MEDICAL STAFF BYLAWS


GARFIELD MEDICAL CENTER

MEDICAL STAFF BYLAWS

PREAMBLE

Recognizing that the medical staff is responsible for the quality of medical care in the hospital and must accept and assume this responsibility, subject to the ultimate authority of the hospital governing body, and that the best interests of the patient are better protected by concerted effort, the practitioners of Garfield Medical Center are hereby organized in conformity with these Bylaws, Rules, Policies and Procedures.

DEFINITIONS

1. Administrator or Chief Executive Officer: The individual appointed by the hospital to act in its behalf in the overall management of the hospital.

2. Chief of Staff: A member of the Active Medical Staff who is elected in accordance with these bylaws to serve as chief officer of the medical staff of this hospital.

3. Clinical Privileges: Specified diagnostic and therapeutic practice areas that may be exercised by authorized individuals on approval of the governing body, based on the individual’s professional license and documented competence, experience and judgment.

4.
Collegial: Characterized by equal power and authority among peers.
5.
Dentist:  An individual who has received a doctor of dental surgery or a doctor of dental medicine degree and is currently fully licensed to practice dentistry.

6. Department:   A clinical division of the medical staff, grouping members in accordance with their specialty or major practice interest, as specified in Article 10 of these Bylaws.

7. Department or Subsection Chairman (Chief): The member of the Active Medical Staff who is duly selected in accordance with these bylaws to serve as the head or director of a clinical department or service.

8. Allied Health Professional: Individuals, other than those defined under “practitioner” who, regardless of employment status, provide defined direct patient care services in the hospital under a defined degree of supervision, exercising independent judgment within the area of their documented 

professional competence and consistent with applicable law.  Allied Health Professionals are not eligible for medical staff membership, but may be granted clinical privileges through the process described in Article 3, as the process applies to AHP’s.

9. Executive Committee: The Executive Committee of the medical staff, unless otherwise specified.

10. Ex-Officio: Serves as a member of a body by virtue of an office or position held, and unless otherwise expressly provided, means without voting rights.

11. Gender:  “He/His/Him” is applicable to either male or female in the context of these bylaws, rules and regulations.

12. Governing Body: The local governing board of the hospital appointed by the Board of Directors of Alhambra Hospital Medical Center, L.P.

13. Hospital:  Alhambra Hospital Medical Center, L.P.,  dba Garfield Medical Center.

14. MDCR:  Medical disciplinary cause or reason.

15. Medical Staff: The formal organization of all physicians (M.D. or D.O.) holding unlimited licenses in this state, and all dentists, podiatrists and clinical psychologists duly licensed in this state who are privileged to provide patient care services in the hospital within the scope of their licensure and approved clinical privileges.   This may be referred to as “staff” where the meaning is clear.

16. Medical Staff Term: The period from January 1 to December 31.

17. Medico-Administrative Officer: A practitioner, usually a physician, who is employed by or otherwise engaged by the hospital on a full-time or part-time basis, whose responsibilities may be both administrative and clinical in nature.  Clinical duties may be related to direct medical care of patients and/or supervision of the professional activities of individuals under such practitioner’s direction.

18. Member:  A practitioner who has been granted medical staff membership and/or clinical privileges pursuant to these bylaws.

19. Physician: An individual who has received a doctor of medicine or doctor of osteopathy degree and is currently fully licensed to practice medicine.

20. Podiatrist: An individual who has received a doctor of podiatric medicine degree and is fully licensed to practice podiatry.

21. Practitioner: A physician, podiatrist, dentist, or clinical psychologist who is duly licensed by the State of California.

22. Subsection: A subdivision of either the medical staff or a clinical department, grouping members in accordance with specialty or major practice interest, as specified in Article 10.

23. Special Notice: written notifications sent by certified mail, return receipt requested or hand delivered with an accompanying signature of receipt.

24. Days: Shall be counted consecutively, unless specified otherwise.

ARTICLE I - NAME

The name of this organization shall be The Medical Staff of Garfield Medical Center.

ARTICLE II - PURPOSE AND RESPONSIBILITIES

SECTION 2.1.
PURPOSE

The purpose of the medical staff shall be to:

A. Provide one organized collegial body through which the benefit of staff membership (mutual education, consultation and professional support) may be obtained by each staff member and the obligations of staff membership may be fulfilled.

B. Serve as the primary means for accountability to the governing body for the quality and appropriateness of the professional performance and ethical conduct of its members as well as of all designated professional personnel; and to strive to assure that a high legal of patient care, efficiently delivered, is maintained consistent with available resources, and, to the degree reasonably possible, achievable by the state of the healing arts.

C. Develop an organization structure, reflective in medical staff bylaws, rules, regulations, policies, procedures, protocols, etc., that adequately define the responsibility and, when appropriate, the authority and accountability of each organizational component.

D. Provide a means through which the medical staff may participate in the hospital’s policy-making and planning process.

E. Any physician may communicate to the Governing Board of Alhambra Hospital Medical Center, L.P., by contacting the corporate offices.

SECTION 2.2.
RESPONSIBILITIES

The responsibilities of the medical staff are to account for the quality and appropriateness of patient care rendered by all practitioners and allied health professionals authorized to provide patient care services in the hospital, through the following measures:

A. Processing credentials in a manner that matches verified qualifications, performance and competence with clinical privileges for all medical staff applicants and members and for allied health professionals.

B. Making recommendations to the governing body with respect to medical staff appointments, reappointments, staff category, professional status, clinical privileges delineation, and, as appropriate, department assignment and corrective action.

C. Participating in the hospital quality improvement program by conducting objectively all required peer evaluation activities through medical staff department review, specific committee monitoring processes, and a comprehensive occurrence-screening program.

D. Providing an effective utilization review program for allocation of medical/health services based upon patient-specific determinations of individual medical needs.

E. Providing continuing education that is relevant to patient care provided in the hospital as determined, to the degree reasonably possible, from the findings of quality related activities.

F. Initiating and pursuing corrective action when indicated.

G. Enforcing the Medical Staff Bylaws, Rules, Policies and Procedures uniformly and consistently.

ARTICLE III - MEDICAL STAFF MEMBERSHIP

SECTION 3.1. 
MEMBERSHIP AS A PRIVILEGE

Membership on the medical staff of the hospital is a privilege that shall be extended only to professionally qualified and competent individuals who continuously meet the qualifications, standards and requirements set forth in these Bylaws, Rules and Regulations and the bylaws and policies of the hospital.  Appointment to the medical staff shall confer on the appointee or member only such clinical privileges and such rights as have been granted by the governing body in accordance with these bylaws.

SECTION 3.2.
GENERAL CRITERIA FOR MEMBERSHIP

Medical staff membership and/or clinical privileges shall not be denied on the basis of sex, race, creed, color, national origin, or on the basis of any other criterion unrelated to the delivery of quality patient care in the hospital, but shall be related to professional ability and judgment; to health status; to the hospital’s purposes, needs, and non-exclusive capabilities.  When the determination is based on the hospital’s needs or its ability to provide facilities, beds and support staffing/services, consideration will be given to utilization patterns, present and projected patient mix, and actual, planned and specialized clinical support services; and to the hospital’s specific goals and objectives as reflected in the hospital’s short and long range plans.  It is recognized that some patient care services at the hospital may be provided exclusively by a limited number of practitioners, selected by the hospital, and who have been properly processed and granted medical staff membership and/or clinical privileges.

SECTION. 3.3 
QUALIFICATIONS FOR MEMBERSHIP

A. No individual is automatically entitled to initial or continued membership on the medical staff or to the exercise of particular clinical privileges in the hospital merely because he is licensed to practice in this or any other state; because he has previously been a member of this medical staff; or because he had, or now has, staff membership or privileges at another health care facility or in another practice setting; or because he is a member of any professional organization.

B. All applicants for staff membership and/or clinical privileges must be free of, or have under adequate control, any significant physical or behavioral impairment that interferes with, or presents a substantial probability of interfering with, the qualifications required in Section 2.A above, such that patient care is or is likely to be adversely affected.

C. Each applicant for staff membership, by applying for and being granted staff membership or temporary privileges, thereby obligates himself to:

1. adhere to generally recognized standards of professional ethics or his profession;

2. not participate in rebating a portion of the fee, or receiving other inducements for patient referral or deceiving a patient as to the identity of a practitioner providing treatment or services;

3. participate, as required, in peer evaluation and quality improvement activities;

4. provide continuous care of his patients and delegate the responsibility for diagnosis or care of patients only to a practitioner who is qualified to undertake that responsibility;

5. obtain appropriate informed consent as required for the intervention contemplated;

6. abide by the Medical Staff Bylaws, Rules, Regulations and policies and procedures and hospital policies affecting the medical staff; 

7. complete adequately, and in a timely fashion, the medical and any other required records for all patients he admits or in any way provides care for in the hospital;

8. seek consultation whenever necessary;

9. continuously maintain the required amount of professional liability insurance coverage by an insurance company currently certified by the State of California and approved by the Medical Executive Committee and report any involvement in professional liability action.  At a minimum, final judgments and/or settlements must be reported within thirty (30) days.  Professional liability insurance must cover a practitioner for those privileges he requests and/or is granted;

10. reasonably assist the hospital in fulfilling its uncompensated or partially compensated patient care obligations within the areas of his professional competence and credentials;

11. reasonably cooperate with the hospital in its efforts to comply with accreditation, reimbursement and legal or other regulatory requirements;

12. appear for interviews with regard to his application, if requested;

13. work collaboratively and cooperatively with other physicians, practitioners, hospital employees and other personnel.

SECTION 3.4. 
APPOINTMENTS AND REAPPOINTMENTS

Except for Affiliate and Consulting categories, all initial appointments to the medical staff shall be to the Provisional category, provisional status.  All privileges granted to the appointee will be considered provisional. The membership of the appointee shall remain under provisional status for a period of one (1) year at which time the appropriate clinical department will review the appointee’s compliance with hospital and medical staff policies, procedures and rules.  If the appointee has satisfactorily demonstrated compliance, the appointee shall be eligible for completion of provisional status.  In all other cases, the appropriate clinical department shall advice the Credentials Committee regarding a modification of staff membership.  During the provisional period, the appointee shall be directly observed for the number of cases/procedures/treatments specified by the medical staff or the appropriate clinical department.  The patient care observed shall be relevant to the type of sophistication of the clinical privileges granted to the appointee.  The observer shall submit the designated form with his comments on the appointee’s performance and the related privileges will continue to be provisional until such time that the observation/proctoring requirements have been met.  Any of the above actions must be indicated in writing in the individual’s credential file.  If denial of an application or extension of provisional status is for medical disciplinary reason or cause, the practitioner shall have the procedural rights of Article VIII.

SECTION 3.5. 
PROCEDURE FOR APPOINTMENT

A. APPLICATION FOR INITIAL APPOINTMENT

Each applicant for appointment to the medical staff shall be in writing, submitted on the prescribed hospital form, and signed by the applicant.  When an applicant requests and application, he shall also be given a copy of these Bylaws, Rules and Regulations and any designated current hospital policies that relate to his activities as a member of the medical staff.

B. APPLICANT’S RESPONSIBILITY, APPLICATION FORM AND CONTENT. 

The applicant shall provide accurate, up-to-date information, and the application form shall include, but not be limited to the following:

1. Identifying information

2. Undergraduate education

3. Postgraduate education

4. Internship

5. Residency/fellowship

6. Hospital or other health care affiliation

7. Membership in professional associations, societies, academies, colleges, and faculty/training appointments

8. Specialty board certification status

9. State licensure(s) with expiration date

10. DEA registration, with expiration date (excluding pathologists)

11. At least three (3) professional references with personal knowledge of the applicant’s recent professional performance, his ethical character, and his ability to work cooperatively with others

12. Previous practice data including practice location and affiliation

13. Continuing medical education for the past two (2) years

14. Professional liability insurance by an insurance company currently certified by the State of California and approved by the Medical Executive Committee, including carrier, amount and dates of coverage, and professional litigation and liability history (past and present) as established by the governing board, but at minimum, final judgments and/or settlements.

15. Past or pending professional disciplinary action, professional licensure limitations or felony charges initiated by hospital staff or regulatory agencies.

16. A request for department assignment

17. Clinical privileges desired

18. A specific signed consent for immunity and release from liability for all individuals involved in and performing the credentials function.

19. A list of cases treated or procedures performed as set forth by clinical department policy.

20. Each practitioner is required to have an alternate of call, except applicants requesting privileges covered by an exclusive contract.   Said alternate must be a staff member with comparable clinical privileges and must indicate his acceptance of this responsibility by signing an alternate of call card.  Failure to meet these requirements shall result in automatic suspension of the practitioner’s clinical privileges effective until such time as the requirements are met.  Where good and valid reason exists, the Medical Executive Committee may waive the requirement for an alternate of call.

a. Each member of the medical staff shall identify a qualified member of the medical staff who will be available to attend his patients in an emergency.  In case of failure to name such a practitioner, the Chief of Staff, the chairman of the appropriate department, or the Chief Executive Officer shall have authority to call any qualified member of the medical staff should he consider it necessary.  Failure of a medical staff member to meet this requirement shall be reported to the Executive Committee for any action deemed appropriate.

21. Evidence of consideration of the staff member’s health status with respect to his ability to exercise the privileges granted.

22. The nature and specifics of any pending or completed action involving denial, revocation, suspension, reduction, limitation, probation, non-

renewal or voluntary or involuntary relinquishments of licensure/registration, DEA,  or clinical privileges (including admitting, consulting and assisting), staff membership or call panel membership at any health care facility.

23.
An application fee, as set by the Medical Executive Committee, is due at the time the application is submitted.

C. EFFECTS OF APPLICATION

In addition to the matters set forth above, by applying for appointment to the medical staff each applicant:

1. Signifies his willingness to appear for interviews in regard to the application.

2. Authorizes consultation with others who have been associated with him and who may have information bearing on his competence, qualifications and performance, and authorizes such individuals and organizations to candidly provide all such information.

3. Reasonably cooperate with the hospital in its efforts to comply with accreditation, reimbursement, and legal or other regulatory requirements.

4. Agrees to continuously comply with the qualifications for membership and responsibilities of membership and all other medical staff and hospital bylaws, rules, and policies.

5. Certifies and agrees that he will report to the Credentials Committee any changes in the information submitted on the application which may subsequently occur.

6. Releases from any liability, to the fullest extent permitted by law, all persons for their acts performed in connection with investigating and evaluating the applicant.

7. Releases from any liability, to the fullest extent permitted by law, all individuals and organizations who provide information regarding the applicant, including otherwise confidential information.

8. Consents to the disclosure to other hospitals, medical associations, licensing boards, and other organizations any information regarding his professional or ethical standing that the hospital or medical staff may have, and releases the medical staff and hospital from liability for so doing, to the fullest extent permitted by laws.

D. APPLICANT’S BURDEN

The applicant shall further be responsible for resolving any doubts as to any of the matters indicated in Article 3.5-B.  If the applicant fails to sustain his required responsibility to produce adequate information, this shall be grounds for denial of his application.  Any significant misstatements in or omissions from the medical staff application shall be cause for denial of appointment or for summary dismissal from the medical staff.  The applicant/reapplicant shall be responsible for immediately reporting to the Medical Staff Office any change in such information occurring after the application has been submitted.  In such instances, the involved practitioner shall be entitled to the procedural rights provided in Articles VII and VIII of these bylaws.

E. The completed application shall be submitted to the medical staff through the Medical Staff Office who shall assist the Credentials Committee in having all information verified for purposes of evaluation.  The Credentials Committee may request further, reasonable documentation or clarification.  If the requested supporting documents have not been supplied by the applicant or the application is not otherwise complete, or if requested documentation or clarification is not submitted, the applicant will be given sixty (60) days to complete the application.  Failure to do so will cause the processing of the application to be discontinued and the applicant will be so notified.  Notwithstanding any other provision of these bylaws, any individual whose application has been discontinued for failure to supply the required documentation or clarifications shall not be entitled to the procedural rights provided in Article VII and VIII of these bylaws.

F. Within sixty (60) days of receipt of the completed, fully verified application, the chairman of each department in which the applicant seeks privileges shall provide the Credentials Committee with specific written recommendations relating to clinical privileges, department affiliations, and any special condition (s) to be attached to the appointment.  The department chairman or the Credentials Committee may require an interview with the applicant or additional documentation.

G. Within ninety (90) days of receipt of the completed, fully verified application and the department’s recommendation, the Credentials Committee shall make a written recommendation to Executive Committee as to membership, privileges, department assignment, and any conditions attached to the appointment, based on all available information, including the recommendations from the department chairman, and, when required, based also on an interview with the applicant.  The Credentials Committee may recommend appointment  and/or clinical privileges in provisional status, rejection, or deferment for further consideration.

H. The Medical Executive Committee, at its next regular meeting after receipt of the recommendations of the Credentials Committee, shall submit in writing to the governing body its recommendation.

I. ACTION BY THE MEDICAL EXECUTIVE COMMITTEE

1.
Deferral shall not extend beyond forty-five (45) days at which time, or sooner, the Executive Committee will recommend to the governing body either (a) appointment and/or approval of clinical privileges in provisional status, together with the staff category, a delineation of clinical privileges, and department affiliation, or (b) rejection of the applicant’s request for staff membership and/or clinical privileges.

2. When the recommendation of the committee is favorable to the applicant, the application shall be forwarded, together with all supporting documentation, to the next regularly scheduled meeting of the governing body.

3. Adverse Recommendation: (for the purpose of this section, an “adverse action” is based on medical disciplinary cause or reason ‘MDCR”.)

When the recommendation of the Executive Committee is adverse to the applicant, the committee shall also determine whether the adverse recommendation is based on medical disciplinary cause or reason (MDCR”).

a. If the adverse recommendation is based on a MDCR, the Chief Executive Officer shall so inform the applicant within five (5) working days by special notice, and the applicant shall be entitled to the procedural rights described in Article VIII.

b. If the adverse recommendation is based on any reason other than a MDCR, the Chief Executive Officer shall so inform the applicant within five (5) working days by special notice, and the applicant shall be entitled to the procedural rights described in Article VIII.

The adverse recommendation shall be forwarded to the governing body for its information, but shall not be acted upon until after the affected individual has exercised or has waived his rights to a formal hearing or fair review as provided in Article VIII.

J.
GOVERNING BODY ACTION

a.
Subject to the provisions of Article VIII, the governing body shall act on the matter at the next regular meeting following receipt of the recommendation of the Executive Committee.

b. In taking action under this section, the governing body shall give great weight to the recommendation of the Executive Committee and shall not act arbitrarily or capriciously.

1. If the governing body adopts the recommendation of the Executive Committee, it shall become the final action of the hospital.

2.  CONFLICT RESOLUTION:  If, after referring a matter back to the Medical Executive Committee, the Governing Board and the Medical Executive Committee continue to disagree regarding the action to be taken, the matter shall be referred to the Dispute Resolution Committee.  After giving great weight to the recommendation of the Medical Executive Committee following the meet and confer process, the Governing Board may exercise its final authority on such matters.

3.
If the governing body adopts the recommendation provided pursuant to paragraph 2 above, it shall become the final action of the hospital.

4.
In the event the action of the governing body is adverse to the applicant and is based on a MDCR, the Chief Executive Officer shall so inform the applicant within five (5) working days by special notice.  The applicant shall be entitled to the same procedural rights described in Article VIII.

5.
In the event the action of the governing body is adverse to the applicant and is based on any reason other than a MDCR, the Chief Executive Officer shall so inform the applicant within five (5) working days by special notice, and the applicant shall be entitled to the same procedural rights described in Article VIII.

6
An adverse decision of the governing body shall not become final until the applicant has exercised or waived his rights under Article VIII.  The fact that such adverse decision is not yet final shall not be deemed to confer staff membership or clinical privileges when none existed before.

7.
At its next regular meeting, after all of the affected individual’s rights under Article VIII have been exhausted or waived, the governing body or its duly authorized committee, shall act in the manner pursuant to the provisions of Article VIII.

All decisions to appoint shall include a delineation of the clinical privileges that the individual may exercise, an assignment of staff category, and department affiliation.

8
Subject to any applicable provisions of Article VIII, notice of the governing body’s final decision shall be given through the Chief Executive Officer to the applicant within five (5) working days by special notice.  The Chief of Staff shall give notice to the Executive Committee, the Credentials Committee, and the department chairman.

K. TIME PERIODS

The time periods set forth in this article for the timely processing of an application are to be deemed guidelines and are not directives such as to create any right for a practitioner to have an application processed within these precise periods.

L. PREVIOUSLY DENIED OR TERMINATED APPLICANTS:

Notwithstanding any other provision of these bylaws, if an application is tendered by an applicant who has been previously denied membership and/or clinical privileges or who has had membership and/or clinical privileges terminated, and it appears that the application is based on substantially the same information as when previously denied or terminated, the application shall be rejected and returned to the applicant as unacceptable for processing.  No such application shall be processed, and no right or hearing or appeal shall be available in connection with the rejection or return of such application.

M. DELAYS

In the event of unusual delay (defined as a maximum of one hundred (100) days after the receipt of the fully completed application) by, or inappropriate recommendation on the part of, the medical staff, the governing body may act without or contrary to such recommendation on the basis of documented evidence of the applicant’s or member’s professional and ethical qualifications, obtained from reliable sources other than the medical staff.  Prior to taking such action, however, the governing body should notify the medical staff of its intent and should designate an action date prior to which the medical staff may still fulfill its responsibility.  Peer input shall be obtained and considered for all applicants for appointment and reappointment.

SECTION 3.6.
THE REAPPOINTMENT PROCESS
A. At least one hundred eighty (180) days prior to the expiration date of a member’s current staff appointment or clinical privileges, the Medical Staff Office shall provide each medical staff member or allied health professional with an approved application for reappointment or renewal of clinical privileges.  The form is to be completed and returned within thirty (30) days for review by the clinical department and Credentials Committee.  If the application is not received within thirty (30) days, a second and final application will be sent, certified mail, to the medical staff member or allied health professional, which is to be returned within fifteen (15) days.  In the event an application is received within the forty-five (45) day period, but is still incomplete or missing items, the medical staff member or allied health professional will be sent a notification via certified mail requesting all incomplete or missing items.  Such information must be returned within fifteen (15) days.  Failure to so return the completed form and requested items shall constitute a voluntary resignation from the medical staff and/or resignation of clinical privileges and shall result in termination of membership and/or clinical privileges at the expiration of the current term.   A practitioner whose membership or clinical privileges are so terminated shall not be entitled to the procedural rights provided in Article VIII.

B. Information to be available at the time of the clinical department and Credentials Committee review, as reflected in the credential file, shall include at least the following:

1. Objective evidence of the individual’s clinical performance/competence based on the findings of the departmental evaluation of care, including an evaluation by the department chairman, and of all medical staff quality-related monitoring activities.

2. As indicated, the medical staff member’s support of the medical staff and hospital.

3. Any request for recommendation for change in staff category, clinical privileges, or departmental assignment, citing the reasons and supporting information therefore.

4. Evidence of consideration of health status with respect to ability to exercise the privileges granted.

5. Any sanctions imposed by another health care facility, professional organization, or licensing authority.

6. Malpractice/claim experience since the last reappraisal.

7. Evidence of current licensure and DEA registration.

8. Evidence of professional liability coverage (carrier, policy number, amount, and expiration date).

9. A listing of all continuing medical education activity since the previous appointment. 

10. The nature and specifics of any pending or completed action involving denial, revocation, suspension, reduction, limitation, probation, non-renewal or voluntary or involuntary relinquishments of licensure/registration, or clinical privileges (including admitting, consulting and assisting), staff membership or call panel membership at any health care facility.

C. The department shall receive the reappointment application and all relevant information.  Based on this and any other pertinent information available, the department shall render to the Credentials Committee within thirty (30) days of receipt a written recommendation concerning the reappointment and/or clinical privileges.  When the department recommends any change, the reason for such recommendation shall be stated and documented.

D. The Credentials Committee shall review all pertinent information and within thirty (30) days make its written recommendation to the Executive Committee concerning each staff member’s reappointment and clinical privilege delineation.   When any change is recommended, the reason for such recommendation shall be stated and documented.

E. The Executive Committee shall meet and review all pertinent information and make its recommendation to the governing body concerning each reappointment and/or clinical privilege delineation.  When any change is recommended, the reason for such recommendation shall be stated and documented.

F. Thereafter, the procedure provided in Section 3.5 shall be followed.

G. The time periods specified are to guide the active parties in accomplishing their tasks.  If reappointment processing has not been completed by an appointment expiration date, the practitioner’s staff membership and/or clinical privileges shall terminate on the expiration date as provided in Section 6.A.

H. A staff member may, either in connection with reappointment or at any other time, request a change of his staff category, department affiliation or clinical privileges by submitting a written request to the Medical Staff Office.  Such request shall be processed in substantially the same manner as a reappointment.

I. Reappointment to the medical staff obligates the member to abide by the requirements stated in Section 3.D.

SECTION 3.7.
PRACTITIONERS PROVIDING CONTRACTUAL PROFESSIONAL SERVICES
A. The Governing Board may determine, as a matter of policy and in accordance with state and federal law, that certain hospital clinical facilities may be used only on an exclusive basis in accordance with written agreements between the hospital and qualified professionals or in a limited fashion pursuant to a closed/limited staff policy.   Such agreements may cause staff members, except in emergency or life-threatening circumstances, to observe this exclusivity policy in arranging for the care of their patients.  Applicants for initial appointment or for clinical privileges related to those hospital facilities and services specific in said agreement(s) will not be accepted for processing unless submitted with confirmation from the Chief Executive Officer of an existing or proposed agreement with the hospital.  These may include emergency care services, radiology services, pathology and clinical laboratory services and other services as determined applicable.  If an application requests privileges covered by an exclusive contract and those not so covered, the application will be accepted for only the non-covered privileges. 

B. A practitioner who is providing such contract services to the hospital must meet the same membership qualifications; must be processed for appointment, reappointment, and/or clinical privilege delineation in the same manner; and must fulfill all of the obligations for his membership category as any other applicant or staff member.

C. In approving any such practitioner(s) for medical staff membership and/or clinical privileges, the medical staff must require that the services provided meet JCAHO requirements, are subject to appropriate quality controls and are evaluated as part of the overall hospital quality improvement program.

D. Because practice at the hospital is always contingent upon continued staff membership and is also constrained by the extent of clinical privileges enjoyed, a practitioner’s right to use the hospital’s facilities is automatically terminated when staff membership expires or is terminated.  Similarly, the extent of clinical privileges is automatically limited to the extent that pertinent clinical privileges are reduced or eliminated.

E.
AUTOMATIC RESIGNATION

A practitioner’s clinical privileges shall be deemed automatically resigned to the extent such privileges are the subject of an exclusive contract if such practitioner is no longer affiliated with the group which has the exclusive contract; provided, however, if a new group has been selected and the practitioner shall be providing services in affiliation with the new group, then the practitioner’s clinical privileges shall not be deemed automatically resigned.  If the practitioner has no privileges other than those subject to the exclusive contract, then the practitioner’s membership shall also be deemed automatically resigned.

SECTION 3.8.
LEAVE STATUS
A. A member may request a voluntary leave of absence from the medical staff by submitting a written request to the Medical Staff Office, who will transmit this notice to the Credentials Committee and the Executive Committee.  The written notice must state the reason for requesting leave status, which may not exceed a period of one (1) year.  Thirty (30) days prior to the termination of the leave, the practitioner may request one (1) additional year of leave.  During the period of leave, the staff member’s clinical privileges and prerogatives shall be suspended.

B. At least thirty (30) days prior to termination of the leave, or at any earlier time, the member may request reinstatement of his privileges and membership by submitting a written notice to that effect tot he Medical Staff Office who will transmit this notice to the Credentials and Executive Committees.  The member shall submit a written summary detailing his professional/patient care activities during the leave.   The Executive Committee, on receipt of the recommendation of the Credentials Committee, shall make its recommendation to the governing body concerning the reinstatement of the member’s privileges and membership.  Thereafter, the procedure provided in Article 3.5 shall apply.

C. Failure, without good cause, to request reinstatement or to provide a summary of professional and other activities as above required shall constitute a voluntary resignation from the staff and shall result in termination of staff membership, privileges, and prerogatives.  The Executive Committee shall, in its sole discretion, and after giving such practitioner the opportunity to address the committee, determine whether or not a good cause existed.  A practitioner whose membership is so terminated shall not be entitled to the procedural rights provided in Article VIII.  A request for staff membership subsequently received from a staff member so terminated shall be treated and processed as an application for initial appointment.

D. Reinstatement may be made subject to an observation requirement for a period of time during which the practitioner’s clinical performance is observed by one or more clinical department members to determine the practitioner’s continued satisfaction of qualifications.

SECTION 3.9. 
RESIGNATION FROM MEDICAL STAFF
A. Any practitioner who desires to resign from the medical staff must submit his letter of resignation to the Executive Committee.  The Executive Committee shall forward its recommendations to the governing body.

B. No application for resignation shall be considered until all obligations to the hospital have been satisfactorily completed by the applicant, including completion of all medical records and other arrangements, to the satisfaction of the hospital.

C. Any practitioner not complying with the previous paragraph shall be considered as having resigned from the staff with prejudice and this shall be appropriately recorded.  Subsequent application for medical staff membership or clinical privileges will not be processed insofar as outstanding obligations remain or are no longer able to be completed.  This status will be reported on any requested reference.

SECTION 3.10.
DURATION OF APPOINTMENT
Duration of appointment shall be for a period not to exceed two (2) years.

ARTICLE IV - CATEGORIES OF THE MEDICAL STAFF
SECTION 4.1. 
MEDICAL STAFF CATEGORIES
The medical staff shall be divided into the following categories: active, courtesy, consulting emeritus and affiliate.

SECTION 4.2.  ACTIVE MEDICAL STAFF CATEGORY
The Active Staff category shall consist of practitioners who regularly admit, consult, or personally provide services to patients in the hospital and who are located (office and home) within a reasonable distance and/or travel time to the hospital in order to provide continuous care to their patients.  Reasonable distance and/or travel time shall be defined in the rules and regulations of the various medical staff departments.  Active Staff members must accrue a minimum of twelve (12) points per each 12-month period in their two (2)-year reappointment cycle in the form of active involvement in patient care and/or meeting attendance, and/or procedure proctoring, and/or any form of assigned patient record review.  Points are accrued as follows:


1 point per admission, surgery or consultation

1 point per meeting attendance at department, committee, subsection. Ad hoc committee or other approved meeting

1 point per attendance at the annual staff meeting

2 points per observation of member during invasive procedure

1 point per record review (proctoring or peer review)

Of the twelve (12) points required, a minimum of four (4) points must be earned through meeting attendance.  A minimum of five (5) points must be earned through patient activity to include admission, surgery, and consultation or chart review.

Failure of an Active Staff member to accrue the twelve (12) points required per each 12-month period on their reappointment cycle shall automatically place the member on the Courtesy Staff for the following reappointment period.

Traditionally, hospital-based practitioners who do not admit patients may be members of the Active Medical Staff if otherwise qualified.  Active Staff members assume the functions and responsibilities of membership, including, when appropriate, emergency service calls, disaster plan assignment, and consultation assignments.  Members of the Active Staff shall be eligible to vote; hold staff and department office; serve on medical staff, department, and governing body committees; and must attend not less than the number of medical staff, departmental, and committee meetings required by this article.  

Active Staff members must participate in the quality improvement activities required of the medical staff and must serve, when qualified and required to do so, as proctors for practitioners during any period of temporary privileges or staff membership.  When there is a bed shortage, regardless of the reason, Active Staff members will be granted priority over the members of all other medical staff categories for elective admissions.

SECTION 4.3.  COURTESY STAFF CATEGORY
The Courtesy Staff category shall consist of practitioners who are located within a reasonable distance and travel time as defined in the medical staff departmental rules and regulations.  To be reappointed to the Courtesy Staff, the practitioner must:

A.
Be involved in the care of at least five (5) patients per year; or,

B. Furnish to the clinical department and Credentials Committee a letter of recommendation from another hospital in which the applicant regularly participates in quality improvement activities and the applicant’s performance is evaluated.

C. In the event the practitioner, due to the nature of his specialty, does not regularly admit patients to a hospital, the above requirement may be met by furnishing letters of preference from any two (2) actively practicing practitioners known to the medical community who have personal knowledge of the applicant’s recent professional performance, ethics, character, and ability to work cooperatively with others.

D. Courtesy Staff members are not eligible to vote on medical staff or departmental matters, or hold medical staff office.  They may serve as voting members of the medical staff as participating members of designated departmental and hospital committees, except for the medical staff Credentials and Executive Committees.  They shall not be required to attend medical staff meetings.  At times of shortage of hospital beds or other facilities as determined by the Chief Executive Officer, the elective patient admissions of Courtesy Staff members shall be subordinate to those of active staff members.

SECTION 4. 4 THE PROVISIONAL CATEGORY
A. QUALIFICATIONS

The Provisional Staff shall consist of members who:

a. Are initial appointees to the medical staff and plan to qualify for, and seek transfer to the Active, or Courtesy Staff.

b. In the ordinary course of events, are transferred to Active or Courtesy status after serving at least twelve (12), but not more than thirty-six (36) months on the Provisional Staff.  Action shall be initiated by the Medical Executive Committee to terminate the privileges and membership of a provisional member who does not qualify for advancement within thirty-six (36) months, or to transfer the member to the Affiliate Category.  The member shall not be entitled to any hearing and appeal if advancement was denied because of a failure to have sufficient number of cases proctored or because of failure to maintain a satisfactory level of activity.  The member shall be entitled to the hearing and appeal rights if advancement was denied because the member’s clinical performance or professional conduct was unsatisfactory.

B. PREROGATIVES

The Provisional Staff member shall be entitled to:

a. Admit patients and exercise such clinical privileges as are granted pursuant to Article 5.

b. Attend meetings of the medical staff and the committees or department meetings of which that person is a member, including open committee meetings and educational programs, but shall not have the right to vote at such meetings, except within committees when the right to vote is specified at the time of appointment.

c. Provisional Staff members shall not be eligible to hold office in the medical staff organization but may serve upon committees.

C. TERM OF PROVISIONAL STAFF STATUS

A member shall remain in the Provisional Staff for a period of one year unless the Medical Executive Committee extends that status for an additional period of up to twenty-four (24) months upon a determination of good cause.

D. OBSERVATION OF PROVISIONAL STAFF MEMBERS

Each Provisional Staff member shall undergo a period of observation by designated monitors as described in Article 5.2.  The observation shall be to evaluate the members (1) proficiency in the exercise of clinical privileges granted, and (2) overall eligibility for continued staff membership and advancement within staff categories.  Observation of Provisional Staff members shall follow whatever frequency and format each department deems appropriate in order to adequately evaluate the Provisional Staff member including, but not limited to, concurrent or retrospective chart review, mandatory consultation, and/or direct observation.   Appropriate records shall be maintained.  The department chairman shall communicate the results of the observation to the Medical Executive Committee.

SECTION 4.5.  EMERITUS MEDICAL STAFF CATEGORY
The Emeritus medical Staff category shall consist of practitioners who have retired from medical practice in good standing and have been members of the Active Staff at Garfield Medical Center for a cumulative ten- (10) year period.

SECTION 4.6.  CONSULTING STAFF CATEGORY
The Consulting Staff category shall consist of practitioners with expertise in a highly specialized field of medicine and whose expertise is not currently available at Garfield Medical Center.  Prior to submitting the initial application, the applicant must submit a letter of recommendation from a current medical staff member that indicates the need for such a specialist.  The department chairman and Chief of Staff will review the letter and determine whether the applicant meets the requirements of the Consulting category.  If the applicant meets the preliminary requirements, the application will be processed in accordance with these bylaws. If the applicant does not meet the preliminary requirements, the applicant will be considered a candidate for Courtesy Staff.

Consulting staff will not be required to serve a provisional period.    Consulting Staff may not admit.  Members of the Consulting Staff shall not be eligible to vote, hold staff and departmental office, and serve on medical staff, department and governing body committees.  Consulting Staff will be assessed dues and the application fee.

To be reappointed to the Consulting Staff, a member must furnish to the clinical department and Credentials Committee a letter of recommendation from another hospital in which the applicant is an Active Staff member.

SECTION 4.7.  AFFILIATE STAFF CATEGORY
A. QUALIFICATIONS

The Affiliate Staff shall consist of members who meet the general qualifications for membership set forth in Article III of these Bylaws.  In addition to the general qualifications, one peer reference must be from an Active or Courtesy member.  If there is no Active or Courtesy member available, the applicant must obtain a recommendation from the appropriate clinical department chairperson.

B. PREROGATIVES

Affiliate Staff members are not eligible to:

1. Admit patients to the hospital

2. Exercise clinical privileges in the hospital

3. Vote or hold office in the medical staff organization

Affiliate Staff members may attend medical staff and clinical department meetings and educational programs.

C. RESPONSIBILITIES

East Affiliate Staff member shall:

1. Pay dues as set by the Medical Executive Committee

D. ADVANCEMENT

Affiliate staff members who wish to change staff status must request advancement to the Provisional Staff, provisional status, should their patient care management situation change to that of being a hospital care provider.  The Affiliate Staff member who changes status to Provisional Staff must meet all the Provisional Staff requirements outlined in these bylaws.

The Affiliate Staff member who changes status to Courtesy Staff must meet all the Courtesy Staff requirements outlined in these bylaws.

ARTICLE V - CLINICAL PRIVILEGES

SECTION 5.1.  EXERCISE OF PRIVILEGES
Every practitioner or Allied Health Professional providing direct clinical services at this hospital, by virtue of medical staff membership or otherwise, shall, in connection with such practice and except as provided in Sections 3 and 4 below, be entitled to exercise only those privileges specifically granted to him by the governing body.  Said privileges must be within the scope of the license authorizing the practitioner or AHP to practice in this state and consistent with any restriction thereof.  Regardless of the privileges granted, each practitioner must obtain consultation when necessary for the safety of his patients or when required by these bylaws, the rules and regulations and other policies of the medical staff, any of its clinical units, or the hospital.

SECTION 5.2. DELINEATION OF CLINICAL PRIVILEGES
A. PROVISIONAL PERIOD

Except as otherwise determined by the Medical Executive Committee and the Governing Board, all privileges granted shall be subject to a provisional period of proctoring in accordance with departmental rules and regulations.  During the provisional period, the practitioner must demonstrate qualifications to exercise the privileges that were granted.  Any or all privileges will be considered to be provisional until such time that proctoring requirements have been met.

B. APPLICATION

Clinical privileges may be granted only upon formal request on forms provided by the hospital with subsequent processing and approval.  Every application for staff appointment and reappoint must contain a request for the specific clinical privileges desired by the applicant, except for Emeritus and Affiliate Staff.  A request for initial or additional privileges must be supported by documentation of training and/or experience supportive of the request.

C. BASIS FOR PRIVILEGE DETERMINATION

Requests for clinical privileges shall be evaluated on the basis of the applicant’s training, experience, and education; his demonstrated current competence; required references; and other relevant information, including an appraisal by the chairperson of the department in which such privileges are sought, and health status as it may affect the practitioner’s ability to exercise the privileges, if granted.  In granting privileges, consideration must be given to objective information received from sources outside the hospital, to the need for an adequate ongoing experience (volume) to maintain proficiency, to the hospital’s ability to support such patient care services, and to the objective findings of patient care evaluation and peer review activities.  Peer input shall be obtained and considered in the determination of clinical privileges.

D. PROCEDURES

All requests for clinical privileges shall be processed pursuant to the procedures outlined in Article III for medical staff membership.

E. SPECIAL CONDITIONS FOR CLINICAL PRIVILEGES

Requests for clinical privileges for dentists, podiatrists, clinical psychologists, and AHP’s shall be processed in the manner specified in this Article for other practitioners, and shall be based on training, experience, education and demonstrated competence, and the need for the services in the hospital.  Surgical procedures that each dentist and podiatrist may perform shall be under the overall supervision of the Chairman of Surgery or his designee.  An adequate history and physical examination on all dental and podiatric patient admissions shall be performed and recorded in the medical record by a physician member of the medical staff, or, in some cases, by a physician approved by the medical staff.  The dentist or podiatrist shall be responsible for completing the part of the history and physical examination related to the dental or podiatric problem.  A physician member of the medical staff shall be responsible for the care of any medical problem present at the time of admission or that arises during hospitalization.

F. UNAVAILABLE CLINICAL PRIVILEGES

Notwithstanding any other provision of these bylaws, to the extent that any requested clinical privileges are not available at the hospital (whether because of exclusive contract, lack of facilities, policy decision of the governing body, or otherwise), the request therefore shall be rejected without the necessity of processing pursuant to Section 2.C above.  Because such a rejection is unrelated to the applicant’s qualifications, an applicant whose request is to rejected shall not be entitled to the procedural rights provided in Article VIII.

SECTION 5.3. TEMPORARY PRIVILEGES
A. PENDING APPOINTMENT TO THE MEDICAL STAFF

Temporary clinical privileges may be granted for a sixty- (60) day period with the one additional sixty- (60) day renewal during the processing period of the individual’s application for staff membership if the application has been reviewed and approved by the Credentials and Medical Executive Committees and is pending approval by the Governing Board.  During this period, the applicant will be under the supervision of the chairman of the clinical department, or his designee, to which he will be assigned.   The care provided by the practitioner will be reviewed during this period of temporary privileges.  The department chairman or medical staff designee(s) responsible for supervision of the practitioner may impose special requirements of consultation and reporting.  Prior to being granted temporary privileges, the practitioner must acknowledge in writing that he has received and read the Medical Staff Bylaws, Rules and Regulations and applicable policies and agrees to be bound by them.  

B. CARE OF A SPECIFIC PATIENT

Temporary privileges may be granted to a practitioner who is not an applicant for medical staff membership whose expertise is not available through the medical staff membership but is required for the care of a specific patient who cannot be safely transported elsewhere.  In such cases, the practitioner’s state license and DEA registration must be verified and the patient’s attending member will make a written request for such outside services.  

C. LOCUM TENENS

A practitioner who has met the temporary privileges qualifications specified in Section 5.3-A maybe granted privileges to serve in a locum tenens status for a period of up to thirty (30) consecutive days or forty-five (45) cumulative days per twelve- (12) month period.  Said practitioner shall be subject to the supervision of the chairman of the department or his designee.  Locum tenens fee will be paid for each physician per calendar year for locum tenens privileges, with the balance of the application fee to be paid upon formal application being submitted.  

D. AUTHORITY TO GRANT TEMPORARY PRIVILEGES

Upon the written concurrence of the chairman of the department, or designee, in which the practitioner will exercise temporary privileges, and the chief of staff, or designee, the chief executive officer, or designee, may grant temporary privileges under the circumstances stated in Sections 5.3-A, 5.3-B and 5.3-C above.  In an emergency, verbal concurrence will suffice and will be subsequently documented in writing.

E. TERMINATION OF TEMPORARY PRIVILEGES

The chief executive officer may, after consultation with the department chairman responsible for supervision and/or with the Chief of Staff, terminate any and all of a practitioner’s temporary privileges on the discovery of any information or the occurrence of any event of a professionally questionable nature about a practitioner’s qualifications or ability to exercise any or all of the temporary privileges granted, or an unfavorable recommendation by the Executive Committee as to the application.  However, when the life or health of a patient is determined to be endangered by the continued treatment by the practitioner, any individual entitled to impose summary suspension under these bylaws may effect the termination.  In the event of any such termination, the practitioner’s patients then in the hospital shall be assigned to another practitioner by the department chairman responsible for supervision or by the Chief of Staff.  The wishes of the patient shall be considered, when feasible, in choosing a substitute practitioner.

F. RIGHTS OF THE PRACTITIONER

No practitioner shall be entitled to the procedural rights afforded under Articles 7 and 8 of these bylaws because of his inability to obtain temporary privileges or because of any total or partial termination, modification, or suspension of temporary privileges, unless the denial or termination of temporary privileges is based on a determination of medical disciplinary cause or reason.  If it is based on medical disciplinary cause or reason, the Chief of Staff shall give the practitioner notice as required by Article 8.8 and the practitioner shall be entitled to request a formal hearing pursuant to Article XIII of these Bylaws.

SECTION 5.4. EMERGENCY PRIVILEGES
In case of an emergency in which serious, permanent, or aggravation of, injury or disease is imminent, or in which the life of a patient is in immediate danger and any delay could add to that danger, any member or practitioner with clinical privileges is authorized, and will be assisted by hospital personnel and other available practitioners, to do everything possible to save the patient’s life or to save the patient from serious harm, to the degree permitted by his license, but regardless of department affiliation, staff category, or level of privileges.  A practitioner exercising emergency privileges is obligated to summon all consultative assistance deemed necessary and to arrange for appropriate follow-up care.  Documentation of the emergency nature of the situation must be accomplished by both medical and hospital personnel.

SECTION 5.5.  ALLIED HEALTH PROFESSIONALS
A.
PRIVILEGES

Privileges may be granted to members of the medical staff to utilize and supervise the services of allied health professionals.  Such AHP may carry out such services within the limits of state law, licensure and Medical Staff Rules and Regulations.

B. FEES

An application fee, as determined by the Executive Committee, will be paid upon submission of an Allied Health Professional application.  

Annual dues will be billed in January for the current calendar year.  A second notice will be mailed thirty (30) days after the original billing date.  If the dues are not paid within ninety (90) days of the original billing date, it will be considered a resignation of clinical privileges.

ARTICLE VI - IMMUNITY FROM LIABILITY
SECTION 6.1.  FOR ACTION TAKEN
Each representative of the medical staff and hospital shall be exempt, to the fullest extent permitted by law, from liability to an applicant, member, or AHP for damages or other relief for any action taken or statements or recommendations made within the scope of his duties as a representative of the medical staff or hospital.

In accordance with the terms set forth in the hospital policy on indemnification, the hospital will provide a defense and will indemnify the medical staff and all medical staff members and invited participants in peer review activities and in medical staff self-governance activities, against any liability, claims, costs, or expenses relating to or arising out of the medical staff’s or any such individual’s participation in peer review or medical staff self-governance activity at the facility.  Upon request, the hospital shall provide the Medical Executive Committee with documentation sufficient to assure that it will have sufficient insurance coverage or other resources to discharge its obligations under this article.  All issues regarding assurances, coverage, indemnification and defense arising from this article shall be resolved by the Dispute Resolution Committee as described in these Bylaws. 

SECTION 6.2. FOR PROVIDING INFORMATION
Each representative of the medical staff and hospital and all third parties shall be exempt, to the fullest extent permitted by law, from liability to an applicant, AHP, or member for damages or other relief by reason of providing information to a representative of the medical staff or hospital concerning such person who, is, or has been, an applicant to or member of the staff or who did, or does, exercise clinical privileges or provide services at this hospital.

SECTION 6.3. ACTIVITIES AND INFORMATION COVERED
The confidentiality and immunity provided by this Article shall apply to all acts, communications, reports, recommendations or disclosures performed or made in connection with this or any other health care facility’s or organization’s activities concerning, but not limited to:

1. applications for appointment, reappointment, reinstatement, or clinical privileges

2. corrective action

3. hearings and appellate reviews

4. utilization review

5. other department,  division, committee or medical staff activities related to monitoring and maintaining quality patient care and appropriate professional conduct

6. peer review organizations, Medical Board of California or similar reports

SECTION 6.4. RELEASES
Each applicant or member shall, upon request of the medical staff or hospital, execute general and specific releases in accordance with the express provisions and general intent, of this Article.  Execution of such release shall not be deemed a prerequisite to the effectiveness of this Article.

ARTICLE VII - CORRECTIVE ACTION
SECTION 7.1. ROUTINE MONITORING AND EDUCATION
The clinical departments and medical staff committees are responsible for carrying out delegated review and quality improvement functions.  They may counsel, educate, issue letters of warning or censure, or institute retrospective or concurrent monitoring (so long as the practitioner is only required to provide reasonable notice of admissions and procedures) in the course of carrying out their duties without initiating formal corrective action proceedings.  Comments, suggestions and warnings may be issued orally or in writing.  The practitioner shall be given an opportunity to respond in writing and may be given an opportunity to meet with the department or committee.  Any informal actions, monitoring or counseling shall be documented in the member’s file.  Executive Committee approval is not required for such actions, although the actions shall be reported to the Executive Committee.  This shall not be construed to confer any rights upon a practitioner to any routine monitoring and education prior to corrective action.  These actions shall not constitute a restriction of privileges or grounds for any formal hearing, fair review or appeal rights under Article VIII.

SECTION 7.2.  FORMAL REQUEST FOR CORRECTIVE ACTION
A. GROUNDS:  INITIATION

Whenever the conduct of any medical staff member (affected practitioner) or AHP is considered to be lower than the standards of the medical staff; or to be disruptive to the operations of the hospital; or may be interpreted as sexually harassing or abusive behavior; or to constitute a felonious act in this state; or to be detrimental to the quality of patient care at the hospital; or to be detrimental to the hospital’s licensure or accreditation; or be detrimental to hospital or medical staff efforts to comply with any professional review organization, third-party payor (private or government), or utilization review requirements; or in violation of these bylaws, or in violation of the rules, regulations, or policies of the hospital, medical staff or any department or committee thereof, corrective action against the affected practitioner or AHP may be requested by any member (requesting party) of the medical staff, governing body, or by the CEO.  All requests for corrective action shall be in writing, shall be submitted to the Medical Executive Committee, and shall set forth the specific conduct constituting the basis for the request.  Upon receipt of a request for corrective action, the Chief of Staff will notify the appropriate department chairman of the nature of the request.

B. INVESTIGATION

1.
The Executive Committee, before taking action on the request, shall conduct such investigation as is deemed necessary, which may include informal interviews with the requesting party and the affected practitioner or AHP (each out of the presence of the other), informal interviews with or reports from other persons, any required or requested departmental review, and chart review, if applicable.  Neither the investigation nor any other activities of the Executive Committee in acting upon a request for corrective action shall constitute a hearing; they shall be informal, none of the procedural rules provided in Article VIII with respect to hearings and appeals shall apply.

2.
If the Medical Executive Committee fails to investigate or take disciplinary action, contrary to the weight of the evidence, the Governing Board may direct the Medical Executive Committee to initiate an investigation or disciplinary action, but only after consulting with the Medical Executive Committee.  If the Medical Executive Committee fails to act in response to the Governing Board’s direction, the Governing Board may initiate an investigation and/or corrective action; provided, however, if the matter pertains to the quality of patient care, the Governing Board may initiate action only if it determines that the medical staff has failed to fulfill a substantive duty or responsibility in matters pertaining to the quality of patient care, but must comply with applicable provisions of Article 7 and Article 8 of these Bylaws.  The Governing Board shall inform the Medical Executive Committee in writing of what it has done.

C. TIME FOR TAKING ACTION: NOTICE: RIGHT TO HEARING

Within sixty (6) days after receipt by the Executive Committee of a request for corrective action, or within such reasonable additional time as the Executive Committee deems necessary, the Executive Committee shall take action upon the request.  If that action is adverse to the practitioner or AHP, the Executive Committee shall also determine if it is based on a MDCR.  Within fifteen (15) working days after taking action, the Executive Committee shall given written notice to the affected practitioner or AHP, and the governing body.  Such notice shall state which of the actions set forth in this Section the Executive Committee has taken.  If the action is of a type requiring special notice as described in Articles 8.3, 8.4, 8.5, or 8.6, the content shall be as described in the applicable section of Article VIII.  In no event shall the practitioner be entitled to the rights under Article VIII when the only action of the Executive Committee was to issue a letter of admonition or reprimand.  In the case of a letter of admonition or reprimand, the affected practitioner shall have the right to appear before his department on the matter and the department may consider additional information received from the practitioner or AHP.

D. POSSIBLE ACTIONS

The action of the Executive Committee on the request for corrective action may be to reject the request; to issue a letter of admonition or reprimand; to impose terms of probation or a requirement for proctoring, co-admitting, or consultation; to recommend reduction, suspension, or revocation of clinical privileges; to recommend that an already imposed summary suspension of staff membership or clinical privileges be terminated, modified, or sustained; to recommend that the practitioner’s staff membership be suspended or revoked; or to take or recommend other actions deemed appropriate by the Executive Committee.

E. REQUESTING PARTY LIMITATIONS

The requesting party shall not participate as a member in any meetings, deliberations, or decisions of the Executive Committee, any medical review committee, or the governing body, relative to the matters raised by or as a result of his request for corrective action, until after the final decision of the governing body has been rendered regarding said matters.  The requesting party may, however, contribute to any investigation and be a witness, consultant, or representative at any hearing or appeal held under Article VIII of these bylaws regarding such matters.

F. NOTICE TO ADMINISTRATOR

The Chairman of the Executive Committee shall promptly notify the administrator, in writing, of each request for corrective action received by the Executive Committee and the date of its receipt, and shall keep the administrator fully informed of all communications, meetings, and other actions taken in connection with each request.

G. EXECUTIVE COMMITTEE RECONSIDERATION

If any member of the Executive Committee is dissatisfied with the action or lack of action by the Executive Committee on a request for corrective action, any such individual may request reconsideration by the Executive Committee.  The Executive Committee shall have the absolute discretion to grant or deny such request, without prejudice to the affected practitioner’s or AHP’s rights described under Article VIII of these bylaws.

H. GOVERNING BODY ACTION

If, after receiving either written notice of alleged conduct constituting grounds for corrective action, or a written request for corrective action, the Executive Committee fails or declines to investigate, or initiate corrective action, the matter shall be forwarded to the governing body.  If the governing body reasonably determines that the Executive Committee'’ action or inaction is contrary to the weight of the evidence presented, the governing body or its designee shall consult with the Chief of Staff, thereafter the governing body may direct the Executive Committee to conduct an investigation or otherwise initiate corrective action.  In the event the Executive Committee fails to take action in response to a direction from the governing body, the governing body, after written notification to the Executive Committee, may conduct an investigation or otherwise initiate corrective action proceedings.  Such proceedings shall afford the affected practitioner or AHP the procedural rights described in Article VIII of these bylaws.

I. MEMBERSHIP AND PRIVILEGES

The affected practitioner or AHP shall retain his membership and/or privileges and use thereof pending final action by the governing body unless such membership and/or privileges are otherwise suspended as provided in this article.

SECTION 7.3. SUMMARY SUSPENSION
A. GROUNDS; AUTHORITY

A practitioner’s or AHP’s clinical privileges may be summarily suspended or restricted where the failure to take such action may result in an imminent danger to the health, safety and wellbeing of any individual.  The following persons are authorized by the medical staff to take such action: the Chief of Staff, the chairman of a clinical department, the Executive Committee or the Chief Executive Officer.

Suspension pursuant to this subsection shall be temporary and shall be effective only until further action by the Executive Committee pursuant to Section 7.2-D herein.  For the purposes of this section, the term “suspending party” shall mean the individual, committee, or body who imposes a summary suspension; the terms “restriction: or “restrictions” shall refer individually or collectively to the imposed consultation, co-admitting, proctoring, and/or similar conditions or restrictions; and the terms “suspension”, “suspended practitioner”, and the like shall include the summary imposition of restrictions, as the case may be.

When no such person or committee is available to impose a summary suspension or restrict clinical privileges, the governing body or its designee, may take such action if a failure to do so may result in an imminent danger to the health, safety and wellbeing of any individual.  Prior to exercising this authority, the governing body or its designee must make reasonable attempts to contact the Chief of Staff, as the representative of the Executive Committee.    Summary action by the governing body which has not been ratified by any person or body authorized by the medical staff to summarily suspend within two (2) working days, excluding weekends and holidays, shall terminate automatically without prejudice to further summary action as warranted by the circumstances.

B. EFFECTIVE DATE: NOTICE

A summary suspension shall become effective immediately upon imposition and the person or body imposing same shall promptly give written or oral notice of the suspension, stating by whom it was imposed, and the specific reasons for same, to the suspended practitioner or AHP.  Said notice shall be deemed to have been given on the date on which it was either personally delivered or mailed to the suspended practitioner or AHP, whichever occurs first.  Said notice or any subsequent communication shall inform the suspended practitioner or AHP of the mandatory informal interview, and of his rights under Article VIII.  A copy of said notice shall forthwith be delivered to the Chief Executive Officer, the Executive Committee and the governing body.

C. INVESTIGATION

The Executive Committee, before taking further action, shall conduct such investigation as it deems necessary, which shall include at least one meeting of the Executive Committee, an informal interview with the suspending party (if other than the Executive Committee) and an informal interview with the affected practitioner or AHP within seven (7) days after notice of the suspension, unless the practitioner or AHP and Executive Committee agree to an extension.  Such investigation may include chart reviews, if applicable, and informal interviews with or reports from other persons or relevant departments or committees.  Neither the investigation nor any other activities of the Executive Committee in taking its further action shall constitute a hearing; they shall be informal, and none of the procedural rules provided in Article VIII with respect to hearings and appeals shall apply.  If the practitioner or AHP declines to meet with the Executive Committee, he will be deemed to have waived any subsequent right to challenge the summary action under Article VIII.

D. FURTHER ACTION: TIME

Within ten (1) days after the requested interview date, the Executive Committee may take further action with respect to the suspension.  Such further action may consist of one of the following alternatives:

1. To terminate the suspension

2. To sustain the suspension, by one or more of the following methods as deemed appropriate by the Executive Committee:

a) By making any imposed consultation, monitoring, or similar restrictions effective until altered or terminated pursuant to other provisions of these bylaws.  In so sustaining, the Executive Committee may also add further restrictions or substitute other restrictions, which shall also become similarly effective.

b) By converting a suspension of privileges to a revocation of the same, other, ore or all privileges.

c) By sustaining the suspension during a period of further investigation deemed necessary.

3. To modify the suspension, by sustaining a portion thereof pursuant to the provisions of Section 7.2-D above, and terminating the remainder thereof.  

Such further action shall remain in effect unless and until altered or terminated pursuant to other provisions of the bylaws.  Failure to take further action within the time period set forth above shall be deemed a decision by the Executive Committee to sustain the suspension, as of the last day of said time period, as follows: by making effective any restrictions that had been imposed and by revoking any privileges that had been suspended.

E. NOTICE OF FURTHER ACTION

Within five (5) days after taking its further action, the Executive Committee shall promptly give written  notice of its action to the suspended practitioner or AHP, the Chief Executive Officer, and the person or body who imposed the suspension (if other than the Executive Committee).

F. EXECUTIVE COMMITTEE RECONSIDERATION

Following the decision of the Executive Committee regarding further action, the provisions of Article VIII shall govern the rights to hearing and appellate review.  The suspended practitioner or AHP shall have no rights to hearing or appellate review if the suspension is terminated, but any member of the Executive Committee or governing body who is dissatisfied with a decision of the Executive Committee that modifies or terminates a suspension may request reconsideration by the Executive Committee.

G. ALTERNATE PATIENT COVERAGE

Immediately upon the imposition of a summary suspension, the Chief of Staff or responsible departmental chairman shall provide for alternate medical coverage for the patients of the suspended practitioner remaining in the hospital at the item of such suspension, if the appropriate privileges to provide such coverage were suspended.  The wishes of the patients shall be considered in the selection of such alternative coverage.

H. TERMINATION OF STAFF MEMBERSHIP OR PRIVILEGES; READMISSION

When all of a practitioner’s or AHP’s privileges are revoked pursuant to Section 7.2-D above, his staff membership and all attendant rights and prerogatives, except those available rights to hearing and appeal, shall also terminate as of the date of such total revocation, unless and until the Executive Committee, at any time prior to final decision of the governing body, or the governing body in its final decision, reinstates one or more of such privileges or prerogatives.  In the absence of such reinstatement, any such practitioner or AHP whose staff membership and/or privileges have terminated and who desires to reacquire staff membership and/or privileges shall make proper and formal application therefore, provided that no such application shall be made or processed within twenty-four (24) months after the effective date of such termination.  Such practitioner or AHP, his application, and the processing thereof shall comply with the provisions of these bylaws applicable to first-time applicants.

I. PRIVILEGES RESTORATION AND RESTRICTION REMOVAL

Any particular privilege revoked under Section 7.2-D may be restored, an any restriction made permanent pursuant to said Section 7.2-D above may be removed, only upon formal application by the practitioner, unless the privilege is restored or restriction is removed by the Executive Committee prior to final decision by the governing body or by the governing body in its final decision.  However, no such application shall be made or processed within twelve (12) months after the date such privilege was revoked or such restriction was made permanent, as the case may be.  Such practitioner or AHP, his application, and the processing thereof shall comply with the provisions of these bylaws applicable to first-time applicants for the revoked privilege or for those privileges most directly related to the restriction in question, as the case may be.

SECTION 7.4. AUTOMATIC SUSPENSION AND EXPULSION
A. MEDICAL RECORDS: SUSPENSION

For failure to complete medical records within fourteen (14) days after the patient is discharged, a practitioner’s clinical privileges (except with respect to his or her patient’s already in the hospital) and his rights to admit patients and to provide any other professional services shall be administratively suspended if he has failed to complete the records within ten (10) days after he is given a final written notice and shall remain so suspended until all delinquent medical records are completed.  With the exception for emergency care for which only the practitioner is qualified and available to render, and the care of patients already hospitalized at the time of suspension, such temporary suspension shall include all admitting and clinical privileges, as well as scheduling of elective operations, assisting at elective operations.  Unverified emergency admissions shall not be used to bypass such restriction.  The suspended member shall not attend any patient admitted by another member unless he is the only practitioner available for a specific emergency consultation.

Failure to complete the medical records within four (4) months after the date a suspension became effective shall be deemed to be a voluntary resignation of the practitioner’s medical staff membership and privileges.

Repeated failures to complete medical records in a timely manner shall be one of the factors considered for changing the member’s staff category and denying reappointment, and shall be taken into consideration in connection with all other factors at the time of reappointment.

For purposes of this section, a failure to complete records will not be cause for administrative suspension if:

1) the member is ill, on vacation, or out of town for an extended period of time.

2) the practitioner is waiting for the results of a late report and the record is otherwise complete except for the discharge summary and the final diagnosis

3) the practitioner has dictated the reports and is waiting for hospital personnel to transcribe them.

B. MEDICAL RECORDS: REPORT

If required by Business and Professions Code, Section 805, an administrative suspension for failure to complete medical records will be reported under that section if the suspension is for more than a cumulative total of thirty (30) days in any twelve (12) month period and the Chief of Staff has determined that the failure to complete the records constitutes conduct reasonably likely to be detrimental to patient safety or to the delivery of patient care.

C. LICENSE: EXPULSION

Any staff member or AHP whose license to practice is revoked, not renewed, or totally suspended by the applicable sate agency shall automatically be expelled from the medical staff and have clinical privileges expelled, effective upon receipt by the hospital of notice of such official action.  The member or AHP will not have the right of hearing or appeal as provided under Article VIII of these bylaws. 

If a member’s or AHP’s license to practice is made subject to probationary conditions by the licensing agency, the member’s or AHP’s privileges and/or membership shall automatically become subject to the terms of the probation, effective upon and for at least the term of the probation.

D. DRUGS AND MEDICINE: SUSPENSION; ORDER OF PROBATION

A temporary suspension of a staff member’s privileges to prescribe or obtain controlled substances or other medications at or through the hospital or any of its facilities shall be immediately imposed by the Chief Executive Officer upon the receipt by the hospital of notice that such member’s right or license to prescribe or obtain controlled substances or medications has been suspended or revoked by the applicable governmental agency.  Such automatic suspension shall include only those controlled substances or medications suspended or revoked by the governmental agency and shall be effective until the government agency reinstates the member’s right or license in question, unless the Executive Committee determines otherwise and so notifies the affected staff member.  If a member’s right or license to prescribe or obtain controlled substances or medications is subject to an order of probation, the member’s privileges to prescribe or obtain controlled substances of other medications at or through the hospital or any of its facilities shall automatically become subject to the terms of the probation effective upon and for at least the term of the probation.

E. LOSS OF MALPRACTICE INSURANCE

An automatic suspension shall occur whenever a practitioner or AHP does not meet the practice insurance requirement under these bylaws.  The suspension shall remain in place until the practitioner provides evidence to the Executive Committee that he has secured professional liability coverage in the amount required.  A failure to provide such evidence within three (3) months after the date the automatic suspension became effective shall be deemed to be a voluntary resignation of the practitioner’s medical staff membership.

F. FAILURE TO PROVIDE UPDATED DOCUMENTATION

A practitioner or AHP may be suspended for failure to provide updated documentation of current information required to maintain a current credential file.  A failure to provide such evidence within three (3) months after the date the automatic suspension became effective shall be deemed a voluntary resignation of the practitioner’s medical staff membership or the AHP’s privileges.

G. CHIEF OF STAFF

It shall be the duty of the Chief of Staff to cooperate with the Chief Executive Officer in enforcing all automatic suspensions and expulsions and in making necessary reports of same.  The Chief Executive Officer shall inform the Chief of Staff of the names of staff members who have been suspended or expelled under this section.

H.
NOTICES

The Chief Executive Officer shall immediately notify the affected staff member or AHP and the Chief of Staff in writing, either by personal delivery or mail, or any suspension or expulsion under this section.  Such notice shall set forth the effective date of and the reason for the suspension or expulsion.

I.
PROCEDURAL RIGHTS - MEDICAL RECORDS AND MALPRACTICE INSURANCE

Practitioners or AHP’s whose clinical privileges are automatically suspended and/or who have resigned their medical staff membership and/or privileges pursuant to the provisions of Section 7.3-A above (failure to complete medical records) shall not be entitled to the procedural rights set forth in Article 8.5 unless the suspension is reportable under Business and Professions Code Section 805.  Practitioners or AHP’s whose clinical privileges are automatically suspended and/or who have resigned their medical staff membership pursuant to the provisions of Section 7.4-E above (failure to maintain malpractice insurance) shall not be entitled to the procedural rights set forth in Article VIII.

SECTION 7.5. OTHER INVESTIGATIVE AND DISCIPLINARY ACTIONS
Notwithstanding anything in these bylaws to the contrary, if the Executive Committee, in its sole discretion, deems it desirable, it may investigate any matter or any medical staff member or AHP brought to its attention by any source and may take any action it deems appropriate with respect thereto, including, but not limited to, the possible actions set forth in Section 1D above.  Such investigation shall not be deemed a hearing and may be substantially as described in Section 1 B above.  The Executive Committee shall act with reasonable promptness and shall give notice of any action thus taken or recommended, within five (5) days therefrom, to any affected practitioner or AHP and the Chief Executive Officer.  Only such practitioner or AHP shall have a right to request a hearing under Article VIII and only if the action thus taken or recommended falls into one or more of the categories specifically set forth in Article 8.4.

ARTICLE VIII - HEARING AND APPELLATE REVIEW PROCEDURES

SECTION 8.1. DEFINITIONS AND GENERAL PROVISIONS
The following definitions shall apply for the purpose of this article:

1. “Affected practitioner” shall mean the medical staff member, applicant for medical staff membership, or AHP with respect to whom any of the actions specified in Section 8.4 below has been taken or recommended, and whose staff membership or privileges may be affected thereby.

2. “Body whose decision prompted the hearing” shall mean the person, committee,  or body (which will generally be the Executive Committee) that, pursuant to these bylaws, took the action or made the recommendation that resulted in a hearing being requested.

3. “Member who requested the hearing” shall mean the Executive Committee or governing body member, other than the affected practitioner, who pursuant to these bylaws, was entitled to and has requested a hearing.

4. “Parties” or “party”, unless clearly indicated otherwise by particular context, shall mean, collectively or individually as the case may be, the affected practitioner, the Executive Committee, the body whose decision prompted the hearing (if other than the Executive Committee), and, if applicable, the member who requested the hearing.

5. “Recommended” or “recommending” with respect to any of the actions set forth in Section 4 below, shall mean the recommendation made by the governing body by the last committee, or body to consider the matter prior to its being referred to the governing body, regardless of whether such recommendation to the governing body was based on any recommendation of another committee or person or otherwise.

A. REVIEW PHILOSOPHY
The intent in adopting these hearing and appellate review procedures is to provide for a fair review of decisions that adversely affect practitioners (as defined below), and at the same time to protect the peer review participants from liability.  It is further the intent to establish flexible procedures that do not create burdens that will discourage the medical staff and governing body from carrying out peer review.

Accordingly, discretion is granted to the medical staff and governing body to create a hearing process that provides for the least burdensome level of formality in the process and yet still provides a fair review.  The medical staff, the governing body, and their officers, committees, and agents thereby constitute themselves a peer review bodies under the Federal Health Care Quality Improvement Act of 1986 and State Peer Review Act and claim all privileges and immunities afforded by the federal and state laws.

B. INTRA-ORGANIZATION REMEDIES
The hearing and appeal rights established in these bylaws are strictly “judicial” rather than “legislative” in structure and function.  The hearing committees have no authority to adopt or modify rules and standards, or to decide questions about the merits or substantive validity of bylaws, rules, regulations, or policies.  The governing body may, however, entertain challenges to the merits or substantive validity of bylaws, rules, regulations, or policies and decide those questions.  If the only issue in a case is whether a bylaw, rule, or policy is lawful or meritorious, the practitioner may appeal directly to the body or its designee.  The practitioner must submit his challenges first to the governing body and only thereafter may he seek judicial intervention.

C. EXHAUSTION OF REMEDIES
If an adverse ruling is made with respect to a practitioner’s medical staff membership, staff status, or clinical privileges at any time, regardless of whether he is an applicant, a medical staff member, or an AHP, the practitioner must exhaust the intra-organizational remedies afforded by these bylaws before resorting to formal legal action challenging the decision, the procedures used to arrive at it, or before asserting any claim against the hospital or any participants in the decision process.

SECTION 8.2. SUBSTANTIAL COMPLIANCE
Technical, insignificant or non-prejudicial deviations from the procedures set forth in these bylaws shall not be grounds for invalidating the action taken.

SECTION 8.3.  NOTICES AND REQUEST FOR FORMAL HEARING OR FAIR REVIEW
A. IN GENERAL
Each notice given in connection with the provisions of this article shall be in writing and shall be deemed to have been given on the date on which it was 

either delivered personally or, if mailed postage prepaid, five (5) working days after it is deposited in the United States mail, if by regular mail, or the date shown on the receipt if by certified mail, whichever occurs first.  The Chief Executive Officer shall cooperate and assist in the giving of all notices on behalf of the governing body, the Medical Review Committee (MRC), the Fair Review Panel, the Executive Committee, and the body whose decision prompted the hearing, if other than the Executive Committee. 

B. NOTICE OF ACTION
Whenever any of the actions constituting grounds for formal hearing or fair review set forth in Section 8.3-B or 8.4-1 and 2 below, has been taken or recommended, the person, committee, or body causing the same to occur shall give written notice thereof to the affected practitioner.  The notice shall state what action has been taken or recommended; whether the action, if adopted, must be reported under Business and Professions Code Section 805, a brief statement of the reasons for the action, that the practitioner has the right to request a formal hearing or fair review, the time limit of thirty (30) days within which to request a formal hearing or fair review, and that the practitioner has the hearing rights described in these bylaws.

C. REQUEST FOR FORMAL HEARING OR FAIR REVIEW
The affected practitioner shall have thirty (30) days following the date of receipt of a notice of adverse action to request a formal hearing or fair review.  A request for a formal hearing or fair review shall be in writing and shall be delivered to the Chief of Staff with a copy to the Chief Executive Officer, and be received by the Chief of Staff within thirty (30) days.  Failure of the affected practitioner to request a formal hearing or fair review within the time and in the manner set forth in this Subsection shall be deemed an acceptance by such party of such action or the recommendation or action and a waiver by such party of all rights to formal hearing, fair review, and appellate review.  The matter shall thereupon be forwarded to the governing body for its final decision in accordance with Article 8.11, Subsection 5.

SECTION 8.4. GROUNDS FOR FORMAL HEARING OR FAIR REVIEW
A. GROUNDS FOR HEARING
Except as otherwise provided in these bylaws, the taking and recommending of any one or more of the following actions shall constitute grounds for a formal hearing pursuant to the procedure set forth in Section 8.5.

1. denial of initial appointment to staff for medical disciplinary cause

2. denial of staff reappointment for medical disciplinary cause

3. suspension of  staff membership for more than thirty (30) days in any twelve (12) month period for medical disciplinary cause

4. summary suspension of staff membership for more than fourteen (14) consecutive days for medical disciplinary cause

5. expulsion or termination from staff for medical disciplinary cause

6. denial of requested clinical privileges for medical disciplinary cause

7. reduction or termination in clinical privileges for medical disciplinary cause

8. suspension of clinical privileges for more than thirty (30) days in any twelve (12) month period for medical disciplinary cause

9. summary suspension of clinical privileges for more than fourteen (14) consecutive days for medical disciplinary cause

10. revocation of clinical privileges for medical disciplinary cause

11. requirement of consultation or co-admitting or proctoring

B. GROUNDS FOR FAIR REVIEW
Except as otherwise provided in these bylaws, the taking or recommending of any one or more of the following actions shall constitute grounds for a fair review pursuant to the procedures set forth in Section 8.10.

1. denial of initial appointment to staff for reasons other than medical disciplinary cause

2. denial of staff reappointment for reasons other than medical disciplinary cause

3. suspension of staff membership for less than thirty (30) calendar days in any twelve (12) month period for any reason, or for more than thirty (30) calendar days for reasons other than medical disciplinary cause

4. summary suspension of staff membership for less than fourteen (14) consecutive calendar days for any reason, or for more than fourteen (14) consecutive days for reasons other than medical disciplinary cause

5. expulsion or termination from staff for reasons other than medical disciplinary cause

6. denial of requested clinical privileges for reasons other than medical disciplinary cause

7. reduction or termination of clinical privileges, other than in compliance with a generally applicable policy decision of the hospital, for reasons other than medical disciplinary cause

8. suspension of clinical privileges for less than thirty (30) calendar days for any reason or for more than thirty (30) calendar days for reasons other than medical disciplinary cause

9. summary suspension of clinical privileges for less than fourteen (14) consecutive calendar days for any reason, or for more than fourteen (14) consecutive calendar days for reasons other than medical disciplinary cause

10. revocation of privileges other than in compliance with a generally applicable policy decision of the hospital for reasons other than medical disciplinary cause

11. requirement of consultation or co-admitting, other than in compliance with generally applicable Medical Staff Bylaws, Rules and Regulations or departmental rules and regulations, for reasons other than medical disciplinary cause, or

12. demotion or denial of requested advancement in staff category. 

SECTION 8.5.  CONDUCT OF FORMAL HEARING
A. TIME AND PLACE FOR HEARING

Within thirty (30) days after the Chief of Staff receives a request for a hearing and not less than thirty (30) days prior to the date of the hearing, the Chief of Staff shall give notice to the parties of the time, place, and date of the formal hearing, and shall deliver a copy of these bylaws to the affected practitioner.  The date of commencement of the formal hearing shall not be less than thirty (30) days nor more than sixty (60) days from the date the Chief of Staff received the request for a formal hearing; except that when the request is received from a member who has been summarily suspended, the formal hearing shall commence as soon as the arrangements my reasonably be made consistent with the goal of also completing any corrective action proceeding and holding a single hearing.

B. NOTICE OF CHARGES AND WITNESSES

As part of, or together with, the notice of hearing required by Subsection 1 above, the Chief of Staff, through the Chief Executive Officer, shall give written notice of the acts or omissions with which the affected practitioner is charged, or a list of chart numbers under question, if any, or the reasons for the action or recommendation.  Amendments to the foregoing notice may be made from time to time, by the medical staff representative to reflect the results of any further investigation regarding the affected practitioner.  Such amendments may be made prior to or during the formal hearing, but no later than the close of the hearing.  Such amendments may delete, modify, or add to the acts, omissions, charts, grounds or reasons specified in the original notice.  Notice of each amendment shall be given forthwith to the affected practitioner, the hearing officer, and each party.  The affected practitioner shall be entitled to a reasonable postponement of the formal hearing to prepare a response or defense to any amendment that adds acts, omissions, charts, or reasons to the original notice.

Upon the request of either party, each party shall give the other a list of the names and addresses of the individuals, so far as is then anticipated, who will give testimony or evidence at the hearing in support of that party.  Such information shall be furnished at least ten (10) working days prior the hearing.  Such witness lists shall be amended if any additional witnesses are identified.  Failure to comply with this requirement shall be good cause to postpone the hearing.

C. MEDICAL REVIEW COMMITTEE

APPOINTMENT, REMOVAL AND QUALIFICATIONS

Promptly after a hearing has been properly requested, the Chief of Staff (or alternatively the Executive Committee) shall appoint a Medical Review Committee (MRC) consisting of not less than three (3) or more than seven (7) members who have the requisite expertise to ensure an efficacious and fair hearing.  At any hearing session or time of formal action, a majority of the MRC shall be present.  The MRC may be decreased in number of members at any time during the formal hearing process without the necessity of starting the hearing anew, provided the Presiding Officer, appointed pursuant to Subsection 5 below, finds that there is a reasonable basis for the reduction, such as the unwillingness of one or more members to continue, and provided further that the resulting number shall not be less than three (3).

At the election of the Executive Committee, as an alternative to an MRC, an arbitrator may be used.  Such arbitrator shall be selected using a process accepted by the body whose decision prompted the hearing and the affected practitioner.  The arbitrator need not be a health professional.  The arbitrator shall carry out all the duties assigned to the Presiding Officer and MRC.

D. HEARING OFFICER

Upon the request of the affected practitioner, the Medical Executive, the MRC, the Chief of Staff, or the Governing body, the Chief Executive Officer or his designee may appoint a Hearing Officer to conduct the hearing and rule on procedural matters.  The Hearing Officer shall be an attorney at law, qualified to preside over a formal hearing, and shall preferably have experience in medical staff matters.  He shall not be biased for or against the practitioner, will gain no direct financial benefit from the outcome and must not act as a prosecuting officer or as an advocate for any party.  The Hearing Officer shall act as advisor to the MRC, in procedural matters, and may participate in the MRC’s deliberations and assist in preparing the written report, but the Hearing Officer shall not be entitled to vote.

E. PRESIDING OFFICER

The Presiding Officer at the hearing shall be the Hearing Officer, as described in Subsection D above, or if no Hearing Officer has been appointed, the Chairman of the MRC, as designated by the Chief of Staff.  The Presiding Officer should be familiar with medical staff administrative proceedings.  He shall conduct the hearing impartially, such that the proceeding will be, to the extent reasonably possible, fair, efficient, and protective of the rights of all parties and witnesses.  He shall decide all procedural matters and shall be entitled to determine the order of, or procedure for, presenting evidence and argument during the hearing.  He or she shall have the authority and discretion, in accordance with these bylaws, to grant continuances, to rule on disputed discovery requests, to decide what evidence may not be introduced, to rule on challenges to hearing committee members, to rule on challenges to himself serving as a hearing officer, and to rule on questions which are raised prior to or during the hearing, pertaining to matters of law, procedure, or the admissibility of evidence.

SECTION 8.6. - FORMAL HEARING PROCEDURE
A. FAILURE TO APPEAR

Failure of the affected practitioner to appear and proceed at the formal hearing shall be deemed to constitute the affected practitioner’s voluntary acceptance of the recommendation or action involved and it shall thereupon become the final recommendation of the medical staff, unless the MRC finds good cause for such failure, based upon written request by the affected practitioner or his representative.  Such final recommendations shall be considered by the governing body within seventy (70) days.  The recommendations shall be given great weight but shall not be binding on the governing body.

B. PRE-HEARING PROCEDURE

It shall be the duty of practitioner, and the body whose decision prompted the hearing, to exercise reasonable diligence in notifying the Presiding Officer of any pending or anticipated procedural irregularity, as far in advance of the scheduled hearing as possible, in order that decisions concerning such matters may be made expeditiously.  Objection to any such pre-hearing decisions shall be raised at the formal hearing, and when so raised shall be preserved for consideration at any appellate review hearing which thereafter might be requested.

C. DISCOVERY

1. Rights of Inspection and Copying
The affected practitioner may inspect and copy (at his expense) any documentary information relevant to the charges that the medical staff has in its possession or under its control.  The body whose decision prompted the hearing may inspect and copy (at its expense) any documentary information relevant to the charges that the affected practitioner has in his possession or under his control.  The requests for discovery must be fulfilled as soon as practicable, but no later than thirty (30) days prior to the hearing.  Failure to comply with this requirement shall be good cause to postpone the hearing.

2. Limits of Discovery
The Presiding Officer, upon the request of either side may deny a discovery request on any of these grounds:

a. The information refers solely to individually identifiable practitioners other than the affected practitioner;

b. Denial is justified to protect peer review or justice.

In ruling on discovery disputes, the factors that may be considered include: 

a. Whether the information sought may be introduced to support or defend the charges

b. Whether the information is “exculpatory: or “inculpatory”, i.e., whether there is a reasonable probability that the request of the hearing would be influenced significantly by the information if received into evidence

c. The burden on the party of producing the requested information

d. Other discovery requests that the party has previously made

3. Objections to Introduction of Evidence Previously Not Produced



For the Medical Staff
The body whose decision prompted the hearing may object to the introduction of the evidence that was not provided during an appointment, reappointment or privilege application review, or during corrective action, despite the requests of the peer review body for such information.  The Presiding Officer will bar the information from the hearing, unless the practitioner can prove he acted diligently and could not have previously submitted the information.

D. PRE-HEARING DOCUMENT EXCHANGE

At the request of either party, the parties must exchange all documents that will be introduced at the hearing, at least ten (10) days prior to the hearing.  Failure to comply with this requirement is good cause for the Presiding Officer to grant a continuance.  Repeated failures to comply shall be good cause for the Presiding Officer to limit introduction of any documents not provided to the other side in a timely manner.

E. REPRESENTATION

As limited by this Section, each of the parties shall have the right to representation at the hearing.  Such representation may consist of one licensed practitioner for each side, who preferably is a medical staff member and who is not an attorney.   A representative may also be a witness.  The hearings provided for in these bylaws are for the purpose of intra-professional resolution of matters bearing on conduct.  The Executive Committee and the governing body shall not be represented at the formal hearing unless the MRC, in its discretion, permits both sides to be represented by legal counsel.  An attorney shall represent neither the Executive Committee nor governing body if the affected practitioner is not also represented.  The foregoing shall not be deemed to deprive any party of its right to the assistance of legal counsel for the purpose of preparing for the hearing. 

F. RECORD OF THE HEARING

The MRC shall maintain a record of the hearing by using a certified shorthand reporter to record the hearing.  The practitioner shall be entitled to receive a copy of the transcript upon paying the reasonable cost for preparing the record.

G. OATH OF WITNESSES

The Presiding Officer may, but is not required to, order that oral evidence shall be taken only on oath administered by any person designated by such body and entitled to notarize documents in this state or by affirmation under penalty of perjury to the Presiding Officer.

H. ORGANIZATION AND CONDUCT OF HEARING PROCESS

The hearing shall be conducted as follows:

1. The medical staff representative shall present an opening statement summarizing the background of the matters, the notices given, any administrative decisions rendered to date, and, if he chooses, the salient general conclusions the representative expects to prove.

2. The medical staff representative shall then present the facts upon which he is relying, by calling the witnesses and presenting the written evidence to support the case.  He may call any person or opposing party, who is present, in support of the case.

3. At the close of the medical staff representative’s case, unless the MRC believes that the action or recommendation being reviewed was clearly not supported by the medical staff representative’s presentation (in which case the hearing may terminate by such ruling at this point), the affected practitioner or his representative shall make an opening statement and shall make a case presentation of evidence and testimony.  He may call any person or opposing party, who is present, in support of the case.

4. Upon the close of the initial presentation of the opposing parties, each party shall be entitled to present evidence to rebut the presentation of the other, subject to reasonable limitations by the Hearing Officer as to order, time, relevance, and repetition.

5. Upon the close of all presentations and evidentiary rebuttals, the parties shall be entitled, subject to reasonable limitation by the Hearing Officer, to give closing statements and argument.

6. Upon the close of all presentation, rebuttals, statements, and argument, all persons other than the MRC and Hearing Officer shall thereupon leave the hearing.  The MRC shall thereafter, at the convenience of the members, but subject to the provisions of Section 8 below, deliberate in order to reach its decision.  The hearing shall be adjourned when the deliberations are completed.

7. Liberty may be exercised in accommodating the schedule of witnesses, MRC members, parties, and representatives in allowing modification of required notices, in allowing recesses or extensions of time upon a reasonable showing of need, and in allowing changes in the order of the proceedings or the presentation of evidence.  The decision of the Hearing Officer, after consultation with the MRC regarding such matters, shall be final, subject to later reconsideration for good cause only.  

8. No person shall disrupt any hearing.  Any person in attendance (whether a party or any other person) who disrupts a hearing after being warned by the Hearing Officer to cease such disruption on penalty of indefinite exclusion, shall, at the direction of the Hearing Officer, leave the hearing.  Unless directed otherwise for good cause by the Hearing Officer, the hearing shall proceed in the absence of such excluded person.  If such excluded person is the affected practitioner or a witness, he shall have the right to submit to the MRC, not later than ten (10) days after such exclusion (unless extended by the Hearing Officer for good cause), a written affidavit of his testimony or other evidence, with copies thereof to the other parties.

9. Except as otherwise provided in these bylaws and subject to reasonable restriction by the Hearing Officer, the following shall be permitted to attend the entire hearing in addition to the MRC, Hearing Officer, court reporter, and parties: the Chief Executive Officer, one or more persons designated by the Chief Executive Officer, the Director of Medical Staff Services or assistant, one or more key consultants for each party, one or more key witnesses for each party, and one or more representatives of the entity which owns the hospital.

I. BURDEN OF GOING FORWARD AND BURDEN OF PROOF

In all cases, the body whose decision prompted the hearing shall have the burden of initially presenting evidence to support the charges and its recommendation.  Thereafter the burden differs, depending upon whether the  practitioner is applying for membership or privileges or already has the 

membership or privileges.  At any hearing involving denial of medical staff membership or denial of privileges (i.e., the grounds for hearing specified in Subsection A1, 2, or 6 of Section 4) the practitioner has the burden of proving by a preponderance of the evidence that he is qualified for the denied membership or privileges.  The practitioner must produce information that allows for an adequate evaluation and resolution of any reasonable doubts concerning his current qualifications.

In all other cases involving practitioners who already have been granted membership and/or privileges, the body whose decision prompted the hearing shall have the burden of providing by a preponderance of the evidence that the action or recommendation is reasonable and warranted.

J. POSTPONEMENTS AND EXTENSIONS

Postponements and extensions of time beyond the times expressly permitted in these bylaws may be requested by any affected person and shall be permitted by the presiding officer on a showing of good cause.

K. ADMISSIBLE EVIDENCE AND GENERAL PROCEDURES

Except as otherwise provided in these bylaws, the following rules shall apply in the hearing with respect to evidence and briefs:

1. The general rule of evidence shall be that any relevant matter, whether written or oral, upon which responsible individuals would be expected to rely in the conduct of serious affairs, shall be admitted, regardless of its admissibility in a court of law.

2. Parties, representatives, and any member of the MRC shall have the right to:

a. Ask MRC members and the hearing officer questions directly related to whether any of them are impermissibly biased, subject to reasonable restriction by the hearing officer or prevent abuse of the right, and to challenge such members or the hearing officer.

b. Call and examine witnesses on relevant matters.

c. Introduce relevant exhibits.

d. Cross-examine each witness on relevant matters, after such witness testifies on direct examination.

e. Present evidence that tends to impeach any witness on relevant matters, provided that, to prevent abuse of this right, the hearing officer may, in his discretion, require a prior offer of proof summarizing such evidence and may in his discretion reject such evidence if the party fails to submit such offer of proof or if the offer of proof reasonably justifies such rejection.

f. Receive all information made available to the MRC.

3. Evidence of relevant activities or practices at any location or facility shall be admissible, unless the hearing officer upon a showing of good cause imposes limitations.

4. No legal doctrine shall prevent the introduction of any evidence or the reassertion of any charge, but this entire section shall not be used to avoid the prohibition of Section 12 below, against more than one hearing on any issue, unless substantial evidence is offered that was not available at the time of the prior hearing.

5. Each party has a right to submit a written statement in support of his position at the close of the hearing.

6. Any relevant material contained in medical staff files, regarding the affected practitioner, is admissible, including, but not limited to, applications, references, and accompanying documents, so long as it is provided to all parties.

7. The MRC shall have the discretion to officially recognize any matters, either technical or scientific, relating to the issues under considerations, which may be judicially noticed by the courts of this state or which are common knowledge in the general medical community and/or any medical specialty.

SECTION 8.7 - DECISION AND REPORT OF MRC: NOTICE
Within thirty (30) days after final adjournment of the hearing, the MRC shall render and deliver to the Chief Executive Officer a written decision that shall be in the form of a recommendation to affirm, terminate, or modify the action or recommendation that prompted the hearing, and if to modify, the recommended modifications shall be set forth.  The decision shall be based on any written statements and all evidence produced at the hearing, including matters officially recognized, if any, and reasonable inferences that may be drawn therefrom.  The decision shall include concise statement of the 

MRC’s findings of fact and a conclusion articulating the connection between the evidence produced at the hearing and the decision reached.  Within five (5) days after receiving the report, the Chief Executive Officer shall give notice of said decision, including a copy of the report, to the governing body, the affected practitioner, and the Executive Committee.  A copy of the Medical Staff Bylaws, including a written explanation of the appellate procedure, shall accompany the copy of the decision.

SECTION 8.8 - GOVERNING BODY ACTION AFTER MRC DECISION
The governing body shall take no action regarding the underlying matter or the decision and report of the MRC, until after the expiration of the time for requesting appellate review under Section 8.11 below, provided that if an appellate review is properly requested under said Section 8.11, the governing body shall take no action expect in compliance with the procedures and provisions of this Article VIII.  If an appellate review is not properly requested under said Subsection 1, and the time therefore has expired, the governing body shall make its final decision in accordance with Section 11.F

SECTION 8.9- CONDUCT OF FAIR REVIEW
A. TIME AND PLACE OF FAIR REVIEW

The Chief of Staff shall schedule an informal review to be commenced no sooner than thirty (30) days and no later than ninety (90) days after a request is received.  He shall give the practitioner notice of the time, place and date of the informal review.  This notice must be deposited in the mail, or personally delivered, at least thirty (30) calendar days prior to the fair review.

B. NOTICE OF CHARGES

The Chief of Staff shall also give the practitioner a written description of the reasons for the adverse action, and list any particular charts being questioned.  This notice of charges must be deposited in the mail or personally delivered at least thirty (30) calendar days prior to the fair review.

C. FAIR REVIEW PANEL

The Chief of Staff shall appoint three (3) medical staff members, who are not biased against the affected practitioner and who have no pervious involvement in the same matter, to serve as the Fair Review Panel.  One member shall be designated to serve as the Chairman and act as the Presiding Officer, unless a hearing officer is appointed.

If appointment of a Fair Review Panel is impossible, an arbitrator may be used.  The arbitrator shall be selected using a process chosen by the Chief of Staff and Chief Executive Officer, after consulting with the affected practitioner.

D. HEARING OFFICER

The Chief Executive Officer may appoint an attorney or a practitioner who has experience with medical staff hearings, to serve as the hearing officer and presiding officer at the fair review.  The hearing officer shall not be an advocate for any party.  He may deliberate with the Fair Review Panel and act as a legal advisor, but may not vote.

E. PRESIDING OFFICER

The Presiding Officer (who shall be the Hearing Officer, if one was appointed, or otherwise, the chairman of the Fair Review Panel) shall chair the fair review proceedings and rule on any question of procedure, points of order, challenges to Fair Review Panel members or the Hearing Officer, discovery requests, admissibility of evidence, and requests for continuances.  He or she is empowered to set time limits and deadlines to facilitate completion of the review process.

SECTION 8.10.  FAIR REVIEW PROCEDURE
A. PRE-FAIR REVIEW PROCEDURE

1. Discovery

There is no right of discovery in fair review proceedings

2. Pre-Fair Review Document Exchange

Both parties should exchange all documents that will be introduced at the fair review at least three (3) working days prior to the review.  The presiding officer may bar the introduction of any documents that were not exchanged prior to the fair review, if the parties were given written notice of a request to exchange documents at least ten (10) working days prior to the fair review.

3. Objection to Introduction of Evidence Not Previously Made Available During the Investigation

The medical staff may object to the introduction of any evidence that was specifically requested during an investigation but not produced.  Such evidence will be barred unless the practitioner can prove it was not available during the investigation, despite reasonable attempts to secure it.

B. REPRESENTATION

An attorney at the fair review may represent neither party.  A licensed practitioner, who is preferably a member of the hospital’s medical staff and who is not an attorney, may represent each the medical staff and the affected practitioner.  Any party may consult with an attorney to prepare for the fair review.

C. RECORD OF THE FAIR REVIEW

The fair review shall be recorded by a certified shorthand reporter or tape-recorded.  The practitioner is entitled to receive a copy of the transcript of the fair review, upon request and payment of the reasonable costs of preparing a transcript.

D. RIGHTS OF THE PARTIES

At a fair review, both sides shall have the following rights:

1. To ask fair review panel members and/or the hearing officer questions that are directly related to determining whether they meet the qualifications set forth in these bylaws.

2. To challenge such members of the fair review panel or the hearing officer.

3. To call and examine witnesses.

4. To introduce relevant documents and other evidence.

5. To receive all information made available to the fair review panel.

6. To cross-examine or otherwise attempt to impeach any witness who has testified orally on any matter relevant to the issues.

7. To rebut any evidence.

The practitioner may be called by the body whose decision prompted the fair review and examined, as if under cross-examination.  The fair review panel may interrogate the witnesses or call additional witnesses if it deems such action appropriate.  Each party may submit a written statement in support of its position, provided this does not delay completion of the informal review. The fair review panel may require the parties to file written statements at the close of the fair review.

E. RULES OF EVIDENCE

The rules of law relating to the examination of witnesses and presentation of evidence shall not apply in any fair review conducted hereunder.  Any relevant evidence, including hearsay, shall be admitted by the presiding officer if it is the sort of evidence which responsible persons are accustomed to rely on in the conduct of serious affairs, regardless of the admissibility of such evidence in a court of law.

F. BASIS OF DECISION

The decision of the fair review panel shall be based upon the evidence and any written statements produced at the fair review.

G. BURDEN OF GOING FORWARD AND BURDEN OF PROOF

The body whose decision prompted the fair review shall have the initial burden of introducing evidence to support the charges and recommendation.  If this evidence supports the recommendation, the burden shifts to the affected practitioner.  An applicant for privileges must prove by a preponderance of the evidence that he is qualified for membership or the denied privileges and that the recommended action is unreasonable or not supported by the evidence.

A practitioner who has been granted clinical privileges must prove, by a preponderance of the evidence, that termination or restriction of privileges is unreasonable, arbitrary or capricious.

H. DECISION OF THE FAIR REVIEW PANEL

At the close of the evidentiary and oral presentation, the fair review panel shall deliberate outside of the presence of the parties.  Upon completion of the deliberations, the fair review panel shall prepare a written decision that explains its findings on the charges and its decision.  This written report shall be sent to th party whose decision prompted the fair review and to the affected practitioner within fifteen (15) days after the conclusion of the deliberations.

I.
FINALITY OF DECISION

The fair review panel’s decision is final, subject only to the right of appeal of the governing body.  The governing body shall conduct an appellate review using the procedure established in Section 8.11 for formal hearing appeals, except that there shall be no automatic right of personal appearance, oral argument or representation by an attorney at any oral argument that may be allowed.

SECTION 8.11 - APPEALS TO THE GOVERNING BODY
A. TIME FOR APPEAL

Within forty (40) days after the date of receipt of the MRC or Fair Review Panel decision, the practitioner, the body whose decision prompted the hearing or review, or the governing body (on its own motion) may request an appellate review by the governing body.  Said request shall be delivered to the Chief Executive Officer in writing either in person or by certified or registered mail, return receipt requested, and it shall briefly state the reasons for the appeal.  If appellate review is not requested within this period, both sides shall be deemed to have accepted the action involved and it shall thereupon become the final action for the medical staff.  The governing body shall consider such final recommendation within seventy (70) days.  The recommendation shall be given great weight, but shall not be binding on the governing body.

B. TIME, PLACE AND NOTICE

When appellate review is requested, the governing body shall, within forty-five (45) days after the date of receipt of such an appeal notice, schedule and arrange for an appellate review.  The governing body shall give the practitioner notice of the time, place, and date of the appellate review.  The date of appellate review shall be not less than fifteen (15) days or more than ninety (90) days from the date of receipt of the request for appellate review.  If, however, the practitioner is under suspension, the appellate review shall be held as soon as forty-five (45) days from the date of receipt of the request for appellate review.  The time for appellate review may be extended for good cause by the governing body, or appeal body (if any).

C. APPEAL BODY

The governing body may sit as the appeal body or it may appoint an appeal body that shall be composed of governing body members and shall have at least three (3) members.  Knowledge of the matter involved shall not preclude any person 

from serving as a member of the appeal body, so long as that person did not participate in the matter at any previous level, (i.e., as an accuser, investigator, fact finder, or initial decision-maker in the same matter).  For the purposes of this subsection, participating in an initial decision to recommend an investigation shall not be deemed to constitute participation in a prior hearing or appeal on the same matter.

D. APPEAL PROCEDURE

At the election of the governing body, the proceedings by the appeal body shall be either a de novo hearing or an appellate review based upon the record of the hearing before the MRC or fair review panel.  When an appellate review is elected, the following procedures shall apply:

The appeal body may accept additional oral or written evidence, subject to a foundational showing that such evidence could not have been made available to the MRC or fair review panel in the exercise of reasonable diligence and subject to the same rights of cross-examination or confrontation provided at the hearing or fair review; or the appeal body may remand the matter to the MRC or fair review panel for the taking of further evidence and for decision.  Each party has the right to be represented by an attorney (if the action must be reported under Business and Professions Code Section 805) or any other representative the party chooses.  The appeal body has the discretion to determine when to allow attorney representation when the decision resulted from fair review.  The appeal body may select an unbiased attorney to assist it by fulfilling the duties of a presiding and hearing officer, as described in Section 8.5, Subsections D and E.  Each party has the right to present a written statement in support of his position on appeal.  In its sole discretion, the appeal body may allow each party or representative to personally appear and present oral arguments.  If oral argument is not allowed for a formal hearing decision, the party who requested appellate review must be given a chance to respond to the other party’s written statement.  At the conclusion of oral argument, if allowed, the appeal body may thereupon conduct, at a convenient time, deliberations outside the presence of the parties and their representatives.

If an appeal body is appointed, the appeal body shall present to the governing body its written recommendations as to whether the governing body should affirm, modify, or reverse the MRC or fair review panel decision, or remand the matter to the MRC or fair review panel for further review and decision.  If no appeal body is appointed, the procedures outlined in this subsection shall apply to an appeal before the governing body.

E. DECISION

Within fifteen (15) days after adjournment of the appellate review proceedings, the governing body shall render a final decision in writing.  Final adjournment shall not occur until the governing body has completed its deliberations.  The governing body may affirm, modify, or reverse the MRC or fair review panel decision, or, in its discretion, remand the matter for further review and recommendation by the MRC or fair review panel or any other body or person.  The governing body shall give great weight to the recommendation of the medical staff and shall not act arbitrarily or capriciously.  The governing body is allowed, however, to exercise its independent judgment in determining whether a practitioner was afforded a fair hearing or review, whether the decision is reasonable and warranted, and whether any bylaws provision, rule or regulation relied upon by the hearing committee in reaching its decision is reasonable and warranted.  Copies of the decision shall be delivered to the practitioner and to the Executive Committee, by personal delivery or by mail.

F. FURTHER REVIEW

Except when the matter is remanded for further review and recommendation, the final decision of the governing body, following the appeal procedures set forth in this article, shall be effective immediately and shall not be subject to further review.  If the matter is remanded to the MRC or fair review panel or any other body or person, said committee, body, or person shall promptly conduct its review and make its recommendations to the governing body in accordance with the instructions given by the governing body.  The time for a further review and report shall not exceed ninety (90) days except as the parties may otherwise stipulate.

SECTION 8.12 - RIGHT TO ONLY ONE MRC HEARING AND APPELLATE REVIEW
Notwithstanding any other provision in these bylaws, no party shall be entitled to more than one MRC or other evidentiary hearing or more than one appellate review on any matter that has been the subject of action by either the Executive Committee or the governing body, or both.

SECTION 8.13 - INFORMAL INTERVIEWS
Nothing in these bylaws shall be deemed to prevent any committee or person, contemplating any action or recommendation set forth in Article 8.4-A from inviting the affected practitioner to participate in an informal discussion of the contemplated action or recommendation.  Such discussion shall not be deemed to constitute a hearing under this Article 8.

SECTION 8.14 - EXCEPTIONS TO HEARING AND REVIEW RIGHTS
A. CLOSED STAFF OR EXCLUSIVE USE DEPARTMENTS, HOSPITAL CONTRACT PHYSICIANS AND HOSPITAL-BASED PHYSICIANS

1. Closed Staff or Exclusive Use Departments

The formal hearing and fair review rights of Articles 7 and 8 do not apply to a practitioner whose application for medical staff membership and privileges was denied or whose privileges were terminated on the basis the privileges he seeks are granted only pursuant to a closed staff or exclusive use policy.  Such practitioners shall have the right, however, to request that the governing body review the denial, and the governing body shall have the discretion to determine whether to review such a request and, if it decides to review the request, to determine whether the practitioner may personally appear before and/or submit a statement in support of his position to the governing body.

2. HOSPITAL CONTRACT PHYSICIANS AND HOSPITAL-BASED PHYSICIANS

The fair hearing rights of Articles 7 and 8 do not apply to practitioners serving the hospital as hospital contract physicians or as hospital-based physicians.  Removal of these practitioners from office shall instead be governed by the terms of their individual contracts and agreements with the hospital.  The hearing rights of this Article 8 shall apply if an action is taken which must be reported under Business and Professions Code Section 805, or if the practitioner’s medical staff membership or clinical privileges (independent of the practitioner’s contract) are removed or suspended.

B. ALLIED HEALTH PROFESSIONALS

Allied health professionals are entitled to the fair hearing rights set forth in this Article.

C. DENIAL OF APPLICATIONS FOR FAILURE TO MEET THE MINIMUM QUALIFICATIONS

Practitioners shall not be entitled to any formal hearing, informal review, or appellate review rights if their membership or privileges, applications or requests are denied because of their failure to have a current and unrestricted California license to practice medicine, dentistry or podiatry, failure to maintain an unrestricted Drug Enforcement Administration certificate (for physicians), failure to maintain professional liability insurance as required by the rules, or failure to file a complete application.

D. AUTOMATIC SUSPENSIONS AND RESIGNATIONS

Practitioners whose clinical privileges are automatically suspended or who have resigned their medical staff membership for failing to complete medical records and failing to maintain malpractice insurance under Article 7.3F are not entitled to any formal hearing, fair review, or appellate rights under Article 8, except when a suspension for failure to complete medical records is reported pursuant to Article 8.3-B.

E. FAILURE TO MEET MINIMUM ACTIVITY REQUIREMENTS

Practitioners shall not be entitled to the hearing and appellate review rights if their membership or privileges are denied, restricted or terminated or their staff categories are changed or not changed because of a failure to meet the minimum activity requirements set forth in the Medical Staff Bylaws or Rules.  In such cases, the Executive Committee through a sub-committee consisting of at least three (3) Executive Committee members shall provide the only review.  The sub-committee shall give the practitioner notice of the reasons for the intended denial or change in membership, privileges and/or category and shall schedule an interview with the sub-committee to occur no less than thirty (30) days and no more than one hundred (100) days after the date of the notice was given.  At this interview, the practitioner may present evidence concerning the reasons for the action, and thereafter the sub-committee shall render a written decision within forty-five (45) days after the interview.  A copy of the decision shall be sent to the practitioner, Executive Committee and governing body.  The sub-committee decision shall be final, unless it is reversed or modified by the Executive Committee within forty-five (45) days after the decision was rendered, or by the governing body within ninety (90) days after the decision was rendered. 

SECTION 8.15 - SETTLEMENTS
If a proposed settlement of the subject matter for which a hearing is pending is agreed upon between the affected practitioner and the Executive Committee, such proposed settlement may be submitted in writing directly to the governing body for its rejection or approval.  If the governing body rejects such submitted settlement, the settlement shall thereupon terminate as if it had never been agreed upon.  If the governing body approves such a submitted settlement, it shall render its final decision in the matter forthwith in accordance with the settlement, which final decision shall be effective immediately and shall not be subject to further hearing or review.  Failure of the governing body to reject or approve such a settlement within thirty (30) after its submission to the governing body shall be deemed an approval thereof and a final decision to approve same by the governing body.

SECTION 8.16 - CONFIDENTIALITY OF PROCEEDINGS
Except as otherwise authorized in these Bylaws or by law, all parties, participants and attendees shall keep the hearing and appellate review proceedings and the contents thereof confidential, and no one shall disclose or release any information from or about the proceedings to any person or to the public.  Any party or participant who is damaged by a violation of this section may enforce this section by court order upon request for injunctive or other appropriate relief.

ARTICLE IX

OFFICERS OF THE MEDICAL STAFF

The Officers of the Medical Staff shall be:

1. Chief of Staff

2. Chief of Staff Elect

3. Immediate Past Chief of Staff

4. Secretary-Treasurer

SECTION 9.1.
QUALIFICATIONS
Officers must be members of the Active Staff at the time of their nomination and election and must remain in good professional and ethical standing during their term in office.  To be eligible to assume the office of Chief of Staff or Chief of Staff Elect, a member of the Medical Staff must have been an Active Staff member for a minimum of five (5) years and have served on the Executive Committee for at least two (2) years.  A qualified member may be nominated for office, provided he will have completed eligibility qualifications by the time the office is assumed.  Because of the peer responsibilities of their offices, the Chief of Staff and Chief of Staff Elect shall be physicians with demonstrated competence in their fields of practice and ability to direct the medico-administrative aspects of medical staff activities.  Officers must have demonstrated good interpersonal relationships with medical staff members and hospital staff, and have indicated a willingness to accept the responsibilities of the office.

SECTION 9.2.
NOMINATION AND ELECTION OF OFFICERS
Prior to the annual meeting of the medical staff Active Staff Members shall elect officers.  Election shall be by written ballot.  The candidate must be elected by a majority vote of the ballots received.  When three or more candidates are running and a majority is not obtained, a run-off election will be held between the two candidates with the greatest number of votes.

A. NOMINATIONS MAY BE MADE:

1. By a Nominating Committee.  The Nominating Committee shall consist of three (3) to five (5) members of the Active Staff appointed by the Chief of Staff, with the approval of the Medical Executive Committee.  At least one member of the Nominating Committee will be a past Chief of Staff.  The current Chief of Staff and Chief of Staff Elect are not eligible to serve as members of the Nominating Committee.

2. The nominees shall be for the offices of Chief of Staff Elect and Secretary-Treasurer.  The Chief of Staff Elect automatically succeeds the Chief of Staff.

3.
By petition.  Nominations for office may be made by any member of the Active Medical Staff in writing, addressed to the Secretary/Treasurer of the medical staff.  The nomination must be signed by at least five (5) members of the Active Medical Staff.  No member may nominate more than one person for any given office.  Such nominations must be received within fourteen (14) days of the postmark on the mailing of the Nominating Committee’s notification of selection.  Written consent to serve must be obtained from the proposed nominee prior to placing his name in nomination.

B. BALLOTS

Ballots shall be mailed to the Active Medical Staff at least forty-five (45) days prior to the annual meeting.  Ballots should be marked and must be sealed in an unmarked envelope provided with the ballot.  The unmarked envelope must be sealed in the return envelope provided with the ballot.  The return envelope will have the voter’s name marked on the outside in order to determine who has returned a ballot.  In those instances where a voter indicates that he did not receive a ballot and requests a second ballot, the Medical Staff Office will verify that the voter’s original ballot was not received.  If the ballot had not been received, the voter will be issued a second ballot.  Ballots must be received by a date not later than fourteen (14) days from date mailed.  No ballots, whether hand-delivered or mailed, will be accepted after 5:00 p.m. on the fourteenth day.  Immediately following the 5:00 p.m. deadline, ballots will be counted.  All candidates will be invited to witness the opening of the ballots, however, their presence is not required.  Either the Chief of Staff or the Secretary/Treasurer or their designee must be present during the opening of the ballots.  The Director of Medical Staff Services or designee must be present during the opening of the ballots.

SECTION 9.3 - TERM OF OFFICE
A. TERM

Officers shall serve a one-year term, beginning the first day of the Medical Staff term following election.  Each officer shall serve until the end of his term or until a successor is elected, unless he shall sooner resign or be removed from office.

B. VACANCIES IN OFFICE

The Medical Executive Committee shall fill vacancies in office during the medical staff term, except for the Chief of Staff.  If there is a vacancy in the office of Chief of Staff, the Chief of Staff Elect shall serve out the remaining term.  A vacancy in the office of Chief of Staff Elect or Secretary-Treasurer shall be filled by the Executive Committee (or special Medical Staff election).  A vacancy in the office of Immediate Past Chief of Staff will not be filled.  In the case of a special Medical Staff election, the Medical Executive Committee will meet within fourteen (14) days of the vacancy to select a Nominating Committee.  The Nominating Committee will meet and select the nominees within fourteen (14) days of the Medical Executive Committee meeting.  Nominations may be made by any Active Staff member in writing within fourteen (14) days of the Nominating Committee meeting.  Ballots will then be mailed to the Active Staff and must be returned within fourteen (14) days from the date mailed. 

SECTION 9.4 - REMOVAL OF ELECTED OFFICERS FROM OFFICE
Removal of an elected officer may be initiated by either the medical staff or by the Executive Committee.  The Executive Committee may initiate a recall election by a two-thirds vote of all members of the Executive Committee eligible to vote.  The officer(s) in question shall not be eligible to vote on the matter.  The medical staff may initiate a recall by completion of a petition signed by twenty-five percent (25%) of the Active Medical Staff.  The petition must state the reasons for the recall.  The verified petition will be presented to the Executive Committee at its next regular meeting.  Within fourteen (14) days of either of the above actions, the Executive Committee must call a special meeting of the Medical Staff.  The highest-ranking Medical Staff Officer not involved in the recall shall chair such meeting.  In the event that all three officers are involved, the Executive Committee shall appoint a presiding officer for the meeting.  At the special meeting, a representative of those requesting recall shall present the charges against the officer(s) and the officer (s) shall present his rebuttal to these charges, following which either side may be questioned form the floor.  At the time notice of the special meeting is mailed, a ballot shall be sent to each member of the Active Staff and must be returned within five (5) days after the special meeting.  If two-thirds of those voting vote for recall, the office or offices in question shall be declared vacant and shall be filled in the manner prescribed in Section 9.5.  If, during his term of office, an officer fails to maintain his active status, he shall be removed from office and that office shall be declared vacant.

Each of the following conditions in itself constitutes cause for removal of a staff officer from office:

1. Revocation of professional license by the authorizing state agency

2. Suspension from the medical staff

3. Failure to comply with or support enforcement of the hospital and Medical Staff Bylaws, Rules and Regulations and Policies

4. Failure to maintain adequate professional liability insurance

5. Failure to maintain active staff status

SECTION 9.5. RESPONSIBILITIES, DUTIES AND AUTHORITY OF OFFICERS
A. CHIEF OF STAFF

The responsibilities, duties and authority of the Chief of Staff are as follows:

1. Calls, presides at and determines the agenda of all general and special meetings of the medical staff.

2. Serves as chairman of the Executive Committee, with tie breaking vote prerogative only.

3. Is responsible for enforcement of Medical Staff Bylaws, Rules, and Regulations and appropriate hospital rules and policies; for implementation of sanctions when they are indicated; and for the medical staff’s compliance with procedural safeguards in all instances in which corrective action has been requested or initiated against a practitioner.

4. Appoints the chairman and all medical staff members of medical staff standing and ad hoc committees, except the Executive Committee, and the medical staff members of hospital and governing body committees when these are not designated by position or by specific direction of the governing body. 

5. Represents the views, policies, concerns, needs and grievances of the medical staff to the governing body and administration, serves ex-officio as a voting member of the governing body.

6. Advises the governing body on the effectiveness of the quality improvement program and the overall quality of patient care in the hospital.

7. Advises the governing body, administration and the Executive Committee on matters that impact on patient care and clinical services, including the need for new or modified programs/services, for recruitment and training of professional and support staff personnel and for staffing patterns.

8. Serves as spokesman for the medical staff in its external professional and public relations.

B. CHIEF OF STAFF ELECT

The responsibilities, duties and authority of the Chief of Staff Elect are as follows:

1. Assumes the responsibilities, duties and authority of the Chief of Staff during the latter’s absence whether the absence is temporary or permanent.

2. Is a voting member of the Medical Executive Committee.

3. Performs other functions at the request of the Chief of Staff.

C. IMMEDIATE PAST CHIEF OF STAFF

The responsibilities, duties and authority of the Immediate Past Chief of Staff are as follows:

1. Serves as a voting member of the Executive Committee

2. Advises the Chief of Staff and Executive Committee on matters concerning the medical staff.

3. Performs other functions at the request of the Chief of Staff.

4. Assumes the responsibilities, duties and authority of the Chief of Staff when both the latter and the Chief of Staff Elect are temporarily absent.

D. SECRETARY/TREASURER

The responsibilities, duties and authority of the Secretary-Treasurer are as follows:

1. Serves as a voting member of the Executive Committee.

2. Maintains accurate and complete minutes of all medical staff meetings.

3. Gives proper notice of all medical staff meetings on order of the Chief of Staff.

4. Is responsible for assuring that an answer is rendered to all official medical staff correspondence.

5. Maintains a record of medical staff dues, collections and accounts and is authorized to sign checks for medical staff fund expenditures.

SECTION 9.6. REMOVAL OF MEDICO-ADMINISTRATIVE OFFICER
A. PURELY ADMINISTRATIVE RESPONSIBILITIES

Practitioners employed or contracted by the hospital in a purely administrative capacity, with no clinical duties, will be subject only to the regular personnel policies of the hospital and, if applicable, to the terms and conditions contained in their agreements with the hospital; such officers need to be members of the medical staff.  The above policies and agreements will prevail in removal of such practitioners.

B. MEDICO-ADMINISTRATIVE POSITIONS

Practitioners who have an agreement with the hospital, either full-time or part-time, in a medico-administrative position that includes staff clinical responsibilities or functions, must be members of the medical staff.  In addition to any applicable terms of the agreement, such practitioners shall achieve staff membership and clinical privilege delineation through the same procedure as is required for other medical staff members.  Any practitioner so engaged by the hospital shall not have his staff membership or clinical privileges terminated without the same procedural provisions provided other members of the medical staff (Articles 7 and 8 of these Bylaws), unless otherwise specifically stated in the agreement between such practitioner and the hospital.  Any contractual details regarding termination of staff membership or privileges without the procedural provisions of Articles 7 and 8 will be disclosed to the governing body at its request.

ARTICLE X

CLINICAL DEPARTMENTS

SECTION 10.1. ORGANIZATION
A. There shall be departments of medicine, surgery, family practice, OB/GYN, pediatrics and hospital services.

B. Each department shall be organized as a separate part of the medical staff and shall have a chairman who shall be responsible for the overall supervision of clinical work within his department and is selected and has the authority, duties and specific responsibilities as specified in this article.  Each department shall also have a vice-chairman and at least five (5) members.

C. When deemed appropriate for better organizational efficiency and improved patient care, the Executive Committee, with the approval of the governing body, may create new, eliminate, subdivide or combine clinical departments.

D. When clinical subsections are established, they shall be organized as a specialty subdivision within a department and shall be directly responsible to the department within which it functions.  Each subsection shall ordinarily have at least five (5) members.

E. A group of practitioners of the same specialty that desire to become a clinical subsection must have a recommendation for such from the parent department to the Executive Committee.  Denial of such a request by the department must be accompanied by the reason for the denial.  The Executive Committee and governing body will then act on the request as follows:

1. If the Executive Committee approves a positive recommendation from the department, the committee recommendation is forwarded to the governing body.

2. If the Executive Committee disapproves a positive recommendation from the department, the issue can then be referred to the next general medical staff meeting.  The recommendation of the medical staff will then be forwarded to the governing body.

3. If the Executive Committee supports a negative recommendation from the department, the issue is considered closed.

4. If the Executive Committee reverses a negative decision from the department, the department may request that the issue be referred to the next general staff meeting.  The recommendation of the medical staff will then be forwarded to the governing body.

5. All final approval rests with the governing body.

SECTION 10.2. - ASSIGNMENT TO CLINICAL DEPARTMENT
A. Each member of the medical staff shall be assigned membership in one clinical department, based on the bulk of the clinical services provided.  Members may, in addition, be granted clinical privileges in one or more other departments.

B. Each practitioner will be allowed to vote in only one department and to represent only one department on committees (including the Executive Committee), and shall be responsible for attending the required number of meetings only in the department to which he is primarily assigned.  However, each practitioner is encouraged to attend meetings in all departments in which he exercises privileges and should keep informed of departmental activities, particularly as they relate to findings of patient care evaluation activities.

C. Individuals classified as Allied Health Professionals, regardless of source of employment and degree of practice independence, shall be assigned to a department for control and performance evaluation purposes and shall be subject to all applicable departmental, medical staff, and hospital rules and regulations.  The department chairman shall determine attendance by such individuals at department meetings.

SECTION 10.3. FUNCTIONS OF CLINICAL DEPARTMENTS
The primary responsibility delegated to each department is to implement and conduct ongoing specific review and evaluation activities that contribute to the preservation and improvement of the quality and efficiency of patient care provided through the department.  To carry out this responsibility, each department, either alone or in concert with other organization components of the medical staff and of the hospital, shall:

A. Objectively review, analyze and evaluate the quality of care provided through the department on an ongoing basis.   In the interest of achieving one high level of patient care, each department, through an established system, shall evaluate all clinical work performed under its jurisdiction, whether or not any particular practitioner or other individual with clinical privileges whose work is subject to 

such evaluation is a member of the department.  The Quality Resource Management Committee will make the final recommendation to the Medical Executive Committee regarding the appropriateness of the management of cases.  If after ninety (90) days, the primary department does not conclude review of specified cases, the Quality Resource Management Committee will facilitate with the resolution of the case within sixty (60) days of the referral to the Quality Resource Management Committee.   If the Quality Resource Management Committee finds the case not to be appropriate, then the case will be forwarded to the Medical Executive Committee for final conclusion and action.

B. Establish criteria for the granting of clinical privileges and, as appropriate, for the holding of office within the department.

C. Recommend to the Credentials Committee the specific clinical privileges that each staff member or medical staff applicant may exercise in the department, and the specific services that each individual Allied Health Professional may provide.

D. Establish such committees or other mechanisms as are necessary and desirable to perform quality improvement functions properly.

E. Monitor its members’ performance on an ongoing and concurrent basis for:

1. adherence to medical staff, hospital, and departmental rules and regulations, policies and procedures

2. adherence requirements for alternative coverage and for obtaining consultation

3. adherence to sound principles of clinical practice

4. adherence to appropriate surgical and other patient care interventions

5. unexpected clinical occurrences, including compliance with the occurrence screening program

6. all relevant aspects of patient safety

F. Evaluate objectively all invasive procedures, inpatient and outpatient, whether or not a specimen was removed.  Screening systems may be used to identify cases requiring specific evaluation.  Such screens should include, but are not limited to:

1. medical necessity criteria indicating the need for hospital care and intervention

2. criteria for appropriateness of clinical management

3. occurrence screening criteria to identify significant morbidity/mortality cases for individual evaluation and for patterns of practice

4. specimen cases in which there is a major discrepancy between the surgical preoperative/operative and the pathological diagnosis

5. cases in which unanticipated normal tissue is removed

6. specific types of cases, all of which are to be routinely evaluated

7. criteria to evaluate cases of endoscopy, with or without biopsy and other diagnostic/therapeutic procedure performed throughout the hospital 

G. Fulfill the responsibilities designated to the department as set forth in the Quality Improvement Plan including collaboration with other professionals and departments.

H. Receive and evaluate the compliance with medical necessity (admission and intervention) and clinical management criteria, the findings from use of occurrence screening criteria, reports of medical staff and other departmental committees, and compliance with the established patient care requirements (rules, regulations, policies, protocols) of the department and medical staff.

I. Coordinate with nursing and ancillary clinical patient care services, and with other administrative support services, the patient care provided by the department’s members.

J. Conduct or participate in, and make recommendations regarding, the need for continuing education programs, pertinent to state-of-the-art changes, and, in particular, to the findings of quality improvement review and evaluation activities.

K. Maintain a permanent record of all department meetings/activities to include the discussion contents as well as conclusions reached or actions taken or recommended.

SECTION 10.4 - DEPARTMENT CHAIRMAN AND VICE CHAIRMAN
A. QUALIFICATIONS

Each chairman and vice chairman shall be a member of the active staff, qualified in training, experience and demonstrated ability for the position.  Each shall have demonstrated professional ability in at least one of the clinical areas covered by the department,  shall meet all state regulatory requirements and shall be willing, able, and eligible to discharge faithfully the functions of his office.  Unless the clinical department imposes more stringent requirements, an appropriate specialty board shall certify each chairman and vice chairman, or the Medical Executive Committee through the credentialing process will affirmatively establish comparable competence.

B. SELECTION OF CHAIRMAN AND VICE CHAIRMAN

Each chairman and vice-chairman shall be elected by the active department membership from nominees submitted in writing by active department members.  Nominees will be given fourteen (14) days to either accept or decline the nomination in writing.  If after fourteen (14) days the nominee has not submitted written acceptance, it will be considered a decline of the nomination.

C. TERMS OF OFFICE

Department chairmen and vice-chairmen shall serve a one-year term beginning on the first day of the medical staff term following their selection.  A department chairman or elected department vice-chairman may succeed himself.  The department chairman or elected department vice-chairman shall serve until his successor is chosen unless he shall resign sooner or be removed from office.  In the temporary or permanent absence of the department chairman, the department vice-chairman shall assume all the duties, responsibilities, and authority of the department chairmanship and will become a member of the Executive Committee.  A vacancy in the position of vice-chairman shall be filled in the same manner set forth in Article 10.4-B.

In the event that the chairman resigns within the first thirty (30) days of his term, the vice-chairman will not ascend to the chairman position and a new election will be held for the chairman position.  The vice-chairman will automatically serve as the acting chairman until the results of the new election are final.  The nomination process will begin within 3 days of the chairman’s resignation.

D. REMOVAL OF DEPARTMENT CHAIRMAN OR VICE-CHAIRMAN

Removal of a department chairman or vice-chairman for cause may be initiated by the governing body acting upon its own recommendation or upon the recommendation of the Executive Committee or by a two-thirds majority vote of the department members eligible to vote.  Grounds for removal for cause shall include the list under Section 9.4 of these bylaws relating to the removal of medical staff officers.

E. RESPONSIBILITIES, DUTIES AND AUTHORITY OF DEPARTMENT CHAIRMAN

Each chairman shall:

1. Account to the Executive Committee for all professional and administrative activities within his department

2. Develop and implement, in cooperation with the Chief of Staff and consistent with these bylaws, departmental mechanisms for performing the credentials review, delineating clinical privileges and assigning staff classification, concurrent monitoring of practice, to include an occurrence screening program and the use of medical necessity and clinical management criteria, quality improvement activities, continuing medical education, and utilization review. 

3. Transmit to the Credentials Committee the department’s recommendation concerning appointment and reappointment, delineation of clinical privileges or specified services and corrective action with respect to practitioners in the department.

4. Maintain ongoing review of the professional performance of all practitioners and any Allied Health Professionals within the department and report regularly thereon to the Credentials and Executive Committees on requests for appointment and at the time of reappointment.  The report will include evidence of consideration of each practitioner’s health status.

5. Report to the Quality Resource Management Committee on the department’s quality improvement activities.

6. Serve as a member of the Executive Committee, giving guidance on the overall medical policies of the hospital and making specific recommendations and suggestions regarding his own department in order to promote a high quality of patient care.  Within the department, he shall implement actions taken by the Executive Committee.

7. Enforce the hospital and Medical Staff Bylaws, Rules and Regulations and policies and the departmental rules and regulations within the department, including, when appropriate, the initiation of corrective action and investigation of clinical performance/competence, and the ordering of required or needed consultations.

8. Actively encourage all department members to complete adequately the medical records of their discharged patients on time (within the period required by these bylaws, rules and regulations, and by any regulatory agency).

9.
Assign proctors for practitioners during any period of temporary privileges or during staff membership.

10.
Cause departmental rules and regulations relating to standards of patient care to be developed, approved, implemented and reviewed periodically for any needed revisions.

11.
Cause all standing orders of practitioner to be reviewed initially, on change and periodically.

12.
Assist in the preparation of such annual reports, including budgetary planning, pertaining to the department as may be required by the Executive Committee, the Chief Executive Officer, or the governing body.

13. Determine who, outside of the department members, the Chief of Staff, Chief Executive Officer or designee, the Quality Improvement Coordinator and recording secretary, may attend department meetings,

14. Perform such other duties commensurate with the office as may from time to time be reasonably requested of him by the Chief of Staff, the Executive Committee or the governing body.

15. Participate in strategic planning, capital acquisition prioritization and space allocation decisions.

F. RESPONSIBILITIES, DUTIES AND AUTHORITY OF DEPARTMENT VICE-CHAIRMAN

Each Vice-Chairman shall:

1. Assume the responsibilities, duties and authority of the department chairman in his/her absence.

2.
Represent his department on the Quality Resource Management Committee.

ARTICLE XI - COMMITTEES AND FUNCTIONS
SECTION 11.1. GENERAL CONSIDERATIONS

A. There shall be standing and special (ad-hoc) committees of the medical staff.  The Chief of Staff appoints the chairman and all medical staff members of medical staff standing and ad hoc committees except the Executive Committee.  He appoints medical staff members of hospital and governing body committees when these are not designated by position or by specific direction of the governing body.  With approval of the Executive Committee, the Chief of Staff may remove any chairman or committee member.  All chairmen must be Active Staff members. 

B. Each committee shall submit a copy of its minutes to the Executive Committee with the exception of those committees that report directly to the Quality Resource Management Committee, and shall maintain a permanent record of its proceedings, including pertinent discussion and any conclusions, recommendations and actions.

C. Non-physician members participating in committee functions shall be approved by the Chief Executive Officer with the concurrence of the committee chairman or Chief of Staff.

D. Whenever these bylaws require that function be performed by:

1. a named medical staff committee, but no such committee exists, the Executive Committee shall perform the function

2. the Executive Committee, but a standing or special committee has been formed to perform the function, the committee so formed shall act in accordance with the authority delegated to it.

SECTION 11.2 - EXECUTIVE COMMITTEE
A. COMPOSITION

The Executive Committee shall be a standing committee of the medical staff and shall consist of the officers of the staff, department chairmen and the chairmen of the Quality Resource Management, Credentials, Critical Care, Bylaws, Bioethics, Education, Interdisciplinary Practice, and Physician Wellbeing Committees.  The Chief Executive Officer of the hospital shall be an ex-officio member.  The Chief 

of Staff shall be chairman of the committee and shall vote only to resolve a tie vote.  Each voting Executive Committee member shall have only one vote.

With the exception of the Chief of Staff, members of the governing board may not serve on the Executive Committee.

No medical staff member actively practicing in the hospital is ineligible for membership on the Medical Executive Committee solely because of his professional discipline or specialty.  The majority of the Executive Committee members shall be active physician members of the medical staff.

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Executive Committee shall be to :

1. Represent and act on behalf of the medical staff between medical staff meetings and subject to such limitation as may be imposed by these bylaws.

2. Recommend to the governing body on all matters relating to appointments, reappointments, clinical privileges, staff category and clinical department assignments, and corrective action.  When Allied Health Professionals, regardless of their source of employment, provide or are recommended to provide services in the hospital, the committee shall make recommendations to the governing body on their qualifications to provide those services and on the degree of supervision required.

3. Receive and act upon reports and recommendations form medical staff committees, all clinical departments, and staff officers concerning the quality improvement activities and the discharge of their delegated administrative responsibilities.

4. Cause, through evaluation by this committee or the Quality Resource Management Committee, each medical staff peer review evaluation and quality maintenance activity to be performed effectively.

5. Coordinate the activities of, and policies adopted by, the staff, departments, and committees.

6. Fulfill the medical staff’s accountability to the governing body for the medical care rendered to patients in the hospital.

7. Initiate and pursue corrective action, when warranted, in accordance with these bylaws.

8. Make recommendations to the governing body on medico-administrative and hospital management matters (particularly as they relate to patient care) through the Chief Executive Officer and Chief of Staff.

9. Submit recommendations to the governing body for changes in the Medical Staff Bylaws, Rules and Regulations and other organizational documents pertaining to the medical staff.

10. Provide and promote effective liaison among medical staff, administration, and governing body.

11. Participate in identifying community health needs and in setting hospital goals and implementation of programs to meet those needs.

12. Actively promulgate effective medical staff participation in the occurrence-screening program.

13. Strive to assure that in-house medical staff continuing education activities are relevant to the care and services provided in the hospital and, in particular, to the findings of medical staff peer evaluation and quality maintenance activities.

C. MEETINGS

The Executive Committee shall meet at least monthly, a minimum of 10 times per year.

SECTION 11.3. CREDENTIALS COMMITTEE

A. COMPOSITION

The Credentials Committee shall be a standing committee of the medical staff and shall consist of five or more members of the Active Staff, with ex-officio representation from administration, who shall not vote.  The physician members shall be representative of the major clinical departments.  Whenever possible, when other than a physician is being reviewed, a peer representative, who is not a member of the committee, will participate for that part of the meeting.

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Credentials Committee shall be to:

1. Review and evaluate the qualifications of each applicant for initial appointment, reappointment, or modification of appointment, and for clinical privileges, and in connection therewith, to obtain and consider the recommendations of the appropriate departments.  The Credentials Committee may not in and of itself modify the privileges as delineated by the clinical department.  However, if the Credentials Committee is in disagreement with the department’s recommendation, it may submit a separate recommendation for consideration by the Executive Committee.

2. Submit a report, in accordance with these bylaws, to the Executive Committee on the qualifications of each applicant for staff membership or clinical privileges, and of each Allied Health Professional, to provide specific patient care services.  Such report shall include recommendations for staff applicants as to appointment, staff category assignment, department affiliation, and for, AHP’s, any special conditions attached thereto will be recommended at the same time.

3. Submit monthly reports to the Executive Committee on the status of pending applications, including the specific reasons for any unusual delay in processing an application or request.

4. Monitor activities implemented for evaluation of the performance of patient care, such as for practitioners in provisional status or who have been granted temporary privileges pending medical staff appointment.

5. Initiate, investigate, review, and report on corrective action matters and on any other matters involving the clinical, ethical, or professional conduct of any practitioners assigned or referred by the Chief of Staff, the Chairman of the Quality Resource Management Committee, the Executive Committee, or the Governing Body.

6. Assure that a separate credential file is maintained for each staff member, each practitioner with clinical privileges, and each AHP, including reports from quality improvement activities and of corrective actions of any degree.

C. MEETINGS

The Credentials Committee shall meet monthly, at least 10 times per year, and shall report its findings and recommendations to the Executive Committee.

SECTION 11.4. QUALITY RESOURCE MANAGEMENT COMMITTEE
A. COMPOSITION

The Quality Resource Management Committee shall be a standing committee of the medical staff and shall consist of representatives from each medical staff department, and other physicians as appointed by the Chief of Staff.  The Chief Executive Officer or his designee, the Director of Nursing or designee and Quality Improvement Coordinator, Risk Manager, representative from Pharmacy, Social Services and Health Information Management and the IOP Council Chairperson shall serve as ex-officio members.  Other individuals from either the medical or hospital staffs may participate as consultants on an as-needed basis.  The chairman of the Quality Resource Management Committee will be an active staff member.  The Chairman will serve as a member of the Medical Executive Committee.

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Quality Resource Management Committee shall be to:

1. Coordinate and integrate all quality assessment components of the quality improvement program to reduce/eliminate duplications, omissions, inconsistencies and failure to effect change.

2. Require that all evaluations performed are objective (based on present criteria or standards), are clinically rather than administratively oriented, and are designed to identify important problems/patterns of care and performance.  The committee, through its Quality Improvement Coordinator, may assist in providing suitable clinically valid criteria for use in quality assessment activities.

3. Monitor the quality improvement program to the extent that it is comprehensive, in that all practitioners are evaluated through the system in place.

4. Monitor corrective action, performance improvement and continuous quality improvement activities to determine if they have been taken, their effectiveness, and whether they are maintained.  Physician-related corrective action will be the responsibility of the Executive Committee.  Hospital related corrective action will be the responsibility of the administration.  The governing body will assess medical staff and administration effectiveness in assuring improvement and corrective action needed.

5. Receive, analyze, and recommend action regarding any significant findings from the occurrence screenings program.

6. Maintain, liaison with risk management, utilization review, infection control, patient representative, and in-service education.

7. Maintain a current written Quality Improvement Plan.

8. Perform at least an annual evaluation of the quality improvement program to assure its comprehensiveness and effectiveness, the latter to be measured by documented improvement in patient care and clinical performance.

9. Report at least quarterly to the Executive Committee.  

10. Recommend action for problem resolution to the Executive Committee.

11. Receive and act upon reports and recommendation from the medical staff committees, clinical departments and staff officers concerning quality improvement activities.

12. Review and evaluate the clinical pertinence of medical records objectively, using prescribed worksheets to help assure that records are adequate for:

a. continuity of care purposes

b. use in quality improvement activities

c. assisting in protecting the legal interest of the patient, the hospital and the responsible practitioner

13. Address issues of medical record delinquency and deficiency, and recommend needed actions.  

14. Establish the format of the medical record in concert with the Director of the Health Information Management Department, and review and advise the administration regarding all forms to be used in the medical record.

15. Review and recommend approval, or not, of all policies, rules and regulations relating to medical records.

16. Recommend any need for, as well as the interval for, microfilming medical records and participate in decisions for computerization of medical record data.

17. Develop, or cause to be developed, and implement a record review system that, over a reasonable period of time, causes a representative sampling of the records of all practitioners to be evaluated.

C. MEETINGS

The Quality Resource Management Committee shall meet at least quarterly.  Special meetings maybe called by the chairman as required.  The Quality Resource Management Committee shall report its findings and recommendations to the Executive Committee.  

SECTION 11.5. PHARMACY, THERAPEUTICS AND DIETARY COMMITTEE

A. COMPOSITION

The Pharmacy, Therapeutics and Dietary Committee is a standing committee of the medical staff and shall consist of at least five physicians from the medical staff.   Representatives from pharmacy, administration, and nursing services shall serve as ex-officio members.  Individuals representing other hospital departments shall participate as consultants on an as-needed basis when their area is involved.

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Pharmacy, Therapeutics and Dietary Committee shall be to take all reasonable steps to:

1. Cause an objective evaluation of the clinical use of all drugs (by individual drug or category of drug) in the hospital.

2. Cause the objective ongoing evaluation of the clinical use of all antibiotics in the hospital, whether the drugs are prescribed prophylactically, empirically, or therapeutically, and whether administered to inpatients, outpatients, emergency room patients, or hospital sponsored home care patients.

3. Cause a well-controlled formulary to be established and implemented to help control drug use in the hospital.  The committee will evaluate and make recommendations to the Quality Resource Management Committee as to which drugs should be added to and deleted from the formulary.  Requests for formulary changes from individual medical staff members may be submitted to the committee in writing, to include the rationale for the change.  The committee chairman shall transmit the committee’s recommendation to the requesting practitioner.

4. Evaluate all significant untoward reactions to drugs.  In addition, the committee shall strive to assure the adequate reporting of actual or suspected untoward drug reactions, including the recommendation of periodic in-service training for nursing service personnel.

5. Evaluate all significant medication errors.

6. Evaluate, initially, or upon change, and at least annually, all standing and routine orders in use.

7. Assist in the formulation of an approval of all professional policies regarding the evaluation, appraisal, selection, procurement, storage, distribution, use safety procedures, and other matters relating to drugs in the hospital.

8. Help assure the centralized function and adequacy of intravenous admixtures, total parenteral nutrition, and admixture of chemotherapeutic agents.

9. Coordinate with the Institutional Review Board in recommending to the Quality Resource Management Committee on protocols proposed for the use of investigational or experimental drugs in the hospital.

C. MEETINGS

The Pharmacy, Therapeutics and Dietary Committee shall meet quarterly and shall report its findings and recommendations to the Quality Resource Management Committee.

SECTION 11.6.  INFECTION CONTROL COMMITTEE
A. COMPOSITION

The Infection Control Committee is a standing committee of the medical staff and shall consist of representatives from surgery, OB/GYN, family practice, medicine, pediatrics, pathology and infectious disease.  The infection control nurse shall be a member of the committee along with administration and representatives from the nursing services.  When available, the microbiology section of the laboratory should be represented along with the operating room, pharmacy, housekeeping and laundry, engineering and maintenance, central services, dietetic services respiratory care service; etc. shall participate as consultants on an as-needed basis when their area is involved.

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Infection Control Committee shall be to take all reasonable steps to:

1. Maintain surveillance of hospital infection potentials.

2. Develop a system for identifying, reporting, and analyzing the incidence and major causes of hospital-acquired infections.

3. Develop and implement, through administration and the medical staff, a preventive and corrective program designed to minimize infection hazards, and to include an employee health program.

4. Actively promote the adequate application of general policies and procedures relating to infection control for all units/areas of the hospital, to include, but not be limited to, isolation, procedures and techniques, sterilization procedures, the safe disposal of infectious or contaminated wastes, prevention of cross infection through equipment use (e.g., anesthesia, respiratory care, physical therapy, etc.).

5. Institute any appropriate control measure or study when there is a reasonably felt to be a danger to patients or personnel.  When the situation is considered to be urgent, the committee chairman or a physician member of the committee may institute the control measure immediately and will be assisted by hospital personnel in doing so.  The attending physician, chief of staff and administrator shall be notified as soon as any urgent control measure is instituted and shall be consulted prior to any non-urgent measure being instituted.  When the patient’s attending practitioner does not consider the measure necessary, (i.e., the need to isolate a patient), the decision of the committee chairman or member, following established infection control policy, shall prevail.

C. QUORUM

A quorum shall consist of at least three (3) physicians.

D. MEETINGS

The infection Control Committee shall meet quarterly and shall report its findings and recommendations to the Quality Resource Management Committee.

SECTION 11.7.  BYLAWS, RULES, AND REGULATIONS COMMITTEE

A. COMPOSITION

The Bylaws, Rules and Regulations Committee is a standing committee of the medical staff and shall consist of three (3) or more physician members of the active staff.  A representative from administration shall participate as an ex-officio member of the committee. 

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Bylaws, Rule sand Regulations committee shall be to:

1. Cause, through ongoing review, that the bylaws, rules and regulations reflect current practice, national standards of patient care, and an efficient organization of the medical staff to perform its functions. 

2. Recommend to the Executive Committee and the governing body any changes deemed necessary or desirable in the bylaws, rules and regulations.

3. Cause each clinical department to develop and implement rules and regulations to establish standards of patient care and ascertain that these rules and regulations are consistent with the Medical Staff Bylaws, Rules and Regulations and with hospital and governing body policies.

4. Act as the medical staff mechanism for documenting the review of the Medical Staff Bylaws, Rules and Regulations, making at that time any recommendations for change.

C. MEETINGS

The Bylaws, Rules and Regulations Committee shall meet as often as required to carry out its duties and responsibilities but not less than annually.  The Committee shall report its findings and recommendations to the Executive Committee.

SECTION 11.8.  RADIATION SAFETY COMMITTEE
A. COMPOSITION

The Radiation Safety Committee is a standing committee and shall consist of a radiologist, one radiotherapist, and any other members of the medical staff as appropriate, a representative from administration, a representative from nursing, and the Chief Technologist for Radiology Services.  The Radiation Safety Officer shall be Chairman of the committee.

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Radiation Safety Committee shall be to:

1. Determine and recommend the means of compliance with all federal and state requirements for the use, storage, handling, transport, and disposal of radioactive materials and equipment.

2. Develop, or cause to be developed, rules, regulations, policies and procedures to help protect all patients, personnel, and visitors wherever radiation sources (fixed or mobile) are present in the hospital.

3. Monitor that all individuals providing services in which radiation sources are used have approved privileges to do so.

4. Evaluate the need for, and the impact on the hospital (space, construction, safety, etc.), from, proposed new services, equipment and diagnostic/therapeutic agents concerned with radioactivity.

C. MEETINGS

The Radiation Safety Committee shall meet as often as necessary to carry out its responsibilities, duties and authority, but not less than quarterly.  The committee shall report its findings and recommendations to the Department of Hospital Services.

SECTION 11.9.  CRITICAL CARE COMMITTEE
A. COMPOSITION

The Critical Care Committee is a standing committee and shall be composed of five (5) members of the active staff, the Director of Critical Care, the Director of NICU, and shall included representation from nursing and hospital administration.

B. RESPONSIBILITIES, DUTIES, AND AUTHORITY

The responsibilities, duties, and authority of the Critical Care Committee shall be:

1. Monitor and submit recommendations when warranted, to the appropriate department(s) regarding the quality of patient care in the intensive care unit, definitive observation unit, cardiac care unit, cardiac surgical unit and emergency room.

2. Submit recommendations for the development of clinical policies related to the critical care areas.

3. Plan for growth and development of the critical care facilities.

4. Submit recommendations to the Executive Committee for the appointment of medical directors in the following areas: Intensive Care Unit, cardiac Care Unit, Cardiac Surgical Unit and Definitive Observation Unit.

C. MEETINGS

The Critical Care Committee shall meet as often as necessary, but not less than quarterly and submit reports to the Medical Executive Committee

SECTION 11.10.  MEDICAL EDUCATION COMMITTEE
A.
COMPOSITION


The Medical Education Committee is a standing committee and shall be composed of the of at least four (4) members  of the active staff and shall include representation from hospital administration and nursing services who shall serve as ex-officio members.

B. 
RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties, and authority of the Medical Education Committee shall be:

1. Develop, plan, implement and evaluate programs of, and requirements for, continuing education that are relevant to the type and scope of patient care services delivered in the hospital, designed to keep the medical staff informed of significant new developments and new skills in medicine, and response to quality improvement findings.

2. Coordinate the various education activities.

3. Supervise the hospital’s medical library services.

4. Maintain a written record of education activities.

D. MEETINGS

The Medical Education Committee shall meet as often as required but at least quarterly.  The Medical Education Committee shall report its findings and recommendations to the Quality Resource Management Committee.

SECTION 11.11.  BIOETHICS COMMITTEE
A.
COMPOSITION


The Bioethics Committee shall be composed of at least six members of the medical staff, a clinical psychologist or psychiatrist, a social worker, a representative from nursing services, and a representative from administration.  The membership may include an attorney and/or clergyman.  All appointed members shall be able to vote on those issues that require formal approval by the Medical Executive Committee and governing board.  The Chief of Staff shall select the Chairman.  Additional individuals shall be invited to attend meetings as is appropriate for discussion of specific bioethical issues.

B.        RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties, purpose and authority of the Bioethics Committee shall be:

1. Act as a forum for discussion of bioethical problems.  It shall facilitate discussion of all aspects of cases and conflict, with an attempt to aid in the resolution of bioethical questions.  The committee may make recommendations on bioethical situations at those times when the committee believes it is appropriate.  Recommendations from the Bioethics Committee are not binding.  The committee will not function in any retrospective review capacity.

2. Development of guidelines for dealing with bioethical problems.

3. Development and/or review of institutional policies regarding care and treatment of cases presenting bioethical problems.

4. Consultation with concerned parties when bioethical conflicts occur in order to facilitate communication and provide a process for conflict resolution.

5. Education of hospital staff regarding policies and issues of bioethical nature.

6. Serve as a resource for the medical staff, nursing, and allied health staff, patients and/or families, in dealing with bioethical questions related to hospitalization and treatment.

7. Participate with professional staffs and administration at their request in the formulation of policies dealing with bioethical issues in health care.

8. Assist in the development and review of policies and procedures for generic medical/bioethical situations, i.e., documentation of decisions to withdraw or withhold specific treatment.

9. Being available on a twenty-four (24) hour basis to provide advisory assistance to physicians and their patients, nurses, and appropriate others in the hospital community in connection with ethical questions which may arise related to hospitalization and treatment of patients.

C.
ACCESS TO RECORDS

Physician members of the Bioethics Committee will be allowed access to medical records within the scope and responsibilities of the committee.

D.
MEETINGS

The Bioethics Committee shall meet as often as necessary, but at least annually, shall maintain a permanent record of its activities, and shall submit a report to the Medical Executive Committee.

E. QUORUM

A quorum shall consist of three (3) medical staff members.

SECTION. 11.12.  PHYSICIAN WELL BEING COMMITTEE
A. COMPOSITION

The Physician Wellbeing Committee shall be a standing committee of the medical staff and shall consist of at least three (3) members of the active staff appointed by the Chief of Staff. 

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Physician Wellbeing Committee shall be to:

1. Identify those medical staff members who may be impaired due to chemical dependency, mental illness, physical illness, or demonstrate behavioral problems.

2. Assist such medical staff members in obtaining necessary rehabilitation services.

3. Monitor the medical staff member’s progress in obtaining and utilizing necessary rehabilitation services.

4. The committee itself shall not have disciplinary authority.  However, the committee shall report to the Executive Committee on any impaired professional who presents a risk or potential harm to patients or any other individual and who does not acknowledge or address the problem.

C. MEETINGS

The Physician Well Being Committee shall meet as often as necessary but at least annually and shall submit reports and recommendation to the Executive Committee.

D. CONFIDENTIALITY OF RECORDS

As with any medical staff committee, all records shall be kept confidential.  General activities of the committee (e.g., educational functions) may become part of the general medical staff records.  However, any record regarding an individual physician to whom assistance is provided should be kept separately, not circulated with other medical staff records, and maintained absolutely confidential.

SECTION 11.13.  INTERDISCIPLINARY PRACTICE COMMITTEE
A. COMPOSITION

The Interdisciplinary Practice Committee shall consist of representatives from administration, patient care services, and equal numbers of medical staff members appointed by the Chief of Staff and registered nurses appointed by the chief nurse executive.  The practitioners appointed by the Chief of Staff shall include a chairman and representation from each clinical department.

B. DUTIES

The Interdisciplinary Practice Committee shall:

1. Develop provisions for maintaining clear lines of responsibilities of:

a. The nursing services for nursing care of patients.

b. The medical staff for medical staff services.

c. Other allied health professionals (AHP’s) for applicable services.

2.
Categorize AHP’s, identify functions and/or procedures which require the formulation and adoption of standardized procedures for registered nurses and other AHP’s, initiate the preparation of such standardized procedures and approve such standardized procedures.  For approval of standardized procedures, an affirmative response is required by (a) the administrator or designee, (b) a majority of the physician members of the Interdisciplinary Practice Committee, (c) a majority of the registered nurse members of the Interdisciplinary Practice Committee.  Standardized procedures shall be implemented upon approval by the Medical Executive Committee and the governing body.

3. Recommend policies and procedures for the granting of expanded rule privileges to registered nurses, whether or not employed by the facility, and of clinical privileges to all other AHP’s.  These policies and procedure, upon approval by the Medical Executive Committee and the governing body shall be administered by the Interdisciplinary Practice Committee, which shall review credentials and submit recommendations for the granting, denial and/or rescinding of such privileges to the Medical Executive Committee as specified in these bylaws.

4.
Secure recommendations, as appropriate, from members of the medical staff in the clinical field of practice under review, and from persons in the appropriate non-medical category who practice in the clinical field under review, with respect to proposed standardized procedures and applications for privileges.  Each standardized procedure shall:

a. Be in writing and show date or dates of approval including approval by the Interdisciplinary Practice Committee.

b. Specify all standardized procedure functions that registered nurses are authorized to perform and under what circumstances.

c. State all specific requirements that are to be followed by registered nurses in performing all or part of the functions covered by the particular standardized procedure.

d. Specify all experience, training or special education requirements for performance of the functions.

e. Establish a method for initial and continuing evaluation of the competence of those registered nurses authorized to perform the functions.

f. Provide for a method of maintaining a written record of those persons authorized to perform the functions which shall include keeping the names of nurses on file in the office of the nurse executive.

g. Specify the nature and scope of review and/or supervision required for the performance of the standardized procedure functions.  For example, if the function is to be performed only under the immediate supervision of a physician, that limitation must be clearly stated; if physician supervision is not required, that fact should be clearly stated.

h. Set forth any specialized circumstances under which the registered nurse is to communicate immediately with a patient’s physician concerning the patient’s condition.

i. State any limitation on settings or departments within the facility where the standardized procedure may be performed.

j. Specify any special requirements for procedures relating to patient record keeping.

k. Provide for periodic review of the standardized procedure.

C. MEETINGS

The Interdisciplinary Practice Committee shall meet as often as necessary, but at least annually, shall maintain a permanent record of its actions and proceedings, and shall submit a report to the Executive Committee.

D. QUORUM

A quorum shall consist of a minimum of three (3) physicians and three (3) registered nurses.

E. VOTE

There must be a quorum in order to vote on any matter.  Only an equal number of physicians and registered nurses may vote on any issue. 

SECTION 11.14.  UTILIZATION REVIEW COMMITTEE
A. COMPOSITION

The Utilization Review Committee is a standing committee of the medical staff and shall consist of the Chairman, and/or his/her designee(s) from the Departments of Family Practice, Medicine, OB/GYN, Surgery and members from other specialties as necessary.  Representatives from administration, nursing and patient review shall serve as ex-officio members.

B. RESPONSIBILITIES, DUTIES AND AUTHORITY

The responsibilities, duties and authority of the Utilization Review Committee shall be to:

1. Sublet to the approval of the Medical Executive Committee and governing body, establish a utilization review plan, related policies and procedures and monitoring criteria to facilitate effective utilization review.

2. Conduct utilization review, in accordance with the utilization review plan and policies and procedures, to evaluate the appropriateness of admissions to the hospital, use of medical and hospital services and all factors which may contribute to the effective utilization of hospital (appropriate level of care) and practitioner services and to determine whether under-utilization and/or over-utilization of the services provided adversely impacts on the quality of patient care as well as discharge practices.

3. Measure and analyze data collected during the review.

4. Take appropriate action to correct identified problems.

C. MEETINGS

The Utilization Review Committee shall meet at least quarterly and shall report its findings and recommendations to the Medical Executive Committee.

SECTION 11.15.  PARTICIPATION IN INTERDISCIPLINARY HOSPITAL COMMITTEES


The Chief of Staff shall appoint, with the approval of the Chief Executive Officer, physician members to certain hospital committees.  This may include the performance improvement teams, nursing quality improvement committee, ancillary quality improvement committees, and any other appropriate committee or team.

ARTICLE XII  - MEETINGS

SECTION 12.1.  GENERAL STAFF MEETINGS
A. REGULAR MEETINGS

Regular meetings of the medical staff shall be held annually.  The annual general medical staff meeting shall be the last meeting before the end of the designated medical staff term.  The agenda of such meetings shall include cumulative reports by staff officers and by committee and department chairmen of the review and evaluation of work performed.  The Chief of Staff shall preside at all general meetings of the medical staff.

B. ORDER OF BUSINESS AND AGENDA

The Chief of Staff will determine the order of business and agenda of a general staff meeting.  No new agenda items will be permitted unless they have been requested in writing with justification at least five (5) days prior to the meeting and approved by the Chief of Staff. 

C. SPECIAL MEETINGS

Special meetings of the medical staff may be called at any time by the Chief of Staff and shall be called at the written request of the chief executive officer, governing body, the Executive Committee, or at least one-fourth of the active staff members.  The Chief of Staff shall call a special meeting within seven (7) days of his receipt of written request for it. 

1. Written or printed notices stating the place, day, and hour of any special meeting of the medical staff shall be delivered, either personally or by mail, to each member of the active staff not less than three (3) days nor more than ten (10) days before the date of such meetings by or at the direction of the Chief of Staff.  If mailed, the notice of the meeting shall be deemed delivered when deposited, postage prepaid, in the United States mail, addressed to each staff member at his address as it appears in the records of the hospital.  Notice may also be sent to members of other medical staff groups who have so requested.  The attendance of a member of the medical staff at a meeting shall constitute a waiver of notice of such meeting.

2. No business shall be transacted at any special meeting exept that stated in the notice calling the meeting.

SECTION 12.2.  COMMITTEE AND DEPARTMENT MEETINGS
A. NOTICE

Medical Staff committees, departments, and clinical subsections may, by resolution, provide the time for holding regular meetings and no notice other than such resolution shall then be required.  The frequency of such meetings shall be as required by these bylaws.

B. SPECIAL MEETINGS

A special meeting of any committee, department, or clinical subsection may be called by or at the request of the chairman, Chief of Staff, or  one-third of the group’s current members.  No business shall be transacted at any special meeting except that stated in the meeting notice.

C. NOTICE OF MEETING (COMMITTEE/DEPARTMENT)

1. Notice of regular meetings may be given orally.

2. For any special meeting or any regular meeting not held pursuant to resolution, written or oral notice stating the place, day, and hour of the meeting shall be given to each member not less than five (5) days before the time of such meeting.  If mailed, the notice of the meeting shall be deemed delivered when deposited in the United States mail addressed to the member at his address as it appears on the records of the hospital, with postage thereon prepaid.

D. The attendance of a member at a meeting shall constitute a waiver of notice of such meetings.

E. EXECUTIVE SESSION

Executive Session is a meeting of  a medical staff committee which only voting medical staff committee members may attend, unless others are expressly requested by the committee to attend.  Executive session may be called by the presiding officer at the request of any medical staff committee member, and shall be called by the presiding officer pursuant to a duly adopted motion.  Executive session may be called to discuss peer review issues, personnel issues, or any other sensitive issues requiring confidentiality.

SECTION 12.3.  QUORUM
A. GENERAL STAFF MEETINGS (REGULAR OR SPECIAL)

1. The presence of one-third of the voting members of the medical staff at any regular or special meeting shall constitute a quorum for the purpose of conducting business, except for amendment to these bylaws, rules and regulations and the election of officers.

2. In the event that a quorum is not present at any regular or special meeting, those members present may meet as a subcommittee of the whole.  Any action taken by those present, acting as a subcommittee of the whole, shall be referred for ratification purposes to the next regular or special meeting called for that purpose at which a quorum is present or, in the absence of a quorum, the Chief of Staff may direct a ballot by mail with the approval of the majority present.

B. COMMITTEE MEETINGS

A quorum for a committee shall be three (3) members.

C. DEPARTMENT MEETINGS

A quorum for department meetings shall be one-fourth (1/4) of the voting (active) members.

SECTION 12.4.  MANNER OF ACTION
A. Except as otherwise specified, the action of a majority of the members present and voting at a meeting at which a quorum is present shall be the action of the group.  A meeting at which a quorum is initially present may continue to transact business notwithstanding the withdrawal of members, if any action taken is approved by at least a majority of the required quorum for such meeting.

B. Action may be taken without a meeting by a committee, department, or clinical subsection, by a writing setting forth the action so taken and signed by a majority of the members entitled to vote.

SECTION 12.5.  MEETING MINUTES
Minutes of all meetings shall be prepared by the secretary of the meetings and shall include a record of attendance and the vote taken on each matter.  The minutes shall also record a brief discussion of all problems discussed indicating any recommendations made and forwarded, conclusions reached, and actions taken.  The minutes shall be signed by the presiding officer, approved by the attendees, and forwarded to the Executive Committee and the Quality Resource Management Committee or as specified for those standing committees as noted in these bylaws.  A permanent file of the minutes of each meeting, and the actions taken without an actual meeting, shall be maintained.

SECTION 12.6.  ATTENDANCE REQUIREMENTS
A. MEETING ATTENDANCE

The meeting attendance record of each practitioner shall be maintained and made a part of his credential file.  (Refer to Active Staff Category for meeting attendance requirements.)

B. SPECIAL ATTENDANCE REQUIREMENTS

1. A practitioner whose patient’s clinical course of treatment is scheduled for discussion at a committee, department, or clinical section meeting shall be so notified in writing by the chairman of the meeting at least ten (10) days prior to the meeting.  The notification shall indicate the time and place of the meeting, a statement of the issue(s) involved and, whatever apparent or suspect deviation from standard clinical practice is involved, and the fact that the practitioner’s appearance is mandatory.

2. Failure of a practitioner to attend any meeting with respect to which he was given notice that his attendance was mandatory shall, unless excused by the Executive Committee upon a showing of good cause, result in automatic suspension of all or such portion of the practitioner’s clinical privileges as the Executive Committee may direct.  Such suspension shall remain in effect until the matter is resolved by subsequent action of the Executive Committee or of the governing body, if necessary pursuant to Articles 7 and 8.

In all other cases, if the practitioner shall make a timely request for postponement, supported by an adequate excuse that his absence will be unavoidable, such presentation may be postponed by the Chief of Staff, or by the Executive Committee if the Chief of Staff is involved, until not later than the next regular staff, committee, department, or clinical section meeting; otherwise the pertinent clinical information available shall be presented and discussed as scheduled.

SECTION 12.7.  NONVOTING EX-OFFICIO MEMBERS
Individuals serving under these bylaws as nonvoting ex-officio members of a committee shall, unless otherwise specified, have all other rights and privileges of regular members, except they shall not be counted in determining the existence of a quorum.

SECTION 12.8. MEETING AS A COMMITTEE-OF-THE-WHOLE
Notwithstanding any other provision of these bylaws, whenever the medical staff or a department meets, it shall be considered to be meeting as a committee of the whole medical staff or department respectively.

SECTION 12.9.  CONDUCT OF MEETING
All members shall follow an acceptable form of parliamentary procedure, such as Robert’s Rules of Order, in the conduct of meeting business.

ARTICLE XIII - AMENDMENT OF BYLAWS

The bylaws may be amended as necessary and to reflect current practice by a two-thirds majority vote of those active medical staff members voting by mail ballot.  In order to be valid, ballots must be returned within fifteen (15) days of receipt.  A proposed amendment must be referred to the Bylaws Committee for study and reported to the Executive Committee prior to being submitted to the active staff for approval.

Amendments so made shall be effective when approved by the governing body, which approval shall not be withheld unreasonably.

These bylaws, together with the appended rules and regulations, shall be adopted by a two-thirds majority of all active medical staff members voting by mail ballot, shall replace any previous bylaws, rules and regulations and shall become effective when approved by the governing body of the hospital.  Neither the medical staff nor the governing body may unilaterally amend the Medical Staff Bylaws or the Rules and Regulations.  The Medical Staff Bylaws, Rules, Regulations, policies and procedures shall not conflict with the governing body’s bylaws and rules.

ARTICLE XIV - GENERAL PROVISIONS

SECTION 14.1.  MEDICAL STAFF RULES, POLICIES AND PROCEDURES
The medical staff shall adopt such rules, policies and procedures as may be necessary to implement more specifically the general principles found within these bylaws, subject to the approval of the governing body.  The rules, policies and procedures shall relate to the proper conduct of medical staff organizational activities and will embody the specific standards and level of practice required of each medical staff member and other designated individuals who exercise clinical privileges or provide designated patient care services in the hospital.

Rules shall be a part of these bylaws, except that they must be recommended for approval to the active staff by the Executive Committee or at any regular medical staff meeting at which a quorum is present and without previous notice or at any special meeting on notice, by a majority vote of those present of the active medical staff.  Such change shall become effective when approved by the governing body.

Policies and procedures shall be amended by a majority vote of the Medical Executive Committee and shall become effective when approved by the governing board.

SECTION 14.2.  DEPARTMENTAL RULES AND REGULATIONS
Each department established through these bylaws shall formulate and implement rules, policies and procedures, after approval of the medical staff and governing body.  Departmental rules, policies and procedures shall be consistent with these bylaws, with the Medical Staff Rules, Policies and Procedures, and with established hospital policies, and will include standards of care and practice for department members.

SECTION 14.3. DISPUTE RESOLUTION
Providing quality medical care in this facility depends on the mutual accountability, interdependence, and responsibility of the medical staff and the governing board for the proper performance of their respective obligations.  In order to promote such mutual accountability, interdependence and responsibility, all disputes between the governing board and the medical staff relating to the medical staff’s rights of self-governance, shall be addressed and resolved in accordance with this section.  Neither the governing board nor the medical staff shall initiate any legal action relating to any matter or dispute which is subject to this section, until the provisions of this section have been fully and finally exhausted.

A.
REQUEST TO MEET AND CONFER


1.
Either the Chief Executive Officer, on behalf of the governing board, or the Chief of Staff, on behalf of the medical staff, may initiate a request to meet, confer and resolve any issue, matter, or dispute relating to the medical staff’s duties and responsibilities, or to the medical staff’s rights of self-governance, as established in applicable provisions of the California Business and Professions Code; Title 22 of the California Code of Administrative Regulations; Medicare Conditions of Participation; JCAHO standards, or other applicable law.   Without limitation, such issues, matters or disputes may involve: establishment and enforcement of criteria and standards for medical staff membership and privileges; establishment of criteria and standards related to quality assurance, utilization review, and other medical staff activities; the oversight and management of quality assurance utilization review, and other medical staff activities; peer review activities, including but not limited to focused reviews, outside reviews and credentialing; and, adoption and amendment of bylaws, rules, regulations, policies and procedures.


2.
All requests to initiate the meet and confer provisions of this section shall be submitted in writing to the Chair of the Dispute Resolution Committee, with copies delivered to the Medical Staff Office and to the non-requesting party.  The request shall describe the issue and the requesting party’s proposed resolution.

B.
GOVERNING BOARD AUTHORITY

Nothing in these dispute resolution provisions shall be construed to affect the ultimate authority of the governing board to protect quality of medical care provided in the hospital, to promote the competency of medical staff members, or to ensure the responsible governance and conduct of the business affairs of this facility.  The governing board may act to exercise such final authority based on a reasonable and good faith belief that the medical staff has failed to fulfill a substantive duty or responsibility.

C.
COMMITTEE COMPOSITION

1.
a.
The Dispute Resolution Committee shall be composed of two (2) members appointed by the governing board and two (2) members appointed by the Medical Executive Committee.  Appointees shall not include medical staff officers or committee chairs and shall not include individuals with direct administrative responsibility at the facility.  When a particular issue arises, the Chief of Staff and Governing Board Chair may mutually agree to appoint additional non-voting members to the committee, with involvement limited to participation in the committee’s review and deliberations regarding the particular issue being reviewed.  In the event that a committee member is determined to have a conflict in regard to the matter under discussion, that member may participate in the review and deliberations but may not vote on the matter.  In the event of such disqualification, the Medical Executive Committee or Governing Board, as applicable, may appoint a temporary replacement-voting member.



Whenever the committee members are unable to resolve a matter through the process described below, the four voting committee members shall appoint a fifth voting committee member from the list of approved mediators provided below to conduct Phase II of the dispute resolution process.



b.
The Governing Board and Medical Executive Committee shall maintain a list of approved mediators who may be selected to serve as the fifth committee member for the resolution of specific issues through the Phase II process.  Such approved mediators shall be individuals knowledgeable in health care, who have training or experience in mediation, and who are not members of the Medical Staff and have no professional relationship with the facility.  Use of a mediator from JAMS or the American Health Lawyers Association is recommended.


2.
COMMITTEE MEMBER TERM OF APPOINTMENT



Committee members shall be appointed within three (3) days of receipt of a request for resolution and shall serve as long as necessary to conclude the matter.


3.
COMMITTEE CHAIR

In even-numbered years the committee shall be chaired by one of the governing board-appointed members, and in odd-numbered years, the committee shall be chaired by one of the Medical Executive Committee-appointed members, as designated by the appointing body.

D.
COMMITTEE DUTIES

1.
PHASE I



a.
Receive written requests for initiation of the dispute resolution process received from the Chief Executive Officer or the Chief of the Medical Staff.



b.
Within 7 days of the receipt of a request to meet and confer, the committee, or its Chair, shall notify the designated representative of the non-requesting body of the request, inviting a written statement/response at least seven (7) days prior to the committee’s meeting.



c.
The committee shall hold such meetings as are necessary to evaluate the request.  A representative of the requesting body and a representative of the on-requesting body may be invited to attend a committee meeting to present details regarding the request, or to respond to questions regarding the request.  The committee may also determine additional information or discussion is needed in order to adequately address the issue(s) presented.



d.
The resolution reached by the committee shall be promptly communicated in writing to the Medical Executive Committee and Governing Board.


2.
PHASE II



a.
If the matter has not been resolved within ninety (90) days of receipt of the request, or such longer period to which the parties may mutually agree, a mediator/facilitator shall be selected as follows:




Three (3) random names shall be drawn from the panel of approved mediators provided for above.  The Governing Board representatives shall eliminate one (1) name and the Medical Executive Committee representatives shall thereafter eliminate one (1) name.  The remaining named individual shall be a voting member of the committee and shall serve as mediator.  The costs of the mediator shall be born equally by the Medical Staff and Governing Board.




The committee may mutually agree to engage a mediator at any earlier time.



b.
The mediator/facilitator shall be promptly appraised of all the information available to the committee.



c.
The committee shall meet within twenty (20) days with the mediator.  The resolution reached by the committee, or a report that the committee has been unable to reach a resolution, shall be promptly communicated in writing to the Medical Executive Committee and the Governing Board.



d.
The committee shall meet as often as necessary to fulfill its duties.

E.
COMMITTEE MINUTES


The committee shall maintain minutes of its activities, recommendations and actions.  The committee shall submit written reports of its activities to the Medical Executive Committee and the Governing Board.

SECTION 14.4 MEDICAL STAFF DUES
The Medical Executive Committee at its last meeting of each year shall set the annual dues of the medical staff.  The dues will be billed in January for the current calendar year and based upon staff status at that time.  A second notice will be mailed thirty (30) days after the original billing ate.  A third and final notice will be mailed by certified mail sixty (60) days after the original billing date.  If the dues are not paid within ninety (90) days of the original billing date, it will be considered a resignation from the medical staff and staff membership will automatically terminate.  There shall be no dues for members of the medical staff who are on leave of absence or Emeritus staff.

ARTICLE XV - PATIENT ADMISSION

Every patient must be admitted by a member of the medical staff in good professional and ethical standing and will remain under the primary medical care of the physician who shall be a member in good professional and ethical standing of the medical staff with appropriate clinical privileges.

APPROVED

Chairman, Bylaws Committee





Date

Chairman, Medical Executive Committee


Date


                                                                   February 27, 2006

 Chairman, Governing Board





Date
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