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This paper has been produced by the NSW Health State Scope of Clinical Practice Unit for

Senior Medical and Dental Practitioners. The role of this recently established Unit includes

responsibility for advising NSW Local Health Districts and Specialty Networks (LHD/SNs)

and the Ministry of Health regarding policies, guidelines and procedures related to

credentialing and the delineation of scope of clinical practice of senior medical and dental

practitioners. While aiming for more robust and efficient processes, the Unit will be

endeavouring to assist clinicians, medical administrators and managers across NSW Health

as they fulfil their important credentialing and appointment responsibilities, particularly with

the development of models to describe scopes of clinical practice. The State Scope of

Clinical Practice Unit works on behalf of all NSW LHD/SNs and is hosted by the Sydney

Children’s Hospitals Network.

For further information or to provide feedback on the issues in the Discussion Paper, please

contact:

Dr Roger Boyd, Director

Tel: (02) 9887 5674

Email: roger.boyd@health.nsw.gov.au

Jennifer Chapman, Project Manager

Tel: (02) 9887 5656

Email: jennifer.chapman@health.nsw.gov.au

Address: Building 8A, Macquarie Hospital

Corner Wicks Rd & Cox’s Rd

North Ryde 2113, NSW Australia

Website: www.schn.health.nsw.gov.au/ssocpu

This paper will be circulated to organisations within NSW Health, including LHD/SN Directors

of Medical Services, managers of senior medical workforce, members of LHD/SN Medical

and Dental Appointments Advisory Committees, Medical Staff Executive Council members,

and any other LHD/SN staff who may be interested in this project. The paper will also be

circulated to specialist medical and dental colleges plus relevant associations/societies and

consumers, and made available via the SSoCPU webpage and LinkedIn page, for interested

parties to comment.

Whilst there are specific consultation questions throughout this paper, you are welcome to

comment on any aspect of the discussion you wish. Comments should be submitted before

15 June 2015.
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1 EXECUTIVE SUMMARY

The primary goal of the State Scope of Clinical Practice Unit (SSoCPU) is to assist NSW

Health Local Health Districts and Specialty Networks (LHD/SNs) to appropriately define the

scope of clinical practice (SoCP) of their employed and contracted senior medical and dental

practitioners (SMDPs) by developing model SoCPs for each medical and dental specialty,

according to best practice. The specialties to be covered will be those listed by the

Australian Health Practitioners Regulation Agency (AHPRA), as well as any further

specialties or sub-specialties identified through the consultation process as requiring a

separate SoCP.

The model SoCPs will assist LHD/SNs to achieve clarity and consistency in the way

practitioners’ SoCP is defined, whilst still allowing for decisions to be made locally in

accordance with the facility’s needs and its role delineation. They will also provide a

measure of expert input and advice when considering the credentials appropriate for the

practice of particular specialties and sub-specialties. Employing bodies, professional

colleagues and the general public need to have confidence that there is an appropriate level

of scrutiny for each senior medical and dental practitioner working in NSW Health and thus

that their SOCPs are defined with sufficient detail.

The content of this paper is derived from available literature and the results of consultation

with medical administrators from NSW Health LHD/SNs.

The current Ministry of Health policy directive, PD2005_497 Visiting Practitioners and Staff

Specialists Delineation of Clinical Privileges Policy for Implementation states that it is based

on the following broad principles:

a) The public health organisation has the responsibility to ensure the competence and to
facilitate the performance of all medical practitioners and dentists practising within the
organisation. Therefore, all medical practitioners and dentists must have their clinical
privileges delineated at the time of appointment and re-appointment and as part of the
performance review process.

b) All practitioners must have their clinical privileges reviewed at regular intervals throughout
the period of their appointment or employment.

c) The assessment of clinical privileges must be undertaken by peers and associated
professionals.

d) Given the importance of this process to professional practice, the principles of natural
justice (merit, integrity, impartiality, openness, fairness) should be observed at all stages.

e) “No applicant is to be denied privileges on the basis of any elements of discrimination
(such as sex, race, age, colour, creed or national origin) prohibited in relevant legislation,
and the terms of any applicable discrimination legislation should be met”.

f ) The perspective of patients/clients and the public should be sought and taken into account
when decisions affecting the provision of health care are made. To this end, consideration
should be given to appointing a member to the Medical and Dental Appointments
Advisory Committee (MDAAC), who is a non-health care professional.

g) The role and infrastructure of the relevant facility is to be taken into account in determining
the clinical privileges that will be allowed.
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h) Clinical privileges may be reviewed at any time at the request of the MDAAC or at the

request of the practitioner.

Section 3 Consultation Questions: Are the current principles appropriate? Is

there any principle that should be removed or amended? What additional

elements should be included in these principles?

Credentials are the qualifications, professional training, clinical experience, and training and

experience in leadership, research, education, communication and teamwork that contribute

to a medical or dental practitioner’s competence, performance and professional suitability to

provide safe, high quality health care services.1 The SoCP is the extent of an individual

medical or dental practitioner’s clinical practice within a particular organisation based on the

individual’s credentials, competence, performance and professional suitability, and the

needs and the capability of the organisation to support the medical or dental practitioner’s

scope of clinical practice.2 Defining a practitioner’s SoCP follows on from credentialing and

both of these are an integral part of the recruitment process. The terms ‘Clinical Privilege’

and ‘Scope of Clinical Practice’ are often used synonymously. This paper uses the term

‘Scope of Clinical Practice’.

In some parts of NSW Health a separate definition has evolved. ‘Clinical privileges’ are

commonly expressed as a type of clinical duty or responsibility in which a SMDP may

practice according to the needs of their specialty as follows:

Privilege Definition

Admitting The right to admit the patient within the designated specialty under the
practitioners own name. Includes the right to accept transfer of care to
the nominated practitioner. (Restricted admitting rights means that
limited rights can be exercised within specific parameters.)

Consultative The right to be invited for consultation on patients admitted (or being
treated) by another practitioner.

Diagnostic The right to report and sign out on diagnostic investigations requested
by another practitioner.

Procedural
(alternatively
called ‘Operating
Theatres‘)

The right to open an operating theatre or a day procedure unit.

Outpatient The right to hold an outpatient or privately referred non-inpatient clinic
in the practitioner’s own name or to participate in a multidisciplinary
clinic taking final responsibility for the care of patients attending.

On Call The right to participate in the appropriate specialty on-call roster and
other on call rosters as required and requested.

Teaching The right to access …LHD patients for the purpose of teaching.

Research The right to participate in research projects or clinical trials.

1 ACSQHC (2004), http://www.safetyandquality.gov.au/wp-content/uploads/2012/01/credentl1.pdf.
Accessed on 6 January 2015.
2 ACSQHC (2004)
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Section 5 Consultation Questions:

Are the terms ‘scope of clinical practice’ and ‘clinical privileges’ synonymous?

Is the term ‘scope of clinical practice’ sufficient to use to refer to the extent of an

individual SMDP’s clinical practice within a particular organisation?

Do the clinical duties or responsibilities (i.e. admitting, consulting etc) add value

to the definition of SoCP? Should they be included in the definition of SoCP or

should they be separated?

Should the term ‘clinical privileges’ remain in use? Should it be changed to

clinical duties, clinical responsibilities, or dropped from common vernacular all

together?

As there are varying approaches to how SoCP is described, the SSoCPU has started with
no pre-conceived or preferred model. A literature review has been conducted which focused
on the question of how to best define a practitioner’s SoCP. Whilst there is a lack of
researched-based or empirical evidence substantiating a positive relationship between any
particular approach to defining SoCP with improved patient safety and outcomes, the
literature shows a growing movement towards more detailed methods of defining SoCP for
individual practitioners, and the importance of robust credentialing procedures.

Benefits of state-wide model SoCPs include:

o Increased confidence in the system for
patients, professionals and those with a
governance responsibility

o Improved synchronisation with hospital
role delineation

o State-wide consistency which will reduce
confusion for those practitioners who
move between NSW Health organisations

o Enhanced state-wide access to
information between local health districts
and specialty networks, due to an increase
in the level of trust and understanding of
the information obtained

o Reduced duplication of effort and expense
in creating SoCP templates

o Consistency of approach between
specialties

o A mechanism to better manage
practitioners with reduced capacity

o Improved ability to meet hospital accreditation requirements
o Improved efficiency for organisations providing state-wide services, such as NSW

Health Pathology

There are pros and cons to each of the various approaches of describing SoCPs. Of all the
various methods, a general statement of specialist qualification obtained is deemed
insufficient according to the literature. Many organisations are implementing approaches
utilising categories of broad procedures or treatment areas in keeping with the practitioner’s
qualifications and training, and specific procedures/treatment areas that are a normal part of
a practitioner’s training, but that may be performed irregularly by many in that field, or require
additional training and/or experience. Other approaches include the checklist approach with
lists of practices and procedures, which is generally not recommended, and a descriptive or
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narrative approach which does not appear to be widely used, based on the available
literature. Examples of different types of SoCP used in other organisations can be found at
these links:

Ballarat Health Service http://www.bhs.org.au/sites/default/files/finder/pdf/ethics-
committee/BHS%20Credentialing%20Scope%20of%20Practice%20Guidelines%20V10%20
3November%202104.pdf

British Columbia's Physician Quality Assurance Steering Committee’s Provincial Privileging
Project http://privileging.typepad.com/privileging_project/

Stanford Health Care, (2015). https://stanfordhealthcare.org/health-care-
professionals/medical-staff/credentialing-and-privileging/shc-privileging-references.html

Section 8 Consultation Question: Which elements are important to include in a
Scope of Clinical Practice?
• An overarching statement describing the specialty?

• A description (whether it is a list or narrative) of the usual practice within a

specialty?

• A description (whether it is a list or narrative) of elements of practice within

the practice within a specialty, but which may require additional training?

• A section to include areas of practice that are outside the usual practice of a

specialty, but for which the practitioner may have training and/or experience

and the facility can support?

• A section for ‘exclusions’ to indicate when an element of the normal practice

of a specialty is excluded from an individual practitioner’s SoCP?

• A section stipulating the education and training required? Which section

should this apply to?

• A section stipulating standards for maintenance of practice? Which sections

should this apply to?

• Instructions for those undertaking the credentialing and defining the SoCP
process?

• Anything else?

There are issues and concerns with achieving the goal of model Scopes of Clinical Practice:

o Striking the right balance between rigour and administrative burden is challenging.
Whilst permissive privileging is inadequate, a significantly increased administrative
burden may be unsustainable.

o It is challenging to identify the best model to use for defining SoCP, as there is no
empirical evidence that raises one approach over another.

o The role of standards for maintenance of competence, such as required case numbers
per year, is unclear. Whilst the use of such standards would be rigorous, there are
relatively few such standards available, and they can be difficult to apply.

o Where standards or guidelines for the maintenance of competence exist, they may be
restrictive or difficult to apply across all circumstances and locations, such as rural
locations where a different level of criteria may be accepted. They do not account for
differences in personal ability and previous experience. However, those responsible for
credentialing should be aware of the relevant guidelines that are available.

o Defining currency of practice is difficult and can tend to be arbitrary, thus it is hard to
ensure it reliably and validly meets the needs of health care organisations and
practitioners.
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o A quality IT solution is needed to access credentialing information and delineated
SoCPs for practitioners in NSW Health. Note that the Ministry of Health is currently
proceeding with an online e-Credentialing system.

o Questions have been raised regarding the level of integration that credentialing should
have with the recruitment process, and the level of centralisation that could be achieved.
Note that a state-wide centralised credentialing unit is not currently proposed for NSW
Health, however LHD/SNs may wish to consider the level of centralisation within their
organisation.

o There are concerns about the potential implications for practitioners on their
professional autonomy, income, and practice sustainability.

o There need to be better processes to link review of SoCP with the introduction of new
procedures, technology and services.

o Re-credentialing and re-defining the SOCP for each practitioner should be done every
three to five years according to the 2004 ACSQHC national standards, and the policies
and procedures in place for performance appraisal, supervision, mentorship need to be
in place and linked to the review of individual SOCPs.

o There is a difference between the requirements for an initial SoCP granted to a new
practitioner and that granted to a practitioner with experience.

o Training should be available for those responsible for credentialing and defining SOCPs.
o The question of applicability of credentialing and SOCP to non-specialists has been

raised. SoCPs appropriate for other categories of medical practitioners (Career Medical
Officers, Junior Medical Officers) or other types of clinicians are out of scope of the
current project, but feedback will be taken as part of consultation.

o There needs to be a mechanism to maintain the model SoCPs as practices change,
including removal of out of date practices.

o Opinions differ on the level of independent practice of level 1 and 2 dental officers and
thus where they should fall in the spectrum of appointment processes.

o There may be an impact on professionals in terms of advice for maintaining or regaining
currency and structuring training choices.

o There also needs to be an acknowledgement of the need to keep watch for unintended
consequences and to have procedures for these to be raised and managed as they
arise.

Re-
credentialing

and re-
defining SoCP

New procedures,
technology and/or
services approved

Practitioner's
updated

experience,
education and

training

Procedures no
longer performed,
outdated services,
defunct technology
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Section 9.3 Consultation Question: What is the role of standards or guidelines

for maintenance of competence in SoCPs?

Section 9.8 Consultation Question: How can review of SoCP be better integrated

with the processes for introducing new clinical procedures, models of care,

technology or services?

Section 9.9 Consultation Questions: Should review of SoCP be linked to the

VMO re-appointment process and the annual performance reviews for Staff

Specialists and VMOs, or should it be a discrete process that happens every

three to five years? How often should it occur?

Section 9.10 Consultation Question: Should the model SoCPs differentiate

between standards for new versus experienced practitioners?

Section 9.12 Consultation Questions: Should training be available for those

responsible for credentialing and defining the SoCP for SMDPs? If so, what

aspects should it cover?

Section 9.16 Consultation Questions: Should credentialing and SoCP processes

should be applied to all dental officers? If not, who should be different, why, and

how should they be dealt with?

There are anticipated issues with implementation including:

o Introduction of a more detailed method of delineating SoCPs in an environment where
generalised statements of practice have been the norm.

o Those LHD/SNs that have invested resources in developing their own methods of
defining SOCP and databases may be reluctant to change.

o Low literacy amongst the profession regarding SoCP issues.

o NSW is seen as more bureaucratic than other neighbouring states. This project may add

to the medical administration burden in some places.

o Anticipated objections from some specialists and specialties, including perceived

restrictions on their professional practice.

o The need to consult specialist medical colleges, relevant societies and craft groups.

o Difficulties in getting agreement between LHD/SNs due to differences in culture/climate.

The next stage of this project is to determine the best template to use to develop the model

SoCPs, and inform and engage SMDPs and those who are responsible for credentialing and

defining SoCP in each LHD/SN. A state-wide consultation will be undertaken by the project

team, with site visits to speak with MDAAC members, senior medical and dental

practitioners, medical staff council representatives, executive staff and medical

administration staff. This consultation will also result in policy advice regarding credentialing

and defining SoCP to the NSW Ministry of Health.

Whilst this paper contains a set of consultation questions, all are welcome to provide input to

the discussion on any aspect of this paper or on other issues related to credentialing and

defining SoCP for SMDPs. Comments should be forwarded to

Jennifer.chapman@health.nsw.gov.au by 15 June 2015.
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2 INTRODUCTION

2.1 Purpose of the Discussion Paper

The primary goal of the State Scope of Clinical Practice Unit (SSoCPU) is to assist NSW

Health Local Health Districts and Specialty Networks (LHD/SNs) to appropriately define the

scope of clinical practice (SoCP) of their employed and contracted senior medical and dental

practitioners (SMDPs) by developing model SoCPs for each medical and dental specialty,

according to best available practice.

Early investigations have revealed widely varied approaches to defining SoCPs, from very

broad and permissive at one end, to detailed checklists complete with criteria at the other

end, and various combinations in between. There is no consistent approach being used by

LHD/SNs across NSW, and the SSoCPU has commenced with no preconceived idea of a

preferred approach.

Current NSW Health policy PD2005_497 Visiting Practitioners and Staff Specialists

Delineation of Clinical Privileges Policy for Implementation provides an approach that not all

NSW Health Local Health Districts are using, and anecdotally the possible reasons for this

could include:

- Lack of clarity regarding the best approach to creating SoCP templates for each

department to use or how to apply the NSW Health policy template

- Lack of resources to create the template SoCPs for each specialty

- Lack of traction with Department Heads and other clinical leaders to create template

SoCPs

- Belief that a well-defined SoCP will not necessarily lead to increased patient safety

The SSoCPU hopes to assist LHDs to address these problems by engaging the medical and

dental workforce in this project and developing model SoCPs for each medical and dental

specialty. Model SoCP documents will be designed to provide guidance in the processes of

credentialing and defining scope of clinical practice. They are intended to have the following

advantages:

• Assist LHDs/Networks in achieving clarity and consistency in the way practitioners’

scope of clinical practice is defined, whilst still allowing for decisions to be made

locally in accordance with the facility’s need and its role delineation;

• Provide a measure of expert input and advice for LHDs/Networks when considering

the credentials appropriate for the practice of particular specialties and sub-

specialties.

However, there is no research-based or empirical evidence that shows which approach to

defining the SoCP is best practice, and there are a number of pros and cons to each of the

various approaches. This discussion paper will elucidate these issues and provide a basis

for consultation and further work, with a view to obtaining an agreed preferred approach to

developing the model scopes of clinical practice which has had input from SMDPs,

managers and other stakeholders across the State.
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This paper will also provide a basis for discussion of issues relating to SMDP credentialing

and SoCP policies and procedures. The resulting consultation will form the basis of SSoCPU

advice to the Ministry of Health on policy and procedure, advice to eHealth regarding

credentialing systems, and to scope further work that may be undertaken in the future.

2.2 Methodology

The content of this paper is derived from available literature and the results of initial

consultation with medical administrators from NSW Health LHD/SNs. All LHD/SNs have

been consulted about the following:

• The credentialing process including MDAAC and sub-committee structure

• How they define, manage and monitor SoCPs

• Processes and frequency for review of SoCP for SMDPs

• Degree of centralisation of MDAAC and contract management

• What database (if any) is in use for SMDP credentialing and defining SoCP

• Issues with accreditation pertaining to credentialing and defining SoCP

• The biggest challenges in relation to credentialing and defining SoCP

• The role and anticipated outcomes of the SSoCPU, and obstacles to achieving these

outcomes

The consolidated results of these consultations were subjected to a thematic analysis, and

the combined de-identified data informs much of the discussion in this paper. In addition, a

literature search was undertaken which had a much narrower focus. The overarching

question which was subject of the literature review was “what is the best way to define

SoCP?” The literature review is presented in Section 6 of this paper. The literature and the

results of consultation inform Section 7 (Benefits), Section 8 (Current Approaches to SoCP)

and Section 9 (Issues) of this paper.
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3 PRINCIPLES FOR CREDENTIALING AND DEFINING SCOPE OF

CLINICAL PRACTICE

The current Ministry of Health policy directive, PD2005_497 Visiting Practitioners and Staff

Specialists Delineation of Clinical Privileges Policy for Implementation states that it is based

on the following broad principles:

“a) The public health organisation has the responsibility to ensure the competence and to
facilitate the performance of all medical practitioners and dentists practising within the
organisation. Therefore, all medical practitioners and dentists must have their clinical
privileges delineated at the time of appointment and re-appointment and as part of the
performance review process.

b) All practitioners must have their clinical privileges reviewed at regular intervals throughout
the period of their appointment or employment.

c) The assessment of clinical privileges must be undertaken by peers and associated
professionals.

d) Given the importance of this process to professional practice, the principles of natural
justice (merit, integrity, impartiality, openness, fairness) should be observed at all stages.

e) “No applicant is to be denied privileges on the basis of any elements of discrimination
(such as sex, race, age, colour, creed or national origin) prohibited in relevant legislation,
and the terms of any applicable discrimination legislation should be met”.

f ) The perspective of patients/clients and the public should be sought and taken into account
when decisions affecting the provision of health care are made. To this end, consideration
should be given to appointing a member to the Medical and Dental Appointments
Advisory Committee (MDAAC), who is a non-health care professional.

g) The role and infrastructure of the relevant facility is to be taken into account in determining
the clinical privileges that will be allowed.

h) Clinical privileges may be reviewed at any time at the request of the MDAAC or at the
request of the practitioner.”

There may be other topics that should be considered within future principles for credentialing
and defining SoCP, such as:

- Governance responsibility
- The overarching objectives are maintaining patient safety and improving quality of care
- The public and health care professionals should be able to have confidence in the

system
- The role of professional registration, specialist medical and dental colleges and

societies, and the role of individual health practitioners
- That processes should be legally robust and consistent with bylaws and regulations
- Rights of appeal
- That credentialing and defining SoCP should not be used as a measure to restrict

someone’s income, to inappropriately seek to restrict another practitioner’s practice, to
assert a right to practice or to unfairly demand resources

- The goals of consistency, ability to share information and avoiding procedural
duplication

- Discretion to act in emergencies
- Links to introduction of new procedures, technology and services
- Access to training for those responsible for credentialing and defining SoCP
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Consultation Questions – Section 3:

- Are the current principles appropriate? Is there any

principle that should be removed or amended?

- What additional elements should be included in these

principles? Are there any other elements to consider, other

than those listed above?
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4 WHERE DOES SCOPE OF CLINICAL PRACTICE FIT?

Defining an individual SMDP’s SoCP follows on from credentialing and both of these are an

integral part of the recruitment and appointment process.

The following flow-chart shows a simple depiction of how the SMDP appointment processes

function, and where defining the SoCP fits. Note that this diagram does not reflect the exact

processes of each LHD/SN or each recruitment episode, but rather provides a broad

overview of the various elements and how they usually fit together.

Further detail about the terminology and definitions is in the next section of this paper.

Vacant SMDP position
advertised

Applications submitted

Applications culled Interviews held

Credentials reviewed

(may be done concurrently
with interviews)

Scope of Clinical Practice
determined

(may be done concurrently
with interviews and

credentialing)

MDAAC reviews and
advises Decision Maker

Decision maker approves

SMDP pre-employment
checks cleared and job

offer issued
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5 TERMINOLOGY

It is evident that there is confusion around the terminology related to credentialing of

SMDPs, in particular the terms ‘clinical privileges’ and ‘scope of clinical practice’. The

confusion is exacerbated by inconsistent use of terminology which is applied in different

ways by different organisations and in different countries. For example, in the United States

‘scope of clinical practice’ is granted to a trainee medical practitioner whilst senior medical

practitioners have ‘clinical privileges’. In the medical and dental context in Australia, ‘scope

of clinical practice’ is generally used in relation to senior practitioners and junior doctors do

not have one. The lack of consistency even extends to spelling, with no uniform spelling of

the word ‘credentialing’, which is alternatively spelled ‘credentialling’. (Note that

‘credentialling’ is used in this paper when quoting other written material where this spelling is

used.)

Current NSW Health policy, PD2005_497 Visiting Practitioners and Staff Specialists
Delineation of Clinical Privileges Policy for Implementation, and PD2014_001 Appointment
of Visiting Practitioners in the NSW Public Health System define ‘clinical privileges’ as3:

The kind of work (subject to any restrictions) that the public health organisation

determines a medical practitioner or dentist is to be allowed to perform at any of its

hospitals or health services. Clinical privileges result from the credentialling process,

and represent the range and scope of clinical responsibility that a professional may

exercise in a facility. Clinical privileges are specific to an individual, and also relate to

the role delineation resources, equipment and staff available in a single health care

facility or group of facilities.

The term ‘clinical privileges’ is also currently enshrined in the NSW Health Services Act 1997

which defines it (in relation to visiting practitioners only) as follows4:

"clinical privileges" means the kind of clinical work (subject to any restrictions) that

the public health organisation determines the visiting practitioner is to be allowed to

perform at any of its hospitals.

In NSW Health, anecdotally there was some discussion around amending the term ‘clinical
privileges’ to ‘clinical duties’ or ‘clinical responsibilities’ and having this amendment made to
the NSW Health Services Act 1997. This proposal did not progress.

Neither the legislation nor the NSW Health policy define ‘scope of clinical practice’, although
the NSW Health policies uses the term ‘scope of practice’ interchangeably with ‘clinical
privileges’ (note that PD2014_001 Appointment of Visiting Practitioners in the NSW Public
Health System states that clinical privileges is also referred to as ”scope of clinical
practice”5).

3 NSW Ministry of Health (2005)
http://www0.health.nsw.gov.au/policies/pd/2005/pdf/PD2005_497.pdf, and NSW Ministry of Health
(2014) http://www0.health.nsw.gov.au/policies/pd/2014/pdf/PD2014_001.pdf. Accessed on 6 January
2015
4 Health Services Act 1997,
http://www5.austlii.edu.au/au/legis/nsw/consol_act/hsa1997161/s105.html. Accessed on 6 January
2015
5 NSW Ministry of Health (2014)
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The Australian Commission on Safety and Quality in Health Care (ACSQHC) assumes

responsibility for the document published by the former Australian Council for Quality and

Safety in Health Care, Standard for Credentialling and Defining the Scope of Clinical

Practice6, which has underpinned the credentialing work of many organisations including

state health departments. This document indicates the terms ‘clinical privileging’ and

‘defining the scope of clinical practice’ are alternatives, however chooses to use ‘defining the

scope of clinical practice’ as the term ‘clinical privileging’ may lead to an undesirable

perception of a benefit being conferred on an individual. Accordingly,

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

particular organisation based on the individual’s credentials, competence,

performance and professional suitability, and the needs and the capability of the

organisation to support the medical practitioner’s scope of clinical practice.

The Standard then goes on to define ‘clinical privileges’ as the “authorised extent of an

individual medical practitioner’s clinical practice within a particular organisation”. The

document does not define ‘scope of clinical practice’, however, if ‘clinical privileging’ and

‘defining the scope of clinical practice’ are synonymous, then it follows that ‘clinical

privileges’ and ‘scope of clinical practice’ are also synonymous. Many organisations in

Australia have followed the lead of the ACSQH (see The Royal Australian and New Zealand

College of Radiologists (RANZCR)7, The Royal Australasian College of Surgeons (RACS)8,

Western Australia (WA) Health9, and Queensland (QLD) Department of Health10).

In spite of the consistent use of the term ‘scope of clinical practice’ as being synonymous

with and preferable to ‘clinical privileges’, in some parts of NSW Health separate definitions

have evolved. ‘Clinical privileges’ are commonly expressed as a type of clinical role or

responsibility in which a SMDP may practice according to the needs of their specialty as

follows11:

6 ACSQHC (2004)
7 RANZCR (2006), The Credentialling of Radiologists in Australia
http://www.qudi.net.au/MISC_PDF/2006_Credentialling_FR.pdf. Accessed on 6 January 2015.
8 Gurgacz SL, Smith JA, Truskett PG, Babidge WJ and Maddern GJ, (2011). Credentialing in Surgery.
ASERNIP-S Report No. 78. Adelaide, South Australia: ASERNIP-S
9 WA Health (2009), The Policy for Credentialling and Defining the Scope of Clinical Practice for
Medical Practitioners (2nd Edition). http://www.health.wa.gov.au/circularsnew/attachments/372.pdf.
Accessed on 6 January 2015
10 QLD Department of Health (2014), Credentialing and Defining the Scope of Clinical Practice –
Policy Statement. http://www.health.qld.gov.au/qhpolicy/docs/pol/qh-pol-390.pdf. Accessed on 6
January 2015
11 Western Sydney Local Health District, Clinical Privileges Required at Nominated Facilities,
business document
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Privilege Definition

Admitting The right to admit the patient within the designated specialty under the
practitioners own name. Includes the right to accept transfer of care to
the nominated practitioner. (Restricted admitting rights means that
limited rights can be exercised within specific parameters.)

Consultative The right to be invited for consultation on patients admitted (or being
treated) by another practitioner.

Diagnostic The right to report and sign out on diagnostic investigations requested
by another practitioner.

Procedural
(alternatively called
‘Operating
Theatres‘)

The right to open an operating theatre or a day procedure unit.

Outpatient The right to hold an outpatient or privately referred non-inpatient
(PRNIP) clinic in the practitioner’s own name or to participate in a
multidisciplinary clinic taking final responsibility for the care of patients
attending.

On Call The right to participate in the appropriate specialty on-call roster and
other on call rosters as required and requested.

Teaching The right to access …LHD patients for the purpose of teaching.

Research The right to participate in research projects or clinical trials.

Where this use of the term clinical privileges is used, ‘Scope of Clinical Practice’ is therefore

the kind of clinical work (e.g. practices, procedures, treatments, investigations) that the

SMDP is authorised to undertake in a particular medical/dental facility and clinical setting.

These lists of clinical roles are believed to be used commonly in other jurisdictions, although

they are usually not specified in policy. An example is Ballarat Health Service which includes

these settings in their explanation of Scope of Clinical Practice.12

Defining a practitioner’s SoCP flows from the credentialing process and is facility-specific. It

involves both credentialing and consideration of the role delineation of the facility to which

the practitioner is being appointed. The end result is a determination of the kind of work that

may safely be carried out by that practitioner, at that facility, taking into account the facility’s

level of service, staffing, equipment and support services. Thus a model is proposed where

there are three levels of SoCP:

• an overarching model for a medical or dental specialty;

• a facility-specific SoCP; and

• an individual’s delineated SoCP.

12 Ballarat Health Service (2014). Non-Clinical Protocol: Medical and Dental Staff Credentialing and
Definition of Scope of Practice
http://www.bhs.org.au/sites/default/files/finder/doc/credentialling/NCP0140%20Medical%20And%20D
ental%20Staff%20Credentialing%20And%20Definition%20Of%20Scope%20Of%20Practice.pdf.
Accessed on 24 February 2015
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The scope of clinical practice afforded to a particular practitioner at a particular facility is

often described as their delineated scope of clinical practice.

Therefore the SSoCPU will at this stage use the following terminology and definitions based

on those used by the ACSQHC or NSW Health policy as appropriate:

Credentials:

The qualifications, professional training, clinical experience, and training and

experience in leadership, research, education, communication and teamwork that

contribute to a medical/dental practitioner’s competence, performance and

professional suitability to provide safe, high quality health care services. A SMDP’s

history of and current status with respect to professional registration, disciplinary

actions, indemnity insurance and criminal record are also regarded as relevant to

their credentials.13

Credentialing:

The formal process used to verify the qualifications, experience, professional

standing and other relevant professional attributes of SMDPs 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.14

Scope of Clinical Practice:

The extent of an individual SMDP’s clinical practice within a particular organisation

based on the individual’s credentials, competence, performance and professional

suitability, and the needs and the capability of the organisation to support the

medical/dental practitioner’s scope of clinical practice.15

Note that

• the term Scope of Clinical Practice will be taken to also encompass the list of

duties that was known as clinical privileges (admitting, consulting etc)

• the term clinical privileges may be used in this paper when quoting or

referencing other written material where this terminology is used

13 ACSQHC (2004)
14 ACSQHC (2004)
15 ACSQHC (2004)

Specialty (State
Model) SoCP

Facility SoCP

Individual's
Delineated SoCP
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Role Delineation

The level of clinical services that can be provided safely and is appropriately

supported within a health facility as determined by the available support services,

staff profile, minimum safety standards and other requirements that the public health

organisation considers appropriate.16

Model Scope of Clinical Practice

A Scope of Practice document that describes the extent of clinical practice

undertaken by a medical or dental specialty or subspecialty, to be used for

overarching guidance in development of facility SoCPs and then delineated SoCPs.

Facility Scope of Clinical Practice

The extent of clinical practice that may be undertaken by a medical or dental

specialty or sub-specialty within the context of a facility’s role delineation.

16 NSW Health (2002). Guide to the Role Delineation of Health Services.
http://www.health.nsw.gov.au/services/Publications/guide-role-delineation-health-services.pdf.
Accessed on 9 February 2015

Consultation Questions – Section 5:

- Are the terms ‘scope of clinical practice’ and ‘clinical

privileges’ synonymous? Is the term ‘scope of clinical

practice‘ sufficient to use to refer to the extent of an

individual SMDP’s clinical practice within a particular

organisation?

- Do the clinical duties or responsibilities (i.e. admitting,

consulting etc) add value to the definition of SoCP?

Should they be included in the definition of SoCP or

should they be separated?

- Should the term ‘clinical privileges’ remain in use? Should

it be changed to clinical duties, clinical responsibilities, or

dropped from common vernacular all together?
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6 LITERATURE REVIEW

This literature review explores the question of how best to define practitioners’ SoCP. First

the nature of SoCP will be explored, followed by the factors that contribute to defining SoCP.

Then the question of how closely SoCP should be defined is discussed, and finally issues

with defining SoCP.

6.1 Literature Review Methodology

The literature search terms included scope of practice, scope of clinical practice, clinical

privileges, clinical privileging, privileging, credentialing, credentialling. Each term was also

searched a second time with the terms ‘medical’, ‘dental’ or dentist’ added to try to obtain

more specific with search results.

The literature search parameters were limited to documents published since 2004 or later.

Available discourse prior to this date contributed to the widespread development of

credentialing standards and policies that occurred around that time. Credentialing practices

are today well entrenched in hospitals in Australia and around the world, with the benefits

widely acknowledged.17 Thus there is little value in going over this information again – the

argument for robust credentialing procedures has been made and acted on, particularly

following the various inquests and formal enquiries including those that occurred in

Queensland18, New South Wales19, Bristol (United Kingdom)20, Southland (New Zealand)21,

and Winnipeg (Canada) during the 1990s.22

That said, there is little empirical evidence regarding the benefits of credentialing and its

relationship to safety and quality. Both the Royal Australasian College of Surgeons in their

literature review of credentialing and the Royal Australian and New Zealand College of

Radiologists indicated that they could not find any data to evaluate the relationship between

credentialing processes and the safety and quality of health care or patient outcomes, and

that this is an area that needs further research.23,24 The ACSQHC took the view that “there

is face validity and intuitive good sense in the proposition that reliable processes of

credentialing and defining the scope of clinical practice will reduce the potential for adverse

safety and quality consequences which may occur if medical/dental practitioners work

outside their areas of competence, or within organisational environments that do not support

safe service provision.”25

17 RANZCR (2006)
18 Davies G, (2005). Queensland Public Hospitals Commission of Inquiry: Report.

http://www.parliament.qld.gov.au/documents/tableOffice/TabledPapers/2005/5105T5305.pdf.
Accessed on 16 February 2015

19 O’Connor D, (2008). Review of the Appointment, Management and Termination of Dr Graeme
Reeves as a Visiting Medical Officer in the NSW Public Health System: Report.
http://www0.health.nsw.gov.au/resources/news/pdf/oconnor_2.pdf. Accessed on 16 January 2015

20 Braithwaite J, Travaglia J, and Iedema R, (2006). Patient Safety: a Comparative Analysis of Eight
Inquiries in Six Countries. University of New South Wales, Centre for Clinical Governance Research
in Health

21 Braithwaite J, Travaglia J, and Iedema R, (2006)
22 Braithwaite J, Travaglia J, and Iedema R, (2006)
23 Gurgacz SL, Smith JA, et al (2011)
24 RANZCR (2006)
25 ACSQHC (2004), p.8
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Whilst there is literature available about credentialing of SMDPs, there is less on the topic of

defining SoCP.26 There is very little discourse regarding the nature of SoCP and no studies

were identified which showed evidence of the benefit of one approach over another. As there

were so few journal articles and no peer reviewed studies available, the majority of the

literature reviewed consists of current policy documents, standards, and reports from

medical malpractice investigations. Journal articles were included if they made a relevant

contribution to the topic.

6.2 What is the nature of a SoCP?

The literature describes in varying amounts of detail the nature of SoCP, which can be very

broadly articulated as being within the nature and scope of practice within a particular

specialty (“permissive privileging”27) to very closely defined sets of procedures and

treatments complete with standards for maintenance of competence. In the Queensland

Public Hospitals Commission of Inquiry Report, the Hon Geoffrey Davies states that it

“seems that the specificity of the privileges can differ substantially. Some institutions choose

to grant privileges expressed broadly by simply setting out an area of medicine (such as

‘general surgery including gastroscopy/colonoscopy’) whilst others choose to express

themselves narrowly and strictly so that, for instance, the privileges may be confined to

particular, identified types of treatment.”28

The Australian Commission for Safety and Quality in Health Care (ACSQHC) describes

various approaches to SoCP, but does not promote any particular one, nor indicate the

benefits or drawbacks of each.29 Their 2004 Standard indicates that organisations should

consider the various approaches and choose one to apply in a consistent and transparent

manner.30 These approaches include checklists (which the ACSQHC does not recommend),

categorisation, description, and combination (these are described in section 5 of this

paper).31 There is also the core approach in which refers to a range of clinical activities in a

specialty or subspecialty that an appropriately trained medical/dental practitioner would be

expected to perform.32 The Western Australian Department of Health and South Australian

Department of Health have adopted the NCSQHC definitions in their policies, but leave it to

local hospitals and health services to decide which method to use and how to apply it.33,34

26 Slater J and Bloch-Hansen E, (2014). Changes to Medical Staff Privileging in British Columbia, BC
Medical Journal Vol.56, no.1

27 Slater J and Bloch-Hansen E, (2014), p.24
28 Davies G, (2005), page 86
29 ACSQHC (2004)
30 ACSQHC (2004)
31 ACSQHC (2004)
32 ACSQHC (2004)
33 WA Health (2009)
34 South Australia Health (2012). Credentialing and Defining the Scope of Clinical Practice for Medical and

Dental Practitioners Policy.
http://www.sahealth.sa.gov.au/wps/wcm/connect/b82dca004e8840fa8f588f3a30168144/Directive_Cre
dentialling%2Band%2BDefining%2Bthe%2BScope%2Bof%2BClinical%2BPractice_PandC-
OCE20130212.pdf?MOD=AJPERES&CACHEID=b82dca004e8840fa8f588f3a301681444. Accessed
on 21 January 2015
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There are many examples of SoCP available from various jurisdictions which demonstrate
the various approaches. The NSW Health policy took a combination approach and requires
SoCP to be defined as35:

• broad (procedures or treatment areas in keeping with the practitioner’s qualifications
and training), which is similar to the ACSQHC’s ‘core approach’

• specific (procedures/treatment areas that are a normal part of a practitioner’s
training, or where additional training has been undertaken, but that may be
performed irregularly by many in that field, such as trans-oesophageal
echocardiography for anaesthetists)

• non-routine, (procedures or treatment areas not routinely associated with the
practitioner’s professional group)

Examples of broadly defined SoCPs were found in the Queensland policy which provides a
list of specialties and subspecialties with some detail of specific procedures under some of
these.36 An example of a detailed SoCP is from Ballarat Health Service, which has a
descriptive core SoCP and advanced SoCP in list form, and a description of the credentials
required.37 Southern Health in Victoria has an example of a checklist style of SoCP, with
procedures listed as either core or additional.38 An overview of the nature of credentialing
and SoCP in Australian State and Territory health departments, as well as organisations in
New Zealand, the USA and Canada is in Appendix 1.

6.3 What Factors Contribute to Defining a Practitioners SoCP?

The literature on credentialing mentions SoCP and describes the nature of delineating a

SoCP as being based on factors that can broadly relate to either the individual practitioner or

the circumstances in which they work:

Practitioner-related factors

- Consideration of the doctor’s specialty and subspecialty area39

- The doctors competence, currency of practice, knowledge and commitment to

continuing medical/dental education40

- Changes in practitioner’s ability to provide quality care due to personal health,

changing interests and opportunities for learning41

- Practitioner’s practice preferences42

35 NSW Ministry of Health (2005)
36 Queensland Health (2014)
37 Ballarat Health Service (2014). Guidelines for Defining the Credentialing and Scope of Clinical

Practice for Senior Medical and Dental Staff. http://www.bhs.org.au/sites/default/files/finder/pdf/ethics-
committee/BHS%20Credentialing%20Scope%20of%20Practice%20Guidelines%20V10%203Novemb
er%202104.pdf. Accessed on 27 January 2015

38 Monagle J, Shearer B, and Kelly C (2008). Clinical Privileging: Don’t Just Tell Me – Show Me! Asia
Pacific Journal of Health Management, Vol. 3, No. 2, p. 14-18

39 Davies G (2005)
40 Davies G (2005)
41 Cochrane, D D (2011). Investigation into Medical Imaging, Credentialing and Quality Assurance:

Phase 2 Report. http://www.health.gov.bc.ca/library/publications/year/2011/cochrane-phase2-
report.pdf Accessed on 28 January 2015

42 Frommer M, Heinke M, and Barton M (2005). Credentialling of Cancer Clinicians: A Guide for
Australian Health-Care Organisations.
http://www.cancer.org.au/content/pdf/HealthProfessionals/ClinicalGuidelinesNetwork/CredentiallyCan
cerClinicians-GuideHealthOrgs.pdf. Accessed on 28 January 2015.
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Circumstantial factors

- Availability of other practitioners in the hospital or district who may be more qualified

to undertake the procedures, treatments or other services43

- Availability of more experienced practitioners for supervision or proctoring44,45

- Available case load or ongoing surgical volume46

- Availability of hospital resources, infrastructure and support services e.g. radiology,

pathology and intensive care47,48,49,50,51

- Access to complementary experts in other fields, junior doctors and experiences

nursing and allied health staff52,53,54

- Hospital capacity to own, maintain and operate equipment55

- Whether the treatment is elective or emergency and the ease with which the patient

can be safely transferred to another facility56,57,58

- Organisational capacity to monitor outcomes and manage clinical complications59,60,61

- Availability of alternative health care services in the area62,63,64,65

- Established pathways and systems for referral and follow-up66,67

- Community preference for local service delivery68,69,70

- Current incidence of particular diseases e.g. cancers, and predictions of future

incidence71

43 Davies G (2005)
44 American Urogynecologic [sic] Society’s Guidelines Development Committee (2013). Guidelines for

Privileging and Credentialing Physicians for Sacrocolpopexy for Pelvic Organ Prolapse. Female
Pelvic and Reconstructive Surgery, Vol.19, Issue 2

45 Heit, M (2014). Surgical Proctoring for Gynecologic [sic] Surgery. Obstetrics and Gynaecology,
American College of Obstetricians and Gynecologists, Vol.123, No.2, Part 1

46 American Urogynecologic [sic] Society’s Guidelines Development Committee (2013)
47 Davies G (2005)
48 Slater J and Bloch-Hansen E (2014)
49 Gurgacz SL, Smith JA, et al (2011)
50 RANZCR (2006)
51 Heffey, J (2014). Inquest Into the Death of: Robert Vivian Hawkins. Coroner’s Court of Victoria, Court

Reference 2010/0520
52 Davies G (2005)
53 RANZCR (2006)
54 American Urogynecologic [sic] Society’s Guidelines Development Committee (2013)
55 RANZCR (2006)
56 Davies G (2005)
57 Gurgacz SL, Smith JA, et al (2011).
58 Gurgacz SL, Smith JA, et al (2011)
59 RANZCR (2006)
60 American Urogynecologic [sic] Society’s Guidelines Development Committee (2013)
61 Frommer M, Heinke M, and Barton M (2005)
62 Gurgacz SL, Smith JA, et al (2011)
63 ACSQHC (2004)
64 RANZCR (2006)
65 Frommer M, Heinke M, and Barton M (2005)
66 RANZCR (2006)
67 Frommer M, Heinke M, and Barton M (2005)
68 Gurgacz SL, Smith JA, et al (2011)
69 ACSQHC (2004)
70 RANZCR (2006)
71 Frommer M, Heinke M, and Barton M (2005)
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Many of these circumstances go towards creation of the facility’s role delineation. What is

reasonable in one time and place may not be reasonable in another, for example in a rural

location versus a metropolitan hospital. Role delineation is a hospital-specific exercise72 and

is affected by factors such as

- Competing priorities for health care resources73,74

- Limited data available for assisting with resource planning75,76

The ACSQHC sums up the crux of the decision making process: “Is it reasonable in the

circumstances for this medical practitioner to provide this service in this organisation setting,

and is this a service for which the organisation has identified a need?”77

6.4 How detailed should a SoCP be?

The ACSQHC states “There is little objective evidence that confirms the relationship
between safety and quality of clinical services … and the credentials of the medical
practitioner or team. There is, nevertheless, a community expectation that medical
practitioners’ credentials, competence and performance will be evaluated in the context of
organisational need and capability, for the purposes of defining medical practitioners’ scope
of clinical practice. There is also intuitive good sense in the proposition that such processes
will reduce the risk of safety and quality problems caused by medical practitioners practising
outside their areas of competence.”78

The literature reveals reasons for defining the SoCP of medical and dental practitioners with
sufficient detail:

• To increase patient safety79

• Public expectation of rigour in evaluation and monitoring medical and dental

practitioners’ competence80,81

• Legal responsibility of organisations to define SoCP and monitor competence82

• To protect the patient from unqualified practitioners83

• To reduce risk of litigation84,85

• To protect practitioners from unreasonable restrictions on practice86

• To protect practitioners from pressure to practise outside their area of competence.87

• To encourage practitioners to keep abreast of developments in their field88

72 Gurgacz SL, Smith JA, et al (2011)
73 Gurgacz SL, Smith JA, et al (2011)
74 ACSQHC (2004)
75 Gurgacz SL, Smith JA, et al (2011)
76 ACSQHC (2004)
77 ACSQHC (2004), p.45
78 ACSQHC (2004), p.45
79 Slater J and Bloch-Hansen E (2014)
80 Slater J and Bloch-Hansen E (2014)
81 Cochrane, D D (2011)
82 Slater J and Bloch-Hansen E (2014)
83 Slater J and Bloch-Hansen E (2014)
84 Slater J and Bloch-Hansen E (2014)
85 RANZCR (2006)
86 Slater J and Bloch-Hansen E (2014)
87 Slater J and Bloch-Hansen E (2014)
88 RANZCR (2006)
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Slater and Bloch-Hansen (2014) discuss two methods of defining SoCP as being weak. The

first is “permissive privileging” (wherein a SoCP is defined as the normal and customary

practice in a particular specialty) which they state is not explicit enough, leaving a very wide

scope for interpretation.89 This generalised way of defining SoCP means that satisfactory

professional performance is assumed, and efforts to assess performance might only be

undertaken when performance is questioned.90 Southern Health in Victoria found the broad-

based and automatic credentialing undertaken at the time of appointment as having

shortcomings; in particular it did not take into consideration the organisation’s needs or the

appropriateness of the environment.91 The Clinical Excellence Commission’s review of

pacemaker implantation procedures in NSW public hospitals indicates that not all

cardiologists and cardiothoracic surgeons do this procedure and that a generally defined

SoCP is unclear.92 The CEC’s report showed support for a more specific SoCP which clearly

delineates whether the practitioner can undertake these procedures, and states that “the

Credentials Subcommittee should not assume that because a specialty group generally

undertakes a procedure, that privileges would automatically be granted to all specialists in

that group”.93

Furthermore, this general method of defining SoCP implies a certain amount of professional

self-regulation. Formal inquiries have indicated that professional self-regulation can be weak,

for example, the Bristol Royal Infirmary inquiry of paediatric heart surgery found that some

surgeons lacked insight about their abilities.94 The Queensland Public Hospitals Commission

of Inquiry Report comments that had there been a closer investigation at the time of Dr

Patel’s appointment, Dr Patel would have been put under supervision or been granted a very

narrow set of privileges, and would thus not have had the discretion to perform a range of

procedures that had adverse outcomes.95 The radiologists investigated during the Canadian

Investigation of Medical Imaging, Credentialing and Quality Assurance were found to be

unaware of their own limitations – compounded by small departments (lack of peers for

benchmarking) and insufficient quality monitoring processes.96

The second method described by Slater and Bloch-Hansen as weak are checklists

completed by the practitioner, as they do not provide objective criteria to determine the

practitioners’ qualifications to perform a particular activity.97 The ACSQHC also indicates that

the checklist approach is “not recommended” but does not elaborate the reasons for this

recommendation.98

89 Slater J and Bloch-Hansen E (2014), p.24
90 Cochrane, D D (2011)
91 Monagle J, Shearer B, and Kelly C (2008)
92 Clinical Excellence Commission (2007). Review of Implantation Procedures for Permanent

Pacemakers in NSW Public Hospitals – 2007, Public Report.
http://www.cec.health.nsw.gov.au/__documents/publications/special-reviews/ppm-final-report-
071003.pdf. Accessed on 27 January 2015.

93 Clinical Excellence Commission (2007), p.19
94 Slater J and Bloch-Hansen E, (2014)
95 Davies G, (2005)
96 Cochrane, D D (2011)
97 Slater J and Bloch-Hansen E, (2014)
98 ACSQHC (2004), p.46
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6.5 Issues with SoCP

Slater and Bloch-Hansen99 raise some of the issues pertaining to the British Columbia

method of defining SoCP, which is a criteria-based dictionary for each specialty which

defines core privileges, non-core privileges and current standards (the drafts are available

here: http://www.privileging.typepad.com/). One issue with the British Columbia project was

a disconnect between practitioners and administrators, which was alleviated by finding

common ground and facilitated by the public scrutiny that medicine had been under at the

time.100

Issues in the literature pertaining to SoCP methodology include:

• Lack of available clear post-qualification standards for maintenance of competence101

• Implementing a more detailed SoCP system in a culture where permissive privileging

has been the norm102

• Ensuring the SoCP reliably and validly meet the requirements of both health

organisations and practitioners103,104

• Identifying practices that should be removed as they become obsolete105

• Defining currency of practice, i.e. the threshold of experience that needs to be met106

• Impact on the professions in terms of advice on regaining currency and structuring

training to meet career plans107

• Acknowledgement of the potential for unintended consequences108

• Increased administrative burden109,110

• Significant stakeholder engagement and input required111,112

• Need to centralise procedures to minimise procedural duplication113

• Obtaining proof of clinical services provided from reluctant practitioners114

• Qualifications and expertise of those evaluating the applications for SoCP115

• Potential misuse of defined SoCP e.g. to opt out of clinical responsibilities for the

reasons of convenience, to unfairly demand resources, or to assert competitive

advantage over another practitioner116

99 Slater J and Bloch-Hansen E (2014
100 Slater J and Bloch-Hansen E (2014)
101 Cochrance, D D (2011)
102 Slater J and Bloch-Hansen E (2014)
103 Slater J and Bloch-Hansen E (2014)
104 Monagle J, Shearer B, and Kelly C (2008)
105 Slater J and Bloch-Hansen E (2014)
106 Slater J and Bloch-Hansen E (2014)
107 Slater J and Bloch-Hansen E (2014)
108 Slater J and Bloch-Hansen E (2014)
109 Monagle J, Shearer B, and Kelly C (2008)
110 RANZCR (2006)
111 Monagle J, Shearer B, and Kelly C (2008)
112 New Zealand Ministry of Health, (2010). The Credentialling [sic] Framework for New Zealand Health

Professionals. https://www.health.govt.nz/system/files/documents/publications/credentialling-
framework-nz-health-professionals.pdf. Accessed 28 January 2015.

113 Monagle J, Shearer B, and Kelly C (2008)
114 Flowers, L (2005). Credentialing: What Managers Need to Know. OR Manager, Vol.21, No.12
115 Cochrane, D D (2011)
116 New Zealand Ministry of Health, (2010)
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6.6 Conclusion

Whilst there is a lack of empirical evidence substantiating a positive relationship between

credentialing/SoCP with improved patient safety and outcomes, the literature shows a

growing movement towards more detailed methods of defining SoCP for individual

practitioners, and the importance of robust credentialing procedures. That said,

organisations that have embarked on this challenge have not done so without difficulty. The

following sections will discuss the various approaches to SoCP, benefits to generating model

SoCPs, and the issues to be faced.
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7 BENEFITS OF STATE-WIDE MODEL SCOPES OF CLINICAL

PRACTICE

As described in the literature review, the growing view of importance of robust credentialing

procedures and concomitant face validity of the link with improved patient safety has led to a

movement towards more detailed methods of defining SoCP for individual practitioners.

Providing detailed and robust SoCP models and procedures would put NSW Health on par

with the leaders in international practice in this area. There are also benefits to model SoCP

development which are specific to NSW Health.

7.1 Improved confidence in the system

Currently some LHD/SN staff have expressed concern about whether their approach to

SoCP is the right one. Model SoCPs would allow those responsible for governance of the

SMDP credentialing and appointment processes to have a measure of confidence that their

LHD/SN is undertaking this work according to the best available practice.

7.2 Improved synchronisation with hospital role delineation

One of the most important elements of
defining SoCP is synchronisation with the
hospital or service role delineation. This
represents a significant part of the process of
delineating an individual SMDP’s SoCP, and
will commonly be the most limiting factor for
what an individual practitioner can and can’t
do at a particular facility. The role level of a
service describes the complexity of the clinical
activity undertaken by that service and is
determined by support services, staff profile,
minimum safety standards and other
requirements that must be provided to ensure
that clinical services are provided safely and
appropriately supported.117 It is likely that
changes to the roles of health facilities will
increasingly be influenced by health planning
and funding decisions.

The 2012 National Safety and Quality Health
Service (NSQHS) Standard 1.10.3 requires
that organisational clinical service capability, planning and scope of practice are directly
linked to the clinical service roles of the organisation.118

A well-known example of the need to integrate hospital role delineation and individual SoCP
is that of Dr Jayant Patel who performed oesophagectomies at Bundaberg Hospital in
circumstances where the hospital did not have suitable intensive care support resources to

117 NSW Health (2002)
118 ACSQHC (2012). National Safety and Quality Health Service Standards.

http://www.safetyandquality.gov.au/wp-content/uploads/2011/09/NSQHS-Standards-Sept-
2012.pdf. Accessed on 23 February 2015.
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manage post-operative complications, resulting in the deaths of two patients.119 Another
example comes from the inquest into the death of Robert Hawkins at St Vincent’s Hospital in
Melbourne, which questioned whether laparoscopic surgery should have been performed at
Wodonga Hospital, where there was no Intensive Care Unit available to manage
complications.120

7.3 State-wide consistency between LHD/SNs

There is a need for a consistent approach to credentialing and defining SoCP state-wide

across disciplines and across LHD/SNs to reduce confusion as practitioners move around

NSW Health. Currently there is a large variance across NSW Health in processes of

credentialing via the MDAAC, the paperwork required, terminology used and type of SoCP

applied. Many SMDPs and medical administrators work in more than one LHD/SN or move

employment between them. Medical and dental practitioners are more professionally and

geographically mobile than they have been in the past.121,122 The lack of consistency creates

confusion with SMDPs and medical administrators having to learn new procedures and

standards as they move around the system. This extends to administrative staff such as

theatre booking and managerial staff who may also access and utilise SMDPs’ credentialing

and SoCP information.

7.4 State-wide access to SoCP and credentialing information

Two of the challenges of credentialing and defining SoCP are the efficient use of resources

and avoiding duplication of information.123 Consultation revealed a strong desire for state-

wide access to information regarding the verified credentials and SoCP for each doctor. In

NSW there is currently duplication of onerous appointment procedures; identical paperwork

must be repeated in different LHD/SNs (even between facilities in the same LHD/SN) as

practitioners move around the system. There is a range of settings where this is pertinent,

including but not limited to: the highly mobile locum workforce and those who undertake

temporary contracts; organisations that rely on other LHD/SN credentialing processes (NSW

Health Pathology); rural and regional locations where SMDPs practise infrequently, but who

have appointments at metropolitan hospitals; co-located adult and paediatric facilities where

SMDPs may be required to provide infrequent services at the alternative site. A consistent

approach to SoCP, supported by a suitable IT platform, would enhance state-wide access to

information.

119 Davies G (2005)
120 Heffey, J (2014)
121 ACSQHC (2004)
122 Cochrane (2011)
123 New Zealand Ministry of Health (2010)



Model Scopes of Clinical Practice – Discussion Paper

NSW State Scope of Clinical Practice Unit - April 2015 31

7.5 Better ability to share information between LHD/SNs

The idea of state-wide access to information also presents challenges. Even if they could

access another LHD/SN’s information, it is unclear how the information will be treated. The

disparity in information held and differing natures of SoCP makes translating the information

between LHD/SNs problematic. Without state-wide consistency there may be a low level of

trust in the information obtained: sub-standard or incomplete information may be taken

wholly at face value with no further investigation, used as one part of the credentialing

process for consideration, or disregarded altogether. Model SoCPs would assist LHD/SNs

to share information as the information received would be recognisable and increase the

level of trust. This would be particularly valuable to rural and remote LHD/SNs and co-

located adult and paediatric hospitals, who want to be able to better rely on the credentialing

processes of other LHD/SNs.

7.6 Reduce duplication of effort and expense

Some LHD/SNs have spent considerable effort creating robust SoCP templates and others

have utilised the permissive approach to defining the SoCP. With each LHD/SN creating

their own SoCP templates there is considerable duplication of effort, as each dedicates their

own resources to the cause. Anecdotally, two medical administrators from a metropolitan

former Area Health Service spent approximately 18 months developing template SoCPs for

a relatively small number of specialties following the NSW Health policy format (Broad,

Specific and Non-routine categories). One LHD indicated they were intending to employ a

temporary full time project manager to undertake this work.

Not only this, many LHDs have already committed financial resources to developing or

purchasing their own database systems to manage SMDP recruitment processes and

maintain credentialing and SoCP information for their employed and contracted SMDP

workforce. Centralised development of model SoCPs would reduce duplication of effort, and

hence expense, across NSW Health.

7.7 State-wide consistency between specialties

Consistency may assist with difficult areas such as defining the SoCP for the increasing

number of procedures that are crossing over between specialties, e.g. ultrasound.

7.8 Better management of SMDPs with reduced capacity

A sufficiently detailed SoCP may facilitate a partial reduction of SoCP for SMDP who is

under investigation or has impairment, rather than having to suspend the practitioner from all

duties.

7.9 Hospital accreditation finds processes lacking

The model SoCPs may assist LHD/SNs to better meet the requirements of hospital
accreditation, specifically Standard 1.10 “Implementing a system that determines and
regularly reviews the roles, responsibilities, accountabilities and scope of practice for the
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clinical workforce”124. Consultation revealed that two LHD/SNs have experienced significant
issues with aspects of hospital accreditation related to credentialing and defining SoCP for
SMDPs. One major hospital was found by the accreditors to have SoCPs that were too
lacking in detail, and were not subject to a review process. Another hospital was found to be
lacking a process to share the delineated SoCPs with other departments such as operating
theatre management. Several others have reported critical questioning of their processes
that was resolved.

7.10NSW Health Pathology

NSW Health Pathology (NSWHP) is a state-wide service divided into large regions which

encompass more than one LHD/SN in NSW. Currently NSWHP is established as a division

under the NSW Health Administration Corporation and therefore is unable to constitute their

own MDAAC to approve credentials and SoCP for their employed pathologists. NSWHP

utilises the MDAAC of the LHD/SN in which the pathologist will be providing their services,

noting that they are employed by NSWHP. The appointment must then by submitted to and

approved by the corresponding LHD/SNs in the same NSWHP network.

This leads to considerable effort on behalf of NSWHP’s senior medical administration team,

as not only are the appointments submitted to multiple MDAACs, but the paperwork, meeting

procedures and requirements and defined SoCP vary from one District/Network to the next.

State-wide consistency for credentialing and defining SoCP and on online system allowing

state-wide access to information would be a useful starting point to assist NSWHP to

streamline their appointment processes.

Similar issues arise for other groups, such as large radiology practices that provide services

across many LHD/SNs, where their contract requires their individual specialists to be

credentialed by each LHD/SN they serve.

124 ACSQHC (2012)
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8 CURRENT APPROACHES TO SoCP

Many organisations define SoCP broadly by a generalised statement setting out an area of

medicine (such as ‘general surgery including gastroscopy/colonoscopy’). 125 At least nine

NSW LHD/SNs are using this approach, noting that there are often more specifically defined

SoCPs for GP-VMOs, and in some LHD/SNs they have developed a more detailed SoCP for

a minority of specialties in response to a clinical incident.

The ACSQHC describes the various approaches to defining SoCP as follows126:

• Checklists, which provide detailed lists of clinical services, procedures and

interventions. (Note that at least two LHD/SNs are using this approach.)

• Categorisation, where well-defined categories identify major clinical services,

procedures or other interventions based on the degree of complexity of the

procedure or illness being treated. NSW Health policy127 categorises SoCP into

broad, specific and non-routine.

• Descriptive, wherein the applicant describes in narrative format the SoCP they wish,

and the areas in which they possess clinical competence.

• Combination, which can combine the above methods e.g. listing specific procedures

within categories, or a descriptive approach in combination with a list of clinical

services. (Note that at least three LHD/SNs are known to be using this approach with

lists provided within the NSW Health categories. See example in Appendix 1.)

• Core SoCP, which refers to a range of clinical activity within a specialty or sub-

specialty that a SMDP would be expected to perform. Those who meet predefined

criteria can apply for the core SoCP and if they can document additional training and

experience they can obtain approval for additional specific clinical services or other

interventions. (Note that at least two LHD/SNs are using a core and specific

approach.)

As noted previously, the checklist approach is not recommended in the ACSQHC 2004

standards, nor is it recommended by Slater and Bloch-Hansen, as they do not provide

objective criteria to determine the practitioners’ qualifications to perform a particular

activity.128 However, it is worth noting that procedural specialties lend themselves well to the

checklist approach and in some instances it may be a useful way to clarify what procedures

or clinical practices a hospital’s role does not support. Furthermore, having a detailed SoCP

that explicitly clarifies the procedures/practices allowed and/or not allowed may be valuable

evidence should there be a complaint, an investigation or disciplinary action about a SMDP

alleged to have acted outside their SoCP. An example of a checklist approach is in

Appendix 2.

In Australia and overseas there are some good examples of the various ways to define

SoCP. Ballarat Health Service129 uses the core approach which describes the practice of the

specialty and a list of duties, the credentials required for initial determination of SoCP and

125 Davies G (2005), page 86.
126 ACSQHC (2004)
127 NSW Ministry of Health (2005)
128 Slater J and Bloch-Hansen E (2014)
129 Ballarat Health Service (2014)
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maintenance of SoCP, and advanced areas that require specific credentialing (see

anaesthesia example in Appendix 3).

In British Columbia (BC), the BC Physician Quality Assurance Steering Committee has

undertaken the Provincial Privileging Project, following a 2011 report of a review conducted

by Dr Doug Cochrane into concerns about the quality of diagnostic imaging in BC. The

review found radiologists practising in BC were appropriately qualified, though similar

adverse events could occur in the future unless steps were taken to close gaps in existing

safeguards around physician practice.130 The project is in the process of creating discipline

specific privileging dictionaries along with the criteria required to apply for and to maintain

those privileges. The privileging dictionaries include a definition, qualifications required, core

privileges, core procedures list, and non-core privileges (see Rheumatology example in

Appendix 4).

Stanford Health Care in the United States of America (USA) has defined SoCPs for each

medical specialty using the core and specific approach.131 They include education and

training required, core privileges including renewal criteria and special privileges (see

Obstetrics and Gynaecology example in Appendix 5).

These examples have common elements, and often include a broad overview of the

specialty practice, a section that describes the usual practice within the specialty, a section

that describes practice which is over and above the usual practice within the specialty, and a

method to describe the qualifications and experience required. The description of

qualifications required can be straightforward education and training requirements, or may

include more complex standards for maintenance of competence. Other elements that may

be included are:

• A section to describe areas of practice that are outside the usual practice of a

specialty, but for which the practitioner may have training and/or experience and the

facility can support

• ‘Exclusions’ to indicate when a part of the normal practice of a specialty is excluded

from an individual practitioners SoCP (e.g. if they have not practiced that element for

some years and have become deskilled, or it is a new procedure they have not

trained in)

• Instructions for those undertaking the credentialing process and defining the SoCP

for individual practitioners

130 British Columbia's Physician Quality Assurance Steering Committee (2015). Provincial Privileging
Project. http://privileging.typepad.com/privileging_project/. Accessed on 17 February 2015.
131 Stanford Health Care, (2015). https://stanfordhealthcare.org/health-care-professionals/medical-
staff/credentialing-and-privileging/shc-privileging-references.html. Accessed on 17 February 2015.
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Consultation Questions – Section 8: Which elements are important to

include in a Scope of Clinical Practice?

• An overarching statement describing the specialty?

• A description (whether it is a list or narrative) of the usual practice

within a specialty?

• A description (whether it is a list or narrative) of elements of

practice within the practice within a specialty, but which may

require additional training?

• A section to include areas of practice that are outside the usual

practice of a specialty, but for which the practitioner may have

training and/or experience and the facility can support?

• A section for ‘exclusions’ to indicate when an element of the normal

practice of a specialty is excluded from an individual practitioner’s

SoCP?

• A section stipulating the education and training required? Which

section should this apply to?

• A section stipulating standards for maintenance of practice? Which

sections should this apply to?

• Instructions for those undertaking the credentialing and defining

the SoCP process?
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9 ISSUES WITH MODEL SCOPES OF CLINICAL PRACTICE

Whilst consultation and the literature reveal a need for state-wide consistency and better

defined SoCPs across NSW Health, there still remain some issues and concerns with

achieving this goal. The two overarching concerns revealed during the consultation process

were a need to strike the right balance between benefits to patient outcomes and

administrative burden; and, the need for a good quality IT system to support the processes

and maintain the information.

9.1 Striking the right balance is challenging

Employing bodies, professional colleagues and the

public in general need to have confidence that there is

an appropriate level of scrutiny for each candidate for

employment, and thus that SoCP is defined with

sufficient detail. Currently in many LHDs there is a

strong reliance on practitioners simply having the

relevant college fellowship.

However, there is a need to avoid excessively

bureaucratic procedures in achieving a

meaningful outcome of having the right person

with the right experience and qualifications

doing the right thing. Concerns were expressed

during consultation of the risk of increased

bureaucracy with no corresponding

improvement in patient safety. SoCPs should be

clinically relevant, not overly prescriptive or

restrictive and respect professional

responsibility, rather than having a policing role.

With generalists needed in surgery and

medicine to allow viable emergency on call

rosters, SoCPs can’t be too restrictive. SoCPs

need to be sufficiently generic to be utilised in

the variety of local circumstances across the

state. Rural and remote locations may have

different requirements to those of a metropolitan

hospital and the SoCP model need to be flexible

enough to accommodate these differences.

As discussed in the literature review (Section 4)

there is no empirical research evidence to

support any particular model of SoCP and a

“…credentialling systems inevitably

impose a substantial workload and

resource burden on those responsible for

the system and those being

credentialled. Systems in Australia and

elsewhere have emphasised the need for

credentialling to be comprehensive,

empirically based, thoroughly

documented, fair, and formative for those

being credentialled. This inevitably

means that credentialling is complex,

requires thoughtful and expert

development and implementation, and

requires adequately-resourced

committee and secretariat services.

Attempts to dilute the credentialling

processes, with a view to minimising the

work and the cost, are likely to lead to

superficial assessments of professional

capacity that do not contribute to the

safety and quality of … practice.”

(RANZCR 2006)
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relationship with patient outcomes, but it is generally assumed that permissive privileging is

inadequate and too risky as it is open to interpretation. Consultation revealed face validity of

the idea that some level of detail is beneficial.

9.2 Challenge of identifying the best model

Consultation revealed some dislike of the concept of having lists of procedures or tick boxes,

as this would be difficult and labour intensive. The checklist approach was also not favoured

in the literature. 132,133 As has been noted previously, some specialties (such as surgery) are

more suited to lists or categories of procedures.

There are cultural differences between LHD/SNs that may lead to disagreement on the

nature of SoCP. For example, an LHD that invests in training and mentorship to develop

doctors to meet the needs of the LHD may have a different perspective than an LHD that

experiences difficulties recruiting, has fewer resources for supervision and mentorship and

thus prefers to recruit SMDPs who do not need development in any area.

132 ACSQHC (2004)
133 Slater J and Bloch-Hansen E (2014)
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9.3 The role of standards for maintenance of competence is

unclear

There is a need to ensure the SoCPs reliably and validly meet the requirements of both

health organisations and practitioners.134,135 But defining currency of practice is difficult and

standards of competence are not available for the majority of specialties in Australia. One

example is The Cardiac Society of Australia and New Zealand’s Position Statement on

Competency in Adult Diagnostic Cardiac Catheterisation and Coronary Angiography136. For

some other specialties, overseas standards could be adopted, but would have to be adapted

for local needs and context.137

Defining an individual practitioner’s SoCP according to a set of criteria (such as numbers of

patients or procedures and audits of outcomes) is an onerous method that requires

practitioners to submit detailed information for the credentialing or re-credentialing process.

Whilst this would be considered the most rigorous approach, it is hard to apply.

Where standards or guidelines for the maintenance of competence exist, they may be

restrictive or difficult to apply across all circumstances and locations, such as rural locations

where a different level of criteria may be accepted. Such criteria do not account for

differences in personal ability and the level of previous experience. Although such guidelines

should be made known to, and considered by, those responsible for credentialing, criteria-

based SoCP would be challenging in terms of finding the evidence of what the doctor has

done and thus judging how proficient they are.

Putting parameters around currency of practice can tend to be an arbitrary process, setting a

point below which a conversation is triggered with the Head of Department, rather than a

setting a defined cut-off point which, if not met, proscribes the practitioner from undertaking

that particular procedure or treatment. Standards for maintenance of competence would not

be used as a tool to prohibit employment of a practitioner, but rather as a tool to better define

an appropriate SoCP for the practitioner once employed.

9.4 A quality IT solution is required

The majority of LHD/SNs have expressed a resounding desire for a quality IT solution to

support their credentialing and SoCP procedures and to provide state-wide access to

credentialing and SoCP information. Some LHD/SNs without their own comprehensive

134 Slater J and Bloch-Hansen E (2014)
135 Monagle J, Shearer B, and Kelly C (2008)
136 Cardiac Society of Australia and New Zealand (2014) Position Statement - Competency in Adult
Diagnostic Cardiac Catheterisation and Coronary Angiography. http://www.csanz.edu.au/wp-
content/uploads/2014/12/Diagnostic-Cardiac-Catheterisation-Coronary-Angiography_2014-
November.pdf Accessed on 31 March 2015.
137 RANZCR (2006)

Consultation Question – Section 9.3: What is the role of standards

or guidelines for maintenance of competence in SoCPs?
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database see the need to better record information and have been unable to commit

resources to developing their own systems. Some LHD/SNs that have well-established

SMDP databases have deferred upgrading them, pending a new state-wide solution, while

others may be reluctant to change.

The system needs to be able to integrate with the NSW Health recruitment and payroll

systems, so that SMDPs and administrative staff are not duplicating effort by entering the

same information and documents through discrete systems. It needs to be easy for SMDPs

and administrators to use and provide transparency. The system should also provide the

benefit of intra-hospital access e.g. theatre booking staff who can then readily identify a

practitioner and their SoCP, and provide automated registration checks via linkage with

AHPRA’s public database for the Medical Board of Australia.

In 2015 the NSW Ministry of Health has committed to implementation of the stand-alone

Mercury e-Credentialing system.

9.5 Integration with recruitment process

Currently in NSW credentialing and defining SoCP is an integral part of recruitment and

appointment processes. In the Western Australian model, this is done as a separate process

(which is centralised by regions) with the offer of appointment being contingent on

successful credentialing outcomes. In Pisano v. Health Solutions (WA) Pty Ltd [2014] WASC

356, it was deemed that the effect of being a credentialed medical practitioner did not give

rise to a contract for payment of services and the use of facilities.138

9.6 Centralisation of credentialing services

Although most LHD/SNs have a centralised MDAAC which considers and makes

recommendations on appointment and clinical privileges/SoCP, only a few have centralised

credentialing and most have devolved credentialing to facility or divisional level, in

conjunction with the interviewing process.

Some LHD/SNs expressed a desire to have the

credentialing function removed from their remit

and undertaken centrally on a state-wide basis.

Whilst a state-wide centralised credentialing unit

is not currently proposed for NSW Health, the

idea of centralisation is included here for

completeness and for consideration by LHD/SNs

of centralisation at LHD/SN level. A state-wide

model is recommended by Cochrane (2011) for

BC, Canada.

9.7 Concerns about implications of

restrictions on practice

138 Supreme Court of Western Australia (2014). Pisano v. Health Solutions (WA) Pty Ltd WASC 356.

Centralisation “will assist in relationship

development between authorities so that

cross-coverage and experience-sharing can

begin…Perhaps most importantly, it

provides providers and the public with the

knowledge that the interpretation of

standards, the requirements for specialty

competencies and the process of reviews

will be consistently applied.”(Cochrane

2011)
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The delineation of any clinician’s scope of practice potentially raises sensitive issues relating

to practice sustainability and income.139 There are concerns that an overly restrictive SoCP

may excessively reduce or limit a SMDP’s practice and amount of income that can be

generated, and concerns about practice autonomy.

There are concerns that SoCP will be an enabler of specialty overlap, wherein procedures

and treatments are undertaken by a SMDP of a different specialty to that which traditionally

undertakes that procedure. Conversely, there are concerns that SoCP may be used by some

specialties or practitioners to attempt to block other specialties from undertaking such work.

As an example, some procedures (such as angioplasty) being undertaken by interventional

radiologists have traditionally been the jurisdiction of other procedural specialists, and

conversely the contribution of radiologists has been questioned by other specialists who are

experts in the pathology in their field.140 Thus there is pressure on radiologists to uphold the

status, credibility and reputation of the radiology profession.141

There are also concerns that an overly restrictive SoCP may limit practitioners’ ability to

provide the best possible care by either delaying life-saving new practices and procedures,

or constraining practitioners’ actions in emergency situations. It should be noted that most

Australian states’ credentialing and SoCP policies allow for practitioner discretion to act in

emergencies and stipulate that the employer will support them in such instances.

9.8 Introduction of new procedures, technology or services

A process is required to update SoCPs at the facility level and for individual practitioners,

routinely and as required. Each LHD/SN should have a procedure for the introduction of new

procedures, technology or services, and this should describe the link to the credentialing

process. The 2012 ASQHS Standard 1.10.4 requires that the system for defining the scope

of practice is used whenever a new clinical service, procedure or other technology is

introduced.142 However, consultation revealed that this is happening to variable degrees

across the State and that update to SoCP on the introduction of new procedures, technology

or services is assumed or automatic in many cases.

9.9 Re-credentialing and re-defining SoCP

The ACSQHC 2004 National Standard stipulates that a process is required to redefine SoCP

every three to five years,143 and the majority of state policies comply with this requirement. In

139 RANZCR (2006)
140 RANZCR (2006)
141 RANZCR (2006)
142 ACSQHC (2012)
143 ACSQHC (2004)

Consultation Question – Section 9.8: How can review of SoCP be

better integrated with the processes for introducing new clinical

procedures, models of care, technology or services?



Model Scopes of Clinical Practice – Discussion Paper

NSW State Scope of Clinical Practice Unit - April 2015 41

NSW the diligence with which this happens is variable. All LHD/SNs have the five-year re-

appointment process for VMOs and annual performance review for staff specialists, however

there is little or no monitoring of compliance at LHD level, and if SOCP is being changed for

individual practitioners, it is not in all areas notified to MDAAC. Furthermore, if the SoCP is a

general statement of specialty practice, there would be little to consider when being

reviewed.

The process of re-credentialing and re-defining SoCP is a matter between the organisation

and the appointed SMDP. It is not akin to the re-certification and revalidation processes that

are in place in some overseas jurisdictions, and does not affect a SMDP’s possession of

college fellowship or registration.

9.10Difference between SoCP for new versus experienced

practitioners

There is a need to differentiate between initial credentialing/defining SoCP for a new

practitioner, and defining standards of competence for an experienced practitioner. The

competency standard for initial credentialing may be straightforward for new practitioners as

there is little more to consider than attainment of all the requisite education, training and

experience required for college fellowship. However several years into practice, other

Re-
credentialing

and re-
defining SoCP

New procedures,
technology and/or
services approved

Practitioner's
updated

experience,
education and

training

Procedures no
longer performed,
outdated services,
defunct technology

Consultation Questions – Section 9.9: Should review of SoCP be

linked to the VMO re-appointment process and the annual

performance reviews for Staff Specialists and VMOs, or should it

be a discrete process that happens every three to five years?

How often should it occur?
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matters come into play requiring consideration such as volume of work, time away from

practice and introduction of new procedures, technology and services.

This distinction is related to other challenges as described in this paper. While reliance on

acquisition of a college fellowship and a broad definition of SoCP may be deemed

inadequate, the role of standards for maintenance of competence is unclear (see section

8.3). Furthermore, the policies and procedures in place for performance appraisal,

supervision and mentorship need to be in place and linked to the review of individual SoCPs.

9.11Need for ongoing monitoring

The 2012 ASQHS Accreditation Standard 1.10.2 requires that mechanisms are in place to

monitor that the clinical workforce are working within their agreed scope of practice.144 The

health service is in a better position to know the capability of a practitioner after some time

working with them than they were at the time of initial recruitment. The most critical time to

observe and address any performance issues with a new employee is the first 12 months of

employment. It should also be considered that performance issues can arise at any time due

to changes in a practitioner’s personal circumstances, or the introduction of new technology,

services and procedures. The employer cannot necessarily rely forever on the initial

credentialing, appointment, and defining SoCP processes to ensure patient safety needs are

met, even where these were shown to be robust.

9.12Training of those responsible for credentialing and defining

SoCP

The 2004 ACSQHC standard 7.3 indicates that members of the committee responsible for

credentialing and defining SoCP should participate in education and training specific to these

responsibilities.145 This could include the role of the processes in organisational

governance,146 contribution to safety and quality of health care147 and how to avoid problems

144 ACSQHC (2012)
145 ACSQHC (2004), p.29
146 ACSQHC (2004), p.29
147 ACSQHC (2004), p.29

Consultation Question – Section 9.10: Should the model SoCPs

differentiate between standards for new versus experienced

practitioners?
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such as conflict of interest and confirmation bias148.

9.13Potential Applicability to non-specialists

In some LHD/SNs some Career Medical Officers and Hospitalists have admitting rights, and/

or practise with a certain amount of autonomy, and these doctors are usually reviewed by 
the LHD/SNs MDAAC. Some Directors of Medical Services commented that they should be 
included in this project, or accepted that this was out of scope at the current time but 
expressed a need for this to be reviewed in the future. Additionally, fellows and postgraduate 
fellows are often difficult to categorise and it can be unclear where they fall in terms of 
independent practice and delineation of SoCP. The ACSQHC indicates that their standards 
apply to anyone with independent practice.149

9.14Maintenance of SoCPs

The model SoCPs will change over time, as training curricula, competency expectations and

practice changes. Procedures need to be developed not only to update the model SoCPs,

but to trigger review and update of individual SoCPs that follows. It is also challenging to

identify practices that should be removed as they become obsolete.150

9.15Impact on professions

There may be an impact on professionals in terms of advice on regaining currency and

structuring training choices to meet career plans.151

9.16Dental Officers

There is significant variance across NSW in the credentialing of dental officers, in particular

level 1 and 2 dental officers, with some LHD/SNs undertaking the same processes as for

senior medical officers, and others following the standard recruitment processes for general

recruitment. Yet others have taken a middle road, for example undertaking the credentialing

procedures and defining SoCP, but notifying the appointments to MDAAC rather than

seeking endorsement. It should be noted that most LHD/SNs are submitting their specialist

dental appointments to MDAAC. There are differing opinions on the level of independent

148 Matzka K, (2010). Striving Towards Transparency in Credentialing and Privileging Decisions.
Physician Executive, vol.36, no.2, p.50-53
149 ACSQHC (2004)
150 Slater J and Bloch-Hansen E (2014)
151 Slater J and Bloch-Hansen E (2014)

Consultation Questions – Section 9.12: Should training be available

for those responsible for credentialing and defining the SoCP for

SMDPs?

If so, what aspects should it cover?
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practice of level 1 and 2 dental officers and thus where they should fall in the spectrum of

appointment processes.

9.17Keep watch for unintended consequences

Slater and Bloch-Hansen acknowledge the potential for unintended consequences of the BC

Provincial Privileging Project and that as these cannot be foreseen there is a need to keep

watch and have processes to address them as they arise.152

9.18Issues related to credentialing and MDAAC

Whilst this paper focuses on defining SoCP, consultation has revealed a range of issues

related to the credentialing process, as follows:

- Resource availability – medical administration presence varies across LHD/SNs, in

particular rural LHD/SNs, where Heads of Department are either not appointed or do

not contribute to credentialing processes, and/or Medical Administrator presence is

limited. It may be left up to one centralised person to do the majority of the work. For

example, FWLHD joins with WNSW’s MDAAC as they do not have enough SMDPs

or resources to support their own.

- The requirement to have two members of MDAAC on interview/credentialing

subcommittees is difficult to achieve and is being met in creative ways. For example,

one LHD appoints members of the subcommittee to MDAAC for the agenda item

under consideration, although the members are not present at the MDAAC meeting.

- Paperwork requirements are inappropriate or out of date, for example, there is a

strong feeling that there should be no requirement to collect MBBS or fellowship

documents if it is listed on Medical or Dental Board of Australia registration and can

readily be checked online.

- Most LHD/SNs, but in particular rural LHDs and co-located adult and paediatric

services would welcome a mechanism to share information. SMDPs are reluctant to

provide paperwork particularly in situations where they will only be providing limited

services (e.g. one day per month or short term locum) and the appointment process

is too onerous for them in a situation where they perceive themselves as doing the

LHD/SN a favour. Careful consideration is required of which documents can be

shared, what consent is required, and the mechanisms and permissions for sharing.

152 Slater J and Bloch-Hansen E (2014)

Consultation Questions – Section 9.16: Should credentialing and 
SoCP processes be applied to all dental officers?

If not, who should be different, why, and how should they be dealt

with?
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9.19Implementation Issues

It will be a challenge to implement a more detailed SoCP system in a culture where

permissive privileging has been the norm153. Historical practices reign in NSW Health and in

many places there has been a ‘set and forget’ attitude towards credentialing. As part of the

process, it is important that model, facility and individual SoCPs are developed in

collaboration with the SMDPs, rather than seen as imposed by the LHD/SN.

During consultation it was suggested the following potential issues could hamper

implementation of the model SoCPs:

- LHD/SNs that have made significant investment in developing their own template

SoCPs and systems may be reluctant to change.

- Low literacy amongst the profession regarding SoCP issues.

- NSW is seen as more bureaucratic that other states, with more rules and regulations.

This project could add to the medical administration burden.

- Anticipated objections from some specialists and specialties including perceived

restrictions on their professional practice.

- The need to consult with specialist medical colleges, societies and craft groups.

- Difficulties in getting agreement between LHDs due to differences in culture/climate.

153 Slater J and Bloch-Hansen E, (2014)
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10 Conclusion and Next Steps

The growing view of importance of robust credentialing procedures and concomitant face

validity of the link with improved patient safety has led to a movement towards more detailed

methods of defining SoCP for individual practitioners. Providing detailed and robust SoCPs

models and procedures would put NSW Health on par with the leaders in international

practice in this area, and provide a measure of confidence for patients, professionals and

those in NSW Health responsible for governance of credentialing and SoCP procedures.

NSW Health LHD/SNs would benefit from an improved link between individual SMDPs’

SoCPs and the facilities’ role delineations. State-wide consistency would benefit the many

SMDPs, executive and medical administration staff who move around NSW Health through

application of a consistent model that would not have to be re-interpreted and re-defined with

each change in location. Consistency may assist with difficult areas such as defining the

SoCP for the increasing number of practices and procedures that are crossing over between

specialties, e.g. ultrasound. If each LHD/SN creates their own SoCP templates there would

be considerable duplication of effort, as each dedicates their own resources to the cause.

There would be better ability to share information between LHD/SNs and increased levels of

trust in the systems and procedures used by other LHD/SNs. The model SoCPs may assist

LHD/SNs with meeting accreditation standards. There may also be an opportunity to

improve management of SMDPs with reduced capacity via facilitating a partial reduction of

SoCP for SMDP who is under investigation or has impairment, rather than having to

suspend the practitioner from all duties.

However, there are a number of challenges to overcome in undertaking the development of

model SoCPs. Striking the right balance is challenging; whilst permissive privileging is

considered inadequate, if the administrative burden is too great it will be unsustainable. The

best model will need to be identified, which reliably and validly meets the needs of health

organisations and practitioners. The role of standards for maintenance of competence is

unclear, and the models used need to be flexible enough to accommodate the varying needs

of different LHD/SNs from rural and remote through to metropolitan locatins. LHD/SNs would

like state-wide access to individual practitioners’ SoCPs and a quality IT solution.

Procedures need to be reviewed for the introduction of new technologies, services and

procedures, as well as re-credentialing, monitoring and review. Those responsible for

credentialing and defining SoCP should have access to training. Questions remain open

about applicability to non-specialists, impact on the professions, and maintenance of SoCPs.

The next stage of this project is determine the best template to use to develop the model

SoCPs, and inform and engage SMDPs and those who are responsible for credentialing and

defining SoCP in each LHD/SN. A state-wide consultation will be undertaken by the project

team, with site visits to speak with MDAAC members, SMDPs, medical staff council

representatives, executive staff and medical administration staff. This consultation will also

result in policy advice regarding credentialing and defining SoCP to the NSW Ministry of

Health.

It is acknowledged that the Ministry of Health has made a decision to proceed with an online

e-credentialing system, and the SoCP project will work closely with eHealth towards a

successful implementation.
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Whilst this paper contains a set of consultation questions, all are welcome to provide input to

the discussion on any aspect of this paper or on other issues related to credentialing and

defining scope of clinical practice for senior medical and dental practitioners.

Comments should be forwarded to jennifer.chapman@health.nsw.gov.au by 15 June 2015.
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11 APPENDIX 1 – EXAMPLES OF NATIONAL AND INTERNATIONAL CREDENTIALING AND SOCP

POLICIES

This appendix summarises the current credentialing and SoCP policy documents available in other jurisdictions and organisations:

- Australian state health departments and various organisations

- Overseas health organisations (New Zealand, USA, and Canada)

Specific examples, where available, are embedded as documents in the right hand column. Double click the icon to open the document.

11.1Australian state health departments and organisations

Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

NSW Health Visiting

practitioners

and staff

specialists

Delineation of

clinical

privileges for

policy for imp

http://www0.healt

h.nsw.gov.au/poli

cies/pd/2005/pdf/

PD2005_497.pdf

Visiting Practitioners and

Staff Specialists. A

practitioner is “medical

practitioner or a dentist

who is appointed as a

visiting practitioner, or

employed as a staff

specialist by a public

health organisation to

practise as a medical

practitioner or dentist in

accordance with the

conditions at any of its

hospitals or health

institutions, or in relation

2005

39 pages

Role of the public health organisation.

Delegation of authority

MDAAC & subcommittees

2 steps: credentialing and “Role delineation to

inform the determination of clinical privileges”.

Overview of process for determining CP.

Categories of CP

Supervision and duration.

Reduction, suspension or termination of CP.

When to review.

Transparency and accountability.

Locums, Area of Need.

Sample checklists:

- Skills and competencies

- Delineating CP

Categories of CP:

- Broad

- Specific

- Non-routine
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

to any health service it

provides. This includes

clinical academics and

senior medical

practitioners (academic).”

- Documentation

Relevant organisations:

- Medical Board

- Colleges

- HCCC

QLD Health Policy:

Credentialing

and defining

the scope of

clinical

practice

http://www.health.

qld.gov.au/qhpolic

y/docs/pol/qh-pol-

390.pdf

Medical and Dental

Nurse practitioners

Mental Health Nursing

Midwives

Allied Health

2013

7 pages

Policy statement.

Intent of policy.

Scope.

Principles.

Stream requirements.

All medical and dental practitioners must be issued

with “a current documented scope of practice

covering all work performed.”

Nil (see Guide

document listed

following).

QLD Health Guide to

credentialing

and defining

scope

of clinical

practice for

medical

practitioners

and dentists in

Queensland

http://www.health.

qld.gov.au/publica

tions/employment/

work-for-us/cred-

best-practice-

guid.pdf

Medical and Dental 2014

(originally

2012)

96 pages

Scope, principles, decision making.

Mutual recognition across sites, and state-wide or

multi hospital processes are articulated.

Standard processes.

Articulates documents to be considered as part of

the process.

SoCP review date maximum 5 years.

Covers Locums, radiology, rural and remote GPs,

organ and tissue retrieval, offender health,

telehealth.

Process to review decision.

Practitioner request to change SoCP:

- Voluntary reduction

- Review of conditions

Specific procedures

only added for some

specialties (possibly

those that require

special

training/certification).
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

- Review of supervision

- New service/procedures, technology,

interventions

- AHPRA conditions

- Specialist registration obtained

Telemedicine

Disaster Medicine

Emergency Situations

Termination, suspension or reduction

Immediate risk of harm

Appeal process.

Model application form has broad SoCP for each

specialty.

WA

Department

of Health

The Policy for

Credentialling

and Defining

the Scope of

Clinical

Practice for

Medical

Practitioners

(2nd Edition)

http://www.health.

wa.gov.au/circular

snew/attachments

/372.pdf

Medical Practitioners 2009

58 pages

Background, scope, principle, outcomes.

Relationship with governance, and recruitment and

selection process.

Credentialing overview.

IMGs.

New appointments, interim SoCP.

Urgent and emergency situations.

Transportability and mutual recognition.

Recredentialing – planned and unplanned.

Link with appointment process.

Specialist registration, college endorsement.

Comprehensive roles and responsibilities.

Indemnity.

All new appointments have 6 month probationary

period for SoCP.

Definitions as per the

ACSQHC National

Standard.

SoCP are checklists

of procedures, with

yes/no tick boxes.

(Not public

documents).
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

Reduction, suspension.

Appeals.

Implementation, review.

Appendices:

• Definitions

• MOU between minister and boards

• Checklists – credentialing, defining SoCP,

recredentialing, applications package

• Committee TOR

• AHS responsibilities

• Documentation to be kept

Victorian

Department

of Health

Credentialling

and defining

the scope of

clinical

practice for

medical

practitioners

http://docs.health.

vic.gov.au/docs/d

oc/F75634AE22D

42207CA25790D

001A379F/$FILE/

credentialling-

and-defining-

scope-of-clinical-

practice-2011-

update.pdf

Medical and Dental

practitioners.

2011

(original

2007)

81 pages

Medical management – role of DMS.

SoCP process.

Link to health service role.

Appointment processes:

• Urgent and temporary situations

• JMOs

• Third party arrangements

• New procedures

Performance review – links to another policy.

Appendices:

• TOR credentialing committee

• Application forms

• Referee report

• Guidance on verification process

• Aged care facilities process

• DiagraM

Nil. (Note that

Ballarat Health

Service has clearly

defined SoCP, it is

not known whether

the other Victorian

Health Services have

the same.)
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

VIC -

Ballarat

Health

Service

Guidelines for

Defining the

Credentialing

and Scope of

Clinical

Practice for

Senior Medical

and Dental

Staff

NON

CLINICAL

PROTOCOL -

Medical And

Dental Staff

Credentialing

And Definition

Of Scope Of

Practice

http://www.bhs.or

g.au/sites/default/f

iles/finder/pdf/ethi

cs-

committee/BHS%

20Credentialing%

20Scope%20of%

20Practice%20Gu

idelines%20V10%

203November%2

02104.pdf

http://www.bhs.or

g.au/sites/default/f

iles/finder/doc/cre

dentialling/NCP01

40%20Medical%2

0And%20Dental%

20Staff%20Crede

ntialing%20And%

20Definition%20O

f%20Scope%20O

f%20Practice.pdf

Medical and Dental

practitioners.

2014

88 pages

2014

10 pages

SoCP only.

Rationale
Objectives/Outcomes
Definitions
Detailed steps, procedures and actions:
Appointments
Categories of medical appointments
Academic appointments
Appointment of Heads
Duration of appointment
Credentialing and defining SoCP
Core SoCP includes Admitting, Consulting etc
Emergency situations
Temporary staff
Third party arrangements
Practitioners credentialed at other institutions
Evaluation

Fully articulated

SOCP for 40

specialties.

Core SoCP includes

Admitting, Consulting

etc
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

VIC –

Southern

Health

Clinical

Privileging:

Don’t Just Tell

Me - Show

Me!

http://search.infor

mit.com.au/fullTex

t;dn=4242737371

63234;res=IELHE

A

Medical Practitioners Journal Article – Pilot project to develop SoCP.

Anaesthetists participated.

Core referred to

those functions all

anaesthetists in all

settings were

considered capable

of by virtue of their

basic post-graduate

qualification (such as

conduct of general

anaesthesia in

adults, or

performance of

central venous

catheter insertion).

Additional referred to

functions that all

anaesthetists were

likely to have been

exposed to in their

training, but may not

have received

sufficient in-training

exposure or

subsequent ongoing

expertise to have

developed or

maintained a high

degree of

competence (e.g.
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

neonatal anaesthesia

or pulmonary artery

catheter insertion).

SA Health Credentialing

and Defining

the Scope of

Clinical

Practice

for Medical

and Dental

Practitioners

Policy

http://www.saheal

th.sa.gov.au/wps/

wcm/connect/b82

dca004e8840fa8f

588f3a30168144/

Directive_Credent

ialling%2Band%2

BDefining%2Bthe

%2BScope%2Bof

%2BClinical%2BP

ractice_PandC-

OCE20130212.pd

f?MOD=AJPERE

S&CACHEID=b82

dca004e8840fa8f

588f3a30168144

Medical and Dental

Practitioners.

2012

64 pages

Purpose, scope, principles, outcomes.

Overview, related processes.

Relationship to appointment processes.

Performance review.

Committee.

Registration, college endorsement.

Roles and responsibilities.

Mutual recognition.

Credentialing.

Defining the SOCP.

Urgent and temporary appointments, disasters.

New procedures.

Re-credentialing and review – planned and

unplanned.

Reduction, suspension, termination.

Appeals.

Appendices:

- Committee TORs

- Data elements

- Checklist of responsibilities

- Application package

- What to consider in credentialing

- Determining SoCP, review of SoCP

- Docs to be kept

As per ACSQHC

National Standard.
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

DHHS -

Tasmanian

Government

Credentials

and Clinical

Privileges

Process for

Medical

Practitioners

http://www.dhhs.t

as.gov.au/__data/

assets/pdf_file/00

03/157161/Crede

ntialing_and_CP_

process.pdf

Medical practitioners

appointed to a rural

and/or community health

care service

2013

41 pages

Principles.

Role delineation of each site is listed.

Application process.

Credentialing process.

Probationary period.

Duration.

Review – routine and non-routine.

Request to vary.

Change to role delineation.

Locums.

Transfer, suspension, termination.

Appeals.

Filing.

Emergencies.

General Practice.

Attachments:

- Application form

- Committee TOR

- Non-Disclosure, Conflict of Interest, and

Confidentiality Agreement

- Quality Assurance Appeals Committee

Terms of Reference

Nil.

ACT Health Standard

Operating

Procedure

Credentialing

and Defining

http://webcache.g

oogleusercontent.

com/search?hl=e

n-

AU&q=cache:XH-

Senior Medical and

Dental Practitioners, and

a small number of CMOs.

2012

22 pages

Scope, background.

Procedures

- Application

- MDAAC

- Decision maker

Nil.
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

the Scope of

Clinical

Practice for

Senior Medical

and Dental

Practitioners

(note this

document is

cached).

JWmQk05cJ:http:

//www.health.act.

gov.au/c/health?a

%3Dsendfile%26f

t%3Dp%26fid%3

D-

698326808%26si

d%3D%2Bscope+

of+clinical+practic

e+act&gbv=2&&ct

=clnk

Appeals

Mutual recognition

Review process

Roles and responsibilities

Evaluation (KPIs to be established)

Attachments:

- Medical indemnity

- Conditions of liability cover contract

ACT Health Medical and

Dental

Appointments

Policy

http://www.health.

act.gov.au/c/healt

h?a=dlpubpoldoc

&document=862

Medical specialists and

dentists.

2006

20 pages

Purpose, scope, policy, authorisation.

Appointment and review process.

Procedural issues.

Duration, probation, locums, short terms and

urgent.

Review process – routine, extraordinary.

Appeals.

Success indicators (KPIs).

Appendices:

- Proforma selection criteria

- Committee TORs

As per the ACSQHC

National Standard.

St Vincent’s

Health

Clinical

Credentialing

and Defining

Scope of

Clinical

http://svphb.org.a

u/wp-

content/uploads/2

012/08/Clinical-

Credentialing-

Clinical staff and clinical

service providers

2006

25 pages

Background, rationale, definitions.

Principles.

Effective governance systems – clinical

governance, integration with broader governance.

Committees.
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

Practice Policy and-Defining-

Scope-of-Clinical-

Practice-Policy-

2012-001.pdf

Process – initial credentialing.

Define SoCP.

Process for re-credentialing.

Data collection.

Appeals.

New services, new procedures.

Responsibilities.

Checklists:

- Effective governance systems

- Process for initial credentialing

- Process for recredentialing

- New clinical services procedures and other

interventions

The Cancer

Council

Australia

CREDENTIAL

LING OF

CANCER

CLINICIANS

A guide for

Australian

health-care

organisations

http://www.cancer

.org.au/content/pd

f/HealthProfessio

nals/ClinicalGuide

linesNetwork/Cre

dentiallyCancerCli

nicians-

GuideHealthOrgs.

pdf

Focuses on the

credentialling of medical

practitioners involved in

the care of cancer

patients, but it can be

adapted to other clinicians

such as nurses, allied-

health practitioners and

psychologists.

Comprehensive ‘How to’ guide for setting up a

credentialing system.

Provides some

specific guidance on

development of

scope of practice for

cancer-related

procedures.

Recommends two

categories:

-Usual and customary

practice, covering the

scope of practice

usually associated

with an individual’s

qualifications.

-Advanced practice,
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

covering procedures

or treatments for

which special

expertise is required.

Examples provided.

Northern

Territory

Department

of Health

Medical Staff

Credentials

and Scope of

Clinical

Practice Policy

Handbook For

the Northern

Territory

Not available

online

Medical practitioners 2009

67 pages

Policy – purpose, definitions, responsibility, content

The National Standard principles

Application of the National Standard

Appointment Process

Verification of credentials and delineation of SoCP

Max 3 years endorsement of credentials and SoCP,

interim SoCP, non-routine SoCP

Locums, emergencies, disasters

Portability (mutual recognition)

Scheduled re-credentialing

Non-scheduled re-credentialing

Reduction, suspension, termination

Appeals

Application form

indicates categories

for broad, specific

and other. Broad is

the specialty,

practitioner must

identify what is

specific or other.

That is, no

predetermined

description or list.

It is more detailed for

regional hospitals.
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11.2Overseas Organisations

Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

New

Zealand

Ministry of

Health

Credentialling

Framework for

New Zealand

Health

Professionals

https://www.he

alth.govt.nz/sy

stem/files/docu

ments/publicati

ons/credentialli

ng-framework-

nz-health-

professionals.

pdf

Medical Practitioners (note

there is a ‘future directions’

section which discusses

credentialing of nurses and

allied health practitioners.

2010

(original

2001)

56 pages

Definition and purpose.

Credentialing by evolution not revolution.

Role of public, regulatory authorities,

professional college.

Principles.

Consumer input – role of consumer.

Process

- Responsibilities

- Information management

- Performance review

Ongoing requirement.

Determining clinical responsibilities on

appointment.

Review – annual, formal, interim.

Committees – role, membership,

delegation.

Information sharing.

Appeals.

Private Practice (guidelines apply to public

and private).

Future directions – nurses, allied health,

standardisation across NZ.

Appendix – role and operation of the

credentialing working party.

“Scope of practice refers to

that determined by the

regulatory authority for a

particular profession,

specifically: ‘any health

service that forms part of a

health profession and that is

for the time being described

under section 11; and in

relation to a health

practitioner of that

profession, ... one or more of

such health services that the

practitioner is, under an

authorisation granted under

section 21, permitted to

perform, subject to any

conditions for the time being

imposed by the responsible

authority’ (HPCA 2003).

Note: The term ‘specific

clinical responsibilities’

replaces the term ‘scope of

practice’ as used in the

previous framework. Where

‘scope of practice’ is used in
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Organisation Document

Title

Link Types of Practitioners

Covered

Year

Published

and

number of

pages

Summary of Contents SoCP

this document, it refers to the

HPCA definition.”

CANADA -

British

Columbia

British

Columbia's

Physician

Quality

Assurance

Steering

Committee

http://www.priv

ileging.typepa

d.com/

Medical – all specialties

Nurse practitioners

Family practice

hospitalists

Ongoing Drafts for comment of privileging

dictionaries

Criteria-based SoCP

including core, non-core and

standards.

USA –

Stanford

University

(California)

Medical Staff –

Credentialing

and Privileging

https://stanford

healthcare.org/

health-care-

professionals/

medical-

staff/credential

ing-and-

privileging/shc-

privileging-

references.htm

l

Medical – all major

specialties

2013

Online

Contains over-arching SoCP for each of the

major medical specialties.

Site also contains

- application forms

- info for new applicants

- Re-appointments (every two years)

and privileging

- Education requirements for new

physicians

- Annual physician education

SoCP with core and special

privileges, criteria-based.

Example here (O&G)

https://stanfordhealthcare.org

/content/dam/SHC/health-

care-professionals/medical-

staff/md-

privileges/OBGYN.pdf
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12 Appendix 2 – Psychiatry SoCP (consistent with NSW Health

policy format)

CLINICAL PRIVILEGES/SCOPE OF CLINICAL PRACTICE

PSYCHIATRY

CORE SCOPE OF CLINICAL PRACTICE (Applies to all psychiatrists)
Includes:

• Admission, evaluation, diagnosis and provision of treatment to patients above the
age of 15 years who have mental, behavioural or emotional disorders.

• Provide consultation to medical practitioners (in other fields) regarding mental,
behavioural or emotional disorders and their interaction with physical disorders.

• Includes consultation liaison psychiatry, dual diagnosis management and
psychotherapy.

• From time-to-time may provide urgent/short-term care (admission, evaluation,
diagnosis and provision of treatment) to patients under the age of 15 where there is
no dedicated child and adolescent psychiatry service. Where possible this should be
in consultation with a child & adolescent psychiatrist, and where appropriate, care
transferred at the earliest available opportunity.

• Note: ECT is a specific scope of practice.

SPECIFIC SCOPEOF CLINICAL PRACTICE (requires separate application and will be
dependent on Clinical Privileges being granted by the Medical and Dental Appointments
Advisory Committee)

1. Electro-convulsive Therapy (ECT)
2. Child and Adolescent Psychiatry

• Admission, evaluation, diagnosis and provision of treatment to children and

adolescents and their families who have mental, behavioural or emotional

disorders.

• Provide consultation to medical practitioners (in other fields) regarding

mental, behavioural or emotional disorders for child and adolescent patients

and their interaction with physical disorder.

3. Psychiatry of Old Age

• Admission, evaluation, diagnosis and provision of treatment to patients who

are affected by the ageing process who have mental, behavioural or

emotional disorders; generally on referral from either a geriatrician or

psychiatrist.

• Provide consultation to other medical practitioners regarding mental,

behavioural or emotional disorders for patients affected by the ageing process

and their interaction with physical disorders.

NON-ROUTINE SCOPE OF CLINICAL PRACTICE (requires separate and

individual application to the Medical and Dental Appointments Advisory Committee)

None identified as at 20th February 2008.
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Any individual clinician may perform a therapeutic activity in the genuinely life-threatening

emergency if the risk of delay and/or transfer substantially increases the risk to the patient.

CREDENTIALS FOR PSYCHIATRY
The following sets out the minimum credentials (education, training, experience and

demonstration of currency) required for each scope of clinical practice.

CORE SCOPE OF CLINICAL PRACTICE

Education MBBS (or equivalent medical degree registrable by NSW Medical

Board)

FRANZCOG (or equivalent)

Minimum formal

training

Advanced training under auspices of RANZCOG (or its equivalent

faculties/sections, or equivalent).

Required previous

experience

Recent clinical experience in similar settings.

References Letter of reference regarding competence from supervisor of

training or director of program where the final year of training was

undertaken OR head of department at the institution where the

applicant most recently practiced.

Continuing education

requirement

Completion of Maintenance of Professional Standards Program

as per RANZCOG.

Re-credentialing

and/or re-appointment

Performance of all parameters within the scope of practice to the

satisfaction of the Network Director. Satisfactory compliance with

the maintenance of Professional Standards Program of the

RANZCP.

SPECIFIC SCOPE OF CLINICAL PRACTICE (requires separate application and will be

dependent on Clinical Privileges being granted by the Medical and Dental Appointments

Advisory Committee)
Special
requests for
Psychiatry

Minimum
training
requirements

Minimum
ongoing
experience
to maintain
competence

Outcomes to
be achieved

Continuing
education
requirement

Environment
al
requirement
(optional)

Facility

Electro-
convulsive
therapy
(ECT)154

As described
in the
RANZCP
Regulations
for Fellowship
(or for up
skilling in
modern
methods of
ECT as
described in
clause 16 & 17
RANZCP
Clinical
Memorandum

Maintaining a
practice that
includes ECT

Review of
ECT
outcomes &
complications
& monitoring
of clinical
indicators (e.g.
ACHS) as
directed by
Area Director
Mental Health

Facility where
general
anaesthetic
services are
provided

154 RANZCP Clinical Memorandum #12 ECT, last revised February 2007
http://www.ranzcp.org/pdffiles/clinicalmemem/cm12.pdf
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#12)
Child &
Adolescent
Psychiatry

Advanced
training in child
& adolescent
psychiatry, or
Certificate of
Child &
Adolescent
Psychiatry (if
trained pre
2003 RANZCP
training
regulations)

Maintain a
practice in
Child &
Adolescent
Psychiatry

As required by
the RANZCP
demonstrating
relevance to
scope of
practice in
Child &
Adolescent
Psychiatry

Psychiatry of
Old Age

Advanced
training in
psychiatry of
old age, (or
equivalent if
trained pre
2003 RANZCP
training
regulations)

Maintain a
practice in
psychiatry of
old age

As required by
the RANZCP
demonstrating
relevance to
scope of
practice in
psychiatry of
old age
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13 Appendix 3 – Oral Maxillofacial Surgery SoCP – Checklist

Approach

Procedure

Extraction of teeth
Removal of teeth by extraction
Removal of teeth by deliberate section
Management of complications of extracting teeth
Dento-alveolar surgery – raising a mucoperiosteal flap
Removal of teeth not requiring removal of bone or tooth division
Removal of teeth requiring removal of bone
Removal of teeth requiring both bone removal and tooth division
Removal of roots
Removal of unerupted tooth
Removal of third molars
1. Angulation:

a) vertical and mesioangular
b) distoangular, horizontal and transverse

2. Relationship to ID canal
a) clear
b) intimate relationship

Aids to Endodontics
1. Apicectomy: anterior teeth only
2. Removal of extruded paste: anterior teeth only
3. Root hemisection
Aids to Orthodontics
1. Frenectomy
2. Tooth exposure
3. Tooth exposure and attachment of device for orthodontic traction
4. Repositioning (Transplantation) of tooth or tooth bud

Preprosthetic surgery (minor)

1. Retained roots and bone sequestra
2. Small bony irregularities (Alveolectomy)
3. Fibrous (flabby) ridges & tuberosity
4. Fibrous bands and irritation hyperplasia
5. Tori
6. Muscle attachments
7. Ridge augmentation
8. Sulcus deepening, buccal or lingual (Vestibuloplasty)
Trauma
Replantation of tooth or tooth bud following trauma
Surgical repositioning of teeth following trauma
Surgical removal of foreign body
Surgical cleaning and repair of:
1. a facial wound in the region of the mouth and jaws
2. oral mucous membrane where the wound involves subcutaneous
tissues
Fracture of maxilla or mandible
1. not requiring fixation
2. requiring fixation of teeth in that arch
3. requiring fixation between archs
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Procedure

4. requiring external fixation
5. requiring open reduction
Treatment of a fracture of the zygoma
Mandible relocation by manipulation following dislocation
Dento-facial infections
Apical abscess
Periodontal abscess
Pericoronitis
Dry socket

Biopsy

Incisional
Excisional
Non-tumour lumps in mouth - Removal
Pyogenic granuloma, mucoceles, warts, fibroepithelial polyp, irritation
hyperplasia
Brown ‘tumour’, dermoid cyst, congenital epulis, peripheral giant cell
granuloma, ranula, granulomata, haemangioma, lymphangioma,
vascular formations
Tori (small)
Giant cell granuloma, brown ‘tumour’, Paget’s disease of bone, fibrous
dysplasia, cherubism
Cysts of the jaw - Removal
Inflammatory dental cysts (apical, lateral, dentigerous, & residual
Marsupialisation of cyst
Keratocysts, solitary bone cysts, aneurysmal bone cysts
Benign tumours of the mouth - Removal
Fibroma, lipoma, osteoma, simple odontomes
Neurofrbroma, granular cell myoblastoma, ameloblastoma,
adenoameloblastoma, calcifying epithelial odontogenic tumour,
myoxoma, ameloblastic fibroma, complex odontomes

Maxillary antrum

Closure of oro-antral fistula by:
1. Buccal advancement flap
2. Palatal rotation flap
3. Buccal fat pad flap
Recovery of root fragment immediately post-extraction by suction
lavage, antrostomy, recovery of foreign body

Control of post-operative haemorrhage

Immediate
Secondary or Reactionary

Implantology

Osseointegration:
1. Fixture installation
2. Two-stage procedures
Implant salvage
Bone augmentation

Other surgery

Mandible relocation requiring open reduction
Osteotomy. Surgical exposure and fracturing of maxilla or mandible in
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Procedure

predetermined planes in order to improve form or position. Fixation of
fragments require
Surgery to salivary duct
Surgery to salivary gland
Surgery for osteomyelitis
Repair of nerve trunk
Skin or mucosal graft
Drainage of abscess or cyst. Drainage and/or irrigation, other than
through a root canal, of an abscess or cyst. Drainage may be through an
incision or inserted tube
Temporomandibular joint arthroscopy
Functional endoscopic sinus surgery
Endoscopically assisted internal fixation
Endoscopically assisted face and brow lifting
Cryosurgery
Laser surgery

• All procedures undertaken by Advanced Trainees are undertaken under the supervision
of a Senior Medical Practitioner. Advanced Trainees will be deemed credentialed for the
procedure if the supervising Consultant is credentialed for the procedure.

• It is acknowledged that emergency situations may arise where a Medical Practitioner
may need to undertake a procedure which they have not been authorised to perform. In
these situations the actions of the Practitioner concerned will be supported by NSCCHS.
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14 Appendix 4 – Anaesthesia SoCP, Ballarat Health Service
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15 Appendix 5 – Rheumatology SoCP, British Columbia

Name: _____________________________________________________

Effective from _______/_______/_______ to _______/_______/_______

❏ Initial privileges (initial appointment) ❏ Renewal of privileges (reappointment)

All new applicants must meet the following requirements as approved by the Health Authority or

Hospital, effective: ____/____/____. (Date accepted by PQASC)

Applicant: Check the “Requested” box for each privilege requested. Applicants are responsible for

producing required documentation for a proper evaluation of current competence, current clinical

activity, and other qualifications and for resolving any doubts related to qualifications for requested

privileges. Please provide this supporting information separately.

[Department/Program Head or Leaders/ Chief]: Check the appropriate box for recommendation on

the last page of this form and include your recommendation for any required evaluation. If

recommended with conditions or not recommended, provide the condition or explanation on the

last page of this form.

With respect to the "standards for currency", the currency for exams or procedures suggested as a

threshold are developed by practitioners in the field and are believed to be fair and reasonable and

are not intended as a barrier to practice or service delivery. The focus of the standard is on those

who are close to or below the threshold, so the situation can be discussed with the department

head, and is not on the precise number for those who are well above the threshold. Regardless of

the currency number, acceptable results must be demonstrated, especially for procedures with

significant risk.

Other requirements

• Note that privileges granted may only be exercised at the site(s) and/or setting(s) that have

sufficient space, equipment, staffing, and other resources required to support the privilege.

• This document is focused on defining qualifications related to competency to exercise clinical

privileges. The applicant must also adhere to any additional organizational, regulatory, or

accreditation requirements that the organization is obligated to meet.

Note: The dictionary will be reviewed over time to ensure it is reflective of current practices,

procedures and technologies.

Grandparenting: Physicians holding privileges prior to implementation of the dictionary will

continue to hold those privileges as long as they meet currency and quality requirements.

Definition

Rheumatology is the branch of medicine concerned with the specialized assessment and

care of patients with arthritis, and other inflammatory, autoimmune, and related

musculoskeletal health disorders.

Qualifications for Rheumatology
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Traditionally, pediatric patients are attended to by Pediatricians with subspecialty training in

pediatric Rheumatology. Adult patients are attended to by Internists with subspecialty training in

adult Rheumatology

Initial privileges: To be eligible to apply for privileges in Rheumatology, the applicant must meet the

following criteria:

Be certified as a Rheumatologist by the Royal College of Physicians and Surgeons of Canada (RCPSC)

AND/OR

Be recognized as a Rheumatologist by the College of Physicians and Surgeons of British Columbia

(CPSBC) by virtue of credentials earned in another jurisdiction that are acceptable to both the CPSBC

and the governing body of [Health Authority].

AND/OR

Has practiced as a Rheumatologist prior to (date accepted by PQASC).

AND

Required current experience: Provision of inpatient or ambulatory care consisting of 100 adult or

100 pediatric patient encounters per year averaged over three years, depending on respectively

whether adult or pediatric privileges are being requested, and reflective of the scope of privileges

requested, or successful completion of a RCPSC (or equivalent) residency or clinical fellowship within

the past 12 months.

Renewal of privileges: To be eligible to renew privileges in rheumatology within medicine or

pediatrics, the applicant must meet the following criteria:

Current adequate volume of patients (inpatient and ambulatory consisting of 100 patient

encounters) per year averaged over three years, reflective of the scope of privileges requested.

Return to currency:

Return after 3 years: plan developed based on duration of absence, prior clinical experience,

activities during absence (maintenance of competence during leave), after preceptor evaluation with

supervision of core procedures relevant to their intended scope of practice. Currency requirements

should be met after 1 year of practice.

Core privileges: Rheumatology

❑ Requested Adult Rheumatology, primarily 16 years of age and older

❑ Requested Pediatric Rheumatology, primarily 20 years of age and younger
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Admit, evaluate, diagnose, treat, and provide consultation to patients with rheumatic, inflammatory

and autoimmune diseases and syndromes specific to their adult or pediatric scope of practice.

Includes evaluation, prevention, and management of disorders including but not limited to: as

rheumatoid arthritis; juvenile idiopathic arthritis, infections of joint and soft tissue; osteoarthritis;

metabolic diseases of bone; systemic lupus erythematosus; scleroderma/ systemic sclerosis and

crystal-induced synovitis; polymyositis; dermatomyositis, juvenile dermatomyositis,

spondyloarthropathies; vasculitis; regional, acute, and chronic musculoskeletal pain syndromes;

nonarticular rheumatic diseases, including fibromyalgia; nonsurgical, exercise related injury;

systematic disease with rheumatic manifestations; periodic fever syndromes; osteoporosis; and

Sjogren’s Syndrome disorders. In collaboration with other specialists, use of immune modifying

agents in non-rheumatic diseases. May provide care to patients in the intensive care setting in

conformance with unit policies. Assess, stabilize, and determine the disposition of patients with

emergent conditions consistent with medical staff policy regarding emergency and consultative call

services. The core privileges in this specialty include the procedures on the attached procedures list

and such other procedures that are extensions of the same techniques and skills.

Core procedures list

This is not intended to be an all-encompassing procedures list. It defines the types of

activities/procedures/privileges that the majority of practitioners in this specialty perform at this

organization and inherent activities/procedures/privileges requiring similar skill sets and techniques.

To the applicant: If you wish to exclude any procedures, please strike through the procedures that

you do not wish to request and then initial and date.

 Performance of history and physical exam

 Diagnostic aspiration and/or therapeutic injection of diarthrodial joints, bursae, tenosynovial

structures, and entheses

 Analysis by light and compensated polarized light microscopy of synovial fluid (not pediatrics)

 Use of but not limited to nonsteroidal anti-inflammatory drugs, disease-modifying drugs,

biological-response modifiers, glucocorticoids, cytotoxic drugs /chemotherapy,

antihyperuricemic drugs, intravenous immunoglobulin and antibiotic therapy for septic joints

• Developmentally appropriate medical assessment and treatment (Pediatrics)

Non-core Privileges (See Specific Criteria)

Non-core privileges may be requested for by individuals who have further training,

experience and demonstrated competence.

Non-core privileges are requested individually in addition to requesting the core.



Model Scopes of Clinical Practice – Discussion Paper

NSW State Scope of Clinical Practice Unit - April 2015 72

Each individual requesting non-core privileges should meet the specific threshold criteria as

outlined.

Non-core privileges: Administration of sedation and analgesia for pediatric

procedures

❑ Requested

See “Hospital Policy for Sedation and Analgesia by Nonanesthesiologists.”

Non-core privileges: Performance or interpretation of electromyograms, nerve

conduction studies, and performance of muscle biopsy

❑ Requested

Initial privileges: Successful completion of an accredited postgraduate training program that

included training in in the procedure or completion of a hands-on continuing medical education

program.

AND

Renewal of privileges: Demonstrated current competence and evidence of the performance of at

least 5 procedures during the past 12 months or completion of training in the past 12 months.

Return to currency: supervision to a level of competence by a practitioner who currently holds this

privilege.

Non-core privileges: Musculoskeletal ultrasound

❑ Requested

Initial privileges: Successful completion of an accredited postgraduate training program that

included training in MSKUS or completion of a hands-on continuing medical education program.

AND

Renewal of privileges: Demonstrated current competence and evidence of the performance of at

least 15 MSKUS procedures during the past 12 months or completion of training in the past 12

months

Return to currency: supervision to a level of competence by a practitioner who currently holds this

privilege

Non-core privileges: Performance of simple skin biopsy
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Initial privileges: Demonstrated competence in the procedure to a member of the medical staff who

holds this privilege. No currency requirement.

OR

Have held this privilege prior to April 2014,

Context Specific Privileges

Context refers to the capacity of a facility to support an activity.

None identified at this time.

Acknowledgment of Practitioner

I have requested only those privileges for which by education, training, current experience, and

demonstrated performance I am qualified to perform and for which I wish to exercise at [facility

name], and I understand that:

a. In exercising any clinical privileges granted, I am constrained by hospital and medical staff

policies and rules applicable generally and any applicable to the particular situation.

b. Any restriction on the clinical privileges granted to me is waived in an emergency situation, and

in such situation my actions are governed by the applicable section of the medical staff bylaws

or related documents.

Signed: ________________________________________ Date: _____________________

[Department/Program Head or Leaders/Chief]’s Recommendation

I have reviewed the requested clinical privileges and supporting documentation for the above-

named applicant and:

❑ Recommend all requested privileges

❑ Recommend privileges with the following conditions/modifications:

❑ Do not recommend the following requested privileges:

Privilege Condition/modification/explanation

Notes:

______________________________________________________________________________
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__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

[Department/Program Head or Leaders/ Chief] Signature: _________________________________

Date: _________________________________

FOR MEDICAL AFFAIRS USE ONLY (Tailor to Health Authority Process)

Credentials committee action Date: ________________________

Medical executive committee action Date: ________________________

Board action Date: ________________________
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16 Appendix 6 – Obstetrics and Gynaecology SoCP, Stanford

Health Care
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