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Introduction  

The miracle is this: The more we share, the more we have.

—Leonard Nimoy

Since the days of Semmelweis and Nightingale, patient outcomes have been measured and evaluated. 

When The Joint Commission introduced focused professional practice evaluation (FPPE) in 2007, it  

formally prescribed that healthcare organizations must perform a review of practitioners on an ongoing 

basis. Although this standard has been around for almost eight years, it is still challenging for institutions 

to create meaningful data that reflects their practices. 

In 2014, the Healthcare Facilities Accreditation Program (HFAP) adopted its own standards for FPPE 

(3.15.02), as a Condition of Participation. The HFAP standard calls for additional, focused monitoring  

and evaluation of a practitioner’s professional performance and allows the medical staff to monitor  

performance of an individual for a defined period of time, based on three indications:

1. All new privileges granted by the board upon initial appointment

2. All new/additional privileges granted by the board, following initial appointment

3. Identification of issues affecting the provision of safe, high-quality patient care (HFAP, 2014)

Whether used in concert with The OPPE Toolbox or on its own, The FPPE Toolbox provides examples  

of useful FPPE activities as a way to support practitioner performance improvement. Efficient, effective 

evaluation of practitioners at the time of their initial appointment is critical to ensure that they will be an 

asset to the organization. If ongoing monitoring processes are robust, they can contribute to the early iden-

tification of trends, evaluation, and decision-making on the maintenance or adjustments of privileges of 

a provider and proactive educational and collegial intervention if warranted. FPPE is a wonderful way to 

provide an in-depth evaluation of a clinician who is seeking additional privileges; or, if opportunities  

for improvement are identified, FPPE provides a systematic process in which evaluation can take place. 

The documents in this toolbox are intended to assist your organization in elevating the understanding  

of FPPE and complying with regulatory standards.

The competency equation developed by the Greely Company states:

Competency = Evidence that you did it recently + Evidence that you did it well  



x

 

Those reading this toolbox will note that organizations have defined “it” in a variety of ways. Most use 

the regulatory standards as a starting point and then add elements that the medical staff has decided are 

meaningful for their work. 

The tools in this book are intended to serve as a starting point for your organization’s own development 

of meaningful metrics that will drive improved quality of care. Many of these forms have been reviewed 

by regulatory agencies during the institution’s site visit and have received positive feedback. The Joint 

Commission has even requested that some of these forms be included on its website of best practices. 

These documents will help you and your organization develop a transparent, meaningful, and easy-to- 

understand process for your FPPE management. A spectrum of institutions is represented in these pages. 

As you move forward in refining your FPPE processes, we hope that the items in this toolbox will provide 

your institution with the items that will elevate your practices to provide exceptional care to the patients 

who come to your institutions for care. We encourage you and your teams not to “cut and paste” these 

tools but rather use them as a starting point, taking into consideration the culture in which these changes 

and improvements will occur. 

The FPPE (and ongoing professional performance evaluation) process is only as valuable as each medical 

staff makes it. As a leader, it is imperative that you work within the confines of your institution and always 

keep your goal to be either 0 or 100%. 

There is no finish line in quality.

Editor’s note: These forms should serve as guidance to begin transforming or refining your FPPE pro-

cess and forms. The forms are specific to the hospitals that created them and may not be applicable 

to your organization. Advice given is general. Always check your policies and procedures, bylaws, and 

other governing documents before taking advice from any of these forms. 

Many of the forms featured in this book are meant to be one-page dashboards. Because of space con-

straints, they appear over multiple pages in the book with gray shading. When you download these 

forms, you will see it makes sense to keep these forms as one-page dashboards, because doing so makes 

it easier for reviewers to complete or review.
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Chapter 1 

Acadiana Management Group

The Healthcare Facilities Accreditation Program (HFAP) standards for FPPE and OPPE, which went into  

effect in 2015, aren’t that different from The Joint Commission standards. The FPPE and OPPE require-

ments shouldn’t intimidate HFAP-accredited facilities, according to Susan Wallis, RHIT, CHC, Director of 

Health Information Management and HIPAA Privacy and Security Officer at Acadiana Management Group 

(AMG), in Lafayette, Louisiana. 

AMG manages an HFAP-accredited long term acute care hospital (LTACH) in Central Indiana and several 

Joint Commission-accredited hospitals in a number of states, and Wallis developed FPPE forms for use 

systemwide. From a compliance perspective, the HFAP requirements for FPPE and OPPE provide a detailed 

explanation which allows for easy understanding of the requirements. “We were able to mirror our current 

[Joint Commission FPPE] process, and it works well,” she says. 

AMG’s FPPE process consists of two types of reviews, invasive procedure and clinical quality for all new 

privileges granted, which includes initial appointment or requests for additional privileges. LTACHs  

typically do not perform a large volume of invasive procedures. “There are only a handful of procedures  

that are performed in our hospitals such as excisional debridements, tracheostomies, and central venous 

catheter insertions.” 

“Clinical quality reviews are the bulk of what is used for the FPPE process in our setting,” Wallis adds. 

“We monitor the overall quality of care that’s being provided for every licensed independent practitioner 

[LIP] that renders care in our hospitals. The quality review consists of appropriate management of compli-

cations, use of diagnostic tests, daily LIP visits, effective communication, among other things,” says Wallis. 

LIPs who do not meet the minimum FPPE review criteria (two reviews for each invasive procedure privi-

lege requested and two reviews for clinical quality) during their two-year reappointment cycle will remain 

under FPPE until the criteria is met. “Removal from FPPE is privilege-specific, meaning we may be able to 

remove them from FPPE for clinical quality, but they may still remain under FPPE for a specific procedure, 

until the minimum review requirements are met,” Wallis adds. 

“At the end of the day, the FPPE/OPPE process has to be something that a smaller facility can handle with 

[limited] staff.” 

AMG’s FPPE/OPPE data are collected and reported to the LTACH Medical Executive Committee (MEC). 

Data then flow up to the Governing Board. The Governing Board representatives at the facility level consist 

of the CEO and Medical Director. 
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The OPPE process may trigger a for-cause FPPE if an LIP is identified with an issue affecting the provision 

of safe patient care or with an unusual clinical practice pattern. “In this case, the MEC also has the ability 

to place an LIP under a period of FPPE,” Wallis says. Unbiased chart review can be a challenge, so when 

necessary, AMG uses external physicians with whom it has contracts and business associate agreements, 

but who may practice in a different hospital or state.

“The HFAP surveyors liked our FPPE/OPPE Tracking Log. The log is utilized to track the peer review data 

collected within one tool. All LIPs that are granted privileges are added to the tool. As reviews are per-

formed, the number of reviews per LIP are inserted to ensure we have data that’s readily available. The 

detailed data is found in each LIP’s quality file. The tracking log plays a vital role in OPPE as well.” The 

log is available in the downloadable files and forms for this book. 

Wallis has been in the LTACH arena since 1994 and joined AMG in August 2011. She says FPPE and OPPE 

have value in LTACHs because the process allows the hospital to confirm the competence of each LIP and 

ensures competence is maintained, which in turn has a positive effect on quality outcome data. The pro-

cess also guarantees that physician-specific data is being analyzed periodically during their privilege cycle. 

“Most issues are found to be documentation- and/or communication-related, not necessarily quality of 

care,” she says. 

Wallis urges HFAP-accredited sites building their FPPE and OPPE process to utilize data they may already 

be collecting. “You don’t have to reinvent the wheel; you’re able to utilize a lot of data that you already 

collect, it’s just drilling it down so it’s physician-specific. Get credit for what you’re already doing, then 

implement the additional forms and tools that you need to get the privilege-specific data collected,” she 

advises. 
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Figure 1.1   FPPE Protocol

FOCUSED PROFESSIONAL PRACTICE EVALUATION (FPPE)

1. Triggers for Performance Monitoring

A. New practitioners appointed to the medical staff for all initially requested privileges

B. Any existing practitioner with modification of privileges (including new privileges added)

C. Any practitioner identified with an issue affecting the provision of safe, high-quality  

patient care or with an unusual clinical pattern of care 

D. Sentinel event or near miss (requires root cause analysis)

2. Components of the Performance Monitoring Process

A. Proctoring/chart review shall be conducted on a minimum of two cases for new practi-

tioners, those with modification and addition of new privileges, or those with identified 

quality concerns.

B. A more extensive period of time or number of cases may be specified by the medical 

executive committee (MEC) for a total proctoring/review period not to exceed the pro-

visional term, or in the case of existing members, for a period not to exceed 24 months. 

The MEC may establish a longer period of time and/or greater number of cases and/

or specific number of cases applicable to the particular clinical privileges involved after 

evaluating the practitioner’s current clinical competence, practice behavior, and ability 

to perform the requested privilege. Other existing privileges in good standing should 

not be affected by this decision.

C. Sentinel events require immediate review within 72 hours of identification with action/

decision within 45 days of the event. A “near miss” will be reviewed within 72 hours  

of identification and will be reported at the next MEC. 

D. Proctoring/review shall be performed by one proctor/reviewer who has no professional 

relationship with the practitioner being proctored/reviewed. 

E. The proctoring/reviewing process shall not violate the doctor/patient relationship and 

must conform to the applicable portion(s) of the MEC.

F. Direct/concurrent proctoring or retrospective (chart review) will be utilized

3. Requirements of the Proctor/Reviewer

A. The proctor/reviewer shall be assigned by the medical director

B. It is the responsibility of all members of the medical staff to proctor/review when asked 

to do so

C. An external reviewer will be utilized if there is a lack of internal expertise or conflict  

of interest

This protocol applies to all the LTACHs that are part of the AMG 

system. “Centralizing” information in one location can save time for 

facilities seeking information about FPPE.
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Figure 1.1  FPPE Protocol (cont.)

4. Items to Be Proctored/Reviewed

The overall conduct of the care of the patient will be assessed by evaluating at least the fol-

lowing aspects of care:

A. Clinical/cognitive:

1. Timeliness of rounds

2. History and physical (H&P) examination

3. Accuracy and completeness of progress notes

4. Complications

5. Completeness and readability of documentation

6. Appropriate use of diagnostic tests and procedures

7. Appropriate use of consultants

8. Communication skills

9. Professional demeanor

B. Invasive:

1. Indications for procedure

2. Preoperative management and assessment

3. Technique

4. Postoperative management

5. Consent and time-out forms for invasive procedures

FPPE Procedure

1. All new practitioners (physicians, NPs, or PAs) granted initial privileges, existing practi-

tioners granted new privileges, practitioners with an identified quality concern, or practi-

tioners with a sentinel event or near miss will be under a period of focused review for  

a minimum of the first two procedures for each privilege granted.
2. Centralized credentialing will forward a list of all new privileges required to be focus  

reviewed and these specific privileges should be added to LIP peer profile under the  

focused review section and to the FPPE/OPPE tracking log. Example: Granted excisional 

debridement and central line privileges: The first two debridements and the first two  

central lines have to be reviewed by the physician reviewer using Invasive Procedures 

and Quality Review forms for those without privileges for invasive procedures and the 

findings forwarded to the MEC for review. The MEC will then decide whether to remove 

the focused review or extend the number of reviews. As each minimum number is re-

viewed, the data can be submitted to the MEC. You do not have to wait on all privileges 

to meet the minimum review requirement to submit the data to the MEC it can be sub-

mitted on a privilege-by-privilege basis.

3. For practitioners identified with a quality concern, sentinel event, or near miss, the nurse 

reviewer will utilize the Generic Review form and conduct a review of the issue. This will 

then be reviewed by the physician reviewer and forwarded to the MEC for recommenda-

tion. The MEC may decide to place the physician on a period of focused review. 

These forms are 

provided later in this 

section.

Please see the 

forms following 

this policy for the 

example.
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4. If at the end of the physician’s initial appointment period he or she has not performed 

the minimum number of procedures to be removed from focused review, the MEC shall 

either decide to keep the physician under focused review or recommend to remove the 

privileges. If at the end of the reappointment period a physician has still not performed 

the minimum number of procedures, it should be the recommendation of the MEC to 

remove the privileges due to nonuse and inability to deem competent.

A copy of all completed reviews shall be placed in the physician’s quality file.
Ongoing professional practice evaluation is factored into the decision to maintain existing 

privilege(s), to revise existing privilege(s), or to revoke an existing privilege prior to or at the 

time of renewal. 

Criteria Used in the Ongoing Evaluation

The following criteria approved by the medical staff are used in the OPPE and are acquired 

from chart review:

uu Review of operative and other invasive procedures

uu Blood usage and appropriateness

uu Morbidity and mortality data

uu Documentation quality 

uu Admission denials 

1. Monthly, using the MRR tool, enter medical staff-specific information in the Peer 

Review Profile for applicable MRR indicators. 

2. For practitioners that do not perform procedures regularly or have data as it relates to 

No. 3 below, a minimum of two records should be reviewed biennially, or 100%, using 

the Quality Proctor/Review Tool. Alternate/On-call LIPs who have only progress notes 

can be reviewed using the Generic Proctor/Review tool.

3. All invasive procedures performed in-house, transfers, mortalities, and blood transfu-

sions are to be reviewed first by the nurse reviewer and then reviewed by the reviewing 

physician (IM or UM function advisor). The following forms should be utilized: 

uu Invasive procedures 

uu Transfers 

uu Mortalities

uu Blood transfusions 

4. All review numbers should be entered on the FPPE/OPPE tracking log and the individ-

ual LIP peer profile in the proper section (for example: “blood transfusions: 2/2” = 

two performed, two justified). Any invasive procedures should be entered on the profile 

under “Procedures.” 

5. Copy of the final reports should be placed in the member’s quality file.

Source: Acadiana Management Group (AMG). Reprinted with permission. 

Figure 1.1   FPPE Protocol (cont.)

These forms were not included in 

the form section because they are 

specifically for OPPE.
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Figure 1.2   FPPE/OPPE Quality Proctor Review Form 

Individual reviewed:     Diagnosis:    
 

Reviewer:     

Date of review:      Medical record #:   

Category or practitioner being reviewed:  q Admitting/Attending              q Consulting 

DOA: _______________  DOD:___________________________________________

 q Direct/concurrent review

 q Retrospective review

You have been requested to review this physician to evaluate the quality of care provided. As 

such, it is your responsibility to report any variance or substandard performance made by the 

physician immediately to the medical director/MEC.

Evaluate in terms of completeness and 
accuracy: Acceptable

Not 
acceptable

N/A

The H&P/Consult is complete, accurate, and on the 

chart

The H&P/Consult is a quality H&P/Consult, as de-

scribed by the medical bylaws

The diagnosis is consistent with the H&P/Consult

The orders are appropriate

Progress evaluations are appropriate to clinical findings

Consultation is used appropriately

Ancillary services are used appropriately

Abnormal lab results recognized/followed up

Complications managed appropriately

Drug and therapeutic regimens meet accepted 

standards

Plans for follow-up are documented

Interactions with colleagues and staff

Interactions with patients

Daily practitioner visits

Effective communication skills

Readability of entries

Are there any other areas of concern based on record/proctor review?    q  NO       q  YES

If yes, please explain on the next page of this form.

Please note the versatility of this form: 

It can be used for both FPPE and OPPE.

Any unacceptable 

performance needs 

further explanation.

This organization has 

connected the expectations 

of the bylaws with the 

H&P/Consults.
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Other comments:

Reviewer signature        Date    

 

Source: Acadiana Management Group (AMG). Reprinted with permission.

Figure 1.2   FPPE/OPPE Quality Proctor Review Form (cont.) 
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Figure 1.3   FPPE/OPPE Quality Proctor Review Form—On-Call/Alternate 

Individual reviewed:     Diagnosis:    
 

Reviewer:      Date of review:   

Medical record #:      

Category or practitioner being reviewed:  q Admitting/Attending              q Consulting 

DOA: _______________DOD:____________________________________________

You have been requested to review this physician to evaluate the quality of care provided. As 

such, it is your responsibility to report any variance or substandard performance made by the 

physician immediately to the medical director/MEC.

Evaluate in terms of completeness and 
accuracy: Acceptable

Not 
acceptable

N/A 
(explain)

The H&P/Consult is complete, accurate, and on the 

chart

The H&P/Consult is a quality H&P/Consult, as de-

scribed by the medical bylaws

The diagnosis is consistent with the H&P/Consult

The orders are appropriate

Progress evaluations are appropriate to clinical findings

Consultation is used appropriately

Ancillary services are used appropriately

Abnormal lab results recognized/followed up

Complications managed appropriately

Drug and therapeutic regimens meet accepted stan-

dards

Plans for follow-up are documented

Interactions with colleagues and staff

Interactions with patients

Daily practitioner visits

Effective communication skills

Readability of entries

Are there any other areas of concern based on record/proctor review?    q  NO       q  YES

If yes, please explain on the next page of this form.

This tool can be used for either FPPE or OPPE, which makes it easier 

for providers because they can use the same tool for different tasks. 

This particular form is for on-call/alternate physicians.

Any unacceptable 

performance needs 

further explanation.

This is a wonderful way to 

trigger a conversation between 

proctor and evaluator.
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Figure 1.3   FPPE/OPPE Quality Proctor Review Form—On-Call/Alternate   
   (cont.) 

Other comments:

Reviewer signature        Date    

 

Source: Acadiana Management Group (AMG). Reprinted with permission.
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Figure 1.4  FPPE Generic Peer Review Tool   

Patient name:         MR#:    Age:   

Admit date:      Review date:   Occurrence date:   

Primary physician:            

Consults:            

Diagnosis:             

Explain peer review issue:

            

            

            

            

            

            

           

Reviewer comments/recommendations:

            

            

            

            

            

            

            

 

Reviewer signature         Date    

This is a generic tool for use in cases in 

which an identified peer review issue 

needs to be followed up by a formal FPPE.

This form provides space to explain the 

issue.

To be used for focused review when a quality 

issue or unusual practice pattern is identified.
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Figure 1.4  FPPE Generic Peer Review Tool (cont.)  

TO BE COMPLETED BY PHYSICIAN ADVISOR
Rating scale Definition

0 Quality of patient care and documentation meets or exceeds medical stan-

dards of practice

1 Documentation variance 

2 Medical management variance with acceptable standards of care without  

potential for:           

Physical impairment, disability, or death

Prolonged treatment, complications, or readmission

3 Medical management variance with acceptable standards of medical care 

with potential for:

Physical impairment, disability, or death

Prolonged treatment, complications, or readmission

4 Medical management does not meet acceptable standards of care and re-

sulted in:

Physical impairment, disability, or death

Prolonged treatment, complications, or readmission

Physician advisor comments/recommendations: 

Physician advisor signature        Date   

Source: Acadiana Management Group (AMG). Reprinted with permission.
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PRACTITIONER PEER REVIEW PROFILE 

FACILITY NAME           

Enter physician’s name here          

Jan Feb Mar Apr May Jun July Aug Sept Oct Nov Dec

Section I

Admits

Consults

Alternate

# of Suspensions

Section II

REVIEW ITEMS: (enter % 
of compliance)

Medical record 
delinquencies

H&P timeliness

H&P quality

Consult timeliness

Readability

Dating/timing of entries

Verbal order timeliness

Section III

CLINICAL ITEMS: (enter 
# justified/total number, 
e.g, 2/2)

Transfers

Mortality

Blood usage per criteria

Sentinel events

Section IV

QIO/RAC requests

QIO/RAC denials

QIO/RAC successful 
appeals

Figure 1.5  Peer Review Profile Chart  
Although this document is primarily an OPPE 

document, there is a section at the bottom for 

FPPE activity.
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PRACTITIONER PEER REVIEW PROFILE 

FACILITY NAME           

Enter physician’s name here          

Jan Feb Mar Apr May Jun July Aug Sept Oct Nov Dec

Section V

PROCEDURE REVIEWS:

Enter procedure here

Enter procedure here

Enter procedure here

Enter procedure here

Section VI

GENERIC QUALITY 

REVIEWS

Section VII

FOCUSED REVIEWS:

List privilege or clinical 
review item

List privilege or clinical 
review item

List privilege or clinical 
review item

List privilege or clinical 
review item

List privilege or clinical 
review item

List privilege or clinical 
review item

Source: Acadiana Management Group (AMG). Reprinted with permission.

Figure 1.5  Peer Review Profile Chart (cont.)  

This section provides information about 

activity related to a focused review.
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Figure 1.6        Comparison of Joint Commission and HFAP FPPE/OPPE Standards 

The Joint Commission HFAP
Practitioners’ performance is moni-

tored and evaluated. The medical staff 

defines when and how this will occur 

(MS.08.01.03). Hospitals must meet nine 

elements of performance (EP), which re-

quire:  

Accredited facilities monitor and evaluate prac-

titioner performance. The medical staff defines 

when and how this will occur (HFAP3.15.02). 

The standard includes the following: 

A monitoring and evaluation process for 

practitioners initially requesting privileges, 

and for medical staff members when spe-

cific issues are identified  

A monitoring and evaluation process for FPPE

The evaluation process includes: 

uu Criteria for monitoring performance 

uu Methods for monitoring that are specific 

to the requested privilege

uu Methods for determining how long per-

formance monitoring occurs

uu When monitoring by an external source 

is required

    Medical staff bylaws: 

uu Define the process 

uu Address the criteria, methods for determin-

ing the duration, and indications for external 

review 

The department chair assigns the focused eval-

uation: 

uu Focused evaluation may be defined as a peri-

od of time or a specific number of cases.

FPPE is consistently implemented accord-

ing to the requirements defined by the 

medical staff: 

uu Triggers for FPPE are clearly defined

Bylaws define triggers for FPPE and list several 

samples of triggers.

Practitioners are evaluated on clinical com-

petence, behavior, and ability to perform 

the privileges requested. 

Evaluators determine whether to monitor 

for a specific period of time to further as-

sess competence. 

The type of monitoring to be conducted is 

based on established criteria.

Focused evaluation is defined (a period of time 

or specific number of cases). 

Data sources for FPPE are defined and may 

include chart review, direct observation, simu-

lation, and discussion with others involved in 

the care of each patient. 

This is a helpful document because it provides a crosswalk for the FPPE-related 

requirements of two major accrediting bodies. More and more organizations 

include facilities that are accredited by different groups.  
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Figure 1.6  Comparison of Joint Commission and HFAP FPPE/OPPE   
    Standards (cont.)

The Joint Commission HFAP
Measures are in place for use in resolving 

performance issues, and are defined and 

implemented consistently. 

Medical staff bylaws define methods to be 

implemented to resolve performance issues. 

Methods are implemented consistently and 

may include education, proctoring, counseling, 

assistance programs, suspension of specific 

privileges, a revocation of specific privileges. 

Improvement plans must be documented and 

include the requirements, who is accountable, 

and how the improvement will be measured 

and documented. 

The outcome of FPPE is to be documented and 

analyzed. Processes are developed to allow 

the practitioner to review findings and submit 

opinions. Medical staff leadership is respon-

sible for submitting recommendations to the 

governing body regarding: 

uu The need to continue FPPE

uu Continuation or limiting of the privilege 

Source: Acadiana Management Group (AMG). Reprinted with permission.
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