
requested by a practitioner that goes beyond the specified list of privileges for that 
particular category of practitioner requires an appraisal by the medical staff and approval by 
the governing body.  The appraisal must consider evidence of qualifications and 
competencies specific to the nature of the request.  It must also consider whether the 
activity/task/procedure is one that the hospital can support when it is conducted within the 
hospital.  Privileges cannot be granted for tasks/procedures/activities that are not conducted 
within the hospital, regardless of the individual practitioner’s ability to perform them. 
 
After the medical staff conducts its reappraisal of individual members, the medical staff 
makes recommendations to the governing body to continue, revise, discontinue, limit, or 
revoke some or all of the practitioner’s privileges, and the governing body takes final 
appropriate action. 
 
A separate credentials file must be maintained for each medical staff member.  The hospital 
must ensure that the practitioner and appropriate hospital patient care areas/departments are 
informed of the privileges granted to the practitioner, as well as of any revisions or 
revocations of the practitioner’s privileges.  Furthermore, whenever a practitioner’s 
privileges are limited, revoked, or in any way constrained, the hospital must, in accordance 
with State and/or Federal laws or regulations, report those constraints to the appropriate 
State and Federal authorities, registries, and/or data bases, such as the National Practitioner 
Data Bank. 
 
Survey Procedures §482.22(a)(1) 
 

• Determine whether the medical staff has a system in place that is used to reappraise 
each of its current members and their qualifications at regular intervals, or, if 
applicable, as prescribed by State law. 

 
• Determine whether the medical staff by-laws identify the process and criteria to be 

used for the periodic appraisal. 
 

• Determine whether the criteria used for reevaluation comply with the requirements 
of this section, State law and hospital bylaws, rules, and regulations. 

 
• Determine whether the medical staff has a system to ensure that practitioners seek 

approval to expand their privileges for tasks/activities/procedures that go beyond the 
specified list of privileges for their category of practitioner.  

 
Determine how the medical staff conducts the periodic appraisals of any current member of 
the medical staff who has not provided patient care at the hospital or who has not provided 
care for which he/she is privileged to patients at the hospital during the appropriate 
evaluation time frames.  Is this method in accordance with State law and the hospital’s 
written criteria for medical staff membership and for granting privileges? 
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§482.22(a)(2) - The medical staff must examine the credentials of all eligible 
candidates for medical staff membership and make recommendations to the governing 
body on the appointment of the candidates in accordance with State law, including 
scope-of-practice laws, and the medical staff bylaws, rules, and regulations.  A 
candidate who has been recommended by the medical staff and who has been 
appointed by the governing body is subject to all medical staff bylaws, rules, and 
regulations, in addition to the requirements contained in this section. 
 
Interpretive Guidelines §482.22(a)(2) 



 
There must be a mechanism established to examine credentials of individual prospective 
members (new appointments or reappointments) by the medical staff.  The individual’s 
credentials to be examined must include at least: 
 

• A request for clinical privileges; 
 
• Evidence of current licensure; 

 
• Evidence of training and professional education; 
 
• Documented experience; and 
 
• Supporting references of competence. 

 
The medical staff may not make its recommendation solely on the basis of the presence or 
absence of board certification, but must consider all of the elements above.  However, this 
does not mean that the medical staff is prohibited from requiring in its bylaws board 
certification when considering a MD/DO for medical staff membership or privileges; only 
that such certification may not be the only factor that the medical staff considers.   
 
The medical staff makes recommendations to the governing body for each candidate for 
medical staff membership/privileges that are specific to type of appointment and extent of 
the individual practitioner’s specific clinical privileges, and then the governing body takes 
final appropriate action. 
 
Each practitioner who is a member of the medical staff or who holds medical staff 
privileges is subject to the medical staff’s bylaws, rules, and regulations, in addition to all 
the requirements of the Medical Staff Condition of Participation.  The medical staff and the 
governing body must enforce its medical staff requirements and take appropriate actions 
when individual members or other practitioners with privileges do not adhere to the medical 
staff’s bylaws, regulations, and rules.  They must likewise afford all members/practitioners 
who hold privileges the protections and due process rights provided for in the bylaws, rules 
and regulations. 
 
A separate credentials file must be maintained for each individual medical staff member or 
applicant.  The hospital must ensure that the practitioner and appropriate hospital patient 
care areas/departments are informed of the privileges granted to the practitioner. 
 
Survey Procedures §482.22(a)(2) 
 

• Determine whether the medical staff bylaws identify the process and criteria 
to be used for the evaluation of candidates for medical staff 
membership/privileges. 

 
• Determine whether the criteria used for evaluation comply with the 

requirements of this section, State law, and hospital bylaws, rules, and 
regulations. 

 
• Determine whether the medical staff has a system to ensure that practitioners 

seek approval to expand their privileges for tasks/activities/procedures that 
go beyond the specified list of privileges for their category of practitioner.  
 

 Ask the leadership of the medical staff what methods are used to ensure that 
all medical staff members and non-member practitioners who hold privileges 
adhere to the medical staff bylaws, rules and regulations and are afforded the 
protections and due process rights provided for under the bylaws, rules and 



regulations.  Ask for specific examples of actions taken. 
 

 When interviewing practitioners during the survey, ask how they are made aware of 
their rights and responsibilities with respect to medical staff bylaws, rules and 
regulations. 
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§482.22(a)(3)  When telemedicine services are furnished to the hospital’s patients 
through an agreement with a distant-site hospital, the governing body of the hospital 
whose patients are receiving the telemedicine services may choose, in lieu of the 
requirements in paragraphs (a)(1) and (a)(2) of this section, to have its medical staff 
rely upon the credentialing and privileging decisions made by the distant-site hospital 
when making recommendations on privileges for the individual distant-site physicians 
and practitioners providing such services, if the hospital’s governing body ensures, 
through its written agreement with the distant-site hospital, that all of the following 
provisions are met: 
 
 (i)  The distant-site hospital providing the telemedicine services is a Medicare-
participating hospital. 
 
(ii)  The individual distant-site physician or practitioner is privileged at the distant-site 
hospital providing the telemedicine services, which provides a current list of the 
distant-site physician’s or practitioner’s privileges at the distant-site hospital. 
 
 (iii)  The individual distant-site physician or practitioner holds a license issued 
or recognized by the State in which the hospital whose patients are receiving the 
telemedicine services is located. 
 
 (iv)  With respect to a distant-site physician or practitioner, who holds current 
privileges at the hospital whose patients are receiving the telemedicine services, the 
hospital has evidence of an internal review of the distant-site physician’s or 
practitioner’s performance of these privileges and sends the distant-site hospital such 
performance information for use in the periodic appraisal of the distant-site physician 
or practitioner.  At a minimum, this information must include all adverse events that 
result from the telemedicine services provided by the distant-site physician or 
practitioner to the hospital’s patients and all complaints the hospital has received 
about the distant-site physician or practitioner. 
 
Interpretive guidelines §482.22(a)(3) 
 
The hospital’s governing body has the option, when considering granting privileges to 
telemedicine physicians and practitioners, to have the hospital’s medical staff rely upon the 
credentialing and privileging decisions of the distant-site hospital for these physicians and 
practitioners.  This process would be in lieu of the traditional process required under 
§482.22(a)(1) and §482.22(a)(2), whereby the hospital’s medical staff conducts its own 
review of each telemedicine physician’s or practitioner’s credentials and makes a 
recommendation based on that individualized review. 
 
In order to exercise this alternative credentialing and privileging option, the hospital’s 
governing body must ensure through its written agreement with the distant-site hospital that 
all of the following requirements are met: 
 

• The distant-site hospital participates in the Medicare program.  If the distant-site 
hospital’s participation in Medicare is terminated, either voluntarily or involuntarily, 
at any time during the agreement, then, as of the effective date of the termination, 


