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A. ADMISSON AND DISCHARGE

1. Only practitioners granted Medical Staff membership and clinical privileges may admit patients to this Hospital except as provided in the Medical Staff Bylaws and Rules and Regulations. Only practitioners granted clinical privileges may treat patients at this Hospital. All practitioners with authority to admit patients shall be governed by the official admitting policy of the Hospital Dentists with authority to admit patients to the hospital must obtain a physician member of the Medical staff to perform an admitting history and physical for the patient being admitted.  
2. The Hospital shall accept patients for care and treatment except as follows:
(a) Mental and violent patients are admitted only in case of an emergency and only if there is no other means for their care; and
(b) Patients under the influence of drugs, alcohol, or unknown ingested substances are admitted only in case of an emergency.
3. A physician member of the Medical Staff shall be responsible for the medical care and treatment of each patient in the Hospital, for the prompt completeness and accuracy of the medical record, for necessary special instructions and for transmitting reports of the condition of the patient, if appropriate, to the referring practitioner. Whenever these responsibilities are transferred to another practitioner, a progress note covering the transfer, and summarizing the patient’s condition and treatment, shall be made, and the practitioner transferring his/her responsibility shall personally notify the other practitioner to ensure the acceptance of that responsibility is clearly understood. The patient shall be assigned to the service concerned in the treatment of the disease which necessitated admission. In the case of a patient requiring admission who has no practitioner, he/she shall be assigned to the hospitalist.
4. Except in the case of emergency admissions, 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, service record shall accompany the patient to the nursing unit.
5. Each member of the medical staff shall name another member of the medical staff as an alternate to be called to attend his/her patients in an emergency when the attending physician is not available or until the attending physician can be present. In case the alternate is not available, the or until the attending physician can be present. In case the alternate is not available, the Administrator or the Chief of Staff shall have the authority to call the on-call physician or any other member of the staff to attend the patient. Failure of a member of the staff to meet these requirements may result in disciplinary action. This list shall be annually completed in the Administrator’s office and distributed to all appropriate personnel.

6. Patients shall be discharged from the Hospital only on the order of the patient’s attending practitioner or designee. If a patient leaves the Hospital against the advice of the attending practitioner, or without proper discharge, a notation shall be made in the patient’s medical record.

7. Patients shall be admitted to the Hospital on the basis of the following order of priorities when there is a shortage of available beds:

(a) Emergency

(b) Urgent

(c) Pre-Operative

(d) Routine 

8. The patient shall not be transferred within the Hospital without the approval of the attending practitioner or his/her designee. The order of priority for patient transfers shall be as follows:

(a) Emergency service to appropriate nursing unit

(b) From general care unit to intensive care unit

(c) From intensive care to general care unit

(d) From temporary placement in an inappropriate nursing unit or clinical service to the appropriate service or nursing unit for the patient being transferred

(e) From obstetric care unit to general care unit.

9. Practitioners shall abide by the Hospital’s utilization review plan to include:

(a) The appropriateness and medical necessity of admission

(b) Continued stay

(c) Supportive services

(d) Discharge planning 

10. In the event of the Hospital death, the deceased shall be pronounced dead by the attending practitioner or his/her 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. Policies with respect to release of dead bodies shall conform to local law.      

B. EMERGENCY SERVICES
1. Members of the Active Medical Staff shall accept responsibility for emergency service care in accordance with emergency service policies and procedures.

2. Clinical privileges shall be delineated for all practitioners rendering emergency care in accordance with Medical Staff and Hospital procedures.

3. The Chief of Emergency Services shall have the overall responsibility for emergency medical care.

4. A physician shall be in the Hospital and immediately available for rendering emergency service policies and procedures.

5. The patient’s primary care physician shall be notified within 24 hours in accordance with the emergency service policies and procedures regarding notification of admissions and transfers.

6. Emergency service policies and procedures shall be approved by the Chief of Emergency Services, the Medical Executive Committee and Administration.

7. If a patient needs to be admitted to the Hospital as an inpatient, in the judgment of the emergency physician, either for observation or for further treatment, the patient shall be admitted in the name of the hospitalist or designee. If, in the judgment of the emergency physician, the physician shall continue to accept responsibility for the patient by physically coming to the Hospital and caring for the patient.

8. Except in cases of minor surgery or closed reduction of fractures or dislocations, surgery shall not be performed in the emergency treatment area. In such cases, only intravenous or intramuscular anesthesia will be used.

9. In cases where the x-ray interpretation of the Radiologist is different from that initially made by the emergency physician, copies of the Radiologist’s report shall be made available and brought to the attention of the emergency physician, the patient’s private physician, the on-call physician for the day of examination, and the patient.

10. An appropriate medical record shall be kept for every patient receiving emergency service and be incorporated in the patient’s Hospital record, if such exists. The record shall include:

(a) Adequate patient identification;

(b) Time and means of arrival;

(c) Pertinent history of the injury or illness including:

(1) Physical findings

(2) Vital signs

(3) Emergency care given prior to arrival at the Emergency Room

(4) History of allergies

(d) Description of significant:

(1) Clinical findings

(2) Laboratory findings

(3) X-rays findings 

(e) Diagnostic impression;

(f) Treatment;

(g) Management plan;

(h) Condition of the patient on discharge or transfer; and

(i) Final disposition, including instruction given to the patient and/or his/her family relative to necessary follow-up care.

11. Each patient’s emergency medical record shall be signed by the practitioner in attendance that is responsible for its clinical accuracy.

12. All Emergency Department notes must be completed by the practitioner by the end of the practitioner’s shift.

13. The emergency service chief shall coordinate the review of emergency service records with the Medical Staff medical records function.

14. The emergency service chief shall be responsible for monthly patient care evaluation studies concerning the quality and appropriateness of patient care.

15. A copy of the emergency service medical record shall accompany patients being admitted as inpatients.

16. Patients with conditions whose definitive care is beyond the capabilities of this Hospital shall be referred to the appropriate facility, when in the judgment of the attending physician; the patient’s condition permits such a transfer. The Hospital’s procedures for patient transfers to the facilities shall be followed.

17. The emergency service chief shall make certain that emergency service procedures are properly coordinated with the Hospital’s disaster plan, especially as they pertain to the care of mass casualties.
C. OUTPATIENT SERVICES
1. Licensed Providers and/or Practitioners can order outpatient procedures and/or services to be completed at Three Rivers Health.

2. The Medical Staff delegates to the therapist (Occupational Therapist, Physical Therapist, Speech-Language Pathologist), upon an order for therapy to evaluate the patients, develop a plan of treatment, and initiate the plan of care prior to the physician signing off.  The physician will sign the plan as soon as reasonably possible.

D. MEDICAL RECORDS
1. The attending practitioner shall be responsible for the preparation of a complete and legible medical record for each patient. All non-attending practitioners shall be responsible for the preparation of the appropriate portions of the medical record in a complete and legible fashion for each patient seen. In all cases, the content of the medical record shall be pertinent and current for each patient. (This record shall include identification data; complaint; personal history; allergic history; family history; history of present illness; physical examination; impression and plan, special reports such as consultations, clinical laboratory and radiology services, and others’ professional diagnoses, medical or surgical treatment, operative report, pathological findings, progress notes, final diagnosis, condition on discharge, summary of discharge note, and autopsy report when performed.

2. A complete admission history and physical examination shall be recorded within twenty-four (24) hours of admission or prior to surgery. This report should include all pertinent findings resulting from an assessment of all systems of the body. If a complete history has been recorded and a physical examination performed within thirty (30) days prior to the patient’s admission to the Hospital, reasonably durable, legible copy of these reports may be used in the patient’s Hospital medical record in lieu of the admission history and report of the physical examination (provided these reports were recorded by a member of the medical staff).  In such instances, an interval admission note that includes all additions to the history and any subsequent changes in the physical findings must be updated and recorded.

3. When the history and physical examination are not recorded before an operation or any potentially hazardous diagnostic procedure, the procedure will be canceled, unless the attending practitioner states in writing, the indications for surgery, pertinent clinical findings and that there are no contraindications for surgery that such a delay would be detrimental to the patient.

4. Pertinent progress notes shall be recorded daily and be dated and timed on each hospitalized patient. 
Exception:
Rehab:  With regard to patients admitted to the Rehabilitation Pavilion, a       physician with special training or experienced in the field of rehabilitation must document entries in the patient’s medical record that reflect frequent and direct, medically necessary physician involvement in the patient’s care at least every 2 to 3 days during the patients’ stay.


Swing bed:  Swing bed patients must be seen every seven (7) days with progress note entries to reflect this.
5. The attending physician shall countersign all orders, the history and physical examination, and the pre-operative notes.

6. A medical record shall not be permanently filed until it is completed by the responsible practitioner or designee, or is ordered filed by the Medical Executive Committee.

7. Operative reports shall contain the following:

(a) Date of operation

(b) Procedure(s) performed

(c) Pre-operative diagnosis (the surgeon is responsible for pre-op diagnosis)

(d) Post-operative diagnosis

(e) Detailed description of the surgical technique

(f) Findings during surgery

Operative reports shall be dictated and on the medical record within 24 hours following surgery.

8. The current obstetrical record shall include a complete prenatal record. The prenatal record may be a legible copy of the attending practitioner’s office record transferred to the Hospital before admission, but an interval admission note must be written that includes pertinent additions to the history and updated physical findings.

9. All clinical entries in the patient’s medical record shall be accurately dated, timed and authenticated.

10. Consultations specific to the type and the extent shall be held, except in extreme emergencies, under the following conditions:

(a) When the patient is not a good risk for operation or treatment;

(b) In unusually complicated situations where specific skills of other practitioners may be needed;

(c) In cases where the patient’s first Caesarean section is being considered;

(d) All curettages or other procedures by which a known suspected normal pregnancy may be interrupted. A negative pregnancy test will be considered a consultation. The following items shall be considered exceptions for waiving the consultation or pregnancy test:

(1) Documentation in the History and Physical that the patient is post-menopausal, regardless of age;

(2) Documentation in the History and Physical that the patient has had her tubes tied;

(3) Documentation in the History and Physical that the patient has had a sub-total hysterectomy;

(4) A previous ultrasound by a Radiologist, or a physician credentialed in pelvic/abdominal ultrasound has been performed within one week prior to surgery;

(5) Recent evidence of products of conception being passes through the cervical opening, or a cervix that is dilated with products of conception in the cervical opening.

(e) Major surgical cases in which the patient is not a good risk or in which the diagnoses or indications for surgery are in doubt;

(f) Psychiatric consultation and treatment should be recommended to all patients who have attempted suicide or have taken a chemical overdose. That such services were at least recommended must be documented in the patient’s medical record;

(g) When requested by the patient or his/her family;

(h) When required by the policy of a special care unit.

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 recommendation. This report shall be made a part of the patient’s record. When operative procedures are involved, the consultation note shall, except in emergency situations so verified on the record, be recorded prior to the operation. Any qualified physician with clinical privileges in this Hospital can be called for consultation.

11. Final diagnosis shall be recorded in full, without the use of symbols or abbreviations and signed by the responsible practitioner at the time of discharge of all patients.

12. A discharge summary (clinical resume) shall be written or dictated on all medical records of patients hospitalized over forty-eight (48) hours. All discharge summaries in all instances, the content of the medical record shall be sufficient to justify the diagnosis and warrant the treatment and end result. All summaries shall be authenticated by the responsible practitioner.  All discharge summaries are to be completed (with signature) within 7 days of discharge.
13. If the discharge summary is not completed within 4 days (with signature) after completion of services rendered and/or discharge, the Chief of the Medical Staff will notify each physician, in writing, when he/she has failed to complete discharge summaries within 4 days of discharge.  Failure to complete medical records will result in a monetary assessment of $5.00 per chart per week for all charts that are delinquent.
14. Written consent of the patient is required for release for medical information to persons not otherwise authorized to receive this information.

15. In case of readmission of a patient, all previous records shall be available to be used by the attending practitioner.

16. A practitioner’s routine orders, when applicable to a given patient, shall be reproduced in detail on the order sheet of the patient’s medical record, dated, times, and signed by the practitioner.

17. Symbols and abbreviations may be used only when they have been approved by the Medical Staff.

18. Records may be removed from the Hospital’s jurisdiction and safekeeping only in accordance with a court order, subpoena or statute. All records are the property of the Hospital and shall not otherwise be taken away without permission of the Chief Executive Officer. In any case of readmission of a patient, all previous records shall be available for the use of the attending practitioner. This shall apply whether the patient is attended by the same practitioner or by another. Unauthorized removal of charts from the Hospital is grounds for suspension of the practitioner for a period to be determined by the Medical Executive Committee.

19. 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 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.

20. Practitioners shall be responsible for obtaining the patient’s informed consent prior to treatment. The patient shall be informed of the nature and risks of the procedure and of the possible alternatives. The patient shall sign the consent form affirming that the practitioner has personally informed the patient prior to the consent space shall be provided on the form for the practitioner to document what was explained to the patient and that the patient understood and agreed to the proposed treatment.

21. The attending practitioner shall be held responsible in all cases, including those in which a Consulting Staff physician is co-managing the case, for the completion of the medical record at the time of the patient’s discharge, to include progress notes, final diagnosis and discharge summary. Where this is not possible because final laboratory reports have not been received at time of discharge, the medical record will be available in the Medical Records Department. If the discharge summary cannot be dictated at the time of discharge, a final progress note must be written in the medical record including a discharge diagnosis if it is not recorded on the face sheet.

22. If the medical record is incomplete thirty (30) days following completion of services rendered and/or discharge, the attending physician will be notified in writing that all hospital privileges will be suspended if not completed within seven days.

The Chief of Staff will receive notification of the upcoming suspension with a list of the incomplete charts.  The Chief of Staff will review the list of charts and determine if this warrants suspension if not completed within the seven days allowed.

Privileges may be reinstated by the Chief of Staff upon receiving notification from the Health Information Services (Medical Records Department).  Health Information Services shall notify physicians routinely of charts that are incomplete following completion of services rendered and/or discharge, with a reminder being sent weekly to the physician.

E. GENERAL CONDUCT OF CARE
1. All orders for treatment shall be writing. A telephone order, shall be considered to be in writing if dictated to a Registered Nurse, Registered Pharmacist, Registered Respiratory Therapist, Certifies Respiratory Therapy Technician, Certified Speech Language Pathologist, Licensed Physical Therapist, or Registered Occupational Therapist, functioning within his/her sphere of competence. All orders, dictated over the telephone will be dictated by the practitioner and read back to the person receiving the order. Each telephone order will be dated, timed and signed by the practitioner, and will identify the person who took the order as well as the person who implemented it. The responsible practitioner shall authenticate his/her telephone orders within 48 hours following the order. Verbal orders are only taken in emergency situations. However, potentially hazardous verbal orders (I.E., restraints, certain medications) shall be authenticated within the established time frame as noted in each respective policy.

2. 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.

3. All previous orders are cancelled when patients go from general care to surgery or from general care to a special care unit or from a special care unit to general care or from the obstetric unit to a general care unit.

4. The medical staff of Three Rivers Health System, Inc is committed to providing a restraint-free environment.

However, when it becomes necessary to use restraints, the least restrictive device will be utilized. The physicians agree to follow Policy/Procedure #911.122, the hospital wide policy and procedure on restraints, which outlines when and how restraints may be utilized.

5. All drugs and medications administered to patients shall be those listed in the latest edition of: United States Pharmacopeia, National Formulary, American Hospital Formulary Service, or American Medical Association Drug Evaluations. Drugs of bona fide clinical investigations may be exceptions. These shall be used in full accordance with the Statement of Principle involved in the Use of Investigational Drugs in Hospitals and all regulations of the Federal Drug Administration.

6. All antibiotics will carry an automatic ten (10) day stop order. All narcotic medications, hypnotics and steroids, sedatives, and oxytocics will carry an automatic three (3) day stop order. If the practitioner desires to continue their medications, he/she must reorder them at the end of this period. The attending physician or his/her designee shall be notified by the pharmacist when drugs are due for an automatic stop order. 

7. Anticoagulants should only be written for a twenty-four (24) hour period. Unless otherwise specified, they should be stopped automatically at the end of forty-eight (48) hours. The attending physician or his/her designee shall be notified by the pharmacist when drugs are due for an automatic stop order.

8. Any qualified practitioner with clinical privileges in this Hospital can be called for consultation within his/her area of expertise.

9. The attending physician is primarily responsible for requesting consultation when indicated and for calling in qualified consultant. He/She will provide written authorization to permit another attending practitioner to attend or examine his/her patient, except in an emergency.

10. Medications bought into the Hospital by a patient or his/her family will not be given to the patient during his/her hospitalization stay without the express authorization of the attending physician.

11. Blood which has been cross-matched and is being help for a patient will be held for forty-eight (48) hours at which time the order for the blood will be canceled unless reordered for another forty-eight (48) hours. Blood will not be released without notifying the appropriate physician.

12. Oxygen and respiratory therapy will be administered according to the attending physician’s orders. In those cases where duration of treatment is indefinite or unspecified, the physician of record will be notified on the third (3rd) day of treatment for new orders by the fourth (4th) day.

The physician will write new orders as soon after notification on the third (3rd) day as possible, not to exceed the fourth (4th) day. If new orders are not given, the nurse will contact the physician for orders regarding continuing or discontinuing the respiratory therapy.

13. Consultation Requisition/Request forms for radiology and pathology shall be filled out completely. The attending physician is responsible for providing necessary clinical data in order to justify the need or the examination. The necessary data may be taken from the order sheet or progress notes by nursing personnel.

14. 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/he shall call this to the attention of her/his superior who, in turn, may refer the matter to the Chief Nursing Officer or her/his designee. If warranted, the Chief Nursing Officer may bring the matter to the attention of the attending physician, Chief of the Service, Chief of Staff, or the chief Executive Officer as appropriate. Where circumstances are such as to justify such action, the Chief of Staff may himself/herself request a consultation.

15. Standing orders and/or instruction sheets shall be instituted only after approval of the Executive Committee of the Medical Staff. Such standing orders and/or instruction sheets shall be reviewed by the Service Chief and revised as necessary. All standing orders will be initially signed and dated by the responsible practitioner when utilized, as required for all orders for treatment.

16. Information regarding discharge planning shall be documented in the physician’s progress notes not later than three (3) days after admission to the hospital. Changes to the discharge planning shall be duly documented.

F. SURGICAL CARE
1. Except in emergencies, a history and physical examination, the pre-operative diagnosis, appropriate consents, required laboratory and radiology reports, and consultations when requested, must be recorded on the patient’s medical record prior to any surgical procedure. When the history and physical examination are not recorded before an operation or any potentially hazardous diagnostic procedure, the procedure may be canceled, unless the attending practitioner states in writing the indications for surgery, pertinent clinical findings, and that there are no contraindications for surgery, that such a delay would be detrimental to the patient. In all other cases, the responsible nurse shall notify the operation surgeon, preferably not later than the night before surgery is scheduled, and preparation for surgery, including premedication shall not be performed until proper entries are recorded in the patient’s medical record. If this delay causes a change to be made in the surgery schedule, the operation shall be rescheduled to the next available time.  The history and physical examination must be updated prior to surgery if not performed within 24 hours of admission.
1.1
Those who may perform History and Physical Examination:  The medical history and physical examination must be completed and documented by a physician, a podiatrist (if privileges have been granted), a nurse practitioner, physician assistant or certified nurse midwife.  History and Physicals performed by the Nurse Practitioner and Physician Assistants require a co-signature of sponsoring physician.
2. All female patients who are between menarche and menopause will have urine pregnancy test on the day of surgery, before going to the operating room. The exception to this is those women who have undergone a pervious sterilization procedure such as hysterectomy, tubal ligation, or bilateral oophorectomy.

NOTE:  
Menarche is defined as a female whose menses has begun or who has     reached the age of 13. The age of menopause is considered to be 50 years old, or when menses has ceased, whether younger or older. 

Those females scheduled for elective or diagnostic D&C and/or hysterectomy will have a serum pregnancy test performed as part of their pre-operative lab work

3. Surgeons shall be in the operating room and ready to commence surgery at the time scheduled. If a surgeon is repeatedly or flagrantly late, he/she shall be referred to the Medical Executive Committee for action.

4. The Anesthesia Service and/or attending physician is responsible for writing a pre-anesthetic note in the medical record prior to the patient’s transfer to the operating area and before pre-operative medication has been administered. This note shall indicate a choice of anesthesia and surgical or obstetrical procedure anticipated.

5. The Anesthesia Service and/or attending physician is responsible for writing a post-anesthetic note after the patient has completed post-anesthesia recover care to include at least a description of the presence or absence of anesthesia-related complications. 

6. First Assistant in Surgery:  
(a) The operating physician is responsible for determining the need for and level of experience required for a physician first assistant when cases are scheduled.

(b) Surgeons must arrange for physician first assistance on elective cases that are defined as hazardous.  In emergent situations, surgical technicians can be utilized at the discretion of the surgeon.

(c) Hazardous Procedures are defined at the discretion of the surgeon.  Hazardous Procedures are required to have a physician first assistant.
7. If, in the opinion of the operating surgeon and/or the Chief of Surgery, there is in any surgical procedure an unusual hazard to life, there shall be present and scrubbed, as first assistant, a qualified physician.

8. An associate staff member who is classified in a preceptorship or supervisory status for specified surgery privileges must have presented his/her preceptor or qualified assistant for these specified surgery procedures.

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

(a) Dentist’s Responsibilities:

(1) A detailed dental history justifying hospital admission;

(2) A detailed description of the examination of the oral cavity and a pre-operative diagnosis;

(3) A complete operative report, describing the findings and techniques. In cases of extraction of teeth and fragments removed, all tissue including teeth and fragments shall be sent to the hospital pathologist for examination;

(4) The dental is totally responsible for the oral condition;

(5) Discharge summary.

(b) Physician’s Responsibility:

(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.

(4) Physician is not responsible for any dental care.

(c) The discharge of the patient shall be on written order of the dentist or the Medical Staff.

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

(a) Podiatrist’s Responsibilities:

(1) A detailed history justifying hospital admission;  (Reference: F1.1, Those who may perform History and Physical Examination)
(2) A detailed description of the examination of the feet and pre-operative 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;

(5) The podiatrist is solely responsible for the care of the feet;

(6) Discharge summary (or summary statement).

(b) Physician’s 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;

(4) Physicians are not responsible for any podiatric care.

(c) The discharge of the patient shall be on order of the attending physician.
11. Written, signed, informed, surgical consent (see: Section C, MEDICAL RECORDS, item #19 above for details) shall 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. In emergencies involving a minor or unconscious patient in which consent for surgery cannot be immediately obtained from 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 operative procedure is undertaken, if time permits.

12. The Anesthesia Service and/or the attending physician shall maintain a complete anesthesia record to include evidence of pre-anesthesia evaluation and post-anesthesia follow-up of the patient’s condition.

13. All tissues removed during any surgical procedure shall be sent to the Laboratory for examination, with the following exceptions:

(a) Foreign bodies, unless otherwise requested

(b) Infant foreskin

(c) Normal placenta

(d) Ocular lens removed during cataract procedures

(e) Orthopedic hardware

(f) Teeth

(g) Vein strippings

(h) Meniscus

(i) Hernia Tissue

If any surgical specimen or portion of surgical specimen is not sent to the pathologist, or is altered in any manner, this shall be documented on the patient’s pathology request form and the patient’s chart.

Surgical procedures in which no tissue is removed may be evaluated by the following:                   

NO TISSUE CRITERIA

	SERVICE
	SURGICAL PROCEDURE

(NON-TISSUE)
	MEDICAL/SURGICAL

APPROPRIATNESS

	GENERAL
	Insert Feeding Tube
	Evidence of inadequate nutrition

	
	Esophagoscopy
	Abnormal UGI, or symptoms continuing w/norm, UGI, difficulty in swallowing, work-up for second primary in patient w/tumor elsewhere in pharynx or larynx

	
	Anti-Reflux Device Surgery
	6 months treatment w/antacids with no improvement of heartburn, regurgitation, or epigastric pain

	
	Fistulotomy
	Fistula

	
	Gastric Stapling Restriction
	Marked obesity 100% or 100 lbs. over ideal weight and 1 year unsuccessful medical management

	
	Bronchoscopy
	Abnormal chest x-ray; hemoptysis

	
	Incision & Drainage
	Presence of abscess. Need for prolonged ventilator support, airway, control

	
	Pyloromytomy
	Abnormal UGI, H&P consistent with hypertrophic pyloric stenosis

	
	Exploratory Lap
	Diagnostic findings

	
	Dir. Inguinal Hernia Repair
	Presence of hernia

	
	Indir Hernia Repair
	Presence of hernia

	
	Colostomy
	Alleviate obstruction

	
	Bunionectomy
	Presence of bunions

	
	Lysis of Adhesions
	Presence of adhesions

	
	Splenorrhaphy
	Trauma, laceration

	
	Colon Interposition
	Radiological evidence of esophageal stricture through an Esophagoscopy, CA

	ORTHOPAEDIC
	Carpal Tunnel Release
	Pain, loss of function

	
	Manipulations
	Loss of function, decreased

	
	Repair laceration
	Presence of laceration

	
	Arthrotomy/Arthroscopy
	Tear, Infection, history of trauma pain

	
	Fracture Repair
	Radiologic evidence of fracture, displacement, or chronic dislocation

	
	Closed Reduction/Internal Fixation
	As per fractures

	
	Lateral Release
	Loss of function, pain, dislocation, chondromalacia-instability-subluxation

	SERVICE
	SURGICAL PROCEDURE

(NON-TISSUE)
	MEDICAL/SURGICAL APPROPRIATENESS

	ORTHOPAEDIC (Cont’d)
	Fusion of a Joint
	Loss of sensation or motion, pain, trauma, infection, arthritis

	
	Exc. of Congen. Fused Bone (ex. Talo-calcaneal bar)
	Radiologic and/or clinical evidence of fused bones

	
	Division and Insertion Cross Flap
	Loss of sensation or padding of finger, skin loss, necrosis

	
	Rep tendon, lig. musc.
	Clinical evidence of injury, arthritis

	
	Rep/Defined Deformity
	Clinical evidence of deformity

	
	Aspiration/Bone Cyst.
	Radiologic and/or clinical evidence of bone cyst.

	
	General Exploratories
	Presence of foreign bodies, infection, trauma, open fracture

	
	Acromionectomy
	Arthritis, pain, loss of motion, impingement

	
	Core Decompress. Hip Colon Interposition
	Avascular necrosis, arthritis

	
	Repair Index Finger
	Trauma, infection

	
	Osteotomy of a Bone
	Malunion, congenital deformity, trauma, arthritis 

	
	Depr/Revision-stump
	Trauma, Infection, amputation

	
	Flap Closure
	Skin loss, poor skin padding

	
	Knee Reconstruction
	Arthritis, Trauma, Instability

	
	Phalangectomy
	Exoctosis of Base of Phalanx

	CARDIO
	Bypass Graft
	Radiographic evidence of obstruction-graft vascular

	
	Insert Perm. Pacemaker Carotid Endarterect
	Complete heart block, sick sinus syndrome. Radiologic evidence of obstruction w/clinical symptoms 

	
	Creation A-V Fistula
	Gain access to dialysis equipment

	PLASTIC
	Repair Flexor Tendons
	Functional Impairment, deep laceration history

	
	Skin Graft
	Skin defect

	
	Nasal Reconstruction
	Patient’s desire for procedure

	
	Bilateral Augmentation
	Patient’s desire for procedure

	
	Mammoplasty
	

	
	Removal Facial Wire and Arch Bars
	Presence of facial wire and arch bars

	
	Bilateral Otoplasty
	Patient’s desire for procedure

	
	Release of Scar Contracture
	Presence of Scar Contracture

	
	Open Reduction of Healed Nasal Fracture
	Clinical evidence of deviated nasal septum and/or obstruction

	UROLOGY
	Cystoscopy
	Repeat UTI, hematuria, suspected urethral stricture, voiding symptoms, history of residual urine, history of urinary retention, suspected bladder or ureteral calculus

	
	Orchiopexy
	Cryptorchidism, testis torsion



	
	Insert Testicular Prosthesis
	Absence of testis

	
	Cystocele Repair Hip
	Stress incontinence

	
	Marshall-Marchetti
	Stress urinary incontinence

	SERVICE
	SURGICAL PROCEDURE

(NON-TISSUE)
	MEDICAL/SURGICAL APPROPRIATENESS

	UROLOGY (Cont”d)
	Insertion or Ureteral Catheter
	Clinical evidence of ureteral obstruction; identification of ureter for open surgery, post-operative urinary drainage

	
	Placement of penile Prosthesis
	Impotence

	
	Circumcision
	Newborn

	
	Bladder Tumor Check
	History of bladder tumor

	
	Nephrostomy
	Upper urinary tract obstruction, post-operative renal drainage

	GASTRO
	Esophagogastro-Duodenoscopy
	GI bleeding, intractable pain, melena, enterology, colonoscopy previous ulcer, gastritis, Chron’s Disease, or symptoms continued after normal UGI 

	
	Endoscopy
	Post-op gastrectomy follow-up, positive radiological examination, or symptoms continued after normal B.E.

	NEUROSURGERY
	Internal Neurolysis
	Intractable pain, excessive

	
	Revision V-P Shunt
	Evidence of obstructive shunt

	
	Laminectomies & Foramenectomies
	Tumor, fracture evidence

	
	Nerve Transposition
	Pain, trauma, tenderness, hypoesthesia

	
	Nerve Decompression
	Pain, trauma, clinical evidence of nerve entrapment

	
	Repair/Lacerated Nerve
	Trauma, clinical evidence of nerve interrupted nerve

	
	Evacuation of Hematoma
	Clinical evidence of hematoma, post-operative or post-traumatic or radiological evidence from CT Scan or Arteriogram

	
	Cranioplasty
	Clinical or radiological evidence of skull defect, or evidence of past skull surgery

	OPHTHALMOLOGY
	Cataract Extraction
	Evidence of cataract

	
	Strabotomy
	Evidence of strabismus

	
	Repair of Retinal Detachment
	History of previous retinal detachment repair, history of recent onset of retinal detachment documented in the physical examination, revision of previous repair of retinal detachment, complication of previous retinal detachment repair now requiring further therapy, trauma to eye with previous retinal detachment repair

	
	Iridectomy
	History of glaucoma or of progressive visual field loss

	
	Drainage of subretinal fluid
	History of retinal detachment documented by findings in physical examination, previous repair of retinal detachment

	
	Filtering Procedure
	History glaucoma or history of progressive visual field loss, physical examination evidence of glaucomatous drainage

	
	Sclercal Buckling
	Same as repair of retinal detachment

	SERVICE
	SURGICAL PROCEDURE

(NON-TISSUE)
	MEDICAL/SURGICAL APPROPRIATENESS

	OPHTHALMOLOGY (Cont’d)
	Recession-Resection or Ocular Muscles
	History of strabismus or squint, history of previous repair for strabismus or squint

	
	Repair of Wound (Dehescence (eye)
	Any previous ocular surgery

	
	Fontalis Suspension
	Blepharoptios of eyelid

	
	Vitrectomy
	Clinical evidence of vitreous hemorrhage

	
	Lid shortening
	Spastic entropion of eyelid, ptosis

	
	Lacrimal Duct Probing Evacuation of Hematoma
	Impotent tear duct

	
	Cyclocryotherapy
	Medically uncontrollable glaucoma

	
	Upper Lid Blepharoplasty
	Dermatochalasis, diminution of visual field

	
	Revision of Filtering
	Glaucoma or progressive visual field loss. Status post-filtering procedure 

	
	Lensectomy with Vitrectomy
	Cataract, partial dislocation

	
	Lensectomy
	Evidence of cataract

	
	Exploration, Reconstruction or Repair
	History of trauma or laceration. Reconstruction, Repair

	ENT
	Closed Reducation/Nasal
	Radiologic and clinical evidence of fracture

	
	Tympanoplasty and Mastoidectomy
	Restore hearing loss, drainage, infection

	
	Bilateral Myringotomy
	

	
	Stapedectomy
	Otosclerosis

	ORAL SURGERY
	Mandibular Osteotomies
	Prognathic mandible, Class II: retro gnathic mandible

	
	Teeth Extraction
	Dental caries, trauma impaction, infection

	
	Restorative Dentistry
	Clinical evidence of dental caries 


14. The rules for the scheduling of elective or non-emergency surgery will be as follows:

(a) The schedule is available for posting of cases at all times.

(b) The following information is required in order to post a case:

(1) The patient’s full name


(2) Age

(3) Sex

(4) Surgery procedure

(5) Type of anesthesia

(6) Operating surgeon

(7) Time and initials of person posting the case

(8) Assistant surgeon 

(9) Inpatient or outpatient case

(c) After the 8:00 A.M. time slots are filed, the order of cases will be based on the time of the cases posted, availability of assistant surgeon, available operating room personnel, room cleaning, etc., as determined by the operating room Head Nurse.

(d) If cleared in advance with the operating room Head Nurse, cases may be posted at a specified time for justifiable reason, or if they do not interfere with the normal operating room schedule.

These cases will be scheduled in accordance with the rule (c) and will be done as near to that time as a room in available in the order the case is posted.

The time may be changed if it does not interrupt the normal schedule as determined by the Chief of Surgery.

15. Patients who are admitted to the Hospital more than seven (7) days prior to major surgery shall have a new physical examination to include at least the heart, lungs and other vital signs by the attending practitioner, the operating surgeon, or the anesthesiologist. Proper notes shall be made in the progress notes as to the findings. It shall be the responsibility of the operating surgeon to see that such physical examinations have been completed prior to surgery.

16. Surgical procedures performed by dentists and podiatrists shall be under the overall supervision of the Chief of Surgery.  It is a requirement that when the entire surgical team consists of non-physicians that arrangements are made to have a physician immediately, readily available to the procedure.
17. Sterilization for the sole purpose of sterilization for either male or female patients may be done at the discretion of the attending physician and the fully informed consent of the patient being sterilized.

G. OBSTETRICAL CARE

1. The current obstetrical records shall include a complete prenatal record. The prenatal record may be a legible copy of the attending physician’s office record transferred to the Hospital and shall be up-to-date to include findings from the last visit.
2. All patients shall have a complete blood count and urinalysis on admission and should have type and Rh and post-partum hemaglobin or hematocrit on the chart prior to discharge. Rapid plasma reagin will be done on admission on all patients who have not had prenatal care.
3. It is not the intent of these proposed revisions to the Medical Staff Bylaws, Rules & Regulations to limit any physician currently holding OB/GYN privileges as of the 31st day of October 1996 pending review of requested obstetrical privileges by the Medical Executive Committee, the Joint Conference Committee, and the Authority Board.
(a) CLASS I

(1) Significant experience or a minimum of three months structured graduate training in OB/GYN. In addition to demonstrated competence in the care of the following conditions:
aa) Normal antepartum and post-partum care;

G. Normal labor and delivery;

F. Low forceps delivery which is defined as follows:

“Low forceps is the application of forceps after head has become visible; the skull has reached the perineal floor, and the sagittal suture is in the antero-posterior diameter of the pelvis.”

dd) Episiotomy and repair;

F. Repair of lacerations of the perineum which do not involve the anal sphincter, rectum, urethra, or broad ligaments of vaginal fornices;

F. Dilatation and curettage;

F. Incision and drainage of Bartholin abscesses;

F. Marsupialization of Bartholin cysts;

F. Assistance in common surgical procedures.



F. CLASS II

F. Requires additional structured training beyond Class I, or demonstrated competence in the care of the following conditions:

F. Pregnancy-induced hypertension;

F. Conization of the cervix;

F. The use of oxytocins or drugs having this action for augmentation of labor and/or induction of labor.

F. CLASS III

F. Requires one of the following:

F. Satisfaction completion of formal residency training in Obstetrics and Gynecology, and a member of the active, associate, courtesy, or consulting staff;

F. Certification by the American Board of Obstetrics and Gynecology;

F. Has determined his/her ability in Obstetrics and Gynecology, and has requested advancement and privileges in writing to the Medical Executive Committee;

F. Privileges include care of the following conditions:

F. Caesarean Section;

F. Failure to progress in labor;

F. Abnormalities of fetal position or presentation including breech presentations, transverse lie, persistent occiput posterior, deep transverse arrest, etc.;

F. Pre-eclampsia and eclampsia;

F. Third trimester bleeding

F. Post-partum hemorrhage;

F. Third degree perineal laceration or extensive vaginal or cervical injury;

F. Ruptured membranes for more than 12 hours, and delivery not imminent;

F. Manual removal or placenta;

F. Gynecological laparoscopy;

F. All operative gynecological procedures not listed under Categories I and II;

F. All gynecological procedures associated with hemorrhage and/or shock;

F. Laser Surgery;

F. All curettages or other procedures by which a known or suspected normal pregnancy may be interrupted. A negative pregnancy test will be considered a consultation.

NOTE:
 Privileges to perform gynecological laser surgery will be granted only after the candidate has presented to the Medical Executive Committee evidence of satisfactory completion of a formal training program in gynecological laser surgery. In addition, before full privileges are granted, a minimum of 10 cases must be satisfactorily performed under the supervision of the preceptor appointed by the Service Chief of Chief of Staff.

F. REQUISITES

F. All physicians meeting those conditions for Class I privileges be granted those privileges;

F. Physicians requesting approval to manage patients in Class II must submit documentation to the Medical Executive Committee to substantiate their training and demonstrated competence before being granted Class II privileges;

F. Physicians requesting Class III privileges must, for a period of not less than one year, be monitored to demonstrate their ability to manage patients falling into class III. The number of the cases will be delineated by the Medical Executive Committee; 

F. All physicians not Board Certified in Obstetrics/Gynecology, or an active candidate for Board Certification in Obstetrics/Gynecology must consult with:

F. A Board Certified OB/GYN, or

F. An active candidate for Board Certification in OB/GYN;

for any Class III patient.

It is the intent that consultations be provided by the Three Rivers Health            physicians. If the consultation is provided by a certified OB/GYN not regularly involved in patient care at Three Rivers Health System, Inc a written copy of the consultation must be on the chart.
F. A discharge summary shall be written or dictated on all medical records of patients hospitalized over forty-eight (48) hours.
F. All obstetrical medical records shall have complete prenatal histories and physical examinations.

F. Oxytocic drugs shall be used in the following manner:

F. Intravenous oxytocin shall be initiated with the physician present;

F. Intravenous oxytocin for induction of labor shall be administered by piggyback;

F. Only one elective induction shall be scheduled at a time. Oxytocin Challenge tests will be considered as one of the elective inductions. Elective inductions may be scheduled by calling the labor and delivery nurse;

F. The reason for induction of labor shall be documented. 
F. Patients having Caesarean sections or post-partum tubal ligations shall have an updated history and physical examination. A progress note on important or new physical findings since her last physical examination on the pregnancy record shall suffice. 

F. Abortions will not be done in this hospital solely on patient’s request or demand.

F. Abortions may be done for therapeutic reasons

F. The reasons for the abortion must be clearly documented in the medical record.

F. Consultations for an abortion are required with two consulting physicians, one of which must be an obstetrician.

F. All abortions done will be reviewed by the tissue and transfusion function.

H.
NEWBORN/PEDIATRIC CARE

F. All newborn orders must be itemized, including orders for formula and care of the newborn, and signed by the physician.
F. A physical examination shall be recorded in the medical record of all newborns.
3. CONSULTATION WILL BE OBTAINED FOR THE FOLLOWING CONDITIONS:
(a) Less than 35 week gestation. Pediatrician should attend delivery in addition to monitoring care;
(b) High-risk fetus, such as hydrocephalus, hydrops, congenital heart defect, gastroschisis etc. pediatrician should attend delivery and monitor care.
(c) Hypoglycemia requiring intravenous glucose or any newborn with a blood sugar less than 30.
(d) Respiratory Distress:
(1) Requiring oxygen more than 4 hours;
(2) Increasing oxygen requirement;
(3) Hypoxia not responding immediately to oxygen;
(4) With any evidence of poor perfusion;
(5) Asphyxia requiring drug resuscitation or prolonged bagging.
4. REQUISITES

(a) All physicians not Board Certified in Pediatrics, or an active candidate for Board Certification in Pediatrics, must consult with:
(1) A Board Certified Pediatrician; or,
(2) An active candidate for Board Certification in Pediatrics.
(b) It is the intent that consultations be provided by Three Rivers Area Hospital physicians. If the consultation is provided by a certified Pediatrician not regularly involved in patient care at Three Rivers Area Hospital, a written copy of the consultation must be on the chart within 24 hours.
I.
DISASTER PLAN

H. 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. The plan shall be reviewed and approved by the Medical Staff.
H. The disaster plan should make provision within the Hospital for:
H. Availability of adequate basic utilities and supplies, including water, food and essential medical and supportive materials;
H. An efficient system of notifying and assigning personnel;
H. Unified medical command under the direction of the Chief of the Medical Staff of his/her designated substitute;
H. Conversion of all usable space into clearly defined areas for efficient triage, for patient observation and for immediate care;
H. Prompt transfer, when necessary, and after preliminary medical or surgical services have been rendered, to the facility most appropriate for administering definitive care;
H. A special disaster medical record, such as an appropriately designated tag that accompanies the casualty as he/she is moved.
H. Procedures for the prompt discharge or transfer of patients in the Hospital who can be moved without jeopardy;
H. Maintaining security in order to keep relatives in curious persons out of the triage area; and,
H. Pre-establishment of a public information center and assignment of public relations liaison duties to a qualified individual.
3. All physicians may be assigned to posts, and it is their responsibility to report to their assigned stations. The Chief of the Medical Staff in the Hospital and the Administrator will work as a team to coordinate activities and directions. In cases of evacuation of patients from one section of the Hospital to another or evacuation from Hospital premises, the Chief of the Medical Staff during the disaster will authorize the movement of patients. All policies concerning direct patient care will be joint responsibility of the Chief of the Medical staff and the Administrator of the Hospital. In their absence, the Vice Chief of Staff and alternate in administration are next in line of authority respectively.
I. The disaster plan shall 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 during drills is optional. A written report and evaluation of all drills shall be made.

J.
COMMITTEES
1.   Joint Conference Committee.
(a)  Composition.  The Joint Conference Committee shall be composed of                                 the Chief of Staff, the Vice Chief of Staff, two appointed members, the Executive Committee of the Board of Trustees, and the Executive hospital officers.

(b)  Meetings.  The Joint Conference Committee shall be scheduled to meet       on a monthly basis and shall meet at least 10 times during the calendar year.  Minutes of the meeting shall be kept.

(c)  Function.  The Joint Conference Committee is a hospital organization whose purpose is to facilitate communication between the governing board, administration, and medical staff representatives.

2.    Peer Review Committee.

(a)  Composition.  The Peer Review Committee shall be composed of the Chief of Staff, the Chief of Medicine and the Chief of Surgery, and three appointed members.
(b)  Meetings.  The Peer Review Committee shall be scheduled to meet on a monthly basis and shall meet at least 10 times during the calendar year.  Minutes of the meeting shall be kept.

(c)  Function.  With designated responsibility from the Medical Executive Committee, the Peer Review Committee operates as a functional grouping of individuals in the organization who meet for review and oversight responsibility for specific fallouts and complaints.  This committee is also responsible for monitoring and reviewing reports and findings of the Surgical Case Review, Tissue and Tumor Review and the Mortality Review.  

i.
Generic Screens.  Generic Screens are done on a monthly basis as  follows:

aa.
The data screener will review the chart against the generic screens or indicators and will complete a Generic Screen Fallout Sheet for any chart that does not meet the criteria.

ab. The Generic Screen Fallout Sheets will be turned in to the Medical Staff Coordinator, responsible for Peer Review coordination.

ac. The Generic Screen Fallout Sheets, identifying the fallout to be reviewed along with a brief description of the issue and naming the appropriate assigned reviewer (based on the service area).  The assigned reviewer cannot review his/her own screens or cases.  These screens or cases will be assigned to another reviewer or sent out for an external review.  The screens will be given to the Medical Records Manager to be logged, typed and distributed.  
ad. Following review the reviewer will respond in writing on the Peer Review Sheet.  The reviewer has 10-14 days to complete the review.  The completed review sheet will be turned into to the Medical Records Manager.  If further review is needed the Medical Records Manager will log and distribute appropriately for a response.  If no further review is needed the Medical Records Manager will log and return the completed review sheets to the Medical Staff Coordinator.

ae. The Medical Staff Coordinator will then prepare the next Peer Review Agenda with all Screens reviewed and completed.

af. The Peer Review Committee will review each case on the agenda and determine if any action is required.

ag. Following consideration by the Peer Review Committee members, if it is determined that no action is needed, the matter will be closed and no further action will be taken.  However, the committee will consider previous committee cases when reviewing any further cases.

ah. Further action needed.  

hh.1.  A letter will be sent to the attending/involved physician advising of the committee’s findings and his/her response was not accepted, and will include any follow-up action or education the committee feels is necessary; and or,

hh.2. The Peer Review sheet will be placed in the attending/involved physician’s profile for trending, and the physician’s will be so notified; and/or,

hh.3. The physician may be invited to the Peer Review Committee meeting if further discussion is needed; and/or,

hh.4. The case may be sent to the Medical Executive Committee for final recommendations.

ii. Complaints.

aa. Any complaints regarding physician behavior or care will be turned into the Medical Staff Coordinator.  The complaints will be logged and forwarded to the Peer Review Committee for review.  The Peer Review Committee will review each complaint and determine what action is required.  Complaints will be forwarded individually and in aggregate.
3. Quality and Patient Care Committee.

I. Composition.  The Quality and Patient Care Committee shall be composed Medical, nursing, and other health professionals with responsibility for monitoring all patient care practice.  The following standards will be monitored:  Tissue and Tumor Review, Pharmacy and Therapeutics, Nutrition, Drug Usage Review, Blood Utilization Review, Infection Control, Disaster Planning and Safety
I. Meetings.  The Patient Care Committee shall be scheduled to meet on a monthly basis and shall meet at least 10 times during the calendar year.  Minutes of the meeting shall be kept.

I. Function.  The Patient Care Committee operates as a functional group of health care professionals in the organization who meet to monitor and review areas of patient care practice to ensure that predetermined standards are met.  The following standards will be monitored through the Patient Care Committee:
I. Tissue and Tumor Review

I. Pharmacy and Therapeutics, Nutrition
I. Drug Usage Review
I. Blood Utilization Review

I. Infection Control

I. Disaster Planning

I. Safety

G. Utilization and Medical Records Review Committee.

G. Composition.  The Utilization and Medical Records Review Committee shall be composed of Medical (at least two of the members of the committee must be doctors of medicine or osteopathy), nursing, and other health professionals with responsibility to access the appropriateness and economy of an admission to a health care facility or a continued hospitalization.  The Utilization and Medical Records Review Committee must consist of two or more practitioners.
G. Meetings.  The Utilization and Medical Records Review Committee shall be scheduled to meet on a quarterly basis and shall meet at least four times during the calendar year.  Minutes of the meeting shall be kept.

G. Function.  The Utilization and Medical Records Review Committee operates as a functional group of health care professionals in the organization who meet to analyze the necessity, appropriateness and efficiency of medical services, procedures, and practitioners.  This analysis includes review of the appropriateness of admissions, services ordered and provided, and length of stay and discharge practices, on concurrent and retrospective bases.  This committee will also examine the distribution of treatment procedures based on claims information and the application of such claims.  Medical Record Reviews will be conducted to monitor compliance with the policies for record completion and insufficiencies.
K.
MEDICAL STAFF CODE OF CONDUCT


Medical Staff members must treat others with respect, courtesy and dignity and conduct themselves in a professional and cooperative manner at all times. Conduct will not be tolerated that negatively impacts the delivery of quality care,  interferes with the ability of others to carry out their responsibilities, creates a hostile work environment, disrupts hospital operations or fosters a negative public image of Three Rivers Health.  

Examples of disruptive conduct include, but are not limited to the following:

· Abusive verbal behavior in private or in public to colleagues, hospital staff, patients, families or visitors including threats, discourtesy or criticism with the intent to intimidate, discredit, humiliate or imply stupidity or incompetence.

· Inappropriate hostility  toward a hospital employee who is attempting to carry out his/her responsibilities by notifying a provider concerning patient care questions/concerns, clarification of orders, notification of lab results, etc. 

· Aggressive or intimidating physical behavior such as threats of physical violence, assault/battery, throwing of instruments or equipment. 

· Inappropriate comments verbally or in patient medical records or other official documents impugning the quality of care provided by Three Rivers Health or attacking Medical Staff, hospital staff or hospital policies.   

· Harassment or any form of retaliation against any person who files a complaint pertaining to Medical Staff conduct or patient care concerns.  

· Inappropriate profanity, racial/ethnic/religious slurs or similarly offensive language.

· Discrimination based on sex, color, race, ancestry, national origin, age, disability, job status or other recognized group status.  

· Sexual harassment including sexually explicit comments/jokes, sexual coersion, inappropriate comments, touching or gestures. 

· Unauthorized handling, possession or use of any inappropriate drugs or alcoholic beverages on hospital premises or caring for patients under the influence of controlled substances or intoxicants. 

· Failure to present oneself with appropriate professional dress or demeanor when dealing with patients, visitors or other hospital personnel.

· Disruptive behavior in medical staff committee or other hospital meetings.

· Refusal to attend meetings mandated by hospital administration, the Medical Executive Committee or as required by the Medical Staff Bylaws, Rules and Regulations.  

· Failure to practice within generally accepted medical practice standards.

· Falsification, theft or destruction of medical or other hospital records.

· Unauthorized possession, use, copying or reading of hospital records or disclosure of such information to unauthorized persons.  

· Accessing medical records in an attempt to seek referrals or for any other personal or financial gain. 

· Failure to complete medical records per Medical Staff rules. 

· Failure to respond or respond in a timely fashion to calls/pages.

· Failure to provide continuous Medical Staff coverage for hospitalized patients. 

·  Failure to communicate pertinent clinical information to a covering provider or when transferring care to another provider.  

· Failure to evaluate patients with emergent conditions in a timely fashion. 

· Intentional failure to comply with Medical Staff Bylaws, Rules and Regulations. 

· Failure to respond in a timely manner to Medical Executive Committee requests/expectations communicated in writing to a practitioner.

· Refusal to meet with the Chief of Staff,  Three Rivers Health CEO, Medical Peer Review Committee or Medical  Executive Committee  when requested regarding conduct or clinical care issues. 

Any person may file a formal complaint/concern concerning Medical Staff clinical care or conduct.  Complaints concerning violations of Code of Conduct must be in writing and include the following documentation:

· Date and time of the alleged incident

· Name of the patient, Medical Staff, employee or other person(s) involved

· The circumstances that resulted in the alleged incident

· An objective description of the alleged incident

· Remedial steps taken including date, time, place, action(s) and name(s) of those intervening.  Any meetings between those involved and managers or hospital administration must be documented. 

· Name and signature of the person writing  the report, with time and date of report

Code of Conduct violations will be addressed in a firm, fair and equitable manner following processes set forth in the Medical Staff Bylaws and Rules and Regulations.  All Code of Conduct complaints will be sent to the hospital CEO and to the Medical Staff Coordinator for evaluation by the Peer Review Committee.  The Chief of Staff will review all violations to determine if a response is needed from the involved Medical Staff member prior to review by the Peer Review Committee.  The member will be given 14 days to respond to the violation.  All violations will then be evaluated by the Peer Review Committee.  The committee may request the Medical Staff member attend a Peer Review Committee meeting to discuss the Code of Conduct violation.  After appropriate evaluation, the Code of Conduct violation may be dismissed, placed in the member’s file for trending or forwarded to the Medical Executive Committee for further disposition.

Code of Conduct violations forwarded to the Medical Executive Committee will be usually be handled by a series of meetings.  A serious Code of Conduct violation may result in disciplinary action at any step in the process.   The initial meeting should be collegial and be designed to be helpful to the Medical Staff member and the hospital.  Those present will be the member and others designated by the Medical Executive Committee including but not limited to the Chief of Staff, Chairperson of the appropriate department, Three Rivers Health Chief Executive Officer and the Medical Staff Coordinator.    The purpose of the initial meeting would be to discuss the circumstances of the problem, to emphasize that such conduct is unacceptable and to elicit an agreement by the member to cease the offending behavior(s). 

If the behavior persists, a second meeting will be arranged advising the member that such conduct is intolerable and must stop.  The Medical Executive Committee may at any time request the member seek outside help such as counseling to aid in the resolution of his/her Code of Conduct issues.  AAll  meetings pertaining to Code of Conduct issues will be documented and followed by a letter from the Chief of Staff to the Medical Staff member summarizing the concerns, discussion and agreements. The Medical Staff member may write a letter of rebuttal at any time in the process which would be brought for discussion to the Medical Executive Committee.  All correspondence concerning these meetings would be placed in the member’s file.  Any member of the Medical Staff may request the Medical Staff Coordinator to view his or her file.   

 If the Medical Staff member does not respond to the above mentioned remediating measures, the Medical Executive Committee may take disciplinary action at any time in the process.  Any action that negatively impacts a member’s Medical Staff status such as being placed on probation, termination or limitation of privileges would be reported to the National Practitioner Data Bank. 

A single egregious incident involving Medical Staff conduct or clinical care would go directly to the Medical Executive Committee and could result in summary suspension if the severe nature of the incident creates a condition threatening to the life of any patient or presents the substantial likelihood of immediate injury or damage to the health or safety of a patient or other person(s) or to the reputation of Three Rivers Health.  Summary suspension would be reported to the National Practitioner Data Bank.  By law, a serious violation of the Code of Conduct can be reported to the National Practitioner Data Bank without any disciplinary action on behalf of the Medical Executive Committee.  
L.
MISCELLANEOUS
F. Policies and Procedures governing the use of various facilities of the Hospital, preparation of medical records, specialized forms of treatment, disposal of specimens, etc., when determined and published by authorized committees or the appropriate departments of the Medical Staff and approved by its Medical Executive Committee and the Hospital’s Administration, shall be adhered to by all attending practitioners and said practitioners are responsible for remaining abreast of all current directives.

F. Policies and Procedures referred to above, and elsewhere in these Rules and Regulations, are to be found in the Policy and Procedure Manual(s) of the Hospital.
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OVERVIEW

SECTION I – INITIATION OF HEARING
This Article details the events that must occur for there actually to be a hearing. It lists the specific adverse sanctions (denials, suspensions, revocations, reductions, and limitations of aspects of staff membership or clinical privileges) that entitle a practitioner to request a hearing. Article I requires that the practitioner be given special notice of the proposed action and specifies the time period within which, and the manner in which, he/she must request a hearing. A waiver provision defines the consequences and further action necessary if the practitioner does not proceed.

SECTION II – HEARING PREREQUISITES
If a hearing is requested, Article II establishes some of the preliminary steps in preparation for it; determining where and when it will be held, notifying the practitioner a given period of time in advance of the hearing of those facts and of the specific events underlying the sanction, and appointing a hearing committee. Participation in initiating or investigating the matter of knowledge of the facts involved is specifically accepted as circumstances which in themselves preclude service on the hearing body. A special note discusses in more detail the problem of prejudice or prejudgment by hearing committee members.

SECTION III – HEARING PROCEDURE
Article III sets forth the general manner in which a hearing is to be conducted. It requires the practitioner to be personally present at the hearing, specifies the rights of the parties during the hearing, and covers certain technical matters such as the kind of information that may be presented and how it is to be presented. A distinction is drawn between the level of persuasiveness the evidence must reach when the adverse action is a denial of a request and when it is a diminution in previous status. In addition, the accusing body must initially offer evidence in support of its action in the latter situations whereas the practitioner bears the full burden in the former. Other provisions set the standard for the accuracy and completeness of the hearing record, authorize postponements and recesses and require that a hearing committee member be present at all sessions in order to participate in the decision.

SECTION IV – HEARING COMMITTEE REPORT AND FURTHER ACTION
This Article provides for the preparation of a written hearing committee report with recommendations that are supported by specific reference to the hearing record and the other documentation considered. This report is transmitted to the body whose action triggered the hearing for its reconsideration. The effect of the further processing of the matter after this reconsideration is outlined.

SECTION V – INITIATION AND PREREQUISITES OF APPELLATE REVIEW
Article V states the circumstances under which the practitioner is entitled to request an appellate review, details the procedure (time and manner) for making the request and permits the practitioner to request a copy of the hearing committee report and all other material considered in the decision. The methods for setting the time and place of review, notifying the practitioner of the same and defining the group to perform the appellate review are specified.

SECTION VI – APPLLLATE REVIEW PROCEDURE
Article VI establishes the nature of the appellate review procedure as basically a review only of the hearing record and report and the related documentation. The review body is, however, authorized to permit personal appearances and oral statements by the parties, and new or additional matters may be considered under defined, limited circumstances. Provisions give the practitioner the right to submit a written statement on his/her own behalf and permit a reply by the other party. The powers granted to the review body parallel those of the hearing committee as does the manner in which it is to conduct its deliberations. The alternative courses of action the reviewing agency may take are detailed.

SECTION VII – FINAL DECISION OF THE BOARD
This Article sets forth the procedure the board to take final action on the matter, including special notice to the practitioner of the end result. In the event of a board decision contrary to the Medical Executive Committee’s last recommendation, a joint conference review is required before the final notice.

SECTION VIII – GENERAL PROVISIONS

General subjects covered in this Article include qualifications and appointment of a hearing officer, representation by attorneys and the number of hearings and reviews to which a practitioner is entitled. If the practitioner wishes to be represented by an attorney at a hearing or an appellate review appearance, he/she must preserve that option by so stating in his/her initial hearing request. Then, at the appropriate times, the hearing committee and appellate review body are to rule on the request. A negative ruling does not deprive the practitioner of using legal counsel in preparing for a hearing or review. Article VIII also makes the release and immunity provisions of the Medical Staff Bylaws applicable to hearings and appellate reviews.

SECTION IX – ADOPTION AND AMENDMENT
This Article provides a somewhat easier method (Medical Executive Committee action and Board approval) for adoption and amendment of the Fair Hearing Plan than is required for adopting or amending the Medical Staff or Hospital Corporate Bylaws. The purpose is the allow updating of the Plan concurrent with new legal developments and without the delay that may occur if the entire staff is required to act.

FAIR HEARING PLAN CHECKLIST

The checklist is a management tool for tracking the progress of a given implementation of the Plan and for assuring that all necessary actions are taken and that those responsible for taking those actions do so within the time constraints provided in the Plan.

DEFINITIONS

The following definitions, in addition to those stated for the Medical Staff Bylaws, shall apply to the provisions of this Fair Hearing Plan:

Appellate Review Body
Means the group designated pursuant to this Plan to hear a request for appellate review properly filed and pursued by the practitioner.

Hearing Committee
Means the committee appointed pursuant to this Plan to hear a request for an evidentiary hearing properly filed and pursued by a practitioner.

Parties
Means the practitioner who requested the hearing or appellate review and the body or bodies upon whose adverse action a hearing or appellate review request is predicated.

Special Notice
Written notification sent either in person or by certified mail, return receipt requested.

SECTION I

INITIATION OF HEARING

1.1 Recommendations or Actions
The following recommendations or actions shall, if deemed adverse pursuant to Section 1.2 of this plan, entitle the practitioner affected thereby to a hearing:

a) Denial of initial staff appointment

b) Denial of reappointment

c) Suspension of staff membership

d) Revocation of staff membership

e) Denial of requested advancement in staff category

f) Reduction in staff category

g) Limitation of the right to admit patients

h) Denial of requested department/service/section affiliation

i) Denial of requested clinical privileges

j) Reduction in clinical privileges

k) Suspension of clinical privileges

l) Revocation of clinical privileges

m) Terms of probation

n) Individual requirement of consultation

1.2 When Deemed Adverse
1.3 A recommendation or action listed in Section 1.1 of this plan shall be deemed adverse only when it has been:

a) Recommended by the Medical Executive Committee (MEC); or

b) Taken by the board contrary to the favorable recommendation by the MEC under circumstances where no right to hearing existed; or

c) Taken by the board on its own initiative without benefit of a prior recommendation by the MEC.

1.4 Notice of Adverse Recommendation or Action
a) Advise the practitioner of his/her right to a hearing pursuant to the provisions of the Medical Staff Bylaws and of this Fair Hearing Plan

b) Specify the number of days following the date of receipt of notice within which a request for a hearing must be submitted.

c) State that failure to request a hearing within the specified time period shall constitute a waiver of rights to a hearing and to an appellate review on the matter.

d) State that upon receipt of his/her hearing request, the practitioner will be notified of the date, time and place of the hearing, and the grounds upon which the adverse action is based.

1.5 Request For Hearing
A practitioner shall have 14 days following his/her receipt of a notice pursuant to Section 1.3 to file a written request for a hearing. Such requests shall be delivered to the administrator either in person or by certified or registered mail.

1.6 Waiver by Failure to Request a Hearing
A practitioner who fails to request a hearing within the time and in the manner specified in Section 1.4 waives any right to such a hearing to any appellate review to which he/she might otherwise have been entitled. Such waiver in connection with:

a) An adverse action by the board shall constitute acceptance of that action, which shall thereupon become effective as the final decision by the board.

b) An adverse recommendation by the MEC shall constitute acceptance of that recommendation, which shall thereupon become and remain effective pending the final decision of the board. The board shall consider the committee’s recommendation at its next regular meeting following waiver. In its deliberations, the board shall review all the information and material considered by the committee and may consider all other relevant information received from any source. If the board’s action on the matter is in accord with the MEC’s recommendation, such action shall constitute a final decision of the board. If the board’s action has the effect of changing the MEC’s recommendation, the matter shall be submitted to a joint conference as provided in section 7.2 of this plan. The board’s action on the matter following receipt of the joint conference recommendation shall constitute its final decision. The administrator shall promptly send the practitioner special notice informing him of each action taken pursuant to this Section 1.5(b) and shall notify the Chief of staff and the MEC of each such action.

SECTION II

HEARING PREREQUISITES

2.1
Notice of Time and Place for Hearing
Upon receipt of a timely request for hearing, the administrator shall deliver such request to the Chief of staff or to the board, depending on whose recommendation or action prompted the request for hearing, at least 7 days prior to the hearing, the administrator shall send the practitioner special notice of the time, place and date of the hearing. The hearing date shall be not less than 7 days nor more than 60 days from the date of receipt of the request for hearing; provided, however, that a hearing for a practitioner who is under suspension then in effect shall be held not less than 7 days nor more than 30 days from the date of receipt of the request for hearing.

2.2
Statement of Issues and Events
The notice of hearing required by Section 2.1 shall contain a concise statement of the practitioner’s alleged acts or omissions, a list by number of the specific or representative patient records in question and/or the other reasons or subject matter forming the basis for the adverse recommendation or action which is the subject of the hearing.

2.3
Appointment of Hearing Committee

2.3 – 1 By Medical Staff:

A hearing occasioned by an adverse MEC recommendation pursuant to Section 1.2(a) shall be conducted by a hearing committee appointed by the Chief of staff and composed of physicians. The number of members to the hearing committee shall be at the sole discretion of the Chief of staff and shall be an odd number greater than one excluding the hearing officer if the hearing officer is not a voting member of the hearing committee. The majority of the physicians shall be members of the Medical Staff, provided, however, if a sufficient number of members cannot be readily appointed from the Medical Staff, then the hearing committee may be composed, in minor part, of physicians belonging to the Medical Staff of other hospitals within the West Michigan region. Membership on a medical staff includes active, courtesy, or consulting membership. One of the appointees to the hearing committee shall be designated as Chairman.


2.3 – 2   By Board:

A hearing occasioned by an adverse board recommendation pursuant to Section 1.2(b) or 1.2(c) shall be conducted by a hearing committee appointed by the chairman of the board. The number of members to the hearing committee shall be at the sole discretion of the chairman of the board and shall be composed of an odd number of members greater than one excluding the hearing officer if the hearing officer is not a voting member of the hearing committee. Physicians shall be members of the hearing committee. Further, the physicians on the hearing committee shall be members cannot be readily appointed from the Medical Staff, than the physicians on the hearing committee may be composed, in minor or equal part, of physicians belonging to the Medical Staff of other hospitals within the West Michigan region. Membership on a Medical Staff includes active, courtesy, or consulting membership. The remaining number of members to the hearing committee shall be voting members of the board. One of the appointees to the committee shall be designated as Chairman.

Example 1:
The board convenes a hearing committee of five (5). The smallest majority of the hearing committee must be physicians; i.e., three (3), but not four (4) or five (5). Of the three (3) physicians, a minor or equal number may come from regional non – Three Rivers Area Hospital medical staffs; i.e., one (1) but not two (2), or three (3), but not four (4) or above.

Example 2:
The board convenes a hearing committee of eleven (11). The smallest majority of the hearing committee must by physicians; i.e., six (6), but not seven (7) or above. Of the six (6) physicians, a minor or equal number may come from regional non-Three Rivers Area Hospital medical staffs; i.e., one (1), two (2), or three (3), but not four (4) or above.



2.3 – 3  Service on Hearing Committee:

A Medical Staff or board member shall be disqualified from serving on a hearing committee if he/she has participated in initiating or investigating the underlying matter at issue.

SECTION III

HEARING PROCEDURE

3.1
Personal Presence

The personal presence of the practitioner who requested the hearing shall be required. A practitioner who fails without good cause to appear and proceed at such hearing shall be deemed to have waived his/her rights in the same manner and with the same consequences as provided in Section 1.5.

3.2
Presiding Officer

Either the hearing officer, if one is appointed pursuant to Section 8.1, or the Chairman of the hearing committee, shall be the presiding officer. The presiding officer shall act to maintain decorum and to assure that all participants in the evidence. He/she shall be entitled to determine the order of procedure during the hearing and shall make all rulings on matters of law, procedure, and the admissibility of evidence.

3.3
Representation

The practitioner who requested the hearing shall be entitled to be accompanied and represented at the hearing by a member of the Medical Staff in good standing or by a member of his/her local professional society. The MEC or the board, depending on whose recommendation or action prompted the hearing, shall appoint an individual to represent the facts in support of its adverse recommendation or action, and to examine witnesses. Representation of either party by an attorney at law shall be governed by the provisions of Section 8.2 of this plan.

3.4
Rights of Parties

During a hearing, each of the parties shall have the right to:

a) Call and examine witnesses

b) Introduces exhibits

c) Cross examine any witness on any matter relevant to the issues

d) Impeach any witness

e) Rebut any evidence

f) Request that the record of the hearing by made by use of a court reporter or an electronic recording unit.

3.5
Procedure and Evidence
The hearing need not be conducted strictly according to rules of law relating to the examination of witnesses or presentation of evidence. Any relevant matter upon which responsible persons customarily rely in the conduct of serious affairs shall be admitted, regardless of the admissibility of such evidence in a court of law, and irrespective of whether the relevant matter has been admitted as evidence in another previous action, hearing, or remediation, whether at the hospital or in another forum. Each party shall, prior to or during the hearing be entitled to submit memoranda concerning any issue of law or fact, and such memoranda shall become part of the hearing record. The presiding officer may, but shall not be required to order that oral evidence be taken only on oath or affirmation administered by any person designated by him/her and entitled to notarize documents in the state where the hearing is held.

3.6
Official Notice
In reaching a decision, the Hearing Committee may take official notice, either before or after submission of the matter for decision, or any generally accepted technical or scientific matter relating to the issues under consideration and of any facts that may be judicially noticed by the courts of the state where the hearing is held. Parties present at the hearing shall be informed of the matters to be noticed and those matters shall be noted in the hearing record. Any party shall be given opportunity on timely request, to request that a matter be officially noticed and to refute the officially noticed matters by evidence or by written or oral presentation of authority, the manner of such refutation to be determined by the hearing committee. The committee shall also be entitled to consider all other information that can be considered, pursuant to the Medical Staff Bylaws, in connection with applications for appointment or reappointment to the Medical Staff and for clinical privileges.

3.7
Burden of Proof
The burden of proof recognizes the practitioner’s ongoing obligation pursuant to Section 3.1 of the Medical Staff Bylaws to “continuously meet the qualifications, standards, and requirements set forth in these Bylaws.” The body whose adverse recommendation and/or action occasioned the hearing shall have the initial obligation to present evidence in support of its recommendation and/or action; and, the practitioner shall thereafter have the obligation to defend himself/herself by a preponderance of the evidence.

3.8
Record of Hearing
A record of the hearing shall be kept that is of sufficient accuracy to permit an informed and valid judgment to be made by any group that may later be called upon to review the record and render a recommendation or decision in the matter. The Hearing Committee may select the method to be used for making the record, such as court reporter, electronic recording unit, detailed transcription, or minutes of the proceedings. The cost of making a record of the hearing shall be borne equally by the practitioner and the hospital, providing that the party requesting a transcript of the hearing record for any reason shall pay the cost of transcription. 

3.9
Postponement
Request for postponement of a hearing shall be granted by the Hearing Committee only upon a showing of good cause and only if the request therefore is made as soon as is reasonably practical.

3.10
Presence of Hearing Committee Members and Vote
A majority of the Hearing Committee must be present throughout the hearing and deliberations. If a committee member is absent from any part of the proceedings, he/she shall not be permitted to participate in the deliberations or the decision.

3.11
Recesses and Adjournment
The Hearing Committee may recess the hearing and reconvene the same without additional notice for the convenience of the participants or for the purpose of obtaining new or additional evidence or consultation. Upon conclusion of the presentation and written evidence, the hearing shall be closed. The Hearing Committee shall thereupon, at a time convenient to itself, conduct its deliberations outside the presence of the parties. Upon conclusion of its deliberations, the hearing shall be declared finally adjourned.

SECTION IV

HEARING COMMITTEE REPORT AND FURTHER ACTION

4.1
Hearing Committee Report
Within 14 days after final adjournment of the hearing, the Hearing Committee shall make a written report of its findings and recommendations in the matter and shall forward the same, together with the hearing record and all other documentation considered by it, to the body whose adverse recommendation or action occasioned the hearing. All findings and recommendations by the Hearing Committee shall be supported by reference to the hearing record and the other documentation considered by it.

4.2
Action on Hearing Committee Report
Within 7 days after receipt of the report of the Hearing Committee, the MEC or the board, as the case may be, shall consider the same and affirm, modify or reverse its recommendation or action in the matter. It shall transmit the result, together with the hearing record, the report of the hearing committee and all other documentation considered, to the Administrator.

4.3
Notice and Effect of Result

4.3 – 1  Notice:

The Administrator shall promptly send a copy of the result to the practitioners by special notice, to the Chief of Staff, to the MEC, and to the board.


4.3 – 2  Effect of Favorable Result:



Adopted by the Board:

If the board’s result pursuant to Section 4.2 is favorable to the practitioner, such result shall become the final decision of the board and the matter shall be considered finally closed.

a) Adopted by the MEC:

If the MEC’s result is favorable to the practitioner, the Administrator shall promptly forward it, together with all supporting documentation to the board for its final action. The board shall take action thereon by adopting or rejecting the MEC’s result in whole or in part, or by referring the matter back to the MEC for further reconsideration. Any such referral back shall state the reasons therefore, set a time within which a subsequent recommendation to the board must be made, and may include a directive that an additional hearing be conducted to clarify issues that are in doubt. After receipt of such subsequent recommendation and any new evidence in the matter, the board shall take final action. The administrator shall promptly send the practitioner special notice informing him/her of each action taken pursuant to this Section 4.3 – 2(b). Favorable action shall become the final decision of the board, and the matter shall be considered finally closed. If the board’s action is adverse in any of the respects listed in Section 1.1 of this plan, the special notice shall inform the practitioner of his/her right to request an appellate review by the board as provided in Section 5.1 of this plan.

4.3 – 3
Effect of Adverse Result

If the result of the MEC or the board continues to be adverse to the practitioner in any of the respects listed in Section 1.1 of this plan, the special notice required by Section 4.3 – 1 shall inform the practitioner of his/her right to request an appellate review by the board as provided in Section 5.1 of this plan.

SECTION V

INITIATION AND PREREQUISITES OF APPELLATE REVIEW

5.1
Request for Appellate Review

A practitioner shall have 14 days following his/her receipt of a notice pursuant to Section 4.3 – 2(b) or 4.3 – 3 to file a written request for an appellate review. Such request shall be delivered to the Administrator either in person or by certified or registered mail and may include a request for a copy of the report and record of the hearing committee and all other material, favorable or unfavorable, if not previously forwarded, that was considered in making the adverse action or result.

5.2
Waiver by Failure to Request Appellate Review
A practitioner who fails to request an appellate review within the time and in the manner specified in Section 5.1 above waives any right to such review. Such waiver shall have the same force and effect as that provided in Section 1.5 of this plan.

5.3
Notice of Time and Place for Appellate Review
Upon receipt of a timely request for appellate review, the Administrator shall deliver such request to the board. As soon as practicable, the board shall schedule and arrange for an appellate review which shall be not less than 30 days from the date of receipt of the appellate review request; provided, however, that an appellate review for a practitioner who is under a suspension then in effect shall be held not later than 14 days from the date of the request for the review. The time for the appellate review may be extended by the appellate review body for good cause and if the request therefore is made as soon as reasonably practical.

5.4
Appellate Review Body
The board, in its sole discretion, shall determine whether the appellate review shall be conducted by the board as a whole or by an appellate review committee composed of voting members of the board appointed by the chairman of the board. The number of members of the appellate review committee shall be an odd number greater than one. A board member shall be disqualified from serving on the appellate review body if her/she has participated in initiating or investigating the underlying matter at issue. A majority of the appellate review body must be present throughout the appellate review and deliberations. If an appellate review body member is absent from any part of the proceedings, he/she shall not be permitted to participate in the deliberations or the decision.

SECTION VI

APPELLATE REVIEW PROCEDURE

6.1
Nature of Proceedings
The proceedings by the review body shall be in the nature of an appellate review based upon the record of the hearing before the hearing committee, that committee’s report, and all subsequent results and actions thereon. The appellate review body shall also consider the written statements, if any, submitted pursuant to Section 6.2 of this plan and such other materials as may be presented and accepted under Sections 6.4 and 6.5 of this plan. The Standard of review for the appellate review shall be a de novo review of the entire matter where the appellate review body makes its own findings and conclusions based on the record as a whole and additional statements, matters, and/or evidence the appellate review body chooses to consider.

6.2
Written Statements
The practitioner seeking the review may submit a written statement detailing the findings of fact, conclusions and procedural matters with which he/she disagrees, and his/her reasons for such disagreement. This written statement may cover any matters raised at any step in the hearing process, and legal counsel may assist in its preparation. The statement shall be submitted to the appellate review body through the administrator at least 7 days prior to the scheduled date of the appellate review, except if such time limit is waived by the appellate body. A written statement in reply may be submitted by the MEC or by the board, and if submitted, the administrator shall provide a copy thereof to the practitioner at least 4 days prior to the scheduled date of the appellate review.

6.3
Presiding Officer
The chairman of the appellate review body shall be the presiding officer. He/she shall determine the order of procedure during the review, make all required rulings, and maintain decorum.

6.4
Oral Statement
The appellate review body, in its sole discretion, may allow the parties or their representatives to personally appear and make oral statements in favor of their positions. Any party or representative so appearing shall be required to answer questions put to him/her by any member of the appellate review body.

6.5
Consideration of New or Additional Matters
New or additional matters, or evidence of a limited extent not raised or presented during the original hearing or in the hearing report and not otherwise reflected in the records may be introduced at the appellate review in the sole discretion of the appellate review body, following an explanation by the party requesting the consideration of such matter or evidence as to why it was not presented earlier, and only if the request is made as soon as is reasonably practical. Matters or evidence that are extensive and/or multiple in nature shall be referred back to the hearing committee pursuant to Section 6.9.

6.6
Powers
The appellate review body shall have all the powers granted to the hearing committee, and such additional powers as are reasonably appropriate to the discharge of its responsibilities.

6.7
Presence of Members and Vote
A majority of the appellate review body must be present throughout the review and deliberations. If a member of the review body is absent from any part of the proceedings, he/she shall not be permitted to participate in the deliberations or the decision.

6.8
Recesses and Adjournment
The appellate review body may recess the review proceedings and reconvene the same without additional notice for the convenience of the participants or for the purpose of obtaining new or additional evidence or consultation. Upon the conclusion of oral statements, if allowed, the appellate review shall be closed. The appellate review body shall thereupon, at a time convenient to itself, conduct its deliberations outside the presence of the parties. Upon the conclusion of those deliberations, the appellate review shall be declared finally adjourned.

6.9
Action Taken
The appellate review body may recommend that the board affirm, modify or reverse the adverse result or action taken by the MEC or by the board pursuant to Section 4.2 or 4.3 – 2(b) or, in its discretion, may refer the matter back to the hearing committee for further review and recommendation to be returned to it within 14 days and in accordance with its instructions. Within 7 days after receipt of such recommendations after referral, the appellate review body shall make its recommendation to the board as provided in this Section 6.9.

6.10
Conclusion
The appellate review shall not be deemed to be concluded until all of the procedural steps provided here in have been completed or waived.

SECTION VII

FINAL DECISION OF THE BOARD

7.1
Board Action
Within 7 days after the conclusion of the appellate review, the board shall render its final decision in the matter in writing and shall send notice thereof to the practitioner by special notice, to the Chief of staff, and to the MEC. If this decision is in accord with the MEC’s last recommendation in the matter, if any, it shall be immediately effective and final. If the board’s action has the effect of changing the MEC’s last recommendation, if any, the board’s action on the matter following receipt of the joint conference recommendation shall be immediately effective and final.

7.2
Joint Conference Review
The procedures and standards of review by the joint conference shall be in keeping with those guiding the appellate review body with an appellate review, except that the practitioner shall not have any right to request the convening of the joint conference.

7.3
Reapplication After Adverse Decision of the Board
A practitioner who has received a final adverse decision of the board, including an appellate review and joint conference, in any of the respects listed in Section 1.1 of the plan shall not be considered for application to the Medical Staff for a period of two years after notice of such final decision of the board is sent. Any such reapplication shall be processed as an initial application and the applicant shall submit such additional information as the staff or the board may require in demonstration that the basis for the earlier adverse action no longer exists.

7.4
Record of Appellate Review Hearing and Conference
A record of the appellate review hearing and the joint conference shall be kept in a fashion similar to the guidelines for the keeping of a record of the fair hearing pursuant to Section 3.8. The cost of making a record shall be borne equally by the practitioner and the hospital.

SECTION VIII

GENERAL PROVISIONS

8.1
Hearing Officer Appointment and Duties
The use of a hearing officer to preside at an evidentiary hearing is optional. The use and appointment of such an officer shall be determined by the board after consultation with the chief and staff. A hearing officer may or may not be an attorney at law, but much be experienced in conducting hearings. He/she shall act as the presiding officer of the hearing.

8.2
Attorneys
If the affected practitioner desires to be represented by an attorney at any hearing or at any appellate review appearance pursuant to Section 6.4, his/her initial request for the hearing must state his/her wish to be so represented at wither or both such proceedings in the event they are held. The hearing committee and the appellate review body shall determine for the respective proceedings at which they shall preside, whether to permit such representation. If, and only if, the hearing committee or appellate review body allows the practitioner to be so represented, shall the MEC or the board be allowed representation by an attorney. The foregoing shall not be deemed to deprive the practitioner, the MEC or the board of the right to legal counsel in connection with preparation for a hearing or an appellate review.

8.3
Number of Hearings
Notwithstanding any other provision of the medical staff bylaws or of this plan, no practitioner shall be entitled as a right to more than one evidentiary hearing and appellate review with respect to an adverse recommendation or action.

8.4
Release
By requesting a hearing or appellate review under this Fair Hearing Plan, a practitioner agrees to be bound by the provisions of Article XIV in the Medical Staff Bylaws relating to immunity from liability in all matters relating thereto.

8.5
Waiver
If at any time after receipt of special notice of an adverse recommendation, action or result, a practitioner fails to make a required request or appearance or otherwise fails to comply with this Fair Hearing Plan or to proceed with the matter, he/she shall be deemed to have consented to such adverse recommendation, action, or result, and to have voluntarily waived all rights to which he/she might otherwise have been entitled under the Medical Staff Bylaws then in effect or under this Fair Hearing Plan with respect to the matter involved.

SECTION IX

ADOPTION AND AMENDMENT

9.1
Adoption

9.1 – 1
Medical Staff:

The foregoing Fair Hearing Plan was adopted and recommended to the board by the MEC in accordance with and subject to the Medical Staff Bylaws.

Date:______________



















Jessica Puckett, D.O., Chief of Staff


9.1 – 2
Board:

The foregoing fair Hearing Plan was approved and adopted by resolution of the board 

after considering the MEC’s recommendation and in accordance with and subject to the Hospital Corporate Bylaws.

Date:






















Larry Clark, Chairman
9.2
Amendment
This Fair Hearing Plan may be amended or repealed, in whole or in part, by a resolution of the MEC recommended to and adopted by the board, subject always to the Bylaws of the respective bodies.

9.3
Medical Staff Responsibility and Board Initiative
The principles stated in the Medical Staff and Hospital Corporate Bylaws regarding Medical Staff responsibility and authority to formulate, adopt and recommend Medical Staff Bylaws and amendments thereto and the circumstances under which the board may resort to its own initiative in accomplishing those functions shall apply as well to the formulation, adoption and amendment of this Fair Hearing Plan.

ABBREVIATIONS LEGEND





Accompl
=
Accomplished





App Rev
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Med
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Medical
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Pres

=
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=
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=
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HOW TO COMPLETE THE CHECKLIST

1.
At the top right hand margin, write the name of the practitioner to whom this particular implementation of the FHP is applicable.

2.
In the “DATE REQUIRED” column, write the last date by which the particular step must be performed as set forth in the applicable provision in the FHP, Write “n/a” meaning 
“not applicable,” if a time constraint is not applicable to the step as illustrated in steps 1, 14 and 28.

3.
In the “DATE ACCOMPL” column, write the date on which the particular stop was actually completed or taken.

4.
In the “NOT APPLICABLE” column, place a check mark if the particular step is or was not necessary in this implementation of the FHP.
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