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Definitions

The following definitions apply to these Medical Staff Bylaws:

1.

10.

11.

12.
13.

14.

15.

16.

17.

Administrator means the ChiefExecutive Officer of Contra Costa Regional Medical Centerand
Health Centers and her/his designee.

Chief Resident(s) means the fourth (4") yearresident(s) thatis/are chosen by “Core Faculty” (as
identified by the Residency Program Director).

Allied Health Practitioners (AHP) are those non-Medical Staff member practitioners described in
Article 4 below.

Clinical Privileges or Privileges means permission, granted by this Medical Staff to members of
the Medical Staff, to provide specificdiagnostic, therapeutic, medical, dental, podiatric, surgical,
psychiatricor psychology services.

AHP Clinical Privileges or Service Authorizations means permission granted by the Governing
Body, uponthe recommendation of the Interdisciplinary Practice Committee and the Medical
Staff, to provide diagnosticand therapeuticservices within the scope of the AHP’s training and

expertise.

County means County of Contra Costa, California.

Department or Clinical Department means a clinical structure of the Medical Staff as further
identified in these Bylaws.

Department Head means the practitionerelected orappointed, pursuanttothese Bylaws to be
responsible forthe function of a Clinical Department.

Medical Director of Contra Costa Regional Medical Center, also referred to simply as the Medical
Director, means the physician appointed by the Administrator to oversee clinical activities of the
hospital.

Chief Medical Officer of the Health Services Department means the physician appointed by the
Director of the Health Services Department to oversee the clinical activities of the Health
Services Department.

Ex-officio means serviceas a member of a body by virtue of an office or positions held and,
unless expresslyprovided, without votingrights.

Governing Body meansthe County Board of Supervisors.

Hospital or Medical Center means the Contra Costa Regional Medical Centerand Health
Centers.

Health Centers meansthe outpatient clinical facilities operated by the County where the
Members of this Medical Staff provide patient care.

Medical Staff Year means the twelve (12)-month period commencing on the first of July of each
yearand endingon the thirtieth (30*") of June of the following year.

Memberor Medical Staff Member means any Practitioner or Resident who has been appointed

to the Medical Staff pursuant to these Bylaws.
Memberin Good Standing meansa Member of the Medical Staff who is not undera suspension.




18.

19.

20.

21.

22.

Physician means anindividual witha M.D. or D.O. degree whois currently licensed to practice
medicine inthe State of California.

Practitioner means a physician, dentist, clinical psychologist, or podiatrist who is currently
licensed by the State of Californiato provide patient care services.

Residency Director means the physician who directs the postgraduate Family Medicine training
program sponsored by Contra Costa Health Services.

Resident meansaphysicianintrainingwhois participatinginaresidency program approved by
the Accreditation Council for Graduate Medical Education (ACGME) or American Osteopathic
Association (AOA).

Rules or Rules and Regulations mean the Medical Staff Rules and Regulations that are contained

underseparate coverand are adopted pursuant to the Bylaws.
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1.2

2.1

2.2

ARTICLE 1

NAME AND PURPOSES

The name of this organization is the Medical Staff of the Contra Costa Regional Medical Center
and Health Centers.

The Medical Staff purposes are:

1)
2)

3)

4)

5)

To assure that all patients treated by any of its members receivethe best possible care.
To provide for professional performance that is consistent with the mission and goals of
Contra Costa Health Services.

To maintain Rules forthe Medical Staff to carry out its responsibilities for the professional
work performedinthe Hospital and Health Centers.

To provide ameans for the Medical Staff, Governing Body and Hospital Administration to
discussissues of mutual concern.

To provide foraccountability of the Medical Staff to the Governing Body.

ARTICLE 2

MEMBERSHIP

Nature of Membership

Appointment to the Medical Staff shall conferonly such privileges and prerogatives as have
been granted by the governing body in accordance with these bylaws. Only Members of the
Medical Staff or Allied Health Professionals as defined in article 4 may care for patientsinour
Hospital and Health Centers.

Eligibility and Qualifications for Membership

2.2.1 General Qualifications

Privileges and membership on the Medical Staff shall be extended only to practitioners who
are professionally and ethically competentand continuously meet the qualifications,
standards, and requirements set forth in these Medical Staff Bylaws, Rules and Regulations
and the Medical Staff policies.

Exceptfor Honorary, Resident and Administrative membership, only physicians, dentists,
podiatrists and clinical psychologists who:

A. Documentcurrent, valid, unrestricted licensure; adequate experience, education and
training; professional and ethical competence; good judgment; adequate physical and
mental health status; and current eligibility to participate in Medicare, Medicaid or
otherfederally-sponsored health care programs

B. Abide bythe ethics of their profession; work cooperatively with others; maintain
confidentiality as required by law; and will participatein and discharge their
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responsibilities as required by the Medical Staff shall be deemed to possess the basic
qualifications and eligibility for membership on the Medical Staff.

2.2.2 SpecificQualifications:

To be eligible and qualified for Medical Staff Membership and Privileges, the practitioner
must meet the basic standards outlined abovein Section 2.2.1, ‘Eligibility and Qualifications
for Membership,” and in these Specific Qualifications:

A. Norecord of criminal conviction of Medicare, Medicaid, orinsurance fraud and abuse,
payment of civil money penalties for same, or exclusion from such programs. No record of
denial, revocation, relinquishment or termination of appointment or clinical privileges at any
hospital forreasons related to professional competence or conduct.

B. Physicians seeking membership privileges or reappointment must meet the following
criteria:

1) Successful completion of a postgraduate residency training program accredited by
eitherthe Accreditation Council for Graduate Medical Education (ACGME) or the
American Osteopathic Association (AOA).

and

2) Current board certification orboard eligibility leading to certification (with
achievement of certification within the required timeframe set forth by the respective
boards). Board Certification shall be from an American Board of Medical Specialties
(ABMS) or the American Osteopathic Association (AOA).

C. Resident Physicians seeking membership to the Medical Staff must meet all of the
following criteria:

1) Have avalid M.D., D.O. or equivalentdegree.

2) Be acceptedfortraining by a residency program affiliated with Contra Costa Regional
Medical Centerand be a memberingoodstandingintheirprogram.

3) Obtain a Postgraduate Training License (PTL) from the Medical Board of California
within 180 days of the commencement of residency training, which must be maintained
throughout the resident physician’s residency training.

4) Agree to be supervised by a licensed attending physician member of the Medical Staff
for any patient care in which the resident physicianisinvolved.

D. Controlled Substance Prescriber. Practitioner members on the Medical Staff must have a
current, valid, unrestricted Federal DEA number/registration if prescribing controlled
substances.



2.3

24

2.5

2.6

E. Dentists. Anapplicantfordental membership onthe Medical Staff must have a DDS or
equivalentdegree. The Practitioner must have a current, valid, unrestricted license to practice
dentistry issued by California Board of Dental Examiners.

F. Podiatrists. Anapplication for Podiatric Membership inthe Medical Staff musthave aD.P.M.
or equivalentdegree. The Practitioner must have a current, valid, unrestricted license to
practice podiatry issued by the California Board of Podiatric Medicine.

G. Clinical Psychologists. An applicant for Clinical Psychologist Membership on the Medical Staff
must have a doctorate degree in psychology. The Practitioner must have a current, valid,
unrestricted license to practice clinical psychology issued by the California Board of Psychology.

Waiver of Qualifications

The Credentials Committee may recommend that certain eligibility criteria be waived by the
Medical Executive Committee (MEC.) The Practitioner must demonstrate that he orshe hasthe
equivalent qualifications or that exceptional circumstances exist which warrant granting the
waiver. The Practitionerhas norightto have his or herwaiverrequest considered or granted and
denial of a waiver confers norightto a hearing or appellate review.

Membership Requirements

An applicantfor Membership appointment orreappointment on the Medical Staff must document
hisor her adequate experience, education, and traininginthe requested Privileges. The applicant
must demonstrate current professional competence and good judgmentin the use of such
Privileges. The applicant must demonstrate his or herability to exercise such Privileges for quality
patientcare at a level recognized as appropriate to asimilar professional within the community.
The MEC must determinethatthe applicant adheres to the lawful ethics of his or her profession; is
able to work cooperatively with othersin the Hospital so as not to adversely affect patient care or
Hospital operations; andis willingand able to participate in and properly discharge Medical Staff
responsibilities as describes in these Bylaws, the Rule and Regulations and applicable Medical Staff
Policy.

Effectof Other Affiliations

No Practitioneris entitled to Medical Staff Membership merely because he orshe holds a certain
degree, islicensed to practice medicineinthisorinany otherstate, isa memberof any
professional organization, is certified by any clinical board, or because he or she had, or presently
has, Medical Staff Membership or Privileges at another health care facility.

Nondiscrimination

No personinthe Medical Staff or seeking admission thereto shallbe appointed, promoted,
disciplined, reduced, removed orin any way favored, disfavored, or discriminated on the basis of
political, religious or union activities, age, sex, gender, gender identity, gender expression, sexual
orientation, race, religion, color, national origin, physical or mental impairment, marital status or
disability that does not pose athreatto the quality of patient care or substantially impair the
ability to fulfill required staff obligations.



2.7 General Responsibilities of Medical Staff Membership
Each Medical Staff Member or Allied Health Professional exercising Privileges in the Hospital and
Health Centers shall continuously meet all of the following responsibilities:

2.7.1

2.7.2

2.7.3

2.7.4

2.7.5

2.7.6

2.7.7

2.7.8

2.7.9

2.7.10

2.7.11

2.7.12

2.7.13

2.7.14

2.7.15

2.7.16

2.7.17

Provide his or her patients with care meeting the professional standards of the Medical
Staff of this Hospital.

Abide by the Medical Staff Bylaws and the Rules and all other lawful standards, policies,
and rules of the Medical Staff and the Hospital.

Abide by all applicable laws and regulations of governmental agencies and comply with
applicable standards of The Joint Commission (TJC).

Discharge such Medical Staff, department, division, committee, and service functions for
which he or she is responsible by appointment, election, or otherwise.

Prepare and complete in a timely mannerthe Medical and the required records for all
patientsto whom the Practitionerin any way provides services to the Hospital.

Abide by the ethical principles of his or her profession.

Work cooperatively with other Medical Staff Members, nurses, administrators, and other
members of the health care team so as not to adversely affect patient care.

Participate in educational programs approved by the Medical Staff and designed to
improve the quality of patient care.

Refuse to engage inany improperinducements for patient care referrals.

Make appropriate arrangements for coverage for his orhher patients when an absence is
anticipated.

Complete continuing education programs that are required by the Medical Staff.

Participate in emergency service coverage and consultation (on-call) panels as may be
required by the Medical Staff.

Acceptresponsibility for participating in Medical Staff Focused Professional Practice
Evaluation (FPPE) in accordance with the Bylaws.

Pay Medical Staff dues and assessments within sixty (60) days of invoice receipt.
Participate inthe resident training program as requested by the Residency Director.

Promptly notify the Medical Staff Office of any professional liability action the memberis
involvedinassoonas the memberbecomesaware of hisorher involvement.

Participate in quality assurance programs as determined by the Medical Staff.
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2.7.18 Discharge such otherduties and obligations as may be lawfully established from time to

time by the Medical Staff, the Medical Executive Committee, the Member’s Department,
or the Administrator.

2.8 Professional Conduct

28.1

2.8.2

2.8.3

2.8.4

Statement of Policy

The Medical Staff is committed to providing aworkplace free of sexual harassment or
discrimination as well as unlawful harassment or discrimination based upon age, ancestry,
color, marital status, medical condition, mental disability, physical disability, national
origin, race, religion, gender, or sexual orientation. The Medical Staff does nottolerate
harassment or discrimination by Medical Staff Members of resident physicians, support
staff, County employees, patients, or other Medical Staff Members.

Harassment Defined

A. Harassmentisunwelcome verbal, visual, or physical conduct that creates an
intimidating, offensive or hostile working environment or that interferes with work
performance. Such conduct constitutes harassmentwhen:

1) Submissiontothe conductis made eitheranimplicitorexplicit condition of
employment;

2) Submissiontoorrejection of the conductis used as the basis for an employment
decision;or

3) The harassmentunreasonablyinterferes with work performance orcreatesan
intimidating, hostile or offensive work environment.

Harassing conduct can take many forms andincludes, butis not limitedto, slurs, jokes,
statements, gestures, pictures, or cartoons regarding a person’s age, ancestry, color,
marital status, medical condition, mental disability, physical disability, national origin, race
religion, genderorsexual orientation. Sexually harassing conductin particularincludesall
of these prohibited actions as well as requests for sexual favors, conversations containing
sexual comments, and unwelcome sexual advances.

Investigation and Corrective Action

A. Everycomplaintof harassment, unlawful discrimination orretaliation made to the
Medical Staff will be investigated thoroughly and promptly. The Medical Staff will
attemptto protect the privacy of individualsinvolved in the investigation when
appropriate. The Medical Staff will not tolerate retaliation againstanyone who
reports harassing conduct. Otherentities, such asthe County and legal authorities,
may also separately investigate such complaints. When appropriate, the Medical Staff
shall share investigatory information with such authorities.

B. Ifthe Medical Staff determines that harassment occurred, the Medical Staff will take
corrective action up to and including termination of Medical Staff Privileges or



Membership. Correctiveactions taken by the Medical Staff related to such harassing
conduct are not grounds for a hearing unlessthose actions affecta Member’s
Privileges or Membership status on the Medical Staff. When appropriate, corrective
action may include reporting the harassment to appropriate legal, administrative, and
governingauthorities.

ARTICLE 3
CATEGORIES OF THE MEDICAL STAFF

3.1 Categories
The Medical Staff Members are divided into the following categories of membership: honorary,

administrative, active, courtesy, provisional, resident, and temporary. Each Medical Staff Member
shall be assigned to a Medical Staff category based upon the respective qualifications setforthin
theses Bylaws. Members of each Medical Staff category shall have the respective prerogatives
and responsibilities as set forthin these Bylaws. Action may be initiated to change the Medical
Staff category to terminate the membership of any Member who fails to meet the qualifications or
fulfillthe responsibilities as described in the Bylaws. Changesin Medical Staff category shall not
be grounds for hearingunlessit affects the Member’s Clinical Privileges.

3.1.1 The Honorary Medical Staff

The honorary Medical Staff consists of practitioners who are not active in the Hospital or
who are honored by emeritus positions. These may be practitioners who have retired
from active hospital practice orwho are of outstanding reputation, not necessarily
residinginthe community. Honorary staff members are noteligible to admit, care foror
consulton patients, tovote, to hold office, orto serve on standing Medical Staff.

3.1.2 The Administrative Medical Staff
A. Qualifications

1) Administrative category membership shall be held by any physician, whois not
otherwise eligible foranother staff category and who solely performs ongoing
medical administrative activities.

2) Documenttheir(1)currentlicensure, (2) adequate experience, education and
training, (3) good judgment, and (4) current physical and mental health status, so
as to demonstrate to the satisfaction of the Medical Staff they are professionally
and ethically competentto exercise their duties.

B. Prerogatives

The Administration Staff shall be entitled to attend meetings of the Medical Staff and
various departments and education programs but shall have noright to vote at such



meetings. Administrative Staff members shallnot be eligibleto hold office in the
Medical Staff Organization, admit patients, or exercise clinical privileges.

3.1.3 The Active Medical Staff

A. Qualifications

The active staff consists of physicians, dentists, podiatrists, and licensed clinical
psychologists,each of whom;

1)
2)

3)

4)

Meets the qualifications for Medical Staff membership setforth in the Bylaws;
Has an office and residence that, in the opinion of the Medical Executive
Committee, islocated closelyenough to the Hospital to provide appropriate
continuity of quality care;

Regularly admits patients to the Hospital, is regularly involved inthe care of
patients at the Hospital, orregularly uses the Hospital and/or Health Centersin
the care of patients;

Has satisfactorily completed his/herterminthe provisional staff category.

B. Prerogatives

Each memberof the active staff is entitled to:

1)
2)

3)
4)

Admit patients and/or exercise Clinical Privileges as are granted to him/her;
Attend and vote on all matters presented at general and special meetings of the
Medical Staff, his/herdepartment, and orcommittees towhich he/sheisa
member;

Attend any staff or Hospital education programs;

Hold staff and/or departmental offices and service on committees to which
he/she hasbeen appointed.

C. Responsibilities

Each member of the active Medical Staff is responsible for the following:

1)

2)

3)

4)

Carrying out the basic responsibilities of Medical Staff membership setforthin the
Bylaws;

Providing forthe continuous care and supervision of each patientin the Hospital
and Health Centers forwhom he/she is providing services, including arranging for
care and supervisionin his/herabsence and outside of his/her area of professional
competence;

Providing consultation, supervision, and monitoring of patients, when requested;
and

Attending meetings of the Medical Staff, his/her department, and committees of
which he/she isamemberinaccordance with the Bylaws.



D. Demotion of Active Staff Member.

Afteroneyearinwhicha Member of the active staff fails to regularly care for patients
inthe Hospital or Health Centers or be regularly involved in Medical Staff functions as
determined by the Medical Staff, that Member may be demotedto a lower staff

category.

3.1.4 Courtesy Staff

A. Qualifications

The courtesy staff consists of practitioners, each of whom:

1)
2)

3)

4)

5)

Meets the qualifications for Medical Staff membership setforth in the By laws;
Has an office and residence that, in the opinion of the Medical Executive
Committee, is located closelyenough tothe Hospital to provide appropriate
continuity of quality care;

Admits patientstothe Hospital onan irregular basis, is occasionally involved in
the care of Hospital patients, or occasionally uses the Hospital and/or Health
Centersinthe care of patients;

Is a member of the active staff of anotherlicensed hospital unless the Medical
Executive Committee, in writing, forgood cause shown, waives this requirement.
Dentists holding only General Dentistry, Endodontia, Periodontia, or Orthodontia
privileges are exempt from this requirement.

Has satisfactorily completed his/herterminthe provisional staff category.

B. Responsibilities

Each member of the courtesy staffis responsible forthe following:

1)

2)

3)

4)

Carrying out the basicresponsibilities of Medical Staff membership setforthin the
Bylaws;

Providingforthe continuous care and supervision of each patientin the Hospital
for whom he/sheis providing services, including arranging for care and
supervisionin his/herabsence and outside of his/herarea of professional
competence;

Providing consultation, supervision, and monitoring of patients, when requested;
and

Attending meetings of the Medical Staff, his/her department, and committees of
which he/sheisamemberinaccordance with the Bylaws.

C. Limitation

Courtesy staff members shall not be eligible to hold officein this Medical Staff
organization norshall they be eligibleto vote on matters presented at general and
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special meetings of the Medical Staff, departmental meetings, division meetings, or

committee meetings except as specifically provided in the Bylaws.

3.1.5 Provisional Staff

A. Qualifications.

The provisional staff consists of practitioners, each of whom:

1)
2)

3)

Meets the qualifications for Medical Staff membership setforth in the Bylaws;
Immediately priorto his/herapplication and appointment was not a member (or
was no longera member) in good standing of this Medical Staff;

Has an office and residence that, in the opinion of the Medical Executive
Committee, islocated closelyenough to the Hospital to provide appropriate
continuity of quality care.

B. Prerogatives.

Each member of the provisional staffis entitled to;

1)

2)

3)

Admit patients and exercisesuch Clinical Privileges as are granted pursuant to the
Bylaws;

Attend meetings of the staff and the department of which he/sheisamember
and any staff or hospital education programs;

Be appointedtoany committee exceptthe Medical Executive Committee. The
provisional staff members shall not have the right to vote unless the Medical Staff
President confersthatright at the time of the committee appointment.

C. Responsibilities

Each member of the provisional Medical Staff is responsible forthe following:

1)

2)

3)
4)

Carrying out the basicresponsibilities of Medical Staff membership setforthinthe
Bylaws;

Providing forthe continuous care and supervision of each patientin the hospital
for whom he/sheis providing services, including arranging for care and
supervisionin his/herabsence and outside of his/herarea of professional
competence;

Providing consultation, supervision, and monitoring of patients, when requested;
Attending meetings of the Medical Staff, his/her department, and committees of
which he/she isamemberinaccordance with the Bylaws.

D. Limitation
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Provisional staff members are not eligible to vote on matters presented at general and
special meetings of the Medical Staff, department meetings, division meetings, or
committee meetings exceptas specifically provided in the Bylaws.

Monitoring of Provisional Staff Member

Each provisional staff member shall undergo a period of monitoring. The monitoring
shall be to evaluate the member’s (1) proficiency in the exercise of Clinical Privileges
initially granted and (2) overall eligibility for continued staff membership and
advancement within staff categories. Monitoring of provisional staff members shall
follow whateverfrequency and format each department deems appropriatein order
to adequately evaluate the provisional staff member including, but not limited to,
concurrentor retrospective chart review, mandatory consultation, and/ordirect
observation. Results of the monitoring shallbe communicated by the department
chairpersontothe Credentials Committee.

Term of Provisional Staff Status

A Membershall remain on the provisional staff fora period of six months unless the
Medical Executive Committee or the Credentials Committee extends that status foran
additional period of up to six months upon a determination of good cause, which
determination shall notbe subjecttoreview. Inspecial circumstances whereinthe
Member has had minimal activity at the Hospital and Health Centers, and current
informationisinadequate to allow adetermination to conclude the provisional staff
status, the Medical Executive Committee may extend the provisional staff status for
an additional period of up to twelve (12) months, which determination shallnot be
subjecttoreview. Innoeventshall the total provisional staff status of a member
exceed twenty-four (24) months. Atthe conclusion of provisional staff status, further
staff statusis determined as stated below.

Action at Conclusion of Provisional Staff Status

1) Ifthe Provisional Staff Member has satisfactorily demonstrated his or herability
to exercise the Clinical Privileges initially granted and otherwise appears qualified
for continued Medical Staff membership, the Member shall be eligible for
placementinthe Active or Courtesy Staff, as appropriate, upon recommendation
of the Medical Executive Committee (MEC.) The Administratorand the Governing
Body shall act upon this MEC recommendation. Should any disagreement occur
between the MEC, the Administrator, and the Governing Body, resolution shall
occur in compliance with the Bylaws.

2) Inallcases, the appropriate departmentshalladvisethe Credentials Committee,
which shall make itsreport to the Medical Executive Committee, which,in turn,
shall make its recommendation to the Professional Affairs Committee regarding a
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modification ortermination of Clinical Privileges, or termination of Medical Staff
membership.

3.1.6 Resident/Fellow Physician Staff

A. Qualifications

The resident staff consists of Members, each of whom;

1)
2)

3)

4)

Meets the qualifications for Medical Staff membership set forthinthese Bylaws;
Exercisesclinical privileges underappropriate supervision and direction of the
Program Director, and the head of the departmentin which he/she is exercising
privileges as describedin section 6.3and underRules & Regulations section 1.1. of
these Bylaws;

Attends meetings of the Medical Staff and, if invited, the departmentsto which
he/sheiscurrently assigned; and

May be appointed to any committee exceptthe Medical Executive Committee.
The resident/fellow physician staff member shall not have the righttovote as a
committee member unlessthatrightis conferred by the Medical Staff President.

B. Responsibilities

Each member of the resident/fellow staff is responsible forthe following:

1)

2)

Carrying out the basicresponsibilities of Medical Staff membership setforthin the
Bylaws and Rules;

Contributing tothe organization and administrative affairs of the Medical Staff by
participating on staff, inthe departments, and on committees as reasonably
requested, and by participatingin fulfilling such other staff functions as are
reasonably requested.

C. Limitation

Resident/fellow physician staff members shall not be eligible to hold office in this
Medical Staff organization norshall they be eligible to vote on matters presented at
general and special meetings of the Medical Staff, departmental meetings, division

meetings, or committee meetings except as specifically provided in the se Bylaws.

3.1.7 Temporary Staff

A. Qualifications

Temporary staff consists of Members, each of whom:

1)

Meets the qualifications for Medical Staff membership setforth in the Bylaws;
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3.1.8

3.1.9

2) Has beengrantedtemporary privileges andis not currently onthe active,
courtesy, provisional, orresident staff.

Prerogatives
Each Member of the temporary staff in entitled to:

1) Admitpatients and exerciseClinical Privileges as are granted to him/her;
2) Attend meetings of the staffin the department of which he/she isa Memberand
any staff and hospital educational programs.

Responsibilities
Each Member of the temporary staffis responsibleforthe following:

1) Carryingout the basicresponsibilities of Medical Staff membership setforinthe
Bylaws;

2) Providingforthe continuous care and supervision of each patientin the Hospital
for whom he/she is providing services, including arranging for care and
supervisionin his/herabsence and outside of his/her area of professional
competence;

3) Providingconsultation, supervision, and monitoring of patients, when requested;
and

4) Attending meetings of the Medical Staff, his/her department, and committees of
which he/sheisamember.

Limitations

Temporary staff members are noteligible to hold office in this Medical Staff
organization norare they eligibleto vote on matters presented at general and special
meetings of the Medical Staff, departments, divisions, orcommittees. Inthe event
that a practitioner’s temporary clinical privileges are terminated, said practitioner’s
temporary staff statusisalso deemed terminated and the practitioneris thereafter
entitled tothe procedural rights afforded by the Bylaws.

Limitation of Prerogatives

The prerogatives set forth under each membership category are general in nature and
may be subjectto limitation by special conditions attached to a particular membership by
othersections of these Bylaws and by the Rules.

Modification of Membership

On itsown, upon recommendation of the Credentials Committee, or pursuanttoa
request by a member, the Medical Executive Committee may recommend achange inthe
Medical Staff category of a member consistent with the requirements of the Bylaws.
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ARTICLE 4
ALLIED HEALTH PRACTITIONERS

4.1 Definitions
4.1.1 Allied Health Practitioner (AHP) means a health care professional, otherthan a physician,
dentist, podiatrist orclinical psychologist, who holds alicense, as required by California
law, to provide certain professional services.

4.1.2  AHP Clinical Privileges or Service Authorization means the permission granted by the
Governing Body, upon the recommendation of the Interdisciplinary Practice Committee
and the Medical Staff, to provide diagnosticand therapeuticservices with the scope of the
AHP’s trainingand expertise.

4.2 Categories of AHPsEligible to Apply for AHP Clinical Privileges or Services

Authorizations and Rules

4.2.1 The categories of AHPs, based upon occupation or profession thatshall be eligible to apply
for AHP Clinical Privileges shallbe designated by the Governing Board, upon
recommendation of the MEC. Currently, AHP includesthe following categories;

A. Nurse Practitioners who are registered nurses with additional training, expertise,
certification and licensing thatis recognized and authorized by the State of California
to provide specificdiagnosticand therapeuticservices.

B. Optometristswhoare licensed by the State of California to provide specific
optometricservices.

C. Midwives (Certified Nurse Midwives, Licensed Midwives, Certified Professional
Midwives) who are health care providers with additional training, expertise, and
certification thatis recognized and authorized by the State of California, underthe
supervision of alicensed physician or surgeon, to attend cases of normal childbirth
and to provide prenatal, intrapartum and postpartum care.

D. Physician Assistants who are healthcare professionals with specialized medical
training from a program associated with amedical school and who are licensed by the
California Physician Assistant Board to provide patient education, evaluation, and
health care services underthe supervision of alicensed physician.

E. Acupuncturists who are health care providers with training, expertise and knowledge
inthe practice of acupuncture who are licensed and regulated by the State of
Californiaunderthe Acupuncture Board.

4.3 Eligibility and General Qualifications
An AHPiseligibleforaService Authorizationin this Hospital /Health Centers if he orshe:

15



1)

2)

3)

Holds a current, valid, unrestricted license, certificate, or otherlegal credential in a category of
AHP whichthe Governing Body has identified as eligibleto apply for Service Authorization
pursuantto the Bylaws; and
Documents his or herexperience, background, training, current competence, judgment, and
ability with sufficient adequacy to demonstrate that any patient treated by the practitioner
will receive care at the generally recognized professional level of quality established by the
Medical Staff; and
Is determined, on the basis of documented references to:
A. Adhere strictly tothe lawful ethics of his or her profession;
B. Work cooperatively with othersinthe hospital setting so as not to adversely affect patient
care;
C. Be willingtocommittoand regularly assist the Medical Staff in fulfillingits obligations
relatedto patientcare; and
1) Agreestocomplywith all Medical Staff and Departmentand Division Bylaws, Rules
and Regulations and protocolsto the extent applicabletothe AHP;
2) Documents hisor hercurrent eligibility to participatein Medicare, Medicaid or other
federally-sponsored health care program.

4.4 SpecificQualifications
In additionto meetingthe basicstandards as outlined in “Eligibility and General Qualifications,” an
AHP shall have the following specificqualifications to be eligible and qualified for AHP Clinical
Privileges orService Authorization in this hospital:

No record of conviction of Medicare, Medicaid, orinsurance fraud and abuse, payment of civil

money penalties for same, or exclusion from such programs.

No record of denial, revocation, relinquishment or termination of appointment orclinical privileges at
any hospital for reasons related to professional competence or conduct.

4

2)

3)

4)

Nurse Practitioners: A Nurse Practitionershall have acurrent, valid, unrestricted licenseand
furnishing number which authorizes ordering of drugs or devices if applicable to the Nurse
Practitioner’s practice

Midwives: A Midwife shall have a current, valid, unrestricted license and furnishing number
which authorizes ordering of drugs or devices if applicable to the Midwife’s practice.
Physician Assistants: A Physician’s Assistant shall have acurrent, valid, unrestricted license
and furnishing number which authorizes the Physician’s Assistant to provide drugand
medication orders, if applicableto the Physician’s Assistant’s practice.

Optometrists: An optometrist shall have acurrent, valid, unrestricted license and furnishing
numberwhich authorizes ordering of drugs or devicesif applicableto the Optometrist’s

practice.
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4.5

4.6

4.7

4.8

5)  Acupuncturists: An Acupuncturist shall have acurrent, valid, unrestricted license authorizing

the practitionerto provide acupuncture treatment and care within the State of California.

Waiver of Qualifications.

When exceptional circumstances exist certain eligibility criteria may be waived by the MEC upon
recommendation by the Interdisciplinary Practice Committee orits designeethe Credentials
Committee. The AHP requesting the waiver bears the burden of demonstrating exceptional
circumstances and/orthat his or her qualifications are equivalent to or exceed the
criterion/criteriain question.

Prerogatives

The prerogatives, which may be extended toan AHP, include:

1) Provision of specified patient care services consistent with the Service Authorization granted
to the AHP and withinthe scope and licensure or certification of that AHP;

2) Voteonmatterspresented at his/herdepartmentand/orcommitteestowhich he/she isa
member. Serve on Medical Staff and Hospital committees except as otherwise providedin the
Bylaws;

3) Attendany staff or hospital education programs;

4) Votefor departmentchairforthe department towhich he/she isamember.

Responsibilities
Each AHP shall:

1) Meetthose responsibilities required by the Medical Staff Rules and Regulations.

2) Retainappropriate responsibility within his or herarea of professional competenceforthe
care of each patientinthe hospital forwhom he or sheis providing services.

3) Participate, whenrequested, in patient care and auditand other quality review evaluation and
monitoring activities required of AHPs and otherfunctions as may be required by the Medical
Staff fromtime to time.

Procedure for Granting Initial and Renewal Services Authorizations

1) An AHPwho practices under Standardized Procedures must apply and qualify foraService
Authorization. An AHP mustreapply fora renewed Service Authorization every two years.

2) AHP application forinitial grantingand renewal of service authorization shall be submitted to
the Interdisciplinary Practice Committee (IPC), which may delegatethe processing of such
applicationstothe Credentials Committee. Credentialingand Privilegingis processedina
parallel mannerto that provided for the Medical Staff by the Bylaws. Atthe discretion of the
Credential Committee aninitial application of reappointment may be senttothe IPC for
review.

3) The Credential Committee shall, as delegated by the IPC, make recommendations to the MEC
and the Governing Body regarding the granting of individual Service Authorizations to AHP
applicants.
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4) Upon approval by the MEC and the Governing Body, an applicant AHP shall be granted Service
Authorization and assigned to the clinical departmentappropriateto his or her occupation
and training. The AHP is subjecttothe relevantrules and regulations of that department.

4.9 Termination,Suspension,or Restriction of Service Authorizations

5.1

5.2

1) Thetermination, suspension orrestriction of Service Authorization shall be done asif the
Service Authorization was aclinical privilegerendered to a Member of the Medical Staff.
The AHP shall have the same procedural rights as a Medical Staff Memberwould have with
the termination, suspension or restriction of privileges.

ARTICLE 5

PROCEDURES FOR APPOINTMENT AND REAPPOINTMENT

General

The Medical Staff shall consider each application forappointment, reappointment, and privileges,
and each request for modification of Medical Staff category using the procedures and the
standards setforth inthe Bylaws. The Medical Staff shall evaluate each applicant before
recommending action by the Governing Body. The Governing Body is ultimatelyresponsible for
granting Medical Staff membership and Clinical Privileges. Temporary Privileges may be granted
to a practitioner, pursuant to these Bylaws and the Rules, priorto final action by the Governing
Body. By applyingtothe Medical Staff for appointmentorreappointment, the applicant agrees
that, whetherornothe or sheisappointed orgranted Privileges, he orshe will comply with the
responsibilities of Medical Staff Membership and with the Medical Staff Bylaws and Rules as they
existand as they may be modified fromtime totime.

Applicant’'s Burden

An applicantforappointment, reappointment, advancement, transfer, and/or Privileges shall have
the burden of producing accurate and adequate information forathorough evaluation of the
applicant’s qualifications and suitability for the requested status and Privileges, resolving any
reasonable doubts about these matters and satisfyingrequestsforinformation. Tothe extent
consistent with law, this burden may include submission to a medical or psychological
examination, atthe applicant’s expense, if deemed appropriate by the Medical Exe cutive
Committee (MEC.) The applicant may select the examining physician from an outside panel of
three physicians chosen by the MEC.

Misstatements and Omissions: Any misstatementin, oromission from, the applicationis grounds
to suspend the application process. The applicantwill be informed inwriting of the nature of the
misstatement or omission and permitted to provide awritten response. The Chair of the
Credentials Committee and/orthe Medical Staff President will review the response and determine
whetherthe application should be processed further. The decisiontosuspend orcease
processing an application due to a misstatement oromission does not entitle the applicanttoa
procedural hearing orappellate review rights.
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5.3 ApplicantforInitial Appointmentand Reappointmentfor Medical Staff Membership
Applicants for appointment or reappointment must complete, sign and date the prescribed
application form provided by the Medical Staff. The application shall request detailed information
aboutthe applicantand shall documentthe applicant’s agreementto abide by the Medical Staff
Bylaws, Rules, and otherterms. The applicant must provide all of the requested information, the
agreements, and all supporting documentation to the Medi cal Staff office. Anapplication whichis
incomplete will not be accepted forreview. The applicant must pay the required fee, if any, atthe
time the applicationis submitted oritwill notbe accepted forreview.

5.4 Basisfor Appointmentand Reappointmentto the Medical Staff
Recommendations forappointmentand reappointment to the Medical Staff and for grantingand
renewal of Privileges shall be based upon:

1) Theapplicant’sorMember’s professional performance at this Hospital and in othersettings;

2) Whetherthe applicant or Member meets the qualificationsandisable to carry out all of the
responsibilities specified inthese Bylaws and the Rules; and

3) The Hospital’s patient care needs and ability to provide adequate support services and
facilities forthe applicant or Member.

A) Term of Appointment, Extensions, and Failure to File Reappointment Application

Exceptas otherwise providedin these Bylaws, initial appointments to the Medical Staff
shall be until the applicants’ second birthday after the initial provisional appointment.
Reappointments shall be fora maximum period of two years. The Credentials Committee
may recommend the granting of reappointments for less than two years.

Failure tofile acomplete and timely application forreappointment shallresultin the
automatictermination of the Members’ membership Privileges and prerogatives at the
end of thatterm.

5.5 ApplicationProcedure.

5.5.1 Application for Medical Staff membership must be submitted directly to the Credentials
Committee by the applicantin writingand on such form as approved by the MEC. Priorto
the application being submitted, the applicant will be provided access to a copy of the
Medical Staff Bylaws, the Rules and Regulations of the Staff and its Departments and
Divisions, and summaries of the policies and resolutions relating to clinical practice in the
Hospital and Health Centers. Anapplicantwho does not meetthe basicqualifications or
requirements as outlined inthese Bylaws, related rules or policies, is not eligible or qualified
to apply for Medical Staff membership and the application shall not be accepted forreview.
If, during any stage of the application process, itis discovered that the applicantdoes not
meetthe basicqualifications orrequirements as outlined in these Bylaws, related rules or
policies, review of the application shall be discontinued.
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5.5.2

An applicantwho does not meet the basicqualifications orrequirements is not entitled to
procedural hearingand appellate review rights.

Application Content

Every applicant, except Resident staff applicants, must furnish acomplete application
providing all supporting documentation and an accurate and complete responseto each
qgueryincludingbut not limited tothe following:

1) The applicant’sundergraduate, medicalschool, and postgraduate training, including the
name of eachinstitution, degrees granted program completed, and dates attended;

2) Allcurrently valid medical, dental, podiatricand other professional licensures or
certifications, and Drug Enforcement Administration registration (with exceptions
determined by Credentials Committee action when the applicant willnot be prescribing
medication) and any other controlled substances registration, with the date and number
of each;

3) Specialty orsub-specialty board certifications and/or recertification;

4) Healthimpairments (includingalcohol and drug dependencies), hospitalizations, and
institutionalizations, if any, which may affectthe applicant’s ability in terms of skill,
attitude and judgment to perform professional and Medical Staff duties;

5) Applicant’sstatementthat his or her health statusissuch that he or she has the ability
to performthe privileges requested;

6) Applicant’sstatementthathe orshe will consenttoand cooperate with any required
physical or mental health evaluations and providethe results from the evaluations to
enable afull assessment of the applicant’s fitness, as describedin Section 5.2,
‘Applicant’s Burden’;

7) Evidence of applicant’s current Professional Liability Insurance coverage, orif not
currently insured, evidence of past Professional Liability Coverage;

8) Whetherthere are any pending orcompleted actionsinvolving denial, revocation,
suspension, reduction, limitation, probation, non-renewal orvoluntary relinquishment
(byresignation or expiration) of the applicant’s license or certificate to practice any
professioninany state or country; Drug Enforcement Administration or other controlled
substances registration; membership or fellowshipin local, state or national
professional organizations; or faculty membership atany medical or other professional
school;

9) The location of offices, names and addresses of other practitioners with whom the

applicantisassociated and inclusive dates of such association; names and locations of

any otherhospital, clinicor health care institution wherethe applicant provides or
provided clinical services with the inclusive dates of each affiliation, status held, and
general scope of clinical privileges, forthe last five years;

Requests fordepartmentassignment(s), staff category after conclusion of provisional

status, and specific Clinical Privileges;

10
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11) Whetherthe applicant has everbeen charged with or convicted of a crime, otherthan
minor trafficviolations, orwhetheracriminal actionis now pending;

12) Whetherthere are any pending or completed actions involving denial, revocation,
suspension, reduction, limitation, probation, non-renewal or voluntary relinquishment
(by resignation or expiration) of Medical Staff membership, or privileges atanother
hospital, clinicor health care facility of institution;

13) Referencesasrequired below;

14) An acknowledgementthatthe applicant has read the Medical Staff Bylaws of the Contra
Costa Regional Medical Center and Health Centers, that he/she understands said
Bylaws, and that he/she agreestobe bound by the terms thereof, asthey may be
amended fromtime totime, if he/she isgranted membership or Clinical Privileges, and
to be bound by the terms thereof, without regard towhether ornot he/she isgranted
membership and/orclinical privileges in all matters relating to consideration of this
application;

15) Anyand all continuing medical education classes attended by applicantin the last
twenty-four (24) months;

16) Whetherthe applicant has had any notification of, orinvolvementin, a professional
liability action, the applicant’s complete malpractice claims history, including all
information regarding lawsuits, or settlements made, concluded and pending;

17) Whetherthe applicant has been excluded from federal health care programin the past,
oris subjecttoa pendingorcurrent exclusion from afederal health care program;

18) The applicant’sconsenttothe release andinspection of all records and documents as
may be necessary for a thorough evaluation of the applicant’s professional
qualifications, background and health status;

19) The applicant’s consentto provide releaseand arelease fromliability forall individuals
requestingand all individuals providing information related to the applicant’s
professional qualifications, background, or health, orevaluatingand making judgments
regardingthe applicant’s professionalism qualifications, background, or health;

20) A valid photoidentificationissued by a state federal agency;

Applicantsto the Resident Staff must furnish the information and/or documentation
listedin(1),(2), (5),(6),(8), (11),(12), (14), (18), (19) and (20) above, and may do so by
submitting their residency application form, updated as necessary toinclude these
requireditems, inlieu of submitting the standard application form described herein.

Furthermore, each applicant willbe assessed an application feeas determined by
policies setforth by the Medical Executive Committee. The application will notbe
processed withoutreceipt of this fee.

5.5.3 References

The applicant mustinclude the names of at least three (3) professionals currently licensed
and practicinginthe same discipline as the applicant, not currently or about to become
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5.5.4

corporate or business partners with the applicantin professional practice or personally
related to him, who have personal knowledge of the applicant’s current clinical ability,
competence, ethical character, health status and ability to work cooperatively with others
and who will provide specificwritten comments on these matters, and letters of
recommendation for staff membership.

The named individuals must have acquired the requisite knowledge through recent
observation of the applicant’s professional performance overareasonable period of time
and at least one must have had organizational responsibility for supervision of his/her
performance (e.g., Department Chairperson, Service Chief, Training Program Director). The
applicantisresponsible for submitting three (3) letters of recommendation from the named
professionalreferences to the Credentials Committee Chairperson.

At the discretion of the Credentials Committee, the requirement of receipt of all three
letters of reference may be reduced totwo (2).

Effect of Application
The applicant must sign the applicationandinso doing:

1) Atteststothe correctnessand completenessof all information furnished and
acknowledges that any significant misstatementin or omission from the application
constitutes grounds for denial of appointment or revocation of Medical Staff
membership;

2) Signifies his/herwillingness to appearforinterviews in connection with his/her
application;

3) Agreestoabide bythe terms of the Bylaws, Rules, and policies and procedures manuals
of the Medical Staff if granted membership and/or Clinical Privileges, and to abide by
the termsthereofin all mattersrelatingto consideration of the application without
regard to whether membership and/or privileges are granted;

4) Agreestomaintainan ethical practice and to provide continuous care to his or her
patients;

5) Agreestokeep Medical Staff representatives up to date on any change made or
proposedin the status of his/her professional license to practice, DEA or other
controlled substances registration, malpractice insurance coverage,and membership or
clinical privileges at otherinstitutions;

6) Authorizesand consentsto Medical Staff representative consulting with priorassociates
or others who may have information bearing on professional or ethical qualifications
and competence and consents to Medical Staff representatives inspecting all records
and documentsthat may be material to evaluation of said qualifications and
competence;

7) Releasesfromanyliability all thosewho, in good faith and without malice, review, act
upon or provide information regarding the applicant’s competence, professional ethics,
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utilization practice patterns, character, health status, and other qualifications for staff
appointmentand clinical privileges.

5.5.5 Processingthe Application

1)

Verification of Information

Afterthe applicationis submitted to the Credentials Committee Coordinator, the
Credentials Committee Coordinator shall seek to verify the references, licensure status,
and other qualification evidence submitted in support of the application, and to obtain
the supportinginformation relevant to the application. The Coordinatorshall verifyin
writingand fromthe primary source whenever feasible. The Credentials Committee
Coordinatorshall also query the National Practitioner Databank, and shall promptly
notify the applicant of any problemsin obtaining any of the information required. Upon
such notification, itshall be the applicant’s obligation to obtain the required
information.

Verification shall include sending a copy of the list of Clinical Privileges requested by the
applicantto at least his/her most recent affiliations and arequest for specific
information regarding his/her competence in exercising those privileges.

Whenthe applicationis complete as defined in subsection (b), the Credentials
Committee Coordinatortransmits the application and all supporting materials to the
Head of each Departmentin which the applicant seeks Privileges.

Definition of Completed Application

A completed application shall consist of all pertinent material including receiptinthe
Medical Staff office of all correspondence from references and other medical staffs as
required.

Incomplete Applications

Incomplete applications will not be accepted forreview. In addition to applications
which are incompleteas described by Section 5.3, ‘Application for Initial Appointment
and Reappointment for Medical Staff Membership’,applications may be deemed
incomplete as follows.

If the MEC, the Medical Staff office, or Credentials Committee, Administrator or
Governing Body review the application requests additional information, documentation,
or clarification from the applicant, and/oraninterview with the applicant, the applicant
will be promptly notified and the application process will be suspended, and the
applicationshall be deemed incomplete, untilthe requested information,
documentation, or clarification has been provided and/orthe requested interview has
been conducted. Noapplication shallbe considered complete until ithas been
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reviewed by the Department Head or designee foreach departmentforwhich the
applicantseeks privileges, the Credentials Committee or designee and the Medical
Executive Committee, and all have determined that no further documentation or
informationisrequired to permit consideration of the application.

The Medical Staff shall promptly inform the applicant of the specificrequest(s) made,
the time period within which the applicant must satisfy the requestand the effecton
the application process if the requestis not satisfied within that time period.

Department Evaluations

The Head of each Departmentin which the applicant seeks privileges reviews the
applicationandits supporting documentation and forwards to the Credentials
Committee awritten reportasrequired evaluatingthe evidence of the applicant’s
training, experience and demonstrated ability and stating how the applicant’s skills are
expected to contribute to the activities of the Department.

The Department Head or his/herdesignee shall conduct aninterviewwith the applicant.
If a Department Head requires furtherinformation, he/she may defertransmitting
his/herreport, but overall the combined deferral time ge nerally should not exceed
thirty (30) days. Incase of a deferral, the Department Head must notify the Chairperson
of the Credentials Committee in writing of the deferral and the grounds. If the applicant
isto provide additional information or aspecificrelease/authorization to allow Medical
Staff’s representative to obtain information, the notice to him/her must so state, must
be a special notice, and mustinclude arequestforthe specificdata/explanation or
release/authorization required and the time frame forresponse. Failure, without good
cause, to respondin a satisfactory manner by that date isdeemed avoluntary
withdrawal of the application.

Credentials Committee Evaluation

The Chairperson of the Credentials Committee or adesignated committee member may
conduct an interview with the applicant. Followingthe interview, the Credentials
Committee reviews the application, the supporting documentation, the reports from the
Department Heads, and any other relevantinformation available toit. The Credentials
Committee then transmits to the Medical Executive Committee (MEC) its writtenreport
and recommendations as required. If the Credentials Committeerequiresfurther
information, it may defertransmittingits report, but generally for not more than thirty
(30) days. Ifthe applicantisto provide the additionalinformation or specific
release/authorization to allow Medical Staff representatives to obtain information, the
notice to him/her mustso state, must be a special notice, and mustinclude arequest
for the specificdata/explanation or release/authorization required and the time frame
for response. Failuretorespondinasatisfactory manner,i.e. providethe requested
information by the date specified is deemed avoluntary withdrawal of the application.
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7)

8)

The Credential Committee’s written report, asrequired, is transmitted with all
supporting documentation to the MEC.

The MEC, at its nextregular meeting afterreceivingthe Credentials Committee
recommendation, reviews the application, the supporting documentation, the reports

and recommendations from the Department Heads and Credentials Committee, and any
otherrelevantinformation availabletoit. The MEC is responsible for determining staff

status. The MEC defers action onthe application, or preparesawrittenreport with
recommendations as required.
Effect of Medical Executive Committee Action

A.

Deferral. Action by the MEC to deferthe application for further consideration must,
exceptforgood cause, be followed up within forty-five (45) days withitsreportand
recommendations. The Medical Staff President promptly sends the applicanta
special notice of anactionto defer, includingarequestforthe specific
data/explanation or release/authorization, if any, required from the applicant and
the time frame forresponse. Failure, without good cause, torespondina
satisfactory manner by that date is deemed voluntary withdrawal of the application.
Favorable Recommendation. Whenthe MEC’s recommendationisfavorable tothe
applicantinall respects, the Medical Staff President promptly forwards it, together
with all supporting documentation, to the Administrator. All supporting
documentation meansthe applicationform andits accompanyinginformation, the
reports and recommendations of the Division and Department Heads, Credentials
Committee and MEC, and dissenting views.

Adverse Recommendation. Whenthe MEC’s recommendationis adverse tothe
applicant, the Medical Staff President promptly forwardsit, together with all
supporting documentation, to the Administrator, and the Administrator
immediately informs the applicant by special notice, and the applicantis entitled to
the procedural rights providedin the Bylaws.

Administrator Action

A.

On MEC recommendation the Administrator may adoptor reject,inwhole orin
part, a favorable recommendation orreferthe recommendation back to the MEC
for further consideration stating the reasons forsuch referral and settingatime
limit within which asubsequent recommendation must be made tothe
Administrator.

If the Administrator’s actionisfavorable tothe applicant, thisactionis forwarded to
the Governing Body for final approval. If the Administrator’s action, after complying
with the applicable requirements, is adverse to the applicantin any respect, the
Administrator promptlyinforms the applicant by special notice, and the applicantis
then entitled to the procedural rights provided in the Bylaws.

If the Governing Body, uponreceivingareportfromthe Administratorforfavorable
action, disagrees with the Administrator, it must comply with the requirements
below concerning Conflict Resolution. If, after such compliance, the decisionis
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adverse tothe applicantin any respect, the Administrator shall promptly inform the
applicant by mailing a special notice to the applicant. The applicantisthen entitled
to the procedural rights provided in the Bylaws and the applicant shall be so
informed by the special notice.

9) Contentof Reportsand Basesfor Recommendations and Actions. The report of each
individualorgroup, including the Administrator, required to act on an application must
include recommendations as to approval or denial of, and any special limitations on,
staff appointment, category of staff membership and prerogatives, Department
affiliation(s) and scope of Clinical Privileges.

10) Conflict Resolution. Wheneverthe Administrator or Governing Body disagrees with the
recommendation of the MEC, the matterwill be submitted forreview and
recommendation toajointconference composed of two members each fromthe
Medical Staff and the Governing Body, appointed by the President of the Medical Staff
and the Chairperson of the Governing Body, respectively, before the Governing Body
makesits decision.

11) Notice of Final Decision

A.

The Administrator shall mail notice of the Governing Body’s final decision to the
applicant, with copiestothe Medical Staff President and the applicable Department
Head(s).

A decision and notice to appointincluded:

1) The Staff category to which the applicantis appointed;

2) The Department(s)towhich he/sheisassigned;

3) TheClinical Privileges he/she may exercise; and

4) Anyspecial conditions attached to the appointment.

12) Time Periodsfor Processing

Individual/Group

A.

®

Applicant. One hundred and twenty (120) days.

1) Ifthe fully completed applicationis not received by the Medical Staff Office as
defined, within One hundred and twenty (120) days, the application will be
returned and reapplication will not be allowed fora period of ninety (90) days
and any temporary privileges granted are immediately terminated.

Credentials Committee Coordinator. Thirty (30) days.

Department Heads. Thirty (30) days afterreceiving material from Credentials
Committee Coordinator.

Credentials Committee. Thirty (30) days afterreceiving reports from the Credentials
Committee Coordinatorand Department Head.

Medical Executive Committee. Atthe nextregularmeeting afterreceivingreport
fromthe Credentials Committee.
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F. Administrator. Fifteen (15) days afterreceiving report fromthe Medical Executive
Committee.

G. GoverningBoard. At the nextregularmeetingafterreceivingreportfromthe
Administrator.

H. Thetime periodssetforthare guidelines, notdirectives, and do not create any
rightsinany application to have hisor herapplication processed within a specific
time frame.

If an applicantis not offered or does not accept an offerforemployment (permanent, temporary or
contract) at CCRMC and Health Centers, the application will be deemed withdrawn.

When a Medical Staff member's employment (permanent, temporary, or contract) at CCRMC and Health
Centers ends, clinical privileges will automatically expire, except when (1) the memberrequests an
exceptionand (2) the exceptionisapproved by both the Credentialing Committee and the Medical Staff
President. The expiration of clinical privileges is an administrative action and does not entitle the
individualto procedural hearingand appellate reviewrights.

5.5.6 Staff Category upon Appointment

Except for applicants to the Resident Staff, all appointments to the Staff shall be to the
Provisional Staff. Aftersuccessful completion of the provisional term, as defined, the
Medical Executive Committee, after recommendation from the Credentials Committee, shall
assignthe appropriate staff category.

5.6 Reappointmentand Requestsfor Modifications of Staff Status or Privileges
Applicationsforreappointmentare due one hundred and fifty (150) days prior to the expiration of
a Member’sterm. Applicationsthatare notcomplete at ninety (90) days prior to the expiration of
aterm are not processed and the membership automatically expires at the end of the term.
Applications completed between one hundred and fifty (150) and ninety (90) days from the end of
aterm are charged a late fee as notedinthe Rules.

At leastone hundred and eighty (180) days priorto the expiration date of the current staff
appointment (except for temporary appointments), areappointmentform developed by the
Medical Executive Committeeshall be mailed or delivered tothe Member. The completed
application form and Medical Staff dues are due one hundred and fifty (150) days prior to the
expiration date. The department Chairwill be notified if the memberis delinquent. Each Medical
Staff Member shall submit to the Credentials Committee the completed application form for
renewal of appointment to the staff and for renewal or modification of clinical privileges. The
reapplicationformshall includeall information necessary to update and evaluate the
gualifications of the applicantincluding, but not limited to, the matterssetforthinthese Bylaws
as well asotherrelevant matters.

The results of performance monitoring, evaluation, and identified opportunities toimprove care
and service are printed andincluded in the reappointmentfile. Ongoing Professional Practice
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Evaluation (OPPE) data are collected and provided as evidence of the practitioner’s current
competence. Areappointment may be deferred if more informationis needed.

Upon receipt of the application, the information shall be processed as set forth commencing at
Section 5.4. In addition, the Department Head will review the applicants’ QA profile if there s
one.

A Medical Staff Memberwho seeks a modification of Clinical Privileges may submitsuch arequest
at any time upon a form developed by the Medical Executive Committee, except that such
application may not be filed within one year of the time similar request has been denied.

5.6.1 Effectof Application

The effect of an application for reappointment or modification of staff status or privilegesis
the same as that set forthin Section 5.5.

5.6.2 Standardsand ProceduresforReview

When a staff Member submits an application for reappointment, or when the Member
submits an application for modification of staff status or Clinical Privileges, the Member
shall be subjecttoan in-depth review generally following the procedures set forth in Section
5.5.

5.7 Leave of Absence fromthe Medical Staff
A Membermay requestaleave of absence notto exceedtwo (2) years. No leave is effective
unlessand until approved by the Medical Executive Committee. Atthe end of the leave the
Membermust apply for reinstatement. The Member must provide information regarding his or
herrelevantactivities duringthe leave of absence if the MEC so requests. Duringthe period of
leave, the Membershall notexercise Privileges at the Hospital, and membership rights and
responsibilities shall be inactive. The obligation to pay dues, if any, shall continue duringthe
leave unless waived by the Medical Executive Committee.

5.7.1 Reinstatement afteraleave

Failure, without good cause, to request reinstatement of Membership at least thirty (30)
days prior to the end of an approved leave shallbe deemed voluntary resignation from
the Medical Staff. The MEC shall make recommendations concerning reinstatement of
the Member’s Membership and Privileges to the Governing Body for final action.

5.8 WaitingPeriod after Adverse Action
An applicant, Member, or prior Memberis not eligible for Membership in the Medical Staff and /or

granting of Privileges for twenty-four(24) months afteran adverse action regarding hisorher
Membership or Privileges.

5.8.1 An Adverse Action occurs when any of the following occur:
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A. Afinal adverse decisionregarding appointmentor privilegesis made by the Governing
Body, or an applicant withdraws his or herapplication orrequest for Privileges following
an adverse recommendation by the Medical Executive Committee to the Governing
Body.

B. Afinal adverse decision resultingin termination of aMember’s membership or
Privilegesis made by the Governing Body, or if the Member resigns Membership or
relinquishes Privileges while an investigation and resolutionis pending concerning
her/his membership and/or relevant Privileges.,

C. Afinaladverse decision resultingin termination orrestriction of Privileges or denial of a
request foradditional Privileges is made by the Governing Body

5.8.2 The Medical Staff may, as part of an adverse action, waive the twenty-four(24) month
ineligibility period orlimititin some way including but not limited to require proctoring or
supervision.

5.8.3 Anactionisconsideredfinal onthe date the application was withdrawn, aMember’s
resignation became effective, orupon completion of all hearings and appellate reviews
describedinthe Bylaws pertinent to the action. Afteranineligibility period, the individual
may reapply for Membership orre-request Privileges. The application will be treated asan
initial application orrequest, except that the individual must document to the satisfaction of
the Medical Staff that the basis for the adverse action no longer exists and that sufficient
measures have been taken to assure thatit will not occur again. With regard to the subject
of the adverse action, the Medical Staff may impose more stringent conditions and
requirements for evaluation, documentation,and monitoring thanit mightinan application
de novoor it may deny the request outright.

5.9 Confidentiality and Impartiality

6.1

To maintain confidentiality and to assure the unbiased performance of appointmentand
reappointmentfunctions, participantsin the credentialing process shall limittheir discussion of
the mattersinvolvedtothe formal avenues provided in the Bylaws for processing applications and
for appointmentand reappointment.

ARTICLE 6

PRIVILEGES

Exercise of Privileges

Exceptas otherwise provided inthese Bylaws, every Member providing direct clinical services at
this Hospital shall be entitled to exercise only those Privileges specifically granted to him or her.
Clinical privileges may be granted, continued, modified, or terminated by the Governing Body only
uponthe recommendation of the Medical Staff as outlined in these Bylaws.
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6.2 DelineationofPrivileges in General
6.2.1 Requests

A. Each applicantforappointmentand reappointmentto the Medical Staff must containa
requestforthe specificPrivileges desired by the applicant. Arequestfor modificationof
Privileges must be supported by documentation of trainingand/or experience
supportive of the request. A Member may make requests for modifications of Privileges
at any time.

B. Each departmentisresponsible fordeveloping written criteriafor granting Privileges.
These criteriatake effect only afterapproval by the Medical Executive Committee
(MEC.)

6.2.2 Basisfor Privilege Determinations

Requests for Privileges shall be evaluated upon the basis of the Member’s education,
training, experience, demonstrated professional competence and judgment, clinical
performances, and the documented results of patient care. Privilege determinations shall
alsobe based upon pertinentinformation concerning clinic performance obtained from
othersources, especially otherinstitutions and health care setting where an individual
exercises Privileges.

6.2.3 PrivilegesforDepartment Heads

Privileges for Department Heads will be acted upon by the Medical Staff President. Ifa
DepartmentHead is also the Medical Staff President, privileges will be acted upon by the
Past President. Inno eventwill aDepartment Head approve his/her own privileges.

6.2.4 Admissions

Dentists, oral surgeons, podiatrists and clinical psychologist Members are non-Physician
members. They may admit patients only if a Physician Memberassumes responsibility for
the care of the Patient’s medical problems during the hospitalization. These non-physician
members may participate in the patient’s care to the extent allowed by the responsible
Physician Memberand the Medical Staff Bylaws and Rules.

6.2.5 Medical Appraisal

A Physician Practitioner shall provide ongoing medical evaluation of all patients receiving
some care from a non-physician Member. The Physician shall also provide appropriate
supervision and control of the patient care provided by the non-physician Member.
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6.3

6.4

ResidentPhysicians

By virtue of their enrollment in an accredited training program, resident physicians hold
privileges to admit patients, perform procedures and provide services as assigned under the
supervision of licensed physician members of the Medical Staff who have privileges for the
patient care being rendered and the Residency Director. All resident physicians must meet
qualifications for licensing and membership as outlined above in section 2.2.2 subsection C.
Second year residents with 18 months of training and in good standing with the residency
program may apply for privileges

Temporary Privileges
6.4.1 Circumstances

The Administrator (or his/her designee), with the written concurrence of the Medical Staff
Presidentandthe Chairperson of the Department where the Privileges will be exercised,
may grant temporary Privileges to a practitioner subject to the following conditions:

A. Pendency of Application:

Afterreceipt of a completed application forappointment or reappointment (see Section
5.5- includingarequestforspecificPrivileges foraninitial period of sixty (60) days while
the applicationisbeing processed. If the processing of the completed application by the
Medical Staff requires more than sixty (60) days, the temporary Privilege may be
extended forup toan additional sixty (60) days at the discretion of the Medical Staff
Presidentorhis/herdesignee. Temporary Privileges shallautomatically terminate at the
end of a maximum of one hundred and twenty (120) days, unless earlierterminatedin
accordance with the Bylaws.

B. ImportantPatient Care, Treatmentand Service Need.

Afterreceiptof anapplicationforappointment orreappointment, including arequest
for specific Privileges, an applicant may be granted temporary privileges forthe
purposes of important patient care, treatment orservice need, foraninitial period of
sixty (60) days while the applicationis being processed. The Medical Staff mustbe able
to verify the applicant’s current licensureand competence, ortemporary Privileges are
denied. The National Provider Data Bank will be queried. If the processing of the
application by the Medical staff requires more than sixty (60) days, the temporary
Privileges may be extended for up to an additional one hundred and twenty (120) days
at the discretion of the Medical Staff President or his/herdesignee. Temporary
Privileges shall automatically terminate at the end of a maximum of one hundred and
eighty (180) days, unless earlierterminated in accordance with the Medical Staff Bylaws.

6.4.2 Conditions
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6.4.3

6.4.4

Temporary Privileges may be granted only afterthe practitioner has submitted awritten
applicationforappointmentand arequest fortemporary Privileges and the information
available reasonably supports afavorable determination regarding the requesting
practitioner’s licensure, qualifications, ability, and judgment to exercise the Privileges
requested, and only afterthe practitioner has satisfied the requirement regarding
professionalliability insurance. The chairperson of the departmentto which the
practitionerisassigned shall be responsible for supervising the performance of the
practitioner granted temporary Privileges, or for designating a department memberwho
shall assume this responsibility. That Chairperson mayimpose special requirements of
consultationand reporting. Before temporary Privileges are granted, the practitioner must
acknowledge in writing that he/she has received a copy of the Bylaws and Rules and that
he/she agreesto be bound by the terms thereofin all matters relatingto his/hertemporary
Privileges.

Termination

The Administratororthe President of the Medical Staff may terminate any orall of a
practitioner’stemporary Privileges:

A. Upon discovery of any information or the occurrence of any event of a nature which
raises question about a practitioner’s professional qualifications or ability to exercise
any or all of the temporary Privileges granted by the Administrator or President of the
Medical Staff;

B. Ifthe life orwell-being of a patientisendangeredinthe opinion of the grantor of the
temporary Privilege;

C. Inaddition, any person entitled underthese Bylaws toimpose summary suspensions
may terminate temporary Privileges if the well-being of a patientis endangered or
thoughtto be endangered by the person termination the temporary Privilege. Anysuch
termination shall be reviewed at the next scheduled meeting of the Medical Executive
Committee. Inthe eventof anysuchtermination, the Departmentwillassign the
practitioner’s patients thenin the Hospital to another practitioner(s) or Division Head
responsible for supervision. The wishes of the patient willbe considered, where
feasible, in choosingasubstitute practitioner.

Rights of the Practitioner

A practitionershall not be entitled to the procedural rights afforded by these Bylaws merely
because his/herrequest fortemporary Privilegesis denied. However, if all orany portion of
his/hertemporary Privileges are terminated or suspended, the practitionershall be entitled
to those procedural rights.
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6.5 EmergencyPrivileges
In the event of an emergency, any Member of the Medical Staff is permitted to do everything
reasonably possible to save the life of a patient orto save a patientfrom serious harm. The

Membershall promptly enlist assistance from and yield patient care to a qualified Memberas

soon as one becomesavailable.

6.6 Focused Professional Practice Evaluation (FPPE)

A.

General Requirements

All initial appointments to the Medical Staff and all Members granted new Privileges
shall be subjectto Focused Professional Practice Evaluation (FPPE). Information used
for evaluation may be obtained through, butis notlimited to the following:

[EY

Concurrent or targeted medical record review.

N

Direct observation.
Monitoring/proctoring of diagnostic, procedural, and/or treatment techniques.

H W

Discussion with other practitionersinvolved in the care of specific patients.

a U

Sentinel event data.

~

Any applicable peerreview data.

)

)

)

)

) Interviews with the physicianinvolvedinthe patient’s care.

)

)

) Review of datafrom otherinstitutions with applicant/member’s permission.

oo

Each appointee orrecipient of new Clinical Privileges shall be assigned to adepartment
(or departments) where performance on an appropriate number of cases as established
by the Medical Executive Committee shall be observed by the chair of the department
or the chair’s designee, to determine suitability to continue to exercise the Clinical
Privileges granted in that department.

The Membershall remain subject to FPPE until the Credentials Committee has been
furnished with areportsigned by the chair of the department(s) to which the memberis
assigned describing the types and numbers of cases observed and the evaluation of the
applicant’s performance, astatement that the applicant appears to meetall of the
qualifications forunsupervised practice in that department.

FPPE may be implemented wheneverthe Medical Executive Committeeorits designee
determinesthatadditional informationis needed to assess aMember’s performance.
FPPEis notan adverse action ora disciplinary measure. Itisa means of gathering
information regardinga Members’ skills. Therefore, the requirements of proctoring
doesnotitself give rise tothe hearingrights triggered by an adverse action.

During FPPE, the Member must demonstrate the requisite competence required to
exercise the Clinical Privileges.

6.6.1 Completion of FPPE
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FPPEshall be deemed successfully completed when the Credentials Committee has received
sufficientinformation aboutthe applicant's competency.

6.6.2 Requirementsto Provide FPPE

Members of the Medical Staff shall serve inamanner consistent with FPPErequirements.
Refusal to serve in this capacity, without good cause, as determined by the Medical
Executive Committee, is grounds for corrective action.

6.6.3 Failureto Complete FPPE

A Memberwhofailsto complete the required initial FPPE within one year shall be deemed
to have voluntarily withdrawn his or herrequestforthose Privileges. The Credentials
Committee orthe Medical Executive Committee may extend the time for completion of
FPPEin appropriate cases. If a Member completesthe necessary FPPE but fails to perform
competently he orshe may have the relevant Privileges revoked orinvoluntarily modified in
orderto assure quality patientcare. Failure to successfully complete proctoring may, in
certain situations, be adequate grounds forrevocation, suspension, or otherinvoluntary
modification of membership and/or privileges. Such actions regarding Privileges and
Membership qualify as adverse actions entitling the practitionerto appropriate procedural
hearings.

6.7 DisasterPrivileges
In the event of a disaster of sufficient magnitude to require use of resources beyond those

available to the Hospital and Medical Staff, privileges may be granted tovolunteersonan
emergentbasisto handle immediate patient care needs (“Disaster Privileges”).

6.7.1 Declaration of Disaster

The Hospital disaster plan must be implemented priorto consideration of granting Disaster
Privileges.

6.7.2 Individuals Responsible for Granting Disaster Privileges

The Medical Staff President or his/herdesignee, orthe Administrator or his/her designee(s)
are responsible for granting Disaster Privileges. Underthe disaster plan, andinthe absence
of the above persons ordesignees, the incident commander, or his/her designee(s), isthe
individual responsiblefor granting Disaster Privileges until the above person ordesignees
are presentto carry out the function of granting Disaster Privileges.

A. Responsibilities of Individuals Granting Disaster Privileges.

Disaster Privileges may be granted on a case-by-case basis, and the responsible
individual, at his or herdiscretion, isnotrequired to grant Privileges to any individual.

6.7.3 Identification Requirementsfor Disaster Privileges
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6.7.4

6.7.5

6.7.6

Disaster Privileges may be granted upon the presentation of avalid photo identification
issued by a state or federal agency, and at least one of the followingitems;

A. A currenthospital ID card that clearly identifies professional designation.

B. A currentlicense to practice and a valid photo IDissued by a state or primary source
verification of the license.

C. Identificationindicating that the individual isa member of a Disaster Medical Assistance
Team (DMAT) or MRC, ESAR-VHP, or other recognized state orfederal organization or
group.

D. Identificationindicatingthatthe individual has been granted authority torender patient
care, treatment, and servicesin disaster circumstances (such authority having been
granted by a federal, state, or municipal entity.)

E. Verification of identity and qualifications by current Hospital or Medical Staff Membern(s)
with personal knowledge of the practitioner’s identity and qualifications.

Disaster Identification

Practitioners granted disaster Privileges shall be identifiable to other staff by the wearing of
a Disaster Identification Badge.

Management of Persons Granted Disaster Privileges

Persons granted disaster Privileges willbe assigned duties either by the granting authorities
as definedin Section 6.7.2, ‘Individuals Responsible for Granting Disaster Privileges,’ or
assignedto a specificdepartment, by the Department Chairorhis/herdesignee. Inthe
absence of these persons, the incident commander may assign duties or delegatethis
responsibility to person(s), identified in the disaster plan, who are responsiblefor
designation of duties.

The Medical Staff overseesthe professional practice of volunteer licensed independent
practitioners by direct observation and clinical record review.

Disaster Privileges are automatically terminated when the disaster planis deactivated.
Disaster Privileges may be revoked at any time or for any reason by the Medical Staff
President, Administrator, Department Chair, ortheirdesignee(s).

The Hospital must make a decision (based oninformation obtained regarding the
professional practice of the volunteer) within seventy-two (72) hours related to the
continuation of Disaster Privileges initially granted.

Verification Process

Verification:
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7.1

7.2

7.3

Primary source verification of licensure begins as soon as the immediate situationisunder
control and is usually completed within seventy-two (72) hours from the time the volunteer
practitioner presentstothe organization. Inextraordinary circumstances, when primary
source verification cannot be completedin seventy-two (72) hours, there must be
documentation of the following:

e Why the Primary source verification could not be performed;
e Evidence of demonstrated ability to continue to provide adequate care, treatment
and services.

Primary source verification muststill be done as soon as possible.

ARTICLE 7

GENERAL MEDICAL STAFF OFFICERS

Identification
The general officers of the Medical Staff are the President, the President-Elect, and the Past
President.

Qualifications
Each general officer must:

7.2.1 Be a memberof the Active Staff at the time of nomination and electionand remaina
Memberin good standing during his/herterm of office;

7.2.2 Be licensed asaphysicianand surgeon;
7.2.3 Willinglyand faithfully discharge the duties of the office; and

7.2.4 Exercise the authority of the office held, working with the other general and Department
officers of the Medical Staff.

Attainment of Office
7.3.1 The electionforthe office of President-Elect shall take place in January of odd-numbered

years. The personwho receives the majority of the votes castis the President-Electand
shallimmediately assume the office. OnJuly 1 of that same year, the President-elect shall
assume the office of the President.

7.3.2 Term of Office

The Presidentshall serve atwo-yearterm, and may serve a maximum of four consecutive
terms. If nonconsecutive, the number of terms a President may serve isnot subject to limit.
At the conclusion of the President’s term(s) of office, the President shall assumethe office
of Past-President.
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7.3.3 Should the incumbent President be reelected, the office of President-Elect shall remain
vacant until the nextJanuary election for President.

7.3.4 Nomination

The MEC shall nominate qualified candidates for the office of President-Elect. Each nominee
must be an M.D. or a D.O. Nominations may also be made fromthe floor at the October
qguarterly meeting by aMember of the Active Staffingood standing. Anysuch floor
nomination must be seconded by a Member of the Active Staff in good standingand
accompanied by evidence of the nominee’s willingness to be nominated.

7.3.5 Election

The President-Electis chosen fromamongthe nominated candidates by election as defined
inthese Bylaws. Candidates for Medical Staff President-Elect may submitawritten
statement notto exceed two pages to the Medical Staff Office no laterthan close of
business on December3rd. Onor before December 7th, the Medical Staff Office shall mail
to all active Members of the Medical Staff a list of the candidates for Medical Staff
President-Elect, accompanied by the candidates’ statements, if any. Approximately thirty
(30) days, but no less than twenty-five (25) days, before the January meeting of the Medical
Executive Committee, the Medical Staff Office shall mail ballots to all active Members of the
Medical Staff.

7.3.6 In orderfor a ballotto be counted, it must be returned to the Medical Staff Office nolater
than close of business on the 11th day before the January meeting of the Medical Executive
Committee. The Medical Staff President and at least one other member of the MEC shall
count the ballots, unless the Medical Staff Presidentis acandidate. Inthat event, the MEC
shall designate asecond member of the MEC to countballots. Assoonthereafteras
possible, the MEC shall notify all candidates of the election results. Thereafter, but atleast
seven (7) calendardays before the January meeting of the MEC, the MEC shall post, or
otherwise disclosethe election results to the Medical Staff.

7.4 Vacancies

7.4.1 If the office of the President becomes vacant after an election but before the end of the
current President'sterm, the President-Elect will assume office to fillthat vacancy and will
serve the remainderofthe current President'sterm and his/herown full term as President.
If the office of the President becomes vacant while the election is underway, the Past
President will serveas Acting President until the results of that election are determined.
Once those results are determined, the President-Elect will assume office and will servethe
remainder of the current President's term and his/herown fullterm as President. Atany
othertimes, if the office of the President becomes vacant, the Past President will serve as
Acting President pending the outcome of aspecial election for the office of Presidenttobe
conducted as expeditiously as possibleand generally in the same manneras provided in this
Article. The MEC may determine, however, notto call a special electionif aregularelection
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for the office isto be held within ninety (90) days. The winner of aspecial election will serve

only the remainderof the current President'sterm.

7.4.2 In the event of a vacancy in the office of Past President, the MEC shall appointa Member of
the MEC to serve outthe remainderof the vacated term.

7.5 Resignationand Removal from Office
7.5.1 Resignation

Any general Medical Staff officer may resign at any time by giving written notice to the
Medical Executive Committee. Suchresignation, which may or may not be made contingent

uponformal acceptance, takes effect on the date specified inthe resignation or, if no date is
specified, onthe date of receipt.

7.5.2 Removal

A.

© o

Authority and Mechanism:

1) Removal of a general staff officer may be effected by two-thirds majority vote by
secret ballot of the members of the Active Staffin good standing.

Grounds:

1) Permissible groundsforremoval of ageneral staff officerinclude, without
limitation;

Failure to perform the duties of the position heldin atimelyand appropriate manner;

Failure to continuously meet the qualifications forthe position;

Physical or mental infirmitythat renders the officerincapable of fulfilling the duties of

his/her office.

7.6 Duties of General Staff Officers
7.6.1 Medical Staff President

The Medical Staff President shall serve as the Chief Office of the Medical Staff. The duties of
the Medical Staff President shall include, but are notlimited to:

A.

Enforcingthe Bylaws and Rules, implementing sanctions whereindicated, and enforcing
procedural safeguards where corrective action has been requested orinitiated;

Calling, presiding at, and being responsible for the agenda of all meetings of the Medical
Staff;

Servingas the chair of the Medical Executive Committee;

Servingas an ex-officio member of all other Medical Staff Committees;

Interacting with the Administratorand the Governing Body in all matters concerningthe
Hospital;

Appointing, in consultation with the Medical Executive Committee, committee members
for all standing and special medical Staff, liaison, and multi-disciplinary committees,
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except where otherwise provided by these Bylaws and, except where otherwise
indicated, designating the chairpersons of these committees;

G. Representingthe viewsand policies of the Medical Staff to the Governing Body and to
the Administrator;

H. Beinga spokesperson forthe Medical Staff in external professionaland publicrelations;

I.  Performingsuch otherdutiesas may be required by the Bylaws, the Medical Staff, orby
the Medical Executive Committee;

J. Servingasan ex-officio member on liaison committees with the Governing Body and
Administration and with outside licensingand accreditation agencies.

7.6.2 President-Elect

The President-Elect shall assume all duties and authority of the Medical Staff Presidentin
the absence of the Medical Staff President. The President-Elect shall also be amemberof
the Medical Executive Committee and an ex-officio member of the Joint Conference
Committee. The President-Elect shall perform such other duties as the Medical Staff
President may assign ordelegate to the President-Elect.

7.6.3 Past President

The Past President shall have the same duties and responsibilities as the President-Electin
the absence of the President-Elect.

ARTICLE 8
DEPARTMENT AND DIVISIONS

8.1 OrganizationofDepartments
Each Departmentshall be organized as anintegral unit of the Medical Staff and shall have a chair.
The authority, duties, method of selection and responsibilities of these Department offi cersis set
forth below. Each Department may appointsuch standingorad-hoccommitteesasitdeems
appropriate to performits required functions. A Department may be furtherdivided, as
appropriate, intodivisions. The division shallbe directly responsible to the Department within
whichitfunctions. Each division shallhave adivision head appointed by the department head or
elected by the division members, entrusted with the authority, duties and responsibilities
specifiedin Section 8.7. When appropriate, the Medical Executive Committee may recommend to
the Medical Staff the creation, elimination, modification, or combination of Departments or
divisions.

8.1.1 CurrentClinical Departments and Divisions:

The current Clinical Departments and Divisions are:
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1. Familyand Adult Medicine
i. West(WCHC and North Richmond)
ii. Martinez(MHC and Miller Wellness)
iii. Concord
iv. East (Pittsburgand Bay Point)
v. Far East (Antioch and Brentwood)
Internal and Specialty Medicine
Hospital Medicine
Emergency Medicine
Psychiatry/Psychology
Pediatrics
Obstetrics and Gynecology
Surgery
Anesthesia
Critical Care Medicine
. Dental
. Diagnosticlmaging
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. Pathology

8.2 Assignmentto Departments
Each Membershall be assigned membershipin atleast one Department, but may also be granted
membership and/or Privileges in other Departments.

8.3

Functions of Departments
The functions of each Department shall include:

1)

2)

3)

4)

5)

6)

Conducting patient care reviews forthe purpose of analyzing and evaluating the quality and
appropriateness of care and treatment provided to patients within the Department. The
Departmentshall routinely collectinformation aboutimportant aspects of patient care
providedinthe Department, periodically assess thisinformation, and develop objective
criteriaforuse in evaluating patient care. Patient care reviews shallinclude all clinical work
performed underthe jurisdiction of the Department;

Recommending to the Medical Executive Committee guidelines forthe granting of Clinical
Privileges and the performance of specified services within the Department;

Evaluatingand making appropriate recommendations regarding the qualification of applicants
seekingappointment orreappointmentand Clinical Privileges within that Department;
Conducting, participatingin, and making recommendations regarding continuing education
programs pertinentto departmental clinical practice;

Reviewing and evaluating departmental adherence to: (1) Medical Staff policies and
procedures; and (2) sound principles of clinical practice;

Coordinating patient care provided by the Department’s Members with nursing and ancillary
patientcare services;
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7) Submitting written reports to the Medical Executive Committee concerning: (1) the
Department’s review and evaluation activities, actions taken thereon and the re sults of such
action; and (2) recommendations for maintaining and improving the quality of care provided
inthe Departmentand Hospital;

8) Meetingregularlyforthe purpose of considering patient care review findings and the results
of the Department’s review and evaluation activities, as well as reports on other Department
and staff functions;

9) Establishingsuch committees or other mechanisms as are necessary and desirableto perform
properly the functions assigned toit, including proctoring protocols;

10) Takingappropriate action whenimportant problemsin patient care and clinical performance
or opportunitiestoimprove care are identified;

11) Accountingtothe Medical Executive Committee for all professional and Medical Staff
administrative activities within the Department;

12) Appointing such committees as may be necessary orappropriate to conduct Department
functions;

13) Formulating recommendations for departmental rules and regulation reasonably necessary
for the properdischarge of its responsibilities subject to the approval by the Medical Executive
Committee and the Medical Staff;

Whenthe departmentorany of its committees meet to carry out the duties described above, the
meeting body shall constitute a peerreview body, whichis subject to the standards and entitled
to the protections and immunities afforded by federal and state law for peerreview bodies and/or
committees. Eachdepartmentand/orits committees, if any, must meet regularly to carry out
its/their duties.

8.4 DepartmentHeads
Each Departmentshall have a Department Head who shall be a Member of the active Medical
Staff and shall be certified by an appropriate specialty board, or affirmatively establish, through
the Privilegedelineation process, that the person possesses comparable competence in atleast
one of the clinical areas covered by the Department.

Each Department Head shall have the following authority, duties and responsibilities:

1) Actas presiding Officer (Chairperson) at departmental meetings;

2) Reportto the Medical Executive Committee and the Medical Staff President regardingall
professionaland administrative activities within the Department;

3) Generally monitorthe quality of patient care and professional performance rendered by
Members with Clinical Privileges in the Department through a planned and systematic
process; oversee the effective conduct of the patient care, evaluation, and monitoring
functions delegated to the department by the Medical Executive Committee;

4) Prepare andtransmitto the appropriate authorities, asrequired by these Bylaws,
recommendations concerning appointment, reappointment, delineation of Clinical
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Privileges, and corrective action with respect to practitioners holdingmembershipor
exercising privileges or services in the Department;

5) Annuallyreview, and amend as necessary, Department policies and procedures;

6) Participate in managingthe Departmentthrough cooperation and coordination with nursing
and other patient care services and with Administration on all matters affecting patient
care, including personnel, equipment, facilities, services, and budget;

7) Endeavorto enforce the Bylaws, Rules and policies and regulations with the Department;

8) Appointanacting DepartmentHead (Vice-Chairperson)duringany absence;

9) Assure all Departmentfunctions are performed,;

10) Performsuch otherduties commensurate with the office as may from time to time be
reasonably requested by the Medical Staff President or the Medical Executive Committee;

11) Planand conduct, as requested by andin cooperation with the Residency Director, a
program of instruction, supervision, and evaluation of Residents’

12) Assessand recommend to the relevant hospital authority off-site sources for needed patient
care services not provided by the department or organization;

13) Recommend asufficient number of qualified and competent personsto provide care,
treatmentand services;

14) Determine the qualifications and competence of Department orservice personnelwho are
not licensed independent practitioners and who provide patient care, treatmentand
service;

15) Continually assess and improve the quality of care, treatmentand services;

16) Maintain quality control programs, as appropriate;

17) Oversee the orientation and continuing education of all personsin the Departmentor
service;

18) Recommend space and otherresources needed by the Departmentorservice;

19) Recommend to the Medical Staff the criteriafor Clinical Privileges that are relevant to the
care providedinthe Department;

20) Integrate the Departmentorservice into the primary functions of the organizationand
coordinate and integrate interdepartmental and intradepartmental services;

21) Develop andimplement policies and procedures that guide and supportthe provision of
care, treatmentand services.

8.5 ElectionofDepartmentHeads
8.5.1 In April of each electionyear, the active Medical Staff of the applicable Department shall

electa Department Head.

8.5.2 Thefollowing Departments shallelecta DepartmentHeadin odd-numbered years: Family
and Adult Medicine, Anesthesia, Pediatrics, Internal and Specialty Medicine, Hospital
Medicine, Pathology and Dentistry.

The following Departments shallelect a Department Head in even-numbered years:
Emergency Medicine, Surgery, Psychiatry/Psychology, DiagnosticImaging, Obstetrics &
Gynecology and Critical Care.
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8.5.3

8.5.4

8.5.5

8.5.6

8.5.7

The Medical Staff President shall request nominations for Department Head at the
January Quarterly Medical Staff meetingand at the applicable Department meeting.
Nominations may be submitted by any department member within the nominating
departmentregardless of status (e.g. active; courtesy, etc.). Nominations may be made
onlyto the current Department Head or to the Medical Staff President.

The last day to nominate a candidate for Department Head is March first. Candidates may
submita written statement notto exceed two pages to the Medical Staff office no later
than close of business on March 3. The Medical Staff Office shall mail alist of candidates
to all active Members of the Medical Staff in the affected Department no laterthan March
7%. The candidates’ statements, if any, shall accompany the list.

Approximately thirty (30) days, but no less than twenty-five (25) days, before the April
meeting of the Medical Executive Committee, the Medical Staff office shall mailballots to
all the active Medical Staff Members within the affected Department.

In orderfor a ballotto be counted, it must be returned to the Medical Staff Office no later
than close of business on the 11* day before the April meeting of the Medical Executive
Committee. The Medical Staff Presidentand at least one other member of the Medical
Executive Committeeshall countthe ballots, unless the Medical Staff Presidentisa
candidate. Inthat event, the Medical Executive Committee shall designate asecond
member of the Medical Executive Committeeto count ballots. Assoonthereafteras
possible, the Medical Executive Committee shall notify all candidates of the election
results. Thereafter, butatleast seven (7) calendardays before the April meeting of the
medical Executive Committee, the Medical Executive Committee shall post, or otherwise
disclose to the Medical Staff, the election results.

The Medical Executive Committee shallreview the newly elected Department Heads for
approval at its April meeting. The elected Department Head is thereafter subjecttothe
approval of the Chief Medical Officer. Inthe eventthatthe elected Department Head is
not approved by eitherthe Medical Executive Committee orthe Chief Medical Officer, a
new election shall be conducted as soon as possible. If the Chief Medical Officerdoes not
approve a Department Head, she/he will discuss the reasons for disapproval at the next
Medical Executive Committee meeting.

The Medical Staff President can appoint an acting Department Head, subject to MEC
approval, to carry outthe duties of Department Head until an electionis possible.

Term of Office

The term of office of Department Heads is two Medical Staff years. Each assumes office
on the first day of the Medical Staff year, exceptthata Department Head appointed tofill
a vacancy assumes office immediately upon appointment. Each Department Head serves

43



8.6

8.7

until the end of his or herterm until a successoris elected, unless he/she resigns sooner
oris removed from office. ADepartmentHeadiseligible tosucceed himself/herself.

8.5.8 Removal

Afterelection and ratification, removal of a Department Head from office may occur for
cause by two-thirds vote of the Medical Executive Committee ora two-thirds vote of the
Department Members on active staff.

Functions of Divisions

Subject to approval of the Medical Executive Committee, each division shall perform the functions
assignedtoit by the Department Chairperson. Such functions mayinclude, without limitation,
retrospective patient care reviews, evaluation of patient care practices, credentials review and
privileges delineation, and continuing education programs. The division shalltransmitregular
reports to the Department Head on the conduct of its assigned functions.

Division Heads

Each division shall have a Division Head who shall be a Member of the active or provisional Staff
and a Member of the division which he/she heads, and shall be certified by an appropriate
specialty board, or affirmatively establish through the privilege delineation process that he/she
possesses comparablecompetence in atleast one of the clinical areas covered by the division.

Each Division Head shall:

1) Actas presiding officeratdivision meetings;

2) Assistinthe developmentandimplementation, in cooperation with the Department Head, of
programs to carry outthe quality review and monitoring functions assigned to the division;

3) Continually review the patient care and the professional performance of Division members,
and reportto the Department Head patterns or situations affecting patient care within the
Division;

4) Asrequestedbyandincooperationwiththe Department Head, conductinvestigations and
submitreportsand recommendations to the Department Head regarding the Clinical
Privileges to be exercised within his/her division by Members of or applicants to the Medical
Staff;

5) Manage the Division through cooperation and coordination with nursing and other patient
care servicesand with Administration on all matters affecting patient care, including
personnel, equipment, facilities, services, and budget;

6) Assure all Division functions are performed;

7) Performsuchotherduties commensurate with the office as may fromtime totime be
reasonably requested by the Department Head, the Medical Staff President, orthe Medical
Executive Committee.
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8.8 ElectionofDivision Heads

8.8.1

8.8.2

8.8.3

8.8.4

8.8.5

In April of each election year, the active Medical Staff of the applicabledivision shall electa
Division Head as set forth below.

Family and Adult Medicine West County and Family and Adult Medicine Far East County
shall elect Division heads in even-numbered years; Family and Adult Medicine Martinez,
Family and Adult Medicine Concord and Family and Adult Medicine East County shall elect
Division Heads in odd-numbered years.

The Medical Staff President shall request nominations for Division Heads at the January
Quarterly Medical Staff meetingand atthe applicable division meeting. Nominations may
be made only to the current Department Head or to the Medical Staff President.

The last day to nominate a candidate for Division Head is March 1st. Candidates may submit
a written statement notto exceed two pagesto the Medical Staff Office no laterthan close
of business on March 3rd. The Medical Staff Office shall mail ballots to all the active
Medical Staff Members within the affected division no laterthan March 7th. The
candidates’ statements shall accompany the list, if any.

Approximately thirty (30) days, but no less than twenty-five (25) days, before April meeting
of the Medical Executive Committee, the Medical Staff Office shall mail ballots to all the
active Medical Staff Members within the affected division.

For a ballotto be counted, it must be returned to the Medical Staff Office no laterthan the
close of business on the 11th day before the April meeting of the Medical Executive
Committee. The Medical Staff President and at least one other member of the Medical
Executive Committee shall countthe ballots, unless the Medical Staff Presidentisa
candidate. Inthat event, the Medical Executive Committee shall designate asecond
member of the Medical Executive Committeeto count ballots. Assoon thereafteras
possible, the Medical Executive Committee shall notify all candidates of the election results.
Thereafter, butatleastseven calendar days before the April meeting of the Medical
Executive Committee, the Medical Executive Committee shall post, or otherwisedisclose to
the Medical Staff, the election results.

The newly elected Division Heads shall be reviewed forapproval by the appropriate
Department Head priorto the April meeting of the Medical Executive Committee and by the
Medical Executive Committeeatits April meeting. The elected Division Head is thereafter
subjectto approval of the Chief Medical Officer. Inthe eventthatthe elected Division Head
isnot approved by the Department Head, the Medical Executive Committee orthe Chief
Medical officer, anew election shallbe conducted as soon as possible. If the Department
Head or the Chief Medical Officer does not approve a Division head, she/he will discuss the
reasons for disapproval at the next Medical Executive Committee meeting.
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8.8.6

8.8.7

8.8.8

Division members shall fill vacancies due to any reason for the unexpired term by electionas
soon as possible. The Department Head can appoint an acting Division head, subjectto MEC
approval, to carry outthe duties of Division Head until this electionis possible.

Term of Office

The term of office of Division heads istwo Medical Staff years. Each assumes office onthe
first day of the Medical Staff year, exceptthata Division head elected tofill avacancy
assumes office immediately upon election. Each Division head serves until the end of
his/hertermand until a successoris elected, unless he/she soonerresigns oris removed
from office. ADivision Head s eligibleto succeed himself/herself.

Removal

Afterselection and ratification, a Division head may be removed for cause by the
Department Head, a two-thirds vote of the Division Members on active Staff, orby a two-
thirds vote of the MEC.
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ARTICLE 9

COMMITTEES

9.1 General Provisions
9.1.1 Designation

A. The Medical Executive Committee and the other committees described in these Bylaws
shall be standing committees of the Medical Staff unless otherwise indicated.

B. The Chairperson of the Medical Executive Committee, a standing committee, ora
Department may create subcommittees, or Ad-Hoccommittees, in orderto carry out
specified tasks. These specified tasks must be within the scope of authority of the
committee whose chairperson created the committee. Such committees terminate
once the specified taskis completed and are not standing committees.

9.1.2 Appointment of Membersto Committees

A. The Medical Staff President, with the approval of the MEC, shall appoint chairpersons
and members of standing committees unless otherwise specified in the Bylaws.
Committee members are appointed foraterm of one Medical Staff yearunless
otherwise specified by the Bylaws, and shall serve either until the end of this period,

until the member’s successoris appointed, or until the member resigns oris removed
from the committee.

B. Only Medical Staff in good standing may be voting members of any Medical Staff
Committee. Otherindividuals may be appointed to committee positions as either Ex-
officio ornon-medical Staff members.

C. Forcommitteesthatare notstanding committees, the person creatingthe committee
shall appoint Chairpersons and Members.

9.1.3 Removal of Committees

Unless otherwise specified in the Bylaws, committee members may be removed by the
appointingauthority without cause.

9.1.4 Vacancies

Vacancies onany committeesshallbe filled in the same manneras an original appointment
ismade.

9.1.5 Conductof Meeting of Committees

Committee meetings shall be conducted and documented in the mannerspecified in these
Bylaws.
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9.2

9.1.6 Attendance of Non-Members

Membersin good standing of the Medical Staff who are not committee members my attend
committee meetings only with the permission of the Chair of the committee.

9.1.7 Accountability
All committees of the Medical Staff are accountable to the Medical Executive Committee.

Medical Executive Committee
9.2.1 Composition

The Medical Executive Committee (MEC) consists of the following Members of the Medical
Staff as voting members:

B

President of the Medical Staff;

N

President-Elect;

w

)
)
) Past President;

) Clinical Department Heads;
)

)

v b

Division heads;
The Chairpersons of the following committees shall be voting members of the MEC:
A. Administrative Affairs
B. Ambulatory Policy
C. Credentials
D. PatientSafetyandPerformance Improvement
E.Patient Care Policy and Evaluation

()

7) Chiefadministrators are official members of MEC with regular reporting duties without
votingrights. These include the Director of Health Services, the Chief Financial Officer,
the Chief Executive Officer of Hospital and Clinics, the Chief Medical Officer, the Chief
Nursing Officer, the Chief Operations Officer for CCRMC/HC, the Ambulatory Care
Medical Director, the Hospital Medical Director, Medical Director of Patient Safety and
Performance Improvement, the Chief Medical Informatics Officer, the Residency
Program Director and the Medical Director of Contra Costa Health Plan. The
Chairperson of the MEC may invite otherindividuals to participate inthe MEC meetings
as non-voting guests.

9.2.2 Duties
The Medical Executive Committee shall:

A. Performand/ordelegate performance of all Medical Staff functionsinamanner
consistent with the Bylaws and the Rules;

Coordinate andimplement the Activities of the committees and the Departments;
Make recommendations regarding Medical Staff membership and privileges;

D. Initiate and pursue disciplinary or corrective actions when indicated;

O W
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E. Supervise the Medical Staff’s compliance with the Medical Staff Bylaws, Rules and
policies;

F. Supervise the Medical Staff’s compliance with County laws, rules, policiesand

procedures;

Supervise the Medical Staff’s compliance with state and federallaws and regulations;

H. Supervise the Medical Staff’s compliance with TICand otherapplicable accreditation

®

and certification rules;
. Regularly reporttothe Governing Body regarding the status of Medical Staffissues;
Meet monthly to conduct Medical Staff business;
K. Representand act on behalf of the Medical Staff inthe intervals between Medical Staff
meetings, subject only to such specificlimitations as may be imposed by those Bylaws.

-~

9.3 Committees
In orderto remainingood standing on a committee, amember must attend atleast 50 percent of
the meetings.

9.3.1 Administrative Affairs Committee
A. Purpose and Meetings

The Administrative Affairs Committee (AAC) fulfills staff responsibilities relating to
review and revision of Medical Staff Bylaws and related manuals and forms and assumes
the responsibilities forinvestigating and providing recommendations on such other
administrative policy-making and planning matters and activities of concern to the Staff
as are referred by the MEC. The AACoverseesthe Institutional Review Committee (IRC)
whichreviews, approves ordenies, monitors and evaluates research projects, protocols,
and clinical investigations to be conducted within the Medical Services, in compliance
with the regulations of the Food and Drug Administration and observingall
requirements of any otherapplicable regulatory authorities forany given study. The
AACmay overrule a positive recommendation of the IRC, butthe AACmay not approve
a study or the use of an investigational agentif disapproved/denied by the IRC. The AAC
meets as needed, and reportstothe MEC. When appropriate, it sharesits monitoring
and evaluation findings from research projects with the Patient Safety and Performance
Improvement Committee and vice versa.

B. Composition
The Administrative Affairs Committeeincludes;

1) A Chairperson, appointed by the Medical Staff President, subject to MEC approval;
2) Atleast4-6 additional Staff Members;

3) Administrator, with vote; and

4) Theirmemberswith special expertiseas necessary onanad-hocbasis, without vote.
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9.3.2 Ambulatory Policy Committee

A. Purpose and Meetings
The Ambulatory Policy Committee (APC) sets Medical Staff policy inthe health centers
and acts as a liaison with Nursing and Administration for coordination of policies and
procedures underjoint Medical Staff-Administration or Medical Staff-Nursing purview.

APCdevelops policies toresolve issues that affect more than one Medical Staff
Departmentand focuses on policies and projects that relate to quality of care, the
efficiency of the health centers and patients that relate to quality care, the regulatory
compliance. APCcoordinatesits activities with PSPIC and receives quality assurance
reports suggestive of orrequiring changesin policies and procedures from individual
Medical Staff Departments and from the Ambulatory Subcommittee of PSPIC.

I. Composition

The Ambulatory Policy Committee includes:

1) A Chairperson;appointed by the Medical Staff President, subject to MEC approval
2) One Staff Member from each Region;

3) The Department Head of Family Medicine or his/herdesignee;

4) Representative of the Departments of Obstetrics & Gynecology, Surgery, Pediatrics

and Medicine, with vote;
5) Othermemberswith special expertiseas needed on an ad-hocbasis without vote;
6) Directorof Health Information Managementas needed on an ad-hocbasis without
vote;
7) Arepresentative of the Allied Health Professionals
8) Ambulatory Care Medical Directorwithoutvote;
9) Chief Nursing Officer withoutvote.

9.3.3 Bioethics Committee
A. Purpose and Meetings

The Bioethics Committee provides a multi-disciplinary forum for the development of
guidelines for consideration of cases and issues having bioethical implications;
developmentand implementation of procedures forthe review of such cases;
developmentand/orreview of institutional policies regarding care and treatmentin
cases or issues having bioethical implications; consultation with concerned parties to
facilitate and education of the hospital staff regarding bioethical matters. The
committee willmeetregularly (atleast six (6) times yearly) and will also provide a
mechanism for other meetings as necessary to perform the case consultation functions.
The committee chairwill report to the Medical Executive Committee.

B. Composition
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The Bioethics Committeeincludes;

1) A chairpersonappointed by the Medical Staff President subject to Medical
Executive Committeeapproval;

2) Multi-disciplinary representation selected to representthe various clinical services
of the medical and nursing staff, ancillary support services (such as social workers,
chaplains, etc.) and lay members. Atleasta third of the committee membership will
be physicians;

3) A memberrepresenting hospitaladministration; and

4) The committee mayinvite other professional or community lay members to be

utilized when discussingissuesinvolving their particular clinical, ethnic, religious or
other background.

9.3.4 Cancer Committee
A. Purpose and Meetings

The Cancer Committee is a multi-disciplinary committee that organizes, conducts and
evaluates hospital-wide oncology services and the cancerregistry. The committee
assuresthat full oncology servicesincluding surgery, chemotherapy, radiation therapy,
as well as rehabilitation and hospice care are available to all patients. The committee
will develop and monitorannual goals and objectives for clinical care, community
outreach, quality improvementand programmaticendeavors related to cancer care.
The committee isresponsible for establishingand monitoring the Cancer Conference
format, frequency and multi-disciplinary attendance. The committee will ascertain if
thereisa needforspecificeducational programs both professional and public based on
survival and comparison data. The committee will also supervise the Cancer Registry for
guality control of case-funding, abstracting, staging, reporting and follow-up. The
committee willconduct a minimum of two patient care evaluation studies annually, one
to include survival data. The committee willmeetatleast quarterly ormore often as
needed and communicate as necessary with the Patient Safety and Performance
Improvement Committee. The committee will designate one coordinatorforeach of
the four areas of Cancer Committee activity: Cancer Conference, quality control of the
cancer registry, quality improvement and community outreach.

B. Composition
The Cancer Committee includes:

1) A chairpersonappointed by the Medical Staff President, subjectto Medical
Executive Committee approval;
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2) Atleastfive (5)additional Medical Staff Membersincluding representation from
Surgery, Pathology, Hematology/Oncology, Family Practice, and DiagnosticImaging;

3) Cancer Liaison Physician;

4) Representation for Administration, Social Services, Nursing, and the American
Cancer Society all with vote; and

5) The Cancer Registrar, who will act as staff to the Cancer Committee, with vote.

9.3.5 Continuing Medical Education Committee

A.

Purpose and Meetings

The Continuing Medical Education Committee (CMEC) directs the development of CME
programs for the Staff responsive to quality assurance findings and to developments
pertinent atthe Hospital and apprises the Staff of outside education opportunities. It
coordinates the educational activities of the Departments and of the Staff and Hospital
Department. The CMEC also analyzes the status and needs of, and makes
recommendations regarding, the medical library services. It meets atleast quarterly
and more frequently if needed and reports onits activities to the MEC.

Composition
The CMEC includes:

1) A Chairpersonappointed by the Medical Staff President, subject to MEC approval;
2) Atleasttwo additional Staff Members; and
3) Medical Librarian, without vote.

9.3.6 Credentials Committee

A.

Purpose and Meetings

The Credentials Committee coordinates the staff credentials function by receiving and
analyzing applications and recommendations forappointment, provisional period
conclusion orextension, reappointment, clinical privileges, and changes therein, and
recommendingaction therein, and by integrating quality assurance and utilization
review and monitoring, membership, and other relevantinformationinto the individual
credentialsfiles. Italsoassistsin designingand participatesinimplementing the
credentialing procedures for Allied Health Practitioners. It meets monthlyoras
necessary and reportsto the MEC regarding the credentialing of Staff Members.

Composition

The Credentials Committeeincludes:
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A physician chairperson, appointed by the Medical Staff President, subject to MEC
approval;and

At least 4-6 additional Staff Members, selected to be representative of the
Departments and major clinical specialties.

9.3.8 Institutional Review Committee

9.3.9

A. Purpose and Meetings

The Institutional Review Committee shall review and have authority to: approve,
require modificationin (to secure approval), ordisapproveall research activities
within the Hospital and Health Centers; approve, require modificationin, or
disapprove the use of investigation drugs ordevicesinindividuals (i.e. “compassionate
use” cases); receive prompt notification of the emergency use of investigational drugs
or devicesand approve, require modificationin or, disapprove their continued use;
continue, require modifications in or terminate any ongoing studies at intervals of not
greaterthan twelve (12) months; immediately terminate or suspend any research not
conductedin accordance withthe IRC'srequirements orthat has been associated with
unexpected serious harm to subjects; ensure all compliance with federal informed
consent regulations regarding investigational use of drugs and devices; and assure the
protection of the rights and welfare of all human subjects. The Institutional Review
Committee shall meet semi-annually or more often as necessary to fulfill its
obligations. If the Institutional Review Committee disapproves of any activity within
its purview, thatdecisionisfinal. The Institutional Review Committee chairperson
reports to the Administrative Affairs Committee.

Composition
The Institutional Review Committeeincludes:

1) A Chairpersonappointed by the Chairperson of the Administrative Affairs
Committee, subjectto Medical Executive Committee approval;

2) Atleastone memberofeachgender;

3) Atleastone memberfrom outside the medical profession;

4) Atleastone non-scientist;

5) Atleastone membernot affiliated with the Hospital and Health Centers; and

6) A total of at least five (5) members, including representative ethnicand cultural
backgrounds, of the community.

Inter-Disciplinary Practice Committee
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A. Purpose and Meetings

The Inter-Disciplinary Practice Committee (IPC) shall perform functions consistent with
the requirements of law and regulations (Title 22 of the California Code of
Regulations, Section 70706). Method for the approval of standardized proceduresin
accordance with sections 2725 of the Business and Professions Code in which
affirmative approval of the administrator or designee and a majority of the physicians
and a majority of registered nurse members would be required. The IPCshall
routinely reporttothe MEC; and, in addition, shall submitan annual reportto the
MEC. The IPCshall meetatleastannually, or more often as necessary.

B. Composition
The IPC shall consist of:

1) A Chairperson, appointed by the Medical Staff President, subject to MEC approval;

2) A Directorof Nursing, or Designee: such as the clinical services director of Public
Health who has oversight over NP/AHP function;

3) An Administrator, ordesignee: such asthe Ambulatory Care Medical Director;

4) Chairof the Credentials Committee;

5) Two (2) additional allied health professionals, appointed by the IPC Chairperson A
medical staff representative from the clinical psychology department.

6) Additional Allied Health Professionals who are performing or will perform
functionsrequiring standardized procedures will be appointed by the IPC Chairon
a temporary basis whenissues pertaining to their functions are discussed.

7) Additional physician members of the medical staff physicians and/or registered
nurses may be appointed by the chairperson orthe director of nursing,
respectively, to maintain equal numbers of each on the committee in accordance
with Title 22 of the California Code of Regulations, Section 70706.

9.3.10 Joint Conference Committee
A. Purpose and Meetings

The Joint Conference Committee constitutes aforum between the Medical Staff, the
Administration and the Governing Body. Two members of the Medical Executive
Committee who serve atthe will of the Medical Executive Committeerepresent the
Medical Staff. These membersshall actas directed by the MEC intheir capacity as
members of the Joint Conference Committee.

The Governing Body and the Administration shall have representation pursuantto
authority separate fromthese Bylaws.

9.3.11 Medical Staff Assistance Committee
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A. Purpose and Meetings

In orderto improve the quality of care and promote the well-being of the Medical
Staff, the Medical Staff Assistance Committee (MSAC) receives reports related to
health concerns, well-being, orimpairment of Medical Staff Members, and other
Licensed Independent Practitioners (LIPs) and, as it deems appropriate, investigates
such reports. Withrespectto mattersinvolving individual Medical Staff Members and
otherLIPs, the committee may, on avoluntary basis, provide such advice, counseling,
or referrals as may seem appropriate. Such activities shall be confidential; however,
inthe eventinformation received by the committee clearly demonstrates that the
health or known impairment of a Medical Staff Member or LIP poses an unreasonable
risk of harm to patients, thatinformation may be referred for corrective action.

The process that the MSAC uses to accomplish these goalsincludes:

1) Education of the Medical Staff and other organization staff aboutillness and
impairmentrecognitionissues specificto the Medical Staff Memberorlicensed
independent practitioners;

2) Self-referral by aphysician orLicensed Independent Practitioner (LIP) and referral
by otherorganization staff;

3) Referral of the Physician, orthe affected LIP to the appropriate professional
internal orexternal resources for diagnosis and treatment of the condition or
concern;

4) Maintenance of the confidentiality of the Physician, or LIP seeking referral or
referredforassistance exceptas limited by law, ethical obligation, orwhen the
safety of a patientisthreatened;

5) Evaluation of the credibility of acomplaint, allegation, orconcern;

6) Monitoringof the Physician, oraffected LIP and the safety of patients until the
rehabilitation orany disciplinary processis complete;

7) Reportingtothe Medical Staff leadership instancesin which aPhysicianorLIPis
providing unsafe treatment; and

8) Initiatingappropriateaction when aPhysician orLIP failsto complete the required
rehabilitation program.

The committee shall also consider general matters related to the health and well-
being of the Medical Staff, and, with the approval of the Medical Executive
Committee, develop educational programs orrelated activities. The Medical Staff
Assistance Committee shallmeet as often as necessary, but at least quarterly. Itshall
maintain only such record of its proceedings as it deems advisable but shall report on
itsactivities ona routine basis to the Medical Executive Committee.

B. Composition
The Medical Staff Assistance Committee includes;
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1) A Chairperson, appointed by the Medical Staff President, subject to Medical
Executive Committeeapproval;

2) Atleasttwo (2) additional practitioners one of whichisaphysician;and

3) A Memberof the Resident staff.

Exceptfor the resident, who shall serve on the committee forone (1) year, each
membershall serve foraterm of three (3) years, and the term shall be staggered as
deemed appropriate by the Medical Executive Committee to achieve continuity. In so
far as possible, members of this committee shall not serve as active participants on
otherpeerreview or quality assurance committees while serving on this committee.

The Chairperson may appointadditional individuals who are not members of the
Medical Staff, including non-physicians, when such appointment may materially
increase the effectiveness of the work of the committee. These individuals shall serve
for atermthat shall be determined by the Chairperson.

9.3.13 PatientCare Policy and Evaluation Committee
A. Purpose and Meetings

The Patient Care Policy and Evaluation (PCP&E) Committee monitors, assesses and
recommendsimprovements tothe MEC for:

1) Theclinical and medical records policies and rules of the Medical Staff and of its
inpatientclinical units and diagnosticand therapeuticsupport services (including
OR/PAR, ER, CCU’s, etc.);

2) Medical-related aspects of infection control policies;

3) Pharmacyand therapeutics policies and practices; and

4) Bloodand blood products usage policies and practices.

It also acts as liaison with Nursing and Administration for reviewand coordination of
policies, procedures, rules or regulations under joint Medical Staff-Administration or
Medical Staff-Nursing purview and coordinates its activities with those of the
Ambulatory Policy Committee. The PCP&EC receives quality assurance findings
suggestive of orrequiringchanges. Itservesasa forumforidentifying and discussing
problemsinthe delivery of patient care services and in the observance of patients’
rights. The PCP&EC meets monthly and reports to the MEC.

B. Composition
The Patient Care Policy and Evaluation Committeeincludes:

1) A Physician Chairperson appointed by the Medical Staff President, subject to MEC
approval;
2) Atleast6-8 staff membersselected to be representative of majorclinical areas;
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3) Arepresentative of Nursing Service;

4) Directorof Pharmacy ad-hocfor Pharmacy and Therapeuticfunction;

5) Arepresentative from Pathology Department ad-hocforblood and blood product
review function;

6) Manager of Infection Control and Prevention Committee of the Hospital;

7) Arepresentative of Administration responsiblefor policy committee support
withoutvote;

8) A NursingSupervisor/Coordinators forspecialty unitsinvited onan ad-hocbasis
withoutvote;

9) Arepresentative of otherclinical services and professional, technical,
administrative support staff participateas consultantsin relevant areas of
expertisead-hocwithoutvote; and

10

-

Director of Health Information management quarterly and as needed without
vote.

9.3.14 Patient Safety and Performance Improvement Committee

A. Purpose and Meetings

The Patient Safety and Performance Improvement Committee (PSPIC) has the
authority and responsibility forimplementing and directing the Quality Management
Program forthe Hospital. Itis responsible for setting the quality management
standards, determining criteria by which care will be measured, setting priorities for
which aspects of care will be monitored, and analyzing the quality-of-care studies,
indicators, utilization reports, grievances, survey data, and risk management
information. A systematic, multi-disciplinary improvement process is followed. It
develops an annual planfor performance improvement activities (Quality
ManagementPlan).

B. Composition

The Patient Safety and Performance Improvement Committeeincludes the following
Members:

1) A Physician Chairperson, appointed by the Medical Staff President, subject to MEC
Approval.

3) The Medical Staff President;

4) The CCRMC Chief Executive Officer;

5) The Director of Pharmacy;

6) The Chief Medical Officer;

7) The Chief Nursing Officer;

8) The Ambulatory Care Medical Director;

9) The Chief Operating Officer;

10) The Chief Quality officer;

12) The past Medical Staff President;

13) The Chair of the Patient Care Policy and Evaluation Committee; and
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14) Two (2) Medical Staff Physician representatives, appointed by the Medical Staff
President, subjectto MEC approval;

15) Patient Safety Officer;

16) Director of Safety and Performance Improvement;

17) Medical Director of Quality and Safety;

18) Hospital Medical Director;

19) Specialty Medical Director;

20) Hospital Regulatory Compliance Officer;

21) Quality Manager Program Coordinator;

22) One (1) Medical Staff Member representative from the Behavioral Health Division,
appointed by the Medical Staff President, subject to MEC approval.

9.3.15 PeerReview Oversight Committee
A. Purpose and Meetings

The PeerReview Oversight Committee will oversee the peerreview thatis carried out
by the departments. It will supervisethe processes, help address systemsissues and
review cases thatinvolve more than one de partment.

B. Composition
1) The Medical Staff President shall serve as Chair of the Committee;
2) Each departmentwill have atleastone (1) representative. Large departments will
have two (2) representatives one frominpatient and the otherfrom outpatient.
Large departmentsare: Family and Adult Medicine, Internaland Specialty
Medicine, Surgery, and Psychiatry/Psychology.

9.3.16 Perinatal Morbidity and Mortality (PM&M) Committee.
A. Function

The Perinatal Morbidity and Mortality Committee (PM&M Committee) isaninter-
disciplinary committee which monitors perinatal outcomes. Itis intended to
complementthe quality assurance activities of the Departments of Pediatrics and
Obstetrics and Gynecology by focusing on those cases whose managementinvolves
both obstetrical and pediatricissues. The PM&M Committee reportsto the
Departments of OB/GYN and Pediatrics.

B. Composition.
The Perinatal Morbidity and Mortality Committee consist of:

1) All Membersingoodstanding of the Departments of OB/GYN, Pediatrics and
Anesthesia. The individualdepartments established attendance obligations;
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2) Nurse Program managerfor the Perinatal Unit, Clinical Nurse Specialists for
maternity and nursery and the RN Case Coordinatorare members, all with voting
privileges; and

3) Regularlyinvited members, all withoutvote, including:

(a) ConsultantPerinatologist;

(b) Consultant Neonatologist;

(c) Any Member of the Department of Ambulatory Medicine having obstetrical
privilege;

(d) Any Member of the Resident Staff presently assigned to the Pediatrics or
OB/GYN services orwith a particularinterestin acase beingdiscussed; and

(e) Any memberof the nursing staff with a particularinterestinacase being
discussed. The Nurse Program Manager or his/herdesignee will maintaina
file of confidentiality agreements signed by non-physician attendees.

9.3.17 Professional Affairs Committee
A. Purpose of Meetings

The Professional Affairs Committee consists of the two members of the Governing
Body who sit on the Joint Conference Committee. The members of the Professional
Affairs Committeeshall inviterepresentatives from the Medical Staff and
Administration, as appropriate, toits meetings.

B. Composition

The Professional Affairs Committee consists of the two (2) members of the Governing
Body who siton the Joint Conference Committee. The members of the Professional
Affairs Committeeshall inviterepresentative s from the Medical Staff and
Administration, as appropriate, toits meetings.

9.3.18 Utilization Management Committee
A. Purpose and Meetings

The Utilization Management Committee develops and oversees implementation and
operation of the utilization management planrelating to inpatient, ambulatory and
clinical supportservices, makes utilization decisions as required underthe plan,
analyzes utilization profiles and evaluates the effectiveness of the UR program.
Physician members of the committee act as the physician advisors required by the UR
plan. The URC meets at least quarterly and reports to the Performance Improvement
Committee.

B. Composition

The Utilization Management Committeeincludes:
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1) A Chairperson appointed by the Chairperson of the PSPIC, subject to MEC
approval;

2) Atleast6-8 additional Medical Staff members, selected to provide broad
representation from the Medical Staff;

3) Atleastone (1) representative from Administration, without vote;

4) Directorof Social Services, without vote;

5) Representative from Nursing, without vote;

6) Representative from Finance, withoutvote;

7) Representative from Quality Assurance Department, without vote; and

8) Directorof Health Information Management, withoutvote.

ARTICLE 10

MEETINGS

10.1 Medical StaffMeetings

10.1.1

10.1.2

Regular Meetings

General Staff meetings will be held quarterly. The Medical Executive Committee may
authorize additional regular general Staff meetings by resolution. The resolution
authorizing any such additional meeting shallrequire notice specifying the place, date,
and time forthe meeting, and thatthe meeting can transact any business as may come
beforeit.

Special Meetings

A special meeting of the Medical Staff may be held by the Medical Executive Staff
President. A special meeting must be held by the President at the written request of the
Governing Body, the Chief Medical Officer, the Administrator, the Medical Executive
Committee, or 25% of the active staff in good standing.

10.2 Clinical Departmentand Committee Meetings

10.2.1

10.2.2

Regular Meetings

Clinical Departments, Division, and Committees may establish by resolution the time for
regularmeetings. No additional noticeisrequired.

Special Meetings

A special meeting of any Department, Division, or Committee may be held by the Head or
Chairpersonthereof. Aspecial meeting mustbe held by the Head or Chairperson atthe
written request of the Administrator, the Medical Executive Committee, the Medical Staff
President, the Chief Medical Officer, or 25% of the group’s current membersin good
standing.
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10.3

10.4

10.5

10.6

10.2.3 Executive (Closed) Session

Any Committee, Department or Division may call itself into executive session atany time
duringaregularor special meeting. All ex-officio members shall leave during the
executivesession unless requested to remain by the Chairperson. Accurate and complete
minutes must be made and kept of any executive session.

Quorum
10.3.1 Medical Staff Meetings

The presence of one-third (1/3) of the active Medical Staff ata General or Special Medical
Staff meeting shall constitute aquorum forall appropriate actions except the removal of a
Medical Staff Officer. Fora meeting consideringthe removal of a Medical Staff Officer,
the quorum shall be one-half (1/2) of the active Medical Staff. Ex-officio members do not
count forquorum purposes.

10.3.2 Departmentand Committee Meetings

For committees, aquorum shall consist of 25% of the members of a committee by no
fewerthantwo (2) members. For Departmentand division meetings, aquorum shall
consist of 25% of the members. Ex-officio members do not countfor quorum purposes.

Manner of Action
Exceptas otherwise specified, the action of a majority of the members presentandvotingata

meetingatwhicha quorumis presentshall be the action of the group. A meetingatwhicha
guorumisinitially present may continue to transact business notwithstanding the withdrawal of
members, if any action takenisapproved by a least a majority of the required quorum forsuch
meeting, orsuch greaternumberas may be specifically required by these Bylaws.

Notice of Meetings
Written notice of any regular general medical Staff meeting, orany regular committee or

Department meeting, not held pursuantto resolution, will be delivered personally or via mail to
each person entitled to attend at not less the five (5) days or more than fifteen (15) days before
the date of such meeting. Notice of any special meeting of the Medical Staff, a Department, ora
committee willbe given orally orin writing at least seventy-two (72) hours priorto the meeting.
Personal attendance ata meeting constitutes a waiver of notice of such meeting, exceptwhena
person attends a meetingforthe express purpose of objecting, at the beginning of the meeting, to
the transaction of any business because of lack of notice. No business shall be transacted atany
special meeting exceptthatlistedinthe meeting notice.

Minutes

Exceptas otherwise specified herein, minutes of all meetings will be prepared and retained. They
shallinclude, ataminimum, the date and time of the meeting, arecord of the attendance or
members and the vote taken on all matters. A copy of the minutes shall be signed by the
presiding officer of the meeting and forwarded to the medical Executive Committee.

61



10.7 Agenda
The Medical Staff presidentand Medical Executive Committee shall determine the order of
business ata meeting of the Medical Staff. The agendashallinclude, insofaras feasible:

1) Readingand acceptance of the minutes of the lastregular meeting and of all special meetings
held since the last regular meeting;

2) Administrative reports from the Medical Staff president, Departments, Committees, and the
Administrator;

3) Election of officers when required by these Bylaws;

4) Reportsbyresponsible Officers, Committees and Department on the overall results of patient
care audits and other quality review, evaluation, and monitoring activities of the Staffand on
the fulfillment of otherrequired Staff functions;

5) Oldbusiness;and

6) New business.

10.8 Attendance Requirements
10.8.1 Medical Staff Meetings

The Medical Executive Committee may adopt attendance requirements forthe Medical
Staff and Department meetings.

10.8.2 Special Attendance

At the discretion of the Chairpersons or presiding Officer, when a Member’s practice or
conduct isscheduled fordiscussion ata regular Department, Division or Committee
meeting, the Member may be requested to attend. If asuspected deviationfrom
standard clinical practice isinvolved, the notice shall be given atleast seven (7) days prior
to the meetingand shall include timeand place of the meetingand ageneral indication of
theissueinvolved. Failure of aMemberto appearat any meeting, with respecttowhich
he/she was given such notice, unless excused by the Medical Executive Committee upon a
showing of good cause, is grounds for corrective action.

10.9 ConductofMeetings
Unless otherwise specified, meetings shall be conducted according to Robert’s Rules of Order;

however, technical or non-substantive departures from such rules shall notinvalidate action taken
at such a meeting.

ARTICLE 11
CORRECTIVE ACTION

11.1 Corrective Action
11.1.1 Initiation

62



11.1.2

11.1.3

Any person may provide information to the Medical Executive Committee aboutthe
conduct, performance, orcompetence of its Members. When reliable information
indicate a Member may have exhibited acts, demeanor, or conduct reasonably likely to be
(a) detrimental to patient safety, (b) unethical orillegal, (c) contrary to the Medical Staff
Bylaws and/orrules and regulations, or (d) below applicable professional standards, a
request foran investigativeand/or corrective action against such Member may be
initiated. The President of the Medical Staff, a Department Chair, the Chair of any
standing Committee, orthe Governing Body may initiate such arequest. All requestsfor
corrective action and/or formal investigation shall be in writing, shallbe made to the
Medical Executive Committee, and shall be supported by reference to the specific
activities orconduct which constitutes the grounds forthe request. If the Medical
Executive Committeeinitiates the request, it shall make an appropriate written record of
the reasonsfor the request.

Formal Investigation

If the Medical Executive Committee concludes aformal investigation is warranted, it may
conduct the investigation itself, orassign the task to an appropriate medical Staff Officer,
Department, or standing orad-hoc committee of the Medical Staff. If the investigationis
delegated, the designee shall proceed with the investigation ina prompt mannerand shall
provide awritten report of the investigation to the Medical Executive Committee as soon
as practical. The report may include recommendation for appropriate corrective action.
The Membershall be given an opportunity to provide informationinamannerand upon
such terms as the investigatingbody deems appropriate. The individualor body
investigating the matter may, butis not obligated to, conductinterviews with persons
involved; however, such investigation shall not constitute a hearing, norshall the
procedural rules with respectto hearings orappealsapply. Despitethe status of any
investigation, at all times the Medical Executive Committee shallretain authority and
discretion to take whateveraction may be warranted by the circumstances, including the
imposition of summary suspension, termination of the investigative process, or other
action. Any reportsthat are made to the Medical Executive Committee must be shared
promptly with the Member underinvestigation.

The MEC may alsorequire a medical or psychological exam. The examining physician shall
be choseninthe mannerdescribedinSection 5.2; however, the Memberis notrequired
to pay forthe exam.

Medical Executive Committee Action

As soon as practical afterthe conclusion of the formal investigation (or without a formal
investigation if deemed unwarranted), the Medical Executive Committeeshall take action
that may include, without limitation:
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A. Determiningno corrective actionis warranted and, if the Executive Committee
determinesthere was no credible evidence forthe complaintinthe firstinstance,
removing any adverse information from the Member’sfile;

B. Deferringactionfora reasonable time where circumstances warrant;

C. Issuingletters of admonition, censure, reprimand,orwarning. Nothingherein shall
preclude Department Heads from issuing written or oral warnings or counseling. In
the eventthe MEC issues such letters, the affected Member may make a written
response which shall be placed inthe Member’s file;

D. Recommendingthe imposition of terms of probation orspecial limitation upon
continued Medical Staff membership or exercise or clinical privilegesincluding,
without limitation, requirements for co-admissions, mandatory consultation, or
monitoring;

E. Recommendingreduction, modification, suspension orrevocation of clinical
privileges;

F. Recommendingreductions of membership status or limitation of any prerogatives

directly related to the Member’s delivery of patient care;

Recommending suspension, revocation or probation of Medical Staff membership;

H. Takingotheractionsthat are appropriate underthe circumstances.

®

11.1.4 SubsequentAction

A. If corrective action as set forth above isrecommended by the Medical Executive
Committee, the MEC shall notify the Administrator, the Governing Body, and the
affected member of the Medical Staff of the recommended action.

B. Therecommendations of the Medical Executive Committee shallbe final, unless the
affected memberorthe Governing Body requests a hearingto challenge the
recommendations.

11.2 Summary Restriction of Suspension
11.2.1 CriteriaforlInitiation

WheneveraMember’s conduct appears to require thatimmediateaction be taken to
protectthe life orwell-being of patient(s) ortoreduce a substantial and imminent
likelihood of significant impairment of the life, health, or safety of any patient, prospective
patient, orother person, the Governing body, the Administrator, the Medical Staff
President, the Medical Executive Committee, orthe head of the Departmentin which the
Member holds privileges may summarily restrict or suspend the Medical Staff
membership or Clinical Privileges of such member. Unless otherwise stated, the summary
restriction orsuspension shallbecome effective immediately, and the person or body
responsible shall promptly give written notice to the Memberas described below, the
Governing Body, the Medical Executive Committee, and the Administrator. The summary
restriction orsuspension may be limited in duration and shall remain in effect forthe
period stated oruntil resolved as setforth herein. Unless otherwise indicated by the
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11.2.2

11.2.3

11.2.4

terms of the summary restriction or suspension, the Member’s patients shallbe promptly
assigned to another member(s) by the Department Chair or by the Medical Staff
President, considering, where feasible, the wishes of the patientinthe choice of a
substitute Member.

Written Notice of Summary Suspension

Within one working day of imposition of asummary suspension, the affected Medical
Staff Member shall be provided with written notice of such suspension. Thisinitial written
notice shall include astatement of facts demonstrating that the suspension was necessary
because failure to suspend or restrict the practitioner’s privileges summarily could
reasonably resultinanimminentdangertothe health of an individual. The statements of
facts providedinthisinitial notice shallalso include asummary of one or more particular
incidents givingrise to the assessment ofimminent danger. Thisinitialnotice shallnot
substitute for, butisinaddition to, the notice required by theses Bylaws for furtheraction
of the MEC regardingissues related to such a summary suspension.

Medical Executive Committee Action

As soon as practicable aftera summary restriction or suspension has beenimposed, but
no more than ten (10) calendardays thereafter, ameeting of the Medical Executive
Committee shall be convened to review and considerthe summary suspension or
restriction. The Member may attend the meetingand make a statement concerningthe
issues underinvestigation on such terms and conditions as the Medical Executive
Committee may impose. In no eventshall any meeting of the Medical Executive
Committee, with or without the Memberin attendance, constitute a hearing, norshall any
procedural rules apply. AMember’s failure, without good cause, to attend a meeting of
the Medical Executive Committee afterawritten requestto attend was mailed to the
Member by the Medical Executive Committee, shall constitutea waiver of the Member’s
rightto appear and be heard. The request of the Medical Executive Committeeforthe
Memberto attend the meeting shall be made in writing, mailed to Member’s last known
address by first class mail of the United States Postal Service atleast five (5) cale ndar days
before the meeting, and shall informthe Memberthat his or herfailure to attend said
meeting shall constitute awaiverof hisorher rightsto appearand be heard. The Medical
Executive Committee may postpone orreschedule the meeting onthe writtenrequest of
the Member. The Medical Executive Committee may modify, continue, vacate, or
terminate the summary restriction orsuspension. The Medical Executive Committee shall
mail the Member written notice of its decision that shall be effective upon depositinthe
United States Mail.

Procedural Rights

Unlessthe Medical Executive Committee terminated or vacates the summary restriction
or suspension, the Memberis entitled to the procedural rights afforded by these Bylaws.
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11.3 Grounds for Automatic Suspensions and/or Restrictions
In certaininstances, the Member’s Privileges or membership may be suspended orlimited as a
result of certain occurrences that disqualify the memberfrom membership orthe exercise of
certain Privileges. These grounds for automaticsuspension do not require any action of the MEC
or the Governing Body priorto the suspension and/orrestriction. If aMemberrequestsahearing
to challenge theseautomaticsuspensions and/or restrictions, the scope of such a hearingis
limited. The only question before the Judicial Review Committeeinthese situationsis whether
the grounds for automaticsuspension have occurred.

11.3.2 Licensure
A. Revocationand Suspension

WheneveraMember’slicense orotherlegal credential authorizing practice inthe
state is revoked or suspended by the applicable licensing or certifying authority,
Medical Staff membership and Clinical Privileges shall be automatically revoked as of
the date such action becomes effective.

B. Restriction

WheneveraMember’slicense orotherlegal credential authorizing practice in this
stateis limited orrestricted by the applicable licensing or certifying authority, any
Clinical Privileges which the Memberhas been granted at the Hospital which are
withinthe scope of said limitation orrestriction are automatically limited orrestricted
ina similar manner, as of the date such action becomes effective and throughoutits
term.

C. Probation

WheneveraMemberis placed on probation by the applicable licensing or certifying
authority, his or her membership status and Clinical Privileges are automatically
subjecttothe same terms and conditions of the probation as of the date such action
becomes effectiveand throughoutits term.

D. Suspensionof Membershipwhenalicense is Not Renewed
Expiration:

WheneveraMember’slicense orothercredential authorizing practice in the state
expires, Medical Staff Membership and Clinical Privileges shall automatically
suspended. If the memberrenews hisorherlicense and is effectiveretroactive, the
suspension will be vacated. Ifitis notrenewed within six (6) months, Medical Staff
Membership and Privileges shall be automatically revoked.

11.3.3 Controlled Substances
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11.3.4

11.3.5

11.3.6

WheneveraMember’s DEA certificate is revoked, limited or suspended, the Member
automatically and correspondingly be divested of the right to prescribe medications
covered by the certificate, as of the date such action becomes effective and throughout its
term.

A. Probation

WheneveraMember’s DEA certificate is subject to probation, the Member’sright to
prescribe such medications shallautomatically become subject to the same terms of
the probation, as of the date such action becomes effective and throughoutitsterm.

Failure to Satisfy Appearance Requirement

Failure of a Member, without good cause, to appearat a Special Appearance is cause for
automaticsuspension of membership and restriction of Privileges.

Medical Records

Members of the Medical Staff are required to complete medical records within such
reasonable time as may be prescribed by the Medical Executive Committee. Failure to
comply with the Medical Executive Committee policies regarding completion of medical
recordsis criteriaforsuspension orothercorrective action. IfaMemberis automatically
suspended forincomplete records, his/her membership is automatically reinstated once
the medical records are completed. A prolonged period of automaticsuspensionora
repeated pattern of automaticsuspensions forincomplete medical records may be
grounds for further corrective action by the Medical Staff and may resultin adverse
reports to governmental and licensing authorities.

Professional LiabilityInsurance

Failure to maintain professional liability insurance shall resultin the immediate suspension
of the Member’s Clinical Privileges. Written notice of the suspension shall be mailed to
the memberat hisor herlast known address. Said notice shall also state that the member
has ninety (90) days to provide proof of professional liability insurance, that the
suspension will continue until proof of insurance is provided, and that failure to provide
proof of insurance within ninety (90) days shall resultin termination of Medical Staff
membership. If proof of professional liability insurance is not provided to the Medical
Executive Committee within ninety (90) days, the Medical Executive Committee shall mail
written notice of termination of Medical Staff membership to the Memberat his or her
last known address, including the information that he or she isentitled to the procedural
rights setforth inthese Bylaws.
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12.1

12.2

12.3

ARTICLE 12

HEARING AND APPELLATE REVIEWS

Grounds for Hearing
Exceptas otherwise specified in these Bylaws, any one or more of the followingactions or

recommended actions shallbe deemed actual or potential adverseaction and constitute grounds
for a hearing:

12.1.1 Denial of Medical Staff Membership;

12.1.2 Denial of requested advancementin Staff Membership category;

12.1.3 Denial of Medical Staff reappointment;

12.1.4 Demotiontolower Medical Staff category;

12.1.5 Suspension of Staff Membership;

12.1.6 Revocation of Medical Staff Membership;

12.1.7 Denial of anyrequested Clinical Privilege(s) except temporary Privileges;

12.1.8 Involuntary reduction of current Clinical Privileges, including temporary Privileges;
12.1.9 Suspensionof any Clinical Privileges, including temporary Privileges;

12.1.10 Termination of any or all Clinical Privileges, including temporary Privileges;

12.1.11 Involuntary imposition of significant consultation or monitoring requirements, excluding
monitoringincidental to provisional status;

12.1.12 Any otherrestriction(s) on Medical Staff membership or Clinical Privileges which is
reportable pursuantto Section 805 of the Business and Professions Code.

Exhaustion of Remedies
If adverse action described above is taken orrecommended, the applicant of Member must
exhaustthe remedies afforded by these Bylaws before resortingto legal action.

Requests for Hearing
12.3.1 Notice of Action or Proposed Action.

In the event of a proposed oractual action againsta Member of the Medical Staff or an
applicant, the Medical Staff President shall givethe Member or applicant:

12.3.2 Promptnotice of the recommendation oraction, including a brief descri ption of the
reasons forthe recommendation oraction;
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12.3.3

12.3.4

12.3.5

12.3.6

12.3.7

12.3.8

12.3.9

Notice of the rightto request a hearing;

Notice thatfailure torequestahearing within the prescribed time period and inthe
proper manner constitutes awaiverof rightsto a hearingandto an appellate review on
the matter thatis the subject of the notice;

Notice regarding whetherthe proposed action, if adopted, is reportable pursuant to
Business & Professions Code Section 805and following;

A summary of the rightsthe Member or applicant will have atthe hearing.
RequestingaHearing

The affected Member orapplicant must request a hearing within thirty (30) calendar days
afterthe date of the notice of action or proposed action. The request forhearingshall be
inwritingand address to the Medical Staff President. Failure to make atimely request
and inthe mannerdescribed may resultin the denial of a hearing at the discretion of the
Medical Executive Committee.

Time and Place for Hearing

Upon receipt of a request forhearing, the Medical Staff President shall schedule ahearing
and provide notice to the Member or applicant of the time, place and date of the hearing.
The hearing shall commence notlessthan thirty (30) days or more than ninety (90) days
fromthe date of the Notice of Hearing. Whenthe Memberisundersummary suspension,
the hearing shall commence not more that forty-five (45) days from the date of the Notice
of the Hearingis mailed or otherwise delivered tothe Member undersummary
suspension. The Member may waive these time limits if he/she wishes.

Notice of Charges

In the Notice of Hearing, the Medical Staff President shall state the reason(s) forthe
adverse action taken or recommended, including the acts or omissions with which the
Memberor applicantis charged and a list of the chargesin question, where applicable. In
addition, the Medical Staff President shall furnish alist of witnesses the Medical Executive
Committee expects will testify onits behalf atthe hearing. Thislistmaybe amendedata
latertime should new names emerge.

12.3.10 Judicial Review Committee

When a hearingisrequested, the Medical Executive Committee shall appointaJudicial
Review Committee which shall be composed of notless than five (5) Members of the
Medical Staff who have not actively participated in the consideration of the matter
leading up to the recommendation oraction and who are not in direct economic
competition withthe membercharged. The Medical Executive Committeeshall designate
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one of the five as Chair. Knowledge of the matterinvolved shall not preclude a Member
of the Medical Staff from serving asa member of the Judicial Review Committee. Inthe
eventthatitis not feasibleto appointaludicial Review Committee from the Medical Staff,
the Medical Executive Committee may appoint practitioners who are not Members of the
Medical Stall. The Judicial Review Committeeshall include atleast one memberwiththe
same healingarts licensures as the affected Member. All other members shall have M.D.
or D.O. degrees.

12.3.11 Failure to Appearor Proceed

Failure, without good cause, of the Member orapplicantto personally attend and proceed
at such a hearingshall constitute voluntary acceptance of the recommendations oraction
atissue.

12.3.12 Postponements and Extensions

Once a hearingisrequested, postponements and extension of time beyond the times
permittedinthese Bylaws may be permitted by the Medical Staff President, the Judicial
Review Committee, orits Chairperson on ashowing of good cause.

12.4 Hearing Procedure
12.4.1 Pre-hearingProcedure

A. The Medical Executive Committee orits designee may request, in writing, alist of
names and addresses of all personsthe Member or applicant anticipates callingto
testify atthe hearingonthe Member’s orapplicant’s behalf. The Memberor
applicant shall furnish the witness list within seven (7) days of the date of the request.
Upon written request, the Medical Executive Committee orits designeeshall provide
the Member or applicant with copies of all documents upon which the adverse action
isbased. Upon written request, the Memberorapplicant shall providethe Medical
Executive Committeeorits designee with copies of all documents the Member
applicant expectsto presentat his/herhearing.

B. ltisthe dutyofthe Memberor applicantand the Medical Executive Committeeorits
designee to exercise reasonable diligence in notifying the Chairperson of the Judicial
Review Committee of any pending oranticipated procedural disputes as farin
advance of the scheduled hearingas possible, in order that decision concerning such
matters may be made in advance of the hearing. Objectionstoany pre-hearing
decision may be again made at the hearing.

12.4.2 Representation

The hearings provided forin these Bylaws are forthe purpose of intra-professional
resolution of matters bearing on professional conduct, professional competency, and/or
character. The Member or applicantshall be entitled to representation by legal counsel in
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12.4.3

12.4.4

12.4.5

any phase of the hearing and shall receive notice of the right to obtain representation by
an attorney at law. In the absence of legal counsel, the Member orapplicant shall be
entitled tobe accompanied by and represented at the hearing by a practitionerlicensed
to practice in the State of Californiawhois notalso an attorney at law. If the Member or
applicantis notrepresented by an attorney, the Medical Executive Committee shall
appointa representative whois notan attorney to representits position, present the
supporting witnesses and material, examine witnesses, and respond to appropriate
guestions. The Medical Executive Committee shall only be represented by an attorney at
law if the Memberor applicantis alsorepresented by an attorney.

The Hearing Officer

The Medical Executive Committee shallappoint a Hearing Officer (who may also be the
Chairof the Judicial Review Committee) to presideat the hearing. The Hearing Officer will
not act as a prosecuting officer oras an advocate. The Hearing Officershall endeavorto
ensure thatall participantsinthe hearing have a reasonable opportunity to be heard and
to presentrelevantoral and documentary evidence in an efficientand expeditious
manner, and that proper decorumis maintained. The Hearing Officershall determinethe
orderof or procedure for presenting evidence and argument during the hearingand shall
have the authority and discretion to make all rulings on questions that pertain to matters
of law, procedure and/orthe admissibility of evidence. If the Hearing Officer determines
that any participantis not proceedingin an efficient and expeditious manner, the Hearing
Officer may take actions as seems warranted by the circumstances.

Hearing Record

A record of the hearing shall be made thatis of sufficient accuracy to permit review by any
appellate group that may later be called upontoreview the matter. The Judicial Review
Committee may determine to make the record by use of (a) a court reporteror (b) by a
tape recording and minutes of the proceedings. The Memberorapplicant may request, in
writing, acopy of the hearing record. The copy will be provided to the Memberor
applicant upon payment of the cost of preparingand copyingthe record.

Rights of the Parties

Both parties atthe hearing may call and examine witnesses for relevant testimony,
introduce relevant documents, cross-examine and/orimpeach witnesses who have
testified on any matterrelevanttotheissues, and otherwiserebutevidence, aslong as
thesesrights are exercised in an efficientand expeditious manner. The Memberor
applicant may be called by the Medical Executive Committee orits designee and examined
as if undercross-examination. The Memberorapplicant may, at the beginning of the
hearing, challengethe membership of the Judicial Review Committee because of alleged
conflict of interest on the part of any committee member. Should such achallenge occur,
the Medical Staff President may choose to remove and replace the challenged member

71



12.4.6

12.4.7

12.4.8

12.4.9

(requiringapostponementif necessary) or proceed without removal. If the Medical Staff
President choosesto proceed without removal, any challenge by the Memberorapplicant
shall be made succinctly in writingand shall be make part of the hearing record.

Miscellaneous Rules

Judicial rules of evidence and procedure relating to the conduct of the hearing,
examination of witnesses, and presentation of evidence, do notapply toa hearing
conducted underthis Article. Anyrelevantevidence, including Quality Assurance profiles,
credentialsfiles, and hearsay shall be admittedifitis the sort of evidenceon which
responsible persons are accustomed torely inthe conduct of serious affairs, regardless of
the admissibility of such evidence in acourt of law. However, no finding of fact may be
based solely on hearsay. The Judicial Review Committee may interrogate the witnesses
and/or call additional witnessesifitdeemssuch action appropriate. Atitsdiscretion, the
Judicial Review Committee may request or permit both sides to file written arguments. A
Medical Staff Member does not have the rightto view oruse peerreview information of
other practitioners as part of the fair hearing process.

Burden of Proof

When a hearingrelated to denial of initial appointment, denial of requested Department
or division membership, denial or restriction of Clinical Privileges, mandatory consultation
or supervisionrequirementsasit pertainstoan initial application for membership or
Privileges, ordenial of arequest to advance from courtesy to active Staff, ortermination
due to inactivity, the practitioner has the burden of proving that the adverse action or
recommendation lacks asubstantial factual basis orthatthe actionis arbitrary,
unreasonable, orcapricious. Otherwise, the Medical Executive Committee has the burden
of provingthatthe adverse action is warranted and has a substantial factual basis.

Adjournmentand Conclusion

Afterthe presentation of the oral and written evidence, oral closing arguments, or written
closingarguments, if requested by the Judicial Review Committee, the hearing shall be
closed.

Basis for Decision

The decision of the Judicial Review Committee shallbe based on the evidenceintroduced
at the hearing, including all logical and reasonableinferences fromthe evidenceand the
testimony, and shall be within the constraints of these Bylaws. The decision of the Judidal
Review Committeeshall be final, subject to the Appeal provision of these Bylaws.

12.4.10 Presence of Judicial Review Committee members and Vote
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A majority of the Judicial Review Committee must be present throughoutthe hearingand
deliberations. If the committee memberisabsent from any part of the proceedings,
he/she may not participate in the deliberations orthe decision.

12.4.11 Decision of the Judicial Review Committee

A. TheJudicial Review Committee shall make findings of fact.

B. ThelJudicial Review Committee may make one of the following decisions based upon
the findings of fact:

1) Theaction of the Medical Executive Committee is sustained;

2) The action of the Medical Executive Committee is overturned; or

3) Theaction of the Medical Executive Committee is modified. (The modification
may be less or more adverse to the Memberor applicant than the action of the
Medical Executive Committee.)

C. ThelJudicial Review Committee shall make its decision by simple majority vote. The
numerated results of the vote are notreportedin the final report of the Judicial
Review Committee.

D. Withinthirty (30) workdays afteradjournment of the hearing, the Judicial Review
Committee shall renderadecision, which shall be in writing. If the Memberis
currently under suspension, however, the time for the decision and report shall be
fifteen (15) workdays. The original report and decision shall be forwarded to the
Medical Staff President, the Professional Affairs Committee and the Member or
applicantat his or herlast known address. The report shall containthe findings of
fact, a statement of the reasonsin support of the decision, and the decision. The

decision of the Judicial Review Committee shall be final, subject to such rights or
appeal as setforthinthese Bylaws.

12.5 Appeals
12.5.1 Time for Appeal

Withinten (10) calendardays of the date that the report/decision of the Judicial Review
Committee is mailed to the Member of applicant, eitherthe Memberorapplicant orthe
Medical Executive Committee may request an appellatereview of the decision. The
written requestforsuchreview shall be delivered to the Medical Staff President and
mailed ordelivered to the otherparty to the hearing. If a requestforappellatereviewis

not made within the specified time period, the decision of the Judicial Review Committee
shall be final.

12.5.2 Grounds for Appeal

A written requestforanappeal shall includeanidentification of the grounds forappeal
and a clearand concise statement of the factin support of the appeal. The grounds for
appeal from the hearing shall be: (a) substantial non-compliance with the procedures

required by these Bylaws orapplicable law which has created demonstrable prejudice;
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(b) the decision was not supported by substantial evidence based upon the hearing
record or such additional information as may be permitted.

12.5.3 Time, Place and Notice

If an appellate review isto be conducted, the appeal board shall, within thirty (30) days
afterreceipt of notice of appeal, scheduleareview date and cause each side to be given
notice of the time, place and date of the appellate review. The date of ap pellate review
shall not be lessthan thirty (30) nor more than sixty (60) days from the date of such
notice, provided, however, thatwhenarequestforappellatereview concernsa
Memberwhois undersuspension whichisthenin effect, the appellate reviewshall be
held assoon as the arrangements may reasonably be made, not to exceed fifteen (15)
days from the date of the notice. The time forappellate review may be extended by the
appeal board for good cause.

12.5.4 Appeal Board

The Governing Body, or an authorized committee of the Governing Body, shallsitas the
Appeal Board. Knowledge of the matterinvolved shall not preclude any personfrom
servingasa memberof the Appeal Board, so longas that person did nottake partin a
priorhearing on the same matter. The Appeal Board may selectan attorney to assistit
inthe proceeding, but thatattorney shall not be entitled to vote with respecttothe
appeal.

12.5.5 Appeal Procedure

The proceeding by the Appeal Board shall be in the nature of an appellate hearing based
uponthe record of the hearing before the Judicial Review Committee, provided that the
Appeal Board may accept additional oral or written evidence, subject toa foundational
showingthat such evidence could not have been made available to the Judicial Review
Committee in the exercise of reasonable diligence and subject to the same rights of
cross-examination or confrontation provided at the Judicial Review Hearing; orthe
Appeal Board may remand the matterto the judicial Review Committeeforthe taking of
furtherevidence and fordecision. Each party shall have the right to be represented by
legal counselin connection with the appeal, to presenta written statementin support
of hisor herpositiononappeal and, inits sole discretion, the Appeal Board shall present
its written recommendations as to whetherthe Governing Body should affirm, modify,
or reverse the Judicial Review Committee decision, orremand the matterto the Judicial
Review Committeeforfurtherreviewand decision.

12.5.6 Decision
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A. Exceptas otherwise provided herein, within thirty (30) days afterthe conclusion of the
appellate review proceeding, the Governing Body shall renderadecisionin writing
and shall forward copies thereof to each side involved in the hearing.

B. The Governing Body may affirm, modify, orreverse the decision of the Judicial Review
Committee orremand the matterto the Judicial Review Committeefor
reconsideration. Ifthe matterisremanded tothe Judicial Review Committeefor
furtherreview and recommendation, said committee shall promptly conductits
review and make its recommendations to the Governing Body. This furtherreview
and the time required toreport back shall not exceed thirty (30) daysin duration
exceptasthe parties may otherwise agree orforgood cause as jointly determined by
the Chairpersons of the Governing Body and the Judicial Review Committee.

C. Intheeventthe decision of the Governing Bodyis unfavorable tothe applicantor
Member, that action shall become final. Inthe eventthe decision is favorable, that
action also shall become final unless the Medical Executive Committee elects within
fifteen (15) days to submitthe matterto an ad-hoc committee. Thisad-hoc
committee shall be composed of two (2) members of the Governing Body (appointed
by the Chairof the Governing Body) and two (2) Members of the Medical Staff (as
appointed by the Medical Staff President) and shall have access to the records from
the hearingand appeal. The decision of this committee shallbe in writing within
thirty (30) days of receipt of the matterunless extended forgood cause. The decision
of this committee shall specify the reasons for the action taken and shall be forwarded
to the Governing Body who shall reconsiderits action, and then re nderafinal
decision.

12.5.7 Rightto One Hearing

No Memberor applicant shall be entitled to more than one evidentiary hearingand one
appellate review on any matterthat has been the subject of adverse action or
recommendation.

12.6 Exceptionsto Hearing Rights
12.6.1 AutomaticSuspension orLimitations of Practice Privileges.

In the circumstances setforthin these Bylaws causing AutomaticSuspension, the issues
which may be considered ata hearing, if requested, shallnotinclude evidence designed to
show that the determination by the licensing or credentialing authority was unwarranted,
but only (1) whetherthe revocation, suspension, restriction, or probation occurred, (2) the
terms of any restrictions, or probation, and (3) whetherthe Member may continue to
practice in the Hospital with the Limitations imposed by the licensing or credentialing
authority.
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12.6.2 Expunction of Disciplinary Action.

Upon petition, the Medical Executive Committee, inits sole discretion, may expunge
previous disciplinary action upon ashowing of good cause or rehabilitation.

ARTICLE 13
CONFIDENTIALITY

13.1 General
Discussion, deliberation, records and proceedings of all meetings of all Medical Staff committees
having the responsibility of evaluation and improvement of quality care rendered in this Hospital,
including, but not limited to meetings of the Medical Staff meeting as acommittee of the whole,
meeting of Departments and Division, meeting of Committees, and meetings of special and ad-hoc
committeesandincluding information regardingany Member orapplicant to the Medical Staff,
shall be confidential to the fullest extent permitted by law.

“Records” includes, butis not limited to, the credentials and quality assurance profiles of
individual practitioners and the records of all Medical Staff credentialing, peerreview, and quality
review activities.

Records will be disclosed only inthe furtherance of credentialing, peer review, and quality review
activities, and only as specifically permitted under the condition described in this Article, or
otherwise required by law.

Records that are disclosed to the Governing Body of the Hospital or its authorized representatives,
inorder forthe Governing Body to discharge its lawful obligations and responsibilities, shall be
maintained as confidential.

13.2 Breach of Confidentiality
Inasmuch as effective peerreviewand consideration of the qualifications of Medical Staff
Members and applicants to perform specific procedures must be based on free and candid
discussions, any breach of confidentiality provision of these Bylaws, exceptin conjunction with
otherHospital, professional society, orlicensing authority duties, is unauthorized conduct forany
Medical Staff memberandis grounds for corrective action.

13.3 Protection
All Medical Staff records shall be maintained in the Medical Staff Office and in the Quality
Assurance Department. Such records shall be maintained in locking cabinets underthe custody of
the Chairpersons of the Credentials Committee and the Patient Safety and Performance
Improvement Committee ortheirdesignees. The profile cabinets willbe locked except during
such times as these Chairpersons ortheir designees are able to monitoraccess to the records.
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13.4 Accessby personsor Agencies Outside the Jurisdiction ofthe Hospital
13.4.1 Credentialingor PeerReview at OtherHospitals

The Medical Staff president, the Credentials Committee Chairperson or the designee of
either, may release information contained in a credentials profileinresponsetoa
requestfromanotherhospital orits Medical Staff. That request mustinclude
information thatthe practitionerisa memberof the requesting hospital’s Medical Staff,
exercise privileges at the requesting hospital, oris an applicant for Medical Staff
membership or privileges at that hospital and mustinclude arelease forsuch records
signed by the concerned practitioner.

13.4.2 Requests by Hospital Surveyor/Investigators

Hospital surveyor/investigators are entitled to inspect records (excluding quality
assurance profiles, which shall not be made availableto any persons oragencies outside
the jurisdiction of the Hospital) covered by this Article on the hospital premisesinthe
presence of the Medical Staff President (or designee), provided that:

A.
B.

C

No originals or copies may be removed from the premises;

Accessisonly with concurrence of the Administrator (or designee)and the Medical

Staff President (or designee); and

The surveyor demonstrates the following to Hospital and Medical Staff

representatives;

1) That the surveyorhasspecificstatutory or regulatory authority to review the
requested materials;

2) That the materialssoughtare directly relevant to the matterbeinginvestigated;

3) That the materials soughtare the most directand leastintrusive meansto carry
out the pendinginvestigation orsurvey, bearing in mind that credentials profiles
regardingindividual practitioners are confidential materials;

4) That sufficient specificity is provided to allow for the production of individual
documents without undue burden to the Hospital or Medical Staff; and

5) Thatin the case of a request fordocuments with physicianidentifiers, the need
for suchidentifiersisdocumented.

6) Additionally, atthe discretion of the Medical Staff President and the
Administrator, the surveyor may be asked to sign a statement acknowledging
notification of the provisions of confidentiality. If he/she declinestosign, it will be
noted at the bottom of the prepared statementthat the surveyor, identified by
name, has declined to sign but has been provided a copy of confidentiality
provisions.

13.4.3 Subpoenas

All subpoenas of Medical Staff records shall be referred tothe Administrator, who shall

have the option of consulting legal counselforthe purpose of formulation aresponse.
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The Administratorshall notify the Medical Staff President when asubpoenafor Medical
Staff recordsis received.

13.4.4 Requestsfrom Licensing Boards

Currentlaw allows the California Medical Board, the Board of Osteopathic Examiners, and
the Board of Dental Examiners to review certain materials pertaining to Medical Staff
hearings concerning corrective action recommendations or decisions. Given the current
requirements of law, copies of the following records of a Medical Staff disciplinary hearing
shall be made available to the appropriate licensing board upon the specificrequest of
such board:

A. The Notice of Charges presented to the practitionerbeforethe beginning of a Medical
Staff hearing;

B. Anydocument, medical record, or otherexhibit received in evidence at the hearing;
and/or,

C. Anywrittenopinion, finding, or conclusions of the Medical Staff hearing committee
that were made available to the concerned practitioner.

In the eventthatthe concerned practitionerdid notrequestahearingas per these
Bylaws, the Notice of Action or Proposed Action shall be made available

The Medical Staff President, or designee, must reviewand approve the disclosure
beforeitismade. Anyrequestfordocuments otherthanthose cited above shall be
disclosed onlyinaccordance with this Article.

13.4.5 OtherRequests

All otherrequestsforinformation contained in the Medical Staff records shall be
forwarded to the Medical Staff President and the Administratorforan appropriate
response.

13.5 Accessby Persons within the Jurisdiction of the Hospital
13.5.1 Quality Assurance Profiles

A. Any practitioner may review his/her Quality Assurance profiles and/orwork folder
without cause and without approval by giving timely notice in writing to the designee
of the Medical Executive Committee. Anobservershall be presentwhenthe
practitionerisreviewinghis/her profile. Whena Member has reviewed his/her profile
as provided underthissection, he/she may requestacorrection ordeletion of
informationin his/her Quality Assurance profile by written request to the Medical
Executive Committee. Sucharequestshallinclude a statement of the basis forthe

actionrequested. The request will be considered and acted uponinaccordance with
the Bylaws.
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B. Exceptas notedabove, no Member of the Medical Staff, otherthan those specifiedin
the Bylaws, may be provided with access to a practitioner’s Quality Assurance profile
and/orwork folder. No member of the Hospital Administration or the Governing Body
may be provided with access to practitioner’s Quality Assurance profile or work folder,
exceptasrequired by the administrative hearing processinthese Bylaws. The
individual practitioner underreviewwill be notified in writing whenever this request
occurs.

C. Quality Assurance profiles may be submitted as evidence duringafairhearing
conducted pursuanttothese Bylaws.

13.5.2 Credential Files

13.5.3

13.5.4

13.5.5

A Medical Staff Membershall be granted access to his/herown credentials files, subject to
the following provisions;

A. Therequestshall give timely notice to the Medical Staff President or his/her
designee;

B. The Membermay review, and receive a copy of, only those documents provided
by or personally address tothe Member. A summary of all otherinformation,
including peerreview committeefindings, letters of reference, monitoring
reports, complaints, etc., shall be provided tothe Memberin a timely manner, in
writing, by the Medical Staff President or designee. Such summary shall disclose
the substance, but not the source, of the information summarized;

C. Thereview bythe Membershall take place inthe Medical Staff Office, during
normal working hours, inthe presence of the Medical Staff President or designee.

When a Member has reviewed his/herfile, he/she may address to the Medical Staff
Presidentawritten request forcorrection ordeletion of information in his/her credentials
files. Suchrequestshallinclude astatement of the basis forthe action requested. The
Medical Staff President shallreview such arequest within areasonable timeand shall
recommend to the Medical Executive Committee after such review whetherto make the
correctionor deletionrequested. The Medical Executive Committee, whensoinformed,
shall eithergrant or deny the request by a majority vote. The Member shall be notified
promptly, in writing, of the decision of the Medical Executive Committee. Inany case, a
Membershall have the right to add to his/herown credentials profile a statement
respondingto anyinformation contained inthe file.

The Medical Staff President, Department Chairpersons, committee chairpersons, the Chief
Medical Officer, and the Administrator shall have access to credentialsfiles to the extent
necessary to perform their official duties. Medical Staff committee members shallhave
access only tothe records of committees on which they serve.

No members of the Hospital Administrator orthe Governing Body will be given accesstoa
practitioner’s credentials file; however, the Governing Body orits designee, consistent
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14.1

14.2

14.3

144

14.5

14.6

withits ultimate responsibility to oversee quality or care, may wish to have an individual
practitioner’s credentials profile evaluated for specificreasons of concern. The individual
practitionerunder review must be immediately notified in writing whenever this request
occurs.

ARTICLE 14

GENERAL PROVISIONS

Rules and Regulations

The Medical Staff must annually review the Rules. The procedure foradopting, amending, and
repealingthe Rulesissetforthin Article 15 of the Bylaws. Once a rule or regulationsis adopted or
amended by the Governing Body, itis effectiveand governs applicantsand Members of the
Medical Staff. If there isa conflict between the Bylaws and the Rules, the Bylaws prevail. The
process setforthin Article 15 of the Bylawsis the sole method forthe initiation, adoption,
amendment, and repeal of medical Staff Rules.

Dues or Assessments

The Medical Executive Committee shallannually recommend the amount of annual dues or
assessments, if any, for each category of Medical Staff membership, subject to the approval of the
Medical Staff, and to determine the manner of expenditure of such funds.

Construction of Terms and Headings

The captions or headingsinthese Bylaws are for convenience only and are notintended to limit of
define the scope of oraffect any of the substantive provisions of these Bylaws. These Bylaws
apply with equal force to both genders wherevereithertermis used.

Authorityto Act
Any Memberor Members who act inthe name of this Medical Staff without properauthority shall
be subjectto such disciplinary action, as the Medical Executive Committee may deem appropriate.

Division of Fees
Anydivision of fees by Members of the Medical Staff is forbidden and any such division of fees
shall be cause for exclusion or expulsion from the Medical Staff.

Special Notices
Exceptas otherwise providedin these Bylaws, all notices, demands and requests required or

permitted to be mailed shall be in writing addressed to the last known address provided by the
Member, sealed, with postage fully paid, and deposited in the United States Postal Service. Inthe
alternative, any notice, demand, or request thatis required or permitted to be mailed may be
hand-delivered. If the official records of the Medical Staff and the Hospital contain different
addresses, the notice, request ordemand shall be mailed to both addresses.
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14.7 Requirements for Elections of Medical Staff President, Department Heads, Division
heads and for Bylaws Amendments

14.8

14.7.1 Elections by SecretBallot:
All elections shall be by secret ballot.

14.7.2 Eligibility to Vote:
Only active Members of the Medical Staff in Good Standing may vote in elections
governed by these Bylaws. Anactive Member of the Medical Staffis one who has been
approved foractive status by the Governing Body at least seven (7) days before the day
ballots are mailed.

14.7.3 Mailing Address:
It isthe responsibility of each Member of the Medical Staff to provide the Medical Staff
Office with his/her current mailing address. Ballots will be mailed tothe lastaddress
provided by the Medical Staff Member.

14.7.4 RunoffElections:
A candidate shall be elected by a majority of the votes cast. If no candidate receivesa
majority vote on the first ballot, a runoff election shall be conducted as soon as is practical
between the two candidates who received the highest pluralities. If the runoff election
resultsinatie, the electionshall be repeated. If thereisstill atie, the Medical Staff
president will castthe decidingvote. If the electionisforthe Medical Staff President, the
Medical Executive Committee will decide.

14.7.5 Votingwithin Committees and Departments:
At the discretion of the Department Chair, ballots may be by voice, by hand, or by secret
ballot. However, atthe request of any voting Member within that committee or
Department, that vote shall be by secret ballot. Voting Members are determinedin
accordance with these Bylaws.

Disclosure of Interest.

Allnominees forelection orappointment to Medical Staff offices, Department Chairs, or the

Medical Executive Committeeshall, atleast twenty (20) days prior to the date of election or
appointment, disclosein writing to the Medical Executive Committeethose personal, professional,
and financial affiliations and relationships of which they are reasonably aware that could

foreseeably resultinaconflict of interest with theiractivities or responsibilities on behalf of the
Medical Staff.
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14.9 Authorization,Immunity,and Releases.
14.9.1 Authorizationand Conditions.

By applyingforor exercising clinical privileges within this hospital, an applicant;

A. Authorizesrepresentatives of the hospitaland the Medical Staff to solicit, provide,
and act uponinformation bearing upon, orreasonably believed to bear upon, the
applicant’s professional ability and qualifications;

B. Authorized persons and organizationsto provide information concerning such
practitionertothe Medical Staff;

C. Agreestobebound by the provisions of this Article and to waive all legal claims
against any representative of the Medical Staff or the hospital who acts in
accordance with the provisions of these Bylaws; and

D. Acknowledgesthatthe provisions of these Bylaws are express conditionstoan
application for Medical Staff membership, the continuation of such membership,
and to the exercise of clinical privileges at this hospital.

14.9.2 Releases.

Each applicantor Membershall, upon request of the Medical Staff or hospital, execute
general and specificreleases as necessary to carry out the provision of these Bylaws.

14.10 Standards for History and Physical Examination.

14.10.1 The complete history and physical examination (H&P), as required forthe patient’s
medical record, shall be completed within twenty-four (24) hours afteradmission of the
patient, and, in case a patientis admitted forsurgery, shall be completed priortothe
time surgeryisdone. When the history and physical examination is dictated, a holding
note must be recorded inthe medical record at the time of examination. A historyand
physical may be performed up to thirty (30) days in advance provided adurable and
legible copyisinsertedintothe inpatient medical record no later than twenty (24) hours
afteradmissionandis updated as appropriate.

14.10.2 Special Standards for Elective Surgery.

The following procedure is to be followed when scheduling a patient for either elective
outpatientsurgery orelectivesurgery to be done on the day of admission (forgeneral or
regional anesthesia.)

14.10.3 The scheduling surgeon must schedule the patientforapre-op H&P to be done within
thirty (30) days priorto surgery. The surgeon must clearly enterinthe medical record:

A. The procedure beingscheduled and type of anesthesia;
B. Thesurgical indications;
C. Whetherthe patientistobe admitted following the surgery.
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10.10.4 It isthe responsibility of the surgeon scheduling the procedure to obtaininformed
consentfrom the patientat the time itis scheduled, having explained the risks and
benefitstothe patient.

10.10.5 The pre-op H&P and all ordered tests will be reviewed by the anesthesiologist priorto
surgery. The provider performingthe H&P and/orthe primary care provider may be
consultedin evaluation of abnormal results priorto cancellation of surgery.

ARTICLE 15

ADOPTION AND AMENDMENT OF BYLAWS AND RULES

15.1 Annual Review.
These Bylaws and the Rules shall be reviewed annually by the Medical Executive Committee.

15.2 Procedure.
Upon the request of the Medical Staff President, the Medical Executive Committee, the
Administrative Affairs Committee, or upon timely written petition signed by at least 10% of the
Members of the Medical Staff in Good Standing who are entitled to vote, consideration shall be
giventothe adoption,amendmentorrepeal of these Bylaws orRules.

15.3 Medical Staff Action.
These Bylaws and Rules may be adopted, amended, orrepealed by:

15.3.1 The affirmative vote of a majority of the active Staff Membersin Good Standing presentat
aregularor special Staff Meeting at which a quorum attends, provided that the proposed
documents oramendments are made available to Staff Members entitled to vote thereon
no lessthantwo (2) weeks before balloting with or at the time of notice of the meeting; or

15.3.2 The affirmative vote of a majority of ballots returned by Members in Good Standing,
provided thata copy of the proposed documents oramendments are made available to
each Staff memberentitled tovote thereon noless thantwo (2) weeks before balloting,
and provided that no lessthan two (2) weeks’ time interval exists between the date the
ballot was mailed to active Members and the due date of the ballot.

All elections to adoptamend or repeal the Bylaws or Rules and Regulations shall be
conductedin accordance with these Bylaws.

15.4 Approval.
By laws and Rules changes adopted by the Medical Staff shall not become effective untilapproved

by the Governing Body. Neitherthe Medical Staff northe Governing Body may unilaterally amend
the Bylaws or Rules.
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15.5 Exclusivity.
The mechanism described herein shall be the sole method for the initiation, adoption,
amendment, and/orrepeal of the Bylaws orRules.
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Rules and Regulations

These Rulesand Regulations are adopted pursuant to Article 15 of the Medical Staff Bylaws. These
Rules use the same Definitions as the ones described in the Bylaws. The Rules specifically include those
policiesand procedures that are referenced herein.

1. General Rules

A. Admissions
1. Alladmissions of patients are subjecttorules delineated in the Medical Staff Bylaws, spedific

department policies and hospital policies.

B. Continuous Responsibility for Patients

1.

Inpatient

a. Theattendingphysicianisresponsible forthe completeand continuing care of his/her
patients. He/sheisrequiredto keep appropriate personnel informed asto where
he/she can be reachedin case of emergency and shall designate atleast one physician
to renderemergency or other necessary patient care if he/she isnotavailable. Each
patientshall be reassessed daily.

2. Outpatient

a. PrimaryCare Providers are responsible fortheir panel of patients as described in the
Ambulatory Care Policies.

C. Medical Records

1.

General Provisions
a. Abbreviations

i. An “Unacceptable Abbreviations List” is posted throughout the hospital and clinics.
Copies may be obtained from Medical Records.

b. RecordsBelongingto Health Services Department

i. RefertoHospital Policy 705 —Removal, Retention and Destruction of Protected
Health Information. All medical records and otherrecords relating to the admission,
care and discharge of a patientare the property of the Contra Costa County Health
Services Departmentand may be removed from the Health Services Department’s
jurisdiction and safekeeping onlyin accordance with asubpoena, court orderor
otherstatute. In case of readmission of any patient, all previous records shall be
available tothe attending physician.

c. ElectronicSignature
i. Approvedelectronicsignature of medical recordsis acceptable for chart completion.
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2. Completion of Records

a.

Inpatient Records

Responsibilities of the Members of Medical Staff and General Provisions

Content of Staff Entry

vi.

vii.

The attending physician shall be responsible for preparingacomplete medical
record foreach patientas described in Hospital Policy 706 — Medical Record
Content. Thisrecord shall include at least the following minimum information.

Patients shall be discharged only upon the order of the attending physician or
anotherphysician acting as his/herrepresentative. Atthe time the patientis
discharged, the attending physician shallcomplete the medical record, indicate the
reason for admission, state the finaldiagnosis, record treatment and/or proced ures
performed, describe the condition of the patient on discharge, including specific
comparison with condition on admission and any specificinstructions given the
patientand/orfamily (e.g., diet, medication, physical activity and follow-up care.)
When pre-printed instructions are given to the patient, the record should so
indicate and a sample of the instruction sheetin use at the time must be kept on file
inthe Medical Records Department. All medical record entries must be signed and
dated.

When a patient has been hospitalized a discharge summary is required.

iv. Allsurgeryperformedshallbe fully described by the operatingsurgeoninthe

patient’s medical record. Such description shall includeadetailed account of the
technique used, identification of tissues and foreign materialremoved, if any, and a
description of the findings. Such description shall be done immediately after
surgeryisconcluded. Abriefinterim operative note shall be placedinthe medical
record immediately aftersurgeryis concluded if the complete note is not
immediately visible inthe electronichealth record.

At the discretion of the attending physician, tissues and foreign materials removed
insurgery shall be submitted, together with adequate clinical information, to the
pathologiston duty. The Pathology Department may establish appropriate
guidelines.

In addition to the operating surgeon’s report, the record of every operation
involving use of an anestheticotherthanlocal shallinclude aproperanesthetic

record and a post-anestheticfollow-up report.

Standards for History and Physical Examination. The complete history and physical
examination (H&P), asrequired for the patient’s medicalrecord, shall be completed
withintwenty-four (24) hours after admission of the patient, and, in case a patientis
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admitted forsurgery, shall be completed priortothe time surgeryisdone. When
the history and physical examination is done a holding note must be recordedinthe
medical record at the time of examination. History and physical may be performed
up to thirty (30) daysin advance provided adurable and legiblecopyisinsertedinto
the inpatient medical record no later than twenty-four (24) hours after admission of
the patient, and, in case a patientisadmitted forsurgery, shall be completed prior
to the time surgeryisdone. Whenthe history and physical examinationisdone a
holding note mustbe recorded inthe medical record at the time of examination. A
history and physical may be performed up to thirty (30) daysin advance provided a
durable and legible copyisinsertedinto the inpatient medical record no later than
twenty-four (24) hours afteradmission andis updated as appropriate. Ata
minimumthe H&P will include the following sections: HPI, Problem List, Allergies,
Medications, Physical Exam, and Assessment/Plan.

viii.Special Standards for Elective Surgery. The following procedureisto be followed
when scheduling apatientforeitherelective outpatient surgery orelective surgery
to be done on the day of admission (forgeneral orregional anesthesia.)

1. Theschedulingsurgeon mustschedule the patientforapre-op H&P to be done
within thirty (30) days prior to the surgery. The surgeon mustclearly enterin
the medical record:

a. The procedure beingscheduled and type of anesthesia;
b. Thesurgicalindications;
c. Whetherthe patientistobe admitted followingthesurgery.

2. ltisthe responsibility of the surgeon scheduling the procedure to obtain
informed consent fromthe patientatthe timeitis scheduled, having explained
therisks and benefitstothe patient.

3. AHistoryand Physical shall be done on all pre-op patients.
4. Pre-oplabworkshouldbe scheduled withintwo weeks priorto surgery.

5. The pre-op H&P and all ordered tests will be reviewed by the anesthesiologist
priorto surgery. The providerperformingthe H&P and/orthe primary care
provider may be consulted in evaluating abnormal results priorto cancellation
of surgery.

3. Delinquency
a. Allcharts mustbe completed within the time limits specified below. A “complete
medical record” is defined as one that meetsall criteriaas set forth.

i). Inpatient and Surgery
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ii.

Document Time Due

Discharge SUmMmMary.........ccoeeeeerereeeeenseeeenens Thirteen (13) days post discharge

Inpatient History/Physical.......ccoeeeererererererererenenes Twenty-four (24) hours post admission

Interval History/Physical........cccocovvvvereerrerenne. Lessthan twenty-four(24) hours prior to
surgery

Operative Report........eeveeieerieeseeseee e Immediately after surgery

Pre-anesthesia evaluation..........cccoceevevvveennenene. Must be completed priorto being placed
underanesthesiaunless extreme
emergency

Post-Anesthesia note......ccccovecevveccnennnnnen, 6 hours after conclusion of anesthesia

Verbal orders.... e Authenticated by twenty-four(24) hours

for IV Fluid or IV drugorders; all others
within 48 hours

Otherinpatientdocumentation as required by

law, including; At hospital discharge
a) Diagnosticandtherapeuticorders; A
b) Clinical observations and results of therapy;
c) Reportsof procedures, tests, and their Must be signed within thirteen (13) days
results; > and are delinquent afterthe fourteenth
(14™) day.

d) Conclusionsatthe termination of care.

e) Allinpatientdictations. )

Outpatient Records
a. Providersare encouragedtochart as soon as possible aftervisit. Ata minimum, the

diagnosisand treatment plan shall be charted atthe time of the visit. The provider
note must be complete within twenty-four (24) hours.
b. Outpatientnotesshould containthe following elements:

i
ii.
iii.
iv.
V.
vi.
vii.
viii.
. Patientteaching, includinginstructions given to the patientand/orfamily and

Patientidentification.

Date of visit.

Relevant history or pertinent update of the illness orinjury.
Physical findings, if applicable.

Results of tests and otherstudies, if applicable.
Diagnosticassessment.

Treatmentplan, including prescriptions.

Results of treatmentrendered during the visit, if applicable.

follow-up care.
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4. Disciplinary Proceedings
a. Process

i. Anincompletechartisconsidered delinquentfourteen (14) days after the due date as
specified at 1.C.3.a. Automaticinitiation of disciplinary proceedings forthe responsible
practitionerwill occuras soonas a chart becomes delinquent.

ii. Aletterwill besenttothe practitionerresponsibleforthe delinquentrecords from
Health Information Management. The Medical Staff Office will also contact the
practitioner, using the contactinformation provided to the office by the practitioner.
Practitioners are responsible for making sure their contactinformationis up to date.

iii. Thelettershall state:

A. Thelistof delinquentrecords;

B. That failure to complete delinquencies within seven (7) days will resultin
suspension of all Medical Staff Privileges and Staff Membership by the Medical Staff
Presidentuntilthe stated delinquent charts are completed.

iv. Ifdelinquentrecordsreferredtointhe letterare notcompleted with seven (7) days, the
Medical Staff President shallimmediately suspend all Medical Staff Privileges and
Membership until the delinquent charts are properly completed. The Medical Staff
President will notify the appropriate Department Heads, the Executive Director of the
Hospital, Chief Medical Officerand the Residency Director as appropriate.

b. FurtherSanctions

i. Anypractitionersuspended for acumulative total of thirty (30) days or more duringany
12-month period will be reported to the Medical Board of California by the Medical Staff
President.

D. Medical Orders

1. Inpatient
a. Allorders mustbe reconciled when apatientistransferredinto orout of the Critical
Care units (ICUand IMCU.)

i. Orderscan be dictated ortelephoned to a health professionallisted below and later
signed by the attending physician, or, in case of treatmentrequiredin the absence
of the attending physician, by the physician then responsible for the patient’s care/
Verbal orders shall be accepted and entered by alicensed nurse, occupational
therapist, physical therapist, licensed respiratory therapist or speech therapist,
registered pharmacist orregistered dietician only and such action will be limited to
urgentcircumstances.

ii. Verbal ordersare not valid forordersto limitorremove lifesaving procedures.
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iii. There are noroutine or standingordersregarding patient care orordering of
diagnostictests.

2. Outpatient
a. Outpatientordersshould be entered inthe medical records. Any verbal orders must
be co-signed by the M.D. or FNP within twenty-four(24) hours.

CPR

1. Althougha“Basic CPR” certificate is not required for Medical Staff membership, itis strongly
encouraged forall those physiciansin patient care. Individual Departments may require it
for membership.

Disaster Assignments: Refer to Hospital Disaster Plan
1. Contra CostaRegional Health Center & Health Centers maintains adisaster plan based upon

the Hospital Emergency Incident Command System (HEICS) which delineates the
administrativestructure for disaster responses. Eachindividual Departmentalsohasin
place disasterand evacuation plans.

2. Employed members of the Medical Staff are designated automatically as disaster workersin
the event of a disaster. Other members of the Medical Staff are eligible to participate in
disasterwork, asis volunteer staff underthe guidelines of disaster credentialing as
delineated in the Medical Staff Bylaws.

Consultation Policy

1. Allprovidersare expected to seek consultation and advice wheneverthey encountera
situationinthe course of caring fora patientin whom they are not confident of theirown
ability orknowledge. Theyshould also seek consultation when it becomess evident thatthe
patientis notcomfortable with the diagnosis or management of his or her problem.
Consultation may be obtained from Members of the Staff who are privileged to care forthe
problem forwhich the advice is sought, and his or her reportshall be includedin the
medical record. The consultation reportshould be placedinthe medical report.

2. Exceptwhere consultationis precluded by emergency circumstances, the attending
physician shall consult with another qualified physicianin all of the following cases:

a. Allmajorsurgical casesinwhichthe patientisnot a good risk.

b. Inallcasesin whichthe diagnosisisobscure orinwhich there isdoubtas to the best
therapeuticmeasuresto be utilized.
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H. Operating RoomPolicies

1. Consents:

a.

Exceptin cases of emergency, nosurgery shall be performed except pursuantto written
informed consent from the patientorhis/herlegal representative, and all other
persons, if any, fromwhom consentisrequired.

i. Historyand physical examination;

ii. Pre-operative diagnosis;

iii. AllnecessaryLaboratory and X-ray work;

iv. Pre-anestheticevaluationin all casesreceivingageneral anesthetic;

If, in any surgical cases, the foregoing requirements are not met priorto the time
scheduledforsurgery, the operation shall be canceled by the Operating Room
Supervisorordesigneeand rescheduled unless the attending physician documents that
such delay would be detrimentalto the patient.

2. Promptattendanceof surgeon and attendants:
Surgeons and attendants must be inthe operatingroom and ready to commence surgery at

the time scheduled.

I. SupervisionofResidentPhysicians
1. Resident physicians shallhave appropriatesupervision presentatall times regardless of

patient complexity or resident competency. All medical care provided by resident staffis
underthe supervision of licensed physician members of the Medical Staff who have
privileges forthe patient care beingrendered and the Residency Director. Such care shall be
inaccordance with the provision of a program approved by and in conformity with the
Accreditation Council on Graduate Medical Education of the American Medical Association
and the American Osteopathic Association. Residents must be supervised by members of
the Medical Staff in such a way that the trainee assumes progressively increasing
responsibility for patient care according to their level of training, ability and experience.

2.

Inpatient Supervision

Resident physicians shallidentify alicensed physician member of the Medical Staff who
has privileges for the patient care being rendered orthe Residency Directoras the
attending of record on the admission orders of all patients admitted to the hospital. All
critically ill patients admitted by the resident physician shall be discussed with an
attending physician. Teachingrounds shall be held daily.

All “DNR/DNI” orders entered by resident physicians shall document concurrent
discussion with alicensed physician member of the Medical Staff who has privileges for
the patient care beingrendered and the Residency Director.
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c. Medical Staff co-signatories are needed forall resident physicians forthe following
medical records and documents:

i. Inpatient History and Physical
ii. Consultative Reports
iii.Procedure notes and operative reports

3. OutpatientSupervision

a. Detailedandspecificresident supervision policies are located in the Graduate
Medical Education (GME) Policies and Procedures manual. A copy of this manual is
locatedinthe residency office oran electronicversionis available upon request.

i. Prescriptions

A. All firstyearresidents, evenif they have a post-graduate training
license, must have all prescriptions co-signed.

ii. Family Medicine Clinics

A. All resident physicians must have a preceptor with appropriate
privileges assigned to supervise and precept them. This preceptor must be
immediately available and have adequate timeforteaching.

B.All medical record entries by medical students must be co-signed by a provider
with privileges.

iii. Specialty Clinics

A. A staff physician will directly superviseall residents workingin a
specialty clinic. The resident physicians are expected to discuss all patients with
the supervising physician before the patientleaves. The supervising physician
should be identified on the consultation.

B.All medical record entries by medical students must be co-signed by a provider
with privileges.

J. On-CallResponse Time

1

Departments shall determine and monitor appropriate on-call procedures fortheir specific
services.

K. Processingand Delivery of Ordered Blood Products

1

Blood products ordered by any physician shall be provided by the Blood Bank/Transfusion
Service withoutdelay. If questionable indications fortransfusion are feltto be present, the
pathologist, while processing of this order proceeds without delay, will attempt to discuss
thisissue with the ordering physician. If, afterdiscussion, the pathologist still believes the

requestto be questionable, he/she will report this case to the appropriate Departmentor
committee forreview.

The physician who has primary responsibility for the patient has the final say in decision
making, although we encourage ateam approach utilizing dialogue between the clinician
and the transfusion service.
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L. Collectionand Expenditures of Medical Staff Funds

1. ApplicationFees

a.

Each application may be assessed an application non-refundable processing fee. This
fee shall be Three Hundred Dollars ($300) and shall also be considered as payment of
any dues, forwhich the applicant shall be liable during the period of the initial
appointment, should the applicant be appointed to the staff. The fee forapplications
for Courtesy, Honorary, Temporary, Administrative, Allied Health Professional, and
Telemedicine Staff shall be One Hundred and Fifty Dollars ($150)

In the eventthatthe applicantis not accepted, no portion of this applications fee shall
be refunded. Inspecial circumstances as defined by the Credentials Committeeand the
Medical Executive Committee, this application fee may be waived.

2. Medical StaffDues

a.

The Medical Executive Committee shall have the powerto determine the amount of
biennial reappointment dues. The following dues are currently in effect:

i. Active Staff:
Two Hundred Dollars ($200) for each two-yearreappointment

ii. Courtesy, Honorary, Temporary, Administrative, Allied Health Professional, and
Telemedicine Staff:

One Hundred Dollars ($100) for each two-yearreappointment

3. ReappointmentLate Processing Fees

a.

Pursuantto the Bylaws and the Rules, the Medical Staff is authorized to collect late
processingfees. Anapplicationforreappointmentislate when less than one hundred
fifty (150) calendardays remain until the end of Members’ term. Inadditiontothe
regularreappointment fee, the following late processing fees are assessed:

i. Atonehundredfifty (150) days from the end of a term — Fifty dollars ($50) — (may
be waivedin extenuating circumstances, such as vacation);

ii. Atonehundredtwenty(120) daysfrom the end of the term — Fifty dollars ($50)
more for a total penalty of one hundred dollars ($100) — (may not be waived);

iii. Atninety(90) daysfrom the end of the term — Fifty dollars ($50) more for a total
penalty of one hundred fifty dollars (5150),

iv. Atninety(90) days, all fees must be paidinfull and application mustbe complete or
reappointment applicationis not processed and the membership is deemed to have
expired automatically atthe end of the term. If the membersubmitsanew
application formembership in the medical staff within six (6) months of the
expiration of the appointment, he/she must pay the one hundred fifty dollar ($150)
penaltyinadditiontothe application fee.
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4. Expenditure of Funds

a. The Medical Executive Committee shall determine the method of disbursement of
Medical Staff funds. The Medical Executive Committee may appoint a Medical Staff
Funds Advisory Committee to advise the Medical Executive Committeeregarding such
expenditures.

b. Ifan Advisory Committeeisappointed, itshall study the various possible usesforthe
funds and recommend specificexpenditures, including specificdollaramounts, to the
Medical Executive Committee on an annual basis or more often as appropriate.

c. The Medical Executive Committee shallretain ultimate control of these funds. The
Medical Executive Committee may depositthese fundsinanyaccountsitdeems
suitable.

i. Anyaccount shall have the following co-signers:

The Medical Staff President

The Medical Staff President-Elect

The Immediate Past President of the Medical Staff

The Chair(s) of the Administrative Affairs Committee

Two Medical Staff Coordinators as designated by the Medical Executive

Committee

ii. Anytwo (2) of these co-signers may distribute Medical Staff funds provided at least
one co-signerisa Member of the Medical Staff. Any disbursement of funds greater
than five hundred dollars (>$500) must be approved in advance by the Medical
Executive Committee. Any disbursement of funds of five hundred dollars or less
(<=5500) may be authorized by any two (2) of the cosignerslisted above. Anysuch
disbursement of funds without the advance approval of the Medical Executive
Committee must be reported to the Medical Executive Committee by the Medical
Staff President at the next regularly scheduled Medical Executive Committee
meeting.

mo O ®>

M. Medical StaffEvaluation and Development

1.

2.

Each Member of the active Medical Staff shall be reviewed no less often than every eleven
(11) months by his/her Department Head on a form approved by the Medical Executive
Committee. The purpose of this evaluation shallbe to facilitate verbaland documented
communications between the Department Head and the Staff Memberin an attemptto
acknowledge the Staff Member’s areas of excellence and to identify those areas which can
be improved.

The Medical Staff President shall evaluate the Department Heads in the same manner after
consultation with the Members of his/her department. If the Department Headisalso the
Medical Staff President, anindividual designated by the Credentials Committee shall
evaluate himorher.

Upon completion, the evaluator and the Medical Staff Member shall meet face toface and
each receives a copy of the evaluation, with additional copy to be placedin the individual’s
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credentialsfile. The copyinthe credentialsfile shall be used by the Cred entials Committee
during the reappointment process. The Staff Member may request modification of this.

4, Thisevaluationshall be senttothe credentials fileand the informationinthe credentials
files shall be used for Medical Staff purposes only.

N. Other Policy Manuals
1. Fromtimetotime, policiesare legally created and adopted by the Governing Body, the
Administration, Nursing, and particularadministrative departments. To the extentthat

these policies are notin conflict with the Medical Staff Bylaws, the Rules, or Medical Staff

Policies, the Medical staff shallabide by the extraneous policy. If these extraneous policies
are in conflict with the Bylaws, the Rules, or Medical Staff Policies, the Medical Executive
Committee shall review the conflicting policies and recommend appropriate changes. When
the extraneous policies have anegativeimpact upon the quality of patient care, the Medical
Executive Committeeshall also review the policy and make appropriate recommendation to
assure quality care. In all cases, the Medical Staff must abide by the requirements of the
Bylaws and the Rules.

APPROVED: COUNTY COUNSEL: 1/4/2022

APPROVED: CCRMCHCs MEC:

APPROVED: Board of Supervisors
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