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Q. How do I get clinical privileges in deliveries, ultrasound, colposcopy?
A. It requires documentation of training, experience, and current competence.  See details below
Scenario one
You are currently working in a small rural hospital. You are one of the few women health providers there at this time. You have been here for 4 months now, and one of the challenges is convincing your superiors that U/S is preformed routinely by properly trained family physicians. 

You had some very good training in both OB and Abdominal U/S during your Family Practice training. This is a skill you hope not to loose. But at the current environment here it looks like this is not going to happen, since U/S is under the radiology department which is run by technicians not MD’s and they have a locums who is doing our U/S.
You want to know where to turn to get the privileges to perform ultrasound, specifically OB and Gyn related U/S. 
Scenario two
You are the chief of a small rural OB/GYN department. You want to know
1. Is there a minimum standard number of births for competency? 
2. If so, who is the source and where can I find it? 
Scenario three

You are a Family Nurse Practitioner at a rural health center that has a backlog of abnormal pap smears that have not been followed up. It requires a contract health referral and many miles of travel for your patients to receive their colposcopy. You are interested in beginning to offer colposcopy in your local clinic.
Quick Answer

The basics from the Joint Commission on the Accreditation of Healthcare Organizations are that the provider needs to be able to document:

-Training

-Experience

-Current competence
-Licensure/certification
-No one department, or department chief, has ‘ownership’ of certain privileges. 
The examples above illustrate how many privileges overlap various departments. Diagnostic ultrasound is performed by radiologists, obstetricians, family physicians, midwives, maternal fetal medicine, cardiologists, pediatric cardiologists, nurses, and radiology technicians just to name a few. By the same token, obstetric delivery and colposcopy are provided by a diverse group of provider types.
Most often the granting of clinical privileges is authorized by the healthcare organization’s Governing Body or Board of Directors with the advice of the Medical Executive Committee. 
I suggest you look at these two places for examples, but the key is what your local bylaws actually say. This is truly a case where the ‘devil in the details’.

1.) The Indian Health Medical Staff Credentialing and Privilege Guide, 9/05
http://www.ihs.gov/NonMedicalPrograms/nc4/Documents/revisedIHScredentialingguide.pdf
2.) The latest revised sample JCAHO Medical Staff Credentialing and Privileging Standards
http://www.jointcommission.org/NR/rdonlyres/228B50E9-4E0B-4079-8BD9-9EF09F47BD7D/0/07_cp_stds.pdf
A second point is that you should approach this issue in a collegial way. 
Please try to maintain good avenues of communication at every level. In some cases these types of issues quickly become personality conflicts. Please do whatever you can to avoid conflict. Work toward a mutually beneficial settlement. 
Detailed Answer
Actually these examples are part of a broader question…about privileging in general and the same basic tenets apply to all privileges

The most common scenario is that privileges are granted locally by the Hospital Board on the advice of the Medical Executive Committee. The Med Exec Committee usually processes the guidance of a Credentials Sub-committee. The Credentials committee often will seek the counsel of the dept chief, but it is not limited to that as a sole source of information.

The basic tenets of privileging, as defined by JCAHO, are documentation of: licensure, training, experience, and current competence. Privileges are not defined by virtue of a specialty residency or other Board status. 

Ultrasound example

An Indian Health facility has the same issues as any small rural facility in that they are held to a national standard of care, so some form of certification, or extra training is often used a helpful adjunct to FP training, e. g., one example may be the American Institute of Ultrasound Medicine

http://www.aium.org/products/store/_productDetail.asp?id=AC2&cat=E&words=&pg=1
Other staff have performed extra CME Courses with a ‘hands on’ component.  At ANMC our nurses had a great experience with the week long Family Practice U/S comprehensive ‘hands on’ course in Denver with Mark Deutchman, MD. When they returned from training they performed 50 proctored ultrasounds for AFI, fetal presentation, BPP and then were granted those ultrasound privileges that are limited to the L/D setting.
The Indian Health system has had a lot of different types of providers perform U/S exams over the years. For many years one of the main ultrasonographers at Bethel was a midwife. Another example is that specially trained RNs on L/D and CNMs routinely perform AFIs, placental location, and fetal position determinations at ANMC. In other facilities OB/GYNs are required to be the U/S tech, much to their chagrin, in the middle of the night, so be careful what you wish for.

How many deliveries?
As per the local facility bylaws, the mechanics of determining clinical competence are based in the local Medical Staff Credentials sub-Committee.
This Medical Staff Credentials Committee is often a sub-committee of the Medical Executive Committee.  The Credentials Committee can process input from the local Department Chiefs, or other sources, but basically the criteria are set locally.
There is no standard number that has been adopted by national benchmark organizations for current competence.  As a practical matter, we have used the following range of numbers:
Current competence: 

1. Fifteen vaginal deliveries per year or 30 in two years; this number would apply to all CNMs, FPs, etc…

2. If a provider is not keeping up that range of numbers, then we suggest that provider go to a regional center to perform more deliveries to maintain 15 deliveries a year.  We feel this not ‘extra’ work, e.g., they should not have to use Annual Leave time to keep current. At ANMC we have an active program to keep our field providers current by encouraging them to come to ANMC for 1-2 week blocks.
As with most issues, I have a FAQ on the MCH page that offers more information, which I really suggest folks take a look at

Q. How many deliveries does a provider need to maintain active privileges?

A. Those numbers should be set by the local Medical Staff. Here are some examples
http://www.ihs.gov/MedicalPrograms/MCH/M/documents/Credent21905.doc
Colposcopy

The Indian Health system has a formal program to increase cervical cancer screening through widespread dissemination of colposcopy skills. The training is presented in Albuquerque, NM each spring. There is a basic colposcopy course which alternates with a refresher course and advanced colposcopy course. After completing adequate training, the provider (Family physician, CNM, ANP, etc…) returns to their Service Unit and performs 50 proctored exams before getting their privileges.
Developments

At the time of this writing the Indian Health Credentials and Privileges policy is currently being revised and converted to an IHS Manual Chapter that should be posted on the www.ihs.gov when completed. The Indian Health Credentials and Privileges policy is currently in a circular format from 1995.  

Please Search by:

“ Indian Health Manual, Professional Services, 

Part 3, Chapter 1, “Medical Credentials and Privileges Review Process ”  

Summary

These are just three common examples in the Indian Health system in which there is an overlap of areas of interest.  For our ultrasound example, the Radiology Dept does not grant Ultrasound privileges. The Medical Executive Committee recommends privileges on behalf of the Hospital Board.  

You should expect to provide documentation of training, experience, and current competence. You should also get to know the basic tenets of your hospital’s bylaws.
My personal advice is to work within the system and keep the lines of communication open at all times.  Go overboard being helpful and positive. There is often a solution through thoughtful negotiation, though it may not be at the speed the practitioner always wants. 

My experience is that conflict and personality ‘issues’ virtually always end in a negative resolution for all parties. I would present it in some win / win way….you are willing to help them…you already do all the U/S on your own patients, so you are saving them work….you fill in the blanks here…

‘Having said all the above it may be that the art of skillful negotiation is the most important skill that is needed, not just a clinical skill set.

Other Resource:

Joint Commission on the Accreditation of Healthcare Organizations

http://www.jointcommission.org/
