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OF WHITTIER HOSPITAL MEDICAL CENTER
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PREAMBLE

These bylaws are adopted to provide for the organization of the Medical Staff of Whittier Hospital Medical Center, to provide a framework for self-government in order to permit the medical staff to discharge its responsibilities in matters involving the quality of medical care, and to govern the orderly resolution of those purposes. These bylaws provide the professional and legal structure for medical staff operations, organized medical staff relations with the Governing Board, and relations with appli​cants, members of the medical staff, and others who exercise clinical privileg​es.  The organized medical staff both enforces and complies with the Medical Staff Bylaws. 

These bylaws recognize that the organized medical staff has the authority to establish and maintain patient care standards, including full participation in the development of hospital-wide policy, involving the oversight care, treatment, and services provided by members and others in the hospital.  The medical staff is also responsible for and involved with all aspects of delivery of health care within the hospital including, but not limited to, the treatment and services delivered by practitioners credentialed and privileged through the mechanisms described in these bylaws and the functions of credentialing and peer review.

These bylaws acknowledge that the provision of quality medical care in the hospital depends on the mutual accountability, interdependence, and responsibility of the medical staff and the hospital Governing Board for the proper performance of their respective obligations. 

DEFINITIONS
1.
"ALLIED HEALTH PROFESSIONAL" means the organization of those Allied Health Professionals both Independent and Dependent Practi​tioners either holding clinical privileges or providing patient care ser​vices under supervision with a job description in the hospi​tal setting.

 2.
"AUTHORIZED REPRESENTATIVE" or "HOSPITAL'S AUTHORIZED REPRE​SENTA​TIVE" means the individual designated by the hospital and ap​proved by the Medical Executive Committee to provide information to and request informa​tion from the National Practitioner Data Bank according to the terms of these bylaws.

 3.
"CHIEF EXECUTIVE OFFICER" means the administrator appointed by the Governing Board to act on its behalf in the overall manage​ment of the hospital.

4.
"CHIEF OF STAFF" means the chief officer of the medical staff elected by members of the medical staff.

 5.
"CLINICAL PRIVILEGES" or "PRIVILEGES" means the permis​sion granted to provide patient care services and includes access to those hospital resources, including equipment, facilities and hospital personnel which are necessary to effectively exer​cise those privileges.  

 6.
"CLOSED MEETING" means any meeting, or portion of any meet​ing, of any committee, division, or department of the medi​cal staff at which privileged and/or confidential informa​tion regard​ing quality assessment and improvement and/or peer review is present​ed or discussed.  All other meetings are open.

 7.
"DEPENDENT​ PRACTITIONER" means an appropriately licensed or certified health care practitioner whose licen​sure or certifica​tion does not permit, and/or the hospital does not authorize the indepen​dent exercise of clinical privileges.  

8. "GOVERNING BOARD" means the governing body of the hospital.

 9.
"HOSPITAL" means Whittier Hospital Medical Center.

10.
"INDEPENDENT PRACTITIONER" means a non-medical staff member whose licensure or certification permits, and the hospital authorizes, the provision of patient care services without direction or supervision and within the scope of individually delineated clinical privileges.

11.
"INVESTIGATION" means a process specifically initiated by the Medical Executive Committee to investigate a concern or complaint raised about a member of the Medical Staff or an Independent Practitioner and make recommendations as appropriate and does not in​clude activity by the Medical Staff Assistance Commit​tee.

12.
"MEDICAL ADMINISTRATIVE OFFICER" means a physician engaged by the hospital on a full-time or part-time basis to perform duties, which, although partially administrative, may include clinical responsi​bilities.

13.
"MEDICAL EXECUTIVE COMMITTEE" means the committee of the medical staff, which shall constitute the governing body of the medical staff as described in these bylaws.

14.
"MEDICAL STAFF" means the organization of those medical physicians, osteo​pathic physicians, dentists and podia​trists who have been granted recognition as members of the medical staff pursuant to the terms of these by​laws.

15.
"MEDICAL STAFF YEAR" means the period from January 1 through December 31.

16.
"MEMBER" unless otherwise expressly limited, means any medical physician, osteopathic physician, dentist or podia​trist holding a current license to practice within the scope of his or her licensure who is a member of the medical staff.

17.
"MONTHLY", when referring to meetings, means at least ten (10) times per year.

18.
"PHYSICIAN" means an individual with an M.D. or D.O. degree who is currently licensed to practice medicine.

19.
"PRACTITIONER" means those individuals who are members of either the Medical or Professional staff of Whittier Hospi​ta​l Medical Center.

20.
"RESPONSIVE ACTION" means an action taken by the Medical Executiv​e Committee as a result of investigation, including, but not limited to, actions, which create a right to a hear​ing pursu​ant to the terms of these bylaws.

ARTICLE I

 NAME
The name of the organization shall be the "MEDICAL STAFF OF WHITTIER HOSPITAL MEDICAL CENTER."
ARTICLE II

MEDICAL STAFF MEMBERSHIP

2.1
NATURE OF MEMBERSHIP

No physician, dentist, or podiatrist including those in a medical administrative position by virtue of a contract with the hospital, shall admit or provide medical or health-related services to patients in the hospital unless the physician is a member of the medical staff or has been granted temporary privileges in accordance with the procedures set forth in these bylaws.  Appointment to the medical staff shall confer only such clinical privileges and prerogatives as have been granted in accor​dance with these bylaws.
2.2
QUALIFICATIONS FOR MEMBERSHIP

2.2-1
GENERAL QUALIFICATIONS


Only those physicians, dentists, and podiatrists who:

a.
provide documentation from organizations recognized by the American Medical Association, American Osteopathic Association, American College of Graduate Medical Education or the state’s medical society that demonstrates (1) current licensure, (2) adequate experience, education and training to exercise the privileges which they seek, (3) current profes​sional competence in the exercise of the privileges which they seek, (4) good judg​ment and (5) adequate physical and mental health status relative to the privileges re​quest​ed, so as to demonstrate to the satisfaction of the medical staff that they are professionally and ethically competent and that patients treated by them can reason​ably expect to receive quality medical care;

b.
meet the criteria for membership in at least one de​part​ment of the medical staff;

c.
are determined (1) to adhere to the ethics of their respective professions, (2) to be able to work coopera​tively with others so as not to adversely affect pa​tient care, (3) to keep as confidential, as required by law, all information or records re​ceived through the physi​cian/patient relationship, (4) to be willing to partici​pate in and properly discharge those responsi​bilities determined by the medical staff, and (5) to be willing to keep confidential and discuss only within established Medical Staff Committees the proceedings of such medical staff activities related to Quality As​sessment and Improvement and Peer Review activities;

d.
maintain in force professional liability insurance covering the exercise of all requested privileges, in not less than $1 million per occurrence and $3 million in aggregate. Professional liability insurance must be held with an insurance carrier ap​proved by the State Insurance Commissioner, to conduct business in the State of California, or the practitio​ner may demonstrate membership in a physician's cooper​ative as defined in Section 1280.7 of the California Insurance Code with the same minimum amounts of cover​age as determined by the Medical Executive Committee;

e.
each member of the medical staff or applicant there​to, shall certify in writing at the time of applica​tion, and provide ongoing documentation as required by the Medical Executive Committee, that he or she pos​sesses profession​al liability insur​ance.  Such certification shall include the name of the carrier, the period of coverage, assur​ance that the coverage can be reduced or canceled only after notification to the Hospital and, if re​ques​ted by the Medical Executive Committee, a certi​fied or photostat of the face sheet of his or her policy evidencing such coverage, or the entire policy if requested;

f.
each member or applicant shall  report within ten days in writing to the Medical Executive Committee, any actual or proposed reductions, restrictions, can​cellation or termination of the required profes​sional liability coverage, or change in insurance carrier; and

g.
in the event of a failure to maintain such profes​sional liability insurance as required above, a practi​tioner's clinical privileges shall be auto​matically, immediately suspended and shall remain suspended until the practi​tioner shall provide to the Medi​cal Executive Committee evidence of coverage or insurance as required herein.  Failure to provide such coverage within ninety (90) days after the date of suspension, shall be deemed to be a voluntary withdrawal from the medical staff.  At the discretion of the Medical Executive Committee, a practitioner may be permitted to continue to provide clinical services for those patients, which he/she currently has in the hospital.

2.3
EFFECT OF OTHER AFFILIATIONS

No person shall be entitled to membership in the medical staff or to exercise any clinical privilege merely because that person holds a certain degree, is licensed to practice in this or any other state, is a member of any professional organiza​tion, is certified by any clinical board, or because such person had, or presently has, staff membership or privileges at any health care facility.  

2.4
NONDISCRIMINATION

No aspect of medical staff membership or particular clini​cal privileges shall be denied on the basis of age, sex, race, creed, color, handicap unrelated to the ability to fulfill patient care and required staff obligations, national origin or on the basis of any criteria unrelated to the delivery of quality patient care in the hospital, to profes​sional quali​fi​ca​tions, to the hospital's purposes, needs, and capabili​ties or to community need.  
2.5
BASIC RESPONSIBILITIES OF MEDICAL STAFF MEMBERSHIP

Except for the honorary staff, the ongoing responsibilities of each member of the medical staff in​clude:

a.
providing patients with the quality of care meeting the professional standards of the medical staff of this hospital;


b.
abiding by the Medical Staff Bylaws, and Rules and Regula​tions;

c.
discharging in a responsible and cooperative manner such reasonable responsibilities and assignments im​posed upon the member by virtue of medical staff mem​bership, including committee assignments;

d.
preparing and completing in timely fashion, medical records for all the patients to whom the member pro​vides care in the hospital;

e.
abiding by the lawful ethical principles of  profes​sional and specialty associa​tions, as applicable;

f.
participating in any medical staff approved educational programs for medical students, interns, resident physi​cians and resident dentists, al​though members who choose not to participate in professional graduate education programs shall not be subject to denial or limitation of privileg​es for that reason alone;

g.
working cooperatively with members, nurses, hospital administration and others so as not to adversely affect patient care;

h.
making appropriate arrangements for coverage for his or her patients as determined by the medical staff;


i.
refusing to engage in improper inducements for patient referral;

j.
participating in continuing education programs as determined by the medical staff;

k.
discharging such other staff obligations as may be lawfully established from time to time by the medical staff or Medical Executive Committee; 

l. providing information to and/or testifying on behalf of the medical staff or an 
accused practitioner regarding any matter under an investigation pursuant to 
paragraph 6.1.3, or which is the subject of a hearing pursu​ant to Article VII;

m.
responding in a timely manner to all notices or re​quests made by a peer review body of the medical staff.  Such requests may include requests for information, clarifica​tion of information or a request for personal appearance by the practitioner at a specific peer review meeting; and

n.
participation in any emergency services "on call" panel or consultation panel as may be required by the Medical Executive Committee; and


Each non-medical staff member who exercises any clinical privilege shall also be obligated to meet each of these responsibilities and other provisions of Article II.

2.6
BEHAVIOR


Members of the medical staff and others holding clinical privileges shall demon​strate a willingness and capability based on current behavior and evidence of performance:

a.
to work with and relate to other staff members, mem​bers of other health disciplines, hospital manage​ment and employ​ees, visitors and the community in general in a coop​erative, profes​sional, non-disruptive manner that is essen​tial for maintaining a hospital environment appropriate to quality and efficient pa​tient care; and,

b.
to dis​charge the basic obligations of medical staff member​ship and to partic​ipate equita​bly in the dis​charge of staff obligations appro​priate to staff mem​bership category.

2.7
HARASSMENT
Harassment by a medical staff member against any individual (e.g against another medical staff member, house staff, hospital employee or patient) on the basis of race, religion, color, national origin, ancestry, physical disability, mental disabili​ty, medical disabili​ty, marital status, sex or sexual orientation shall not be tolerated. 

“Sexual harassment” is unwelcome verbal or physical conduct of a sexual or gender-based nature, which may include verbal harassment (such as epithets, derogatory comments or slurs), physical harassment (such as unwelcome touching, assault, or interference with movement or work), and visual harassment (such as the display of derogatory cartoons, drawings, or posters). 

Sexual harassment includes unwelcome advances, request for sexual favors, and any other verbal, visual, or physical conduct of a sexual nature when (1) submission to or rejec​tion of this conduct by an individual is used as a factor in decisions affecting hiring, evaluation, retention, promo​tion, or other aspects of employment, or (2) this conduct substantially interferes with the individual's employment or creates an intimidating, hostile, or offensive work environ​ment.  Sexual harassment also includes conduct, which indi​cates that employment and/or employment benefits are condi​tioned upon acquiescence in sexual activities.

All allegations of sexual harassment shall be immediately investigated by the Department Chairman, Chief of Staff or designee and, if confirmed, will result in appropriate corrective action, from reprimands up to and including termination of medical staff privileges or membership, if warranted by the facts.

ARTICLE III

CATEGORIES OF THE MEDICAL STAFF

3.1
CATEGORIES

The categories of the medical staff shall include the following: Active, Courte​sy, Consulting, Provisional, Affiliate, Associate, Honorary and Temporary.  At the time of app​ointment and each reappointment, the member's staff category shall be deter​mined.

3.2
ACTIVE STAFF

3.2-1
QUALIFICATIONS

The active staff shall consist of members who:

a.
meet the general qualifications for membership set forth in Section 2.2;

b.
have offices or residences which, in the opinion of the Medical Executive Committee, are located closely enough to the hospital to provide appropri​ate continuity of quality care;

c.
are involved in at least 20 patient care activities per two (2) year period.  These may consist of admissions, assisting at surgeries, consultations, and/or other patient care procedures, although exceptions to this requirement may be made for good cause by the Medical Executive Committee; and

d.
have satisfactorily completed their designated term in the provisional staff category appointment.

3.2-2
PREROGATIVES
Except as otherwise provided, the prerogatives of an active staff member shall be:

a. may apply for admitting privileges and exercise other clinical privileges which are granted to the member

pursu​ant to Article V;

b.
attend and vote on matters within the scope of the member's licensure and scope of privileges which are presented at general and special meetings of the medi​cal staff or any meeting of any department, divi​sion or committee of which he or she is a member; 

c.
hold any staff, department or division office for which the member is quali​fied; and

d.
Serve as a voting member on any committee to which he or she is duly appointed or elected by the medical staff or duly authorized representative thereof.  Voting shall be only on issues within the member's scope of licen​sure.

3.2-3
RELINQUISHMENT OF ACTIVE STAFF STATUS
The failure of an active staff member to meet the require​ments of Section 3.2-1(a-c) shall be deemed a voluntary relinquish​ment of active staff status and the member shall automatically be transferred to the appropriate staff cate​gory, if any, for which the member is eligible.  In the event that the member is not eligible for any other catego​ry, his or her medical staff membership shall automatically terminate.  No such transfer or termination shall be subject to the provisions of Article VII. 

3.3
COURTESY STAFF
3.3-1
QUALIFICATIONS

The courtesy staff shall consist of members who:

a.
meet the general qualifications for membership set forth in Section 3.2-1(a and b);

b.
are involved in not more than twenty (20), but at least four (4), direct patient care activities including admissions, assisting in surgeries, consultations, or other patient care procedures per two (2) years, al​though exception to this requirement may be made for good cause by the Medical Executive Committee.

c.
are members in good standing of the active medical staff of another California licensed hospital, although exceptions to this requirement may be recommended by the Medical Executive Committee for good cause; and

d.
have satisfactorily concluded provisional staff status at this hospital as set forth in Section 3.5.

3.3-2
PREROGATIVES

Except as otherwise provided, the prerogatives of a courtesy staff member shall be:

a.
may apply for admitting privileges and exercise those clinical privi​leges which are grant​ed pursuant to Article V, within the limitation of Section 3.3-1(b) and

b. may attend, in a nonvoting capacity, general and spe​cial meetings of the medical staff and open committee meetings and educa​tional programs of any department or division of which he or she is a member.  Courtesy staff members shall have no right to vote at such meetings except within commit​tees when the right to vote is specified at the time of appointment and shall not be eligible to hold any medical staff, department or division office.

3.3-3
RELINQUISHMENT OF COURTESY STAFF STATUS
The failure of a Courtesy staff member to meet the require​ments of Section 3.3-1 (a-c) shall be deemed a voluntarily relinquishment of courtesy staff status and the member shall automatically be transferred to the appro​priate staff cate​gory, if any, for which the member is eligible. In the event the member is not eligible for any other category, his or her medical staff mem​bership shall automatically terminate. No such transfer or termination shall be subject to the provi​sions of Article VII.

3.4.
CONSULTING STAFF
3.4-1
QUALIFICATIONS

Any member of the medical staff in good standing may consult in his or her area of expertise; however the consulting medical staff shall consist of such practitio​ners who:

a.
are not otherwise members of the medical staff and meet the general qualifications set forth in Section 2.2;

b.
are involved in at least two (2) patient care activi​ties per two year period, as defined in Section 3.2-1(c); although exception to this requirement may be made for good cause by the Medical Executive Committee;

c.
are members of the active medical staff at another hospital licensed by California or another state, although exceptions to this requirement may be made by the Medical Executiv​e Committee for good cause;

d.
have satisfactorily completed appointment in the provi​sional catego​ry; and

e.
are willing and able to come to the hospital on sched​ule or promptly respond when called to render clinical services within their area of competence.

3.4-2
PREROGATIVES

The consulting medical staff member:

a.
shall neither admit nor provide primary care to pa​tients but may otherwise exercise such clinical privi​leges as are granted pursuant to Article V; and

b.
may attend, in a nonvoting capacity, general and spe​cial meetings of the medical staff and open committee meetings and educational programs of any department or division of which he or she is a member. Consulting staff members shall not be eligible to hold any medical staff, depart​ment or division office.

3.4-3
RELINQUISHMENT OF CONSULTING STAFF STATUS
Consulting staff members who do not meet the requirements of Section 3.4-1(b) shall be deemed to have voluntarily relin​quished Consulting Staff status and shall be automatically transferred to the appro​priate staff category, if any, for which the member is eligible.  In the event the mem​ber is not eligible for any other category, his or her medical staff member​ship shall automatically terminate.  No such transfer or termination shall be subject to the provisions of Article VII.

3.5
PROVISIONAL STAFF

3.5-1
QUALIFICATIONS


The provisional staff shall consist of members who:

a.
meet the general medical staff membership qualifi​ca​tions set forth in  Section 2.2;

b. meet the requirements set forth in either Section 3.2-1(b), Section 3.3-1(c) or Section 3.4-1 (c) and (e); 

c. meet the requirements of Section 3.2-1(b) if they are applying for Active or Courtesy Staff; and 

d. immediately prior to their application and appointment were not members, or were no longer members, of this medical staff.

3.5-2
PREROGATIVES

The provisional staff member shall be entitled to:

a.
exercise such clinical privileges as are granted pursu​ant to Article V; and

b.
attend, in a nonvoting capacity, general and special meetings of the medical staff, committee meetings and educational programs of any department or division of which he or she is a member.  Provisional staff members shall not be eligible to hold any medical staff department or division office, but may serve upon committees.

3.5-3
OBSERVATION OF PROVISIONAL STAFF MEMBER
Each provisional staff member shall undergo a period of observation by designat​ed monitors as described in Section 5.3.  The observation​ shall be to evalu​ate the member's (1) proficiency in the exercise of clini​cal privileg​es initially granted and (2) overall eligibility for continued staff mem​ber​ship and advance​ment within staff catego​ries.  Observa​tion of pro​visional staff members shall follow a format as may be established in the General Medical Staff rules and regula​tions and further defined in the department or divi​sion rules and regulations. Such observation must include concur​rent observation and proctor​ing, however, retrospec​tive chart review may also be utilized.  Appro​priate observa​tion and proctor​ing records shall be maintained and results of the observation and proctoring shall be communicated by the depart​ment chairper​son to the Creden​tials Committee.  

3.5-4
CONCLUSION OF PROVISIONAL STAFF STATUS
A member shall remain in the provisional status for a period of a minimum of six (6) months but no longer than one year unless the status is extended by the Medical Executive Committee for good cause pursuant to Section 5.3-2.  Recommen​dations for ad​vancement from provi​sional status shall be made by the department chairper​son to the Creden​tials Com​mittee.

3.5-5
ACTION AT CONCLUSION OF PROVISIONAL STAFF STATUS

a.
If the provisional staff member has satisfactorily demonstrat​ed his or her ability to exercise the clini​cal privileges initially granted and otherwise appears qualified for continued medi​cal staff member​ship, the member shall be eligible for placement in the active, consulting, or courte​sy staff, as appropriate, upon recommen​dation of the Medical Executiv​e Com​mittee.

b.
Advancement from provisional to another medical staff category does not exclude the possibility of continued proctoring requirements related to specific clinical privileges.  Recommendations related to specific con​tin​ued proctoring requirements shall be made by the depart​ment chairperson to the Credentials Committee and acted upon by the Medical Executive Committee.

c.
Failure to satisfactorily conclude provisional staff status shall be governed by the provisions of Section 5.3-2.

3.6
AFFILIATE STAFF

3.6-1
QUALIFICATIONS

The affiliate staff shall consist of members who:


a.
meet the general medical staff membership qualifications set forth in Section 2.2;

 
b.
fit into one of the following categories: 

1. Are required by contractual obligation to belong to the Whittier Hospital Medical Staff and who refer patients in the hospital.

2. Have very limited hospital experience, but would like to follow patients without admitting or direct clinical management of patients. 


3.6-2
PREROGATIVES
Except as otherwise provided, the prerogatives of an affiliate staff member shall be: 



a.
exercise such clinical privileges as are specifically granted. 

b.
may attend, in a nonvoting capacity, general and spe​cial meetings of the medical staff and open committee meetings and educa​tional programs of any department or division of which he or she is a member.  Affiliate staff members shall have no right to vote at such meetings except within commit​tees when the right to vote is specified at the time of appointment and shall not be eligible to hold any medical staff, department or division office.

3.6-3
RELINQUISHMENT OF AFFILIATE STAFF STATUS
The failure of an Affiliate staff member to meet the require​ments of Section 3.6-1 (a-b) shall be deemed a voluntarily relinquishment of Affiliate staff status and the member shall automatically be transferred to the appro​priate staff cate​gory, if any, for which the member is eligible. In the event the member is not eligible for any other category, his or her medical staff mem​bership shall automatically terminate. No such transfer or termination shall be subject to the provi​sions of Article VII.

3.7
ASSOCIATE STAFF

3.7-1
QUALIFICATIONS

The Associate staff shall consist of members who: 

a.
meet the general medical staff membership qualifications set forth in Section 2.2;

b.
provide coverage in lieu of another physician who uses the hospital regularly;

c.
have special expertise which is under-represented at Whittier Hospital, as determined by the Medical Executive Committee. 

3.7-2
PREROGATIVES 

Except as otherwise provided, the prerogatives of an associate staff member shall be: 

a.
exercise such clinical privileges as are specifically granted. 


b.
may attend, in a nonvoting capacity, general and special meetings of the medical staff and open committee meetings and educational programs of any department or division of which he or she is a member.  Associate staff members shall have no right to vote at such meetings except within committees when the right to vote is specified at the time of appointment and shall not be eligible to hold any medical staff, department or division office. 


c.
members in good standing of the active medical staff of another California licensed hospital, although exceptions to the requirement may be recommended by the Medical Executive Committee for good cause. 

3.7-3
RELINQUISHMENT OF ASSOCIATE STAFF STATUS

The failure of an associate staff member to meet the require​ments of Section 3.7-1 (a-c) shall be deemed a voluntarily relinquishment of associate staff status and the member shall automatically be transferred to the appro​priate staff cate​gory, if any, for which the member is eligible. In the event the member is not eligible for any other category, his or her medical staff mem​bership shall automatically terminate. No such transfer or termination shall be subject to the provi​sions of Article VII.

3.8
HONORARY STAFF

3.8-1
QUALIFICATIONS

The honorary staff shall consist of physicians, den​tists, and podiatrists who are retired or who do not ac​tively practice at the hospi​tal but are deemed deserving of member​ship by virtue of their out​standing reputation, noteworthy contribu​tions to the health and medical sciences and their previous long-standing ser​vice to the hospital, and who continue to exem​plify high standards of profes​sional and ethical conduct.

3.8-2
PREROGATIVES
Honorary staff members are not eligible to admit patients to the hospital or to exercise clinical privileges in the hospital, or to vote or hold office, but they may serve upon committees with or without vote at the discretion of the Medical Executive Committee.  They may attend general and special medical staff meetings, open committee meetings and educational programs.

3.9
TEMPORARY STAFF
3.9-1
QUALIFICATIONS
The temporary staff shall consist of physicians, den​tists, and podiatrists who do not actively practice at the hospi​tal but are impor​tant resource individu​als for medi​cal staff performance improvement and peer review.  Such persons shall be quali​fied to perform the functions for which they are made tempo​rary mem​bers of the staff.


3.9-2
PREROGATIVES
Temporary medical staff members who are appointed to engage in Performance improvement and peer review activi​ties without clinical privileges shall be enti​tled to attend all meetings of committees to which they have been appointed for the limited purpose of carrying out performance improvement and peer review func​tions.  They shall have no privileges to perform clini​cal services in the hospital.  They may not admit patients to the hos​pital, or hold office in the medical staff organi​zation.  They may, however, serve on desig​nated com​mittees with or without vote at the discretion of the Medi​cal Execu​tive Committee.  They may at​tend other medical staff meetings only upon invita​tion.

3.9-3   TERM

Member​ship on the Temporary medi​cal staff shall be time limited and the exact duration of membership shall be speci​fied at the time of appoint​ment to the Temporary medical staff.  Appointment to the Temporary Staff shall be time limited and shall be approved by the Medical Executive Committee.

3.10
LIMITATION OF PREROGATIVES

The prerogatives set forth under each membership category are general in nature and may be subject to limitation by special conditions attached to a par​ticular membership, by other sections of these bylaws, or by the medical staff Rules and Regulations or the Rules and Regulations of a department or division.

3.11
GENERAL EXCEPTIONS TO PREROGATIVES

Regardless of the category of membership, members shall only exercise those privileges, and shall only have the right to vote on those matters, within the scope of their licen​sure.  In the event of a dispute over voting rights, the issue shall be determined by the chairperson of the meeting, subject to final decision by the Medical Executiv​e Committee.

3.12
MODIFICATION OF MEMBERSHIP CATEGORY

On its own, upon recommendation by the Credentials Commit​tee, or pursuant to a request by a member under section 4.6-1(b), or upon direction of the Governing Board as set forth in Section 6.1-6, the Medical Executive Committee may recom​mend a change in the medical staff category of a member consistent with the requirements of the bylaws.

ARTICLE IV

APPOINTMENT AND REAPPOINTMENT

4.1
GENERAL PROVISIONS AND APPLICATION OF ARTICLE

No person shall exercise clinical privileges in the hospital unless and until that person applies for and receives ap​pointment to the medical staff or is otherwise granted privileges as set forth in these bylaws.  By applying to the medical staff for appointment or reappoint​ment, applying for clinical privileges (or, in the case of members of the Honorary Staff, by accepting an appoint​ment to the catego​ry), the applicant acknowledges responsibility to review these bylaws and Rules and Regula​tions, be bound by them, and agrees that throughout any period of membership he or she will comply with the responsibilities of medical staff membership and with the bylaws, rules and regulations, and policies of the medical staff as they exist and as they may be modified from time to time.  Appointment to the medical staff shall confer on the appointee only such clinical privileges as have been granted in accordance with these bylaws.  For the purpose of this Article the term "member" shall include "applicant" and "Allied Health Professional" as applicable under the circumstances, unless otherwise stated.

Practitioners, who have a contract 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 contract, such practitioners shall achieve staff membership and clinical privilege delineation through the same procedure as is required for other medical staff members.  The right to the hearing and appeal procedures under these bylaws shall only apply if an action is taken or recommended which must be reported pursuant to California Business and Professional Code, Section 805, or if the practitioner’s clinical privileges which are independent of the practitioner’s contract are also terminated, removed, or suspended. 

4.2
BURDEN OF PRODUCING INFORMATION


In connection with all applications for appointment, reap​pointment, advancement or transfer, the applicant shall have the burden of producing sufficient informa​tion to permit an adequate evalua​tion of the applicant's qualifications and suitability for the clinical privileges and staff category requested, to resolve any reasonable doubts about these matters, and to satisfy any request for such informa​tion.  This burden may include submission to a medical examination, which may include blood or other chemical analysis and/or a psychological examination as deemed appropriate by the Medical Executive Committee and Governing Board.  Any such examina​tion shall be at the applicant's expense and shall be performed by a physician approved by the Medical Execu​tive Committee.  The applicant's failure to produce informa​tion shall render the applica​tion incomplete and it shall not be acted upon.  This same burden of producing information rests with any practitioner required to produce information as part of an authorized medical staff peer review activity.  Failure of a practitioner to produce required information related to an authorized medical staff peer review activ​ity, in a timely manner shall result in automatic suspension of all clinical privileges until such time as the required informa​tion has been provided.

4.3
APPOINTMENT AUTHORITY

Appointments, denials and revocations of appointments to the medical staff shall be made as set forth in these bylaws, but only after there has been a recommen​dation from the medical staff, or as set forth in Section 6.1.6.

4.4
DURATION OF APPOINTMENT AND REAPPOINTMENT

Except as otherwise provided in these bylaws, initial ap​pointments and reappoint​ments to the medical staff and/or renewal of clinical privileges shall be for a period of up to two (2) years.

4.5
APPLICATION FOR INITIAL APPOINTMENT AND REAPPOINTMENT
4.5-1
MEDICAL STAFF APPLICATION FOR INITIAL APPOINTMENT AND REAPPOINTMENT

Medical Staff application forms shall be approved by the Medical Executiv​e Commit​tee and shall be com​pleted by ini​tial applicants for medical staff member​ship and/or privileges, and by those individuals seeking reap​pointment to the medical staff and/or renewal or revision of clinical privi​leges.  Upon receipt of a complete medical staff application, all information is verified through primary source documents whenever feasible. The medical staff application is a peer review and evaluation form and, an official record of the Credentials Committee of the medical staff.  These forms shall require detailed information which shall in​clude, but not be limited to, information concerning:

a.
postgraduate training, including the name of each institution, degrees grant​ed, programs completed, dates attended and names of practitioners responsi​ble for the applicant's performance;

b.
specialty or subspecialty board certification, recerti​fication and eligibility; 

c.
the applicant's qualifications, including, but not limited to, professional training and experience, current licensure, current DEA registration, certifica​tion of CPR training, where appropriate and as speci​fied in depart​ment/division rules and regula​tions and continuing medi​cal education information in the amount required by the Medical Board of California or the Osteopathic Medical Board of California and related to the clinical privileges to be exercised by the applicant;

d.
the membership staff category and clinical privileges sought by the applicant;

e.
health impairments, if any, affecting the applicant's ability in terms of skill, attitude or judgment to perform professional and medical staff duties fully and including information regarding the ability to perform all procedures and other privileges requested with or without reasonable accommodations, according to accept​ed standards of professional performance without posing a direct threat to patients;

f.
peer references from individuals famil​iar with the applicant's professional competence and ethical charac​ter;

g.
the practitioner's professional liability insurance coverage for the clinical privileges sought to be exercised;

h.
the existence and circumstances of any professional liability complaint, claim or other cause of action that has been lodged against the practitio​ner, and the status or outcome of each such matter, including all final judgments and/or settlements involving the prac​titioner;

i.
the existence and circumstances of any past or pending professional disciplinary action or investigation involving the practitioner including the status or outcome of each such matter;

j. any voluntary or involuntary termination of medical staff membership or volun​tary or involuntary limita​tion, reduction, or loss of any clinical privi​lege at any other hospital or health care facility; 

k.
any prior or pending government agency or third party proceeding or litiga​tion challenging or sanctioning the practitioner's admission, treat​ment, discharge, billing, collection, or utilization practices, including but not limited to Medicare and Medi-Cal fraud and abuse proceedings, convictions, and or settlements; and

l. any prior or pending challenge to any licensure or registration, or the volun​tary or involuntary relin​quishment of any such licensure or registration and the status or outcome of each such matter.


Each medical staff application shall be in writing submitted on the prescribed form with all provisions completed, or accompanied by an explanation of why answers are unavailable, and signed by the applicant.  The application will state that any signifi​cant misrepresentation or omission shall be grounds for immediate denial, termina​tion, revoca​tion and/or suspension of the applicant's medical staff membership and/or clinical privileges.  A non-refundable application fee must accompany the application.  Each medi​cal staff application shall be a confidential peer review document of the medical staff.  Each completed medical staff application shall be delivered to the Medical Staff Office for action in accordance with these Bylaws.

4.5-2 EFFECT OF MEDICAL STAFF APPLICATION

By submitting a medical staff application, each applicant:

a.
signifies his or her willingness to appear for inter​views in regard to the application;

b.
authorizes consultation with others who may have infor​ma​tion bearing on his or her competence, qualifications and performance, and authorizes such individuals and organizations to candidly provide all such informa​tion;

c.
consents to inspection of any and/or all records and documents that may be material to an evaluation of his or her qualifications, and ability to exercise the clinical privileges requested, and autho​rizes all individuals and organizations in custody of such re​cords and documents to permit such inspection and copy​ing;

d.
consents to any requested medical or psychological examination and the inspection of the records of any such examination including blood, urine or other bio​logical testing or other physiological testing;

e.
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;

f.
releases from any liability, to the fullest extent permitted by law, all individu​als and organizations who provide information regarding the applicant, including otherwise confidential information;

g.
consents to the disclosure to other hospitals, medical associations, licens​ing boards, and other similar organizations any information regarding his or her 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 full​est extent permitted by law;

h.
if a requirement then exists for medical staff dues, acknowledges respon​si​bility for timely payment;


i.
pledges to provide for continuous quality care for his or her patients;

j.
pledges to maintain an ethical practice, including re​frain​ing from illegal inducements for patient refer​ral and fee splitting;

k.
agrees to provide continuous care for his or her pa​tient​s, seek consultation whenever necessary, and refrain from delegating patient care responsibility to non-qualified or inadequately supervised practitio​ners;

l.
consents to the review and inspection of records and documents relat​ed to the individuals clinical and/or techni​cal skills and the review of records and document​s related to quali​ty assessment and improve​ment and/or peer review activities;

m.
agrees to fully cooperate with all medical staff peer review and/or performance improvement processes including providing all information as requested and appearing for interviews if requested; and

n.
agrees to notify the medical staff immediately regard​ing any change in professional licensure or certifica​tion, or any change in privileges, staff category or staff status, at any health care facility.

4.5-3
DEPARTMENT ACTION

After receipt of the medical staff appli​cation, the appro​priate department chairperson shall review the appli​ca​tion and supporting documenta​tion, and may conduct a per​sonal interview with the applicant at his or her discre​tion. The chairper​son of the department shall evaluate all matters deemed rele​vant to a recom​menda​tion, including information con​cerning the ap​plicant's clinical judgment, provi​sion of services within the scope of privi​leges granted, the individual's clinical and/or technical skill as indicated by the results of Performance Improvement activities, and shall report to the Creden​tials Committee chair​person a recom​menda​tion as to appoint​ment and, if appoint​ment is recom​mended, as to membership catego​ry, depart​ment and division affilia​tion, clinical privi​leg​es to be grant​ed, and any spe​cial condi​tions to be attached.  Action on an individual’s application for appointment or initial clinical privileges is withheld until the above noted information is available and verified. The Department Chair​person may, with cause, also defer action on the applicant.

4.5-4
CREDENTIALS COMMITTEE ACTION
The Credentials Committee shall review the application, evaluate and verify the supporting documentation, the de​partment chairperson's recommenda​tion, and other relevant infor​mation. The Credentials Committee may elect to inter​view the applicant and seek addition​al information. As soon as practica​ble, the Creden​tials Committee shall transmit to the Medical Execu​tive Committee a written report and its recommendations as to appointment and, if appointment is recommended, as to membership category, department and division affiliation, clini​cal privileges to be granted, and any special condi​tions to be attached to the appointment. 

The committee may also recommend that the Medical Executiv​e Committee defer action on the applica​tion.

4.5-5
MEDICAL EXECUTIVE COMMITTEE ACTION

At its’ next regular meeting after receipt of the Credentials Committee report and recommendation, or as soon thereafter as is practicable, the Medical Executiv​e Committee shall consider the report and any other rele​vant infor​mation.  The Medical Executive Committee may defer action on the applica​tion, request additional information, return the matter to the Creden​tials Committee for further investigation, elect to interview the applicant, or make a recommendation regarding the appointment.  The Medical Execu​tive Committee shall forward to the Governing Board a written report and recom​mendation as to medical staff appointment and, if appoint​ment is recommended, as to membership category, depart​ment affiliation, clinical privileges to be granted, and any condi​tions to be attached to the appoint​ment, in​cluding but not limited to consulta​tion, monitoring and/or proctoring requirements.  A joint committee consisting of not less than two members from the Credentials Committee and two members from the Medical Executive Committee, may be delegated the authority to recommend for approval to the Governing Board, the appointment, reappointment, renewal and modification of clinical privileges in between regular meetings.  This joint committee should report its actions at each regular Credentials Committee and Medical Executive Committee meetings.  Members of this joint committee shall include but not be limited to the Chief of Staff or designee, Credentials Chairman or designee, and two other members of either the Credentials or Medical Executive Committee.  The recommendation to the governing body shall indicate whether the application is eligible for the expedited process of consideration by a committee of the governing body composed of at least two (2) members, based on criteria for delegation provided by the governing body.  Such eligibility criteria shall include at least applications which are: (1) complete; (2) without adverse recommendations or recommendations with limitation; (3) without a current challenge or previously successful challenge to licensure or registration; (4) without involuntary termination of medical staff membership at another organization; (5) without involuntary limitation, reduction, denial or loss of clinical privileges; and (6) without final adverse judgment in a professional liability action.
4.5-6
EFFECT OF MEDICAL EXECUTIVE COMMITTEE ACTION
1.
When the Medical Executive Committee recommends ap​pointment and the granting of all requested privileges, the recommendation shall be promptly forwarded, togeth​er with supporting documenta​tion, to the Govern​ing Boar​d or committee thereof in accordance with established criteria. 

2.
When the Medical Executive Committee recommends denial of appointment for reasons related to the applicant's professional compe​tence or conduct, the Governing Board and the applicant shall be promptly informed by written notice and the applicant shall be entitled to the procedural rights provided in Article VII.

3.
When the Medical Executive Committee recommends ap​pointment, but recom​mends denial of a requested privi​lege based on the applicant's profes​sional competence or conduct, the Governing Board and the applicant shall be promptly informed by written notice and the appli​cant shall be entitled to the procedural rights provid​ed in Article VII with respect to the portion of the recom​mendation which is unfavorable.  The remainder of the recommen​dation shall be transmitted to the Govern​ing Board for action.

4.
When the Medical Executive Committee recommends denial of appointment or denial of a requested privilege for reasons other than the appli​cant's professional compe​tence or conduct, the Governing Board and the applicant shall be promptly informed by written notice, but the procedural rights provided in Article VII shall not apply.

4.5-7
ACTION ON THE APPLICATION

The Governing Board may accept the recommendation of the Medical Executive Committee or may refer the matter back to the Medical Executiv​e Commit​tee for further consideration, stating the purpose for such referral and setting a reason​able time limit for making a subsequent recommenda​tion.  The following proce​dures shall apply with respect to action on the application:

a.
If the Medical Executive Committee recommends appoint​ment and the granting of all requested privileges, the Governing Board shall affirm the recommendation of the Medical Executive Committee, if the Medical Execu​tive Committee's decision is supported by sub​stantial evi​dence.


(1)
If the Governing Board concurs in that recommenda​tion, the 
decision of the Board shall be deemed final action.


(2)
If the tentative final action of the Governing Board is unfavor​able, based upon the professional competence or conduct of the appli​cant, the Chief Executive Officer shall give the applicant written notice of the tentative adverse recom​mendation and the applicant shall be entitled to the proce​dural rights set forth in Article VII.  If the applicant waives his or her procedural rights, the decision of the Governing Board shall be deemed final ac​tion.

b.
If the Medical Executive Committee recommends denial of appoint​ment or denial of any requested privilege and the applicant waives his or her proce​dural rights, the recommendations of the Medical Executiv​e Commit​tee shall be forwarded to the Governing Board for final action. The Govern​ing Board shall affirm the recom​mendation of the Medi​cal Executive Commit​tee if the Medical Executive Committee's ​decision is support​ed by substantial evi​dence.

c.
If the applicant requests a hearing following an ad​verse Medical Executive Committee recommendation or an adverse Governing Board tentative final action, the Governing Board shall take final action only after the applicant has exhausted or waived his or her procedural rights as estab​lished by Article VII.  

4​.5-8
NOTICE OF FINAL DECISION

a.
Notice of the final decision shall be given to the Chief Executive Officer, the Chief of Staff, the Medi​cal Executive Committee, the Cre​dentials Committee, and the chairperson of each department and division concerned.  The applicant shall be notified by mail.

b.
A decision and notice to appoint or reappoint shall include, if applicable (1) the staff category to which the applicant is appointed; (2) the department and section to which he or she is assigned; (3) the clini​cal privileges granted; and (4) any conditions at​tached to the appoint​ment.

4.5-9
REAPPLICATION AFTER ADVERSE APPOINTMENT DECISION
An applicant who has received a final adverse decision regarding appointment based on professional competence or conduct shall not be eligible to reapply to the medical staff for a period of one (1) year. Any such reapplication shall be processed as an initial application, and the appli​cant shall have the burden to submit informa​tion as set forth in Section 4.2, including such information as may be required to demonstrate that the basis for the earlier adverse action no longer exists.

4.5-10
TIMELY PROCESSING OF APPLICATIONS

Applications for staff appointments shall be considered in a timely manner by all persons and committees required by these bylaws to act thereon.  While special or unusual circumstances may constitute good cause and warrant excep​tions, initial action by the Governing Board should ordi​narily be within 120 days after receipt of all required informa​tion. 

4.6
REAPPOINTMENTS AND REQUESTS FOR MODIFICATIONS OF STAFF STATUS OR PRIVILEGES


4.6-1
APPLICATION
a.
In the year of expiration, at least three (3) months prior to the expiration of medical staff membership and/or clinical privileges excluding temporary privi​leg​es, an application form, for reappointment consis​tent with Section 4.5 shall be mailed or de​livered to the member.  If an application for reappoint​ment, and supporting documentation are not received at least 45 days prior the expiration date, written notice shall be prompt​ly sent to the applicant advising that the application has not been received.  Each medical staff member shall submit to the Creden​tials Committee the completed applica​tion form for renewal of appointment to the staff and for renewal and/or revision of clini​cal privileges. The member shall bear the burden of submitting addi​tional information as set forth in Section 4.2.  Upon receipt of a complete application, it shall be processed as set forth commencing at Section 4.5-3.

b.
A medical staff member who seeks a change in medical staff status or modifica​tion of clinical privileges may submit such a request at any time, except that such application may not be filed within one (1) year of the time a similar request has been denied, absent a show​ing of good cause.

4.6-2
EFFECT OF APPLICATION
The effect of an application for reappointment or modifica​tion of staff status or privileg​es is the same as that set forth in Section 4.5-4.

4.6-3
STANDARDS AND PROCEDURE FOR REVIEW

When a staff member submits the first application for reap​pointment, and every two years thereafter, or when the member submits an application for modifica​tion of staff status or clinical privileges, the member shall be subject to an in-depth review generally following the procedures set forth in Section 4.5.  In each such instance, the member's eligibility for medical staff membership as set forth in Article II, and the member's eligibility for assign​ment to a category of the medical staff as set forth in Article III, shall be determined.  Any member who has failed to engage in patient care or medical staff activities for the preced​ing two (2) years shall be ineligible to apply for reap​pointment or modification of staff status or privileges and the procedures set forth in Article VII shall not apply.  Exceptions to 4.6-3 may be made by the Medical Executive Committee for good cause.


4.6-4
FAILURE TO FILE REAPPOINTMENT APPLICATION
Failure to timely file a completed application for reap​point​ment and/or provide required documentation shall result in the automatic expiration of medical staff membership and/or privileges at the end of the current staff appoint​ment, unless otherwise extended for good cause as determined by the Medical Executive Committee and approved by the Governing Boar​d. In the event membership and/or privileges expire as set forth herein, the proce​dures set forth in Article VII shall not apply.

4.7
LEAVE OF ABSENCE

4.7-1
LEAVE STATUS

At the discretion of the Medical Executive Committee, a medical staff member may obtain a voluntary leave of absence from the staff upon submit​ting a written request to the Medical Executive Committee stating the approx​imate period of leave desired, which may not exceed his/her present term of appointment.  During the period of the leave, the member shall not exercise clinical privileg​es at the hospital and membership rights and responsibilities shall be inactive, but the obligation to pay dues shall continue unless waived by the medical staff. Periods of leave shall not be considered in calculat​ing a member's satisfaction of requirements relating to patient care and medical staff activi​ties.

4.7-2
TERMINATION OF LEAVE

A member on leave of absence must apply for reappointment when he/she desires to return from leave.  The member will be considered in a manner similar to reappointment, but the member shall also submit a written report or other documentation of professional or other activities during the absence. The Medical Execu​tive Committee shall make a recommen​da​tion con​cerning the reinstatement of the member's privileges and prerogatives, and the procedure provided in Article IV shall be followed.

4.7-3
FAILURE TO REQUEST REINSTATEMENT
Failure to timely request reinstatement shall be deemed a voluntary resigna​tion from the medical staff and shall result in automatic termi​nation of membership and privi​leges. A member who is so terminated shall be entitled to the proce​dural rights provided in Article VII for the sole purpose of determining whether the failure to request rein​state​ment was excusable. A request for medical staff member​ship subsequently received from a member so terminated shall be treated as an application for initial appointment.

ARTICLE V

CLINICAL PRIVILEGES

5.1
EXERCISE OF PRIVILEGES

A member or other person providing independent clinical services at this hospital or via telemedicine link shall be entitled to exercise only those clinical privileges specifi​cally granted.  Said privi​leges must be hospi​tal specific and within the scope of the person's license, certifi​cate or other legal credential authorizing practice in this State. Clinical privileges shall be exercised pursuant to the rules and regulations of the appropriate clinical depart​ment and division, and sub​ject to the authority of the department and division chair​persons and the Medical Executive Committee.

5.2
DELINEATION OF PRIVILEGES IN GENERAL

5.2-1
REQUESTS
Each application for appointment and reappointment to the medical staff must contain a request for the specific clini​cal privileges desired by the applicant. Allied Health Professional who seek to exercise clinical privileg​es must specifi​cally delineate the privileges de​sired.  A request by a member for a modification of clinical privileges may be made at any time, but such requests must be supported by documentation of training and/or experience supportive of the request.

5.2-2
BASIS FOR PRIVILEGE DETERMINATIONS
a.
Not all clinical privileges are exercised at this hospital. Requests for privileges not exercised at this hospital may be denied solely on that ground. Any such denial shall not be subject to the provisions of Arti​cle VII.

b. Requests for clinical privileges shall be evaluated on the basis of the mem​ber's education, training, experi​ence, demonstrated professional competence and judg​ment, clinical performance, and the documented results of patient care and other quality review and monitoring which the medical staff deems appropriate. Privilege determinations may also be based on pertinent informa​tion concerning clinical performance obtained from other sources, especially other institutions and health care settings where a member exercises clinical privi​leges.

c.
The burden providing sufficient informa​tion to evaluate a request rests with the applicant. The provisions of Section 4.2 apply to requests for privileges.

5.2-3 CRITERIA FOR “CROSS-SPECIALTY” PRIVILEGES WITHIN THE HOSPITAL

Any request for clinical privileges that are either new to the Hospital or that overlap more than one department shall initially be reviewed by the appropriate departments, in order to establish the need for, and appropriateness of, the new procedure or services.  The MEC shall facilitate the establishment of hospital-wide credentialing criteria for new or trans-specialty procedures, with the input of all appropriate departments, with a mechanism designed to ensure that quality patient care is provided for by all individuals with such clinical privileges.  In establishing the criteria for such clinical privileges, the MEC may establish an ad-hoc committee with representation from all appropriate Departments. 

5.3 
PROCTORING

5.3-1
GENERAL PROVISIONS
All initial appointees to the medical staff and Allied Health Professionals granted new independent clinical privileges shall be subject to a period of proctoring.  Each appointee or recipient of a new clinical privilege shall be assigned to the appropriate department and division where performance of an appropriate number of cases shall be observed during an appropriate period as speci​fied in the departm​ent's rules and regulations.  Depart​ment rules and regulations shall mandate proctor​ing for all practitio​ners. Absent a showing of good cause, the period of proctor​ing shall be not more than one year. The department may utilize proctoring reports from other hospi​tals, provid​ed that copies are retained in the applica​nt's credentials file. The department may also uti​lize retrospec​tive chart reviews, howev​er, signifi​cant concurrent review by a member of the department must be a part of all proctor​ing. The Medical Executiv​e Committee may impose additional consulta​tion, monitoring or proctoring require​ments as a condition of granting a privi​lege. The member shall remain subject to the proctoring requirement until the Medical Executive Commit​tee:

a.
has been furnished with a report from the chair​persons of the depart​ment to which the member is as​signed describ​ing the types and numbers of cases ob​served, and an evaluation of the applicant's perfor​mance, a statement that the applicant meets the qualifications for unsu​pervised practice for specific clinical privi​leges, and has discharged all the responsibili​ties of medical staff member​ship; 

b.
has been furnished with a report signed by the chair​persons of the other depart​ment(s) or division(s) in which the ap​pointee has exercised clinical privileges, describing the types and number of cases ob​served and the evalua​tion of the applicant's performance and a statement that the member has satisfactorily demon​strated the ability to exercise these clinical privileges; and

c.
has determined that any relevant conditions which it has imposed have been satisfied.

5.3-2
FAILURE TO COMPLETE OBSERVATION REQUIREMENTS
If an initial appointee fails to be relieved of a proctoring require​ment, or if an individual exercising a new clinical priv​ilege fails to be relieved of a proc​toring requirement, due solely to the appointee or individual's failure to perform the required number or type of procedures within one (1) year of the initial granting of said privileges, the Medical Execu​tive Committee may, at its sole discretion, extend the time for proctor​ing for an additional period of up to one year, for good cause shown. If the Medical Execu​tive Commit​tee declines to so extend the time for proc​tor​ing, all such clinical privileges shall automatically expire and the provisions of Article VII shall not apply. 

If an initial appointee fails to be relieved of a proctoring requirement, or if an individual exercising a new clinical privilege fails to be relieved of a proctor​ing requirement within the time allowed for any medical disciplinary cause or reason, the failure will constitute a termination of the clinical privilege(s) in question and the provisions of Article VII shall apply.

5.3-3
MEDICAL STAFF ADVANCEMENT
The failure to be relieved of a proctoring require​ment for any specific clinical privilege shall not, of itself, pre​clude ad​vancement in medical staff category.

5.4
LIMITATIONS ON PRIVILEGES OF DENTISTS, PODIATRISTS, AND ALLIED HEALTH PROFESSIONALS.

5.4-1
DENTISTS AND PODIATRISTS 

The following general provisions shall apply to Dentists and Podiatrists:


a.
admitting and other clinical privileges of Dentists and Podiatrists may not 
exceed the scope of their licen​sure;

b.
patients admitted by Dentists and Podiatrists must receive all neces​sary and appro​priate medi​cal evalua​tions and care; 

c. any dispute between a Dentist or Podiatrist and a physi​cian member regarding proposed treat​ment must be promp​tly re​solved by the department chairperson; and

d. for any patient admitted by a Dentist or Podiatrist a physician member of the medical staff must con​duct or directly supervise the admitting history and physical examination and assume responsi​bility for the care of the patient's medical problems present at the time of admission or which may arise during hospitalization which are outside of the Den​tist/Podiatrist scope of licen​sure or privilege.

5.4-2
Allied Health Professionals

The following general provisions apply to all Allied Health Professionals:

a.
that Allied Health Professionals shall not admit patients or otherwise exceed the scope of their licen​sure and clinical privilege; and

b.
that a physician member is primarily responsible for the medical care of each patient to whom a Allied Health Professional provides care.

5.5
TEMPORARY CLINICAL PRIVILEGES

Temporary privileges are allowed under two circumstances only:  to address a patient care need and to permit patient care to be provided while an application is pending.

5.5-1
PATIENT CARE NEEDS 
a.
Care of Specific Patient 

Temporary clinical privileges may be granted, where good cause exists to allow a physician, dentist, allied health professional or podiatrist​ to provide care to a specif​ic pa​tient not to exceed thirty days and not more than three times during a calendar year, provided that the procedure described in Section 5.5-4 has been completed.  Such privileges may be renewed in increments of thirty days.  



b.
Locum Tenens
Temporary clinical privileges may be granted to a person serving as a locum tenens for a current member of the medical staff to meet the care needs of that member’s patients in his/her absence, provided that the procedure described in Section 5.5-4 has been completed. Such person may attend only patients of the member(s) for whom he or she is providing cover​age for a period not to exceed 30 days, unless the medical executive committee recommends a longer period for good cause.  Practitioners granted locum tenens shall be subject to the same proctoring requirements as initial appointees to the Medical Staff. 

c. Other Important Patient Care Needs 

Temporary clinical privileges may be granted to allow a physician,  dentist, allied health professional or podiatrist​ to fulfill an important patient care treatment or service need (but not more than 120 days during a calendar year) provided that the procedure described in Section 5.5-4 has been completed. 

5.5-2
PENDING APPLICATION FOR MEDICAL STAFF MEMBERSHIP

Temporary clinical privileges may be granted to an applicant while that 


person’s application for medical staff membership and privileges is completed


and awaiting review and approval of the Medical Executive Committee or the 


Governing Board, not to exceed thirty (30) days, provided that the procedure 


described in Section 5.5-4 has been completed and that the applicant has no 


current or previously successful challenge to professional licensure or registration, 


no involuntary termination of medical staff membership at any other organization, 


and no 
involuntary limitation, reduction, denial or loss of clinical privileges.  


Such persons may only attend patients for a period not to exceed 120 days and 


may be renewed in increments of thirty days.
5.5-3 TEMPORARY MEMBERSHIP AND TEMPORARY PRIVILEGES NOT

CO-EXTENSIVE
Temporary members of the medical staff pursuant to Section 6.1-4 are not, by virtue of such membership, granted temporary clinical privileges. 

5.5-4
APPLICATION AND REVIEW
a.
Upon receipt of a completed medical staff application and supporting documentation from a physician, dentist, allied health professional or podiatrist​ authorized to practice in California, the chief executive officer on the recommendation of either the applicable clinical department chairperson or the chief of staff, may grant temporary privileges to a member who appears to have qualifications, ability and judgment consistent with Section 2.2-1, but only:

1. With respect to applications by a locum tenens, or to fulfill an important patient care need, after verification of current licensure and current competence; or

2. With respect to a new applicant awaiting review and approval of the medical staff executive committee and the governing body in compliance with the requirements in Section 5.5-2, after the following has been completed: 

(i) the National Practitioner Data Bank report regarding the applicant for temporary privileges has been received and evaluated and current California licensure has been verified.

(ii) the appropriate department chair has interviewed the applicant and has contacted at least one person who 

(a) has recently worked with the applicant;

(b) has directly observed the applicant’s professional performance over a reasonable time; and 

(c) provides reliable information regarding the applicant’s current professional competence to perform the privileges requested, ethical character, and ability to work well with others so as not to adversely affect patient care, or other criteria required by medical staff bylaws. 

(iii) the applicant’s file, including the recommendation of the department chair of the applicable department when available, or the chief of staff in all other cases, is forwarded to the credentials committee and the medical executive committee.

(iv) The medical executive committee through the chief of staff, after reviewing the applicant’s file and attached materials, recommends granting temporary privileges. 

b.
If the applicant requests temporary privileges in more than one department, interviews shall be conducted and written concurrence shall first be obtained from the appropriate department chairs and forwarded to the credentials committee.  In the event of a disagreement between the chief executive officer or his or her designee and the medical executive committee regarding the granting of temporary clinical privileges, the matter shall be resolved as set forth in Section 4.5-6.

5.5-5
GENERAL CONDITIONS
a.
Temporary privileges shall be exercised under the supervision of the chair​person of each department to which the applicant has been assigned.  The applicant shall ensure that the chair​person, or the chairperson's designee, is kept closely in​formed as to the applicants’ activities within the hospi​tal.

b.
All temporary privileges are time limited and shall automatically terminate at the end of the designat​ed period. The provisions of Article VII shall not apply to such termination.

c.
Requirements for proctoring shall be imposed on all individuals granted 

tempo​rary privileges. The require​ments shall be deter​mined by the Chief of Staff after consul​tation with the chairperson of any depart​ment to which the applicant is assigned.  

d.
All persons requesting or receiving temporary privileg​es shall be bound by the bylaws and rules and regula​tions of the medical staff.

5.6
EMERGENCY PRIVILEGES
a.
In the case of an emergency, any physician, to the degree permitted by his or her license and regardless of department, staff status, or clinical privileges, shall be permitted to do everything reason​ably possible to save the life of a patient or to save a patient from serious harm. The physician shall make every reasonable effort to communicate promptly with the appropriate department chairperson concern​ing the need for emer​gency care and assis​tance by members of the medical staff with appropri​ate clinical privileges, and once the emergency has passed or assistance​ has been made available, shall defer to the department chairper​son with respect to further care of the patient at the hospital.

b.
In the event of an emergency, any non-physician shall be permitted to do whatev​er is reason​ably possible to save the life of a patient or to save a patient from serious harm. Such non-physician shall promptly yield such care to quali​fied members of the medical staff when it becomes reasonably available.

5.6.1
Emergency Privileges in a Disaster 

In a disaster emergency privileges may be granted when the emergency management plan has been activated and the organization is unable to handle the immediate patient needs.  During disaster(s) in which the emergency management plan has been activated, the Chief Executive Officer or Chief of Staff or his or her designee(s) has the option to grant emergency privileges.  The person responsible is not required to grant privileges to any individual and is expected to make such decisions on a case-by-case basis in accordance with the needs of the organization and its patients, and on the qualifications of its volunteer practitioners.  The Chief Executive Officer or Chief of Staff or his or her designee(s) may grant emergency privileges to volunteers considered eligible to act as licensed independent practitioners in the organization upon presentation of a valid government-issued photo identification issued by a state or federal agency (e.g., driver’s license or passport) and any of the following: 

a.
A current picture hospital ID card that clearly identifies professional designation

b.
A current license to practice as issued by the Medical Board of California or other applicable licensing Boards
c. Primary source verification of the license

d. Identification indicating that the individual is a member of a Disaster Medical Assistance Team (DMAT), or MRC, ESAR-VHP, or other recognized state of federal organizations or groups

e. Identification indicating that the individual has been granted authority to render patient care, treatment, and services in disaster circumstances (such authority having been granted by a federal, state, or municipal entity)

f. Identification by current hospital or medical staff member(s) who possesses personal knowledge regarding volunteer’s ability to act as a licensed independent practitioner during a disaster

The Medical Staff oversees the professional practice of volunteer licensed independent practitioners.  The Department Chairman or his or her designee(s) of the services being provided, will have direct oversight of the professional performance of volunteer practitioners who receive disaster privileges including direct observation, mentoring, and clinical record review.  

Primary source verification of licensure begins as soon as the immediate situation is under control, and is completed within 72 hours from the time the volunteer practitioner presents to the organization.  The privileging process and primary source verification as specified in these bylaws under Article IV will be followed. 

In the extraordinary circumstance that primary source verification cannot be completed in 72 hours (e.g., no means of communication or a lack of resources), it is expected that it be done as soon as possible.  In this extraordinary circumstance, there must be documentation of the following: why primary source verification could not be performed in the required time frame; evidence of a demonstrated ability to continue to provide adequate care, treatment, and services; and an attempt to rectify the situation as soon as possible.  Primary source verification of licensure would not be required if the volunteer practitioner has not provided care, treatment, and services under the disaster privileges.  

The organization makes a decision (based on information obtained regarding the professional practice of the volunteer) within 72 hours related to the continuation of the disaster privileges initially granted.

5.7
MODIFICATION OF CLINICAL PRIVILEGES OR DEPARTMENT ASSIGNMENTS

On its own, upon recommendation of the Credentials Commit​tee, or pursuant to a request under Section 4.6, the Medical Executive Committee may recom​mend a change in the clinical privileges or department or division assignment of a member.  The Medical Executive Committee may also recommend that the granting of additional privileges to a current medical staff member be made subject to monitor​ing in accor​dance with procedures similar to those outlined in Section 5.3.

5.8
LAPSE OF APPLICATION


If a medical staff member requesting initial privileges, renewal of existing privileges or modification of existing privileges or department or division assignments fails to timely furnish the information necessary to evaluate the re​quest, the applica​tion shall automatically lapse and the applicant shall not be entitled to a hearing as set forth in Article VII.  The applicant may file a new application with the supporting informa​tion.  

ARTICLE VI

CORRECTIVE ACTION

6.1
CORRECTIVE ACTION
6.1-1 FOCUSED REVIEW 

The Medical Executive Committee shall define, on a continuing basis, the circumstances warranting further intensive review of a member of other practitioner’s services provided under privileges held and establish the parameters for participation of the subject under review in the focused review process.  When circumstances warrant, the Chief of Staff or designee shall appoint a special committee of impartial medical staff members whose professional credentials establish their competence to analyze the grounds for the request and the performance of the practitioner.  The panel shall conduct the review as peers following the time frames set for that focused review by the Medical Executive Committee.  Focused review may result in recommendations for changes to improve the member’s performance; recommendations for system, protocol or policy changes; a request for investigation or corrective action; or other action.

6.1-2
CRITERIA FOR INITIATION 
Any person may provide information to the medical staff about the conduct, performance, or competence of its members or others who exercise clinical privileges.  When reliable information indicates a member may have exhibited acts, demeanor, or conduct reasonably likely to be (1) detrimental or disruptive to patient safety or to the delivery of quali​ty patient care services within the hospital (2) unethi​cal; (3) contrary to the medical staff bylaws and rules or regu​lations; or (4) below applicable professional standards, a request for an investigation may be initiat​ed by the Chief of Staff, a department or division chairperson, the Medi​cal Executive Committee, or any mem​ber thereof, or the Chief Execu​tive Officer.

6.1-3
INITIATION 
A request for an investigation by other than the Medical Execu​tive Commit​tee must be submitted to the Medical Execu​tive Committee in writing, and must make reference to specif​ic activities or conduct upon which the request is based.  If the Medical Executive Committee elects to initiate an investiga​tion, it shall make an appropriate recordation of the request and its basis.  The Medical Executive Committee may deny a request for a formal investigation and the matter may be dismissed by the Medical Executive Committee or referred for review through other existing medical staff systems. 

6.1-4
INVESTIGATION
If the Medical Executive Committee concludes an inves​tiga​tion is warrant​ed, it shall direct an investigation to be undertaken.  The Medical Executive Committee may conduct the investigation itself, or may assign the task to an appropri​ate medical staff officer, department, division, standing or ad hoc committee of the medical staff.  The Medical Executiv​e Committee may appoint practitioners who are not members of the medical staff as temporary members for the purpose of conducting or aiding in the conduct of an investi​gation.  The investigation shall be conducted promptly.  The individu​al who is the subject of the investigation shall be notified that an investi​gation is being conducted and shall be given an oppor​tunity to provide information in a manner and upon such terms as the investi​gat​ing body deems appropri​ate.  The individual or body investigating the matter may conduct interviews and request documents.  Should the individual who is the subject of the investiga​tion fail to cooperate or otherwise impede the investiga​tion, such conduct shall itself be sufficient grounds for immediate termination of medi​cal staff membership and privileges.  An investigation shall not constitute a "hearing" and the provisions of Article VII shall not apply.  At all times the Medical Execu​tive Committee shall retain authority and discretion to take action as may be warranted by the circumstances, includ​ing summary suspen​sion, termination of the investiga​tion pro​cess, or other action.

6.1-5
EXECUTIVE COMMITTEE ACTION

As soon as practicable after the conclusion of the investi​gation, the Medical Executive Committee shall take action which may include, without limitation:
a.
determining no corrective action be taken and, if the Medical Executive Committee determines there was no credible evidence for the complaint in the first instance, removing any adverse information from the member’s file;
b. referring the member to the Physician Well Being Committee for evaluation and follow-up as appropriate; 

c.
deferring action; for a reasonable time where circumstances warrant; 
d.
issuing letters of admonition, censure, reprimand, or warning, although nothing herein shall be deemed to preclude department chairmen from issuing informal written or oral warnings outside of the mechanism for corrective action.  In the event such letters are issued, the af​fected indi​vidual may make a written response which shall be placed in the individu​al's cre​den​tials file;

e.
recommending the imposition of terms of probation or special limitation upon continued medical staff member​ship or exercise of clinical privileges, includ​ing, without limitation, requirements for co-admissions, mandatory consulta​tion, or moni​tor​ing;

f.
recommending reduction, modification, suspension or revocation of clinical privileges;

g.
recommending reductions of membership status or limita​tion of any preroga​tives directly related to the mem​ber's delivery of patient care;

h.
recommending suspension, revocation or probation of medical staff member​ship; and


i.
taking other actions deemed appropriate under the circumstances.

6.1-6
SUBSEQUENT ACTION
(a) If corrective action as set forth in Section 7.2(a)-(k) is recommended by the 

Medical Executive Committee, that recommendation shall be transmitted to the Governing Board. 

(b) So long as the recommendation is supported by substantial evidence, the 

recommendation of the Medical Executive Committee shall be adopted by the Governing Board as final action unless the member requests a hearing, in which case the final decision shall be determined as set forth in Article VII.

6.1-7
INITIATION BY GOVERNING BOARD
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 Execu​tive Committee to initiate an investiga​tion or disciplinary action, but only after consultation with the Medical Executive Committee.  If the Medical Executive Committee fails to take action in response to the Governing Board direction, the Board may initi​ate corrective action after written notice to the Medical Executive Committee, but this corrective action must comply with Articles VI and VII of these medical staff bylaws. 

6.2
SUMMARY ACTION  
6.2-1
CRITERIA FOR INITIATION

Whenever the conduct of a member or Allied Health Professional may result in an imminent danger to the health of any person, a recommendation by at least two of the following persons is needed to summarily restrict or suspend medical staff members and/or clinical privileges; the Chief of Staff, the Medical Executiv​e Committee, Chief Executive Officer, or the chairperson of the depart​ment or division in which the individual holds privi​leges.  Unless otherwise stated, such summary restric​tion or suspension shall become effective immediate​ly upon imposition, and the person or body responsible shall prompt​ly give written notice to the restricted or suspend​ed individual, the Governing Board, the Medical Executiv​e Committee and the Chief Executive Officer.  The summary restriction or suspen​sion may be limited in duration and shall remain in effect for the period stated or, if none, until resolved as set forth herein.  Unless otherwise indi​cated by the terms of the summary restriction or suspension, the member's patients shall be prompt​ly assigned to another member by the division chair​person or by the Chief of Staff, considering, where feasible, the wishes of the patient in the choice of a substitute member.

6.2-2
MEDICAL EXECUTIVE COMMITTEE ACTION
As soon as practicable after such summary restriction or suspension has been imposed, a meeting of the Medical Execu​tive Committee shall be convened to review and consider the action.  The restricted or suspended individual shall be given notice of the meeting and may attend for the pur​pose of making a statement and responding to questions.  The meeting shall not constitute a hearing and the provisions of Article VII shall not apply.  At the conclusion of the meeting, the Medical Executive Committee shall modify, continue, or terminate the summary restriction or suspen​sion and shall furnish the restrict​ed or suspended member with notice of its decision. 

6.2-3
PROCEDURAL RIGHTS
Unless the Medical Executive Committee ter​minates the summa​ry restric​tion or suspension within fourteen (14) days of its imposition, the restrict​ed or suspend​ed individual shall be entitled to the proce​dural rights afforded by Article VII.  The institution of a summary suspension shall be deemed an interim precautionary action and not a final professional peer review action.  The institution of summary suspension shall not imply any final finding of responsibil​ity for the situation that caused the suspension.

6.2-4
INITIATION BY GOVERNING BOARD
If no authorized person is available to summarily restrict or suspend member​ship or clinical privileges, the Governing Board may immediately suspend member​ship and/or privileges if a failure to do so may result in an immediate danger to the health of any person. Such a suspension is subject to ratification by the Medical Executive Committee. If the Medical Executive Committee does not ratify such a summary suspension within two working days, excluding weekends and holidays, the summary suspension shall terminate automati​cally.

6.3
AUTOMATIC SUSPENSION OR LIMITATION

In the following instances, privileges or membership may be suspended or limited as described and a hearing, if request​ed, shall be limited to the question of whether the grounds for automatic suspension as set forth below have occurred.

6.3-1
LICENSURE
a.
Revocation and suspension: Whenever a practitioner's license or other legal credential authorizing practice in this State is revoked or suspended, medical staff membership and/or clinical privileges shall be automat​ically revoked as of the date such action becomes available.

b.
Restriction: Whenever a practitioner's license or other legal credential authorizing practice in this State is limited or restricted by the applicable licensing or certifying authority, any clinical privileges which the practitioner has been granted at the hospital which are within the scope of said limitation or restriction shall be automatically limited or restricted in a similar manner, as of the date such action becomes effective and throughout its term.

c.
Probation: Whenever a practitioner is placed on proba​tion by the applicable licensing or certifying authori​ty, his or her membership status and clinical privileg​es shall automatically be subject to the same terms and conditions of the probation as the date such action becomes effective and throughout its term.

6.3-2
CONTROLLED SUBSTANCES
a.
Whenever member's DEA certificate is revoked, limited, or surrendered, the member shall automatically and correspondingly be divested of the right to prescribe medications covered by the certificate, as of the date such action becomes effective and throughout its term.

b.
Probation: Whenever a member's DEA certificate is subject to probation, the member's right to prescribe such medications shall automatically become subject to the same terms of the probation, as of the date such action be​comes effective and throughout its term.


6.3-3
FAILURE TO SATISFY SPECIAL APPEARANCE REQUIREMENTS
Failure of a practitioner without good cause to appear and satisfy the require​ments of Section 12.8 (b) (c) shall be a basis for corrective action.


6.3-4
MEDICAL RECORDS

Members of the medical staff are required to complete medi​cal records within such reasonable time as may be prescribed by the Medical Executive Committee.  A limited suspension in the form of withdrawal of admitting and other related privi​leges until medical records are completed shall be imposed by the Chief of Staff or his or her designee, after notice of delinquency for failure to complete medical record within such period. For the purpose of this section "related privi​leges" means scheduling surgery, assisting in surgery, consulting on hospital cases, and provid​ing professional services within the hospital for future patients.  Bonafide vaca​tion or illness may constitute an excuse subject to approval by the Medical Executive Committee. Members whose privileges have been suspended for delinquent records may not admit pa​tients except in emergent situations or with the express approval of the Chairperson of his/her Department or the Chief of Staff.  The suspension shall continue until lifted by the Chief of Staff or his or her designee.

6.3-5
FAILURE TO PAY DUES/ASSESSMENTS
Failure without good cause as determined by the Medical Executiv​e Commit​tee to pay dues or assessments as required under Section 14.2 shall be grounds for automatic suspension of a member's clinical privileges and if within six (6) months after written warning of the delinquency the member does not pay the required dues or assessments, the member's membership shall be automatically terminated.

6.3-6
PROFESSIONAL LIABILITY INSURANCE
Failure to maintain professional liability insurance, if any is required, shall be grounds for automatic suspension of a practitioner's clinical privileges and if within ninety (90) days of written warning of the delinquency the practitioner does not provide evidence of required professional liability insurance the member's membership shall be automatically terminated.

ARTICLE VII

HEARINGS AND APPELLATE REVIEWS

7.1
GENERAL PROVISIONS

7.1-1
EXHAUSTION OF REMEDIES

If adverse action described in Section 7.2 is taken or recommended, the adversely affected individual must exhaust the remedies afforded by these bylaws before resorting to legal action.

7.1-2
APPLICATION OF ARTICLE
For purposes of this Article, the term "member" shall in​clude "appli​cant," and "Allied Health Professional," as applicable under the circumstances, unless otherwise stated.

7.1-3
TIMELY COMPLETION OF PROCESS
The hearing and appeals process shall be completed within a reasonable time.

7.1-4
FINAL ACTION

Recommended adverse actions described in Section 7.2 shall become final only after the hearing and appellate rights set forth in these Bylaws have either been exhausted or waived.

7.2    GROUNDS FOR HEARING



Except as otherwise specified in these bylaws, any one or more of the following actions or recommended actions shall constitute grounds for a hearing if based upon reasons related to professional competence or conduct:

a.
denial of medical staff membership;

b.
denial of requested advancement in staff member​ship status, or category;

c.
denial of medical staff reappointment;

d.
demotion to lower medical staff category or membership status;

e.
suspension of staff membership;

f.
revocation of medical staff membership;

g.
denial of requested clinical privileges;

h.
involuntary reduction of current clinical privi​leges;



i.
suspension of clinical privileges;

j.
te​rmin​ation of all clinical privileges; or
k.
involuntary imposition of significant consultation or monitoring require​ments which restrict the exercise of clinical privileges (excluding monitoring inciden​tal to provi​sional status and Section 5.3). 


7.2-1
EXCEPTION
Allied Health Professionals (AHPs) are not entitled to the hearing rights set forth in this Article unless the action involves a clinical psychologist and must be reported under Business and Professions Code Section 805.

7.3
REQUEST FOR HEARING

7.3-1
NOTICE OF ACTION OR PROPOSED ACTION
In all cases in which action has been taken or a recommenda​tion made as set forth in Section 7.2, the affected individ​ual shall be given prompt written notice of (1) the recommendation or final proposed action and that such action, if adopted, shall be taken and reported to the Medical Board of California pursuant to Section 805 of the California Busi​ness and Professions Code, if required; (2) the reasons for the pro​posed action including the acts or omissions with which the member is charged; (3) the right to request a hearing pursuant to Section 7.3.2, and that such hearing must be requested within thirty (30) days; and (4) a summary of the rights granted in the hearing pursuant to the Medical Staff Bylaws. If the recommendation of final pro​posed action adversely affects the clinical privileges of a physician or dentist for a period longer than thirty (30) days and is based on compe​tence or professional conduct, said written notice shall state that the action if adopted will be re​ported to the National Practitio​ner Data Bank, and shall state the text of the proposed report.

7.3-2
REQUEST FOR HEARING
The member shall have thirty (30) days following receipt of notice of such action to request a hearing. The request shall be in writing addressed to the Medical Executive Committee with a copy to the Governing Board. In the event the member does not request a hearing within the time and in the manner described, the member shall be deemed to have waived any right to a hearing and to have accepted the recommendation or action involved.

7.3-3
TIME AND PLACE FOR HEARING
Upon receipt of a request for hearing, the Medical Executive Com​mittee shall schedule a hearing and, within ten (10) days, give notice to the member of the time, place and date of the hearing.  Unless extended by the Judicial Review Committee, the date of the commencement of the hearing shall be not less than thirty (30) days, nor more than sixty (60) days from the date of receipt of the request by the Medical Executive Committee for a hearing; provided, however, that when the request is received from a member who is under summary suspen​sion the hearing shall be held as soon as the arrange​ments may reasonably be made, but not to exceed forty-five (45) days from the date of re​ceipt of the re​quest.

7.3-4
NOTICE OF CHARGES
Together with the notice stating the place, time and date of the hearing, the Medical Executive Committee shall state clearly and concisely in writing the reasons for the adverse action taken or recommended, including the acts or omissions with which the member is charged and a list of the charts in question, where applicable.

7.3-5 JUDICIAL REVIEW COMMITTEE

When a hearing is requested, the Medical Executive Committee shall appoint a Judicial Review Committee which shall be composed of not less than five (5) mem​bers of the medical staff who shall gain no direct financial benefit from the outcome, and who have not acted as accuser, investigator, fact finder, initial decision maker or otherwise actively participat​ed in the consideration of the matter leading up to the recom​mendation or action.  Knowledge of the matter involved shall not preclude a member of the medi​cal staff from serving as a member of the Judicial Review Committee.  The Medical Executive Committee may appoint mem​bers from other staff catego​ries or practitio​ners who are not members of the medical staff. Such appoint​ment shall include desig​nation of the chairperson.  A Judicial Review Commit​tee shall consist of at least one member who shall have the same healing arts licensure as the ac​cused, and where feasible, shall include an individual practicing the same specialty as the member.  At the discretion of the Medical Executive Committee, an arbitrator or arbitrators selected by a pro​cess mutually agree​able to the member and the Medical Execu​tive Committee may be used in lieu of a Judicial Review Committee.


7.3-6
FAILURE TO APPEAR OR PROCEED
A member's failure, without good cause, to personally attend and proceed at such a hearing in an efficient and orderly manner shall be deemed to consti​tute voluntary acceptance of the recommenda​tions or actions in​volved.


7.3-7
POSTPONEMENTS AND EXTENSIONS
Once a request for hearing is initiated, postponements and extensions of time beyond the times permitted in these bylaws may be permitted by the hearing officer on a showing of good cause, or upon agreement of the parties.

7.4
HEARING PROCEDURE


7.4-1
PRE-HEARING PROCEDURE
a.
If either side to the hearing requests in writing a list of witnesses, within fifteen (15) days of such request, each party shall furnish to the other a writ​ten list of the names and addresses of the individuals, so far as is reason​ably known, who are anticipated to give testimony or evidence in support of that party at the hearing. Failure to disclose the identity of a witness at least ten (10) days before commencement of the hearing shall constitute grounds for a continuance.

b.
The member shall have the right to inspect and copy all relevant docu​mentary evidence, including evidence forming the basis of the charges which is reasonably necessary to enable the member to pre​pare a defense, all evidence which was considered by the Medical Execu​tive Committee in determining whether to proceed with the adverse action, and any excul​patory evidence which is in the possession of the hospital or medical staff.

c.
The Medical Executive Committee shall have the right to inspect and copy at its expense any documents or other evidence relevant to the charges which the member has in his or her possession or control as soon as practi​ca​ble after the member's receipt of such a request.

d.
The failure by either party to provide access to this information at least thirty (30) days before the hear​ing shall constitute good cause for a continu​ance.  The right to inspect and copy by either party does not extend to confidential information referring solely to individu​ally identifiable mem​bers, other than the member under review.

e.
The member and the Medical Executive Committee shall have the right to receive copies of all evidence ex​pected to be introduced at the hearing.  Failure to produce such documents ten (10) days before commencement of the hearing shall constitute good cause for a con​tinu​ance.

f.
The hearing officer shall consider and rule upon any request for access to information and may impose any safeguards the protection of the peer review process as justice requires.  In so doing, the hearing officer shall consider:

(1)
whether the information sought may be introduced to support or defend the charges;

(2)
the exculpatory or inculpatory nature of the in​formation sought, if any;

(3)
the burden imposed on the party in possession of the informa​tion sought, if access is granted; and

(4)
any previous requests for access to information submitted or resist​ed by the parties to the same proceeding.

g.
The member shall be entitled to a reasonable opportuni​ty to ques​tion and challenge the impartiality of Judi​cial Review Committee members and the hearing officer. Challenges to the impartiality of any Judi​cial Review Commit​tee member or the hearing officer shall be ruled on by the hearing officer.

h.
It shall be the duty of the member and the Medical Executive Committee or its designee to exercise reason​able diligence in notify​ing the chairperson of the Judicial Review Committee of any pending or anticipated procedural disputes as far in advance of the sched​uled hearing as possible, in order that decisions concerning such matters may be made in advance of the hearing.  Objections to any pre-hearing decisions may be suc​cinct​ly made at the hearing.


7.4-2
REPRESENTATION
The hearing provided for in these bylaws, are for the purpose of intra-profes​sional resolution of matters bearing on professional conduct, profes​sion​al competency, or character.  The member shall be entitled to representation by legal counsel in any phase of the hearing, should he/she so choose, and shall receive notice of the right to  representation by an attorney at law as a part of the Notice of Action required by Section 

7.3.1. The member shall advise the Medical Executive Committee of the decision to be repre​sented by legal counsel as a part of the member's request for hearing. If the member does not elect to be represented by legal counsel, the member shall be entitled to be accom​panied by and repre​sented by a medical staff member or (Allied Health Professional) as defined in these bylaws, who is not also an attorney at law, and the Medical Execu​tive Committee shall appoint a representative who is not an attorney. 


7.4-3
THE HEARING OFFICER
The Medical Executive Committee shall appoint a hearing officer to preside at the hearing. The hearing officer shall be an attorney at law quali​fied to preside over a quasijudicial hearing, but an attorney regularly utilized by the hospital for legal advice regarding its affairs and activi​ties shall not be eligible to serve as hearing officer.  The hearing officer shall gain no direct finan​cial benefit from the out​come and must not act as a prosecuting officer or as an advocate.  The hearing officer shall endeavor to assure that all participants in the hearing have a reason​able oppor​tunity to be heard and to present relevant oral and documenta​ry evidence in an efficient and expe​ditious manner, and that proper decorum is main​tained.  The hearing officer shall be entitled to determine the order of and proce​dure for the presentation of evidence and argument during the hearing and shall have the authority and discretion to make all rulings on ques​tions which pertain to matters of law, procedure or the admissibili​ty of evidence.  If the hearing officer determines that either side in a hearing is not proceeding in an efficient and expeditious manner, the hearing officer may take such action as may be warranted by the circumstanc​es.  If requested by the Judicial Review Commit​tee, the hearing officer may participate in the delib​erations of such committee and be a legal advisor to it, but the hearing officer shall not be entitled to vote.


7.4-4
RECORD OF THE HEARING
A shorthand reporter shall be present to make a record of the hearing proceed​ings. The pre-hearing pro​ceedings may be placed on record if deemed appropriate by the hearing offi​cer. The cost of attendance of the shorthand reporter shall be borne by the hospital, but the cost of the trans​cript, if any, shall be borne by the party requesting it. The Judicial Review Committee may, but shall not be required to, order that oral evidence shall be taken only on oath administered by any person lawfully authorized to administer such oath.

7.4-5
RIGHTS OF THE PARTIES
Within reasonable limitations, both sides at the hearing may call and examine witnesses for relevant testimony, introduce relevant exhibits or other docu​ments, cross-examine or impeach witnesses who shall have testified orally on any matter relevant to the issues, and otherwise rebut evidence, as long as these rights are exercised in an efficient and expedi​tious manner. The mem​ber may be called by the Medical Executive Committee and exam​ined as if under cross-examina​tion.


7.4-6
MISCELLANEOUS RULES
Judicial rules of evidence and procedure relating to the conduct of the hearing, examination of witnesses, and pre​sentation of evidence shall not apply to a hearing conducted under this Article. Any relevant evidence, including hear​say, shall be admitted if it is the sort of evidence on which responsible persons are accustomed to rely in the conduct of serious affairs, regardless of the admissibili​ty of such evidence in a court of law. The Judicial Review Committee may interrogate the witnesses or call additional witnesses if it deems such action appropriate.  At its discre​tion, the hearing officer and/or Judicial Review Com​mittee may request or permit both sides to file written arguments on any issue which may arise during the course of the hearing.


7.4-7
BURDENS OF EVIDENCE AND PROOF
a.
At the hearing, unless otherwise determined for good cause, the Medical Executive Committee shall have the initial duty to present evidence for each case or issue in support of its action or recommendation against a member.  The member shall be obligated to present evidence in response. Throughout the hearing, the Medical Executive Committee shall bear the burden of persuading the Judicial Review Committee, by a prepon​derance of the evidence, that its action or recommenda​tion was reason​able and warrant​ed.

b.
Notwithstanding paragraph (a) above, an applicant shall bear the burden of persuading the Judicial Review Committee, by a preponderance of the evidence, of his/her qualifications by producing information which allows for adequate evaluation and resolution of rea​sonable doubts concerning his/her current qualifica​tions for membership and privileges. An applicant shall not be permitted to introduce information requested by the medical staff but not produced during the applica​tion process unless the applicant establishes that the information could not have been pro​duced previously in the exercise of reasonable diligence.

7.4-8
ADJOURNMENT AND CONCLUSION
After consultation with the chairperson of the Judicial Review Committee, the hearing officer may adjourn the hear​ing and reconvene without special notice at such times and intervals as may be reason​able and warranted, with due consider​ation for reaching an expeditious conclu​sion to the hearing. Both the Medical Executive Committee and the member may submit a written state​ment at the close of the hearing. Upon conclusion of the presentation of oral and written evidence, or the receipt of closing written arguments, if submitted, the hearing shall be closed.


7.4-9
BASIS FOR DECISION
The decision of the Judicial Review Committee shall be based on the evi​dence introduced at the hearing, including all logical and reasonable inferenc​es from the evidence and the testimony.


7.4-10 DECISION OF THE JUDICIAL REVIEW COMMITTEE
Within thirty (30) days after final adjournment of the hear​ing, the Judicial Review Committee shall render a decision, accompanied by a report in writing, which shall be delivered to the Medical Executiv​e Commit​tee.  If the member is cur​rent​ly under suspension, however, the time for the decision and report shall be fifteen (15) days.  A copy of said deci​sion also shall be forward​ed to the Chief Execu​tive Officer, the Governing Board, and the member.  The report shall con​tain a concise statement of the reasons in support of the decision, including findings of fact and a conclu​sion artic​ulating the connec​tion between the evidence produced at the hearing and the conclu​sion reached.  The report shall also contain the text of the report to be submitted to the Na​tional Practitioner Data Bank, if any.  Both the member and the Medical Executive Committee shall be provided a written explana​tion of the proce​dure for appealing the decision.  The decision of the Judicial Review Committee shall be subject to such rights of appeal or review as described in these bylaws, but shall be affirmed by the Governing Board as the final action if it is supported by substantial evidence, following a fair procedure.

7.5
APPEAL


7.5-1
TIME FOR APPEAL
Within ten (10) days after receipt of the decision of the Judicial Review Commit​tee, either the member or the Medical Executive Committee may request an appellate review. A written request for such review shall be delivered to the Chief of Staff, the Chief Executive Officer, and the other party in the hearing.  If appellate review is not requested within such period, that action or recommendation shall be affirmed by the Govern​ing Board as the final action if it is supported by substantial evidence, follow​ing a fair procedure.


7.5-2
GROUNDS FOR APPEAL
A written request for an appeal shall include an iden​tifica​tion of the grounds for appeal and a clear and concise statement of the facts in support of the appeal.  The grounds for appeal from the hearing shall be: (a) there was substantial non compliance with the procedures required by these bylaws or applicable law which has created demonstra​ble prejudice; (b) the decision was not supported by sub​stantial evidence based upon the hearing record or such additional information as may be permitted pursu​ant to Section 7.5-5; (c) the text of the report to be submitted to the National Practitioner Data Bank is not accurate.


7.5-3
TIME, PLACE AND NOTICE
If an appellate review is to be conducted, the Governing Board shall, within fifteen (15) days after receipt of notice of appeal, schedule a review date and cause each side to be given notice of the time, place and date of the appel​late review.  The date of appellate review shall not be less than thirty (30) nor more than sixty (60) days from the date of such notice, provided however, that when a request for appellate review concerns a member who is under suspen​sion which is then in effect, the appellate review shall be held as soon as the arrangements may reasonably be made, not to exceed fifteen (15) days from the date of the notice.  The time for appellate review may be extended by the appeal board for good cause.


7.5-4
APPEAL BOARD
The Governing Board may sit as the appeal board, or it may appoint an appeal board, which shall be composed of not less than three (3) members of the Govern​ing Board. Knowledge of the matter involved shall not preclude any person from serving as a member of the appeal board, so long as that person did not take part in a prior hearing on the same matter.  The appeal board may select an attorney to assist it in the pro​ceeding, but that attorney shall not be entitled to vote with respect to the appeal.  The attorney selected by the board shall not have repre​sented either party before the Judicial Review Committee.


7.5-5
APPEAL PROCEDURE
The proceedings of the appeal board shall be in the nature of an appellate review, based upon the record of the hearing before the Judicial Review Committee, provided that the appeal board may accept additional oral or written evidence, subject to a foundational showing that such evidence could not have been made available to the Judicial Review Commit​tee in the exercise of reasonable diligence and subject to the same rights of cross-examination or confron​tation pro​vided at the judicial review hearing.  As an alter​native to accepting new evidence, the appeal board may re​mand the matter to the Judicial Review Committee for the taking of further evidence and for decision.  Each party shall have the right to be represent​ed by legal counsel, or any other representa​tive designed by that party in connec​tion with the appeal, to present a written statement in support of his or her position on appeal and to personally appear and make oral argument.  The appeal board may conduct deliberations outside the presence of the parties and their representa​tives. The appeal board shall present to the Governing Board its written recom​mendations as to whether the Board should affirm, modify, or reverse the Judicial Review Committee decision, or remand the matter to the Judicial Review Com​mittee for further review and decision.


7.5-6
DECISION
a.
Except as provided in Section 7.5-6(b), within thirty (30) days after the conclusion of the appellate review proceedings, the Governing Board shall render a final decision and shall affirm the decision of the Judicial Review Committee if the Judicial Review Committee's decision is supported by substantial evidence, follow​ing a fair proceed​ing.

b.
Should the Governing Board determine that the Judicial Review Commit​tee decision is not supported by substan​tial evidence, the board may modify or reverse the decision of the Judicial Review Committee or may remand the matter to the Judicial Review Committee for reconsidera​tion, stating the purpose for the referral. Should the Governing Board determine that a fair pro​ceeding has not been afforded, remand shall be mandato​ry.  If the matter is remanded to the Judicial Review Committee for further review and recom​mendation, the committee shall promptly conduct its review and make its recommendations to the Board.  This further review shall not exceed thirty (30) days in duration except as the parties may otherwise agree or for good cause as jointly determined by the chairperson of the Governing Board and the Judicial Review Committee.

c.
The decision shall be in writing, shall specify the reasons for the action taken, shall include the text of the report to be submitted to the National Practitio​ner Data Bank, if any, and shall be forwarded to the Chief of Staff, the Medical Executive and Creden​tial Commit​tees, and the Chief Execu​tive Officer.

7.5-7
RIGHT TO ONE HEARING
No member shall be entitled to more than one evidentiary hearing and one appellate review on any matter which shall have been the subject of adverse action or recommendation.

7.6
NATIONAL PRACTITIONER DATA BANK REPORTING


7.6-1
ADVERSE ACTIONS
The authorized representative shall report an adverse action to the National Practitioner Data Bank only upon its adop​tion as final action and only using the description set forth in the final action as adopted by the Governing Board. The authorized representative shall report any and all revisions of an adverse action, including, but not limited to, any expiration of the final action consistent with the terms of that final action.


7.6-2
DISPUTE PROCESS
If no hearing was requested, a member who is the subject of an adverse action report may request an informal meeting to dispute the report filed.  The report dispute meeting shall not constitute a hearing and shall be limited to the issue of whether the report filed is consistent with the final action issued.  The meeting shall be attended by the subject of the report, the Chief of Staff, the chairpersons of the subject's department and section, and the hospital's autho​rized representative, or their respective designees.

If a hearing was held, the dispute process shall be deemed to have been complet​ed.

ARTICLE VIII

OFFICERS

8.1
OFFICERS OF THE MEDICAL STAFF

8.1-1  IDENTIFICATION

The officers of the medical staff shall be the Chief of Staff, Chief of Staff Elect, Secretary-Treasurer and Immedi​ate Past Chief of Staff.

8.1-2  QUALIFICATIONS

Officers must be members of the active voting staff and an M.D. or D.O. at the time of their nomina​tions and election, and must remain members in good stand​ing during their term of office.  Failure to maintain such status shall create a vacancy in the office involved.  Nominees for Chief of Staff Elect must be an active participating member of a committee, a department chairman or a member at large.  

8.1-3  NOMINATIONS
a.
The medical staff election shall occur each even num​bered year at the annual meeting of the medical staff. A nominat​ing committee shall be appointed by the Medi​cal Executive Committee and shall nominate a slate of officers not later than forty-five (45) days prior to the annual staff meeting for an election year or at least forty-five (45) days prior to any special elec​tion.  The nominat​ing committee shall consist of the four (4) immediate past Chiefs of the medical staff and/or four members appointed by the Medical Executive Commit​tee. The nominating committee shall nominate one or more nominees for each office. Nominations must be signed by the individual nominated, to ensure their willingness to serve. The nominations of the committee shall be reported to the Medi​cal Execu​tive Committee and shall be delivered or mailed to the voting members of the medical staff at least twenty (20) days prior to the election.

8.1-4  ELECTIONS

The Chief of Staff Elect, Secretary-Trea​surer and two members at large shall be elected at the annual meeting of the medical staff on each even numbered year.  Active members who are eligible to vote may vote either by submitting a written ballot at the time of the meeting or by mailing an authenti​cated sealed ballot to the Medical Staff Office. In order for ballots to be counted they must be received prior to the end of the meeting at which the election is held. A nominee shall be elected upon receiving the greatest number of ballot votes cast.

8.1-5  TERM OF ELECTED OFFICE

Each officer shall serve a two (2) year term, commenc​ing on the first day of the medical staff year follow​ing his or her elec​tion.  Each officer shall serve in each office until the end of his or her term, or until a succes​sor is elected, unless he shall sooner resign or be removed from office. At the end of his or her term, the Chief of Staff shall auto​matically assume the office of Immediate Past Chief of Staff.

8.1-6  REMOVAL OF OFFICERS

Removal of an officer may be initiated for the following conditions:


1.  Failure to carry out the duties and responsibilities as set forth in Article VIII.


2.  Suspension from the medical staff. 


3.  Failure to adhere to professional ethics. 

4.  Failure to comply with or support enforcement of the hospital and medical staff 
bylaws, rules and regulations and policies. 


5.  Failure to maintain active staff membership.  

Except as otherwise provided, removal of a medical staff officer may be initiat​ed by the Medical Executive Committee, or by a petition signed by at least one-third of the members of the active medical staff eligible to vote for officers.  Removal shall be considered at a special meet​ing called for that purpose.  Recall shall require a two-thirds vote of the active medical staff members’ casting votes in person or through written mailed ballot.

8.1-7  VACANCIES IN ELECTED OFFICE

Vacancies in office occur upon the death or disability, resigna​tion, or removal of the officer, or the of​ficer's loss of member​ship in the active medi​cal staff.  Vacan​cies, other than that of Chief of Staff, shall be filled by ap​pointment by the Medical Executiv​e Committee until the next regular election.  If there is a va​cancy in the office of Chief of Staff, the then Vice Chief of Staff shall serve out the remaining term.  The Medical Executive Committee would then appoint a Vice Chief of Staff to serve until the next regular election. 

8.2  
DUTIES OF THE OFFICERS

8.2-1  CHIEF OF STAFF

The Chief of Staff shall serve as the chief officer of the medical staff.  The duties of the Chief of Staff shall include, but not be limited to:


a.
enforcing the medical staff bylaws and rules and regu​la​tions, imple​menting sanctions where indi​cated, and promoting compliance with procedural safe​guards; 



b.
calling, presiding at, and being responsible for the agenda of all meetings of the medical staff;



c.
serving as chairperson of the Medical Executiv​e Commit​tee;



d.
serving as an ex-officio member of all other staff commit​tees with​out vote, unless his or her member​ship in a particular committee is required by these bylaws;



e.
interacting with the Chief Executive Officer and Gov​erning Board in all matters of mutual concern within the hospital;



f.
appointing, in consultation with the Medical Executive Committee, com​mittee members for all standing and special medical staff, liaison, or interdisciplin​ary practice committees, except where otherwise provided by these bylaws and, except where otherwise indicated, designating the chairper​son of those commit​tees;



g.
representing the views and policies of the medical staff to the Governing Board and to the Chief Executive Officer;


h.
being a spokesperson for the medical staff in exter​nal profes​sional and public relations;


i.
performing such other functions as may be assigned to him or her by these bylaws, the medical staff, or by the Medical Executive Committee;




j.
serving on liaison committees with the Governing Board and Administra​tion; and 



k.
serve as liaison to outside licensing or accreditation agen​cies.

8.2-2   CHIEF OF STAFF ELECT

The Chief of Staff Elect shall:


8.2-2.1

Serve as a voting member of the Medical Executive Committee


8.2-2.1

Succeed to the office of Chief of Staff commencing January 1 of the year following his/her term of office


8.2-2.3

Serve as a voting member of the Quality Council


8.2-2.4

Serve as a non-voting, ex-officio member of the Governing Board in such capacity as may be permitted or required by the Board’s Bylaws


8.2-2.5

Assist the Chief of Staff to represent the views, needs, concerns, and grievances of the Medical Staff to the Governing Board


8.2-2.6

Assume all duties and authority of the Chief of Staff in the absence of the Chief of Staff

8.2-2.7

Perform such duties of supervision as may be assigned by the Chief of Staff.


8.2-2.8

Attend at least 35% of meetings assigned by the Medical Executive Committee and as defined in the Job Description. 

8.2-3  IMMEDIATE PAST CHIEF OF STAFF

The Immediate Past Chief of Staff shall be a member of the Medical Executive Committee and shall perform such other duties as may be assigned by the Chief of Staff or delegated by these bylaws, or by the Medical Executive Committee.

8.2-4  SECRETARY-TREASURER

The Secretary-Treasurer shall be a member of the Medical Execu​tive Com​mittee.  The duties shall include, but not be limited to:

a.
maintaining a roster of members;

b.
keeping accurate and complete minutes of all Medical Exec​utiv​e Committee and general medical staff meetings;

c.
calling meetings on the order of the Chief of Staff or Medical Executive Committee;

d.
attending to all appropriate correspondence and notices on behalf of the medical staff;

e.
receiving and safeguarding all funds of the medical staff;

f.
excusing absences from meetings on behalf of the Medi​cal Executive Committee; and

g.
performing such other duties as ordinarily pertain to the office or as may be assigned from time to time by the Chief of Staff or Medical Executive Committee.

ARTICLE IX

CLINICAL DEPARTMENTS

9.1
ORGANIZATION OF CLINICAL DEPARTMENTS AND DIVISIONS 

The medical staff shall be divided into clinical depart​ments. Each department shall be organized as a separate component of the medical staff and shall have a chair​person selected and entrusted with the authority, duties, and responsibilities specified in Section 9.5. A department shall be further divided, as appropri​ate, into divisions which shall be directly responsible to the chairperson of the department within which they function, and which shall have a chairperson selected and entrusted with the authority, duties and respon​sibilities specified in Section 9.6.  When appropriate, the Medical Executive Committee may recommend to the Governing Board the creation, elimination, modifica​tion, or combina​tion of depart​ments or divisions.  In the event that a Division is created, it shall report to the appropriate Depart​ment to which its members have been assigned.  All provisions of these Bylaws pertain to actions of both the departments and divisions of the medical staff.

9.2.
CURRENT DEPARTMENTS AND DIVISIONS OF THE MEDICAL STAFF


9.2-1
CURRENT DEPARTMENTS:


a.
Medicine/Family Practice

b.
Surgery



c.
Obstetrics/Gynecology



d.
Pediatrics


9.2-2
CURRENT DIVISIONS:


a.
Medicine/Family Practice:




1.
Emergency Medicine Division



b.
Surgery:




1.
Anesthesiology

9.3
ASSIGNMENTS TO DEPARTMENTS AND DIVISIONS

Each member and allied health professional shall be assigned membership in one (1) department, and if appropriate, to a Divi​sion within such depart​ment, but may also be granted clinical privileges in other departments or divisions.   

9.4
FUNCTIONS OF DEPARTMENTS, DIVISIONS AND 


QUALITY REVIEW COM​MIT​TEES
9.4-1
THE FUNCTIONS OF EACH DEPARTMENT SHALL INCLUDE:
a.
Conduct patient care reviews for the purpose of analyz​ing and evaluating the quality and appropri​ateness of care and treatment provid​ed to patients within the Department.  Such review shall include routine collec​tion of data and information con​cerning important aspects of patient care in the Department, periodic assessment of this information and taking such steps as are necessary to improve patient care processes.  This review shall include the development of objective criteria used in evaluating patient care.  Patient care review shall include all clinical work performed under the jurisdic​tion of the Department.
b.
Provide, as requested by the department chairperson or Medical Executive Committee, information and guidance regarding guidelines for the granting of clinical privileges and recommendations regarding the perfor​mance of specific clinical privileges within the de​partment.

c.
Provide, as requested, information and recommendations to the department chairperson regarding the qualifica​tions of applicants seeking appointment and/or reap​pointment and/or clinical privileges within the depart​ment.

d.
Conducting and making recommendations regarding contin​uing education programs pertinent to clinical practices in the department.

e.
Reviewing and evaluating adherence of members of the departments to medical staff policies and procedures and sound principles of medical practice.

f.
Coordinating patient care provided by department mem​bers with nursing and ancillary patient care services.
g.
Submitting written reports to the Medical Executive Committee concerning departmental revi​ew and evaluation activities, actions taken thereon and re​sults of such actions and specific recom​menda​tions for maintaining and improving the quality of patient care services provided in the hospital.

h.
Meeting at least quarterly for the purpose of consider​ing patient care findings and the results of the de​part​ment's other review and evaluation activi​ties as well as reports from other departments, divisions and/or commit​tees.


i.
Establishing such committees, teams or other mechanisms as may be necessary and desirable to perform properly the functions assigned to it.

j.
Develop a program to provide proctoring for all practi​tioners at the time of appointment or when requesting new privileges.

k.
Take appropriate actions when important problems in patient care or opportunities to improve care are identified.

l.
Formulating recommendations for departmental rules and regulations reasonably necessary for proper discharge of its responsibilities subject to the approval of the Medical Executive Committee and the Governing Board.
m.
Recommend to the Medical Executive Committee policies and procedures related to the performance of clinical services within the department.

n.
All medical staff departments at this hospital shall, form a Quality Review Committee (QRC) of the depart​ment.  The QRC will assume all duties and respon​sibili​ties of the department as defined in this section.  The QRC will report information to the department as a whole the substantive results of their activi​ties on a quar​terly basis.

o.
Review and make appropriate recommendations regarding all new technology introduced into the hospital facility.  Identify the medical practice related to new technology and guide and direct same toward compliance with nationally established standards.

9.4-2
FUNCTIONS OF QUALITY REVIEW COMMITTEES

a.
Each medical staff Department shall form a Quality Review Committee (QRC) to perform all functions of the department as described in Section 9.4-1.  Members of the QRC shall be appoint​ed from active members of the involved department by the chairperson of the involved department subject to the approval of the Medical Executive Com​mittee.  Each Quality Review Committee shall be composed of at least five (5) mem​bers of the Active Medi​cal Staff.

b.
In addition to performing all functions as specified in Section 9.4-1, each Quality Review Committee shall:
1.
Involve department and/or division members in identifying important aspects of care, identifying indicators to monitor the important aspects of care, and evaluation of the care provided.

2.
Periodically review care, formulate recommenda​tions and initiate actions.

3.
Communicate at least quarterly to appropriate members of the department and/or division the relevant and signifi​cant findings, conclusions and actions taken by the QRC.

c.
The chairperson of the QRC shall be the chairperson of the department unless exception to this is approved by the Medical Executive Committee.

d.
With the approval of the Medical Executive Committee departments may elect to form combined QRC's.  The chairpersons of the combined QRC shall be the chairper​sons of the involved departments.  The position of presid​ing officer at individual meetings will be rotat​ed between the department chairpersons involved.

e.
The QRC shall meet as often as necessary but at least quarterly.  The QRC shall report the substantive re​sults of their activities to the appropriate department and/or division mem​bers. The QRC shall also report at least quarter​ly to the Medical Executive Commit​tee.

9.5  
DEPARTMENT OFFICERS


9.5-1
QUALIFICATIONS 


a.
Department officers shall be a chairperson and chairperson elect and shall be physician members of the active voting staff qualified by training, experience and demonstrated ability for the position and will be required to attend at least 50% of their department’s quality review committee meetings and/or quarterly department meetings from the time he/she is elected.

b. Each chairperson shall be certified by an appropriate specialty board, or shall affirmatively establish through the privilege delinea​tion process that he or she pos​sesses comparable competence.

9.5-2
SELECTION

A department chairperson elect shall be elected by the Active voting members of the clinical department by secret ballot for a two-year term subject to the approval of the Executive Committee and Governing Board. In the event of a tie, the matter will be referred to the Medical Executive Committee for resolution by closed ballot.  Such departmental elections shall be held in the last quarter of the year.  The elected chairperson and chairperson elect shall take office January 1 of the following year.  The chairperson elect shall automatically assume the position of chairperson at the end of the term as chairperson elect.  In the event a chairperson elect is not elected, the chairperson may succeed themselves. 


9.5-3
TERM OF OFFICE
Department officers shall serve a two (2) year term as chairperson elect and a subsequent consecutive two year term as chairperson.  Terms shall coincide with medical staff election years, unless he/she or they shall sooner resign or be removed from office or lose medical staff membership or clini​cal privi​leges in that depart​ment. 


9.5-4
REMOVAL
Removal of a department chairperson may be initiated for failure to carry out the duties and responsibilities as set forth in Section 9.5-5.  Removal of a department chairperson requires a two-thirds majority vote of active medical staff members in the department.  The vote may be held at any regular or special meeting of the department and votes may be submitted in person or through written ballot.


9.5-5
DUTIES OF DEPARTMENT OFFICERS

Each department chairperson shall:



a.
Direct and supervise all clinically related activ​ities within the department; 


b.
Direct and supervise all administratively related activities of the department unless otherwise provided for by the hospital; 


c.
Continue surveillance of the professional perfor​mance of all individuals who have delineated clin​ical privi​leges in the department; 



d.
Recommend to the Medical Staff the crite​ria for clinical privileges that are relevant to care provided in the department;



e.
Recommend to the Credentials Committee and Medical Executive Committee specific clinical privileges for each member of the department both at the time of appointment and reappointment.  The department chair​person may wish to discuss such recommendations with the departmental QRC or department as a whole.  Howev​er, the responsibility and duty for recommending privi​leges to the Credentials Committee and Medical Execu​tive Commit​tee rest with the chairperson;

f.
Act as presiding officer at departmental and departmen​tal QRC meetings;

g.
Report to the Medical Executive Committee regarding all professional and administrative activities within the department;


h.
Be responsible for the continuous assessment and improvement of the quality of care and services provided;

i.
Be responsible for the maintenance of quality control programs, as appropriate;


j.
Be responsible for the development and implementation of policies and procedures that guide and support the provision of services;

k.
Transmit to the Medical Executive Committee any recom​mendations regarding a request for investigation or recommendations for corrective action regarding any person holding clinical privileges within his or her department.

l.
Recommend department specific rules and regulations to the Medical Executive Committee.


m.
Be responsible for the integration of the department or service into the primary functions of the organization;


n.
Be responsible for the coordination and integration of interdepartmental and intradepartmental services;


o.
Make recommendations for a sufficient number of qualified and competent persons to provide care or service as appropriate;


p.
Be responsible for the determination of the qualifications and competence of department or service personnel who are not licensed independent practitioner and who provide patient care services;

q. Be responsible for the orientation and continuing education of all persons in the department;

r. Make recommendations for space and other resources needed by the department;

s.
Unless otherwise specified the department chairperson shall act as the Medical Director of the department;


t.
Assess and recommend to the relevant hospital authority off-site sources for needed patient care services not provided by the de​partment/service or the organization;

u. Be responsible for notifying their Chairman Elect when unavailable to assume their duties or attend the Medical Executive Committee meeting;

v. Be required to attend 50% of the Credentials and Medical Executive Committee meetings. 


Each department chairman elect shall:

a. assume all duties and authority of the department chairperson in the absence of the department chairperson and shall perform other duties as assigned by the Chief of Staff, the department chairperson, or the Medical Executive Committee. 

b. attend as a voting member of the Medical Executive Committee in the absence of the department chairperson.

c. attend at least 35% of their monthly departmental quality review committee meetings and 35% of the Patient Safety Committee meetings. 

9.6
DIVISION CHAIRPERSONS

9.6-1
QUALIFICATIONS

The qualifications of the division chairperson shall be the same as those of the department chairperson as set forth in Section 9.5-1.



9.6-2
SELECTION

The selection of the division chairpersons shall occur pursuant to the mechanism described in Section 9.5-2.


9.6-3
TERM OF OFFICE

The term of office for the division chairper​sons shall be the same as that of the department chairperson as set forth in Section 9.5-3.


9.6-4
REMOVAL

The removal of a Division chairperson shall occur pursuant to Section 9.6-4.


9.6-5
DUTIES

The Division chairperson shall oversee all quality assess​ment and improvement and peer review functions in the Division and report such findings on a regular basis to the Department chairperson.  The Division Chairperson shall also perform other duties as assigned by the Depart​ment chairperson, delegated by these bylaws or directed by the Medical Execu​tive Committee.

ARTICLE X

COMMITTEES

10.1  
DESIGNATION
Medical Staff committees shall include but not be limited to, the medical staff meeting as a committee of the whole, meetings of departments and divisions, meetings of commit​tees established under this Article X, and meetings of special or ad hoc commit​tees created by the Medical Executive Committee or by depart​ments or divisions. The committees described in this Article shall be the stand​ing committees of the medical staff. Special or ad hoc commit​tees may be created by the Medical Executiv​e Committee, the departments or divisions to perform specified tasks. All efforts will be made to ensure that committee members are unbiased and have no conflict of interest in any discussions or decisions being deliberated upon.  In the event that there appears to be a conflict of interest, the member may be excused by the Chairman or may excuse himself from further participation.  Unless otherwise specified, the chairperson and mem​bers of all commit​tees shall be appointed by and may be removed by the Chief of Staff, subject to approval by the Medical Execu​tive Commit​tee. Medical Staff committees shall be responsible to the Medical Executive Committee. The purpose of medical staff committees shall be to monitor and perform functions relative to the needs of the facility, the regulations of the State and Federal Government and the standards of the Joint Commission on Accredi​ta​tion of Health Care Organizations. Unless otherwise specified in these bylaws, all non-medical staff members appointed to medical staff committees shall be nonvoting.  When non-physician members have been granted a vote on a medical staff committee such votes shall only be exercised relative to the practitio​ners area of clinical expertise and restricted by scope of licensure. The Chief of Staff and Medical Admin​istrative Officer shall be ex-officio members on all commit​tees to which they are not otherwise assigned.

10.2  
GENERAL PROVISIONS

10.2-1  TERMS OF COMMITTEE MEMBERS

Unless otherwise specified, committee members shall be appointed for a term of two (2) years corresponding with the terms of the medical staff officers.

10.2-2  REMOVAL

If a member of a committee ceases to be a member in good standing of the medical staff, suffers a loss or significant limitation of practice privileges, or if any other good cause exists, that member may be removed by the Chief of Staff subject to approval by the Medical Executive Commit​tee.

10.2-3  VACANCIES
Unless otherwise specifically provided, vacancies on any committee shall be filled in the same manner in which an original appointment to such committee is made.

10.2-4  COORDINATION WITH OTHER FUNCTIONS
In addition to the provisions of this Article, the medical staff has adopted plans for the performance of certain monitoring functions. The medical staff also participates in such multidisciplinary activities. Such plans and activities may impose additional duties on certain of the commit​tees listed below.

10.3
BIOETHICS COMMITTEE


10.3-1   COMPOSITION
The Bioethics Committee shall consist of the following voting members; at least four physicians and at least two nurses and one social worker.  Also attending may be lay representatives, clergy, ethicists, attorneys and administrators.


10.3-2  DUTIES
The Bioethics Committee may participate in development of guidelines for consider​ation of cases having medical ethical implications; development and imple​mentation of procedures for the review of such cases; development and/or review of institution​al policies regarding care and treatment of such cases; retrospective review of cases for the evaluation of medical ethical policies; consultation with con​cerned par​ties to facilitate communication and aid conflict resolu​tion, education of the hospital staff on medical ethical matters and oversee the development and implementation of policies related to patient rights and self-determination. The Bioethics Committee will be advisory in its functions.


10.3-3  MEETINGS AND REPORTING
The Bioethics Committee shall meet as often as necessary at the call of the chairperson and maintain a permanent record of its proceedings and actions. The committee shall report to the Medical Executive Committee.

10.4  BYLAWS COMMITTEE


10.4-1  COMPOSITION
The Bylaws Committee shall consist of at least four (4) members of the active medical staff, including the Vice Chief of Staff of the medical staff and Immediate Past Chief of Staff.


10.4-2  DUTIES
The duties of the Bylaws Committee shall include:



a.
conducting an annual review of the Medical Staff By​laws, the general rules and regulations and policies promulgated by the medical staff;


b.
receiving and evaluating recommendations from the Medical Exec​utiv​e Committee regarding suggestions for modification of items specified in subsection (a); and


c.
submitting recommendations to the Medical Executive Committee for modification of items specified in subdi​vision (a).


10.4-3  MEETINGS AND REPORTING
The Bylaws Committee shall meet as often as necessary but at least annually and maintain a permanent record of its pro​ceedings and actions. The committee shall report to the Medical Executive Committee.

10.5
CONTINUING MEDICAL EDUCATION/LIBRARY COMMITTEE


10.5-1 COMPOSITION
The composition of the Continuing Medical Education/Library Committee shall be at least (4) medical staff members, a representative from Pharmacy, Quality Improvement, Nursing, CME Coordinator, Librarian, and other health care professionals as deemed necessary by the chairperson. 

10.5-2  DUTIES
The Continuing Medical Education/Library Committee shall perform the following duties:



a.
plan, implement, coordinate and promote ongoing special clinical and scientif​ic programs for the medical staff. This includes:

1.
identifying the educational needs of the medical staff;

2.
formulating clear statements of objectives for each program;

3.
assessing the effectiveness of each program;

4.
choosing appropriate teaching methods and knowl​edgeable faculty for each program; and

5.
documenting staff attendance at each program.



b.
assist in developing educational programs related to important processes in patient care and con​tribute to the continuing education of each prac​titio​ner;



c.
establish liaison with the quality assessment and improvement program of each department/division/hospi​tal support service in order to be apprised of problem areas in patient care or opportuni​ties to improve patient care, which may be addressed by a specific continu​ing medical education activity;



d.
maintain close liaison with other hospital medical staff and support service personnel concerned with patient care;


e.
make recommendations to the Medical Executive Committee regard​ing library needs of the medical staff; and



f.
advise Administration of the financial needs of the continuing medical education and library program.


10.5-3  MEETINGS AND REPORTING
The committee shall meet as often as necessary but at least quar​terly and maintain a perma​nent record of its proceedings and actions. The committee shall report to the Medical Executive Committee.

10.6
CREDENTIALS COMMITTEE

10.6-1  COMPOSITION
The Credentials Committee shall consist of not less than four (4) members of the active medical staff on the basis that will ensure, insofar as feasible, representation from all medical staff departments.

10.6-2  DUTIES
The Credentials Committee shall:



a.
review and evaluate the qualifications of each practi​tioner applying for initial appointment, reappointment, or modification of clinical privileges, and, in connec​tion therewith, obtain and consider the recommendations of the appropriate departments/divisions;



b.
submit required reports and information on the qualifi​cations of each practi​tioner applying for membership or particular clinical privileges including recommendations with respect to appointment, membership category, department/division affiliation, clinical privileges, and special conditions;



c.
investigate, review and report on matters referred by the Chief of Staff  or the Medical Executive Committee regarding the qualifica​tions, conduct, professional character or competence of any applicant or medical staff member; and



d.
submit periodic reports to the Medical Executive Com​mittee on its activi​ties and the status of pending applications.


e.
provide medical staff departments with guidelines and direction for the development of professional criteria for clinical privileges that comply to nationally recognized standards;


f.
coordinate the efforts of medical departments as they develop professional criteria for clinical privileges, so as to assure that one level of care is provided to patients throughout the hospital; with the knowledge of the committee chairman, seek information on the national standards for the establishment of professional criteria for clinical privileges;

10.6-3  MEETINGS AND REPORTING
The Credentials Committee shall meet as often as necessary but at least quarterly and maintain a permanent record of its proceedings and actions.  The Credentials Committee shall report to the Medical Execu​tive Commit​tee.

10.7
CRITICAL CARE COMMITTEE

10.7-1 COMPOSITION
The Critical Care Committee shall be composed of the following voting members; Director of the ICU/CCU, representative from each medi​cal staff department.  The following non-voting members will include the Nursing Manager, the Quality Management Director, the Nursing Executive or designee and the Chief Executive Officer or designee.


10.7-2 DUTIES
The duties of the Critical Care Committee shall include:

a.
recommending and review policies and procedures per​taining to the unit;

b.
reviewing the quality and appropriateness of care provided in the unit;

c.
correlation and evaluation of physician and nursing team collaborative functions in providing patient care services; and

d.
evaluate admission and discharge criteria


10.7-3 MEETINGS AND REPORTING
The committee shall meet as often as needed but at least biannually and maintain a permanent record of its proceedings and actions. The committee shall report to the Department of Medicine. 

10.8
INTERDISCIPLINARY PRACTICE COMMITTEE

10.8-1   COMPOSITION
The Interdisciplinary Practice Committee shall be a multi​disciplinary committee consisting of an equal number of physicians from the Credentials Committee and the following additional voting members; the Nurse Executive, regis​tered nurses appointed by the Nurse Executive performing functions re​garding standard​ized procedures, other licensed or certified health profes​sionals other than registered nurses who per​form functions requiring a job description and/or stan​dard​ized proce​dures and administrative represen​tative.  The chairperson shall be the Chairperson of the Credentials Committee.

10.8-2   DUTIES
The committee shall oversee the functions of all Allied Health Professionals by:


a.
identifying functions which require standardized proce​dures and/or job descriptions and physician supervi​sion;


b.
preparing and initiating standardized procedures and/or job descriptions and physician supervision require​ments;



c.
reviewing and approving standardized procedures and/or job descriptions and physician supervision require​ments;



d.
assuring that standardized procedures and/or job de​scriptions and physician supervision require​ments conform to state laws and regulations; and



e.
evaluating and making recommendations regarding:

1.
the mechanisms for evaluating the licensure, cer​tification and qualifications of  allied health professionals​;

2.
defining the minimum standards of training, educa​tion, experience, character, compe​tence and over​all fitness of  allied health professionals;
3.
the granting of permission to allied heath professionals​ to perform functions requiring standardized procedures and/or job descriptions and physician supervision;

4.
the monitoring and supervision of dependent prac​titioners; and

5.
the termination of permission to perform a func​tion requiring standard​ized procedures and/or job descriptions and physician supervision.


10.8-3 MEETINGS AND REPORTING
The committee shall meet as often as necessary but at least annually. It shall maintain a record of its proceedings and it shall submit reports of its actions and recommenda​tions to the Medical Executive Committee.

10.9  
MEDICAL EXECUTIVE COMMITTEE
10.9-1  COMPOSITION
The Medical Executive Committee shall be a standing commit​tee and shall consist of the officers of the medical staff, the immediate past Chief of Staff, the chairperson of each medical staff department, the Chair​person of each Medi​cal Staff Division, the Bylaws Chairperson, the Creden​tials Chairperson, the Continuing Medical Education Chairperson, Health Information/Utilization Management Committee Chairperson, Pharmacy and Therapeutics Committee Chairperson, Patient Safety/Quality Council Chairperson, Critical Care Committee Chairperson, Physician Well Being Chairman and two (2) members at large. The members at large shall be elected as set forth in Sec​tion 8.1-4.  No medical staff member actively practicing in the hospital is ineligible for membership on the executive committee solely because of his or her professional discipline or specialty.  Ex-officio members shall include the Chief Executive Officer (or desig​nee), Nurse Executive, Quality Management Director and the Regional Chief Executive Officer.  Ex-officio members are non-voting.  Ex-officio members may sit with the Medical Executive Committee at all times except when the Medical Executive Committee is in Executive Ses​sion, at which time the Chief Executive Officer may sit with the Medical Executive Committee.

10.9-2  DUTIES

The duties of the Medical Executive Committee shall include, but not be limited to:

a.
representing and acting on behalf of the medical staff in the inter​vals between medical staff meetings, sub​ject to such limitations as may be imposed by these bylaws;

b.
coordinating and implementing the professional and organizational activi​ties and policies of the medical staff;

c.
receiving and acting upon reports and recommendations from the medical staff departments, sections, commit​tees, and assigned activity groups;

d.
recommending actions to the Governing Board on matters of a medi​cal administrative nature;

e.
establishing the structure of the medical staff, the mechanism to review credentials and delineate individu​al clinical privileges, the granting of individual staff memberships and privileges, establishing appropriate criteria for cross-specialty privileges in accordance with Section 5.2-3, the organization of quality assessment and improvement activities, peer review activities, 

mecha​nisms for termination of medical staff membership, privileges and fair hearing procedures, needed changes to medical staff bylaws, as well as other matters relevant to the operation of an organized medical staff;

f.
evaluate the quality and appropriateness of medical care rendered to patients in the hospital;

g.
participating in the development of all medical staff and hospital policy, practice, and planning;

h.
reviewing the qualifications, credentials, performance and profes​sional competence, and character of appli​cants and staff members, and making recommendations to the Governing Board, regarding staff appointments and reappointments, assignments to depart​ments, divisions, clinical privileges, and responsive action;

i.
taking reasonable steps to promote ethical conduct and competent clinical performance on the part of all members including the initiation of and participation in medical staff corrective or review measures when war​ranted;

j.
taking reasonable steps to develop continuing education activities and programs for the medical staff;

k. designating such committees as may be appropriate or necessary to assist in carrying out the duties and responsibilities of the medical staff and approving or rejecting appointments to those committees by the Chief of Staff;

l.
reporting to the medical staff at each regular staff meeting;


m.
assisting in the obtaining and maintenance of accreditation;

n.
developing and maintenance of methods for protection and care of patients and others in the event of inter​nal or external disaster and reviewing and acting upon reports of activities of medical staff depart​ments, divisions, committees and the hospital safety committee relative to the clinical aspects of patient safety;


o.
appointing such special or ad hoc committees as may seem neces​sary or appropriate to assist the Medical Executive Committee in carrying out its functions and those of the medical staff;

p.
reviewing the quality and appropriateness of services provided by contract physicians; 

q.
reviewing and approving the designation of the hospital's authorized representative for National Practitioner Data Bank purposes;

r.
receiving and acting upon the reports of administra​tion, medical staff departments, divisions or commit​tees relative to identified actual or potential areas of patient risk;

s.
organizing the quality assessment and improvement activities of the medical staff as well as the mecha​nism used to conduct, evaluate and revise such activi​ties; and

t.
assigning a representative from the medical staff to participate in any hospi​tal deliberation affecting the discharge of medical staff responsi​bili​ties.

u. recommending the clinical services to be provided by telemedicine. 

10.9-3  MEETINGS AND REPORTING

The Medical Executive Committee shall meet as often as necessary but at least quarterly and shall maintain a permanent record of its proceedings and actions.  The administrator or designee shall be invited to attend all meetings in a non-voting capacity.  The Medical Execu​tive Committee shall report to the Governing Board. 

10.10
HEALTH INFORMATION/UTILIZATION MANAGEMENT COMMITTEE


10.10-1 COMPOSITION
The health information/utilization management committee shall consist of the following voting members; the Chairperson and insofar as possible, at least one representative from each clinical department, the nursing service, the medical records department, the utilization management department and hospital administration.


10.10-2 DUTIES

The duties of the health information/utilization management committee shall include:

a.
Review and evaluation of medical records, or a representative sample, to determine whether they: (1) properly describe the condition and diagnosis, the progress of the patient during hospitalization and at the time of discharge, the treatment and tests provided, the results thereof, and adequate identification of individuals responsible for orders given and treatment rendered; and (2) are sufficiently complete at all times to facilitate continuity of care and communications between individuals providing patient care services in the hospital;

b.
Review and make recommendations for medical staff and hospital policies, rules and regulations relating to medical records, including completion, forms and formats, filing, indexistoragerage, destruction, availability and methods of enforcement;


c.
Provide liaison with hospital administration and medical records personnel in the employ of the hospital on matters relating to medical recopracticesices; and 

d. Maintain a record of all actions taken and submit reports to the respective departments for peer review action concerning medical records practices in the hospital.


e. Conducting utilization review studies designed to evaluate the appropriateness of admissions to the hospital, lengths of stay, discharge practices, use of medical and hospital services and related factors, which may contribute to the effective utilization of services.  The committee shall communicate the results of its studies and other pertinent data to the medical executive committee and shall make recommendations for the utilization of resources and facilities commensurate with quality patient care and safety;


f.
Establishing a utilization review plan which, shall be approved by the medical executive committee;


g.
Obtaining, reviewing, and evaluating information and raw statistical data obtained or generated by the hospital’s case management system.


10.10-3  MEETINGS

The health information/utilization management committee shall meet as often as necessary at the call of its chairman, but at least quarterly.  It shall maintain a record of its proceedings and activities, and shall report to the medical executive committee.

10.11
PATIENT SAFETY/QUALITY COUNCIL

10.11-1  COMPOSITION
The Patient Safety/Quality Council shall consist of at least four (4) standing members, one of which shall be the Patient Safety Officer who shall be appointed by the Chief Executive Officer and three of which shall be physicians.  One of the physician members shall serve as Chairperson of the Committee.  The Committee shall call upon other physicians and Staff members to participate in Committee meetings that relate to their departments. 

10.11-2   DUTIES

The Patient Safety/Quality Council shall:

A.
Provide a systematic, coordinated and continuous approach to the maintenance and improvement of patient safety which supports effective responses to Adverse Events and Sentinel Events, provides an ongoing proactive approach to reduce risk, integrates patient safety as a priority into new processes and the redesign of existing processes, functions and services, and directs the setting of priorities within the Organization.

B.
Improve patient safety and reduce risk to patients through an environment that encourages:

1) Constant focus on patient safety

2) Recognition and acknowledgment of risks of medical care

3) Initiation of actions to reduce patient risk exposures

4) Identification and analysis of Near Misses, Adverse Events and Sentinel Events

5) A focus on processes and systems

6) A non-punitive approach in response to identified Near Misses, Adverse Events and Sentinel Events

7) Individual and organizational learning about Near Misses, Adverse Events and Sentinel Events with a focus on improving patient safety and reduction of human error

8) Maintenance of confidentiality of patient information and the privileged status of information protected pursuant to Evidence Code 1157.

· Apply systematically a model and process of continuous quality improvement

· Prioritize the focus of performance improvement endeavors in keeping with the strategic plan of the organization, urgency of the situation, and overall impact 

· Integrate interdisciplinary problem solving toward improving efficiency and effectiveness of care and services throughout the hospital

· Implement quality improvement across the continuum of care 

· Evaluate the effectiveness of overall quality improvement processes in all levels of the organization

· Meet external requirements of accreditation and licensure

· Serves as an advisory committee to the Governing Board.  The Governing Board delegates to the Patient Safety/Quality Council the responsibility to establish a process and plan for improving organization performance and to provide a safe place for our patients, residents, employees and visitors

· Makes priority decisions and oversees performance improvement processes including progress

· Ensures interdepartmental collaboration on issues of mutual concern and requiring interdisciplinary input

· Receives results of performance improvement activities and patient safety related activities, including but not limited to, conclusions, corrective action, and outcomes of actions taken.  In addition, the Committee evaluates the appropriateness and effectiveness of the corrective actions over time. 

10.11-3   MEETINGS AND REPORTING

The Patient Safety/Quality Council shall meet as often as necessary but at least quarterly and maintain a permanent record of its proceedings and actions.  The Patient Safety/Quality Council shall report to the Medical Executive Committee.

The Patient Safety/Quality Council shall take a coordinated and collaborative approach to improving patient safety and performance improvement.  The Committee shall seek input from and distribute information to all departments and disciplines in establishing and assessing processes and systems that may impact patient safety and performance improvement at the Hospital.  The Patient Safety/Quality Council shall recognize and reinforce that members of the Medical Staff are responsible for making medical treatment decisions for their patients. 

A schedule for reporting of department and performance improvement teams is developed annually.  Reporting occurs by exception: when measurements indicate that performance is not within the identified established benchmark.  Required elements for reporting are designated for consistency.  The aggregation and analysis is reviewed by the Quality Management Department for completeness and appropriateness before submission to the Patient Safety/Quality Council. 

10.11-4 PRIORITIZATION

The prioritization process used in determining improvement teams includes the following elements: 

· Mission Statement

· Problem prone activities

· High volume activities

· High risk activities

· Cost savings through efficient processes

· Customer Service

· Patient Safety

· Regulatory compliance 

This approach allows the organization to effectively allocate, coordinate, and utilize resources in keeping with strategic goals.  Medical Staff and Hospital Staff in all levels of the organization proactively identify problems and communicate them through the existing committee structure.  The Patient Safety/Quality Council reviews performance improvement activities including monitoring aspects of new services and requests for organization-wide performance improvement teams, patient safety issues and prioritize as necessary. 

10.11-5   METHODOLOGY, MODEL AND APPROACH TO PERFORMANCE 
IMPROVEMENT - Plan-Do-Check-Act (PDCA) Model

When an opportunity for improvement is identified, actions are determined, accountability established and documented.  Action is determined based on analysis of the source of the problem.  Evaluation of effectiveness of actions taken occurs through follow-up measurements, as appropriate, and through identification of incremental and sustained improvements. 

The Plan-Do-Check-Act (PDCA) Model will be used to systemically guide the performance improvement process.  Identifying problems, designing solutions, testing strategies for change, implementing changes, and assessing the impact of changes all flow from the PDCA Model.  The PDCA Model serves as a catalyst for making decisions based on scientific data and focuses the organization on root causes of problems.  

10.11-6   CHARTER OF TEAMS

The Patient Safety/Quality Council charters Performance Improvement Teams.  Teams are multidisciplinary and include members of the medical staff and/or departments/services most closely related to the topic or who represent the focus of the team. 

10.11-7   EVALUATION OF PROGRESS

The Patient Safety/Quality Council, the Medical Executive Committee, and the Governing Board are responsible for monitoring the organization’s progress throughout the year in achieving the plan and for making modifications to the plan if unusual circumstances arise.  The Performance Improvement program and process are evaluated annually for degree of horizontal integration, comprehensive, effectiveness of coordination and communication.

10.12
PHARMACY AND THERAPEUTICS COMMITTEE

10.12-1  COMPOSITION
The Pharmacy and Therapeutics Committee shall consist of at least four (4) representatives from the medi​cal staff, a representative from hospital Administration, nursing service and voting members from the pharmaceu​tical service and the infection control program.


10.12-2  DUTIES
The duties of the Pharmacy and Therapeutics Commit​tee shall include:



a.
assisting in the formulation of professional practices and policies regarding the evaluation, appraisal, selection, procurement, storage, distribution, use, safety procedures, monitoring the effects, and all other matters relating to drugs in the hospital, in​cluding antibiotic usage;



b.
evaluating the appropriateness, safety and effective​ness of drugs used in all areas of the hospital;

c.
advising the medical staff and the pharmaceutical service on matters pertain​ing to the choice of avail​able drugs;



d.
making recommendations concerning drugs to be stocked on the nursing unit floors and by other services;


e.
developing and periodically reviewing a formulary or drug list for use in the hospital;



f.
evaluating clinical data concerning new drugs or prepa​rations requested for use in the hospital;

g. establishing standards concerning the use and control of experimental or investigational drugs and non-recog​nized uses of recognized drugs;

h. establishing a definition for and review of untoward drug reactions;

i. review reports to identify trends or issues to improve the medication management system.  This may include internally or externally generated data, new technologies, and/or best practices from other facilities.  When changes are made to the medication management system, the changes are reviewed and performance measured.

j. developing a hospital-wide infection control program and maintaining surveillance over the program;

k. developing a system for reporting, identifying and analyzing the incidence and cause of nosocomial infec​tions, including assignment of responsibility for the ongoing collection and analytic review of such data, and follow-up activities;

l. developing and implementing a preventive and corrective program de​signed to minimize infection hazards, includ​ing establishing, reviewing and evaluating aseptic, isolation and sanitation techniques;

m. developing written policies defining special indica​tions for isolation re​quire​ments;

n. coordinating action on findings from the medical staff's review of the clinical use of antibiotics;

o. acting upon recommendations related to infection con​trol received from the Chief of Staff, the Medical Executive Committee, depart​ment/division and other commit​tees; and

p. reviewing sensitivities of organisms specific to the facility.

q. Developing proposed policies and procedures for the ordering, screening, distribution, handling, dispensing and administration of blood and blood components; and

r. Monitoring the effects of blood and blood components on patients.


10.12-3  MEETINGS AND REPORTING
The Pharmacy and Therapeutics Commit​tee shall meet as often as necessary but at least quarterly and main​tain permanent record of its proceedings and actions. The commit​tee shall report to the Medical Executive Committee at least quarterly.

10.13 
PHYSICIAN WELL BEING COMMITTEE


10.13-1 COMPOSITION
In order to improve the quality of care and promote the competence of the medical staff, the Medical Executive Committee shall establish a Physician Well Being Committee com​prised of the physicians members of the Bioethics Commit​tee and chaired by the chairper​son of said committee.


10.13-2 DUTIES
It is recognized that medical staff members face unique stresses involving professional or personal matters that may affect all aspects of their lives, and accordingly may impact the quality of care they render.  It is the medical staff’s responsibility to enhance quality care and protect patients from harm.  It is this committee’s goal to provide valuable resources to assist medical staff members in dealing with these unique stresses in a confidential and compassionate manner which is separate and apart from the medical staff disciplinary process.  The Physician Well Being Committee may receive reports on the health, well-being, or impair​ment of medical staff members and, as it deems appropriate, may investigate such reports.  The confidentiality of any informant will be maintained to help ensure an effective process, free of retribution.  With respect to matters involving individual medi​cal staff members, the committee may, on a voluntary basis, provide such advice, counseling, or referral as may seem appropriate. Such activities shall be confidential. However, in the event information received by the committee suggests that the health or impairment of a medical staff member may pose risk of harm to hospitalized patients that informa​tion may be referred for responsive action. 

A.
The committee shall also consider general matters related to the health and well-being of the medical staff and, with the approval of the Medical Executiv​e Commit​tee, develop educa​tional programs or related activities.


B.
This committee shall address issues of practitioner health including the prevention of physical, psychiatric or emotional illness.  It shall be responsible for facilitating confidential diagnosis, treatment and rehabilitation of practitioners who suffer from a potentially impairing condition.  The committee shall focus on assistance and rehabilitation, rather than discipline, to aid a practitioner in retaining or regaining optimal professional functioning, consistent with the protection of patients.  If at any time during the diagnosis, treatment, or rehabilitation phase of the process it is determined that a practitioner is unable to safely perform the privileges he or she has been granted, the matter shall be forwarded to the Chief of Staff or his or her designee for appropriate corrective action.  Reporting of such corrective action shall be in accordance with State and federal reporting requirements. 


C.
The committee may receive reports, through self-referrals or referrals by hospital staff or medical staff, related to the health, well being or impairment of medical staff members.  The committee may, as it deems appropriate, investigate such reports for the credibility of the complaint, allegation, or concern.  With respect to matters involving individual medical staff members, the committee, or a designee of the committee, may confront the individual and provide advice, counseling, or referrals to the appropriate professional internal or external resources of the diagnosis and treatment of the condition or concern.  Such activities shall be confidential to the extent that the affected practitioner voluntarily participates in any recommended programs and monitoring.  In the event that the affected practitioner refuses such referral and the committee determines that further action is necessary, than the committee may forward its recommendation to the appropriate committee for corrective action.  To assure patient safety, the committee shall monitor the practitioner and the care provided to the patients he or she diagnoses or treats, until the rehabilitation or any disciplinary process is complete. 


D.
The committee shall also consider general matters related to the health and well being of the medical staff and develop educational programs or related activities about illness and impairment recognition issues specific to medical staff members for the hospital and medical staff. 


E.
The committee shall report to the Medical Executive at least quarterly the following summary information: 

1.
The number of referrals received for evaluation in the current reporting period;



2.
The number of those referrals accepted for monitoring;



3.
The total number of individuals currently being monitored;



4.
The number of individuals released from monitoring in the current reporting period;



5.
The number of individuals referred from corrective action in the current reporting period. 


10.13-3  MEETINGS AND REPORTING

The committee shall meet as often as necessary but at least quarterly and shall report on its activities on a routine basis to the Medical Executive Committee. It shall maintain only such record of its proceed​ings as it deems advisable but any records regarding individual practitioners shall be kept strictly confidential and maintained independently from any general records of the committee and the credentials file.  In the event that a referral for corrective action is deemed necessary, the committee may submit any documents necessary to support the referral. 

10.14  QUALITY REVIEW COMMITTEES
10.14-1  COMPOSITION
Pursuant to Section 9.4-1, medical staff departments shall indi​vidually or jointly form one or more Quality Review Commit​tees (QRCs) to perform all functions of the department as described in Section 9.4-1.  Members of the Quality Review Committee shall be appointed from active members of the involved department(s) by the chairperson(s) of the in​volved department subject to the approval of the Medi​cal Execu​tive Committee.  Each Quality Review Commit​tee shall be composed of at least five (5) members of the active medical staff.  The Chairperson of the Quality Review Com​mittee shall be a chairperson(s) of the partici​pating De​partment.


10.14-2  DUTIES
In addition to performing the functions specified in Section 9.4, each quality review committee shall:



a.
involve department members in identifying important as​pects of care and identifying indicators or other measures used to monitor the important aspects of care;



b.
periodically review care, formulate recommendations and initiate actions;


c.
recommend to the Medical Executive Committee policies and procedures as may be necessary for the operation of the department and communicate at least quarterly to the appropriate department the relevant and signifi​cant findings, conclusions, recommenda​tions and actions​ taken by the Quality Review Committee.


10.14-3 MEETINGS AND REPORTING
The Quality Review Committee shall meet as often as neces​sary but at least quarterly. The committee shall report to all departments represented on the QRC, and the Medical Executive Committee at least quarterly.

ARTICLE XI

MEDICAL STAFF MEETINGS

11.1
REGULAR AND ANNUAL MEETINGS
There shall be at least one annual general medical staff meeting, to be held in the last quarter of each calendar year.  All regular medical staff meetings shall be held at such day and hour as the Chief of Staff shall designate in the call and notice of the meeting.

11.2 
SPECIAL MEETINGS


a.
The Chief of Staff may call a special meeting of the medical staff at any time. The Chief of Staff shall call a special meeting within fifteen (15) days after receipt of a written request for same, from the Medical Executive Committee or not less than ten percent (10%) of the active staff stating the purpose of such meeting. The Medical Executive Committee shall desig​nate the time and place for any special meeting.


b.
Written or printed notice stating the place, day and hour and nature of business to be conducted for 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 ten (10) days before the date of such meet​ing. If mailed, the notice of the meeting shall be deemed deliv​ered when deposit​ed, postage prepaid, in the United States mail addressed to each staff member at his address as it appears on the records of the hospi​tal. No business shall be transacted at any special meeting except that stated in the notice calling the meeting.

11.3
QUORUM

The presence of thirty-three (33%) percent of the total member​ship of the active medical staff either in person or through written validated ballot shall constitute a quorum for purposes of amendment of these bylaws, rules and regulations. The presence of twenty-five (25%) percent either in person or through written validated ballot of such membership shall constitute a quorum for all other actions.

11.4
MANNER OF ACTION
Except as otherwise specified, the action of a majority of the members present and voting in person or by validated ballot at a meeting at which a quorum is present pursuant to Section 11.3 shall be the action of the group.  

11.5
ATTENDANCE REQUIREMENTS
Each member of the active staff shall be encouraged to attend one (1) General Staff meeting during each two (2) year reappointment cycle. 

11.6  AGENDA


a.
The agenda at any regular medical staff meeting shall be:

1.
call to order;

2.
acceptance of the minutes of the last regular and of all special meet​ings;

3.
unfinished business;

4.
communications;

5.
report from the Chief of Staff;

6.
reports of the Chief Executive Officer of the hospital;

7.
new business (including elections, where appropriate);

8.
educational presentations; and

9.
adjournment.

b.
The agenda of special meetings shall be:

1.
reading of the notice calling the meeting;

2.
transaction of business for which the meeting was called; and

3.
adjournment.

11.7   MINUTES
Minutes of meetings shall be prepared and retained. They shall include, at a minimum, a record of attendance and votes taken on significant matters.  Minutes shall be signed by the presiding officer of the meeting.

ARTICLE XII

COMMITTEE/DEPARTMENT/DIVISION MEETINGS

12.1  REGULAR MEETINGS
Committees, departments and divisions shall meet regularly in accordance with these bylaws and may, by resolution, provide the time for holding regular meetings without notice other than such resolution.

12.2  SPECIAL MEETINGS

A special meeting of any committee, department or division may be called by or at the request of the chairperson, by the Chief of Staff, or by one-third (1/3) of the group's members, but not less than two (2) members.

12.3  NOTICE OF SPECIAL MEETINGS

Written or oral notice stating the place, day and hour of any special meeting shall be given to each member of the committee, department or division not less than three (3) days before the time of such meeting, by the person or persons calling the 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/her address as it appears on the records of the hos​pital with postage thereon prepaid. 

12.4  QUORUM

Twenty-five (25) percent of the active medical staff members of a committee, depart​ment or section, but not less than two (2) members, shall constitute a quorum at any meeting.

12.5  MANNER OF ACTION

The action of a majority of the members present at a meeting at which a quorum is present shall be the action of a committee, department or division.  Action may also be taken without a meeting by written resolution stating the proposed action and signed by a majority of the members entitled to vote.

12.6  RIGHTS OF EX-OFFICIO MEMBERS

Persons serving under these bylaws as ex-officio members of a committee, shall have all rights and privileges of regular members except they shall not be counted in determining the existence of a quorum and they shall not vote.

12.7  MINUTES

Minutes of each regular and special meeting of a committee, department or division shall be prepared and shall include a record of the attendance of mem​bers and the vote taken on each matter.  Each committee, depart​ment and division shall maintain a perma​nent file of the minutes of each meeting.

12.8  ATTENDANCE REQUIREMENTS

a.
A chairperson of any committee, department or division may give notice to a practitioner that his/her attendance at a meeting to discuss his/her clinical compe​tence or conduct is mandatory.  The notice to the practitioner shall so state, and shall be given by cer​tified mail, return receipt re​quested.

b.
A practitioner's failure to attend any meeting with respect to which he/she was given notice that attendance was manda​tory, unless excused by the Medical Executiv​e Committee upon a showing of good cause, shall result in an automatic sus​pension of all or such portion of the practitioner's clini​cal privileges as the Medical Executive Committee may di​rect, and such suspen​sion shall remain in effect until the matter is resolved through any mecha​nism that may be appro​pri​ate, including responsive action,​ if neces​sary.  If the practitioner makes a timely request for postpone​ment sup​port​ed by an adequate showing that his/her absence will be unavoid​able, his/her atten​dance may be postponed to the next regular or special meeting by the chairperson or by the Medical Execu​tive Committee.  If the chairper​son is the practitio​ner in​volved, such a postponement may only be granted by the Medical Executive Committee.  This section shall not preclude any committee, department, or division from reviewing the competence or conduct of any practitio​ner in his/her absence.

ARTICLE XIII

CONFIDENTIALITY, IMMUNITY AND RELEASES

13.1  AUTHORIZATION AND CONDITIONS
By applying for and/or exercising clinical privileges within this hospital, an individu​al:


a.
authorizes representatives of the hospital and the medical staff to solicit, provide, and act upon infor​mation bearing upon, or reasonably believed to bear upon, the individual's professional ability and qualifi​cations;


b.
authorizes persons and organizations to provide infor​mation concerning the individual to the medical staff;


c.
agrees to be bound by the provisions of this Article and to waive all legal claims against any representa​tive of the medical staff or the hospital who acts in accordance with the provisions of this article to the fullest extent permit​ted by law; and


d.
acknowledges that the provisions of this Article are express conditions to the granting of medical staff membership, the continuation of such mem​bership, and to the exercise of clinical privileges at this hospital.

13.2  
CONFIDENTIALITY OF INFORMATION

13.2-1  GENERAL
Medical Staff, department, division, or committee minutes, files, and records, including information regarding any applicant, member or other individual exercising clinical privileges, shall, to the fullest extent permitted by law, be confidential. Dissemination of such information and records shall only be made where expressly required by law, or pursuant to offi​cial​ly adopted policies of the medical staff or, where no offic​ially adopted policy exists, only with the express approval of the Medical Executiv​e Committee or its designee.

13.2-2 BREACH OF CONFIDENTIALITY

Inasmuch as effective peer review and consideration of the qualifications of medical staff applicants, members and other individuals exercising clinical privileges, to perform specific procedures must be based on free and candid discus​sions, any breach of confidentiality of the discus​sions or deliberations of medical staff depart​ments, divisions, or committees, except in conjunction with other hospital, profession​al society, or licensing authority, is outside appropriate standards of conduct for this medical staff and will be deemed disruptive to the operations of the hospital. If it is determined that such a breach has occurred, the Medical Executive Com​mittee may under​take such responsive action as it deems appropriate.

13.3  
IMMUNITY FROM LIABILITY

13.3-1  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, mem​ber, or other individual exercising clinical privileges, for damages or other relief for any action taken or state​ments or recommendations made within the scope of his or her duties as a repre​sentative of the medical staff or hospital.

13.3-2  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 any applicant, member or other individual exercising clinical privileges, for damages or other relief by reason of providing any information concerning such person in connec​tion with any evaluation of his or her competence or conduct.

13.4  
ACTIVITIES AND INFORMATION COVERED

13.4-1  ACTIVITIES

The confidentiality and immunity provided by this Article shall apply to all acts, communications, reports, recommen​dations or disclosures performed or made in connection with this or any other health care facility's or organiz​ation's activities concerning, but not limited to:

1.
applications for appointment, reappointment, or clini​cal privileges;

2.
responsive action;

3.
hearings and appellate reviews;

4.
utilization reviews;

5.
other department, division, committee, or medical staff activities related to monitoring and maintaining quali​ty patient care and appro​priate profes​sional conduct; and

6.
the actions of peer review organizations, medical boards and other entities which engage in the monitor​ing or evaluation of profession​al competence or con​duct.

13.5  RELEASES

Each applicant and each member or other individual exercising clinical privileges, 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 releases shall not be deemed a prerequisite to the effectiveness of this Article.

ARTICLE XIV

GENERAL PROVISIONS

14.1  RULES AND REGULATIONS AND MEDICAL STAFF POLICIES


a.
The Medical Staff shall initiate and adopt such Rules as it may deem necessary and shall periodically review and revise its Rules to comply with current Medical Staff practice.  Recommended changes to the Rules shall be submitted to the Medical Executive Committee for review and approval.  Fol​lowing approval by the Medical Executive Committee, a Rule shall become effective following approval of the Governing Board, which approval shall not be withheld unreasonably, or automatically within sixty (60) days if no action is taken by the Governing Body.  If there is a conflict between the Bylaws and the Rules, the Bylaws shall prevail.


b.
The medical staff departments may elect to, adopt depart​ment rules and regulati​ons as may be neces​sary for proper conduct of work and shall periodically review and revise such rules and regula​tions to comply with current medical staff prac​tices. De​partment rules and regu​lations may not conflict with general rules and regulations or medical staff bylaws and the general rules and regulations and/or bylaws shall prevail in any area of conflict. Recommended adoption and/or changes to the depart​ment rules and regu​lations shall be submitted to the Medical Executive Committee for review and approval of the active members of the Department to which the rules and regulations apply.

c.
The Medical Executive Committee may elect to adopt specific medical staff policies as they may be necessary for proper conduct of work and shall periodically review and revise such medical staff policies to comply with current medical staff practices.  The medical staff policies adopted by the Medical Executive Committee may not conflict with Medical Staff Rules and Regulations or Bylaws and Medical Staff Rules and Regulations and/or Bylaws shall prevail in any area of conflict.  Recommendation adoptions and/or changes to medical staff policies may be submitted to the Medical Executive Committee for review and approval from any medical staff department, division or committee.


d.
Follow​ing approval of general and/or department specific rules and regula​tions or Medical Staff policies as noted above such rules and regulations or policies shall be come effec​tive follow​ing approval by the Gov​erning Board.  Gov​erning Board approval shall not be withheld unreasonably and approval shall occur automati​cally within ninety (90) days if no action is taken by the Governing Board. 


e.
Appli​cants and members of the medical staff shall be gov​erned by such rules and regulations and medical staff poli​cies as are properly initiated and adopt​ed. If there is a conflict between the bylaws and the rules and regula​tions, the bylaws shall prevail. If there is a conflict between medical staff poli​cies and rules and regu​lations, the rules and regulations shall prevail.  The mecha​nism described herein shall be the sole method for the initiation, adop​tion, amend​ment, or repeal of the medical staff rules and regula​tions and poli​cies.

14.2  
DUES OR ASSESSMENTS

The Medical Executive Committee shall have the power to recommend the amount of annual dues or assessments, if any, for each category of medical staff member​ship, subject to the approval of the Governing Board, and to determine the manner of expendi​ture of such funds received.

14.3  
CONSTRUCTION OF TERMS AND HEADINGS
The captions or headings in these bylaws are for convenience only and are not intended to limit or define the scope of or affect any of the substantive provisions of these bylaws.  These bylaws apply with equal force to both sexes wherever either term is used.

14.4  AUTHORITY TO ACT

Any member or members who act in the name of this medical staff without proper authority shall be subject to such responsive action as the Medical Executive Committee may deem appropriate.

14.5  DIVISION OF FEES

Any division of fees by members of the medical staff is forbidden and any such division of fees shall be cause for exclusion or expulsion from the medical staff.
14.6  NOTICES

Except where specific notice provisions are otherwise provided in these bylaws, any and all notices, demands, requests required or permitted to be mailed shall be in writing properly sealed, and shall be sent through the United States Postal Service, first class postage prepaid. An alternative delivery mechanism may be used if it is reliable, as expeditious, and if evidence of its use is obtained.

14.7   NOMINATIONS OF MEDICAL STAFF REPRESENTATIVES

Candidates for positions as medical staff representatives to local, state and national hospital medical staff sections should be filled by such selection process as the medical staff may determine. Nominations for such positions shall be made by a nominating committee appointed by the Medical Executiv​e Commit​tee.

14.8   
MEDICAL STAFF CREDENTIALS FILES

14.8-1  INSERTION OF ADVERSE INFORMATION

The following applies to requests for insertion of adverse information into the credentials files of medical staff members or others who exercise clinical privileges:



a.
as stated in Section 6.1-1, any person may provide information to the medical staff about the conduct, performance or competence of its members or others who exercise clinical privileges;

b.
when a request is made for insertion of adverse infor​mation into a credential file from any source internal or external to this hospital including any medical staff department, division or committee, such informa​tion shall be submitted to the Medical Executive Com​mittee prior to insertion into the credential file;

c.
only the Medical Executive Committee shall have the authority to insert such adverse information into an individual's credential file.  The Medical Executive Committee may request any further investigation of the matter it deems necessary prior to making a final decision as to whether or not to insert the information into a credential file.
d.
if the Medical Executive Committee authorizes the insertion of adverse information into the credentials file of an individual, the individual shall be notified and may respond in accordance with Section 14.8-3; and

e.
the provisions of Section 14.8 pertain only to specific requests for insertion of adverse information and are not intended to pertain to the results of routine medical staff Performance improvement information contained in the credentials file.  Such routine medical staff performance improvement information may include single care review, aggregate or trended information that is prac​titioner specific.
14.8-2
CONFIDENTIALITY

The following applies to records of the medical staff and its committees respon​sible for the evaluation and improve​ment of patient care:



a.
the records of the medical staff and its committees responsible for the evaluation and improvement of the quality of patient care rendered in the hospital shall be maintained as confidential;



b.
access to such records shall be limited to duly ap​pointed officers and commit​tees of the medical staff for the sole purpose of discharging medi​cal staff responsibil​ities and subject to the requirement that confidentiality be main​tained;



c.
information which is disclosed to the Governing Board of the hospital or its appointed representatives, in order that the Governing Board may dis​charge its lawful obligations and responsi​bilities, shall be maintained by that body as confidential;



d.
information contained in the credentials file of any member may be disclosed without the member's consent only as authorized by these bylaws or as otherwise required by law; and  



e.
a medical staff member or other individual exercising clinical privileges shall be granted access to his/her own credentials file, subject to the following provi​sions:

1.
a request for access must be submitted in writing to the Chief of Staff;

2.
the individual review, and receive a copy of, only those documents provided by or addressed personal​ly to the individual. A summa​ry of all other information, including peer review committee find​ings, letters of reference, proctoring re​ports, complaints, and other documents, shall be provided to the individual, in writing, by the desig​nated officer of the medical staff, within a reasonable period of time, as determined by the Chief of Staff. Such summary shall disclose the sub​stance, but not the source, of the information summarized; and

3.
the review by the individual shall take place in the Medical Staff Office, during normal work hours, with an officer or designee of the medical staff present.

14.8-3
OPPORTUNITY TO REQUEST CORRECTION/DELETION OF AND TO MAKE ADDITION TO INFORMATION IN FILE



a.
When an individual has received notice of insertion of adverse information into his/her credential file or has reviewed his/her file as provided under Section 14.9-2(e) he/she may address to the Chief of Staff a written request for correc​tion or deletion of information in his/her credentials file. Such request shall include a statement of the basis for the action request​ed.

b.
The Chief of Staff shall review such a request within a reasonable time and shall recommend to the Medical Executive Committee, after such review, whether or not to make the correction or deletion request​ed. The Medi​cal Executive Committee, when so informed, shall either ratify or initiate action contrary to this recommenda​tion, by a majority vote.



c.
The member shall be notified promptly, in writing, of the decision of the Medical Executive Committee.



d.
In any case, an individual shall have the right to add to his/her own creden​tials file, upon written request to the Medical Executive Committee, a state​ment responding to any information contained in the file.

e.
In the event that any proposed exclusive arrangement will result in termination or limitation of any Medical Staff membership and/or privileges for reasons not related to professional conduct or competence, the effected individuals shall not be entitled to the procedural rights afforded by Article VII.

14.9  MEDICAL STAFF ROLE IN EXCLUSIVE CONTRACTING
a.
The Medical Executive Committee shall review and make recom​mendations to the Governing Board regarding all quality of care issues related to exclu​sive arrange​ments for physician and/or professional services prior to action by the Board.  Such arrangements include:

1.
execution of an exclusive contract in a previously open department or service;

2.
renewal or modification of an exclusive contract in a department or service; 

3.
termination of an exclusive contract in a department or service.


b.
The Medical Executive Committee may conduct a notice and com​ment hearing to assess the quality of care issues related to such arrangements. The results of any such hearing shall be reported to the Governing Boar​d.


c.
The Governing Board shall give great weight to the recommen​dations of the Medical Executive Committee on quality of care issues. 

d.
Loss of an exclusive contract should not automatically result in loss of privileges unless a physician waives his/her rights voluntarily.

14.10
MEDICAL STAFF AND GOVERNING BOARD COMMUNICATION
The Chief of Staff is a member of the Governing Board by virtue of his position as Chief of Staff.  The Chief of Staff, as Chairman of the Medical Executive Committee, communicates infor​mation from the medical staff to the Governing Board and also from the Governing Board to the medical staff in matters of disagreement and resolution of any matters of disagreement.

ARTICLE XV

ALLIED HEALTH PROFESSIONALS

15.1 Qualifications of Allied Health Professionals

Allied health professionals (AHPs) are not eligible for Medical Staff membership. They may be granted practice prerogatives if they hold a license, certificate or other legal credential in a category of AHPs that the Governing Body (after securing Medical Executive Committee recommendations) has identified as eligible to apply for practice prerogatives, and only if the AHPs are professionally competent and continuously meet the qualifications, standards and requirements set forth in the Medical Staff Bylaws, Rules and Regulations.

15.2 Categories

The Governing Body shall determine, based upon recommendation of the Medical Executive Committee and such other information as it has before it, those categories of AHPs that shall be eligible to exercise practice prerogatives in the Hospital.  Such AHPs shall be subject to the supervision requirements which shall be set forth in the Rules and Regulations.

15.3 Practice Prerogatives and Responsibilities

a. AHPs may exercise only those practice prerogatives specifically granted them by the Governing Body.  The range of practice prerogatives for which each AHP may apply and any special limitations or conditions to the exercise of such practice prerogatives shall be based on recommendations of the Interdisciplinary Practice Committee, subject to approval by the Medical Executive Committee and the Governing Body.

b. An AHP must apply and qualify for practice prerogatives, and Practitioners who desire to supervise or direct AHPs who provide dependent services must apply and qualify for privileges to supervise approved AHPs.  Applications for initial granting of practice prerogatives and biennial renewal thereof shall be submitted and processed in a parallel manner to that provided for Practitioners, unless otherwise specified in the Rules and Regulations.

c. Each AHP shall be assigned to the department or departments appropriate to his or her occupational or professional training and, unless otherwise specified in these Bylaws or the Rules and Regulations, shall be subject to terms and conditions paralleling those specified for Practitioners as they may logically be applied to AHPs and appropriately tailored to the particular AHP.

15.4 Procedural Rights of Allied Health Professionals

a. Overview

The AHPs rights to review and appeal an adverse decision shall be as specified in this Article XV and in the Rules and Regulations.

b. Automatic Termination

An AHP’s practice prerogatives shall automatically terminate, without further review in the event:

1. The Medical Staff membership and/or clinical privileges of the Supervising Practitioner are terminated or summarily suspended, whether such termination is voluntary or involuntary;

2. The Supervising Practitioner no longer agrees or no longer is authorized or permitted to act as the Supervising Practitioner for any reason, or the relationship between the AHP and the Supervising Practitioner is otherwise terminated, regardless of the reason therefor;

3. The AHP’s certification or license expired, is revoked, or is suspended in whole or in part.

c. Review of Category Decisions

The rights afforded by this section shall not apply to any decision regarding whether a category of AHP shall or shall not be eligible for practice Privileges and the terms, prerogatives, or conditions of such decision.  Those questions shall be submitted for consideration to the Governing Body, which has the discretion to decline to review the request or to review it using any procedure the Governing Body deems appropriate.

15.5 Practice Prerogatives

The prerogatives which may be extended to an AHP shall be defined in the Rules and Regulations and/or Hospital policies.  Such prerogatives may include:

a. Provision of specified patient care services under the supervision or direction of a Medical Staff member and consistent with the practice prerogatives granted to the AHP and within the scope of the AHP’s licensure or certification.  An AHP shall not admit patients and a Physician member shall be primarily responsible for the medical care of each patient to whom an AHP provides care.

b. Service on the Medical Staff, Department, and Hospital committees.

c. Attendance at the meetings of the Department to which the AHP is assigned, as permitted by the Department Rules and Regulations, and attendance at Hospital education programs in the AHP’s field of practice.

15.6 Responsibilities

Each AHP shall:

a. Meet those responsibilities required by the Rules and Regulations, as modified to reflect the more limited practice of the AHP.

b. Retain appropriate responsibility within the AHP’s area of professional competence for the care and supervision of each patient in the Hospital for whom the AHP is providing services.

c. Participate in peer review and quality improvement and in discharging such other functions as may be required from time to time.

15.7 Grievance Procedure


When the AHP’s license/certification expires, is revoked, or is suspended in whole or in part, nothing contained in these bylaws shall be interpreted to entitle an AHP to the hearing rights set forth in Article VII.  However, the AHP shall have the right to challenge any action that would constitute grounds for a hearing under Section 7.2 by submitting a written grievance to the appropriate Department Chairman within 15 days of such action.  Upon receipt of such a grievance, the Department Chairman shall appoint a committee to undertake a careful investigation and give the affected AHP an opportunity for an interview.  If feasible, the committee shall include, for the purpose of this interview, an AHP or AHPs holding the same or similar license or certificates as the affected AHP, appointed to the committee for this purpose by the committee chairman.  The interview shall not constitute a hearing, as is provided in Article VII.  However, the AHP shall be informed of the reasons for the action prior to the interview and the AHP may present relevant information.  A report of the findings of such interview shall be made.  A record of the findings and recommendations of the committee shall be sent to the Medical Executive Committee, which shall make its recommendation, which shall be final, subject to approval of the Governing Board.

ARTICLE XVI

ADOPTION AND AMENDMENTS OF BYLAWS AND/OR GENERAL RULES AND REGULATIONS

16.1
PROCEDURE

These Bylaws and/or the General Rules and Regulations may be amended after consider​ation by the Medical Executive Committee and submission to members of the active medical staff.

16.2
ACTION ON BYLAW CHANGES

If the requisite number of votes is attained pursuant to Section 11.3 for the purposes of enacting a Bylaws and/or General Rules and Regulations change, the change shall require an affirmative vote of the majority of members voting in person or by validated mail ballot. Ballots must be received by the date specified on the ballot.

16.3
APPROVAL

Bylaws and/or General Rules and Regulations changes adopted by the medical staff shall become effective following approval of the Governing Board which approval shall not be withheld unrea​sonably. Neither the Governing Board nor the medical staff may unilater​ally amend the Medical Staff Bylaws and its Rules and Regula​tions. If approval by the Governing Board is withheld the reason for doing so shall be specified by the Governing Board in writing and shall be forwarded to the Chief of Staff, the Medical Executive and Bylaws Committees. Changes in the Bylaws and Rules and Regulations adopted at any regular or special meeting of the medical staff shall replace any previous Bylaws and Rules and Regula​tions.  Upon final approval of the revisions by the Governing Board, a copy of the revised Bylaws, are sent to the members of the Medical Staff.

16.4
MEDICAL STAFF/GOVERNING BOARD BYLAWS
The Medical Staff Bylaws, Rules and Regulations, and policies and the Governing Board Bylaws do not conflict.


16.5
EXCLUSIVE MECHANISM

The mechanism described herein shall be the sole method for the initiation, adop​tion, amendment or repeal of the Medical Staff Bylaws and General Rules and Regulations.

16.6
REVIEW
These Bylaws and Rules and Regulations shall be reviewed on at least an annual basis and revisions made according to the de​scribed amendment procedure.

16.7
SUCCESSOR IN INTEREST

These Bylaws and the membership privileges accorded under these Bylaws will be binding upon the medical staff and the Governing Board of any successor in interest in this hospital except where hospital medical staffs are being combined.

APPROVALS
Signed:

                                                              

            _____________                  

Chairman, Medical Executive Committee


Date

                                                           


 
_____________                           

Chairman, Governing Board




Date

Revised: 5/98, 9/98, 5/00, 11/00, 6/02, 4/04, 2/05, 4/06, 4/08
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