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Name:  __________________________________________ Department of Surgery, Urology


Name:  __________________________________________

The minimum education, training, and experience qualifications for core privileges are as delineated in each facility’s Medical Staff Bylaws, Rules and Regulations, or policies.  Please consult these documents to determine your eligibility to request these privileges.

LEGEND:
1 – Emory University Hospital


5 – Wesley Woods – Geriatric Hospital


2 – The Emory Clinic and Satellites



6 – Wesley Woods – Long Term Hospital


3 – Ambulatory Surgery Center/TEC



7 – Select Specialty Hospital at Midtown

4 – Emory University Hospital Midtown 
8 – Emory Johns Creek Hospital
To request privileges, please place an “X” in the appropriate column

	1
	2
	3
	4
	5
	6
	7
	8
	CORE PROCEDURES

	
	
	
	
	
	
	
	
	Admission, assessment, diagnosis & surgical treatments of patients with illnesses, injuries & disorders of the genito-urinary system, including their supportive structures & vascular supply.  These privileges include provision of consultation as well as ordering diagnostic studies & procedures related to the urologic problem.

	
	
	
	
	
	
	
	
	Provision of consultation, including assessment, diagnosis & ordering of diagnostic studies & procedures

	
	
	
	
	
	
	
	
	Ordering privileges. Must meet CPOE training requirements. To schedule training call 404-686-7559.

	1
	2
	3
	4
	5
	6
	7
	8
	SPECIFIC PROCEDURES (Procedures that are not routinely part of training, and 

may require proof of training or experience)

	
	
	
	
	
	
	
	
	Moderate sedation (Must pass online moderate sedation test to qualify for these privileges.  Please access at http://ehnotes4.eushc.org/modsedation.nsf)

	
	
	
	
	
	
	
	
	Request for use of Fluoroscope & C-arm. Radiation Safety Training required. Please access at http://www.ehso.emory.edu/Fluoroscope.htm

	
	
	
	
	
	
	
	
	Laser:

	
	
	
	
	
	
	
	
	     KTP

	
	
	
	
	
	
	
	
	     YAG

	
	
	
	
	
	
	
	
	     CO2

	
	
	
	
	
	
	
	
	Holmium laser

	
	
	
	
	
	
	
	
	Cryosurgery

	
	
	
	
	
	
	
	
	Laparoscopic surgery

	
	
	
	
	
	
	
	
	ESWL Extra Corporeal Shockwave Lithotripsy

	
	
	
	
	
	
	
	
	Collagen injection

	
	
	
	
	
	
	
	
	Radioactive seed placement

	
	
	
	
	
	
	
	
	Robotics (Please refer to the Robotics guidelines)

	
	
	
	
	
	
	
	
	LAPAROSCOPIC PRIVILEGES GYNECOLOGY/OBSTETRICS

	
	
	
	
	
	
	
	
	Diagnostic Laparoscopy

	
	
	
	
	
	
	
	
	Diagnostic pelvic lymph node dissection

	
	
	
	
	
	
	
	
	Adhesiolysis

	
	
	
	
	
	
	
	
	Cholecystectomy

	
	
	
	
	
	
	
	
	Appendectomy

	
	
	
	
	
	
	
	
	Hernia

	
	
	
	
	
	
	
	
	ADVANCED LAPAROSCOPIC PROCEDURES

	
	
	
	
	
	
	
	
	Hiatal Hernia

	
	
	
	
	
	
	
	
	Transthoracic Vagotomy

	
	
	
	
	
	
	
	
	Vagotomies

	
	
	
	
	
	
	
	
	Bowel Resection

	
	
	
	
	
	
	
	
	Nephrectomy


Acknowledgment of Practitioner:

I understand that (a) in exercising clinical privileges granted, I am constrained by each healthcare facility’s Medical Staff policies, rules & regulations, and (b) any restriction on the clinical privileges granted to me is waived in an emergency situation & in such situation my actions are governed by the applicable section of each healthcare facility’s Medical Staff Bylaws.

Applicant Signature:  _________________________________________________
Date:  __________

LAPAROSCOPIC PRIVILEGES CRITERIA

UROLOGY

GYNECOLOGY/OBSTETRICS
Criteria for privileges to perform Urologic Surgery OR Gynecology/Obstetric laparoscopic procedures.  The physician must meet the following requirements:

(Training documentation will be required.  Course certificates must be accompanied by a course description.)

1. Physician must be credentialed in Urology, or Gynecology/Obstetrics and be able to perform the surgical procedure in the open laparotomy technique before being granted laparoscopic privileges.

2. Surgeons requesting privileges to perform laparoscopic surgery must provide the following documentation:

a. Completion of a surgical residency/fellowship program, which incorporates, structured experience in laparoscopic surgery.  Competence should be documented by the instructor(s) and acceptable to the Chief of the Department in which the privileges are requested.

b. For those without residency/fellowship training which included laparoscopic surgery, or without documented prior experience in laparoscopic surgery, the basic minimum requirement for training should be:

(1) Physician must have successfully completed an accredited course in laparoscopic surgery using animated and inanimate models.  (Accreditation of the course to be determined by the Chief of the Department in which the privileges are requested).

(2) Physician must be proctored by a surgeon who is credentialed in the specific laparoscopic procedure(s) being requested, for a minimum of 10 cases.  Five of these cases as first assistant and at least five as the primary surgeon.  These procedures may be performed at any accredited institution.  A “Proctor Report” form must be submitted along with the documentation of these requirements.

PROCTOR REPORT

(if needed – see criteria, 2b)

Name of physician being Proctored  __________________________________________________

Proctoring physician’s name  _______________________________________________________

Patient’s Name and Medical Record #  ________________________________________________

Date and Time of Procedure  ________________________________________________________

Procedure(s) to be Performed  _______________________________________________________

PRE-OP

1. Is the H & P on patient’s chart complete?  ___________________________________________

2. Are there progress notes regarding planned procedure?  ________________________________

3. Is there justification for procedure noted?  ___________________________________________

INTRA-OP
Please comment on the following:  timeliness of physician, technical skill, knowledge of procedure, blood loss and any other general comments:

POST-OP
1. Does pre-op diagnosis coincide with post-op findings?  __________________________________

2. Post-op care adequate?  ___________________________________________________________

3. Disposition of patient appropriate?  __________________________________________________

4. Operative report complete, accurate and timely?  _______________________________________

5. Complication (if any) recognized and managed properly?  ________________________________

6. General comment on the handling of this case:  _________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

SIGNATURE OF PROCTORING PHYSICIAN                                                    DATE

Please complete all blanks on the form to insure proper credit for physician’s proctoring, and return to:

Emory Healthcare System Credentialing, 101 W. Ponce de Leon Ave, Ste. 300, Decatur, GA 30030

FAX:  404-778-4819
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