
Clinical Privilege
White Papers

We are constantly updating and ex-
panding our  library of Clinical Privi-
lege White Papers. Here are a few 
of the latest updates and additions:

Oklahoma imposes legislative 
constraints on MOC 
As incensed physicians escalate their MOC grievances 
to state legislatures, MSPs must strike the right 
satisfaction and quality chords

On April 12, Oklahoma Governor Mary Fallin signed into law senate 
bill (SB) 1148, which moves to bar healthcare entities in the state from 
re-quiring physicians to maintain board certification in order to gain 
medical licensure, reimbursement, or admitting privileges. 

The bill is the latest—and most ambitious—in a spate of physician-
driven state legislative offensives against the American Board of Medi-
cal Specialties’ (ABMS) embattled maintenance of certification (MOC) 
program. Earlier in April, Kentucky Governor Matt Bevin signed into 
law SB 17, which focuses more narrowly on preempting any attempt to 
require ongoing certification as a condition of medical licensure in the 
state. Missouri and Michigan also have pending bills that would hem in 
the jurisdiction of MOC, a program that many physicians call costly, time-
consuming, and out of step with their typical practice.

Although state medical boards don’t currently require specialty certifica-
tion as a condition of licensure, many MOC detractors fear that key stake-
holders’ championship of the program will compel state boards to change 
their stance. 

Q&A: Avoid contemporary 
negligent credentialing pitfalls
Mark A. Smith, MD, MBA, FACS, is 
back with more negligent credential-
ing pointers. This month, he shifts his 
focus to locum agencies, telehealth, 
and other trouble spots in today’s 
evolving credentialing climate. 

Find your staffing sweet spot
When it comes to MSO staffing, one 
size fits one. An appeal for extra 
MSPs should draw on a thoughtful 
inquiry into duties and performance 
time frames. 

The MSP’s voice: Safety first
Terry Wilson, BS, CPMSM, CPCS, 
shares field-tested strategies for 
helping practitioners recognize the 
value that credentialing carries for 
their patients. 
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Download the latest papers 
from www.credentialing 

resourcecenter.com. 
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NEW: Pediatric pulmonology—

Practice area 460

NEW: Stereotactic radiosurgery—

Procedure 250

Harmonic scalpel tonsil lectomy—

Procedure 58

Surgical technologist—

Practice area 169

Child neurology—

Practice area 401

http://webserver1.lsb.state.ok.us/cf_pdf/2015-16%20ENR/SB/SB1148%20ENR.PDF
https://legiscan.com/KY/text/SB17/2016
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The escalation of MOC-related protests to state legisla-
tures may pose challenges for the MSPs tasked with devel-
oping and measuring physician compliance with medical 
staff bylaws, policies, and procedures, where MOC often 
features as a criterion for granting and renewing privileges. 

“Most hospitals do consider board certification as 
one of the factors in determining whether a physician 
has the necessary competence to obtain medical staff 
privileges,” says Patricia A. Rogers, JD, a healthcare at-
torney at McAfee & Taft, an Oklahoma-based law firm. 
In particular, Rogers says MOC can provide helpful data 
for initial applicants who haven’t yet amassed internal 
performance metrics. 

But given physicians’ growing unrest with MOC 
requirements, MSPs are left wondering how to cultivate 
quality privileging criteria without adding fuel to the fire. 

In Oklahoma, where SB 1148 takes effect on Novem-
ber 1, the quandary weighs especially heavy. 

“Maintenance of certification and board certifica-
tion are clearly not the only indicator of a good physi-
cian. There are a lot of other indicators, and it’s just one 
tool that we’re using, but the MSPs are not happy that 
the tool is being taken away,” says Don Eberly, CPCS, 
credentialing specialist at OU Physicians Tulsa, the 

physician practice of the University of Oklahoma Tulsa 
School of Community Medicine. 

So far, proposed coping strategies have run the gamut, 
says Eberly, who is also president of the Oklahoma 
Association Medical Staff Services. “Some [MSPs] are 
going, ‘Well, I guess we’re going to have to update our 
bylaws,’ and some are  saying, ‘We’re not doing any-
thing. We’re not changing a thing.’ ” 

Background
After achieving initial board certification, allopathic 

and osteopathic physicians must continually complete 
discipline-specific educational activities and assessments 
to maintain their credential. This process is known as 
MOC for the 24 allopathic medical boards affiliated with 
the ABMS and as osteopathic continuous certification 
(OCC) for the 18 specialty certifying boards affiliated 
with the American Osteopathic Association (AOA).

In the MOC program, which has faced the most 
visible backlash in recent years, each member board 
integrates discipline-specific mandates into a shared 
framework that emphasizes valid licensure, educational 
and self-assessment activities, written examinations, 
and a demonstrated commitment to improving patient 
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outcomes. Currently, almost all boards’ MOC cycles are 
either 10 years in length or continuous. 

But certification wasn’t always cyclic. In 1970—more 
than three decades after the ABMS was founded—the 
American Board of Family Medicine became the first af-
filiate to issue a time-limited general certificate, accord-
ing to the 2013–2014 ABMS Board Certification Report. 
Another three decades passed before ABMS introduced 
the official MOC program in 2000. 

Before these developments, board certification was a 
lifelong credential that attested proper training, similar 
to a lawyer’s bar certification, says David J. Siegler, MD, 
a pediatric physician with Child Neurology of Tulsa, an 
independent solo practice, and the co-author of a resolu-
tion that inspired Oklahoma’s new MOC law. 

The ABMS positions MOC as a vehicle for sustaining 
professionalism, patient safety, and quality performance in 
a rapidly evolving medical landscape. But many stakehold-
ers consider the current model a downgrade from previ-
ous iterations, and Siegler questions the purity of ABMS’ 
intentions, citing the steep price tags for recertification. 

For example, physicians who maintain certification 
through the American Board of Internal Medicine 
(ABIM) must take an exam every 10 years. To sit for the 
test, an internist must pay a lump sum of $1,940, or an 
annual fee of $194. (See the sidebar on p. 6 for coverage 
of ABIM’s latest efforts to win over MOC dissenters.)

But equally burdensome, says Siegler, is “the time [the 
process] takes away from our families, our practice, and 
our focus on our patients.”

Plus, there’s a lack of substantive evidence that MOC 
has a meaningful impact on patient outcomes, Siegler 
adds. “We’re asked to jump through lots of hoops—pay 
money for it—without showing any improved outcomes 
in medical care, so we’re wondering, why should we?”

On a systemic level, detractors from rural states, like 
Oklahoma, fear that pervasive MOC requirements could 
drive physicians further away from populations who 
already face significant geographic obstacles to receiving 
healthcare, says Rogers.

Legislators had this situation in mind when they intro-
duced SB 1148, says Siegler.

“The physician shortage in Oklahoma is significant,” 
he explains. “One of our intents of the law was to make 
sure that we retain as many physicians presently licensed 
to practice medicine in Oklahoma.”

SB 1148 rundown 
SB 1148 amends the Oklahoma Allopathic Medical 

and Surgical Licensure and Supervision Act—the statute 
governing the state’s allopathic licensure board—with 
language that prohibits requiring physicians in the state 
to participate in MOC “as a condition of licensure, reim-
bursement, employment or admitting privileges at a hos-
pital.” It adds an equivalent provision in the Oklahoma 
Osteopathic Medicine Act—which governs the state’s 
osteopathic licensure board—banning such use of OCC. 

Given that MOC is not currently required for medical 
licensure in any state, the bill represents a preemptive 
strike against strong support for the program that some 
physicians, including Siegler, fear will spiral into new 
licensure provisions. The Federation of State Medical 
Boards (FSMB), a primary source of these fears, rec-
ommends that “state medical boards recognize physi-
cians actively engaged in MOC or OCC in their area of 
practice as being in substantial compliance” with mainte-
nance of licensure requirements. It notes, however, that 
“state medical boards do not require specialty certifi-
cation or recertification … for licensure or licensure 
renewal, and that is not expected to change.” 

In response to concerns over MOC sprawl, Siegler 
joined several colleagues in submitting a 2013 resolution 
to the Oklahoma Medical Association that recommend-
ed a narrow application of MOC. In 2014, the resolution 
gave rise to the AMA’s official MOC position, which 
Senator Brian Crain (R) and Representative Mike Ritze 
(R) ultimately transformed into SB 1148. 

The bill passed with unanimous support in both the
Oklahoma House and Senate. Shortly after its approval, 
ABMS released a statement expressing disappointment.

“As enacted, [the bill] misrepresents the role and 
value of Board Certification and Maintenance of 
Certification,” ABMS stated. “Specialty and subspe-
cialty certification are important quality indicators, 
and ABMS encourages hospitals and insurers to 
consider it when granting or delineating clinical 
privileges.” That said, the board emphasized that 
“neither specialty nor subspecialty certification should 
be the sole determi-nant in granting and delineating 
the scope of a physi-cian’s clinical privileges.” 

When it comes to the law’s practical application, 
Eberly and Rogers point to a few stumbling blocks. 
For example, the Accreditation Council for Graduate 

https://www.fsmb.org/Media/Default/PDF/FSMB/Foundation/mol-fast-facts.pdf
http://www.hcpro.com/CRD-310284-863/AMA-adopts-principles-for-MOC.html
http://www.abms.org/news-events/abms-statement-regarding-state-of-oklahoma-sb-1148-and-similar-state-legislative-efforts/
http://www.abms.org/board-certification/a-trusted-credential/built-upon-professional-standards/
https://www.abmsdirectory.com/pdf/Resources_certification_statistics.pdf
http://www.abms.org/media/1109/standards-for-the-abms-program-for-moc-final.pdf
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Dissolve MOC tensions

As state legislatures increasingly assume the maintenance 

of certification (MOC) mantle, MSPs and medical staff leaders 

must assess the role the program plays in their governance 

structure and determine whether their privileging process 

should feature alternative or supplemental criteria. The follow-

ing are expert-approved strategies for balancing physicians’ 

perspectives on valid skill assessment with MSPs’ and medi-

cal staff leaders’ concerns for quality, safety, and efficiency. 

Soften your MOC stance

Lose the hard line on MOC, says Patricia A. Rogers, 
a healthcare attorney in the Oklahoma City office of McAfee 

& Taft, an Oklahoma-based law firm. “Now would be the 

time to allow an alternate way [for] showing competence and 

meeting those quality standards.”  

Develop robust privileging criteria
Enforceability issues aside, Oklahoma’s new MOC law 

underscores an important concept. Given the growing di-

versity in hospital specialties, competency assessment 

should tap many sources, rather than relying too heavily 

on any single channel.

And prospective criteria sources are abundant, according 

to David J. Siegler, MD, a pediatric physician with Child 

Neurology of Tulsa, an independent solo practice. Siegler 

points to a number of activities physicians do to stay current. 

“That includes teaching, self-reading, mentoring other physi-

cians, being mentored by other physicians, attending work-

shops, and seeing patients every day.”

To distill such activities into competency indicators, con-

sider what makes MOC so attractive from a privileging stand-

point, says Rogers. Namely, she points to its easy translation 

into an objective measure—the physician either did or did 

not maintain a credential from an American Board of Medical 

Specialties (ABMS) affiliate. 

With this characteristic in mind, Rogers suggests iden-

tifying clear-cut measures that verify a physician’s com-

mitment to continuing education and competency, such 

as logs of continuing medical education (CME) credit and 

performance data from the physician’s primary hospital 

or practice location. Other telling measures include infection 

rates, complications, malpractice history, and procedure vol-

ume, says Siegler. 

Because many ABMS affiliates provide MOC exemptions to 

physicians who received their initial board certification prior to 

the MOC program’s implementation, hospitals may already have 

a strong set of alternative privileging criteria, adds Rogers. For 

example, many hospitals have a process in place for waiving 

privilege requirements, like MOC, for physicians who meet cer-

tain conditions. Others allow physicians to establish equivalent 

experience in lieu of participation in the program, she says.

In addition, full-bodied peer review (including OPPE and FPPE 

where applicable) can provide invaluable performance data that 

guides reappointments, says Don Eberly, CPCS, credentialing 

specialist at OU Physicians Tulsa in Oklahoma and president of 

the Oklahoma Association Medical Staff Services.

Beyond culling objective data, Siegler advocates interview-

ing candidates. “You learn how they communicate,” he ex-

plains. “Frankly, a lot of being a good physician is being able 

to sit down with your patient, and look them in the eye, and 

talk with them, and answer their questions.” 

Also consider extracurriculars, such as membership to a 

professional society or another leadership role. “There are a lot 

of traits that come out in the activities you do outside the of-

fice,” says Siegler. 

Consider MOC alternatives 

“Physicians deserve to have a choice in how they keep up 

their knowledge,” says Siegler, who champions accepting alter-

native continuing certification credentials. He points specifically 

to the National Board of Physicians and Surgeons (NBPAS), the 

brainchild of Paul Teirstein, MD, chief of cardiology at Scripps 

Clinic Torrey Pines in La Jolla, California, and one of the ear-

ly drivers of the anti-MOC movement. NBPAS recertifies phy-

sicians who have achieved initial ABMS certification. Two-year 

credentials are awarded primarily based on valid licensure and 

sufficient CME activities, and annual fees amount to $84.50—a 

significant savings over MOC program costs. Currently, 30 hos-

pitals across the country accept NBPAS diplomats, according 

to the board’s website. 

https://nbpas.org/
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Medical Education's (ACGME) Common Program 
Requirements stipulate that all accredited residency 
programs must employ medical directors and fac-
ulty who possess either current certification from the 
relevant ABMS member board, or “specialty qualifica-
tions that are acceptable to the Review Committee” 
(standards II.A.3.b and II.B.2). To promote compliance 
with this directive, many teaching facilities, including 
OU Physicians Tulsa, have added MOC requirements 
to their bylaws, says Eberly. 

In addition, the law’s specific reference to “admitting 
privileges” excludes ambulatory surgical centers and clin-
ics, where privileges don’t include admission, says Eberly.

However, these ambiguities could be moot. Rogers 
argues that the law’s restrictions pertaining to reimburse-
ment and admitting privileges overstep enforcement 
boundaries. SB 1148 amends two statutes that fall under 
Oklahoma Title 59, which governs professionals and oc-
cupations. Each implicated statute has jurisdiction over 
its respective licensure board, meaning the prohibition of 
MOC/OCC as a condition of licensure is well within the 
law’s purview. The statutes do not, however, hold sway 
over health plans or hospitals, the likely targets of the 
restrictions on reimbursement and admitting privileges, 

says Rogers. The Oklahoma Hospital Association (OHA) 
echoes this interpretation.  

“The boards of licensure for physicians can only gov-
ern members within their authority and cannot govern 
hospitals, health plans or employers,” the OHA stated 
in an analysis of recent state legislation on its website. 
“Entities still have the right to require MOC for their 
providers, employees, or medical staff, thereby imposing 
higher standards than the licensure board.”

Rogers believes that the bill’s limited enforceability 
may have contributed to its uncontested and some-
what muted passage. To exert broader authority, the 
bill would have had to amend Title 63, Public Health 
and Safety, which governs hospitals and ambulatory 
surgery providers. 

“If that was the case, then that would have gotten 
on the radar of other lobbyists and organizations,” 
says Rogers. “Because the proposed bill clearly fell 
within each of the practice acts and didn’t have any 
teeth in it with respect to hospitals or health plans, it 
is my understanding that the bill was passed as is.” 

Although enforcement questions remain, Siegler 
hopes that hospitals and other targets will honor the 
law’s primary intent: “to prevent really good physicians 

Dissolve MOC tensions (cont.)

Look for future advancements 
When it comes to improving the existing MOC program, 

Siegler advocates the replacement of current exams with on-

line versions that blend assessment with teaching, a mod-

el he calls the “learning test.” Although a few ABMS boards 

have developed learning-based online assessments, there’s 

nothing currently available with the level of customization 

Siegler envisions. 

Ideally, he says, end users would have the ability to 

choose exam topics that are applicable to their daily prac-

tice. After indicating appropriate subject matter, physicians 

would proceed through their personalized exam until they 

answer a question incorrectly, at which point the online plat-

form would provide the correct response, along with access 

to specific education on the given topic. Physicians would 

receive CME credits based on the time they dedicate to the 

learning test. 

Seek the patient’s perspective
Amid the MOC din, the voices of patients, arguably the most 

important stakeholders in the program, are sometimes drowned 

out. “The responses that I saw to the law were all from physi-

cians going ‘yay, this is great,’ ” says Eberly. “What I didn’t see 

was anything from the public, and that’s what I’d really like to 

hear about.” 

Set your sights on the state legislature 
With MOC bills on the rise, MSPs should keep tabs on their 

state’s legislative happenings. “This is just the beginning,” says 

Eberly. “I think other states are going to follow suit.”

http://www.acgme.org/Portals/0/PFAssets/ProgramRequirements/CPRs_07012016_TCC.pdf
http://www.okoha.com/OHA/Hotline/2016/April_16/Legislation%20of%20interest%20vetoed%20and%20signed%20by%20the%20governor.aspx
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who are licensed to practice medicine from losing their 
opportunity to practice.”

The silent majority
Although naysayers are often the loudest voices 

in the MOC debate, physicians who abstain from the 
program are in the vast minority. According to a census 
report published by the FSMB, 79% of U.S. physicians 

with active medical licenses held current certification 
from an ABMS specialty board in 2014, with 83% of 
MDs and 41% of DOs fitting the bill. (An additional 
36% of DOs possessed active AOA certification.) 

Given the ubiquity of board certification, writing off 
MOC completely would be a disservice to the numerous 
physicians who invest the energy and resources into 
keeping up with program requirements, says Rogers. 

ABIM’s latest MOC moves draw mixed responses

Hot on the heels of Oklahoma Governor Mary Fallin’s 

approval of senate bill 1148, the American Board of Inter-

nal Medicine (ABIM) announced plans to offer more 

flexible options for maintenance of certification (MOC). 

Currently, physicians must take an eight-hour exam every 

10 years to maintain their credential—a requirement that 

some have criticized for its high stakes and lengthy 

duration. Begin-ning in January 2018, the ABIM will offer a 

shorter, more frequent alternative. 

Although it’s still hammering out the details, the ABIM 

states that physicians who opt for the new model will take 

an assessment once a year at most. Additionally, participants 

will have the opportunity to complete the test on their own 

secure personal or office computer, and will receive feedback 

on any identified knowledge gaps. Physicians who perform 

well enough on the shorter assessments can forgo the rele-

vant 10-year exam. 

“By offering shorter assessments that they could take at 

home or at the office, we hope to lower the stress and bur-

den that many physicians have told us the current 10-year 

exam generates,” says ABIM President and CEO Richard J. 

Baron, MD.

Although many American Board of Medical Specialties 

(ABMS) affiliates have come under fire for their MOC require-

ments, ABIM has arguably taken the most heat. 

From 2004–2013, ABIM issued roughly 70,000 general 

certificates—more than twice the number of the next lead-

ing ABMS board, according to the 2013–2014 ABMS Board 

Certification Report. In the hopes of maintaining its hefty con-

stituency and winning over vocal detractors, the board has 

launched several initiatives in recent years to add flexibility 

and reduce needless burden in the MOC process. 

Pricing for the latest effort has not yet been determined, but 

will likely feature different payment options for the traditional 

and more frequent assessment tracks. 

Sound off
Baron says it’s too early to gauge the full extent of the re-

sponse to the new assessment route, “but for the past year, 

we have been hearing from doctors that they are very interest-

ed in having assessment options. And the reaction to the an-

nouncement has been generally positive so far.”  

Some members of the physician community see the new 

model as a necessary correction to a burdensome program. 

“The initial intent for MOC was a good one but went way too 

far and became an onerous proposition rather than an ongoing 

badge of honor,” says William K. Cors, MD, MMM, FACPE, 

chief medical officer of Pocono Health System in East Strouds-

burg, Pennsylvania. “This move by the ABIM … restores some 

balance to the equation of maintaining an ongoing bar of certifi-

cation on the one hand and not representing a near-impossible 

life challenge to the physician on the other hand.”

But not all physicians are on board. 

“It’s a lot too little and a lot too late," says David J. Siegler, 

MD, a pediatric physician with Child Neurology of Tulsa, an in-

dependent solo practice.

On the horizon 
Over the next few months, ABIM will solicit feedback from 

physicians, societies, and other stakeholders to guide refine-

ment of the new assessment model. The board will share ad-

ditional details on the new exam option by the end of the year. 

Prior to implementation, ABIM will hold a public comment pe-

riod for the proposed changes. 

https://www.fsmb.org/Media/Default/PDF/Census/2014census.pdf
http://www.abim.org/news/abim-announces-plans-to-offer-physicians-moc-assessment-options-in-january-2018.aspx
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“I think you’d be hard pressed for those physicians to say, 
‘It doesn’t matter; it doesn’t mean anything different.’ ” 

In addition, Rogers says MOC’s underlying prin-
ciples are sound. According to ABMS, the program 
measures physicians’ adherence to the ACGME's 
core competencies, which are widely accepted indus-
try standards.

MSPs must strike a balance
For MSPs, SB 1148’s questionable scope of applica-

tion could be a boon. The bill likely won’t hold water as 
a legal defense by physicians who are denied privileges, 
says Rogers, meaning hospitals can probably hold off 
on overhauling current requirements for board certifi-
cation. “I don’t think there will be a big rush to change 
medical staff bylaws because hospitals have always had 
the ability to require more than the law requires for 
purposes of ensuring quality.”  

That said, the new law could still make an appearance 
in fair hearings. “I don’t think that would prevail at the 
end of the day, but I do think it would be something that 
a physician could raise if the physician is denied medical 
staff privileges and that physician was not board certified 
or current in MOC,” Rogers says. 

For this reason, MSPs and medical staff leaders should 
discuss whether bylaws and policies with incendiary 

MOC provisions are worth the risk of pushback from 
physicians who are emboldened by the new law.  

Plus, demonstrating sensitivity to the concerns 
raised in the bill can strengthen essential physician-
hospital relationships. “Although sometimes they’re 
adverse to each other, … hospitals need physicians, and 
physicians in many specialties need hospitals so they can 
practice,” Rogers says. 

As for the MSPs who support both parties, Siegler 
stresses that Oklahoma’s new MOC law is not intend-
ed to complicate the credentialing process. However, 
he acknowledges the hurdles that medical staff offices 
face daily. 

“[They] are under the gun in certain challenges. One is 
to make sure that the physicians are qualified, the other 
is to provide good quality care to avoid risk, and the third 
is to comply with a lot of governmental requirements,” 
he says. “We should find a way to keep our physicians 
knowledgeable and skills up-to-date without taking away 
our time to do useless activities.”

To strike this balance, physicians, MSPs, and repre-
sentatives of the institutions in which they work should 
look beyond day-to-day tensions and travails to their 
shared goal.  

“The big picture is to provide the best and most efficient 
care to our patients,” says Siegler. H

Q&A

Avoid contemporary negligent credentialing 
pitfalls

With negligent credentialing suits on the rise, MSPs 
and medical staff leaders must implement approaches 
that help cultivate a high-caliber medical staff, promote 
patient safety, and diminish legal risk. But given the 
widening array of staffing models and technological 
advances at play in today’s healthcare landscape, devel-
oping best practices is often easier said than done. 

And when good faith efforts fail to prevent a legal 
suit, MSPs and medical staff leaders should be ready to 
respond swiftly and effectively to the charge. In the fol-
lowing Q&A, Mark A. Smith, MD, MBA, FACS, senior 

consultant with HG Healthcare Consultants, LLC, and 
chief medical officer for Morrisey Associates, Inc., offers 
strategies for addressing contemporary credentialing chal-
lenges—and unavoidable negligence claims—head on.

The exchange has been adapted from HCPro’s recent 
webcast, “Negligent Credentialing: Best Practices to 
Prevent Successful Plaintiff Litigation,” available now 
on demand. It has been edited for clarity and length. 

Q How does working with locum tenens agencies

impact negligent credentialing risks and claims?

https://hcmarketplace.com/negligent-credentialing-best-practices-to-prevent-successful-plaintiff-litigation



