS) in 
the UK was identified as the system of medical regulation most similar to the 
credentialing process within Australia, and involves the standardised re-licensure of 
clinicians according to local performance review results. In contrast to the credentialing 
system within Australia, in the UK the revalidation of a clinician’s license to practice is 
not confined to the jurisdiction of a specific institution. One white report was available 
for the examination of the credentialing process within NZ, and the process outlined was 
similar to the process employed within Australia. 

Whilst there were differences in the methods by which the credentialing process was 
performed, four key principles were common throughout all studies included in this 
systematic literature review: 

 clear lines of responsibility for credentialing and supportive governance structures 

 clear standards for credentialing, representing how the credentialing process should 
be performed and providing a standard to which credentialing processes should be 
measured 

 a culture of continuous improvement 

 evaluation of credentialing process outcomes.  

Governance structure 

A total of 23 documents were available to inform on governance structures, of which 13 
were published in Australia, one in NZ, six in the UK, two in the USA and one in 
Canada. Seven of these documents were included only for the assessment of governance 
structures, and 16 documents that were included for assessment of the credentialing 
process also contained relevant information on governance structures. Information 
regarding institutional governance structures within the USA was available from The 
Joint Commission and the Veterans Health Administration (VHA). Common governance 
structures required for the credentialing process included a governing body, credentialing 
committee and senior managers. Governance structures varied between states and 
territories within Australia. The malpractice case of Dr Jayant Patel within Queensland 
Health triggered a number of reforms including governance restructuring and the 
formation of an independent health watchdog, namely the Health Quality and 
Complaints Commission (HQCC). The NZ healthcare system operates with 20 District 
Health Boards (DHBs), each of which is responsible for the quality of healthcare services 
in the institutions within their jurisdiction. In the UK, NHS Trusts are regulated by the 
NHS, with a number of health authorities involved in the monitoring and review of the 
quality of healthcare services. The implementation of the principle of clinical governance 
and related structures within the NHS was stimulated by the findings of the Bristol Royal 
Infirmary and Shipman inquiries. In contrast, the United States Federal Department of 
Health and Human Services contracts a Quality Improvement Organisation (QIO) in 
each state. These QIOs are generally private, not-for-profit companies staffed by medical 
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professionals, and are responsible for improving the quality of healthcare services. 
Canada also operates with a provincial model of governance, and the AHS operates via 
Boards that are responsible for a geographical zone, similar to the DHB structure of the 
NZ healthcare system.  

Other research areas 

Surgeon volume, technical competence and patient outcomes 

Four systematic literature reviews were identified for assessment of the relationship 
between credentialing and surgeon volume, technical competence and patient outcomes. 
The conclusions drawn from these reviews indicated that for the purpose of 
credentialing, minimum surgeon volume thresholds may be necessary to indicate a 
minimum level of surgeon competence. However, these thresholds were not considered 
sufficient to indicate actual technical competence.  

Methods of determining surgeon competence 

One white report published by the Royal Australasian College of Surgeons was available 
for the examination of methods used to determine surgeon competence. Components of 
surgical competence identified included medical expertise, judgement and decision-
making, technical expertise, professionalism, health advocacy, communication, 
collaboration and teamwork, management and leadership, scholarship and teaching. No 
information on methods of determining surgeon competence within the credentialing 
process was included within this document.  

The role of clinical audit 

Two reports published by the NHS and the New Zealand Ministry of Health included 
information regarding the role of clinical audit in performance review and 
recredentialing. Criticisms of the use of clinical audit data for performance review and 
recredentialing included:  

 insufficient detail captured within the audit process may lead to an inaccurate 
portrayal of an individual clinician’s performance 

 senior clinicians generally provide treatments or interventions of greater technical 
competence, or treat patients with more complex/advanced disease, and therefore 
the collected data may not be appropriately risk-adjusted. 

Consequently, the use of clinical audit data for performance review or for evaluating the 
impact of credentialing processes on the safety and quality of healthcare services may not 
be appropriate. This is reflected in the NHS process audit method of evaluating the 
credentialing process, where the performance of credentialing process activities is 
measured against clearly-defined standards for credentialing.  

Conclusion 

Credentialing processes and the governance structures which support the credentialing of 
clinicians were assessed within a number of healthcare systems and jurisdictions within 
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this systematic literature review. Whilst differences were apparent between the 
credentialing standards and policies across a number of jurisdictions, key common 
principles fundamental to the credentialing process were identified. These included 
ensuring that the responsibility for credentialing was clearly delegated, and that standards 
indicating best practice policies for credentialing were available and consulted throughout 
the design, implementation and monitoring of the credentialing process. The literature 
highlighted the need for a culture of continuous improvement within an organisation to 
ensure individuals are aligned to the objective of the credentialing process: the 
improvement of the safety and quality of healthcare services. In addition, evaluation of 
the credentialing process should be conducted, to ascertain its impact on patient 
outcomes. However, no data were available to evaluate any relationship between 
credentialing processes and the safety and quality of healthcare services, or patient 
outcomes. Consequently, this topic represents an area of further research. The only 
available document that evaluated credentialing processes in relation to outcomes of 
process audits was a preliminary analysis conducted by the NHS. This presented 
outcomes at the mid-point of the implementation of a number of governance structures 
that were introduced to support credentialing processes. Hence, the development of 
methods for evaluating the impact credentialing processes have on the safety and quality 
of healthcare services represents an area for further research.  
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1. Introduction 
Credentialing refers to the formal process used to verify the qualifications, experience, 
professional standing and other relevant professional attributes of clinicians (ACSQHC 
2004). The purpose of credentialing is to ensure that clinicians provide safe, high-quality 
healthcare services in accordance with good practice and legal requirements (Frommer et 
al 2005a). Defining the scope of clinical practice is commonly recognised as the process 
triggered following the completion of the credentialing process; and involves delineating 
the extent of an individual clinician’s clinical practice. During this process the needs and 
the capability of the organisation to support the clinician’s scope of clinical practice must 
also be assessed. Consequently, the definition of the scope of clinical practice for an 
individual clinician within an institution is affected by a number of complex inter-relating 
factors. These include competing priorities for healthcare resources, limited available data 
upon which to make health resource planning decisions, and the potential for healthcare 
services to be required on an emergency basis. Geographical factors may also be 
involved, including community preference for local service delivery, the availability of 
alternative healthcare services to a particular community, and the need for specific 
support services to be available to sustain core healthcare services within a particular 
environment (ACSQHC 2004).  

Many parties are involved in the credentialing process including senior managers, the 
credentialing committee, the governing body, health authorities and specialist colleges. 
The process of defining the scope of clinical practice is organisation-specific within 
Australia, yet is standardised across the National Health Service (NHS) in the United 
Kingdom (UK).  

Credentialing is one of a number of safety and quality initiatives instigated over the last 
decade throughout the international healthcare community. The impetuses for many 
initiatives, including credentialing and governance structure reforms, have been the 
Bristol Royal Infirmary Inquiry and the malpractice cases of Dr Harold Shipman within 
the UK and Dr Jayant Patel in Australia (Bristol Royal Infirmary Inquiry 2001; HQCC 
2010; UK Department of Health 2006). The continued undetected malpractice of these 
clinicians, as well as the number of resultant victims, demonstrates the importance of 
formalised credentialing processes and implementation of governance structures to 
ensure the adequate reporting and evaluation of the safety and quality of healthcare. 

1.1 Research questions 
The primary objective of this systematic literature review was to assess national and 
international credentialing processes at an institutional level and the governance 
structures that are required to support these processes at an institutional, regional or 
healthcare system level. This involved the exploration of the impacts of the credentialing 
process and the respective governance structures on the safety and quality of healthcare 
services. Additional research questions assessed the following:  



 

- Credentialing in surgery: a systematic literature review - 12

the relationship between credentialing and surgeon volume, technical competence and 
patient outcomes, especially in relation to synthesis of credentialing criteria and 
determination of threshold credentials 

 the relationship between credentialing and methods of determining surgeon 
competence 

 the role of clinical audit in relation to credentialing.  
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2. Methodology 

2.1 Credentialing process and governance structure 
To explore the impact of the credentialing process and the respective governance 

structures on the safety and quality of healthcare services. Secondary research areas 

included:  

 investigation of how credentialing relates to defining the scope of clinical practice 

 examination and comparison of the components of national and international 
credentialing process 

 identification of the differences in the process for initial credentialing of clinicians 
versus that for recredentialing of clinicians  

 exploration of any controversies surrounding the credentialing of surgeons. 

2.1.1 Inclusion criteria 

Study inclusion criteria are outlined in Table 1 according to publication type, 
intervention, comparators and outcomes.  

Table 1 Inclusion criteria: credentialing process and governance structures 

Selection criteria Conditions 

Publication type Peer-reviewed literature including systematic reviews, comparative studies and case 
series. Grey literature including white papers and guidelines were also appropriate 
for inclusion. 

Intervention Implementation or development of credentialing process(es) at an institutional 
level. Implementation or development of governance structure(s) to support 
credentialing processes at an institutional, regional or healthcare system level. 
Literature assessing credentialing processes for rural practice was excluded on 
advice from the Credentialing in Surgery Advisory Committee.  

Comparators Institutions without a formalised or developed credentialing process. Absence of 
governance structures required for ongoing performance and support of 
credentialing processes at an institutional, regional or healthcare system level. 

Outcomes Evaluation or outcome data assessing changes in the safety and quality of healthcare 
services following implementation or development of an institution-wide 
credentialing system. Evaluation or outcome data assessing changes in the safety 
and quality of healthcare services following implementation of an institutional, 
regional or healthcare system level governance structure(s) to support credentialing 
processes.  

 

Where appropriate, additional published material from government policy documents, 
fact sheets, private organisational directives, letters, conference material, commentary, 
editorials and abstracts were included as background information.  
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2.1.2 Databases searched and search terms used 

The databases searched for peer-reviewed literature and guidelines are shown in Table 2. 

Table 2 Databases searched  

Database Edition and date searched 

Cochrane Library Issue 8, 2011 

NHS HTA Searched 25 August 2011 

NICE Searched 25 August 2011 

Ovid MEDLINE  Inception to 04 July 2011 

PubMed  Inception to 04 July 2011 

TRIP database Searched 25 August 2011 

York CRD Searched 02 August 2011 

NHS HTA: National Health Service Health Technology Assessment website; NICE: National Institute for Health and Clinical 
Excellence; TRIP: Turning Research Into Practice; York CRD: York Centre for Reviews and Dissemination. 

 

Search terms employed in PubMed, Medline and EMBASE are outlined below in Table 
3.  

Table 3 Search terms used for searching PubMed, Medline and EMBASE 

Search number  Search term 

1 Credentialing (MeSH) OR Surgical procedure, operative (MeSH) 

2 credential* (KW) AND surge* (KW) OR surg*

3 #1 AND #2 

MeSH: Medical Subject Headings. 

 

Search terms employed in the Cochrane Library, TRIP, York Centre for Reviews and 
Dissemination (York CRD), National Health Service Health Technology Assessment 
(NHS HTA), National Institute for Health and Clinical Excellence (NICE) (UK) were: 

credential*, credentialling, credentialing. 

These search terms were also used when searching websites of Australian federal and 
state governments, the NHS and the New Zealand Ministry of Health for grey literature 
reports (Table 4). 

Five additional searches with the above search terms were conducted using the Google 
search engine with the results confined to pages from Australia, NZ, the UK, the USA 
and Canada. 
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Table 4 Government websites searched 

Website Date searched 

Australian  

Australian Capital Territory Department of Health 25 August 2011 

Australian Commission on the Safety and Quality of Health Care 10 August 2011 

Health Quality and Complaints Commission, QLD  24 August 2011 

New South Wales Department of Health 24 August 2011 

Northern Territory Health Department 24 August 2011 

Queensland Department of Health  24 August 2011 

South Australian Department of Health 10 August 2011 

Tasmanian Department of Health and Human Services 24 August 2011 

Victorian Department of Human Services 23 August 2011 

Western Australian Health Department  24 August 2011 

International   

National Health Service, UK 05 August 2011 

New Zealand Ministry of Health 24 August 2011 

QLD: Queensland; UK: United Kingdom. 
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2.2 Additional research areas 
A number of secondary research areas related to the credentialing process were raised by 
the Credentialing in Surgery Advisory Committee: 

 the impact of surgeon volume on technical competence, which is assessed within the 
processes of credentialing and defining the scope of clinical practice 

 methods of assessing surgeon competence 

 the role of clinical audit in relation to performance appraisal, which is a component 
of recredentialing and of re-defining the scope of clinical practice. 

2.2.1 Inclusion criteria 

Surgeon volume, technical competence and patients outcomes 

Only systematic literature reviews that had been published between 2007 and 14 
September 2011 were considered appropriate to inform on the relationship between 
surgeon volume, technical competence and patient outcomes. Only those reviews which 
contained greater than 10 studies were included.  

Methods of assessing surgeon competence 

Only relevant position papers and guidelines published by the Royal Australasian College 
of Surgeons (RACS) were included for the examination of methods for determining a 
surgeon’s competence; as these were specific for surgical competence within Australia 
and NZ. 

The role of clinical audit 

Due to the complex nature of this topic, only identified studies that assessed the 
credentialing process and governance structures were used to inform on the relationship 
between clinical audit, performance review and recredentialing. 

2.2.2 Databases searched and search terms used 

Surgeon volume, technical competence and patients outcomes 

Specific searches of the Cochrane Library and York CRD was performed to capture 
relevant systematic literature reviews to inform on the topic of surgeon volume, technical 
competence and patient outcomes.  

Four search terms were used for the York CRD database:  

1. surgeon volume OR centralis*  

2. surgeon volume OR centraliz*  

3. (surgeon volume OR centralis*) AND patient* 

4. (surgeon volume OR centraliz*) AND patient*. 
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Three search terms were used for The Cochrane Library: 

1. surgeon volume OR centralis* 

1. surgeon volume OR centraliz* 

2. surgeon volume. 

Methods of assessing surgeon competence 

The Royal Australasian College of Surgeons website was searched to identify literature. 
Search terms included credential*, credentialing, credentialling, competence and 
competenc*.  

The role of clinical audit 

According to inclusions criteria, only studies that assessed the credentialing process and 
governance structures were used to inform on the relationship between clinical audit, 
performance review and recredentialing. Consequently, the search strategy utilised for 
this research area is identical to that employed for the credentialing process and 
governance structures outlined earlier.  
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3. Studies included in the review 
No peer-reviewed studies met the defined inclusion criteria for the assessment of 
credentialing process or the governance structures required to support the credentialing 
process, as none of the identified studies assessed the credentialing process from an 
institutional level. 

A total of 38 documents were included in this systematic literature review, including 33 
white papers, four systematic literature reviews and one document. Grey literature 
constituted the entirety of the results for examination of the credentialing process and 
governance structures, with a total of 33 white papers included; of which 18 were 
published in Australia, 10 in the UK, two in the USA, two in Canada and one in NZ.  

Many of the reports included for the assessment of credentialing processes and 
governance structures were found via pearling of reference lists; and searching of each 
respective health department website as listed in Table 4. 

3.1 Credentialing process 
Twenty-seven studies were included for the assessment of credentialing process, with 14 
published in Australia, nine in the UK, two in the USA, one in Canada and one in NZ 
(Table 5).  
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Table 5 Reports included for the assessment of credentialing processes and 
governance structures 

Insitution (year of publication) Credentialing Governance 
structures 

Australian literature 
Australian Council of Safety and Quality in Health Care (2005)   
Australian Council of Safety and Quality in Health Care (2004)   
Australian Council of Safety and Quality in Health Care (2002)   
Frommer et al (2005a)   
Frommer et al (2005b)   
Health Quality and Complaints Commission (2010)   
Queensland Department of Health (2011)   
New South Wales Department of Health (2001)   
South Australian Department of Health (2010)   
South Australian Department of Health (2007)  
Tasmanian Department of Health (2011)  
Victorian Department of Human Services (2009)   
Victorian Department of Human Services (2006)   
Western Australian Department of Health (2009a)   
Western Australian Department of Health (2009b)   
Western Australian Department of Health (2005a)  
Western Australian Department of Health (2005b)  
Western Australian Department of Health (2005c)  
New Zealand literature  
New Zealand Ministry of Health (2001)   
United Kingdom literature  
General Medical Council (2011a)   
General Medical Council (2011b)   
General Medical Council (2011c)   
General Medical Council (2010)   
General Medical Council (2009)   
UK Department of Health (2008)   
UK Department of Health (2007a)   
UK Department of Health (2007b)   
UK Department of Health (2006)   
UK Department of Health (1999)  
United States of America  
The Joint Commission (2011)   
Department of Veterans Affairs (2008)   
Canada   
Alberta Health Services (2011a)  
Alberta Health Services (2011b)   

UK: United Kingdom. 

 

A summary of the documents included for the evaluation of credentialing processes 
within Australia is available in Table 6; and these topics were identified as the key 
components of the credentialing process. Studies included only for the examination of 
governance structures were not included in this table. Review and audit of the scope of 
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clinical practice and performance review were identified as key areas that ensure the 
ongoing quality and safety of healthcare services.  

 

Table 6 Summary of Australian documents included for the assessment of 
credentialing processes 

Study Defs Govern 

structures 

Cred

Process

Comm

member-
ship 

Cred

criteria 

Def

SCP 

Review/ 

audit 

SCP 

Perf 

review 

ACSQHC 
2004 

          

ACSQHC 
2002 

         

ACN 2005a*           

ACN 2005b†           

HQCC 2010          
NSW Health 
2001 

          

Qld Health 
2011 

         

SA DoH 2010          
Vic DHS 2006          
Vic DHS 2009         

WA Health 
2009a 

        

WA Health 
2009b 

       

* Frommer et al 2005a, † Frommer et al 2005b. Defs: definitions; govern structures: governance structures; cred process: credentialing 
process; comm membership: credentialing committee membership; cred criteria: credentialing criteria, def SCP: defining the scope of 
clinical practice; review/audit of SCP: review/audit of scope of clinical practice; perf review: performance review; ACSQHC: 
Australian Commission on Safety and Quality in Health Care; ACN: Australian Cancer Network; HQCC: Health Quality and 
Complaints Commision; SA DoH: South Australian Department of Health; Vic DHS: Victorian Department of Human Services. 
Review/audit of the scope of clinical practice is the result of recredentialing. The HQCC policy documents attracted crosses for every 
category as whilst a number of the above topics above were covered, they only attracted a one sentence bullet point as the document 
was brief. 

 

Governance structures 

A total of 23 documents were available to inform on governance structures (Table 5). 
Seven of these documents were included only for the assessment of governance 
structures, and 16 documents that were included for assessment of the credentialing 
process also contained relevant information on governance structures. In addition to 
these studies, many of the guidelines and policies included for assessment of the 
credentialing process also contained information on governance structures.  
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3.1.1 Description of included studies 

Australian literature 

State health department reports 

A number of the Australian health department reports were commissioned and published 
following the dissemination of the Australian Council for Safety and Quality in Health 
Care’s (ACSQHC) Standard for credentialling and defining the scope of clinical practice 
(the Standard) in 2004 (ACSQHC 2004). Consequently, the content of many of the 
reports synthesised by the State health departments is similar, in order to meet the 
requirement published within the Standard. Differences are found within the governance 
structures that are in place to support healthcare institutions at a regional and 
institutional level. However, credentialing criteria, terms of reference for the credentialing 
committee and credentialing application processes are very similar.  

Royal Australasian College of  Surgeons publications 

One publication was identified to inform on the credentialing process and methods of 
assessing surgeon competence (RACS 2008).  

International literature 

New Zealand 

The New Zealand Ministry of Health commissioned The Medical Credentialling Project 
in 1999 with the Health Funding Authority; and this resulted in the publication of Toward 
Clinical Excellence - A Framework for the Credentialling of Senior Medical Officers in New Zealand 
in 2001 (NZ Ministry of Health 2001).  

United Kingdom 

The NHS introduced clinical governance in 1999 based on information from the Bristol 
Royal Infirmary Inquiry, in the white paper Clinical governance: Quality in the new NHS (1999) 
(Bristol Royal Infirmary Inquiry 2001). This report provides guidance on the 
implementation of clinical governance structures within an organisation and sets out a 
vision of clinical governance within the context of NHS reform. 

The NHS Good doctors, safer patients: Proposals to strengthen the system to assure and 
improve the performance of doctors and to protect the safety of patients (2006) was 
commissioned by the Secretary of State for Health following the publication of The 
Shipman inquiry: fifth report (Smith 2004). The Chief Medical Officer was commissioned to 
synthesise the report also took into account an additional three inquiries into doctor’s 
conduct and standards of practice within the NHS.  

Trust, assurance and safety – the regulation of health professional in the 21st century (Department of 
Health (UK) 2007b) was based on consultation received during the development of Good 
doctors, safer patients: proposals to strengthen the system to assure and improve the performance of doctors 
and to protect the safety of patients (Department of Health (UK) 2006) and was complemented 
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by the UK Government’s response to The Shipman inquiry: fifth report (Smith 2004). This 
report sets out a programme of NHS reform to the system of regulation for health 
professionals.  

KPMG was commissioned by the Department of Health (UK) in 2006 to undertake a 
review of the state of readiness of clinical governance and medical appraisal to support 
the implementation of medical relicensure, and outlined their findings in the Review of the 
readiness of appraisal and clinical governance to support the relicensure of doctors (2007a). Synthesis 
of the review involved a mixture of document review and a focused interview 
programme.  

The NHS introduced the concept of revalidation in 2007; which resulted in the 
introduction of medical licences to practice from 16 November 2009. Introduction of 
this system involves revalidation of a medical practitioner’s licence to practice at five-
yearly intervals based on local performance reviews (GMC 2010). A number of 
publications have been synthesised by the NHS to outline the development and 
implementation of this process.  

Firstly, Medical revalidation – Principles and next steps (2008), was synthesised in 2008 by an 
expert working group led by Professor Sir Graeme Catto, following discussions around 
the principles of revalidation as outlined in previous NHS reports. 

Subsequently, the Changes to registration requirements for UK doctors was published in 2009; 
providing an overview for international medical regulators regarding the changes to the 
UK medical regulation system. This white report outlined the introduction of licences to 
practice by the General Medical Council (GMC). 

Revalidation: The way ahead was published in 2010 and is divided into four main sections: 
how revalidation will work, what employers and contractors of doctors’ services will need 
to do, patient and public involvement in revalidation, and how and when revalidation will 
be introduced.  

Finally, in 2011 three NHS reports were released: Preparing for the introduction of medical 
revalidation: a guide for NHS leaders in England, the Supporting information for appraisal and 
revalidation and The good medical practice framework for appraisal and revalidation (GMC 2011a, 
GMC 2011b, GMC 2011c). The aim of these reports was to outline the broad areas 
which should be covered in the appraisal process, the information required to 
successfully complete the revalidation process, and who is accountable for the 
revalidation process and its activities with each NHS trust (GMC 2011).  

United States of  America 

Two white papers were identified for assessment of the credentialing process within the 
USA, namely, The Medical Staff Handbook: a guide to Joint Commission standards third edition 
and the Department of Veteran Affairs Veterans Health Administration (VHA) handbook 
(The Joint Commission 2011; Department of Veteran Affairs 2008).The Joint 
Commission handbook provides a guide to The Joint Commission standards for 
institution accreditation.  
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Canada 

One provincial bylaw published by the Alberta Health Service was available for the 
examination of the credentialing process within Canada (AHS 2011). Whilst a number of 
other bylaws synthesised by healthcare institutions within Canada were identified, this 
was the only bylaw which met inclusion criteria, due to the level of detail reported.  

 



 

- Credentialing in surgery: a systematic literature review - 24

3.2 Additional research questions 
Four systematic literature reviews were identified for the assessment of credentialing in 
relation to surgeon volume, technical competence and patient outcomes. One document 
was identified for the assessment of surgeon competence within the Australian context, 
and two documents reporting on the role of clinical audit were identified within the 
documents included for the assessment of the credentialing process and supporting 
governance structures (RACS 2008, UK Department of Health 2006, NZ Ministry of 
Health 2001). 

3.2.1 Description of included studies for additional research 
questions 

Surgeon volume, technical competence and patient outcomes 

Following application of inclusion criteria, four eligible systematic literature reviews were 
available to inform the examination of surgeon volume, technical competence and 
patient outcomes (Archampong et al 2010, Gooiker et al 2010, Marlow et al 2007, Post et 
al 2009).  

Description of  systematic reviews 

Table 7 Description of systematic reviews included for surgeon volume 

Author Number of included studies Country of publication 

Archampong 2010 11 United Kingdom 

Gooiker 2010 12 The Netherlands 

Marlow 2007 76 Australia

Post 2009 22 The Netherlands 

 

Methods of assessing surgeon competence 

One document was identified that investigated methods of assessing surgeon 
competence, namely, the Surgical competence and performance guide 1st edition (2008) published 
by the RACS. Notably, this guide is currently being updated by RACS and the second 
edition is expected to be publicly available in November 2011.   

The role of clinical audit 

Two of the documents included for assessment of the credentialing process and 
governance structures to support credentialing assessed the relationship and role of 
national clinical audit, performance review and recredentialing. These were: Good doctors, 
safer patients: Proposals to strengthen the system to assure and improve the performance of doctors and to 
protect the safety of patients (UK Department of Health 2006) and Toward clinical excellence - a 
framework for the credentialling of Senior Medical Officers in New Zealand(NZ Ministry of Health 
2001).  
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4. Results 

4.1 Definitions of credentialing 
A number of accepted definitions for credentialing were identified in the literature and 
are outlined in Table 8. 

Table 8 Definitions of credentialing 

Study Definition 

ACSQHC 2004 ‘Credentialling refers to the formal process used to verify the qualifications, 
experience professional standing and other relevant professional attributes of 
medical practitioners for the purpose of forming a view about their competence, 
performance and professional suitability to provide safe, high quality health care 
services within specific organisational environments’.  

Frommer et al 
2005b 

‘Credentialling is a formal process for:

 defining the clinical responsibilities of medical practitioners and other 
clinicians within a particular health-care institution, 

 verifying that they are qualified and competent and  

 working with them to review and improve or sustain their performance in 
fulfilling those responsibilities’.  

ACSQHC 2002 ‘Credentialling is the formal process of assessing a health care professional’s 
credentials in relation to that professional role within a specific facility’.  

The Joint 
Commission 2011 

‘Credentialing is the process of obtaining, verifying and assessing the qualifications 
of a health care practitioner who seeks to provide patient care services in or for a 
hospital’.  

Sources: ACSQHC (2004) p 3; Frommer et al (2005b) p 2; ACSQHC (2002) p 3; The Joint Commission (2011) p 27.  

 

4.1.1 Defining the scope of clinical practice 

Defining of the scope of clinical practice is commonly recognised as the process 
triggered following the completion of the credentialing process. A number of definitions 
for defining the scope of clinical practice are outlined in Table 9. Defining the scope of 
clinical practice is known as ‘clinical privileging’ within the USA and Canada. 

 

Table 9 Definitions of defining the scope of clinical practice 

Study Definition 

ACSQHC 2004 ‘Defining the scope of clinical practice follows on from credentialling and involves 
delineating the extent of an individual medical practitioner’s clinical practice within 
a professional suitability, and the needs and the capability of the organisation to 
support the medical practitioner’s scope of clinical practice’.   

Frommer et al 
2005b 

‘Credentialling includes defining the scope of clinical practice for individual 
clinicians. This means delineating what an individual clinician may or may not do 
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within a particular health-care institution’. There are three factors that must be 
considered when defining the scope of clinical practice: 

  the clinician’s qualifications, competence, experience and performance, 

 the needs of the institution, and 

 the capability of the institution to support the clinician’s scope of clinical 
practice (Frommer et al 2005b)’. 

ACSQHC 2002 Defining the scope of clinical practice ‘results from a process in which the 
governing body or its delegate grants a health care professional the authority to 
provide health care services within defined limits in a health care facility. They 
represent the range and scope of clinical responsibility that a professional may 
exercise in the facility. The scope of practice is specific to the individual, usually 
within a single health care facility (or group of facilities within a rural 
district/region) and relate to the resources, equipment and staff available’.  

The Joint 
Commission 

Clinical privileging (defining the scope of clinical practice) ‘is the process that the 
medical staff and governing body of the hospital or critical access hospital use to 
recommend and grant clinical privileges to a practitioner’. 

Sources: ACSQHC (2004) p 4; Frommer et al (2005b) p 2; ACSQHC (2002) p 3; The Joint Commission (2011) p 63.  

 

Definition of the scope of clinical practice for an individual clinician within an institution 
is affected by a number of complex inter-relating factors. These include competing 
priorities for healthcare resources, limited available data upon which to make health 
resource planning decisions, and the potential for healthcare services to be required on 
an emergency basis. Geographical factors may include community preference for local 
service delivery, the availability of alternative healthcare services to a particular 
community, and the need for specific support services to be available to sustain core 
healthcare services within a particular environment. Therefore the main question to be 
addressed when defining an individual clinician’s scope of practice is: ‘Is it reasonable in 
the circumstances for this clinician to provide this service in this organisational setting, 
and has the organisation identified a need for this service within this organisation?’ 
(ACSQHC 2004).  

The process of defining the scope of clinical practice is organisation-specific within 
Australia. Hence, there may be circumstances in which an appropriately credentialed 
clinician is unable to perform a specific procedure within the organisation due to a lack 
of organisational capability. In contrast, the opposite may be observed in rural settings, 
where there are adequate organisational resources and infrastructures but a shortage of 
accredited or endorsed clinicians. This situation may justify the performance of a specific 
procedure within an institution by a non-accredited clinician (ACSQHC 2004).  
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4.2 Safety and quality initiatives – credentialing 

4.2.1 Australian initiatives 

A number of the identified Australian reports (Table 5) were commissioned and 
published following the dissemination of the Australian Council for Safety and Quality in 
Health Care’s (ACSQHC) Standard for credentialling and defining the scope of clinical 
practice (‘ACSQHC Standard’).  

Two Australian Cancer Network (ACN) reports were the first examples of customisation 
of the ACSQHC Standard in order to focus on a particular, complex segment of the 
health system (cancer services). The first report, released in 2005, was developed in 
accordance with the ACSQHC Standard (2004) as a guide for Australian health-care 
organisations in the development and implementation of systems for the credentialling of 
clinicians involved in the care of cancer patients (Frommer et al 2005a). The second 
report was also released in 2005, and is essentially a guide and template providing a 
sixteen step process to follow when developing and implementing a local cancer 
credentialing system (Frommer et al 2005b).  

The Victorian Department of Human Services (VIC DHS) commissioned a literature 
review in order to develop a standard approach to the credentialing and defining the 
scope of clinical practice in [Victorian] community health. Subsequent VIC DHS reports 
included Credentialling and defining the scope of clinical practice for medical practitioners in Victorian 
health services – a policy handbook, which was first released in 2007 and then updated in 2009 
(VIC DHS 2009).  

Additional credentialing policy documents released following dissemination of the 
ACSQHC Standard include SA Health’s The policy for credentialling and defining the scope of 
clinical practice for medical and dental practitioners (2010), Queensland Department of Health’s 
Credentialing and defining the scope of clinical practice for medical practitioners and dentists in 
Queensland – Health policy (2010) and Western Australian Department of Health’s The policy 
for credentialling and defining the scope of clinical practice for medical practitioners, 2nd edition (2009a) 
and Guidelines: Medical practitioner recruitment selection, appointment, credentialling, reappointment, 
and recredentialling processes within WA Health (2009b).  

Australian health safety and quality initiatives, particularly in Queensland, were stimulated 
following the malpractice case of Dr Jayant Patel, which was arguably the most 
publicised incident of medical malpractice within Australia. Dr Patel was the Director of 
Surgery at Bundaberg Public Hospital, Queensland, between 2003 and 2005. Dr Patel 
was recruited by Queensland Health and in 2005 was convicted of three counts of 
manslaughter and one count of grievous bodily harm; however, subsequent inquiries 
indicate he may be responsible for between 15 and 17 deaths (Bundaberg Hospital 
Commission of Inquiry 2005). The uncovering of Dr Patel’s malpractice and clinical 
incompetence resulted in three inquiries within Queensland Health, namely the Morris 
(Bundaberg Hospital Commission of Inquiry), Davies (the Queensland Public Hospitals 
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Inquiry) and Forster (Health Systems Review) inquiries; and stimulated a number of 
structural reforms with regard to patient safety and health service quality within 
Queensland Health (Bundaberg Hospital Commission of Inquiry 2005, Queensland 
Public Hospitals Commission of Inquiry 2005, Queensland Health Systems Review 
2005). The three inquiries discovered that Dr Patel’s credentials and previous clinical 
performance were not confirmed at the time of recruitment. Queensland Health 
performance review, complaints and malpractice incident reporting processes failed to 
adequately feed into the credentialing and defining the scope of clinical practice 
processes. Consequently, there was no review of Dr Patel’s approved scope of clinical 
practice or medical registration. The findings of the Morris, Davies and Forster inquiries 
indicated that no-one properly verified Dr Patel’s credentials at the time of appointment 
(Bundaberg Hospital Commission of Inquiry 2005, Queensland Public Hospitals 
Commission of Inquiry 2005, Queensland Health Systems Review 2005). This 
malpractice case may provide other Australian state health departments with insight into 
the importance of clinical governance, sound credentialing and performance review 
systems, and verification of an applicant’s credentials.  

The Health Quality and Complaints Commission (HQCC), based within Brisbane, 

Queensland, was established in 2006 following the Morris (Bundaberg Hospital 

Commission of Inquiry), Davies (the Queensland Public Hospitals Inquiry) and Forster 
(Health Systems Review) inquiries (Bundaberg Hospital Commission of Inquiry 2005, 
Queensland Public Hospitals Commission of Inquiry 2005, Queensland Health Systems 
Review 2005). The HQCC, Queensland’s independent statutory body, is funded by the 
Queensland Government and was formed under the Health Quality and Complaints 
Commission Act 2006 (HQCC 2011). The HQCC reports to Queensland Parliament 
through the Deputy Premier and Minister for Health and to the Health and Disabilities 
Committee (a bipartisan parliamentary committee) (HQCC 2011). In 2010, the HQCC 
synthesised and disseminated the second version of its standard for credentialing and 
scope of clinical practice (HQCC 2010).  
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4.2.2 International initiatives 

Several initiatives to improve the quality and safety of healthcare have been created and 
implemented in a number of countries worldwide (UK Department of Health 2006). 
NZ, the UK, the USA and Canada were identified as countries of particular interest 
when comparing and contrasting quality healthcare initiatives, by the Credentialing in 
Surgery Advisory Committee.  

New Zealand 

The Medical Credentialling Project was commissioned in 1999 by the New Zealand 
Ministry of Health in cooperation with the Health Funding Authority, to assist clinical 
leaders to develop a common approach to the credentialing of senior medical officers. 
This project focused on framework development and implementation issues, and on 
collecting the available ‘best practice’ information (NZ Ministry of Health 2001). This 
project resulted in the publication of Toward clinical excellence - a framework for the 
credentialling of Senior Medical Officers in New Zealand in 2001 (NZ Ministry of Health 2001).  

United Kingdom 

In the last decade the NHS has placed a greater emphasis on the quality and safety of 
healthcare. Reform of the NHS has involved the synthesis and implementation of best 
practice policies and the creation of tools and governing structures in order to measure 
the results of implementation; such as clinical and process audit tools and the formation 
of the National Clinical Assessment Service (NCAS). Other key changes within this 
reform have included: 

 the creation of a legal duty of quality for all NHS organisations 

 clear national standards 

 the introduction of comprehensive local clinical governance arrangements 

 a system of independent inspection against standards in hospitals and primary care 
services 

 the establishment of a national patient safety programme (including adverse event 
and near-miss reporting) 

 a range of initiatives to empower patients and their representatives 

 establishment of a specific service, the NCAS, to support the NHS in assessing and 
dealing with concerns about the performance of doctors.  

 

In 1999 the NHS introduced clinical governance based on information from the Bristol 
Royal Infirmary Inquiry (2001). This inquiry found that a root cause of the investigated 
issues was the lack of a system of accountability for standards of care and for dealing 
with related problems and incidences (UK Department of Health 2001; Bristol Royal 
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Infirmary Inquiry 2001). Clinical governance was developed to address this issue by 
assigning clear roles and responsibilities for improvement throughout an organisation, 
delegated by the governing body. The resulting document, Clinical governance: quality in the 
new NHS, provides guidance on the implementation of clinical governance structures 
within an organisation and sets out a vision of clinical governance within the context of 
NHS reform (UK Department of Health 1999).  

The document: Good doctors, safer patients: proposals to strengthen the system to assure and improve 
the performance of doctors and to protect the safety of patients was commissioned by the Secretary 
of State for Health following the publication of The Shipman inquiry: fifth report (UK 
Department of Health 2006; Smith 2004). Harold Shipman was a general practitioner 
(GP) who was responsible for the deaths of approximately 250 patients between 1972 
and 1998, usually using narcotic drugs that he had stockpiled illicitly (UK Department of 
Health 2006). The Chief Medical Officer commissioned to synthesise the document Good 
doctors, safer patients: proposals to strengthen the system to assure and improve the performance of doctors 
and to protect the safety of patients also took into account an additional three inquiries into 
doctors’ conduct and standards of practice within the NHS.  

Dame Janet Smith, who chaired the Shipman Inquiry from 2000 to 2005, condemned a 
number of weaknesses within the NHS that resulted in the failure to protect patients. 
Dame Smith questioned the effectiveness of five-yearly revalidation of a doctor’s licence 
to practice, and criticised the General Medical Council (GMC) culture, membership, 
methods of working and governance structures, which were deemed likely to support the 
interests of doctors rather than protecting patients. Dame Smith also criticised the 
proposed reliance on annual appraisal of NHS doctors, judging that this did not 
constitute a true evaluation of the full range of doctors’ performance and delivery of care 
as the process is variable and largely formative in nature across institutions (UK 
Department of Health 2006). Consequently, Dame Smith concluded that this method of 
performance review was ineffective at detecting doctors who are incompetent, 
dysfunctional or delivering care to a poor standard.  

These issues provided the stimulus for change, and the NHS developed the concept of 
revalidation and the introduction of medical licences to practice on 16 November 2009. 
This system involves revalidation of a clinician’s licence to practice at five-yearly intervals 
based on local performance reviews (GMC 2010).  

Revalidation 

The concept of revalidation was first introduced following the Bristol Royal Infirmary 
Inquiry; and was a proposed method by which the GMC could ensure better patient 
safety, incorporating regular checks on the performance and practice of doctors and local 
performance appraisals. Between 1999 and 2004 the model for revalidation was 
developed and a number of pilots were undertaken. However, in 2004 the further 
development and implementation of revalidation was postponed pending the results of 
the fifth report of the Shipman Inquiry (Smith 2004). This inquiry criticised the original 
model of revalidation, noting that local appraisal systems were inconsistent and an 
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insufficient basis for revalidation. Consequently, the implementation of revalidation was 
further postponed.  

Three subsequent reports by the UK Department of Health outlined a number of 
changes to the medical regulation of clinicans in order to support the introduction of 
revalidation, including the introduction of a licence to practice (UK Department of 
Health 2006; UK Department of Health 2007a; UK Department of Health 2008). 
Despite the findings of the Shipman Inquiry, all three reports supported locally-based 
performance appraisal as the best basis for the revalidation of doctors.  

The next development and implementation stages of the revalidation process involved 
extensive consultations and the execution of a number of pilots across the UK; which 
were carried out between 2009 and 2010. In 2011, Responsible Officer regulations were 
introduced, which outlined the responsibility for the local appraisal process and the 
information required to support the revalidation process (GMC 2011). Following the 
publication of the Preparing for the introduction of medical revalidation: a guide for NHS leaders in 
England in 2011, the final deadline for the implementation of the revalidation system 
throughout the NHS was set for late 2012 (GMC 2011).   

United States of America 

The United States Federal Department of Health and Human Services contracts 51 
Quality Improvement Organisations (QIOs) across the country whose mission is to 
improve the effectiveness, efficiency, economy and quality of healthcare services 
delivered to Medicare beneficiaries. The core functions of the QIO program are: 

 improving the quality of healthcare services 

 protecting the integrity of the Medicare Trust Fund by ensuring that Medicare only 
pays for services and goods that are reasonable, necessary and provided in the most 
appropriate setting 

 protecting beneficiaries by expeditiously addressing complaints and violations of the 
Emergency Medical Treatment and Labor Act and other QOI-related law. 

The majority of QIOs are private, not-for-profit organisations that are staffed by 
professionals, mostly doctors and other healthcare professionals who are trained to 
review medical care.  

No safety and quality initiatives specifically addressing the credentialing process or 
governance structures were identified at a national level within the USA.  

Canada 

Canada has a provincial healthcare system, with regulation of clinicians and standards for 
credentialing varying according to provincial regulations and requirements. No safety and 
quality initiatives specifically addressing the credentialing process or governance 
structures at a national level within Canada were identified. 
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4.3 Governance 

4.3.1 Australian governance models 

The development, implementation and review of credentialing processes conducted 
within the Australian healthcare system are the responsibility of each institution 
(ACSQHC 2004).  

Organisational governance structures required for a successful credentialing process, as 
outlined in the ACSQHC Standard, include: 

 a governing body that is responsible for establishing a system of organisational 
governance which will ensure strong strategic leadership and control of all aspects of 
the organisation’s performance 

 a medical practitioners appointments committee 

 a credentialing committee 

 a senior manager who provides clinical leadership (ACSQHC 2004).  

The governing body 

The governing body should be responsible for and have the authority to: 

 develop, modify and endorse credentialing policies 

 lead and oversee processes for credentialing and defining the scope of services 
provided within the institution 

 update standards of care 

 monitor data on the performance of individual clinicians 

 manage variations from expected performance and other problems 

 prepare reports on aggregated data for the executive of the institution (Frommer et 
al 2005a). 

The credentialing committee 

The authority of the governing body may be delegated to a credentialing committee, 
which is discrete from and appointed by the governing body for the purpose of 
credentialing. Requirements for a credentialing committee include: 

 a formal constitution and explicit terms of reference 

 sufficient independence to review clinicians’ performance objectively, and respond 
appropriately to the findings 

 a membership that has expert capacity to assess clinical services 

 sufficient support to function effectively 
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 linkage to both the organisation’s executive and to its safety and quality-
improvement mechanisms. 

To ensure the impartiality of the committee, clinicians who have scope of clinical 
practice within the institution in which the applying clinician proposes to work, should 
not form part of the credentialing committee for review of the applicant. This would 
avoid criticism of the determination reached by the committee with regard to: 

 reference to service levels or needs of the hospital rather than the clinical 
competencies of the applicant 

 whether the decision-maker is in competition with the applicant under review and 
stands to benefit from any negative outcome for the applicant 

 whether the decision-maker is related to a person in competition with the applicant 
and whether that related person stands to benefit from any negative outcome for the 
applicant 

 whether the decision-maker stands to benefit from a positive outcome for the 
applicant, either because they hope to obtain a similar positive outcome if their 
practice is under review, or because they will gain some benefit from the work of the 
applicant (SA Health 2010). 

In some states and jurisdictions, and particularly within small healthcare institutions, the 
governing body acts as the credentialing committee. Additional members of the speciality 
to which the applicant belongs may sit on the committee as requested. 

Clinical governance 

Clinical governance (also known as clinical leadership) is the term referring collectively to 
all the activities that promote, review, measure and monitor the quality of patient care 
into a unified and coherent whole (WA Department of Health 2011). Clinical governance 
provides a systematic and integrated approach to assurance and review of clinical 
responsibility and accountability that improves quality and safety, resulting in optimal 
patient outcomes (WA Department of Health 2011). Clinical governance has a number 
of similarities to corporate governance in that it “…must be rigorous in its application, 
organisation-wide in its emphasis, accountable in its delivery, developmental in its thrust, 
and positive in its connotations” (WA Department of Health 2005b, p 2). The history of 
clinical governance is further explored under ‘International governance models’. This 
model of governance, incorporating clinical directorates headed by a Clinical Director, 
has been implemented within the Australian healthcare system.  

The role of specialist colleges 

Currently, the role of specialist colleges as outlined by the ACSQHC Standard entails 
providing advice to the credentialing committee, and/or senior managers within an 
institution, regarding the synthesis of essential criteria for a position. This involves 
providing advice regarding the nature and period of training and experience required to 
develop the competencies and performance required for specific positions (ACSQHC 



 

- Credentialing in surgery: a systematic literature review - 34

2004). This topic is further explored under ‘Initial credentialing’. 
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4.3.2 International governance models 

New Zealand 

Credentialing in the NZ context is defined as: “…a process used to assign specific 

clinical responsibility (scope of practice) to health professionals on the basis of their 

training, qualifications, experience and current practice, within an organisational context. 

This context includes the facilities and support services available and the service the 

organisation is funded to provide. Credentialling is part of a wider organisational quality 

and risk management system designed primarily to protect the patient” (NZ Ministry of 

Health 2001, p 2).  

District Health Boards (DHBs) comprise the governance structure within the New 

Zealand Ministry of Health and each is responsible for providing or funding the 

provision of health and disability services in their district (NZ Ministry of Health 2011). 

Currently, there are 20 DHBs in NZ, which were created on 1 January 2001 upon 

commencement of the New Zealand Public Health and Disability Act 2000 (New 

Zealand Public Health and Disability Act 2000). The objective of the DHBs is to: 

 improve, promote and protect the health of communities 

 promote the integration of health services, especially primary and secondary care 
services 

 promote effective care or support for those in need of personal health services or 
disability support.  

Credentialing in the context of  a wider organisational quality and risk management system 

Within NZ, credentialing is the responsibility of the Chief Executive of the DHB, and is 
a requirement of clinical governance (Figure 1). The tasks of credentialing are delegated 
to senior medical staff, on the basis that “…judgements of practitioner competence 
require peer-review” (NZ Ministry of Health 2001, p 6).  

The NZ governance model of DHBs is similar, in some cases, to regional boards within 
rural Australia. However, within metropolitan Australia the responsibility for the 
credentialing process is delegated by an institution’s governing body and the resultant 
scope of clinical practice is restricted to within the jurisdiction of the institution.  
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United Kingdom 

The NHS model of governance differs slightly from that within Australia, with specific 
similarities and differences explored in Table 11. Particular reforms within the NHS over 
the last decade include the creation of a number of Health Authorities, clinical 
governance (‘clinical leadership’) reform and modification of funding structures for NHS 
Trusts (institutions) for the provision of healthcare services.  

Clinical governance 

Clinical governance has been defined by the NHS as the “…framework through which 
organisations are accountable for continuously improving the quality of their services and 
safeguarding high standards of care by creating an environment in which excellence in 
clinical care will flourish” (UK Department of Health 1999, p 6). It is the role of senior 
clinicians within clinical governance structures to provide clinical leadership to clinicians, 
and in the past decade there have been a number of NHS reforms surrounding this 
governance structure. In 1999, the NHS moved to restructure the governance model 
through which all health services were provided. This involved the abolition of district 
management teams (also known as DHBs) from within the NHS and the creation of 
NHS Trusts. Each NHS Trust is a group responsible for the management of different 
health services within an area; for example, a number of local hospitals are managed by 
an NHS Acute Trust, ambulance services are managed by an NHS Ambulance Trust and 
dentists, doctors, opticians and chemists are managed by an NHS Primary Care Trust. As 
a result, each NHS Trust can focus on delivering a specific service to a defined 
geographical area (Bristol Royal Infirmary Inquiry 2001; GMC 2011a).  

Clinical governance within a healthcare institution was further refined through the 
introduction of clinical directorates—a concept first championed by the John Hopkins 
Hospital (Baltimore, USA) in 1972. This governance model involves the division of 
hospital services into clinical directorates, with each managed by a clinical director (who 
is a consultant) and by a general manager. The objective is for the clinical director to 
provide clinical leadership to the clinicians within his/her directorate and for the general 
manager to manage all other personnel (Bristol Royal Infirmary Inquiry 2001). 

Quality assurance 

The creation of NHS Trusts in 1999 also allowed units within an institution, or even 
whole institutions, to apply to become independent trusts, and thereby no longer be 
encompassed within the NHS system. These independent trusts are subject to less 
regulations regarding institutional processes and funding, but are still regulated by the 
Healthcare Commission. Independent trusts have the ability to compete with NHS 
Trusts for NHS funding for the provision of healthcare services. The aim of this 
initiative was to introduce competition for NHS funding, to stimulate improvement of 
the quality of services provided by hospitals. Through this system the funds obtained 
from service delivery would follow the patient and thereby go more directly to the trust 
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in which the service was delivered. This would provide trusts with greater control over 
the quality of services delivered, through better use of available funds.  

For NHS Trusts the Chief Executive carries the ultimate responsibility for ensuring the 
quality of services provided by the Trust.  

NHS Health Authorities 

A number of NHS Health Authorities have been created or have had their existing roles 
modified within the NHS over the past decade. A list of the current NHS Health 
Authorities responsible for monitoring NHS Trusts is provided in Table 10.  
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Table 10 NHS Health Authorities 

NHS Health Authority Role/responsibility
Healthcare Commission Inspects healthcare organisations in order to form a 

judgement, in the form of an annual rating, of their 
performance. The Healthcare Commission has 
developed a new system of assessment, aligned to 
the core and developmental standards in Standards 
for better health (UK Department of Health 2004).  

National Audit Office Scrutinises public spending on behalf of Parliament,
and aims to help public service managers improve 
performance and service delivery. 

National Patient Safety Agency (NPSA) A Special Health Authority that was created in July 
2001 to co-ordinate the efforts of the entire country 
to report and learn from mistakes and problems 
that affect patient safety. 

National Clinical Assessment Service (NCAS) Works to resolve concerns about the practice of 
doctors, dentists and pharmacists by providing case 
management services to healthcare organisations 
and to individual practitioners. Its aim is to work 
with all parties to clarify the concerns and their 
origins, and to make recommendations to help 
practitioners return to safe practice. NCAS is a 
division of the NPSA. 

National Clinical Governance Support Team Offers appropriate access to centralised knowledge, 
expertise and project and coaching support; and to 
tools and techniques that support the organisation 
in realising each of the elements required for good 
clinical governance.  

National Reporting and Learning Service A division of the NPSA, and works in association 
with the UK Department of Health. It was 
established in 2001 with a mandate to identify 
patient safety issues and find appropriate solutions. 

Care Quality Commission (CQC) The independent regulator of health and adult 
social care in England. It registers, and therefore 
licenses, providers of care services if they meet 
essential standards of quality and safety. CQC also 
monitors these providers to ensure they continue to 
meet these standards. 

NHS: National Health Service; UK: United Kingdom. 

 

Progress of  clinical governance implementation within the NHS 

Reviews and inquiries conducted by the Department of Health (2006, 2007a) outlined 
the progress the NHS has made since the 1999 implementation of the new clinical 
governance structure to support credentialing, performance review, audit and 
recredentialing processes. Their findings were as follows: 

 Clinical issues have become more mainstream. 
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 There is greater and more explicit accountability for clinical performance within 
NHS trusts. 

 There has been a change in professional culture, towards more open and 
collaborative working. 

 There has been positive change within institutions that have had to respond to 
serious incidents and external inspection. 

 Progress has been made where clinical performance and outcomes are easily 
assessed. 

 Where there is perceived competition, there has been an increase in the uptake and 
development of good clinical governance to improve the quality of healthcare 
delivered.  

 

Areas identified as still requiring improvement included: 

 significant clinical failures could continue to occur even in the presence of the 
introduced clinical governance model, principally because individual and collective 
behaviour is poorly aligned to its purpose 

 patient and public involvement in improving healthcare service delivery is still poorly 
developed 

 identification of local, natural leaders in the organisation, irrespective of their current 
managerial or leadership role, or lack of it 

 the incorporation of authentic patient feedback into planning and prioritising service 
developments 

 the innovative and widespread communication of patient feedback to all levels of 
the organisation.  

Comparison of  the NHS governance model to the current Australian governance model  

The similarities and differences between the NHS and Australian governance models are 
explored in Table 11. 
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Table 11 NHS governance: similarities and differences to the Australian model 

Similarities Differences
Clinical directorates contain Clinical Directors, who 
are consultants, who provide clinical leadership 
within their directorate. 

NHS institutions can apply to become NHS 
independent Trusts, allowing greater control over 
funds obtained through provision of healthcare 
services. 

There is a clinical governance structure within each 
institution. 

NHS has greater involvement of the specialist 
colleges in the assessment of competence for the 
purpose of defining the scope of clinical practice, 
both with initial credentialing and recredentialing 
(known as revalidation within the NHS system). 

Participation in national clinical audits encouraged. NHS focuses on internal and external process audit, 
as many complex factors confound the relationship 
between improved credentialing and/or governance 
structures and patient outcomes. 

NHS: National Health Service. 
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United States of America 

Five key governance structures are recommended by The Joint Commission handbook 
for accredited institutions throughout the USA (The Joint Commission 2011). The Joint 
Commission handbook provides a guide to The Joint Commission standards. In the USA 
healthcare system the approved scope of clinical practice for an individual clinician is 
institution-specific, and is therefore confined to provision of services within the 
jurisdiction of the institution. 

The Joint Commission standards 

The five governance structures involved in the administration of institutional policies for 
credentialing and granting of clinical privileges (delineation of the scope of clinical 
practice) within healthcare institutions accredited by The Joint Commission are:  

 the governing body, “…which has the ultimate authority and responsibility for the 
oversight and delivery of health care rendered by licensed independent practitioners, 
and other practitioners credentialed and privileged through the medical staff process 
or any equivalent process” (The Joint Commission 2011, p 155) 

 the Medical Staff Executive Committee (MEC) which reports to the governing body 
and provides representation for the organised medical staff 

 the organised medical staff (OMS) which reports to the MEC and is responsible for 
providing oversight regarding the quality of care, treatment and services delivered by 
practitioners who are credentialed and privileged within the institution (The Joint 
Commission 2011). This includes responsibility for the ongoing evaluation of the 
competency of practitioners, delineating the scope of privileges (scope of clinical 
practice) and providing leadership for the performance improvement activities 
conducted within the institution 

 the credentialing committee is responsible for providing a recommendation to the 
MEC following the verification of an applicant’s credentials and subsequent 
interview, as well as all other the relevant information provided to make a 
recommendation 

 the Chair of each clinical department, who in some institutions is responsible for 
interviewing the applicant and providing a recommendation to the either the 
credentialing committee, or directly to the MEC in cases where there is not a 
credentialing committee within an institution.  

The Medical Staff  Executive Committee 

The MEC has the ability to make recommendations directly to the governing body 
regarding: 

 medical staff membership 

 the structure of the OMS 
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 the processes used to review credentials and delineate the scope of clinical practice. 

The MEC may also notify the OMS regarding proposed amendments to rules and 
regulations (The Joint Commission 2011).  

The organised medical staff 

The OMS is structured to provide governance and guidance for its members. The 
structure of the OMS varies between institutions according to hospital bylaws, with some 
hospitals only allowing physicians to be part of the OMS. The primary function of the 
OMS is to approve and amend medical staff bylaws and policies. Within the OMS 
structure there are designated members who are licensed independent practitioners 
(consultants) whose role is to provide clinical leadership via oversight of the care, 
treatment and services provided by all credentialed clinicians. The OMS is also 
responsible for: 

 determining the mechanism for establishing and enforcing the criteria and standards 
for OMS membership 

 engaging in performance activities  

 creating, implementing and ensuring the effectiveness of hospital policy (The Joint 
Commission 2011). 

The credentialing committee  

The terms of reference for the governing body were not outlined within The Joint 
Commission handbook (2011). However, The Joint Commission handbook indicated 
that the credentialing committee, in addition to reviewing the credentials of applicants 
applying for a specific scope of clinical practice, has the ability to review adverse event 
information reported on any physician within the institution. This may include litigations, 
judgements, settlements, sanctions, restrictions or revocation of a physician’s license and 
exclusion from any state or health program. Membership of the committee varies across 
different institutions, yet is most commonly made up of physicians. Some institutions 
also include a voting non-physician member of the board of directors of the hospital as a 
representative during the review of an application. Legal counsel and members of the risk 
management department may also be members of the credentialing committee, even in a 
non-voting capacity (The Joint Commission 2011). Veterans Health Administration 

Governing structures outlined in the Veterans Health Administration (VHA) handbook 
for credentialing and privileging include: 

 the Facility Director 

 facility Chiefs of Staff (COS) 

 service chiefs (Department of Veterans Affairs 2008). 
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Facility Directors hold the ultimate responsibility for the credentialing and privileging 
process. The Facility Director is appointed by the Secretary for Health and acts as the 
governing body of the facility.  

Facility COS have the following functions: 

 responsibility for maintaining the credentialing and privileging system and ensuring 
all healthcare professionals applying for delineation of scope of practice agree to 
provide continuous care to the patients assigned to them 

 are supplied with a copy of and agree to abide by the medical staff bylaws and 
regulations 

 ensuring the medical staff bylaws are consistent with the VHA handbook and any 
other VHA policy related to Medical Staff bylaws.  

 

Service Chiefs are responsible for recommending the criteria for credentialing and 
definition of the scope of clinical practice relevant to the care provided within the 
service/department. Service Chiefs are also responsible for reviewing all credentials and 
requested scope of practices and for making recommendations regarding appointment 
and definition of scope of practice actions. Finally, it is the role of Service Chiefs to 
monitor the professional performance of those who provide patient care service with 
delineated scope of practice within their service (Department of Veterans Affairs 2008).  
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Canada 

Canada has a provincial healthcare system, with the regulation of clinicians and standards 
for credentialing varying according to provincial regulation and requirements. 
Credentialing policies are specific to each healthcare institution, and are outlined in the 
hospital bylaws. Some institutions within Canada voluntarily synthesise hospital bylaws 
based on The Joint Commission standards (The Joint Commission 2011). 

Alberta Health Service 

The key components of clinical governance, as defined by the AHS, “…encompass 
quality care and patient safety, and focus on a systematic and integrated approach to 
ensure a high standard of patient care” (Alberta Health Services 2011a, p 5). Professional 
self-regulation and individual accountability for clinical judgement are an integral part of 
healthcare.  

The AHS is comprised of a number of zones, and operates in a similar manner to the 
DHB structure of the NZ healthcare system. Some differences in the medical 
organisational structure are apparent between zones, with each having their own zone-
based committees and governance structures.  

There are four governance structures involved in the credentialing process within the 
AHS: 

 the Zone Department Head, who is a practitioner 

 the Zone Application Review Committee, which acts in a manner similar to a 
credentialing committee, by providing a recommendation regarding the scope of 
clinical practice for an applying practitioner to the Chief Medical Officer 

 the Chief Medical Officer, who is the most senior medical administrative leader of 
AHS, appointed by the Chief Executive Officer (CEO) 

 the Medical Affairs Office, which is an operational and organisational office of the 
Executive Vice President and Chief Medical Officer portfolio.  
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4.4 The credentialing process 
Credentials reflect an individual practitioner’s professional capacity within the context of 

specific healthcare environments; and encompass the factors that contribute to a 

clinician’s performance, as represented in relevant documentation and reference to 

professional experience. However, credentials do not include any assessment of actual 

performance. In contrast, the credentialing process moves beyond documentation to 

assessment of a clinician’s actual performance (Frommer et al 2005a).  

4.4.1 Australian credentialing models 

Three different structures for the credentialing process are outlined below according to 
the ACSQHC Standard (ACSQHC 2004). A number of State health departments utilise 
one of the credentialing processes depicted (Figure 2, Figure 3 and Figure 4). For those 
State health departments that use a different model, or do not provide sufficient detail to 
ascertain which model they employ, a narrative description of their credentialing process 
is included. 

 

Figure 2 Structural approach to the credentialing process: model 1 

 
Adapted from: ACSQHC (2004) p 17. 

 

In the first credentialing model (Figure 2) the authority to appoint clinicians is retained in 
toto by the governing body, which may be advised by a credentialing committee (or 
medical practitioner’s appointments committee) or a senior manager (ACSQHC 2004, p 
17). The VIC DHS utilises this model for credentialing, where the medical manager 
(senior manager) chairs the credentialing committee (separate to the governing body) and 
advises members of the credentialing committee. VIC DHS acknowledges that some 
institutions may have a slightly different credentialing process depending on the needs of 

governing 
body

Senior 
manager

credentialing 
committee



 

- Credentialing in surgery: a systematic literature review - 47

the institution, particularly in rural areas, but follow the guidelines of the ACSQHC 
Standard (ACSQHC 2004).  

The VIC DHS credentialing and defining the scope of clinical practice flowchart is 
included in Figure 14, Appendix 3 on page 90. 

 

Figure 3 Structural approach to the credentialing process: model 2 

 
Adapted from: ACSQHC (2004) p 17. 

 

The second credentialing model (Figure 3) requires the authority for the appointment of 
clinicians to be formally delegated by the governing body to a senior manager, who may 
be advised by a credentialing committee (or medical practitioner appointments 
committee) (ACSQHC 2004, pp 17). QLD Health employs this credentialing model, 
where the CEO of the district/division acts in the role of senior manager, and is the final 
decision maker as to whether the scope of clinical practice suggested by the credentialing 
committee is appropriate. QLD Health policy dictates that the CEO cannot sit on the 
credentialing committee.  
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Figure 4 Structural approach to the credentialing process: model 3 

 
Adapted from: ACSQHC (2004) p 17. 

 

Within the third credentialing model (Figure 4) the authority to appoint clinicians is 
formally delegated to a credentialing committee (or medical practitioner appointments 
committee) that reports to the governing body or senior manager (ACSQHC 2004, p 17).  

Additional credentialing models 

The New South Wales Department of Health (NSW Health) outlines within the first 
edition of The clinician’s toolkit for improved patient care that each hospital or Area health 
service should have a properly-constituted credentialing committee as well as a Board of 
clinical privileges (NSW Department of Health 2001). The credentialing committee is 
responsible for the comprehensive review of the competence of a clinician, and then 
provides a recommendation to the Board of Clinical Privileges (NSW Health 2001). This 
Board reviews the recommendation provided by the credentialing committee and 
conducts the delineation of the scope of clinical practice for the clinician. This approach 
differs from credentialing systems in which the function of credentialing (verification of 
credentials and peer-review) and delineation of the scope of clinical practice are 
conducted by the one credentialing committee.  

The South Australian Department of Health (SA Health) policy for credentialing and 
defining the scope of clinical practice is outlined in the report: The policy for credentialling 
and defining the scope of clinical practice for medical and dental practitioners (2010). SA Health has a 
region-based credentialing system, and in some cases a number of institutions may fall 
within the same region. The credentialing committee reports to the Region CEO and is 
chaired by the Region CMO. The credentialing committee also contains three medical 
practitioners appointed to the committee by the CEO, a clinician in the area of specialty 
of the applicant, and a human resources officer of the region. The credentialing 
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committee verifies the applicant’s credentials and defines the scope of clinical practice, 
and then communicates their determination to the Head of the Unit/department within 
the region in which the applicant will be practising.  

Within the Western Australian healthcare system the credentialing committee reports to 
the Area/State-wide Health Service Board and to the Appointing Officer, who is a 
delegate of the Area/State-wide Health Service Board (WA Department of Health 
2005c). The chairperson of the credentialing committee is elected by the core members 
of the credentialing committee and acts as the authorised channel of communication for 
the committee. The credentialing committee’s recommendation regarding the scope of 
practice of a clinician is forwarded to the Appointing Officer for approval. The 
Appointing Officer is also accountable for the implementation and management of the 
organisation’s clinical governance program. The clinical governance model employed 
within Western Australia is outlined in Figure 13 (Appendix ), and a flowchart outlining 
the steps within the credentialing process is available in Figure 15 (Appendix 3).  
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4.4.2 Initial credentialing  

The credentialing process involves determining a clinician’s competence, performance 
and professional suitability. In relation to credentialing, competence can be defined as the 
minimum level of skill, knowledge and expertise, derived through training and 
experience, that is required to perform a task or procedure safely and proficiently 
(ACSQHC 2002). This includes the interpretation and management of initial clinical 
results and the management of complications, in addition to the technical aptitude 
needed to complete a procedure safely (ACSQHC 2002).   

Information required from an applicant for the process of initial credentialing and 
recredentialing is outlined in Table 12. 
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Table 12 Information required from an applicant for credentialing or 
recredentialing  

Initial credentialing Recredentialing  

Details of lifetime professional registration history 
including evidence of current professional 
registration 

Evidence of current registration 

Details of lifetime education and training history, 
with certified copies of all qualifications 

Details of education and training undertaken, and 
any endorsement or accreditation awarded by a 
professional college, association or society since the 
previous declaration 

Details of accreditation by professional colleges, 
associations or societies for the provision of clinical 
services, procedures or other interventions 

Details of all healthcare-related employment 
undertaken since the previous declaration, including 
current employment 

Details of all past and continuing healthcare-related 
employment 

Details of current involvement in clinical audits, 
peer-review activities and CME since the previous 
declaration 

Details of current involvement in clinical audits, 
peer-review activities and CME 

Whether an activity log book is maintained 

Details of experience in teaching in research, where 
applicable 

A summary of clinical activity undertaken over the 
past 12 months in all locations, including 
approximate number, type and location of clinical 
services, patients procedures or interventions, 
diagnoses treated and consultations rendered 

Whether an activity log book is maintained Where available, objective data on the outcomes of 
that clinical activity. This may be obtained via 
performance review 

A summary of clinical activity undertaken over the 
past 12 months in all locations, including 
approximate number, type and location of clinical 
services, patients procedures or interventions, 
diagnoses treated and consultations rendered 

Details of the specific scope of clinical practice 
requested 

Where available, objective data on the outcomes of 
that clinical activity 

The precise information required to fulfil the 
criteria necessary for the scope of clinical practice 
requested 

Details of the specific scope of clinical practice 
requested 

Evidence of the type and scope of current 
professional indemnity insurance 

The precise information required to fulfil the 
criteria necessary for the scope of clinical practice 
requested 

Either: 

a declaration that there has been no change to the 
previous information provided regarding: 

any change to the defined scope of clinical practice 
or denial, or suspension, termination or withdrawal 
of the right to practise in any other organisation; 

any disciplinary action or professional sanctions 
imposed by any registration board; 

any criminal investigation or conviction; and 

the presence of any physical or mental condition or 

Evidence of the type and scope of current 
professional indemnity insurance 

A declaration regarding any prior change to the 
defined scope of clinical practice or denial, 
suspension, termination or withdrawal of the right 
to practice in any other organisation 

A declaration regarding any prior disciplinary action 
or professional sanctions imposed by any 



 

- Credentialing in surgery: a systematic literature review - 52

registration board substance abuse problem that could affect the 
clinician’s ability to exercise the requested scope of 
clinical practice or that would require any special 
assistance in order to enable the clinician to exercise 
that scope of clinical practice safely and 
competently 

or: 

a declaration describing the specific changes to the 
information provided relating to these aspects of 
professional status and performance.  

A declaration regarding any criminal investigation 
or conviction 

A declaration regarding the presence of any physical 
or mental condition or substance abuse problem 
that could affect the clinician’s ability to exercise the 
requested scope of clinical practice or that would 
require any special assistance in order to enable the 
clinician to exercise that scope of clinical practice 
safely and competently 

Written consent for the committee responsible for 
credentialing and defining the scope of clinical 
practice and/or the organisation to verify with 
relevant individuals, external organisations and 
nominated referees the validity of all claims made, 
including explicit consent for the organisation to 
verify the clinicians declaration regarding health 
status, professional registration history and criminal 
record 

Written consent for the committee responsible for 
credentialing and defining the scope of clinical 
practice and/or the organisation to verify with 
relevant individuals, external organisations and 
nominated referees the validity of all claims made, 
including explicit consent for the organisation to 
verify the clinicians declaration regarding health 
status, professional registration history and criminal 
record 

CME: continuing medical education. 
Source: ACSQHC (2004).  

 

Establishing essential criteria for a clinical position 

Establishing essential criteria for a clinical position is an important step in the 
credentialing process (ACSQHC 2004). This involves: 

 consideration of the local environment, including organisational need and capacity, 
in which the proposed clinical services will be provided 

 consideration of the available objective, evidence-based criteria relevant to 
competence and performance in specific positions 

 consideration of the recommendations of the relevant professional/specialist 
college, association or society in relation to the period and nature of the training and 
experience necessary to develop competence and high-level performance in specific 
positions 

 consideration of available information regarding the relationship between volume of 
clinical services performed and their safety and quality, and the likely impact of 
service volume on clinical outcomes in the local environment 

 establishment of minimum credentials (threshold credentials) in consultation with 
the relevant clinical leader (clinical director) for each specific position and service for 
which applications for credentialing and defining the scope of clinical practice are 
expected to be received 

 ensuring that threshold credentials address the minimum education, formal training, 
clinical experience, leadership experience, teaching and training experience, research 
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experience and communication and teamwork skills required for the specific 
position 

 ensuring that threshold credentials are based on objective criteria about the 
necessary period and character of training and experience, rather than the possession 
of specific endorsement or accreditation by named colleges, associations or societies 

 determining the precise education, training, experience and clinical outcome  

 consideration of information that will assist with the process of credentialing and 
defining the scope of clinical practice and that should therefore be submitted by the 
applicant 

 determining the threshold credentials and relevant forms and content of information 
that should be requested from each clinician who applies for appointment for a 
specific scope of clinical practice (ACSQHC 2004).  

 

Notably, the healthcare institution should advise applicants regarding: 

 the threshold credentials required before any application will be processed 

 the specific forms and content of information required for submission in order to be 
considered by the credentialing committee (which also defines the scope of clinical 
practice) (ACSQHC 2004). 

 

Establishing a policy on verification of credentials 

The healthcare institution should develop an appropriate policy for the designation of 
responsibility to the relevant body/department/manager for the verification of 
credentials. This policy should cover applicants who apply for appointment in an 
institution, applicants who apply for any change to their current scope of practice; and 
applicants whose scope of practice is under review for any reason (ACSQHC 2004). 

If the institution accepts verification of credentials by a third party it should clearly 
document the criteria by which third party organisations will be approved to undertake 
this role. Additionally, the institution should ensure that its performance requirements 
are rigorous and complete, and appropriately documented in an agreement with each 
relevant third party organisation (ACSQHC 2004).  

The role of  specialist colleges 

Within Australia, the role of specialist colleges in the process of credentialing and 
defining the scope of clinical practice involves providing advice to institutions regarding 
the nature of training, education and experience required to develop the necessary 
competence and to perform a specific role within a specific institutional context 
(ACSQHC 2004). Other activities linked to the ongoing competence of clinicians, which 
are not directly related to the credentialing process, include standard setting in vocational 
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registration, continuing medical education (CME), maintenance of professional 
standards, and practice definition. Specialist colleges can also have a direct advisory role 
to individual practitioners.   
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4.4.3 Recredentialing 

Recredentialing may be defined as “the formal process used to re-confirm the 
qualifications, experience and professional standing (including history of and current 
status with respect to professional registration, disciplinary actions, indemnity insurance 
and criminal record) of clinicians, for the purpose of forming a view about their ongoing 
competence, performance and professional suitability to provide safe, high-quality health 
care services within specific organisation environments” (ASCSQHC 2004, p 6). 

Performance management should form a part of the recredentialing process as outlined 
in Table 12 (ACSQHC 2004). Increasingly, objective performance data is being collected 
and analysed in order to improve the quality of healthcare delivered (ACSQHC 2004).  

The following areas of practice should be assessed during performance review, for the 
purpose of recredentialing. 

Caseload 

The institution’s credentialing committee should obtain data regarding the caseload of 
the clinician under consideration since the last credentialing review. This should 
comprise 

 a listing of patients, diagnosis given and procedures undertaken 

 summary data on numbers of patients with each diagnosis 

 summary data on numbers of each type of procedure performed or each type of 
treatment administered (Frommer et al 2005b). 

A clinician may wish to provide equivalent data from another institution in order to 
demonstrate total caseload. Whilst informative, this data should be reported and 
considered separately, as activity in another institution is outside the jurisdiction of an 
institution’s credentialing system (Frommer et al 2005b).  

Clinical behaviour 

Assessment of the clinical behaviour of a clinician can be divided into four categories: 

 Assurance of organisational capability: the performance review manager should 
ascertain that the clinician has not performed any procedures or interventions in a 
situation in which they believed that there would be insufficient organisational 
capability or facilities to successful achieve positive patient outcomes. For example a 
clinician should demonstrate that they have not performed an invasive procedure in 
a situation in which they were unsure whether there were adequate postoperative 
care facilities to cope with any post-procedural complications. 

 Patient-centred care: a clinician should demonstrate adequate evidence of patient-
centred care in their clinical behaviour(s). To determine this, performance reviewer 
managers ask a number of questions regarding:  

- patient accessibility to their services 
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- provision of information to patients and other members of multi-disciplinary 
teams 

- ensuring patients make informed treatment decisions 

- navigation through the treatment process 

- invitation and interaction with family and social context 

- communication with office staff 

- documentation of complaints. 

 Appropriate engagement in multi-disciplinary management: the clinician should 
record and report any involvement in multi-disciplinary case conferences. 

 Appropriate referral activities including: 

- referral to specialist clinicians within their profession, who have a greater scope 
of clinical practice than that of the clinician under review 

- referral to clinicians from alternative specialties 

- appropriate communication with the referring practitioner (Frommer et al 
2005b). 

 

Safety and quality 

Indicators for safety and quality included for performance review should be selected 
according to specialty, and should be provided by the credentialing committee (Frommer 
et al 2005b). In addition, the volume of clinical activity undertaken by the clinician over 
the past 12 months should also be reviewed, and conclusions drawn regarding the 
clinician’s ongoing competence and performance. Review of available sources of 
objective data regarding the clinician’s competence and performance, including available 
registry or audit data, should be analysed where available under the following 
considerations: 

 the validity of measures of the safety and quality of the healthcare services delivered 
by the clinician under review, including whether they are appropriately stratified and 
risk-adjusted 

 whether these measures contribute to a reliable assessment of the clinician’s 
competence and performance according to the requested scope of clinical practice 
(ACSQHC 2004).  
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Recredentialing frequency 

The frequency of recredentialing was examined across the white papers published by 
Australian state health departments.  

Table 13 Recredentialing frequency reported in the included studies 

Government/jurisdiction Frequency
NSW Health (2001) Upon appointment/re-appointment (performance appraisal 

frequency NR) 
QLD Health (HQCC 2010) Maximum of 5 years or when circumstances change affecting 

the medical practitioner (performance appraisal frequency 
NR) 

SA Health (2010) Maximum once every three years (experienced clinicians) 

Overseas or clinicians with limited experience within the 
scope of clinical practice applied for should have a review of 
performance within first three months (with a supervisory 
report) (performance appraisal frequency NR) 

New appointments: three month probationary period for 
scope of clinical practice; with end of probationary period 
performance report given to credentialing committee. 

TAS Department of Health and Human 
Services(2011) 

NR (performance appraisal frequency NR) 

VIC DHS (2009)  Once every 5 years or unplanned as requested by the 
individual practitioner or an authorised person within the 
health service. Performance appraisal should be conducted 
annually. 

WA Department of Health (2009) Every three years, maximum every 5 years (performance 
appraisal frequency NR) 

NR: not reported; NSW: New South Wales; QLD: Queensland; SA: South Australia; TAS: Tasmania; VIC DHS: Victoria Department 
of Human Services; WA: Western Australia. 

 

 

 

 



4.4

New

The
follo
(sco
expe
the 
prov
syst

The
depa
poli

Cred
Exe
cred
of p
four

 

Figu

Sourc

 

 

4.4 Intern

w Zealand 

e definition o
ows: “…cre
ope of practi
erience and 
facilities and
vide. Creden
em designed

e NZ creden
artments in 
icies and dev

dentialing w
ecutive of th
dentialing pr
practitioner c
r-step creden

ure 5 New 

ce: NZ Ministry of

- Cre

national

of credential
dentialling [
ice) to health
current prac

d support se
ntialling is p
d primarily t

ntialing syste
terms of cre

velopment o

within the NZ
he DHB as a
rocesses are 
competence
ntialing proc

Zealand fo

f Health (2001) p 

edentialing in su

l credent

ling provide
[is] a process
h profession
ctice, within
ervices availa
art of a wide
to protect th

em is similar
edentialing c
of essential c

Z healthcare
a requiremen
delegated to

e require pee
cess which i

our-step cre

7. 

 

urgery: a systema

tialing m

ed by the Ne
s used to ass
nals on the b
n an organisa
able and the
er organisati

he patient” (

r to that of m
committee s
criteria for p

e system is t
nt of clinical
o senior med
er review (N
is outlined in

edentialing

atic literature rev

models 

ew Zealand 
sign specific
basis of their
ational conte
e service the 
ional quality
(NZ Ministr

many Austra
structure, est
positions.  

the responsi
l governance
dical staff, o

NZ Ministry 
n Figure 5.

process 

view - 

Ministry of 
c clinical resp
r training, qu
ext. This con
organisation

y and risk m
y of Health 

alian state he
tablishment 

bility of the 
e. The tasks 
on the basis t
of Health 20

Health is as
ponsibilities
ualifications
ntext includ
n is funded 

management 
2001, p 2). 

ealth 
t of credenti

Chief 
within 
that judgem
001). NZ ha

58

s 
 

s, 
des 

to 

aling 

ments 
as a 

 



The
the 
the 
grea
mon

The
also
cred

 

Figu

Sourc

 

Role

The
mec
and 

Prot
serv

e first step w
Medical Cou
organisation

atest demand
nitoring and

e tasks and in
o represented
dentialing pr

ure 6 Detai

ce: NZ Ministry of

e of  specialist

e roles of spe
chanisms of 
process res

tection of th
vices can be 

- Cre

within this cr
uncil of New
n in which th
d on organis

d improveme

nformation 
d in Figure 6
rocess is ava

iled summa

f Health (2001) p 

t colleges 

ecialist colle
providing p
ponsibilities

he communi
achieved by

edentialing in su

redentialing 
w Zealand, w
he applicant
sational reso
ent.  

required as 
6. In additio
ailable in Ap

ary of the ta

16. 

eges can be s
protection to
s (NZ Minis

ity and parti
y specialist c

 

urgery: a systema

process is th
whilst the ot
t is applying
ources, in th

part of the c
on, a more d
ppendix 4.  

asks within

summarised
o the commu
stry of Healt

icipation in t
colleges thro

atic literature rev

he responsib
ther three st

g to practice.
e form of on

credentialing
etailed summ

n the four-s

 into three c
unity, comm
th 2001). 

the quality a
ough: 

view - 

bility of, and
teps are con
 Step three r
ngoing clini

g process wi
mary of the 

tep credent

categories, n
munication r

assurance of

d undertaken
nducted with
represents t
ical quality 

within NZ ar
four-step 

tialing proc

namely, 
responsibiliti

f healthcare 

59

n by, 
hin 
the 

e 

cess  

ies 



 

- Credentialing in surgery: a systematic literature review - 60

 involvement in standard setting in vocational registration, CME, maintenance of 
professional standards and practice definition 

 providing an advisory role to individual practitioners, the Medical Council of New 
Zealand and DHBs (NZ Ministry of Health 2001). 

Communication responsibilities assigned to specialist colleges within the NZ 
credentialing system include the provision of timely advice and expertise to hospitals, 
provision of external assessors upon request; and specific advice on competence issues 
(NZ Ministry of Health 2001). 

Finally, process responsibilities of specialist colleges include collaboration with hospitals 
regarding: 

 the development of innovative ways to achieve credentialing requirements in 
small/highly specialised services 

 the improvement of practitioner competence (NZ Ministry of Health 2001).  
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United Kingdom 

Over the last decade, the NHS has moved towards a standardised process of medical 

regulation. Following the introduction of licences to practice in 2009, revalidation now 

constitutes the NHS’ standardised system that is most similar to credentialing, as it is 

based on local-level performance appraisal. However, at this stage of development, 

revalidation of a clinician’s licence to practice does not appear to be tied to a specific 

institution.  

Regulation of clinicians within the NHS requires that clinicians hold both a registered 

certificate and a licence to practice from the GMC. Medical practitioners holding 

registration with the GMC are listed on the GMC’s Register of Medical Practitioners and 

those possessing a license to practice are subject to revalidation every five years.  

 

Table 14 Regulation of clinicians in the NHS 

Doctors registered with a licence to practice Doctors registered without a licence to practice 

Are able to legally practise medicine in the UK Are not legally able to practise medicine in the UK 

Are able to legally undertake any of the activities 

restricted by law to doctors holding a licence, such 

as writing prescriptions or signing of death 

certificates 

Are not legally able to write prescriptions, sign 

death certificates or undertake any of the activities 

restricted by law to doctors holding a licence 

Will be subject to the requirements of revalidation, 

when introduced 

Will not be required to participate in revalidation 

when this begins (as they do not have a licence to 

renew) 

Are required to follow the GMC’s guide contained 

in Good Medical Practice (cite) 

Are required to follow the GMC’s guide contained 

in Good Medical Practice (cite) 

Are subject to GMC fitness to practice actions Are subject to GMC fitness to practice actions 

GMC: General Medical Council; NHS: National Health Service. 

Adapted from: GMC 2009. 

 

The GMC introduced licences to practice for clinicians on 16 November 2009, to 

facilitate the ongoing regulation and monitoring of clinicians and to ensure the safety and 

quality of the healthcare services they deliver (GMC 2009). Revalidation is the process by 

which a clinician’s license to practice is re-evaluated, and is anticipated to be introduced 

in late 2012 (GMC 2011a; GMC 2010).  

Revalidation 

Nine white reports were available for assessment of the revalidation process within the 
NHS (Table 15).  



 

- Credentialing in surgery: a systematic literature review - 62

Table 15 Studies included for assessment of the revalidation process 

Report title Institution Year 

Preparing for the introduction of medical revalidation: a guide for 
NHS leaders in England 

GMC 2011a 

Supporting information for revalidation and appraisal GMC 2011b 
The good medical practice framework for appraisal and revalidation GMC 2011c 
Revalidation: the way ahead GMC 2010 
Changes to registration requirements for UK doctors GMC 2010 
Medical revalidation – principles and next steps UK Department of 

Health 
2008 

Review of the readiness of appraisal and clinical governance to 
support the relicensure of doctors 

UK Department of 
Health 

2007a 

Trust, assurance and safety – the regulation of health professional in 
the 21st century 

UK Department of 
Health 

2007b 

Good doctors, safer patients: proposals to strengthen the system to 
assure and improve the performance of doctors and to protect the 
safety of patients 

UK Department of 
Health 

2006 

GMC, General Medical Council; NHS: National Health Service; UK:United Kingdom. 

 

The purpose of revalidation is to ensure that licensed doctors remain up to date and 
continue to be fit to practice (UK Department of Health 2008). Revalidation has two 
elements: 

 to confirm that licensed doctors practise in accordance with the standards 
appropriate to their speciality, which are built upon the GMC generic standards 

 to identify for further investigation, and remediation, poor practice where local 
systems are either not robust enough to do this or do not exist (UK Department of 
Health 2008).  

 

When the proposed system for revalidation was first introduced in 2007 it 

 was comprised of two processes:  

 re-licensing: confirming that doctors practise in accordance with the GMC’s generic 
standards 

 recertification: confirming that doctors on the specialist and GP registers confirm 
with the standards appropriate for their specialty.  

 

In 2010, after comprehensive consultation with specialist colleges, the NHS moved to 
consolidate these two processes into one process of re-licensure, known as ‘revalidation’. 
Reasons cited included the complexity and confusion that could arise from having two 
separate yet concurrent processes for revalidation; and the fact that requirements of 
specialist colleges for re-certification of their respective clinicians were founded on the 
GMC’s generic standards, and are adapted to add specific additional requirements 
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Supporting information for revalidation 

The supporting information required by the GMC for revalidation of clinicians is 
outlined in Table 16. 

Table 16 Matrix of relevant supporting documentation for revalidation 

General information CPD Quality improvement 
activity 

Feedback on 
clinician’s practice 

Personal details Personal learning Clinical audit Colleague feedback 

Scope of work Scope of practice (CPD 
should cover scope of 
practice) 

Review of clinical 
outcomes via national 
or local morbidity or 
mortality audits 

Patient feedback 

Record of annual 
appraisals 

Reflection (to standards) Case review or 
discussion 

Review of complaints 
and compliments 

 awareness 
 participation in 

investigation and 
response 

 actions taken in 
response to 
complaint 

 Identify 
opportunities for 
professional 
development 

 

Personal development
plans and their review 

Outcomes (of CPD 
training) 

Audit and monitor the 
effectiveness of a 
teaching programme 

Probity  Needs-based (as 
assessed by the 
individual clinician) 

Evaluate the impact and 
effectiveness of a health 
policy or management 
practice 

Health  Appraisal and clinical 
governance 

Significant events

Personal details  
CPD: continuing professional development. 
Adapted from: GMC 2010. 

 

Revalidation and the role of specialist colleges 

Revalidation must involve the specification of a clear set of standards formulated by each 
medical specialist college working in collaboration with specialist associations and others; 
and be approved by the GMC, in order to measure a clinician’s performance (GMC 
2010; UK Department of Health 2008). Methodologies for evaluating specialist practice 
will vary but must be based on actual clinical performance and assessed within the 
environment and clinical context. Principal responsibilities of the specialist colleges can 
be summarised as follows: 

 defining the relevant specialty and general practice standards 

 validating specialty tools for the evaluation of clincians’ practice 

 describing the types of supporting information required to meet the relevant 
specialty standards 

 providing specialty guidance for appraisees, appraisers and Responsible Officers 
(GMC 2010).  

In addition to these principal responsibilities, the specialist college have suggested a 
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number of proposed methods of their input into the local performance appraisal and 
GMC final determination of revalidation. The NHS is continuing the discussions with 
specialist colleges in relation to their role in these processes. One proposal suggests that 
the role of specialist colleges in local appraisal would entail provision of guidance and 
advice to appraisers and Responsible Officers on the specialty standards and supporting 
information (GMC 2010). Additionally, some colleges propose their provision of direct 
input into the recommendation synthesised by the Responsible Officer. This may involve 
quality assurance of the revalidation process and/or auditing or sampling of some of the 
supporting documentation included in the synthesis of the recommendation. Another 
alternative is that each of the doctors within their specialty has direct involvement in the 
recommendation, by way of a local panel that would involve the Responsible Officer, 
college or faculty representative and possibly a non-medical representative (GMC 2010). 
Once assembled, a panel with this composition would be similar to those for 
credentialing committees within Australia, which are responsible for both initial and 
recredentialing. 
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United States of America 

The process utilised for the credentialing of clinicians within institutions in the USA 
depends upon whether a practitioner holds an independent license to practice, provided 
by State Medical Boards. The requirements for obtaining a licence to practice vary across 
the many States and jurisdictions within the USA.  

In addition to verifying the validity of a clinician’s license to practice, institutions must 
also determine, according to state law, whether a clinician is considered independent.  

The Joint Commission standards 

The Joint Commission (2011) defines a licensed independent practitioner as “…any 
individual permitted by law and by the hospital to provide care, treatment and services 
without direction or supervision, within the scope of the individual’s license and 
consistent with individually granted clinical privileges” (The Joint Commission 2011, p 
28). The Joint Commission does not determine whether a practitioner is a licensed 
independent practitioner as this is determined by state law and hospital bylaws (The Joint 
Commission 2011). Consequently, the OMS and governing body must together ascertain 
and establish a policy to determine which healthcare professionals will be permitted to 
practice independently based on state law. The best example of a licensed independent 
practitioner is a physician, as state laws and hospital policies grant physicians the ability 
to practice without direction or supervision.  

The second factor which affects the credentialing process within the USA healthcare 
system is whether a licensed independent practitioner is a hospital employee. If so, then 
hospital human resources policies also apply. In contrast, if the licensed independent 
practitioner is an external contractor then human resources policies do not apply, but the 
clinician must still complete the credentialing and clinical privileging process (defining 
the scope of clinical practice) according to the OMS policies.   

Similarly, the scope of clinical practice determined via the credentialing processes is 
institution-specific within the USA healthcare system.   

Credentialing process models 

Two credentialing models proposed by The Joint Commission standards were identified 
(Figure 8, Figure 9). 
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Figure 8 USA credentialing process: model 1 

 
Adapted from: The Joint Commission (2011) p 113. 

 

In the first model the Department Chair conducts the review of the information supplied 
by the applicant, interviews the applicant (if required by hospital policy) and provides a 
recommendation to the credentialing committee regarding the definition of the scope of 
clinical practice (clinical privileges). The credentialing committee then reviews the 
Department Chair’s recommendation in the context of the information supplied by the 
applicant and provides a recommendation to the MEC. Finally, the MEC reviews the 
recommendation made by the credentialing committee and forwards the 
recommendation to the governing body for approval.  

 

Figure 9 USA credentialing process: model 2 

 
Adapted from: TheJoint Commission (2011) p 113. 
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The second model outlines the process employed if an institution does not have a 
credentialing committee, which The Joint Commission standards indicates it is not a 
requirement for accreditation. The Department Chair conducts the interview and reviews 
the applicant’s information and provides a recommendation directly to the MEC. The 
MEC then reviews the recommendation provided by the Department Chair and 
forwards this to the governing body for final approval.  

Information required for the credentialing process 

The content of the applications submitted for the credentialing process will depend upon 
the characteristics of the applicant, as well as the size of the hospital and the scope of 
services provided. Information typically included within applications includes: 

 personal information and demographics including name, date of birth, social security 
number and contact details 

 education and training, including medical education, internships, residencies and 
fellowships 

 military service, if applicable 

 licensure including past and present certificates 

 board certification from specialities or sub-specialties 

 hospital affiliations, both current and past, as well as names of the department chairs 
and reasons for leaving if no longer affiliated 

 work experience 

 professional references (not including current or prospective partners in practice) 

 professional liability carriers (medical insurance) including the name of the company, 
address, policy number, dates of coverage and amounts of coverage 

 letter of health status 

 delineated list of requested privileges (scope of clinical practice) 

 teaching and faculty appointments, research and publications 

 voluntary and involuntary termination of medical staff membership or voluntary or 
involuntary limitation, reduction or loss of clinical privileges (scope of clinical 
practice) at another hospital 

 previously successful or pending challenges to any licensure or registration or the 
voluntary relinquishment of such licensure or registration 

 involvement in professional liability action and final judgements or settlements 
involving the practitioner submitting the application (The Joint Commission 2011).  
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Veterans Health Administration 

The credentialing process outlined within the VHA handbook was similar to that found 
in The Medical Staff Handbook compiled by The Joint Commission; as The Joint 
Commission represents the leading organisation for health accreditation and standards 
within North America (The Joint Commission 2011). Scope of practice (clinical 
privileges) granted by the VHA is specific to the institution in which they were applied 
for, and the VHA only credentials licensed independent practitioners (see definition in 
the previous section ‘The Joint Commission standards’).  

The process for initial definition of the scope of clinical practice (privileging) is outlined 
in Figure 10.  

 

Figure 10 Credentialing process within the Veterans Health Administration 

 
* Chief of the specialty in which the applicant is applying for scope of clinical practice (privileges). 
Adapted from: Department of Veterans Affairs (2008). 

 

Information required for the credentialing process 

The information required from an applicant depends upon the department and/or 
specialty in which the clinician’s services will be provided. Consequently, the criteria for 
the delineation of the scope of clinical practice should be recommended by the MEC and 
approved by the Facility Director. The general categories of information required for 
credentialing and definition of scope of clinical practice are similar to The Joint 
Commission standards outlined earlier.  

Recredentialing 

The process of recredentialing and re-definition of scope of clinical practice is known as 
reappraisal and reprivileging within the VHA.  

Reappraisal “…is the process of re-evaluating the professional credentials, clinical 
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competence and health status of practitioners who hold clinical privileges within a 
facility: (Department of Veterans Affairs 2008 p 40). The reappraisal process must 
include information regarding: 

 any successful or pending challenges to any licensure or registration 

 voluntary or involuntary relinquishment of licensure or registration 

 limitation, reduction or loss (voluntary or involuntary) of privileges at another 
hospital 

 loss of medical staff membership 

 pending malpractice claims or malpractice claims closed since last reappraisal or 
initial appointment 

 mental and physical status 

 any other reasonable indicators of continuing qualifications.  

Information regarding the number of procedures performed, major diagnoses treated, 
rates of complications compared with others performing the same procedures; and 
adverse events indicating patterns or trends in a practitioner’s clinical practice are also 
useful for the reappraisal process. However, these must be compared to the aggregate 
data of other credentialed practitioners conducting the same procedures within the 
institution.  

Review of the scope of clinical practice (re-privileging) 

The VHA defines re-privileging as “…the process of granting privileges to a practitioner 
who currently hold privileges within the facility” (Department of Veterans Affairs 2008 p 
42). According the VHA policy, this process must be conducted every two years. The 
process for redefinition of the scope of clinical practice is outlined in Figure 11.  

During the review process the Service Chief must assess a minimum of two peer 
recommendations (Figure 11). Following receipt of peer recommendations, the Service 
Chief of the specialty in which the clinician is being re-privileged produces a 
recommendation for re-privileging to the MEC. The MEC then provides a 
recommendation to the Facility Director, based upon the Service Chief’s 
recommendation and review of the applicant’s re-privileging information. The Facility 
Director provides the final approval for the privileges granted through the re-privileging 
process.  
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Figure 11 Review of definition of clinical practice process within the VHA 

 
* Chief of the specialty in which the applicant is applying for scope of clinical practice (privileges). 

Adapted from: Department of Veterans Affairs (2008). 
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Canada 

One white paper published by the AHS was available for the assessment of the 
credentialing process within the province of Alberta, Canada (AHS 2011b). The AHS 
process of credentialing and defining the scope of clinical practice is comprised of four 
key steps (Figure 12).  

 

Figure 12 Albert Health Service credentialing process 

 
Adapted from: Alberta Health Service (2011b). 

 

Firstly, the Medical Affairs Office (MAO) receives the applications from clinicians 
seeking to be credentialed. Once the MAO has verified the application is complete and 
that all supporting information is attached, it progresses to the Zone Department Head, 
who provides an initial recommendation to the Zone Application Review Committee 
(ZARC). This committee acts in a similar manner to a credentialing committee. The 
ZARC receives the initial recommendation from the Zone Department Head, reviews 
this recommendation as well as the supporting information, and forwards a second 
recommendation to the Chief Medical Officer regarding final approval. 

 

Similarly to the USA, within Canada each healthcare institution operates according to 
medical staff bylaws. Credentialing policies and processes are synthesised in accordance 
with these medical staff bylaws. As each institution is responsible for producing medical 
staff bylaws, there is variability between institutions with regard to credentialing and 
defining the scope of clinical practice policy and procedures. Medical staff bylaws were 
identified for a number of institutions throughout Canada; however, were not included in 
this report as they did not meet the inclusion criteria for the examination of the 
credentialing process and the supporting governance structures.   
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4.5 Additional research questions 
A number of topics of interest were identified by the Advisory Committee, including the 
impact of surgeon volume on technical competence as well as methods of determining 
surgeon competence, and the role of clinical audit in performance appraisal and 
recredentialing; which are briefly outlined in this section.  

4.5.1 Surgeon volume and technical competence 

The literature indicated that criteria for assessing clinician competence, including 
technical and cognitive skills, should be recommended by the specialist medical college to 
which the clinician is registered (UK Department of Health 2006). Whilst technical 
competence is an attribute to be assessed in the credentialing process, none of the 
identified literature included specifically for assessment of the credentialing process or 
governance structures required to support credentialing processes, provided guidelines 
on surgeon volume and its subsequent impact on technical competence. Consequently, a 
number of focused and specific literature searches were conducted to obtain high-level 
evidence to inform on the relationship between surgeon volume, technical competence 
and patient outcomes. Four systematic literature reviews were available to inform on a 
number of indications (Archampong et al 2010; Gooiker et al 2010; Marlow et al 2007; 
Post et al 2009). The findings of these reviews are outlined in Table 17.  

Table 17 Findings of the systematic literature reviews for surgeon volume 

Study Indication No. of 
included 
studies 

Findings

Archampong 
et al 2010 

Rectal cancer surgery 11 Rectal cancer patients of surgeons with higher case-
loads were associated with better survival and lower 
risk of permanent stoma and abdominoperineal 
excision of the rectum. There was no significant 
difference between high and low case-load volume 
surgeons for anastomotic leak rate. 

Gooiker et al 
2010 

Surgical treatment of 
breast cancer 

12 A meta-analysis that survival after breast cancer 
surgery was significantly better with high-volume 
providers; however, solid evidence for a specific 
minimal volume standard cannot be identified in the 
literature. 

Marlow et al 
2007 

Abdominal aortic 
aneurysm, knee 
arthroplasty, liver 
resection, 
oesophagectomy, 
prostatectomy 

76 There was insufficient evidence available to 
definitively state that increased hospital/surgeon 
volume positively impacted patient morbidity, 
mortality or length of stay. 

Post et al 
2009 

Rheumatoid arthritis, 
diabetes mellitus, 
cystic fibrosis 

22 The available literature suggested that outcomes 
were not superior in specialised centres or with 
subspecialists compared with other forms of chronic 
illness care.  
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Post et al (2009) postulated that surgeons who possess a greater case-load volume may 
have superior processes for the delivery of care. Consequently, Post et al (2009) 
suggested that further research should be conducted to evaluate differences in processes 
of care between high-volume and low-volume providers in order to identify those factors 
that positively affect patient outcomes.  

Technical competence and credentialing 

The findings of these systematic reviews may indicate that for, the purpose of 
credentialing, minimum surgeon volume thresholds may be necessary to indicate a 
minimum level of surgeon competence, but are not sufficient in indicating actual 
technical competence. 

4.5.2 Methods of assessing surgeon competence 

The definition of competence, as outlined in RACS Surgical competence and performance guide 
(2008) is “…what we [as surgeons] have been trained to do and, during training, the 
process of developing competencies under the supervision of the RACS Education 
Board” (RACS 2008, p 3). In contrast, performance is about practice. “How we [as 
surgeons] perform is influenced by a variety of abilities, some of which are technical and 
others are non-technical” (RACS 2008, pp 3). There is an inter-relationship between 
competence and performance. 

Components of surgical competence identified in the RACS guide include: 

 medical expertise  

 judgement and decision-making 

 technical expertise 

 professionalism 

 health advocacy 

 communication 

 collaboration and teamwork 

 management and leadership 

 scholarship and teaching.  

Defining the scope of clinical practice is a component of technical expertise (RACS 
2008). For a surgeon this involves understanding the limitations of both one’s 
competencies and of organisational factors, such as infrastructure and human resources, 
that may compromise the performance of certain procedures under certain conditions. 

Tools for assessing surgeon performance across the nine key competencies outlined 
within the RACS guide include self-assessment, assessment by others, surgical audit and 
peer review, performance review, review of complaints and adverse events, case review 
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and multi-source feedback (RACS 2008).  

Self-assessment 

The RACS guide may be used by surgeons to assess their own performance and the 
status of their competencies (RACS 2008). In addition, completion of the annual RACS 
Continuing Professional Development (CPD) ensures that surgeons maintain a record 
that demonstrates their ongoing commitment to life-long learning (RACS 2008).  

Assessment by others 

Assessment by others may be undertaken by a number of methods, which are outlined 
below: 

 surgical audit and peer-review: all surgeons who perform operative procedures are 
required by RACS to participate in an annual peer-reviewed audit; 

 performance review: to be undertaken by the Director of Surgery; 

 review of complaints and adverse incidents: currently the most used assessment tool, 
this method of assessment generally takes place following a perceived incident of 
poor performance by an individual surgeon; 

 case review: a form of audit that is typically undertaken when a surgeon’s 
performance is questioned, yet a specific complaint or incident appears to be absent; 

 multi-source feedback: also known as 360 degree review, this is a process in which 
feedback can be provided by a range of colleagues. In order to be accurate and 
comprehensive, greater lengths of time and input are required to capture the 
perspective of a number of colleagues.  

4.5.3 The role of clinical audit 

Two documentswere available for the assessment of the role of clinical audit with regard 
to performance review and recredentialing (NZ Ministry of Health 2001; UK 
Department of Health 2006). The NZ report indicated that credentialing policy should 
explicitly state the requirements of recredentialing and may include involvement in 
clinical audit (NZ Ministry of Health 2001). 

The UK report indicated that national clinical data sets, which gather and analyse clinical 
performance and draw conclusions, are valuable in obtaining a snapshot of nation-, state- 
or institution-wide performance. However, the value of such data may be limited when 
applied to performance appraisal and recredentialing processes for an individual clinician 
for a number of reasons: 

 insufficient detail captured within audit process may lead to an inaccurate portrayal 
of an individual clinician’s performance 

 senior clinicians generally provide treatments or interventions of greater technical 
competence, or treat patients with more complex/advanced disease; and 
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thereforedata collected may not be appropriately risk-adjusted (UK Department of 
Health 2006). 

Consequently, the use of clinical audit data for performance review or for evaluating the 
impact of credentialing processes on the safety and quality of healthcare services may not 
be appropriate. Rather, the method proposed by the NHS for evaluating the 
credentialing process is process audit, where the performance of credentialing process 
activities is measured against clearly defined standards for credentialing (UK Department 
of Health (UK) 2006). This proposed form of audit is championed by the NHS, which 
recognises that there are a number of complex factors affecting the relationship between 
credentialing and appropriately defining the scope of clinical practice, and the overall 
impact on the safety and quality of healthcare services (UK Department of Health 2006). 
Consequently, methods for evaluating the effectiveness of the credentialing process 
represent an area for further research.  
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5. Discussion 
The objective of this systematic literature review was to examine the credentialing 
process at an institutional level and assess the governance structures required to support 
the credentialing process at the institutional, regional and healthcare system levels. This 
involved the exploration of the impact that the credentialing process and respective 
governance structures have on the safety and quality of healthcare services. Three 
additional research questions were identified by the Credentialing in Surgery Advisory 
Committee, which explored the relationship between credentialing and:  

 surgeon volume, technical competence and patient outcomes 

 methods of determining surgeon competence 

 the role of clinical audit.  

Application of systematic methodologies for the assessment of the credentialing process 

and supporting governance structures was challenging, given the nature of the evidence 

base. In order to obtain relevant literature to answer the defined research questions, the 

assessment of the credentialing process was restricted to those occurring at an 

institutional level.  

Grey literature comprised the entirety of the included documents for assessment of the 

credentialing process, as these were the only publications reporting findings at an 

institutional level. Government white papers were also identified to report on the 

governance structures required to support the credentialing process at an institutional, 

regional or healthcare system levels. This review assessed the credentialing process and 

governance structures within a number of healthcare systems and jurisdictions within 

Australia, NZ, the USA, Canada and the UK.  

5.1 Australasia 

Credentialing white papers, including policy documents, were available from five 

Australian state health departments as well as other Australia-wide organisations 

including the ACN and the HQCC. Similarities were evident between the Australian state 

health department reports, as many were published following the release of the 

ACSQHC Standard in 2004. Parallels in credentialing process policies within Australia 

were evident with regard to establishing clear lines of responsibility for credentialing 

processes, composition of the credentialing committee responsible for defining the scope 

of clinical practice, and establishment of essential criteria for clinical positions. 

Differences were evident between Australian state health departments regarding the 

delegation of responsibility for the credentialing process; however, these differences were 

still within the models described within the ACSQHC Standard (ACSQHC 2004).  

NZ utilises a four-step credentialing process which had many similarities to the 
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Australian credentialing process; including credentialing committee membership, 
interactions with and the roles of specialist colleges, synthesis of credentialing policies, 
delegation of the responsibility for the credentialing process, and establishment of 
essential criteria for clinical positions.  

5.2 International healthcare systems 

The USA and Canadian healthcare systems differ greatly in structure and function to 
those of Australia and NZ. Safety and quality initiatives in healthcare are provided within 
North America mostly by private not-for-profit organisations contracted by 
state/provincial health departments or individual institutions. Healthcare institutions 
within both countries are required to develop medical bylaws, by which the institution 
operates. Credentialing and delineation of the scope of clinical practice policies and 
procedures are formulated in accordance with these bylaws; and therefore vary between 
institution as well as between state/province jurisdiction. No specific credentialing 
initiatives were identified within the USA or Canada. 

The process of revalidation within the NHS in the UK was identified as the system of 
medical regulation most similar to the credentialing process within Australia; and 
involves the re-licensure of clinicians according to local performance review results. The 
NHS has worked to standardise this process, and additionally established numerous NHS 
Health Authorities to assist in the monitoring of governance structures that support 
health service quality initiatives. In the last decade, seven NHS Health Authorities have 
either been created, or had their existing roles modified, including the Healthcare 
Commission, NPSA, National Clinical Governance Support Team and the Care Quality 
Commission.  

The impetuses for the creation and modification of the role of Health Authorities, 

implementation of governance structures and formalisation and development of the 

revalidation process in the UK were the Bristol Royal Infirmary Inquiry and the inquiry 

into the case of Harold Shipman (Bristol Royal Infirmary Inquiry 2001; UK Department 

of Health 2006). Failings in the NHS system identified by the Bristol Royal Infirmary 

Inquiry indicated that there was confusion throughout the NHS regarding who was 

responsible for monitoring the quality of care, and that no standards were in place for 

evaluating performance. Additionally, the continual and undetected malpractice of Dr 

Shipman, as well as the number of resultant victims demonstrates the importance of 

formalised revalidation and credentialing processes, the development of standards for 

performance evaluation, and of governance structures to ensure the adequate reporting 

and evaluation of the safety and quality of healthcare.  

No evaluation data that measured the impact of implementation and/or development of 

credentialing processes on healthcare service quality, safety or patient outcomes was 

reported in the studies included in this systematic literature review. Therefore, this area 

represents a topic for further research. The only evidence identified was provided by 
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publications arising from a number of process audits conducted by the NHS, at the mid-

point of the implementation of a number of planned structural reforms. However, these 

process audits did not provide any evaluation data regarding the effect these reforms had 

on the safety and quality of healthcare services or patient outcomes. The development of 

methods to evaluate the effect of implementation, modification, formalisation or 

development of the credentialing process or governance structures to support 

credentialing, would assist in determining the impact these reforms have on the safety 

and quality of healthcare services. However, it is likely that characterisation of this 

relationship and the capture of the required evaluation data would be difficult, as many 

factors confound the relationship between credentialing and the delineation of the scope 

of clinical practice, as well as the net result on patient outcomes.  
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6. Conclusion 
Credentialing and defining the scope of clinical practice are activities performed as part 
of other broader initiatives to ensure the safety and quality of healthcare services. The 
importance of developing and implementing credentialing processes may be best 
demonstrated in the cases of The Bristol Royal Infirmary Hospital and of Drs Shipman 
and Patel and the many resultant victims. Inquiries into these malpractice cases 
demonstrated that weaknesses and failures in credentialing processes and the governance 
structures which support credentialing processes resulted in a failure to identify and 
prevent the malpractice (Bundaberg Hospital Commission of Inquiry 2005, Smith 2004).  

Credentialing processes and governance structures that support the credentialing of 
clinicians were assessed within a number of healthcare systems and jurisdictions. Whilst 
there were differences in the methods by which the credentialing process was performed, 
four key principles were common throughout all documents included in this systematic 
review: 

 clear lines of responsibility for credentialing and supportive governance structures 

 clear standards for credentialing, representing how the credentialing process should 
be performed and providing a standard to which credentialing processes should be 
measured to 

 a culture of continuous improvement 

 evaluation of credentialing process outcomes.  

 
Credentialing lines of responsibility and governance structures 

The impact and success of credentialing processes relies on the responsibility for the 
credentialing process and the resultant definition of a clinician’s scope of clinical practice 
being clearly delegated and defined. The committee, body or senior manager responsible 
for the credentialing process is also held accountable for the synthesis of credentialing 
policies, establishment of essential criteria for clinical positions and definition of 
credentialing criteria and verification of credentials. Governance structures support the 
credentialing process, as they ensure that the lines of responsibility are clear and 
delegated, and provide the framework in which the credentialing process operates within 
the context of broader safety and quality initiatives. 

Credentialing standards 

The literature included in this systematic literature review highlighted the need for clear 
and defined standards for credentialing and defining the scope of clinical practice. 
Credentialing standards represent the guideline for how credentialing processes should 
be conducted in an institution and the benchmark to which the effectiveness of 
credentialing processes should be measured.  
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Cultural factors 

The experience of the NHS with regard to credentialing process and governance reform 
highlighted the need for individuals to be collectively aligned to the overall purpose and 
aim of quality initiatives within these areas of quality assurance in healthcare. Whilst 
implementation of credentialing standards, policies and clear definition of governance 
structures and lines of responsibilities may be established, if individuals are not aware of 
or aligned to their purpose, institutions will not reach their objective of improvement in 
the safety and quality of the provided healthcare services.  

Evaluation of credentialing process outcomes – a future area of research 

This systematic literature review did not identify any literature containing evaluation data 
for the assessment of the outcomes of the credentialing process. Capturing such data is 
difficult, due to the numerous factors which affect the relationship between credentialing, 
patient outcomes and the overall safety and quality of healthcare services. Methods used 
by the NHS for assessment of credentialing processes include process audit against the 
standards for credentialing. Consequently, development of methods of measuring the 
effectiveness of credentialing processes represents a topic of future research.  
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Shortened forms 
ACSQHC Australian Commission on the Safety and Quality of Health Care 

ACN Australian Cancer Network

AHS Alberta Health Service

BOM Board of Management

C&SOP credentialling and scope of practice

CEO Chief Executive Officer

CME continuing medical education

COS Chief of Service

CPD continuing professional development

CQC Care Quality Commission

CRD Centre for Review and Dissemination

DHB District Health Board

GMC General Medical Council

GP general practitioner

HA Health Authority

HQCC Health Quality and Complaints Commission

MAO Medical Affairs Office

MEC Medical staff Executive Committee

NAO National Audit Office

NCAS National Clinical Assessment Service

NHS National Health Service

NHS HTA National Health Service Health Technology Assessment 

NICE National Institute for Health and Clinical Excellence 

NPSA National Patient Safety Agency

NRLS National Reporting and Learning Service

NSW Health New South Wales Department of Health

NZ New Zealand

OMS organised medical staff

PCG primary care group
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PCT primary care trust

PICO patient, intervention, comparator and outcome

QIO Quality Improvement Organisation

QLD Health Queensland Department of Health

RACS Royal Australasian College of Surgeons

SA South Australia

SA Health South Australian Department of Health

TRIP turning research into practice

UK United Kingdom

US United States

VHA Veterans Health Administration

VIC DHS Victorian Department of Human Services

ZARC Zone Application Review Committee
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Sources of additional information 
The credentialing and defining the scope of clinical practice and appointment checklist 
can be found in Appendix 2 (p 14) of the Credentialling and defining the scope of clinical practice 
for medical practitioners in Victorian health services – a policy handbook 2009 by the VIC DHS. 
This checklist should be read in conjunction with the National Standards. 

 

During the synthesis of this review, however after the search execution date the 
Victorian Department of Human Services published an updated version of their 
Credentialling and defining the scope of clinical practice for medical practitioners in 
Victorian health services- a policy handbook: 

Victorian Department of Human Services 2011, Credentialling and defining the scope of clinical 
practice for medical practitioners in Victorian health services- a policy handbook, Victorian 
Government Department of Human Services, Melbourne.  

Available from: 
http://docs.health.vic.gov.au/docs/doc/F75634AE22D42207CA25790D001A3
79F/$FILE/Credentialling%20and%20defining%20the%20scope%20of%20clini
cal%20practice%20for%20medical%20practitioners%20in%20Victoria_2011%20
update.pdf. 
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Appendix Two: Australian clinical 
governance models 
Western Australia 

Western Australia has a ‘four pillar’ clinical governance system as previously described. 
Credentialing, recredentialing and performance review falls under the fourth pillar: 
professional development and management, which is depicted below in Figure 13.   
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Appendix Five: excluded studies 
Studies which were retrieved but subsequently excluded following application of 
inclusion criteria are documented below with reasons for exclusion.   

Did not report credentialing processes at an institutional 
level 

Armstrong, D, Enns, R, Ponich, T, Romagnuolo, J, Springer, J, Barkun, A 2007, 
Canadian credntialling guidelines for endoscopic privileges: an overview, Canadian Journal 
of Gastroenterology, vol. 21 pp 797-801.  

 

Bass, BL, Polk, HC, Jones, RS, Townsend, CM, Whittemore, AD, Pellegrini, CA, 
Busuttil, RW, Lillemoe, KD, Trunkey, DD, Mulholland, MW, Grosfeld, JL 2009, Surgical 
Privileging and Credentialing: A Report of a Discussion and Study Group of the 
American Surgical Association, Journal of the American College of Surgeons, vol. 209, pp 396-
404. 

 

Kavic, M 2009, Maintenance of certification, Journal of the Society of Laparoendoscopic 
Surgeons, vol. 13, pp 1-3. 

 

Ponich, T, Romagnuolo, J, Springer, J, Armstrong, D, Barkun, A 2007, Canadian 
credentialling guidelines for eophagogastroduodenoscopy, Canadian Journal of 
Gastroenterology, vol. 22, pp 349-54.  

 

Springer, J, Enns, R, Romagnuolo, J, Ponich, T, Barkun, A, Armstrong, D 2007, 
Canadian credentialling guidelines for endoscopic retrograde cholangiopancreatography, 
Canadian Journal of Gastroenterology, vol. 22, pp 547-51.  

 

Reported on credentialing processes in rural settings 

South Australian Department of Health 2008, Credentialling in SA country public health 
services, South Australian Department of Health, Adelaide.  
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