RULES AND REGULATIONS OF THE MEDICAL STAFF OF

WHITTIER HOSPITAL MEDICAL CENTER


Section 1. - Medical Staff Rules and Regulations

The Medical Staff shall adopt such rules and regulations as may be necessary to implement more specifically the general principles found within these Bylaws, subject to the approval of the Governing Board.  These shall relate to the proper conduct of Medical Staff organizational activities as well as embody the level of practice that is to be required of each practitioner in the hospital.  Such rules and regulations shall be part of these Bylaws. 

Section 2. - Clinical Department Rules and Regulations
Subject to the approval of the Medical Executive Committee and the Governing Board, each clinical department shall formulate its own rules and regulations for the conduct of its affairs and the discharge of its responsibilities.  Such rules and regulations shall not be inconsistent with these Bylaws, the general rules and regulations of the Medical Staff, or other policies of the hospital.

A.
Admission and Discharge of Patients
The hospital shall accept patients for care and treatment of all types of diseases except for the following categories:

a.
Contagious disease (except as specified by the Infection Control Committee).


b.
Mental disease (as a primary diagnosis).

c. Such other diseases deemed inadvisable for care as may be determined by either the Chief of Staff, chief of a clinical department, the chief executive officer, or changes to these Rules and Regulations.

1. Who May Admit

A patient may be admitted to the hospital only by a member of the Medical Staff.  All practitioners shall be governed by the official admitting policy of the hospital.  A dentist or podiatrist with clinical privileges may, with the concurrence of an appropriate member of the Medical Staff, initiate the procedure for admitting a patient.  This concurring member of the Medical Staff shall assume responsibility for the overall aspects of the patient’s care throughout the hospital stay, including the medical history and physical examination.  Patients admitted to the hospital for dental or podiatric care must be given the same basic medical appraisals as patients admitted for other services.


2.
Orders
The use of standing or routine orders shall not be accepted.  All orders must be dated, timed and signed by the practitioner.  The use of pre-printed order sheets will be permitted, provided the forms have been approved by the Executive Committee.


3.
Responsibilities of the Attending Physician
The attending physician shall be responsible for the medical care and treatment of each patient in the hospital, for the prompt completeness and accuracy of the medical records, for any necessary special instructions, and for visiting patients daily and making daily progress notes for acute patients.  Subacute patients must be seen twice weekly during the first month and weekly thereafter or more often if deemed medically necessary.  Transitional Care Unit patients must be seen within 48 hours of admission and every 30 days thereafter or more often if deemed medically necessary.  Whenever these responsibilities are transferred or shared with another staff member, the attending physician shall enter a note covering the transfer of responsibility on the order sheet and the progress notes of the medical record.
4.
Criteria for Admission
Except in an emergency, no patient shall be admitted to the hospital until a provisional diagnosis or valid reason for admission has been stated.  In the case of an emergency, such statement shall be recorded as soon as possible.


5.
Emergency Case - Admission Criteria

In any emergency case in which it appears that the patient will have to be admitted to the hospital, the practitioner shall, when possible, first contact the admitting office to ascertain whether there is an available bed.


6.
Emergency Admissions

Practitioners admitting emergency cases shall be prepared to justify to the Executive Committee that the said emergency admission was a bona fide emergency.  The history and physical examination must clearly justify the patient’s admission on an emergency basis, and these finding must be recorded on the patient’s chart as soon as possible after admission.


7.
Responsibilities - Patient Care
Each practitioner must assure timely, adequate, professional care for his patients in the hospital by being available, or having available through his office, an eligible alternate practitioner with whom prior arrangements have been made, and who has at least equivalent clinical privileges at the hospital.  Failure of an attending physician to meet these requirements may result in loss of clinical privileges.



The responsible physician must evaluate the patient prior to any 



procedure/surgery.
8.
Criteria - Out-of-town
A practitioner, who will be out of town, will indicate in writing on the order sheet and the progress notes for each of his patients, the name of the practitioner who will be assuming responsibility for the care of his patients during his absence.


9.
Contacting the Attending Physician or Alternative
In the event of an emergency admission, the attending physician or his alternative shall be called.  If neither physician is immediately available, the Emergency back up call physician will be contacted.
10.
Patient Admission Priorities
The Medical Staff shall define the categories of medical conditions and criteria to be used in order to implement patient admission priorities and the proper review thereof.  These shall be developed by each clinical department and approved by the Executive Committee.


Patients shall be admitted on the basis of the following order of priorities:



a.
Emergency Admissions

The attending physician is responsible for seeing or providing orders for patients admitted from the Emergency Department within eight (8) hours of admission.  Within twenty-four hours following an emergency admission, the attending practitioner shall note on the patient’s chart sufficiently complete documentation of need for the admission.  Failure to furnish this documentation, or evidence of willful or continued misuse of this category of admission, will be brought to the attention of the Executive Committee for appropriate action.



b.
Urgent Admissions

This category includes those admissions so designated by the attending practitioner and shall be reviewed as necessary by the chief of the clinical department concerned or the Chief of Staff to determine priority when all such admissions for a specific day are not possible.



c.
Pre-operative Admissions

This includes all patients already scheduled for surgery.  If it is not possible to handle all such admissions, the Chief of surgery or his designee may decide the urgency of any specific admission.


d.
Routine Admissions

This will include elective admissions involving all services.


11.
Assignment of Patients
Areas of restricted bed utilization and assignment of patients shall be the intensive care and coronary care units.  Patients may be admitted to the above units without regard to the above restrictions, only after consultation with the director of the specialty unit concerned, or his designee.


It is understood that when deviations are made from assigned areas as indicated above, the admitting and nursing departments will correct these assignments at the earliest possible moment in keeping with transfer priorities.


12.
Patient Transfers
Transfer priorities shall be as follows:



a.
From intensive care unit to general care area.



b.
From coronary care unit to general care area.

c.
From temporary placement in an inappropriate area to the appropriate area for the patient.



No patient will be transferred without such transfer being approved by the 



responsible practitioner.


13.
Assuring Protection of the Patient

The admitting practitioner shall give such information as he has, to assure the protection of his patient from self harm and to assure the protection of others whenever his patient might be a source of danger from any cause whatsoever.

14.
Criteria - Patients who are Potentially Suicidal/Psychiatric/Chemical Dependent 


SUICIDAL PATIENTS:


For the protection of patients, the Medical and Nursing Staffs, and the hospital, certain principles are to be met in the care of the potentially suicidal, alcoholic, mentally disturbed and drug overdose patients:

a.
The patient should be referred, if possible, to another institution where suitable facilities are available.  When transfer to another institution is not possible, the patient may be admitted to a specialty or general care area of the hospital.  However, the patient must have a private duty nurse or specialty care nurse at all times.

b.
Any patient known or suspected to be suicidal or to have taken a chemical overdose (accidentally or purposely) must have consultation by a staff psychiatrist or psychologist within twenty-four hours.  If the offer is refused by the patient, then documentation to this effect should be in the progress notes. Psychological consultation will also be offered to individuals with drug and alcohol dependency and those with emotional dysfunctions.



PSYCHIATRIC PATIENTS:



a.
Patients with a principal psychiatric diagnosis will not be routinely admitted to the hospital unless medically unstable.  If such a patient is admitted, the attending physician should be contacted and arrangements made for consultation and transfer to an appropriate institution when medically stable. 



SUBSTANCE ABUSE PATIENTS:

a.
Patients who have an alcohol or drug dependency problem in addition to their medical and surgical problem, may be hospitalized in order to receive proper medical and surgical treatment.  When the patient is difficult to handle, the attending physician, family and nursing department will confer to determine the best means to quiet the unruly patient.  In all instances, however, the attending physician shall make the decision as to whether or not the patient should remain in the hospital or be transferred with documentation of the consideration of the wishes of the patient and family. 


15.
Questions to the Validity of Admission or Discharge

If any question as to the validity of admission to or discharge from the intensive care or coronary care units should arise, that decision is to be made through consultation with the director of that unit or his designee.


16.
Criteria for Continued Hospitalization

The attending practitioner is required to document the need for continued hospitalization on an ongoing basis.  The attending practitioner must provide written justification of the necessity for any patient who is hospitalized and is exceeding the GLOS (Geometric Length of Stay).  The justification must include an estimation of the anticipated number of additional days of stay and the reason therefore.  Failure of compliance with this policy will be brought to the attention of the Executive Committee for action. The documentation must contain:

a.
A specific written record of the reason for continued hospitalization.  A. simple reconfirmation of the patient’s diagnosis is not sufficient.

b. 
The estimated period of time the patient will need to remain in the hospital.

c.
Plans for post-hospital care.


17.
Criteria for Discharge


Patients shall be discharged only on a written order of the attending practitioner.  Should a patient leave the hospital against the advice of the attending practitioner, or without proper discharge, a notation of the incident shall be made in the patient’s medical record.

18.
Time of Discharge

It shall be the responsibility of the attending practitioner to discharge his patients by 11:00 a.m. on the day of discharge, but patients shall be allowed until 1:00 p.m. to check out with the cashier.  Patients awaiting special diagnostic reports on work accomplished the preceding day shall be discharged by 1:00 p.m.


19.
Criteria for Hospital Death

In the event of a hospital death, the deceased shall be pronounced dead by the attending practitioner or his designee within a reasonable time.  The body shall not be released until an entry has been made and signed in the medical record of the deceased by a member of the Medical Staff.  Exceptions shall be made in those instances of incontrovertible and irreversible terminal disease wherein the patient’s course has been adequately documented to within a few hours of death.  Policies with respect to release of dead bodies shall conform to local law.

20.
Autopsies

It shall be the duty of all members of the Medical Staff to secure meaningful autopsies per Medical Staff approved criteria.  An autopsy may be performed only with a written valid consent, properly executed, and signed in accordance with state law.

B.
Medical Records

1.
Criteria for a Complete and Legible Medical Record


The attending practitioner shall be responsible for the preparation of a complete and legible medical record for each patient.  Its contents shall be pertinent and current.  This record shall include identification data; complaint; personal history; family history; history of present illness; physical examination; special reports such as consultations, clinical laboratory and radiology services, and others; provisional diagnosis; medical or surgical treatment; operative report; pathological findings; progress notes; final diagnosis (primary and secondary); condition on discharge; discharge summary; clinical resume; and autopsy report when performed.  Admitting orders for outpatient and inpatient treatment must include the admitting diagnosis.

A Physician Confidential Disclosure Agreement must be completed in order for physicians to have access to the different system programs, including access to all patients.  This is part of the Whittier Hospital Medical Center HIPAA Security Agreement to protect both hospital and physician. 


All WHMC Medical Staff members must use the hospital dictation system.  This is a part of the Whittier Hospital Medical Center HIPAA Security agreement to ensure all dictated reports are part of the electronic record and not just part of the physician offices’ electronic files. 

Physician queries will be entered into the health information system as a required deficiency for the physician in order that the medical record may be considered complete. 

2.
Admission History and Physical
A complete admission history and physical examination shall be performed by the attending physician, on-call physician in the same physician group, or any member of the group involved with the care of

the patient who has been granted privileges by the WHMC’s Medical Staff to do so.  An oromaxillofacial surgeon may complete a medical history and physical.

Individuals who are not licensed independent practitioners may perform part or all of a patient’s medical history and physical examination under the supervision of, or through appropriate delegation by, a specific qualified doctor of medicine or osteopathy with hospital privileges who is accountable for the patient’s medical history and physical examination and who authenticates and countersigns the examination within 24 hours.

For Dental Care, a detailed dental history completed by the dentist is required.  If the patient is to be given an anesthetic or have surgery, a medical history and physical by an MD/DO prior to the anesthesia or surgery is required.  


For Podiatric Care, a detailed podiatric history and physical is required by the Podiatrist and, if the patient is to have an anesthetic or surgery, a medical history and physical by an MD/DO prior to the anesthesia or surgery is required.

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 Dentist/ Podiatrist scope of licen​sure or privilege.


The medical history and physical should be dictated into the Hospital’s dictation system.  If a hand-written medical history and physical is utilized, it must contain the same minimum content as a dictated history and physical and it must be legible.
History and Physical documentation (handwritten or dictated) must be available for the chart within twenty-four hours after admission and prior to any surgery/invasive procedure. 


The minimum content of the medical history and physical will include
the patient’s chief complaint, allergies to food and medications, details
of the present illness, past medical history, past surgical history, relevant past psycho-social history appropriate to the patient’s age, a physical examination inventoried by body systems, a statement on the conclusions or impressions drawn from the history and physical examination, and a statement on the course of action planned for the patient for that episode of care.  A pelvic examination of a female patient, under the age of 18 years, may be waived unless the patient is sexually active.  
  
The History and Physical report should be authenticated by the physician writing/dictating the report except for members of the Hospitalist groups and/or members of the same physician group or designated covering physician.


If a complete history has been recorded and a physical examination performed within 30 days prior to an inpatient admission or outpatient services, a reasonable durable, legible copy of this report may be used in the patient’s hospital medical record in lieu of the admission history and report of the physical examination, provided this report was recorded by a member of the Medical Staff with privileges to perform History and Physical assessment.  In such instances, an interval admission note that includes all additions to the history and any subsequent changes in the physical findings must always be recorded within 24 hours after admission.  
  

A History and Physical Examination report from other hospitals will not be accepted.


3.
History and Physical Prior to Surgery/Invasive Procedure

An H&P must be performed no more than 30 days prior to admission for surgery/invasive procedure.  H&Ps done within 30 days prior to admission must be updated within 24 hours after admission or prior to a surgery or invasive procedure, whichever comes first.  Without a current or updated H&P, no surgery/invasive procedure will be performed.

The current or updated History and Physical report should be authenticated by the physician writing/dictating the report except for members of the Hospitalist Groups and/or members of the same physician group or designated covering physician.

Obstetrical Patients

A vaginal delivery is not considered a surgery or invasive procedure A copy of the antepartum record for a patient whom a vaginal delivery is expected is adequate for OB admissions but the patient must have been seen within 30 days of admission and an update written within 24 hours after admission.  If an antepartum record is not available, a History and Physical is required.

If the patient has an emergent C-Section or unscheduled primary C-Section procedure, the antepartum records may be used for the History and Physical but an update must be written after the admission and prior to the procedure.  An admission note on the Progress Note is acceptable but must include the required elements for a History and Physical.

The antepartum records are not accepted for a scheduled C-Section procedure, either repeat or primary.  A History and Physical must be completed within 30 days of admission.  This must be updated within 24 hours after admission and prior to a scheduled C-Section procedure, whichever comes first.

A tubal ligation procedure is considered a surgery.  A History and Physical must be completed within 30 days of admission.  This must be updated within 24 hours after admission and prior to the tubal ligation procedure, whichever comes first. 

When the history and physical is not on the chart prior to an operation or a potentially hazardous diagnostic procedure, the procedure shall be postponed until the completed history and physical is on the chart.
The Medical Records Department and/or Surgery Department must verify that the history and physical has been transcribed before the patient is admitted to surgery.  If there is evidence that the history and physical has been dictated, but is not yet on the chart, the surgeon shall write a brief history and physical which shall include the reason for surgery and the pertinent test results.  The Anesthesiologist shall have the authority to cancel the procedure if the history and physical is not transcribed or if an adequate brief history and physical has not been written, unless the attending physician states in writing that such delay would be detrimental to the patient.



Outpatients

A short stay History and Physical may be completed for both outpatients and G.I. procedures.  This form may not be used for inpatient admits.

4.
Progress Notes

Pertinent progress notes shall be recorded at the time of observation, sufficient to permit continuity of care and transferability.  Whenever possible, each of the patient’s clinical problems should be clearly identified in the progress notes and correlated with specific orders as well as results of tests and treatment.  Progress notes shall be written at least daily.


5.
Operative Reports

Operative reports shall include a detailed account of the findings at surgery as well as the details of the surgical technique. A handwritten post operative note shall be written immediately following all outpatient and inpatient surgeries/invasive procedures prior to dictation.  The report must be dictated within 24 hours after surgery/invasive procedure.  
6.
Failure to Complete History and Physical, Handwritten Post Operative Note, and Dictated Operative Report within Required Timeframes. 


Physicians will be subject to suspension for failure to complete:

A. A history and physical within 24 hours after admission;

B. A hand written post operative note immediately after surgery;

C. A dictated operative report within 24 hours after surgery/ 


invasive procedure.


7.
Consultations

Consultations shall show evidence of a review of the patient’s record by the consultant, pertinent findings on examination of the patient, the consultant’s opinion and recommendations.  This report shall be made a part of the patient’s record.  A limited statement such as “I concur” does not constitute an acceptable report of consultation.  When operative procedures are involved, the consultation note shall, except in emergency situation so verified on the record, be recorded prior to the operation.  The Consultation report should be authenticated by the physician writing/dictating the report except for members of the Hospitalist Groups and/or members of the same Physician Group or designated covering physician. 

8.
Clinical Entries - Date and Authenticated

All clinical entries in the patient’s medical record shall be accurately dated and authenticated.  Authentication means to establish authorship by written signature. 


9.
Symbols and Abbreviations

Symbols and abbreviations may be used only when they have been approved by the Medical Staff and are not on the list of banned abbreviations prohibited by regulatory agencies.  


10.
Final Diagnosis

Final diagnosis shall be recorded in full, without the use of symbols or abbreviations.


11.
Discharge Summary

The discharge summary must be completed on the day of discharge or within 14 days after discharge.  If patient discharge is delayed, the physician must update and/or dictate an addendum to the discharge summary to reflect the patient’s condition on day of discharge.  A handwritten discharge summary or final progress note may be completed on day of discharge or within 14 days of discharge for patients who are hospitalized less than 48 hours. A handwritten discharge summary or dictated discharge summary of a patient admitted for longer than 48 hours is to be completed on day of discharge or within 14 days of discharge by the attending physician, on-call physician in the same physician group, or any member of the group involved with the care of the patient.   In all instances, the discharge summary shall briefly recapitulate the significant findings and events of the patient’s hospitalization, his condition on discharge and the recommendations and arrangements for future care.  

Authentication must be by the physician writing/dictating the report.  A Discharge Summary report may not be combined with a History and Physical Examination report. 


12.
Release of Medical Information

Written consent of the patient is required for release of medical information to persons not otherwise authorized to receive this information.


13.
Removal of Medical Records

All records are the property of the hospital and may be removed from the hospital’s jurisdiction and safekeeping only in accordance with a court order, subpoena or statute.  Unauthorized removal of charts from the hospital is grounds for suspension of the physician’s medical staff privileges for a period to be determined by the Executive Committee of the Medical Staff.  In case of readmission of a patient, all previous records shall be available for the use of the attending physician.  This shall apply whether the patient is attended by the same physician or by another.   


14.
Information from the Medical Record

Free access of all medical records of all patients shall be afforded to members of the Medical Staff for bona fide study and research consistent with preserving the confidentiality of personal information concerning the individual patients.  All such projects shall be approved by the Executive Committee of the Medical Staff before records can be studied.  Subject to the discretion of the Chief Executive Officer, former members of the Medical Staff shall be permitted free access to information from the medical records of their patients covering all periods during which they attended such patients in the hospital.


15.
Permanent Filing of the Medical Record

A medical record shall not be permanently filed until it is completed by the responsible practitioner or is ordered filed by the Medical Records Committee.  A medical record may be retired incomplete when the responsible practitioner is deceased, has resigned from the Medical Staff, has been terminated from the Medical Staff or has moved from the area. 


16.
Pre-Printed Orders

A physician’s pre-printed orders, when applicable to a given patient, shall be reproduced in detail on the order sheet of the patient’s records, dated and signed by the physician.  All pre-printed orders are subject to review and approval by 1) the Pharmacy and Therapeutics Committee, and 2) the Executive Committee of the Medical Staff on an annual basis.
17.
Verbal and Telephone Orders

All telephone orders need to be timed and dated and signed, when signed by physician.  All three criterions are required before the medical record is considered complete. 
Verbal orders may only be given in emergency situations or to prevent a physician from breaking the sterile field. 

Orders may be signed by any physician of the same physician group or designated covering physician.

18.
Completion of the Medical Record Following Discharge

At the time of discharge, the progress notes on the patient’s medical record, the final diagnosis and discharge summary shall be completed.  The patient’s chart will be available in a stated place in the Medical Records Department.  If the medical record still remains incomplete fourteen days (14) after the patient’s discharge, the Chief Executive Officer shall notify the practitioner that his privileges to admit patients, perform surgery, perform consultations, deliver babies, have been suspended from the day of the notice, and such practitioner shall remain suspended until the record(s) has been completed.  The Nursing Department, Admitting Department, and the Operating Room shall be notified of this action.


19.
Corrections, Omissions and Late Entries 

Corrections to clinical entries in the medical record shall be accomplished as follows: a single line should be made through the erroneous entry.  The correct information will be recorded.  The correction must be signed and dated by the individual making the correction.  The date must reflect the date of the correction. 

Omissions in the medical record can be addressed by adding the missing information to the document in the margin nearest the omission.  The author of the added documentation must sign and date the additional documentation.  Omissions in dictation may also be corrected by dictation of an addendum report.  In both circumstances, the date must reflect the date the omitted documentation was added. 

Late entries in the medical record should be accomplished as follows: enter the missing documentation in the medical record and record the date of the actual occurrence.  Sign and date the entry with the current date and identify the entry as “late entry”. 

20. Physicians on Medical Record Suspension

Physicians on suspension who want to admit a patient from the Emergency Department must use the physician providing coverage for them to admit the patient.  If the Admitting physician does not have alternate coverage, then the patient will be given to the physician on-call for the Emergency Department. 

If the on-call physician for the Emergency Department is on suspension, the Chairman of the appropriate Department will be called for assistance.

C.
General Conduct of Care

1.
Consent Form


a.
General Consent Form


A general consent form, signed by or on behalf of every patient admitted to the hospital, must be obtained at the time of admission.  The admitting officer should notify the attending practitioner whenever such consent has not been obtained.  When so notified, it shall, except in emergency situations, be the practitioner’s obligation to obtain proper consent before the patient is treated in the hospital.  In addition to obtaining the patient’s general consent to treatment, a specific consent that informs the patient of the nature of and risks inherent in any special treatment or surgical procedure should be obtained.  Appropriate forms for such consents should be adopted with the advice of legal counsel.



b.
Emergency Consent Form

In the case of a medical emergency, treatment may proceed without the patient’s consent if the patient or his or her legal representative is unable to give consent.




1.
Definition of Emergency

An emergency situation is one in which medical treatment is required, and the failure to do so promptly will lead to serious disability or death.




2.
Documentation


Emergency treatment without consent requires documentation of the emergency conditions in the patient’s record.




3.
Court Order

In an emergency, it is not necessary to secure a court ordered consent.




4.
Minor or Incompetent Consent

If the patient is a non-emancipated minor or incompetent, the authority to consent is transferred to the patient’s legal guardian or closest available relative, or if unavailable, consent is obtained from the appropriate juvenile authorities.


2.
Orders for Treatment



All orders for treatment shall be in writing and signed by the prescribing practitioner.  Within their field of practice, only licensed professionals on duty in the hospital may take a verbal order from the practitioner.  A verbal order for medication shall be considered to be in writing if given to a registered nurse, or licensed pharmacist on duty in the Hospital.  Verbal orders shall be transcribed into the record by the person who received it and shall be signed by the person to whom dictated with the name of the practitioner dictating the order.  Within forty-eight (48) hours, the prescribing practitioner shall countersign all verbal orders for drugs.  

If the person receiving the order is in doubt, as a precautionary measure, he should confirm the order with the attending physician prior to implementing it.



Admitting orders for outpatient and inpatient treatment must include the 


admitting diagnosis.


3.
Criteria for Writing Orders

The practitioner’s orders must be written clearly, legibly and completely.  Orders, which are illegible or improperly written, will not be carried out until rewritten or understood by the nurse.  Orders for medications must include the name of the medication, dosage, frequency of administration, and route of administration (if other than oral) and date, time and signature of prescriber or furnisher.


4.
Orders Prior to Surgery
All previous orders are canceled when the patient goes to surgery.


5.
Administration of Drugs and Medications

All drugs and medications administered to patients shall be those listed in the latest edition of: United States Pharmacopoeia, National Formulary, American Hospital Formulary Service of A.M.A. Drug Evaluations.  Drugs for bona fide clinical investigations may be exceptions.  These shall be used in full accordance with the Statement of Principles Involved in the Use of Investigational Drugs in Hospitals and all regulations of the Federal Drug Administration.  A method to control the use of dangerous and toxic drugs will be developed by the Medical Staff through its Medication Usage Committee.  A method for control of drugs brought into the hospital by patients will also be established.  Drug orders must be made by a person lawfully authorized to prescribe.  Authorizing nurses to administer drugs in particular situations will be pursuant to standardized procedures.


6.
Time Limitations for Drug and Medication Orders
Automatic stop orders for drugs requiring a limitation on the length of therapy, (unless renewed by the prescriber) have been designated by the Medical Staff as follows: 

a.  Controlled Substances C-II:

7 days

b.  Controlled Substances C-III, IV, V:
7 days

c.  Anticoagulants:



7 days 

d.  Antibiotics: 



7 days 

e.  All other medications: Require renewal every 30 days if there is no  
specific reference to the number of doses or duration of therapy.  

7.
Consultation

Any qualified practitioner with clinical privileges in this hospital can be called for consultation within his area of expertise.


8.
Proper and Timely Use of Consultation

The good conduct of medical practice includes the proper and timely use of consultation.  Judgement as to the serious nature of the illness, and the question of doubt as to the diagnosis and treatment, rests with the practitioner responsible for the care of the patient.  In the event that the attending physician is in disagreement with the opinion expressed by any consultant called on the case or the opinion of any pathologist, radiologist, cardiologist or other specialist interested in the case, he shall, before proceeding with any further treatment of the patient, refer the matter to a consultant in the specialty in which the disputed matter falls or he shall refer the same to the Chief of Staff for resolution of disagreement in diagnosis.  On the other hand, it is the duty of the organized Medical Staff, through its departmental chair and Executive Committee, to see that those with clinical privileges do not fail in the matter of calling consultations as needed.  The hospital shall decide for itself the specific medical, surgical, gynecological, pediatric, psychiatric, etc. conditions for which consultations are to be held.  In addition, it may recommend that consultation be obtained in some of the following instances:

a.
Where the patient is not a good risk for operation or treatment;

b.
Where the diagnosis is obscure after ordinary diagnostic procedures have been completed;

c.
In unusually complicated situations where specific skills of other practitioners may be needed;

d.
Where there is doubt as to the choice of therapeutic measures to be utilized;

e.
In instances in which the patient exhibits severe psychiatric symptoms;

f.
When requested by the patient or his family;

g.
In the case of drug or chemical overdose or attempted suicide.


9.
Requesting Consultation


a.
Attending Physician Responsibility

The attending practitioner is primarily responsible for requesting consultation when indicated and for calling a qualified consultant.  
He will provide written authorization to permit another attending practitioner to attend or examine his patient, except in an emergency.  All consults from the ICU, transfers to a higher level of care, and ER consults must be physician to physician.  


b.
Authority to Call a Qualified Consultant

The Chief of Staff or the chief of the department shall have the authority to call a qualified consultant if he believes it will be in the best interest of the patient.


It shall be the duty of the hospital staff, through its chief of the department and Executive Committee, to make certain that members of the staff do not fail in the matter of calling consultations as needed.  If a consultant is needed on an emergent basis, the request for the consultant shall be physician to physician.

If a nurse has any reason to doubt or question the care provided to any patient or believes that appropriate consultation is needed and has not been obtained, she shall call this to the attention of her superior who in turn may refer the matter to the director of nursing.  If warranted, the director of nursing may bring the matter to the attention of the concerned practitioner and, if necessary, to the chief of the department wherein the practitioner has clinical privileges or to the Chief of Staff.  Where circumstances are such as to justify such action, the chief of the department may himself request a consultation.



c.
Responsibility to the Patient

The attending physician seeking special assistance should explain to the patient or to the patient’s family the reason for the need for specialist consultation.  


Before the consultant sees the patient, the attending physician should examine his patient, dictate or write a history and physical, and write a progress note indicating the need for consultation.  In all cases, it is the responsibility of the attending physician to contact the consultant.  Upon request by the attending physician, consultants must see all patients within 24 hours.  Ventilator patients in the ICU must be seen on a daily basis by a physician with ventilator management privileges. 


d.
Qualified Consultant in the Critical Care Units

All patients in the critical care units must have a qualified consultation within twenty-four hours of admission to the unit.

e.
Consultation on Critically Ill Patients
A qualified consultation by a qualified and privileged internist shall be required on all critically ill patients.  The definition of critically ill will include, but not be limited to:




1.
Respiratory failure




2.
Uncontrollable hemorrhage, which threatens life




3.
Profound anaphylaxis



4.
Acute or severe arterial occlusion




5.
Elective cardioversion

6.
Phlebothrombosis of deep veins, with or without embolization




7.
Permanent cardiac pacemaker

8.
Patients with acute renal failure or newly diagnosed patients with renal failure




9.
Protracted cardiac arrhythmias




10.
Acute myocardial infarction


10.
Attending to Patients Admitted to the Critical Care Units


Patients admitted to the critical care unit must be seen by a physician within four (4) hours of admission to the critical care unit.

11.
Medical Staff Accountability
The Medical Staff is accountable to the Medical Executive Committee and Governing Board for the provision of patient care consistent with the mission of the hospital and will provide appropriate medical care to patients who present to this facility.  This includes assurance of one standard of care for all patients and provision of patient care services which shall be provided without discrimination based upon race, creed, national origin, religion, age, sex, marital or veteran status, physical or mental handicap, or financial classification except to the extent that circumstances such as age, sex, preexisting medical condition, or physical or mental handicap is medically significant to the provision of appropriate medical care to the patient.

D.
General Rules Regarding Surgical Care

1.
Admission of Patient for Dental Care

A patient admitted for dental care is a dual responsibility involving the dentist and physician members of the Medical Staff.



a.
Dentists’ Responsibilities




1.
A detailed dental history justifying hospital admission.

2.
A detailed description of the examination of the oral cavity and a preoperative diagnosis.

3.
A complete operative report, describing the findings and technique.  In cases of extraction of teeth, the dentist shall clearly state the number of teeth and fragments removed.  All tissue including teeth and fragments shall be sent to the hospital pathologist for examination.




4.
Progress notes as are pertinent to the oral condition.




5.
Clinical resume (or summary statement).



b.
Physicians’ Responsibilities




1.
Medical history pertinent to the patient’s general health.

2.
A physical examination to determine the patient’s condition prior to anesthesia and surgery.




3.
Supervision of the patient’s general health status while 




hospitalized.


2.
Patient Admitted for Podiatric Care

A patient admitted for podiatric care is a dual responsibility involving the podiatrist and the attending physician member of the Medical Staff.



a.
Podiatrists’ Responsibilities




1.
A detailed podiatric history justifying hospital admission.




2.
A detailed description of the examination of the foot and a 




preoperative diagnosis.

3.
A complete operative report describing the findings and technique.  All tissue removed shall be sent to the hospital pathologist for examination.

4.
Progress notes as are pertinent to the postoperative condition.




5.
Clinical resume (or summary statement).



b.
Physicians’ Responsibilities

1. Medical history pertinent to the patient’s general health.

2.
A physical examination to determine the patient’s condition prior to anesthesia and surgery.

3.
Supervision of the patient’s general health status while hospitalized

c.
The discharge of the patient shall be on written order of the podiatrist and the supervising physician members of the Medical Staff.


3.
Surgical Consent

Written, signed, informed, surgical consent must be obtained prior to the operative procedure except in those situations wherein the patient’s life is in jeopardy and suitable signatures cannot be obtained due to the condition of the patient.  If in emergencies consent for surgery cannot be immediately obtained from the parents, guardian or next of kin, these circumstances should be fully explained on the patient’s medical record.  A consultation in such instances may be desirable before the emergency operation procedure is undertaken, if time permits.  Should a second operation be required during the patient’s stay in the hospital, a second consent specifically worded must be obtained.  If two or more specific procedures are to be carried out at the same time and this is known in advance, they may all be described and consented to on the same form.


4.
Anesthesia Record


The anesthesiologist shall maintain a complete anesthesia record to include evidence of pre-anesthetic evaluation and post-anesthetic
follow-up of the patient’s condition.


5.
Qualified Assistant - Unusual Hazard to Life


In any surgical procedure with unusual hazard to life, there must be a qualified assistant present and scrubbed.  A qualified assistant is a physician or physician assistant who has surgical assistant privileges in the field of surgery being performed.


6.
Removal of Specimens

All specimen removed at the operation shall be sent to the hospital pathologist who shall make such examination as he may consider necessary to arrive at a tissue diagnosis.  His authenticated report shall be made a part of the patient’s medical record.


7.
Criteria for Pregnancy Test
All females of menstruating age, unless prior hysterectomy, will have a urine pregnancy test prior to all surgical procedures.

E.
Disaster Emergency Services

1.
Disaster Plan

There shall be a plan for the care of mass casualties at the time of any major disaster, based upon the hospital’s capabilities in conjunction with other emergency facilities in the community.  It shall be developed by a disaster planning committee, which includes at least one member of the Medical Staff, the Director of Nursing or his designee, and representatives from hospital administration.  The plan shall be approved by the Medical Staff and Governing Board.


2.
Provisions of the Disaster Plan


The Disaster Plan should make provisions within the hospital for:

a.
Availability of adequate basic utilities and supplies, including gas, water, food and essential medical and supportive materials.

b.
An efficient system of notifying and assigning personnel.

c.
Unified medical command under the direction of a designated physician (the chair of the committee or designated substitutes).

d.
Conversion of all usable space into clearly defined areas for efficient triage, for patient observation and for immediate care.

e.
Prompt transfer, when necessary, and after preliminary medical or surgical services have been rendered, to the facility most appropriate for administering definitive care.

f.
A special disaster medical record, such as an appropriately designated tag, that accompanies the casualty as he is moved.

g.
Procedures for prompt discharge or transfer of patients in the hospital who can be moved without jeopardy.

h.
Maintaining security in order to keep relatives and curious persons out of the triage area.

i.
Pre-establishment of a public information center and assignment of public relations liaison duties to a qualified individual.  Advance arrangements with communications media will help to provide organized dissemination of information.


3.
Physician Assignments
All physicians shall be given assignment when the Disaster Plan is activated, and it is their responsibility to report to their assigned stations.  The Chief of Staff and the Chief Executive Officer of the hospital will work as a team to coordinate activities and directions.  In cases of evacuation of patients from hospital premises, the senior physician present during the disaster will authorize the movement of patients.  All policies concerning direct patient care will be a joint responsibility of the clinical department Chair and the Chief Executive Officer of the hospital.  In their absence, the deputy Chair and alternate in hospital administration are next in line of authority, respectively.


4.
Rehearsal of Disaster Plan
The disaster plan should be rehearsed at least twice a year, preferably as part of a coordinated drill in which other community emergency service agencies participate.  The drills, which should be realistic, must involve the Medical Staff, as well as administrative, nursing and other hospital personnel.  Actual evacuation of patients during drills is optional.  There should be a written report and evaluation of all drills.

F.
No Code or “Do Not Resuscitate” Orders
1.
Automatic initiation of cardio-pulmonary resuscitation shall be instituted except in cases of terminal, irreversible illness that have the following recorded in the chart:


a.
A written order for no code or “do not resuscitate”.

b.
A record that this is the wish of a competent patient or
c.
A record of discussion and concurrence by the guardian or closest family member of an incompetent patient.

No Code or “do not resuscitate” orders must be reviewed periodically as medically indicated.

G.
Special Care Units
Appropriate committees of the Medical Staff shall adopt specific regulations concerning the specialty care units.  These regulations will be subject to the approval of the Medical Executive Committee and the Governing Board in the same manner as clinical department rules and regulations.

H.
Moderate Sedation
Privileges to administer moderate sedation are granted in accordance with the policy for granting moderate sedation privileges.

The patient must be monitored according to hospital policy on patients receiving moderate sedation.

I.
Allied Health Professional 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.

J.
Unavailability of ER On Call Physician
A schedule of physicians on call for the Emergency Department is published and distributed each month.  It is the physician’s responsibility to secure coverage in the event that he/she cannot take call on an assigned day.  EMTALA regulations mandate that on call physicians respond to requests to treat patient in the Emergency Department.  In the event that the Emergency Department is unable to reach the on call physician or the physician does not respond to call/pages from the Emergency Department, the department chair should be contacted to assign another physician to the schedule.  An incident report will be generated and forwarded to the Risk Management Department and notification will be provided to the Chief of Staff, Administration and Medical Staff Office.  

The on call physician who failed to respond to calls from the Emergency Department will:

1) be contacted by the Chief of Staff regarding the incident to determine if there was good cause.

2) upon a second occurrence, be sent a letter of reprimand from the Chief of Staff and/or be requested to attend the next scheduled Quality Review Committee of his/her Department to discuss the incident.  A second violation may result in further disciplinary action at the discretion of the QRC including the physician’s removal from the Medical Staff.   

K.
Excessive Medical Record Suspensions 
Physicians who are suspended for failure to complete medical records for more than 60 days in a two-year reappointment cycle will be reappointed for one year and assessed a $300 fee in addition to annual dues. 
L.
Medical Screening Examinations
In Accordance with Emergency Medical Treatment and Active Labor Act legislation and Conditions of Participation requirements by Centers for Medicare & Medicaid services, the Medical Staff at Whittier Hospital Medical Center designates the following qualified medical personnel as appropriate to complete the Medical Screening Examinations.  Personnel include, but are not limited to physicians, nurse practitioner, physician assistants, and registered nurses functioning under standardized procedures.  Other personnel may be identified for completion of this function in the event of a declared emergency functioning under the facilities Emergency Preparedness Plan.  
M.
Organized Health Care Arrangement (OHCA) Procedure 

1.
Commitment to Privacy Rule Compliance.  The use and disclosure of health information is governed, in part, by the Standards for Privacy of Individually Identifiable Health Information adopted by the U.S. Department of Health and Human Services pursuant to the Health Insurance Portability and Accountability Act of 1996, as it may be amended from time to time (the “Privacy Rule”).  Medical Staff members shall protect the privacy of patients’ health information as required by the Privacy Rules and applicable state law.  Further, the Medical Staff is committed to complying with the Privacy Rule in a manner that reasonably minimizes disruption to quality patient care. 

2.
Organized Health Care Arrangement. The Privacy Rule permits multiple covered entities who provide care in a clinically integrated care setting, such as the hospital setting, to declare themselves an Organized Health Care Arrangement (“OHCA”).  OHCA status generally permits its health care provider participants to use and disclose health information for purposes of treatment, payment and health care operations of the arrangement.  Such activities include peer review, credentialing, quality assurance and utilization review.  As such, OHCA status protects patient privacy while minimizing disruption to quality patient care.  Accordingly, by applying for and exercising clinical privileges at the hospital, each Medical Staff and Allied Staff member agrees to participate in the hospital’s OHCA.  As such, all members of the Medical Staff or Allied Staff shall abide by the hospital’s Privacy Policies and Procedures. 

  3.
Joint Notice of Privacy Practices.  The Privacy Rule requires a health care provider that is a Covered Entity (as defined in the Privacy Rule) to deliver a notice of privacy practices to a patient no later than the provider’s first date of service to the patient.  Health care providers that participate in an OHCA may comply with this requirement by joint notice.  The implementation of a joint notice streamlines compliance with the Privacy Rule.  Accordingly, with respect to Protected Health Information (as defined in the Privacy Rule) created or received by a Medical Staff or Allied Staff member in connection with his or her provision of services in the hospital, by applying for and exercising clinical privileges at the hospital, each Medical Staff and Allied Staff member agrees to abide by the terms of the joint Notice of Privacy Practices of the hospital and the Medical Staff then in effect. 

4.
Discipline.  Whenever a Medical Staff or Allied Staff member uses or discloses health information in a manner inconsistent with the hospital’s Privacy Policies and Procedures or Joint Notice of Privacy Practices, the member may be disciplined in accordance with the Medical Staff Bylaws. 

N.
Adverse Event Reporting: Health and Safety, Section 1279.1, et seq. 

1. Evidence of possible “Adverse Events” potentially reportable to the Department of Health Services pursuant to HS 1279.1, et seq. (the “Adverse Event Reporting Law”) are reported to the facility Risk Manager, using the standard “Incident Report Form.”

2. If the Risk Manager determines that an adverse event may have occurred, the Risk Manager shall immediately inform the attending or responsible practitioner, the Chief of Staff, or his or her designee, and the Chief Executive officer.

3. If the Chief of Staff or designee decides that one or more clinical or medical practice evaluations must be made in order to determine whether an “Adverse Event” has occurred, the Chief of Staff or designee shall immediately consult with the appropriate Medical Staff officers or members to make those evaluations.  Evaluations of clinical or medical practice issues must be made without delay – even if the attending/responsible practitioner or applicable Department Chief is unavailable. 

4. All documentation of the Medical Staff’s evaluation of clinical or medical practice issues relating to possible Adverse Events, shall be maintained as confidential documents of the Medical Executive Committee, so as to preserve their protection under Evidence Code, Section 1157.  

5. If the Chief of Staff or designee determines, based on clinical or medical practice evaluations, that an Adverse Event has occurred, he or she shall inform the Risk Manager that an Adverse Event has been “detected” for purposes of the Adverse Event Reporting Law.  

6. Immediately upon determination that an Adverse Event had been “detected” the Chief of Staff or designee shall assure that the patient or responsible person is notified of the Adverse Event by the attending or responsible practitioner, or by another officer of the Medical Staff, or by trained administrative personnel.  

7. After an Adverse Event has been “detected” and after the patient or responsible person has been notified, as provided above, the Risk Manager shall report the Adverse Event to the Department of Health Services in compliance with the Adverse Event Reporting Law.  

8. The Chief of Staff or designee shall report Adverse Events to the Medical Executive Committee together with a summary of evaluations of clinical or medical practice issues.  The Medical Executive Committee shall refer the matter to the appropriate Department or Committee or shall itself take action related to the findings. 

9. When the patient or responsible person is informed of the Adverse Event, the following entry shall be placed in the patient’s Medical Record:  “The patient or responsible person received notice relating to the California Adverse Reporting Law.”
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