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We provide assistance to health & human
service organizations to help them to meet today’s challenges.
Our clients include medical practices, hospitals & health
systems, and non-profit organizations. We specialize in
addressing the unique needs of federally qualified health
center (FQHC) Section 330 PHS grantees.

•
•

•
•
•

Health administration, practice operations and project
management services
Strategic planning, new program & service line
development
Collaborations and multi-sector partnerships
Revenue enhancement and fund development planning
Quality accreditation and regulatory compliance

330 Partners’ consultants are former DHHS/HRSA
administrators, FQHC executives, health system leaders and
non-profit specialists; each averaging more than 20 years of
experience.

Objectives
Objectives

• Define peer review and the regulatory requirements of a peer review
process.
• Understand the concept of peer review as it relates to quality and risk
management.

• Understand the peer review process and its relationship to the clinician
privileging process.
• Compare and contrast the OPPE and FPPE definitions and identify the
situation (s) when each evaluation format is used.

• Identify key staff and partners to participate in a peer review committee
and design process.
• Discuss the steps to address competency or behavioral challenges of
clinicians as identified by the peer review process.

The Definition

The Definition
• A process in which a medical provider’s
performance is evaluated by his/her based on
specific guidelines and/or competency areas.
• Peer review is confidential and is not
discoverable (please check your state regulations).

The Requirements

The Requirements

The Requirements
CMS

The Joint Commission

HRSA/FTCA

The Requirements

CMS Requirement
• [Hospitals] must evaluate each individual
practitioner’s qualifications and demonstrated
competencies to perform each task or activity
within the applicable scope of practice or
privileges for that type of practitioner for which
he/she has been granted privileges.
• Must conduct a periodic appraisal of each
practitioner.

The Requirements

The Joint Commission (TJC)
• The Joint Commission outlines general competencies
for a peer review process:
• Patient Care (provision of appropriate care)
• “Physicians are expected to provide
compassionate, appropriate, and effective
patient care for the promotion of health,
prevention of illness, and treatment of disease,
as well as at the end of life.”
• Medical/Clinical Knowledge
• “Demonstrate knowledge of established and
evolving biomedical, clinical, and social
sciences, and apply that knowledge to patient
care and educating others.”

The Requirements

TJC (cont’d)
• Evidence-Based Practice
• Practitioners are able to use scientific evidence and
methods to investigate, evaluate, and improve
patient care practices.
• Professionalism
• Behaviors that reflect commitment to continuous
professional development, ethics, and sensitivity to
diversity, as well as responsible attitudes toward
patients, the medical profession, and society.

The Requirements

TJC (cont’d)
• System-Based Practice
• Examples of systems-based practice include
patient advocacy and coordination of care
between levels of care and among teams.
• Interpersonal and Communication
• Practitioners to demonstrate skills that enable
them to establish and maintain professional
relationships with patients, families, and other
members of healthcare teams.

The Requirements

HRSA/FTCA
• A QI/QA program that addresses
• Adhering to current evidenced based guidelines,
standards of care and standards of practice in the
provision of health services.

• A QI/QA assessment that
• Informs the modification of the provision of health
center services.

The Requirements

HRSA/FTCA
2019 FTCA Deeming Application Requires
• “QI/QA assessments have been completed on at
least a quarterly basis over the past calendar year
by the health center’s physicians or other
licensed health care professionals.”
• “QI/QA assessments over the past calendar year
that include assessing the following:
• The identification of any patient safety and
adverse events and the implementation of
related follow-up actions, as necessary” [see
FPPE discussion].

Quality and Risk Management

Quality

Quality Origins
William Deming

Joseph Juran

Phillip Crosby

Increase quality
Reduce waste
Decrease cost

[Quality]Management
begins at the top

Do it right the first time

P D S A/P D C A

Pareto Principle
(80%-20% rule)

Zero defects

Quality = Results of work
efforts/total costs

Quality= Drive to
perfection

Quality= conformance to
requirements

Quality and Risk

Peer Review, Quality, and Risk
• Originated from QI/QA programs in healthcare
• Non-punitive assessments
• Establishment of a just culture.

• Opportunities to review individual and
organizational quality
• Review processes/ procedures/documentation
that may require modification at the
organizational/enterprise level.

• Used to aid in risk review
• Identify practices or trends that affect patient
safety.

OPPE and FPPE

OPPE and FPPE

OPPE
Ongoing professional practice evaluation (OPPE)

• OPPE is defined as the routine process of
monitoring the current clinical competency of
medical staff members.
• OPPE is a non-punitive, structured process to
for peer LIPs to evaluate each other and provide
feedback based on a standardized evaluation
template.

OPPE and FPPE

OPPE
Options
• Some groups compare the provider’s
individual quality, utilization, access data
to the organization’s aggregate data.
• Some groups use a team of providers
to conduct chart reviews.
• Some groups use all providers to
evaluate their peers via chart reviews.

OPPE and FPPE

FPPE
Focused professional practice evaluation
(FPPE)
• FPPE is used if specific patient care incidents
occur and/or if the results of the OPPE
warrant a more comprehensive review of a
LIP’s clinical performance, judgement and
adherence to evidenced-based guidelines.

OPPE and FPPE

FPPE
Indications
• A new provider with initial
privileges / probationary
privileges.

• One or more issues
identified during the OPPE
process that have not been
adequately addressed
and/or corrected by the
clinician.

• One or more credible
concerns related to a specific
issue and/or a possible pattern
of practice that, if not
addressed, may adversely
affect the quality and safety
of patient care.
• Other circumstances that the
Chief Medical Officer (CMO),
reasonably believes may
adversely affect the quality
and safety of patient care
provided by a clinician.

OPPE and FPPE

FPPE
• The four requirements for designing FPPE
• Criteria for conducting performance evaluations
• Method for establishing the monitoring plan specific to
the requested privilege.
• Method to determining the duration of performance
monitoring.
• Circumstances under which monitoring by an external
source is required.
The Joint Commission Manual
Modified April 11, 2016

Building a Peer Review Program

Building a Program

Step 1: Develop a Committee
• A peer review committee/team is required
• Select providers that represent each specialty
•
•
•
•
•
•

Providers in good standing
Providers engaged in improving quality
Current clinical leaders or “budding” leaders
Legal Counsel
Human Resources (ad hoc)
Administrative professional

• A committee chairperson/lead is required
• Chief Medical Officer/ VP of Medical Affairs
• Director of Quality

• Develop and approve a committee charter
• Guidelines and expectations of the participants

Building a Program

Step 1: Develop a Committee:
The Charter
Purpose:

• The Clinician Review Committee of YOUR ORGANIZATION ensures
that licensed independent practitioners (LIPs)who apply for or have
privileges to care for XXXX patients have met the privileging,
credentialing, and performance standards of XXXX.
• The Committee will review all applications for initial appointment and
reappointment. Based on the applicant’s current licensure education,
training, experience, current competence, evaluations, and ability to
perform the requested privileges, the Committee makes a
recommendation to the Board of Directors to accept or reject an
applicant’s request for appointment.
• In addition, the Committee will assess the ongoing professional
practice evaluation (OPPE) of individuals granted clinical
privileges.
• If the need arises (based on the OPPE assessments or other
quality-of care concerns), a focused professional practice
evaluation (FPPE) will be conducted. These ongoing practice
evaluations contribute to the culture of quality and safety at XXXX.

Building a Program

Step 1: Develop a Committee:
The Charter (cont’d)
Membership:
• The Clinician Review Committee consists of licensed
independent practitioners who have privileges at YOUR
ORGANIZATION.
• The credentialing and privileging staff attend the committee
meetings and act as committee assistants.
• The committee is led by the Chief Medical Officer or designee.

• [Add Quorum Language]
Meetings:

• The Clinician Review Committee meets monthly.
• Provide guidance regarding the content and the structure of
the peer review process.
• Conduct timely performance evaluations and/or peer review.

Building a Program

Step 1: Develop a Committee:
The Charter (cont’d)
Authority and Responsibilities:
The expectations of the Clinician Review Committee are as follows:

• Enthusiastically participate in the privileging process.
• Maintain confidentiality of patient records, provider records, and other
committee documents or discussion topics.
• Provide feedback on provider performance for the Committee’s consideration
during the appointment process.
• Provide guidance regarding the content and the structure of the peer
review process.
• Monitor, evaluate, and improve the ongoing professional practice of
individual LIPs.
• Perform focused professional practice evaluation when potential
practitioner improvement opportunities are identified.
• Ensure that the process of peer review is clearly defined, fair, defensible,
timely, and evidence-based.
• Conduct timely performance evaluations and/or peer review.

Building a Program

Step 2: Develop Peer Review Policy
The Policy should contain
• Definition of peer review
for the organization
• Timing and frequency of
peer review assessments
• Framework of Peer review
(competencies assessed)
• Methodology (OPPE,
FPPE, electronic data
collection,360 feedback,
etc.)
• Individuals responsible for
conducting peer review
• Confidentiality clause

The Policy can also contain
• The relationship to the
privileging policy
• The number of peer
review per provider
required by the
organization
• The FPPE corrective
action process
• Appeal process

Building a Program

Step 3: Select Peer Review
Guidelines
• Simple Peer Review
• Generic Template
• Same Template for all specialties/diagnosis

• Specialty/System/Diagnosis Based
• Use different templates based on specialty or
diagnoses
• Example: Pediatric providers have peer review on Well
Child Exams, Developmental screening
• Example: Adult providers have peer review on HTN and
DM
• Women’s Health providers have peer review based on
Abnormal Uterine Bleeding, 1st trimester care.

Building a Program

Step 3: “Simple” Standard OPPE Questions

“Simple” Peer Review Questions (OPPE)
• For any specialty or diagnosis
• Did the clinician demonstrate:
•
•
•
•
•

Current knowledge of evidenced based guidelines?
Good clinical judgement?
Accurate documentation?
Timely documentation?
Compliance with [organizational] protocols and
guidelines?

• Would most clinicians follow the practices and
care as demonstrated by this clinician?

Step 3:Specialty Based/Diagnosis Based Review

Building a Program

Diabetic Patient Chart Review
Please review the medical record for the past 12 months and complete the questions below

References: The American Diabetes Association Standards of Medical Care in Diabetes – 2019

Question

Comment

Is there a Hemoglobin A1c ordered in the last 3-6
months?

□

N/A

□

Yes

□

No

Is there a Hemoglobin A1c in the lab grid in the last 3-6
months?

□

N/A

□

Yes

□

No

Were reasonable measures taken to address the poor
control, for example barriers to adherence, lifestyle
modifications or changing medication?

□

N/A

□

Yes

□

No

Is there a referral or recommendation for an eye exam
in the last year?

□

N/A

□

Yes

□

No

Is there a Diabetic foot exam
(extremities/monofilament or a referral in the last year?

□

N/A

□

Yes

□

No

If LDL is/was elevated, was a statin prescribed?

□

N/A

□

Yes

□

No

Did patient receive screening in the past year for renal
dysfunction?

□

N/A

□

Yes

□

No

Is there a BP documented at every diabetic visit?

□

N/A

□

Yes

□

No

□

Yes

□

No

If BP was elevated, was it addressed?

□

N/A

Building the Program

Step 4: Design the Peer Review Tool
Original design: J. Boyd, MD (BMS 2014)

Building the Program

Step 5: Communicate the Process
and Policy
• The communication of the Peer Review
Process(es) is/are essential to a successful
roll-out of the process.
• Develop a communication plan
• Involve the leadership team, the peer
review/medical staff committee, the
provider staff, the credentialing staff,
human resources.
• Include the role of all stakeholders in the
process.

Building the Program

Step 5: Communicate the Process
and Policy
• Educate providers on the process
• Emphasize the need for on-going quality
improvement and quality assurance.
• Emphasize non-punitive process.
• Provide details regarding regulatory
requirements.
• Communicate that participation is required.
• Document the evidenced-based guidelines
used.
• Encourage feedback on the process.

Building a Program

Step 6: Patient/Record Selection
• For the OPPE process, work with your data
analyst, quality coordinator, and/or health
information management team to identify
patients to review per provider.
• Each organization can identify the numbers of
patients per provider that are meaningful
• Based on visits?
• Based on hours worked?
• Minimum annually?

Building a Program

Step 7: Select Peer Reviewers
• Internal providers
• A peer review team.
• All providers in the organization.
• Expect variation and subjectivity in the results

• External providers→ use external reviewers if
• A lack of a peer specializing in the involved
provider’s field of medicine.
• A conflict of interest exists between the
reviewer and the involved provider.
• The issue requires an expert in the specialized
field to review the record.

Building a Program

Other considerations: Low or No
volume providers
• Low volume providers
• “Organizations must collect data, even data showing
zero performance.
• At each review point, the medical staff and governing
body would use the data, however, limited, to
determine whether to continue, limit, or revoke any
existing privileges.
• At the two year reappointment if the organization
determines it has insufficient practitioner specific data,
then per standard MS.07.01.03 EP 2”
The Joint Commission Manual

Building a Program

Other considerations:
Providers from other organizations
• "Data must be collected for the ongoing
professional practice evaluation (OPPE) related to
performance within its own organization.”
• “Any information received from another CMScertified organization can only be used
as supplemental information and not in lieu of
collecting organization-specific data or evaluating
performance within the organization. ”
The Joint Commission Manual

From OPPE to FPPE

From OPPE to FPPE

Progression to FPPE
• A FPPE is designed and implemented to ensure
an impartial documented attempt is made to
identify facts of concerning clinical care and
competency.
• Recommendations for action are made based on those
facts

From OPPE to FPPE

Progression to FPPE
Sample FPPE Questions
• 1. Does the case represent a deviation from the standard
of care for this patient population?
• 2. Does this case represent a difficulty with
judgment/decision making?
• 3. Does a clinical process need to be improved?
• 4. Could this incident have been readily prevented?
• 5. Is there an educational opportunity?
• 6. Was the management or documentation of the case a
problem after the complication?
• 7. Is this case a potential risk management issue or liability
concern?

From OPPE to FPPE

Progression to FPPE
SAMPLE FPPE Conclusions
• 0 = Meets the standard of care/No potential for
harm/No recommendation/File
• 1 = Does not meet the standard of care with no
potential for harm/Recommendations
• 2 = Does not meet the standard of care with
potential for harm/Recommendations
• 3 = Does not meet the standard of care with harm
done/Recommendations

Addressing Provider Concerns

Addressing Concerns

Addressing Provider
Competency/Behavioral Concerns
Competency Concerns
• Additional training, education, CME
• Mentorship with peer or superior

Behavioral Concerns
• Employment assistance programs
• Behavioral health referrals
• Rehabilitation facilities/treatment plans

Benefits

Benefits

Benefits of a Successful Peer
Review Program
• Maintenance of the following:
• Accreditations
• Joint Commission
• Partnerships
• Local Hospital and healthcare
partners
• Liability Insurance
• FTCA

Benefits of a Successful Peer
Review Program

Benefits

Provider Recruitment and Retention
• Engage staff with participation in Quality
Improvement.
• Listen to provider feedback
• Encourage providers to become peer review champions
to help design the process

• Identify provider challenges prior to negative
outcomes.
• Identify organizational workflow or documentation
challenges.
• [Ultimately] positively impact disease management
processes and outcomes.

Questions?

Thank you
Jenene R. Washington, MD, MBA, FAAP
Project Management Professional (PMP)
PCMH Certified Content Expert (PCMH-CCE)

www.330partners.com

