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Preamble

In the United States, the Centers for Disease Control
and Prevention estimates more than 50 million pro-

cedures are performed every year [1]. In the era of
physician report cards, transparency, medical innova-
tion, increased litigation, and hybridization or cross-
disciplinary nature of surgery, privileging for new tech-
nology continues to lack a standardized process for
implementation. With the absence of established national
standards to direct granting of privileges for new tech-
nology, The Society of Thoracic Surgeons (STS) convened
a task force to address this problem and create a pathway,
checklist, and list of recommendations to guide the
process.

This consensus statement reviews more than 19 new
techniques or procedures that are direct extensions of
thoracic surgery that a surgeon may not have trained to
perform if he or she completed residency within the last
10 years and at least five new categories of techniques or
procedures where surgeons are partnering with other
specialties or are retraining to perform procedures that
require a completely new skill set to perform. This void
needs to be filled, and our task force set forth to begin the
process.

Background

The purpose of privileging is to help ensure that clini-
cians provide high-quality and high-value health care in
accordance with accepted standards of care and legal
requirements. Ensuring appropriate privileging to use
new technology or perform advanced procedures may be
challenging because historical data are often unavailable
to evaluate the relationship between the privileging pro-
cess and the safety and quality of the health care services
or patient outcomes. The main objective of The Society of
Thoracic Surgeons (STS) Task Force on General Thoracic
Surgery Privileging is to propose a consensus statement
and, most importantly, a framework for thoracic surgery
privileging as it pertains to new technology and advanced
procedures. It is not the purpose or intent of this task
force to mandate specific criteria for privileging surgeons
with respect to these subject matters.
Although the details for adopting new technologies may

vary depending on practice location and environment, this
practical framework may serve as a reference (and not a
mandate) for surgeons and hospitals as they plan for the
safe introduction and implementation of new technologies
and advanced procedures. The framework is intended to
be sufficiently broad so that it is relevant to a range of
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institutional settings and scopes of practice. Purposefully,
the task force based its proposals on published literature or
expert consensus and avoided attaching a mandatory
number of cases performed in the privileging process. The
task force concluded that, in most instances, little or no
quality data are available for most new technology and
advanced procedures to support assigning a specific
number of cases for privileging. Consequently, the task
force determined that in this context, privileging should be
based on evaluation and documentation of knowledge and
skills, continuous clinical and quality outcomes assess-
ment, use of optimal clinical and administrative care pro-
cesses, and in the case of new privileges, a focused
professional practice evaluation (FPPE).

Consensus statements are generally derived from a
systematic approach and an extensive literature review
where highest-quality evidence does not commonly exist.
A modified Delphi approach was taken as each sugges-
tion or topic was chosen.

We reviewed the literature to explore a standard cer-
tification guide that could be incorporated into hospital
bylaws and policies for the use of new technology and
advanced procedures and identified four common goals
of privileging, these being to develop (1) clear lines of
responsibility for the privileging process, (2) supportive
governance structures, (3) accepted standards for
privileging, and (4) a culture of continuous improvement
and evaluation of privileging process outcomes [2–5].

In this consensus statement, the task force clarifies
some of the terminology associated with the privileging
process and provides a description of the proposed
framework for new technology and advanced procedures.
We also categorize a representative list of new technology
and advanced procedures in general thoracic surgery to
which a framework may be applied and present case
studies to illustrate how a framework checklist can assist
in privileging a surgeon or a surgical team, or both.

Terminology

To develop an effective framework for privileging, one
must be familiar with the common language regarding
several relevant processes, including certification, cre-
dentialing, and privileging.

Certification
Certification in thoracic surgery in the United States is
under the auspices of the American Board of Thoracic
Surgery (ABTS), whose primary purpose is to protect the
public by establishing and maintaining high standards of
care in thoracic surgery, much like certifying boards in
other countries. To achieve these objectives, the ABTS has
developed highly specific qualifications for examinations
as well as procedures for certification and maintenance of
certification [6]. The ABTS board certification, which is a
minimum requirement for all thoracic surgeons at most
institutions in the United States, does not currently
include specific guidelines for credentialing or for
privileging board-certified or board-eligible surgeons in
the use of new technology or acquisition of new and

advanced skills. The American Board of Surgery also
certifies general surgeons to perform procedures that are
duplicated in ABTS certification. Individual hospitals
then determine what level of certification is required for
practice within their own institutions.

Credentialing and Privileging
Credentialing and privileging are institution-specific
processes that culminate in recognizing and attesting
that a thoracic surgeon is competent and qualified. Cre-
dentialing claims the thoracic surgeon meets universally
recognized standards by verifying such items as the in-
dividual’s education, license, training, experience, certi-
fication, malpractice history, adverse clinical reports,
clinical judgment, and professionalism through investi-
gational query, attestations, and observation.
Privileging defines the surgeon’s scope of practice and

the clinical services he or she may provide. Privileging
should be based on competence, accompanied by a data-
driven process, and centered on continuous quality
improvement. The Joint Commission requires that phy-
sicians seeking new privileges undergo a defined FPPE
[7]. The Joint Commission requirements for an FPPE are
clear “criteria for conducting performance [evaluations,
defined] methods for establishing a monitoring plan
specific to the requested privilege [and] determining the
duration of performance monitoring, [and documenting]
the circumstances under which monitoring by external”
individuals is necessary [7]. The FPPE can be set to occur
after a set amount of time in practice or after a set amount
of cases have been performed. An example of an FPPE
form is shown in the Appendix.
Historically, individual hospitals have determined the

criteria for granting privileges within a specialty, an
approach that may result in wide variability in training
and expertise. A hospital that has granted privileges to a
provider has a duty to terminate or limit those privileges
once it is made aware of incompetence [8]. Furthermore,
in most instances, the patient does not have access to the
institutional criteria necessary for granting privileges,
because they are not a matter of public record [9].
To be fair, “credentialing and privileging must be

products of qualified and objective physician-controlled
peer review using criteria that are established through
common professional,” administrative, and legal prac-
tices. These criteria should be “endorsed by a formal
consensus process and be available to the public in the
form of hospital bylaws, procedures, or other documen-
tation.” Importantly, these criteria should be related to
the quality of patient care, documented physician out-
comes, and performance that can be measured. “Peer
review decisions must be performed in good faith (not
unreasonable, capricious, or arbitrary), fair, include
detailed documentation, be justifiable, and be equally
applied to all practitioners without bias” in accordance
with reasonable standards of care. “Peer review decisions
should be confidential and protected. In cases of adverse
peer review decisions, avenues of appeals using due
process and the inclusion of fair hearings must be avail-
able to the” surgeon undergoing the evaluative process
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