MEDICAL STAFF BYLAWS
OF
GOOD SAMARITAN HOSPITAL

August 6, 2019

ARTICLE I. MEDICAL STAFF STRUCTURE

A. Officers of the Staff

The officers shall include:
1. Chief of Staff/Chief Medical Officer
2. Secretary

B. Qualifications

Officers must be regular members of the Active Staff at the time of the nomination and election,
and must remain Active Staff members in good standing during their term of office. Failure to
maintain such status shall immediately create a vacancy in the office involved, although this
requirement may be waived by a vote of the Nominating Committee in cases of minor
infractions. The Chief of Staff must possess demonstrated competence in his/her field of
practice and demonstrated qualifications on the basis of experience and ability to direct the
medical-administrative aspects of Hospital and Staff activities.

C. Election and Term of Office

The Nominating Committee shall recommend a slate of officers for nomination, to be presented
at the annual meeting of the Staff. Staff Officer Elections will be held every two (2) years. The
Staff officers shall be elected by a simple majority of the regular Active Staff members present at
the annual meeting of the Staff and shall hold office until a successor is elected and qualified.
Officers shall take office on the first day of the new calendar year following election.

D. Vacancies

A vacancy in the office of the Chief of Staff shall be filled by a special election conducted as
reasonably soon after the vacancy occurs as possible, following the mechanism outlined for an
annual election.

E. Duties

Chief of Staff — The Chief of Staff shall serve as the chief medical officer of the Staff. The Chief
of Staff's duties shall be to:

1. Aid in coordinating the activities and concerns of the Administration, the nursing
and other patient care services with those of the Staff.
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10.

F. Removal

Develop and maintain in cooperation with the medical staff for credentials review,
continuing education programs, utilization review, concurrent monitoring of the
Staff practice, retrospective patient care audit, and quality improvement activities.

Communicate and represent the opinions, policies, concerns, needs, and
grievances of the Staff to the Board, the Administrator, and other officials of the
Hospital for implementation of sanctions where these are required, and for the
Staff's compliance with procedural safeguards in all instances where corrective
action has been requested against a staff member.

Call, preside at, and be responsible for the agenda of all regular and called
meetings of the Staff.

Serve as Chair of the Medical Executive Committee and as an ex-officio member
of all committees of the Staff (with no vote).

Attend the meetings of the Board.

Be responsible for the enforcement of Medical Staff Rules and Regulations and
Bylaws.

Appoint committee members to all standing, special, and multidisciplinary
Medical Staff committees except the Executive Committee.

Represent the views, policies, needs, and grievance of the Medical Staff to the
Governing Body and the Administrator.

Be a spokesperson for the Medical Staff to the community (i.e. public relations).

An officer of the Staff may be removed by two-thirds (2/3rds) vote of the regular Active Staff
members eligible to vote for Staff officers. Removal may be based only upon failure to perform
the duties of the office held as described in these Bylaws or upon failure to otherwise adhere to
the requirements of these Bylaws.

ARTICLE Il. CATEGORIES OF MEMBERSHIP

A. Active Staff

1.

Active staff members will be expected to maintain a minimum of thirteen
admissions, outpatient procedures or consultations per year; or be regularly
involved in medical staff activities as defined by the medical staff.

Active Staff members are regularly responsible for patient care in the hospital,
maintain a full-time functional office for the practice of medicine and consultation
in the Greene County area, and have a sixty (60) minute physical response time to
the Hospital as to accomplish, as nearly as possible, appropriate continuity of care
to patients in the Hospital and regular involvement by Staff members in patient
care and staff functions.
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Active Staff members may vote in all general and special meetings of the Medical
Staff, and applicable committee meetings. All Active Staff members are eligible
to hold office on the Medical Staff. All active staff members are encouraged but
not required to attend staff meetings. Attendance requirements may be imposed
by the Chief of Staff under special circumstances.

Hospital-based physicians whose full-time functional office will be Good
Samaritan Hospital shall be appointed to the Active Staff, and will not be required
to meet the sixty (60) minute physical response time.

Reappointment Considerations:

All members of the Medical Staff are responsible for demonstrating their current
clinical competence for the privileges they request and their ability to provide
safe, appropriate care. Members who are clinically active at Good Samaritan
Hospital are subject to the Hospital’s ongoing and focused professional practice
evaluations, the results of which assist the Medical Staff Leaders and the Board in
determining competence at the time of reappointment.

For members who are not clinically active, the professional practice evaluation
data is limited and additional information is necessary to facilitate the
reappointment process. Therefore, any Active Staff member who has fewer than
24 patient contacts during his/her two-year appointment term must present the
following information in order to be eligible to request reappointment to the
Active Staff:

Q) two evaluations from other physicians who are personally knowledgeable
about the member’s qualifications and competence, who are not members
of the same group practice, and at least one of whom is clinically active at
St. Mary’s Hospital. These physicians must complete the Confidential
Physician Evaluation Form provided by the Hospital; and

(i) such additional quality data and other information as may be requested by
the Medical Staff Leaders or Hospital to assist in an appropriate
assessment of current clinical competence and overall qualifications for
reappointment and clinical privileges (including, but not limited to,
information from another hospital, ambulatory surgery center or clinic,
managed care organization(s) in which the individual participates, and/or
the individual’s private office).

The member seeking reappointment to the Active Staff bears the responsibility
and burden of ensuring that this information is provided to the Medical Staff
Leaders and the Hospital in a timely manner. If this information is not provided
in a timely manner, the member’s reappointment application shall be considered
incomplete and shall not be processed. In that event, the member’s appointment
and privileges will expire at the end of his/her appointment term.
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B. Consulting Staff

1.

Consulting staff members shall consist of specialists, Telemedicine, physicians,
podiatrists and dentists. They shall not be required to maintain a minimum
number of patient contacts as long as adequate documentation of current clinical
competence is available from those institutions at which active staff membership
is held.

Consulting staff members are willing and able to come to the Hospital on
schedule or response as needed to render clinical services within their area of
competence.

Consulting staff members shall be entitled but not required to attend meetings of
the Medical Staff and the area of which that person is a member, including open
committee meetings and educational programs, but shall have no right to vote at
such meetings, except within committees when the right to vote is specified at the
time of appointment.

Consulting staff members shall not be eligible to hold office on the Medical Staff,
but may serve on committees.

C. Affiliate Staff

The affiliate medical staff shall consist of Physicians, Podiatrists and Dentists who do not desire
to become practicing members of the Medical Staff but who wish to participate in a limited
manner in the activities of the hospital. They need not meet the Qualifications for Membership,
nor shall they be entitled to the rights afforded to members by the Bylaws.

Persons appointed to the Affiliate Staff may attend the professional programs of the Medical
Staff. They may not be granted clinical privileges but may confer with the attending physician
on patients referred for care by the Affiliate. Affiliate Staff shall not be eligible to vote or hold
office nor shall they be required to attend Medical Staff Meetings. Affiliate Staff may not serve
on Medical Staff Committees.

1.

Eligibility: This category of membership shall be available to Physicians and Podiatrists

who do not intend to admit or manage patients in Good Samaritan Hospital (GSH), but
who:

Practice in or around the service area and utilize GSH specialists. Practicing
members of the Affiliate Category must meet one of the following requirements:

I Physician or Podiatrist must have previously held membership on the
Medical Staff of GSH or other hospitals in the service area; or

ii. Physician or Podiatrist must have outstanding reputation in the GSH
service area; and

Serve in a medico-administrative capacity for industry, insurance companies, etc.
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2. Credentialing: Credentialing for applicants to the Affiliate Medical Staff consists of,
but is not limited to, the following:

a.

Practicing Physicians or Podiatrists must:

Submit a request for Affiliate membership by completing an application
for appointment.

Provide all necessary documentation to satisfy the application.

Provide a letter of recommendation from the Administrator or designee of
a hospital affiliation where membership is held, if applicable.

Provide a letter of recommendation from the Chief of Staff or designee of
their primary hospital affiliation, if applicable.

Medico-administrative Physicians or Podiatrists must:

Submit a request for Affiliate membership by completing an application
for appointment.

Provide all necessary documentation to satisfy the application.
Provide a letter of recommendation from the Administrator or President of

their firm; and Recommendation of the GSH Medical Staff and Approval
of the GSH Board of Directors.

There is no implied ability to move from Affiliate to any other category of the Medical
Staff. Such a move would require separate completed application.

D. Honorary Medical Staff

1.

The Honorary Medical Staff shall consist of physicians who have retired from
active practice or who are of outstanding reputation, not necessarily residing in
the community.

Honorary Staff members shall not be eligible to admit patients, to exercise clinical
privileges, to vote, or to hold office. They may, but are not required to, attend
staff meetings, including open committee meetings and educational programs.
They may, but are not required to serve on standing committees.

E. Physicians in Training

Physicians in training shall not hold appointments to the Medical Staff and shall not be granted
specific privileges. The program director, clinical faculty, and/or attending staff member shall be
responsible for the direction and supervision of the on-site and/or day-to-day patient care
activities of each trainee, who shall be permitted to perform only those clinical functions set out
in curriculum requirements, affiliation agreements, and/or training protocols approved by the
MEC or its designee. The applicable program director shall be responsible for verifying and
evaluating the qualifications of each physician in training.
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NOTE: Allied Health Professionals are covered in a separate policy.

ARTICLE I1l. MEETINGS

A. Annual Meeting

The annual meeting of the Staff shall be one of the regular meetings. At this meeting, the
retiring officers and committees shall make such reports as may be desirable and officers for the
ensuing year shall be elected.

B. Regular Meetings

Regular meetings of the Staff will be held at least one (1) time per Medical Staff year at a time
and place determined by the Chief of Staff. In addition to matters of organization, the programs
of such meeting will include a report of actions of the Executive Committee.

C. Special Meetings
Special meetings of the Staff may be called at any time by:
1. Chief of Staff
2. The Medical Executive Committee
3. Not less than one fourth (1/4™) of the Medical Staff

Notice of special meetings shall be made in writing at least three (3) calendar days prior to the
date of the meeting. At any special meeting, no business shall be transacted other than that
stated in the notice of the called meeting, and a quorum as defined in Section E below shall be
required.

D. Minutes

Minutes of the meetings shall be taken by the Administrative Assistant or appointee chosen by
the Administrator or Chief of Staff and shall include attendance and votes on each matter.

E. Quorum: Voting Requirements

A quorum for all purposes shall consist of those regular Active Staff members present, provided
that, there must be at least fifteen (15) days' prior notice of proposed amendments to the Bylaws
or other major or significant (as determined by the Medical Executive Committee) items for
action at the meeting. The use of proxies by Staff members is prohibited. At any meeting at
which a quorum is present, business may be transacted by a majority vote of those regular Active
Staff members present and voting in person or by telephone or electronic means. Only Active
Staff members may participate in discussions at Medical Staff meetings, provided that, members
of other categories who are present to observe may answer any questions posed by the Chair.
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ARTICLE IV. HISTORY AND PHYSICAL

A comprehensive history and physical (H&P) examination shall be completed within 24 hours of
admission to inpatient services by the appropriate practitioner privileged to perform H&Ps. H&P
examinations by the appropriate practitioner privileged to perform H&Ps must be completed and
recorded before any operative or invasive procedure is undertaken, unless the practitioner
certifies in writing in the medical record, that the patient's situation is emergent, and any delay
could lead to death or serious disability. H&P examinations may be completed ahead of time,
though no more than 30 days prior to admission or readmission, and only by the appropriate
practitioner privileged to perform H&Ps. A durable, legible copy (or original) of the report is
placed in the patient's medical record and any significant changes in the patient's condition since
the report was recorded are noted in the record within 24 hours of admission. In surgical cases,
the provisional diagnosis shall be recorded in the preoperative note by the surgeon before
operation. Appropriate screening tests based on the needs of the patient are accomplished and
recorded within 72 hours prior to surgery.

History and physical examinations will include:

e A medical history with relevant chief complaint, history of present iliness/condition,
social and family history, inventory of systems;

e A statement of conclusions or impressions drawn from physical exam;
e Diagnosis or diagnostic impression;
e Reason(s) for admission or treatment, goal(s) of treatment and treatment plan;

e Documentation that rectal/pelvic exam was performed will be required when pertinent to
admission diagnosis.

For outpatient procedures (which include operative and invasive procedures), history and
physical examination includes indications for procedures, pertinent medical history, medications
being taken, allergies and vital signs. Additionally, evaluation of heart and lungs is to be
recorded prior to any outpatient procedure.

Any patient presenting with known or suspected conditions consistent with abuse must be
assessed in accordance with state and federal law.
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Podiatric physicians who have clinical privileges are also responsible for completion of the
medical record on their patients. This includes a history and physical examination as permitted
by their scope of licensure, operative and procedure reports and the discharge summary. They
must have a complete medical history and physical recorded on the chart by a qualified physician
(MD or DO) member of the medical staff, within 24 hours of admission and before any surgical
procedure is performed. Podiatric physicians privileged to do so may complete a full H&P for
their outpatient surgical patients with an ASA rating of | or well-compensated Il. Should the
patient be admitted as an inpatient, an H&P will be completed by a physician (MD or DO)
member of the medical staff. For all other outpatients, a physician (MD or DO) must conduct or
directly supervise the admitting H&P exam (except that portion related to podiatry).

ARTICLE V. MEDICAL STAFF COMMITTEES AND PERFORMANCE
IMPROVEMENT FUNCTIONS

A. Medical Executive Committee
A.1. Composition
a. The Medical Executive Committee shall include the Chief of Staff, the Medical
Director of the Operating Room, the Medical Director of the Emergency
Department and the Medical Director of Medical/Surgical Floor.

b. The Chief of Staff will chair the Medical Executive Committee.

C. The Administrator shall be an ex officio member of the Medical Executive
Committee, without vote.

A.2. Duties

The Medical Executive Committee has the primary oversight authority related to professional
activities and functions of the Medical Staff and performance improvement activities regarding
the professional services provided by Medical Staff members with clinical privileges. The
Medical Executive Committee is responsible for the following:

a. acting on behalf of the Medical Staff in the intervals between Medical Staff
meetings;
b. recommending directly to the Board on at least the following:

1. the Medical Staff's structure;

2. the mechanism used to review credentials and to delineate individual
clinical privileges;

3. applicants for Medical Staff appointment;

4. delineation of clinical privileges for each eligible applicant;
5. participation of the Medical Staff in Hospital performance improvement
activities;
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6. the mechanism by which Medical Staff appointment may be terminated,;

and
7. hearing procedures;

C. consulting with the Administrator on quality related aspects of contracts for
patient care services;

d. receiving and acting on reports and recommendations from Medical Staff
committees, and other groups as appropriate, and making appropriate
recommendations for improvement when there are significant departures from
established or expected clinical practice patterns;

e. reviewing (or delegating the review of) quality indicators to ensure uniformity
regarding patient care services;

f. providing leadership in activities related to patient safety;

g. providing oversight in the process of analyzing and improving patient satisfaction;

h. prioritizing continuing medical education activities;

i reviewing or delegating to a Bylaws Committee the responsibility to review, at
least every three years, the Bylaws, Policies, Rules and Regulations, and
associated documents of the Medical Staff and recommending such changes as
may be necessary or desirable; and

J- performing such other functions as are assigned to it by these Bylaws, the Board
or other applicable policies.

A.3. Meetings

The Medical Executive Committee shall meet as often as necessary to fulfill its responsibilities
and maintain a permanent record of its proceedings and actions.

B. Performance Improvement Functions

The Medical Staff is actively involved in performance improvement functions, including
reviewing data and recommending and implementing processes to address the following:

1.

patient safety, including processes to respond to patient safety alerts, meet patient
safety goals and reduce patient safety risks;

the Hospital's and individual practitioners' performance on Joint Commission and
Centers for Medicare & Medicaid Services ("CMS") core measures;

medication usage, including review of significant adverse drug reactions,
medication errors and the use of experimental drugs and procedures;
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4, the utilization of blood and blood components, including review of significant
transfusion reactions;

5. operative and other procedures, including tissue review and review of
discrepancies between pre-operative and post-operative diagnoses;

6. education of patients and families;

7. coordination of care, treatment and services with other practitioners and Hospital
personnel;

8. accurate, timely and legible completion of medical records;

9. the use of developed criteria for autopsies;

10.  sentinel events, including root cause analyses and responses to unanticipated
adverse events;

11.  nosocomial infections and the potential for infection;

12.  unnecessary procedures or treatment; and

13.  appropriate resource utilization.
C. Creation of Committees
The Medical Executive Committee may, by resolution, establish committees to perform one or
more staff functions or dissolve or rearrange committee structure, duties, or composition as
needed to better accomplish Medical Staff functions. Any function required to be performed
which is not assigned to an individual, a standing committee, or a special task force shall be

performed by the Medical Executive Committee.

ARTICLE VI. BASIC STEPS FOR REQUIREMENTS FOR BYLAWS

The details associated with these basic steps are contained in policies.
1. Qualifications for Appointment

To be eligible to apply for initial appointment or reappointment to the Medical Staff,
practitioners must have a current, unrestricted license to practice in the state and have never had
a license to practice revoked or suspended by any state licensing agency; have current, valid
professional liability insurance coverage; have never been convicted of Medicare, Medicaid, or
other federal or state governmental or private third-party payer fraud or program abuse or have
been required to pay civil monetary penalties for the same; and have never been, and not
currently be, excluded or precluded from participation in Medicare, Medicaid, or other federal or
state governmental health care programs. Further qualifications and processes for appointment
or reappointment are set forth in the Procedures Relating to Medical Staff Membership and
Clinical Privileges Policy.

2. Process for Privileging
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Complete applications are transmitted to the Administrator, the Chief of Staff, Medical
Executive Committee and Board.

3. Process for Credentialing (Appointment and Reappointment)

Complete applications are acted upon by the Chief of Staff, Medical Executive Committee and
Board.

4. Indications and Process for Automatic Relinquishment of Appointment or
Privileges

Appointment and clinical privileges will be automatically relinquished if any of the following
occur:

a. failure to complete medical records, after notification by the medical records
department of delinquency;

b. licensure revocation, expiration, suspension, conditions or restrictions;

C. DEA or state controlled substance authorization revocation, expiration,
suspension, conditions or restrictions;

d. termination, lapse or insufficiency of professional liability insurance coverage;

e. termination, exclusion, or preclusion by government action from participation in
the Medicare, Medicaid or other federal or state health care programs; or

f. indictment, conviction, or a plea of guilty or no contest pertaining to any felony,
or to any misdemeanor involving (i) controlled substances; (ii) illegal drugs;
(iii) Medicare, Medicaid, or insurance or health care fraud or abuse; or
(iv) violence against another.

5. Indications and Process for Precautionary Suspension

a. Whenever failure to act may result in imminent danger to the health and/or safety
of any individual or may interfere with the orderly operation of the Hospital, the
Chief of Staff, the Administrator, the Board chair, or the Medical Executive
Committee will each have the authority to suspend or restrict all or any portion of
an individual's clinical privileges. They may afford the individual an opportunity
to voluntarily refrain from exercising privileges pending an investigation.

b. A precautionary suspension or restriction can be imposed at any time, including,
but not limited to, immediately after the occurrence of an event that causes
concern, following a pattern of occurrences that raises concern, or following a
recommendation of the Medical Executive Committee that would entitle the
individual to request a hearing.

C. Precautionary suspension or restriction is an interim step in the professional
review activity, but it is not a complete professional review action in and of itself.
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It will not imply any final finding of responsibility for the situation that caused the
suspension or restriction.

A precautionary suspension or restriction will become effective immediately upon
imposition, will immediately be reported in writing to the Administrator and the
Chief of Staff and will remain in effect unless it is modified by the Medical
Executive Committee.

The individual shall be provided a brief written description of the reason(s) for the
precautionary suspension, including the names and medical record numbers of the
patient(s) involved (if any), within three days.

The Medical Executive Committee will review the matter within a reasonable
time under the circumstances, not to exceed 14 days. Prior to, or as part of, this
review, the individual may be given an opportunity to meet with the Medical
Executive Committee.  The individual may propose ways other than
precautionary suspension or restriction to protect patients, employees and/or the
orderly operation of the Hospital, depending on the circumstances.

Indications and Process for Recommending Termination or Suspension of
Appointment and Privileges or Reduction of Privileges

a.

The Medical Executive Committee may recommend suspension or revocation of
appointment or clinical privileges following an investigation or a determination
that there is sufficient information on which to base a recommendation.

Indications include substandard care, treatment or management of a patient or
patients; conduct disruptive to the orderly operation of the Hospital or Medical
Staff, including the inability of the member to work harmoniously with others; or
failure to comply with applicable ethical standards, Bylaws, policies, Rules and
Regulations or a performance improvement plan.

Special notice that the individual is entitled to request a hearing will be given by
the Administrator. The Administrator will transmit the recommendation to the
Board after the individual has completed or waived a hearing.

Hearing and Appeal Process, Including Process for Scheduling and Conducting
Hearings and the Composition of the Hearing Panel

a.

The Administrator will give special notice. The hearing will begin as soon as
practicable, but no sooner than 30 days after the notice of the hearing, unless an
earlier hearing date has been specifically agreed to in writing by the parties.

The Hearing Panel will consist of at least three members, one of whom will be
designated as chair. The Hearing Panel may include any combination of members
of the Medical Staff who have not actively participated in the matter at any
previous level, or physicians or laypersons not connected with the Hospital.
Knowledge of the underlying peer review matter, in and of itself, will not
preclude someone from serving on the Panel. The Panel will not include any
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individual who is in direct economic competition with the individual requesting
the hearing.

C. The hearing processes will be conducted in an informal manner so as to allow a
reasonable opportunity to probe the basis of the recommendation. Formal rules of
evidence or procedure will not apply.

d. A stenographic reporter will be present to make a record of the hearing.

e. Both sides will have the following rights, subject to reasonable limits determined
by the Presiding Officer:

1. to call and examine witnesses, to the extent they are available and willing
to testify;

2. to introduce exhibits;

3. to cross-examine any witness on any matter relevant to the issues;

4. to have representation by counsel; and

5. to submit a written statement at the close of the hearing which may

include proposed findings, conclusions and recommendations.

f. The personal presence of the affected individual is mandatory. If the individual
who requested the hearing does not testify, he or she may be called and
questioned.

g. The Hearing Panel may question witnesses, request the presence of additional

witnesses, and/or request documentary evidence.

ARTICLE VII: RULES, REGULATIONS AND POLICIES

In addition to the Medical Staff Bylaws, there shall be Rules, Regulations and Policies. An
amendment to these documents may be made by a majority vote of the members of the Medical
Executive Committee. Notice of all proposed amendments to these documents shall be provided
to each voting member of the Medical Staff at least 14 days prior to the vote by the Medical
Executive Committee. Any voting member may submit written comments on the amendments to
the Medical Executive Committee.

The Medical Executive Committee and the Board shall have the power to provisionally adopt
urgent amendments to the Rules and Regulations that are needed in order to comply with a law
or regulation, without providing prior notice of the proposed amendments to the Medical Staff.
Notice of all provisionally adopted amendments shall be provided to each member of the
Medical Staff as soon as possible. The Medical Staff shall have fourteen (14) days to review and
provide comments on the provisional amendments to the Medical Executive Committee. If there
is no conflict between the Medical Staff and the Medical Executive Committee, the provisional
amendments to the Medical Staff Rules and Regulations shall stand. If there is conflict over the
provisional amendments, then the process for resolving conflicts shall be implemented.
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Amendments to the Medical Staff Rules, Regulations and Policies may also be proposed by a
petition signed by twenty five percent (25%) of the voting members of the Medical Staff. Any
such proposed amendments will be reviewed by the Medical Executive Committee.

Adoption of and changes to the Medical Staff Rules, Regulations and Policies will become
effective only when approved by the Board.

ARTICLE VIII. CONFLICT MANAGEMENT

In the event there is a conflict between the Medical Staff and the Medical Executive Committee
with regard to: (a) proposed amendments to the Medical Staff Rules and Regulations, (b) a new
policy and procedure proposed by the Medical Executive Committee, or (c) proposed
amendments to an existing policy and procedure that is under the authority of the Medical
Executive Committee, a special meeting of the Medical Staff will be called in accordance with
the process for calling special meetings. The agenda for that meeting will be limited to the
amendment(s) or policy and procedure at issue. The purpose of the meeting is to strive to resolve
differences that exist with respect to Medical Staff Rules and Regulations or policies and
procedures.

If the differences cannot be resolved, the Medical Executive Committee shall forward its
recommendations, along with the proposed recommendations pertaining to the Medical Staff
Rules and Regulations or policies and procedures offered by the voting members of the Medical
Staff, to the Board of Directors for final action.

ARTICLE IX. AMENDMENTS

1. Amendments to the Medical Staff Bylaws may be proposed by a petition signed by
twenty five percent (25%) of the voting members of the Medical Staff or by the Medical
Executive Committee.

2. All proposed amendments must be reviewed by the Medical Executive Committee prior
to a vote by the Medical Staff. The Medical Executive Committee shall provide notice
by reporting on the proposed amendments either favorably or unfavorably at the next
regular meeting of the Medical Staff or at a special meeting called for such purpose. The
proposed amendments may be voted upon at any meeting if notice has been provided at
least 14 days prior to the meeting. To be adopted, the amendment must receive a
majority of the votes cast by the voting staff at the meeting.

3. The Medical Executive Committee may present proposed amendments to the voting staff
by mail or electronic ballot, returned to the Medical Staff Office by the date indicated by
the Medical Executive Committee. Along with the proposed amendments, the Medical
Executive Committee may, in its discretion, provide a written report on them either
favorably or unfavorably. To be adopted, an amendment must receive a majority of the
votes cast, so long as the amendment is voted on by at least 25% of the staff eligible to
vote.

4. The Medical Executive Committee shall have the power to adopt such amendments to
these Bylaws which are needed because of reorganization, renumbering, or punctuation,
spelling or other errors of grammar or expression.
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All amendments shall be effective only after approval by the Board.

If the Board has determined not to accept a recommendation submitted to it by the
Medical Executive Committee or the Medical Staff, the Medical Executive Committee
may request a conference between the officers of the Board and the officers of the
Medical Staff. Such conference shall be for the purpose of further communicating the
Board's rationale for its contemplated action and permitting the officers of the Medical
Staff to discuss the rationale for the recommendation. Such a conference will be
scheduled by the Administrator within two weeks after receipt of a request for same
submitted by the Administrator.
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ADOPTION

Adopted by the Medical Staff on March 17, 2011
Adopted by the Board on March 21, 2011

Adopted by the Medical Staff on December 10, 2013
Adopted by the Board on December 16, 2013
Adopted by the Medical Staff on June 12, 2017
Adopted by the Board on June 26, 2017

Adopted by the Medical Staff on October 16, 2018

Adopted by the Board on October 29, 2018

Adopted by the Medical Executive Committee on August 6, 2019 (grammatical revisions only)
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MEDICAL STAFF RULES AND REGULATIONS

PURPOSE:

The purpose of these Rules and Regulations is to promote high standards of medical and surgical
care of patients of St. Mary’s Good Samaritan Hospital. Furthermore, these Rules and Regulations
shall serve as a guide for accomplishing this purpose, as well as, to provide certain protections for
the patient, the hospital and its personnel and physicians. Each staff member shall be required to
abide by the Constitution and Bylaws of the medical staff of St. Mary’s Good Samaritan Hospital,
and to assist in achieving the standards set forth by the Joint Commission on Accreditation of Health
Care Organizations and other state and federal regulatory bodies.

MEDICAL STAFF RULES AND REGULATIONS:

In accordance with the Medical Staff Bylaws, the following rules and regulations are adopted.
Rules and regulations adopted by the medical staff in accordance with the Medical Staff Bylaws
are binding to all members of the medical staff. The collective functions of the medical staff and
the independent functions of its individual members shall be accomplished in accordance with
applicable state law.

MEDICAL STAFF POLICIES AND PROCEDURES:

° Policies and procedures shall be developed as necessary to implement more specifically the
general principles found within the Medical Staff Bylaws and Rules and Regulations. The
policies and procedures may be adopted, amended or repealed by majority vote of the
Medical Executive Committee. Such policies and procedures shall not be inconsistent
with the Medical Staff or hospital Bylaws, Rules or other policies.

° The Rules and Regulations relate to the role and or responsibility of members of the
medical staff with clinical privileges in the care of inpatients, emergency care patients and
ambulatory care patients as a whole or to specific groups as designated.
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GENERAL:

The name of this organization is the St. Mary’s Good Samaritan Hospital Medical Staff.

The Rules relate to role and/or responsibility of members of the medical staff and
individuals with clinical privileges in the care of inpatients, emergency care patients and
ambulatory care patients as a whole or to specific groups as designated.

Rules of departments or services will not conflict with each other; with Bylaws, Rules, and
policies of the Medical Staff; or requirements of the Governing Body.
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1.1

1.2.

1.3.

1.4.

1.5.

1.6.

ARTICLE 1

ADMISSIONS, DISCHARGE AND TRANSFER OF PATIENTS

Except in an emergency, no patient shall be admitted to the Hospital until after a
provisional diagnosis has been made by the admitting physician.

1.1.1. In case of emergency, the provisional diagnosis shall be stated as soon after
admission as possible.

1.1.2. The physician shall be held responsible for giving such information as may be
necessary to assure the protection of other patients from those who are a
source of danger from any cause whatever, or to assure protection of the
patient from self-harm.

All patients shall have an attending physician.

1.2.1. In the case of a patient who applies for admission or who is an emergency
patient and who has no attending physician, such patient shall be assigned to
the member of the Active medical staff on duty on the service to which the
iliness of the patient indicates assignment.

The Hospital staff shall admit patients suffering from all types of diseases except
severe mental disease and uncomplicated acute and/or violent alcoholics.

1.3.1. Since the Hospital does not have either a psychiatric service or a substance
abuse service, patients with either of these conditions can be admitted only if
there are emergent coexisting medical or surgical problems.

Patients shall be discharged only on written* order of a physician or an authorized
Allied Health Professional.

When patients are transferred from ICU to another unit, all orders shall be canceled
and new orders shall be written by the physician.

Prior to transfer to a nursing home, the attending physician should reissue orders for
the patient.

NOTE: All references to “written” entries into the medical record set forth in these
Medical Staff Rules and Regulations shall be interpreted to mean written entries,
appropriately issued verbal orders, as well as computer-keyed entries into the
Electronic Medical Record when the relevant portion of the record exists in electronic
form. See Atrticle 2 of these Rules and Regulations for further detail.
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ARTICLE 2

MEDICAL RECORDS

Section 2.1. General:

2.1.1.

2.1.2.

2.1.3.

2.1.4.

2.1.5.

2.1.6.

2.1.7.

Only authorized individuals may make entries in the medical record. Electronic
entries will be entered through the Electronic Medical Record (“EMR”). In
emergency situations or when the EMR is not available, handwritten entries will
be legibly recorded in blue or preferably black ink. All entries must be timed,
dated and signed.

The attending physician will be responsible for the timely, complete, accurate,
and legible completion of the portions of the medical record that pertain to the
care he or she provides.

All documentation will be authenticated, dated and timed.

Authentication means to establish authorship by signature or identifiable initials
and may include computer entry using unique electronic signatures for entries
entered through the EMR or written signatures or initials for handwritten
entries. Signature stamps are not an acceptable form of authentication for
written orders/entries. The practitioner will provide a signed statement
attesting that he or she alone will use his or her unique electronic signature
code to authenticate documents in accordance with Hospital policy.

Only standardized terminology, definitions, abbreviations, acronyms, symbols
and dose designations will be used. Abbreviations on the unapproved
abbreviations and/or symbols list may not be used. The Medical Staff will
periodically review the unapproved abbreviations and/or symbols list and an
official record of unapproved abbreviations will be kept on file.

All records and files shall be the property of the Hospital and shall not be
removed from the Hospital’s jurisdiction and safe keeping without a proper
court order, subpoena, or statute requiring same. In the case of readmission of
a patient, all previous records shall be available for use by the attending
physician. Any physician taking charts from the Hospital without permission
shall be suspended until the chart is returned, or for any additional period of
time that may be determined by the Medical Executive Committee of the
Medical Staff.

Resident physicians may make entries into the medical record in accordance

with the specific policies and procedures that have been duly adopted by the
Graduate Medical Education Committee and the Board.
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Section 2.2. Content of Record:

2.2.1.

2.2.2.

2.2.3.

Medical records will contain information to justify admission and continued
hospitalization, support the diagnosis, and describe the patient’s progress and
response to medications and services.

Medical record entries will be legible, complete, dated, timed, and
authenticated in written or electronic form by the person responsible for
providing or evaluating the service provided, consistent with the Hospital's
policies and procedures. Stamped signatures are not permitted in the medical
record.

All medical records will document the information outlined in this paragraph, as
relevant and appropriate to the patient’s care. This documentation will be the
joint responsibility of the attending physician and the Hospital:

2.2.3.1. identification data, including the patient’s name, sex, address, date of
birth, and name of authorized representative;

2.2.3.2. legal status (i.e., mental competency) of any patient receiving
behavioral health services;

2.2.3.3. patient’s language and communication needs, including preferred
language for discussing health care;

2.2.3.4. evidence of informed consent when required by Hospital policy and,
when appropriate, evidence of any known advance directives;

2.2.3.5. records of communication with the patient regarding care, treatment,
and services (e.g., telephone calls or e-mail) and any patient-
generated information;

2.2.3.6. emergency care, treatment, and services provided to the patient
before his or her arrival, if any;

2.2.3.7. admitting history and physical examination and conclusions or
impressions drawn from the history and physical examination;

2.2.3.8. allergies to foods and medicines;

2.2.3.9. reason(s) for admission of care, treatment, and services;
2.2.3.10. diagnosis, diagnostic impression, or conditions;
2.2.3.11. goals of the treatment and treatment plan;

2.2.3.12. diagnostic and therapeutic orders, procedures, tests, and results;
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2.2.3.13. progress notes made by authorized individuals;

2.2.3.14. medications ordered, prescribed or administered in the Hospital
(including the strength, dose, or rate of administration, administration
devices used, access site or route, known drug allergies, and
adverse drug reactions);

2.2.3.15. consultation reports;

2.2.3.16. response to care, treatment, and services provided;

2.2.3.17. relevant observations, diagnoses or conditions established during
the course of care, treatment, and services;

2.2.3.18. reassessments and plan of care revisions;

2.2.3.19. complications, hospital-acquired infections, and unfavorable
reactions to medications and/or treatments;

2.2.3.20. discharge summary with outcome of hospitalization, final diagnosis,
discharge plan, discharge planning evaluation, disposition of case,
discharge instructions, and if the patient left against medical advice;
and

2.2.3.21. medications dispensed or prescribed on discharge.

2.2.4. For patients receiving continuing ambulatory care services, the medical record
will contain a summary list(s) of significant diagnoses, procedures, drug
allergies, and medications, as outlined in this paragraph. This documentation
will be the joint responsibility of the attending physician and the Hospital:
2.2.4.1. known significant medical diagnoses and conditions;
2.2.4.2. known significant operative and invasive procedures;

2.2.4.3. known adverse and allergic drug reactions; and

2.2.4.4. known long-term medications, including current medications,
over-the-counter drugs, and herbal preparations.

2.2.5. Medical records of patients who have received emergency care will contain the
information outlined in this paragraph. This documentation will be the joint
responsibility of the attending physician and the Hospital:

2.2.5.1. time and means of arrival;

2.2.5.2. record of care prior to arrival,
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2.2.5.3. results of the Medical Screening Examination;

2.2.5.4. known long-term medications, including current medications,
over-the-counter drugs, and herbal preparations;

2.2.5.5. conclusions at termination of treatment, including final disposition,
condition, and instructions for follow-up care;

2.2.5.6. if the patient left against medical advice; and

2.2.5.7. a copy of any information made available to the practitioner or facility
providing follow-up care, treatment, or services.

Section 2.3. Medical Histories and Physical Exams (“H&Ps”):

The requirements for histories and physicals, including general documentation
requirements and timing requirements, are contained in Article IV of the Medical Staff
Bylaws.

Section 2.4. Progress Notes:

Progress notes giving a chronological picture and analysis of the clinical course of the
patient shall be entered by the primary physician (or by a resident physician or
authorized Allied Health Professional) as often as is determined by the condition of
the patient, but not less than every other day.

Section 2.5. Pre-Operative Documentation:

2.5.1. The physician responsible for the patient’s care will thoroughly document in the
medical record: (i) the provisional diagnosis and the results of any relevant
diagnostic tests; (ii) a properly executed informed consent; and (iii) a complete
history and physical examination (or completed short-stay form, as appropriate)
prior to transport to the operating room, except in emergencies.

2.5.2. Except in an emergency situation, the following will also occur before an
invasive procedure or the administration of moderate or deep sedation or
anesthesia occurs:

2.5.2.1. the anticipated needs of the patient are assessed to plan for the
appropriate level of post-procedural care;

2.5.2.2. pre-procedural education, treatments, and services are provided
according to the plan for care, treatment, and services;

2.5.2.3. the supervising physician or appropriately credentialed designee is in
the Hospital; and
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2.5.2.4.

2.6. Operative Report:

the procedure site is marked and a “time out” is conducted
immediately before starting the procedure, as described in the
Operative Procedure Site Verification and Time Out Protocol.

2.6.1. An immediate post-operative/procedure note containing the information below
must be entered in the medical record immediately after the procedure and
authenticated by the surgeon. The note must record:

2.6.1.1.

2.6.1.2.

2.6.1.3.

2.6.1.4.

2.6.1.5.

2.6.1.6.

the names of the physician(s) responsible for the patient’s care and
physician assistants;

the name and description of the procedure(s) performed;
findings, where appropriate, given the nature of the procedure;
estimated blood loss, when applicable or significant;
specimens removed; and

post-operative diagnosis.

2.6.2. In addition, a detailed operative procedure report must be dictated immediately
after an operative procedure and entered into the record. The operative
procedure report shall include:

2.6.2.1.

2.6.2.2.

2.6.2.3.

2.6.2.4.

2.6.2.5.

2.6.2.6.

2.6.2.7.

2.6.2.8.

2.6.2.9.

the patient’s name and hospital identification number;
pre- and post-operative diagnoses;
date and time of the procedure;

the name of the surgeon(s) and assistant surgeon(s) responsible for
the patient’s operation;

procedure(s) performed and description of the procedure(s);

description of the specific surgical tasks that were conducted by
practitioners other than the primary attending physician;

findings, where appropriate, given the nature of the procedure;
estimated blood loss;

any unusual events or any complications, including blood transfusion
reactions and the management of those events;
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2.6.2.10. specimen(s) removed, if any;

2.6.2.11. prosthetic devices, grafts, tissues, transplants, or devices implanted
(if any); and

2.6.2.12. the signature of the surgeon.

Section 2.7. Discharge Summary:

2.7.1.

2.7.2.

A concise, dictated discharge summary will be prepared by the practitioner
discharging the patient unless alternative arrangements are made (and are
documented in the medical record) with another practitioner who agrees to
assume this responsibility. All discharge summaries will include the following
and must be completed within 15 days of discharge:

2.7.1.1. reason for hospitalization;

2.7.1.2. significant findings;

2.7.1.3. procedures performed and care, treatment, and services provided;
2.7.1.4. condition and disposition at discharge;

2.7.1.5. information provided to the patient and family, as appropriate;
2.7.1.6. provisions for follow-up care; and

2.7.1.7. discharge medication reconciliation.

A short-stay form or discharge progress note may be used to document the
discharge summary for a patient admitted for less than 48 hours.

Section 2.8. Discharge Instructions:

2.8.1.

2.8.2.

2.8.3.

Upon discharge, the attending physician, along with the Hospital staff, will
provide the patient with information regarding why he or she is being
discharged and educate that patient about how to obtain further care,
treatment, and services to meet his or her identified needs, when indicated.

Upon discharge, the patient and/or those responsible for providing continuing
care will be given written discharge instructions. If the patient or representative
cannot read and understand the discharge instructions, the patient or
representative will be provided appropriate language resources to permit him
or her to understand.

The attending physician, along with the Hospital staff, will also arrange for, or
help the family arrange for, services needed to meet the patient’s needs after
discharge, when indicated.
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2.8.4.

2.8.5.

When the Hospital determines the patient’s transfer or discharge needs, the
attending physician, along with the Hospital staff, promptly will provide
appropriate information to the patient and the patient’s family when it is
involved in decision-making and ongoing care.

When continuing care is needed after discharge, the attending physician, along
with the Hospital staff, will provide appropriate information to the other health
care providers, including:

2.8.5.1. the reason for discharge;

2.8.5.2. the patient’s physical and psychosocial status;

2.8.5.3. asummary of care provided and progress toward goals;

2.8.5.4. community resources or referrals provided to the patient; and

2.8.5.5. discharge medications.

Section 2.9. Delinguent Medical Records:

2.9.1.

2.9.2.

2.9.3.

2.9.4.

A medical record shall not be permanently filed until it is completed by the
responsible physician or it is ordered to file by the committee responsible for
the medical record function.

The patient’s medical record shall be as complete as reasonably practical at
the time of discharge, including progress notes, final diagnosis, and the clinical
resume work sheet completed.

A reminder shall be placed on any chart deficient in the H&P during the next
working day after which such deficiency occurs. If such H&P has not been
written or dictated upon the expiration of 72 hours, a written report shall be sent
to the committee responsible for the medical records function with a copy of
such report to the physician responsible for the H&P and the practitioner’s
clinical privileges may be deemed to have been automatically relinquished in
accordance with the Medical Staff Bylaws.

All medical records should be completed within fifteen (15) days after the date
of discharge, or fifteen (15) days after essential reports have been received
and placed into the record, whichever shall last occur. The Health Information
Management Department shall determine those medical records that are
incomplete after the time period specified above and promptly notify the
practitioner of such incomplete medical records. If after such notice the medical
records remain incomplete thirty (30) days post discharge, the practitioner’s
clinical privileges may be deemed to have been automatically relinquished in
accordance with the Medical Staff Bylaws.
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2.9.5 Provider Queries will be generated when additional documentation or
clarification is needed for coding or quality.

2.9.5.1 All Provider Queries must be met with a response.

2.9.5.2 Responses to Provider Queries must be provided in a
timely fashion.

2.95.3 Provider Queries will be included in the Medical Record
completion requirements and considered during
Deficiency/Delinquency and Relinquishment Processes.

2.9.6. Delinquent practitioners must coordinate coverage for their patients until such
time as delinquent records are complete. Health Information Management
(“HIM”) will notify Patient Registration, Scheduling, Surgery, Nursing
Administration, and One Call shall be notified of all relinquishments and
reinstatements.

2.9.7. Quarterly reports of such relinquishments shall be sent to the committee
responsible for the medical record function for additional action by the Medical
Executive Committee as appropriate.
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ARTICLE 3

MEDICAL ORDERS

Section 3.1. General:

3.1.1. Whenever possible, orders will be entered directly into the EMR by the
ordering practitioner utilizing the Computerized Provider Order Entry (“CPOE”).
Written or paper-based orders should be documented on appropriate forms as
approved by the Hospital. Any such written or paper-based orders will be
scanned and entered into the patient’s EMR via the CPOE in accordance with
Hospital policy.

3.1.2. All orders (including verbal/telephone orders) must be:

3.1.2.1. dated and timed when documented or initiated. Outpatient orders
are not required to be timed;

3.1.2.2. authenticated by the ordering practitioner. Authentication must
include the time and date of the authentication. All orders entered
into the CPOE are electronically authenticated, dated, and timed,
except for handwritten and paper-based orders that are made in
emergency situations or when the CPOE is unavailable and have
been previously authenticated via written signatures or initials; and

3.1.2.3. documented clearly, legibly and completely. Orders which are
illegible or improperly entered will not be carried out until they are
clarified by the ordering practitioner and are understood by the
appropriate health care provider.

3.1.3. Orders for tests and therapies will be accepted only from:
3.1.3.1. members of the Medical Staff;

3.1.3.2. allied health professionals who are granted clinical privileges by the
Hospital, to the extent permitted by their licenses and clinical
privileges; and

3.1.3.3. other individuals not on the Medical Staff who have been granted
permission to order services pursuant to Hospital policy.

3.1.4. The use of the summary (blanket) orders (e.g., “renew,” “repeat,” “resume,” and
“continue”) to resume previous medication orders is not acceptable.

3.1.5. Orders for “daily” tests will state the number of days, except as otherwise
specified by protocol, and will be reviewed by the ordering physician at the
expiration of this time frame unless warranted sooner. At the end of the stated
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time, any order that would be automatically discontinued will be reentered in
the same format in which it was originally recorded if it is to be continued.

3.1.6. Allied Health Professionals may be authorized to issue medical and
prescription orders as specifically delineated in their privileges that are
approved by the Hospital. All orders issued by an allied health professional will
be countersigned/authenticated by the supervising physician by the close of
the medical record.

3.1.7. Resident physicians may issue orders only in accordance with the specific
policies and procedures that have been duly adopted by the Graduate Medical
Education Committee and the Board.

Section 3.2. Medication Orders:

All medication orders will clearly state the administration times or the time interval
between doses. If not specifically prescribed as to time or number of doses, the
medications will be controlled by automatic stop orders or by protocols. When
medication or treatment is to be resumed after an automatic stop order has been
employed, the orders that were stopped will be reentered. All PRN medication orders
must be qualified by either specifying time intervals or the limitation of quantity to be
given in a 24-hour period. All PRN medications must specify the indications for use.

Section 3.3. Verbal Orders:

3.3.1. A verbal order (via telephone or in person) for medication, biological, or
treatment will be accepted only under circumstances when it is impractical for
such order to be entered by the ordering practitioner or if a delay in accepting
the order could adversely affect patient care.

3.3.2. All verbal orders will include the date and time of entry into the medical record,
identify the names of the individuals who gave, received, and implemented the
order, and then be authenticated with date and time by the ordering practitioner
or another practitioner who is responsible for the care of the patient. Any alerts
prompted by the electronic system will be resolved by the physician while on
the telephone.

3.3.3. For verbal orders, the complete order will be verified by having the person
receiving the information record and “read-back” the complete order (RAV).

3.3.4. Authentication will take place by the ordering practitioner, or another
practitioner who is responsible for the patient’s care in the Hospital, (i) before
the ordering practitioner leaves the patient care area for face-to-face orders,
and (ii) within 30 days after discharge if the order is documented using RAV. If
the order was not documented using RAV, the order shall be signed, dated and
timed within 48 hours.
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3.3.5.

The following are the personnel authorized to receive and record verbal orders
within their scope of practice and delineation of privileges:

3.3.5.1. a licensed practice nurse, a registered nurse, or an advance practice
registered nurse (“APN”);

3.3.5.2. a pharmacist who may transcribe a verbal order pertaining to
medications and monitoring;

3.3.5.3. a respiratory therapist who may transcribe a verbal order pertaining to
respiratory therapy treatments;

3.3.5.4. a physical therapist who may transcribe a verbal order pertaining to
physical therapy treatments;

3.3.5.5. a radiology or imaging technologist (i.e., nuclear medicine, diagnostic
medical sonographer) who may transcribe a verbal order pertaining to
tests and/or therapy treatments in their specific areas of expertise;

3.3.5.6. an occupational therapist who may transcribe a verbal order pertaining
to occupational treatments;

3.3.5.7. a speech therapist who may transcribe a verbal order pertaining to
speech therapy; and

3.3.5.8. a dietician who may transcribe a telephone/verbal order pertaining to
diet and nutrition.

Section 3.4. Standing Orders and Protocols:

3.4.1.

3.4.2.

3.4.3.

For all standing orders and protocols that permit treatment to be initiated
without a prior specific order from the attending physician, review and approval
of the Medical Executive Committee and the Hospital’s nursing and pharmacy
departments is required. Prior to approval, the Medical Executive Committee
will confirm that the standing order or protocol is consistent with nationally
recognized and evidence-based guidelines. The Medical Executive Committee
will also take appropriate steps to ensure that there is an annual review of such
orders and protocols. All standing orders and protocols will identify well-
defined clinical scenarios for when the order or protocol is to be used.

If the use of a standing order or written protocol has been approved by the
Medical Executive Committee, the order or protocol will be initiated for a patient
only by an order from a practitioner responsible for the patient’s care in the
Hospital and acting within his or her scope of practice.

When used, standing orders and protocols must be dated, timed, and
authenticated promptly in the patient's medical record by the ordering
practitioner or another practitioner responsible for the care of the patient.
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3.4.4. The attending physician must also acknowledge and authenticate the initiation
of each standing order or protocol after the fact, with the exception of those for
influenza and pneumococcal vaccines.
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ARTICLE 4

AUTOPSIES

4.1. Every member of the Medical Staff is expected to be interested in securing autopsies.

4.1.1. There should be consideration for performance of an autopsy under the
following circumstances. The attending physician should use his discretion in
obtaining autopsy permits. Autopsies are to be obtained only by the attending
physician.

4.1.1.1. Deaths in which an autopsy may help explain unknown and
unanticipated medical complications.

4.1.1.2. Deaths in which the cause is not known with certainty on clinical
grounds.

4.1.1.3. Cases in which an autopsy may help allay concerns of the family
and/or the public regarding the death and provide reassurance to
them regarding the same.

4.1.1.4. Unexpected or unexplained deaths occurring during or following any
dental, medical, or surgical diagnostic procedures and/or therapies.

4.1.1.5. Sudden, unexpected, or unexplained deaths which are apparently
natural and not subject to a forensic medical jurisdiction such as the

following:

o persons dead on arrival at the Hospital;

o deaths occurring in the Hospital within 24 hours of admission;
o deaths in which the patient sustained or apparently sustained

an injury while hospitalized.
4.1.1.6. All obstetric deaths.
4.1.1.7. All neonatal and pediatric deaths.
4.1.1.8. Deaths at any age in which it is felt that autopsy would disclose a
known or suspected illness, which may also have a bearing on

survivors or recipients of transplant organs.

4.1.1.9. Deaths known or suspected to have resulted from environmental or
occupational hazards.
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4.1.2. No autopsy shall be performed without written consent of a relative or legally
authorized agent.

4.1.3. All autopsies shall be performed by the Hospital pathologist or by a physician
delegated this responsibility.

4.1.4. When an autopsy is performed, the provisional anatomic diagnosis should be
reported in the medical record within three days and the complete protocol
should be made a part of the record within 90 days. If such information is not
documented timely, notification of the Practitioner and Chief Executive Officer
for chart delinquency shall apply after 90 days.
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ARTICLE 5

EMERGENCY CALL COVERAGE REQUIREMENTS

Section 5.1. General:

5.1.1.

5.1.2.

5.1.3.

5.1.4.

Medical Directors of the clinical departments of the Hospital will furnish the
Hospital with monthly rosters of specialists on call each day.

5.1.1.1. Emergency Room physicians have the right and duty to consult with
members of the Medical Staff of the Hospital on call when
examination and treatment may exceed the scope of the Emergency
Room Physician’s knowledge and experience.

In view of the “call system” evolved by practicing physicians, it shall be
mandatory in the case of service patients both inpatients and outpatients, that
a physician sign out only to another physician of the same department, as is
determined by his staff privileges.

All patients presenting themselves to the Emergency Room of the Hospital will
be seen by an appropriate practitioner.

5.1.3.1. If a patient has a private physician and arrangements have not been
made to meet his/her private physician at the Emergency Room, the
Emergency Room Physician or his designee will promptly conduct a
medical evaluation of the patient.

5.1.3.2. If the patient has no private physician and does not desire one to be
called, examination and treatment shall be rendered by the
Emergency Room Physician.

5.1.3.3. Patients will be referred in accordance with the policies of the
Medical Staff.

Whenever a practitioner’s admitting prerogatives and clinical privileges are
relinquished, the Medical Director of the department to which the practitioner is
assigned shall be notified by the Administrator or his designate of such action
in order that alternative arrangements can be made to fulfill service call and
other departmental obligations.

Section 5.2. Medical Screening Examinations:

5.2.1.

Medical screening examinations, within the capability of the Hospital, will be
performed on all individuals who come to the Hospital requesting examination
or treatment to determine the presence of an emergency medical condition.
Qualified medical personnel who can perform medical screening examinations
within applicable Hospital policies and procedures are defined as:
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5.2.1.1. Emergency Department:

5.2.1.1.1. members of the Medical Staff with clinical privileges in
Emergency Medicine;

5.2.1.1.2. other Active Staff members;
5.2.1.1.3. resident physicians; and
5.2.1.1.4. appropriately credentialed allied health professionals.

5.2.2. The results of the medical screening examination must be dictated within 48
hours of the conclusion of an Emergency Department visit.
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ARTICLE 6

CONSULTATIONS

Section 6.1. Requesting Consultations:

6.1.1. The attending physician shall be responsible for requesting a consultation
when indicated and for calling in a qualified consultant.

6.1.2. Requests for consultations shall be entered in the patient’s medical record. In
addition to documenting the reasons for the consultation request in the medical
record, the attending physician shall make reasonable attempts to personally
contact the consulting physician to discuss the consultation request. However,
for critical care consults, the attending physician must personally speak with
the consultant to provide the patient’s clinical history and the specific reason
for the consultation request.

6.1.3. Failure by an attending physician to obtain consultations as set forth in this
Section will be reviewed through the professional practice evaluation policy or
other applicable policy.

6.1.4. Where a consultation is required for a patient in accordance with this Article or
is otherwise determined to be in the patient’s best interest, the CMO, the
President of the Medical Staff, or the appropriate department chief shall have
the right to call in a consultant.

Section 6.2. Responding to Consultation Requests:

6.2.1. Any individual with clinical privileges can be asked for consultation within his or
her area of expertise. Individuals who are requested to provide a consultation
are expected to respond in a timely and appropriate manner.

6.2.2. For non-critical care consults, the physician who is asked to provide the
consultation is expected to do so within 24 hours (as a general guideline)
unless a longer time frame is specified by the individual requesting the
consultation. For critical care consults, the attending physician and consultant
shall agree on a specific time frame for the consultation to be performed.

6.2.3. The physician who is asked to provide the consultation may ask an allied
health professional with appropriate clinical privileges to see the patient, gather
data, and order tests. However, such evaluation by an allied health
professional will not relieve the consulting physician of his or her obligation to
personally see the patient within the appropriate time frame, unless the
physician requesting the consultation agrees that the evaluation by the allied
health professional is sufficient.
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6.2.4.

Failure to respond to a request for a consultation in a timely and appropriate
manner will be reviewed through the peer review process or other applicable
policy unless one of the following exceptions applies to the physician asked to
provide a consultation:

6.2.4.1. the physician has a valid justification for his or her unavailability
(e.g., out of town);

6.2.4.2. the patient has previously been discharged from the practice of the
physician;

6.2.4.3. the physician has previously been dismissed by the patient;
6.2.4.4. the patient indicates a preference for another consultant; or

6.2.4.5. other factors indicate that there is a conflict between the physician
and the patient (i.e., the patient in question has previously initiated a
lawsuit against the physician) such that the physician should not
provide a consultation.

To the extent possible, if the requested physician is unable to provide a
consultation based on the aforementioned criteria listed above, then the
requesting physician should find an alternate consultant. If the attending is
unable to do so, then the CMO, the President of the Medical Staff, or the
appropriate clinical department chief can appoint an alternate consultant.

Section 6.3. Recommended and Required Consultations — General Patient Care Situations:

6.3.1.

6.3.2.

Consultations are recommended in all non-emergency cases whenever
requested by the patient, or the patient’s personal representative if the patient
is incompetent.

Consultations are required in all cases which, in the judgment of the attending
physician:

6.3.2.1. the diagnosis is obscure after ordinary diagnostic procedures have
been completed,;

6.3.2.2. unusually complicated situations are present that may require
specific skills of other practitioners;

6.3.2.3. the patient exhibits severe symptoms of mental illness or psychosis
such that the attending physician determines that consultation is
necessary to provide appropriate care of the patient;

6.3.2.4. the patient is not a good medical or surgical risk; or
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6.3.2.5. except in an emergency situation, for curettages or other procedures
by which a known normal intrauterine pregnancy may be interrupted.
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ARTICLE 7

DEPARTMENTAL RULES AND REGULATIONS

(@) Clinical departments may develop department-specific rules and regulations to
the extent that they are consistent with all duly adopted Medical Staff and
Hospital bylaws, rules and regulations, policies and procedures.

(b) Departmental rules and regulations shall be forwarded to the Medical Executive
Committee for review and recommendation to the Board for final action. All
such departmental rules and regulations shall only be effective upon approval
of the Board.

(© Duly adopted departmental rules and regulations shall be appended to these
Medical Staff Rules and Regulations. To the extent any departmental rules
and regulations are inconsistent with these Rules and Regulations and/or the
Medical Staff Bylaws, they are of no force or effect.
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ARTICLE 8

AMENDMENTS

These Medical Staff Rules and Regulations may be amended pursuant to Article VII of
the Medical Staff Bylaws.
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ARTICLE 9

ADOPTION

These Medical Staff Rules and Regulations are adopted and made effective upon
approval of the Board, superseding and replacing any and all other Rules and
Regulations of the Medical Staff or Hospital policies pertaining to the subject matter
thereof.

Adopted by the Medical Staff:
September 23, 2008
October 23, 2012
August 28, 2015
June 12, 2017

Approved by the Board:
September 23, 2008
October 23, 2012
August 28, 2015
June 26, 2017
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& ST.MARY'’S

Good Samaritan Hospital.

TITLE: PROCEDURES RELATING TO SEARCH WORD: Procedures relating to
MEDICAL STAFF MEMBERSHIP AND CLINICAL | Medical Staff Membership and Clinical
PRIVILEGES Privileges

DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL.:

EFFECTIVE DATE:

UPDATE: 8/28/15, 10/29/2018

PROCEDURES RELATING TO MEDICAL STAFF MEMBERSHIP AND

CLINICAL PRIVILEGES

A. ORIGINAL APPLICATIONS FOR MEDICAL STAFF MEMBERSHIP, CLINICAL PRIVILEGES

OR BOTH

1. SUBMISSION OF APPLICATION

a. Form of Application and Information Required

All applications for appointment to the Medical Staff or for granting of

clinical privileges shall be in writing, shall be signed by the applicant, and

shall be submitted on a form prescribed by the Medical Executive Committee and
approved by the Administrator whose approval shall not be unreasonably withheld.
The application shall require:

For applicants seeking Medical Staff Membership, a request for
appointment to a particular Staff Category.

A request for the specific clinical privileges desired by the applicant.

Information concerning the applicant’s professional qualifications including
licensure, training, and documented experience in categories of treatment
areas of procedures.

The names of at least three physician or other practitioner references who can
provide adequate information on the applicant’s current professional
competence and ethical character.

Information as to whether the applicant’s professional license or medical staff
appointment or clinical privileges at another hospital have ever been reduced,
revoked, suspended, not renewed, or voluntarily relinquished during an
inquiry or disciplinary proceeding, and if applications for staff appointment
and/or privileges at other hospitals have been denied.
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Vi.

Vil.

viil.

Xi.

Xii.

Information as to whether the applicant’s membership status and/or clinical
privileges have ever been voluntarily or involuntarily revoked, suspended,
reduced, denied, relinquished, challenged, or not renewed at any other hospital
or health care institution, and as to whether any of the following have ever
been voluntarily or involuntarily relinquished, challenged, revoked,
suspended, reduced, denied or not reviewed.

1. Membership/fellowship in local, state, or national professional
organizations

2. Specialty board certification

3. License to practice any profession in any jurisdiction

4. Drug Enforcement Administration number

A statement that the applicant has received and understands the Bylaws, Rules
and Regulations and any other written policies of the Staff, which the said
Bylaws, Rules and Regulations and written policies if he/she is granted Staff
membership, clinical privileges or both and to be bound by the terms thereof
in all matters relating to the consideration of his/her application, whether or
not he/she is granted Staff membership, clinical privileges or both.

A statement that the applicant agrees to abide by the Hospital Bylaws, which
the Administrator's office shall supply to each applicant upon application to
the extent such bylaws are consistent with these bylaws.

A statement whereby the applicant acknowledges that he/she has granted to
the fullest extent permitted by law the authorization, confidentiality,
immunity and indemnification of those parties involved in credentialing and
peer review activities.

A statement whereby the applicant agrees that if an adverse ruling is made
with respect to his/her staff membership, clinical privileges or both, he/she
will exhaust the administrative remedies afforded by these Bylaws before
resorting to any formal legal action against the Staff, any Staff member, or the
Hospital, arising out of or in connection with the application process, the
applicant shall notify the Administrator of his/her intended action setting forth
therein the basis for such action and the specifics to be charged or alleged.

A statement of his/her willingness to appear for an interview in regard to
his/her application.

A statement regarding health impairments, if any, affecting the applicant’s
ability in terms of skill, attitude or judgment to perform professional or Staff
duties fully, hospitalizations or other institutionalization for significant health
problems during the past five (5) year period; date of last physical examination
with name and address of performing physician and significant findings; and

A statement whereby the applicant certifies that he/she maintains professional
malpractice insurance coverage in at least such amount as may be required by
applicable provisions of the Bylaws or other Hospital policies, and which
specifies the amount of said coverage, and the name and address of the
malpractice insurer. The application shall further require information
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concerning any malpractice claims against the applicant, any amount paid by
or on behalf of the applicant upon final judgment or settlement of such claim,
the basis of the claim if such payment was made and any pending claims. The
application shall contain a statement whereby the applicant agrees to notify the
administrator promptly of any changes in said professional malpractice
insurance, any claims against said professional malpractice insurance and any
adverse final judgments or settlements in any professional liability action.

b. Effect of Application

By submitting the application, the applicant

Vi.

Authorizes the Staff and Hospital to contact other entities with which the
applicant has been associated and others who may have information bearing
on his/her licensure, competence, character, and ethical qualifications,
including with out limitation the National Practitioner Data Bank as
established by the Health Care Performance Improvement Act: The American
Medical Association’s Physician Master file and the Federation of State
Medical Board’s Physician Disciplinary Data Bank.

Agrees to attest to his/her physical, emotional or mental status.

Consents to the Staff and the Board inspecting all records and documents that
may be material to an evaluation of his/her professional qualifications, current
professional competence to carry out the clinical privileges he/she requests,
and in the case of a physician applying for Staff membership, his/her moral
and ethical qualifications for Staff membership.

Releases from any liability all individuals and organizations who provide
information in good faith and without malice concerning the applicant’s
competence, ethics, character, and other qualifications for Staff membership
appointment, clinical privileges or both, including otherwise privileged or
confidential information.

Acknowledges that any actions or recommendations of any committee or the
Board with respect to the Credentialing or Peer Review activities of the
applicant are done so as a medical review committee can, and are part of the
professional peer review process; and

Pledges to provide for continuous care for his/her patients if granted Staff
membership.

C. Responsibility of Applicant

The applicant shall have the responsibility of producing adequate information for a
proper evaluation of his/her competence, character, ethics, and other qualification,
and for resolving any doubts about such qualifications, and said application shall not
be considered completed for purposes of processing until such satisfactory
information is provided by the applicant and verified by the Administrator, acting as
the designee of the Staff.
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d. Completed Application

The completed application shall be submitted to the Administrator. The application
shall not be considered complete until the Administrator, with the full cooperation of
the applicant, has received necessary references and materials required to be
submitted under this policy. A determination of ineligibility does not entitle the
individual to the hearing and appeal rights outlined in the Bylaws. Any determination
made by the Administrator that the application is complete shall not foreclose a
subsequent decision to defer action on the application as described below.

Once an application is deemed complete, it is expected to be processed within 90
days, unless it becomes incomplete. This time period is intended to be a guideline
only and shall not create any right for the applicant to have the application processed
within this precise time period.

e. Chief of Staff Procedure:

The Administrator shall transmit the complete application and all supporting
materials to the Chief of Staff. In determining whether the applicant has satisfied all
of the qualifications for appointment and the clinical privileges requested, the Chief
of Staff may use the expertise of any member, or an outside consultant, or ask the
applicant to provide further information. Failure of an applicant to provide
information within a reasonable time after being requested to do so shall be
considered a voluntary withdrawal of the application and all processing of the
application shall cease.

The Chief of Staff may recommend the imposition of specific conditions. These
conditions may relate to behavior (e.g., code of conduct) or to clinical issues (e.g.,
general consultation requirements, proctoring, completion of CME requirements).
The Chief of Staff may also recommend that appointment be granted for a period of
less than two years in order to permit closer monitoring of an individual’s compliance
with any conditions.

f. Medical Executive Committee Recommendation:

At its next regular meeting after receipt of the recommendation of the Chief of Staff,
the MEC shall:

1) adopt the recommendation of the Chief of Staff, as its own; or
2 refer the matter back to the Chief of Staff for further consideration and
responses to specific questions raised by the MEC prior to its final

recommendation; or

3 state its reasons in its report and recommendation, along with supporting
information, for its disagreement with the Chief of Staff's recommendation.

If the recommendation of the MEC is to appoint, the recommendation shall be

forwarded to the Board through the Chief of Staff.
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If the recommendation of the MEC would entitle the applicant to request a hearing,
the MEC shall forward its recommendation to the Administrator, who shall promptly
send special notice to the applicant. The Administrator shall then hold the application
until after the applicant has completed or waived a hearing and appeal.

a. Board Action:

Upon receipt of a recommendation that the applicant be granted appointment and
clinical privileges, the Board may:

1)
)

©)

appoint the applicant and grant clinical privileges as recommended; or

refer the matter back to the Chief of Staff or MEC or to another source inside
or outside the Hospital for additional research or information; or

reject or modify the recommendation.

If the Board determines to reject a favorable recommendation, it should first discuss

the matter with the Chief of Staff. If the Board’s determination remains unfavorable
to the applicant, the Administrator shall promptly send special notice to the applicant
that the applicant is entitled to request a hearing.

Any final decision by the Board to grant, deny, revise, or revoke appointment and/or
clinical privileges is disseminated to appropriate individuals within the Hospital and,
as required, reported to appropriate external entities.

2. QUALIFICATIONS

a. Threshold Eligibility Criteria:

To be eligible to apply for initial appointment or reappointment to the Medical Staff,
or clinical privileges, the applicant must, as applicable:

have a current, unrestricted license to practice in this state and have never had
a license to practice revoked, restricted or suspended by any state licensing
agency;

have a current, unrestricted DEA registration and state controlled substance
license;

be located (office and residence) within the geographic service area of the
Hospital, as defined by the Board, close enough to fulfill their medical staff
responsibilities and to provide timely and continuous care for their patients in
the Hospital;

have current, valid professional liability insurance coverage in a form and in
amounts satisfactory to the Hospital;

have never been convicted of Medicare, Medicaid, or other federal or state
governmental or private third-party payer fraud or program abuse, nor have
been required to pay civil monetary penalties for the same;
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Vi.

Vii.

viil.

Xi.

Xii.

have never been, and not currently be, excluded or precluded from
participation in Medicare, Medicaid, or other federal or state governmental
health care program;

have never had medical staff appointment, clinical privileges, or status as a
participating provider denied, revoked, or terminated by any health care
facility or health plan for reasons related to clinical competence or
professional conduct;

have never resigned medical staff appointment or relinquished privileges
during a medical staff investigation or in exchange for not conducting such an
investigation;

have never been convicted of, or entered a plea of guilty or no contest, to any
felony; or to any misdemeanor relating to controlled substances, illegal drugs,
insurance or health care fraud or abuse, or violence;

have successfully completed a residency training program approved by the
Accreditation Council for Graduate Medical Education or the AOA in the
specialty in which the applicant seeks clinical privileges, or an oral and
maxillofacial surgery training program accredited by the Commission on
Dental Accreditation of the American Dental Association ("ADA"), or a
podiatric surgical residency program accredited by the Council on Podiatric
Medical Education of the American Podiatric Medical Association (This
requirement is applicable only to those who apply for initial staff appointment
on or after the date of adoption of this Policy.);

be board certified in their primary area of practice at the Hospital. Applicants
who are not board certified at the time of application but who have completed
their residency or fellowship training within the last seven years will be
eligible for medical staff appointment. However, in order to remain eligible,
applicants must achieve board certification in their primary area of practice
within seven years from the date of completion of their residency or
fellowship training (This requirement is applicable only to those who apply for
initial staff appointment after the date of adoption of this Policy. All
individuals appointed previously will be governed by the board certification
requirements in effect at the time of their appointments.); and

demonstrate recent clinical activity in their primary area of practice during at
least two of the last four years.

b. Waiver of Threshold Eligibility Criteria:

Waivers of threshold eligibility criteria will not be granted routinely. No one
is entitled to a waiver. An application from an applicant who does not meet
the threshold criteria for appointment or clinical privileges will not be
processed unless the Board has granted the requested waiver.

A request for a waiver will only be considered if the applicant provides
information sufficient to demonstrate that his/her qualifications are equivalent
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to, or exceed, the criterion in question and that there are exceptional
circumstances that warrant a waiver.

The Chief of Staff may consider supporting documentation submitted by the
applicant, any relevant information from third parties, and the best interests of
the Hospital and the communities it serves. The Chief of Staff will forward its
recommendation, including the basis for such, to the MEC.

The MEC will review the recommendation of the Chief of Staff and make a
recommendation to the Board regarding whether to grant or deny the request
for a waiver and the basis for its recommendation.

The Board's determination regarding whether to grant a waiver is final. A
determination not to grant a waiver is not a "denial” of appointment or clinical
privileges and the applicant who requested the waiver is not entitled to a
hearing. A determination to grant a waiver in a particular case is not intended
to set a precedent. A determination to grant a waiver does not mean that
appointment will be granted, only that processing of the application can begin.

C. Factors for Evaluation:

The following factors will be evaluated as part of the appointment and reappointment
processes:

Vi.

B. REAPPOINTMENT

relevant training, experience, and demonstrated current competence, including
medical/clinical knowledge, technical and clinical skills, clinical judgment and
an understanding of the contexts and systems within which care is provided,;

adherence to the ethics of the profession, continuous professional
development, an understanding of and sensitivity to diversity, and responsible
attitude toward patients and the profession;

good reputation and character;
ability to safely and competently perform the clinical privileges requested;

ability to work harmoniously with others, including, but not limited to,
interpersonal and communication skills sufficient to enable them to maintain
professional relationships with patients, families, and other members of health
care teams; and

recognition of the importance of, and willingness to support the Hospital's and
Medical Staff's commitment to quality care and a recognition that
interpersonal skills and collegiality are essential to the provision of quality
patient care.

1. ELIGIBILITY FOR REAPPOINTMENT
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All terms, conditions, requirements, and procedures relating to initial appointment will apply
to continued appointment and clinical privileges and to reappointment. In addition, to be
eligible to apply for reappointment and renewal of clinical privileges, a member must have:

a. completed all medical records;

b. completed all continuing medical education requirements;

C. satisfied all medical staff responsibilities, including payment of any dues, fines, and
assessments;

d. continued to meet all qualifications and criteria for appointment and the clinical

privileges requested,;
e. paid any applicable reappointment processing fee; and

f. had sufficient patient contacts to enable the assessment of current clinical judgment
and competence for the privileges requested. Any member seeking reappointment
who has minimal activity at the Hospital must submit such information as may be
requested (such as a copy of his or her confidential quality profile from his or her
primary hospital, clinical information from his or her private office practice, or a
quality profile from a managed care organization), before the application will be
considered complete and processed further.

2. FACTORS FOR EVALUATION

In considering an application for reappointment, the factors listed in Section A.2.c of this
Policy will be considered, as will the following additional factors relevant to the member's
previous term:

a. compliance with the Bylaws, Rules and Regulations, and policies of the Medical Staff
and the Hospital;

b. participation in medical staff duties, including committee assignments and emergency
call;
C. the results of the Hospital's performance improvement, ongoing professional practice

evaluations, and other peer review activities, taking into consideration practitioner-
specific information compared to aggregate information concerning other individuals
in the same or similar specialty (provided that, other practitioners will not be

identified);
d. any focused professional practice evaluations;
e. verified complaints received from patients or staff; and
f. other reasonable indicators of continuing qualifications.

3. REAPPOINTMENT APPLICATION
a. Reappointment will be for a period of not more than two years.
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b. An application for reappointment will be furnished to members at least four months
prior to the expiration of their current appointment term. A completed reappointment
application must be returned to the Medical Staff Office within 30 days.

C. Failure to return a completed application within this time frame will result in the
assessment of a reappointment processing fee. In addition, failure to submit a
complete application at least two months prior to the expiration of the member's
current term may result in automatic expiration of appointment and clinical privileges.

d.

e. The application will be reviewed by the Medical Staff Office to determine that all
questions have been answered and that the member satisfies all threshold eligibility
criteria for reappointment and for the clinical privileges requested.

f. The Medical Staff Office will oversee the process of gathering and verifying relevant
information. The Medical Staff Office will also be responsible for confirming that all
relevant information has been received. Completed applications will be processed

g. If the Chief of Staff or the MEC is considering a recommendation to deny

reappointment or to reduce clinical privileges, the committee chair shall notify the
member of the general tenor of the possible recommendation and may invite the
member to meet prior to any final recommendation being made. Prior to this meeting,
the member will be notified of the general nature of the information supporting the
recommendation contemplated. At the meeting, the member will be invited to
discuss, explain, or refute this information. A summary of the interview will be made
and included with the committee's recommendation. This meeting is not a hearing,
and none of the procedural rules for hearings will apply. The member will not have
the right to be represented by legal counsel at this meeting.

4. CONDITIONAL REAPPOINTMENTS

a. Reappointments may be recommended for periods of less than two years in order to
permit closer monitoring of a member's compliance with any applicable conditions.

b. A recommendation of a conditional reappointment or for reappointment for a period
of less than two years does not, in and of itself, entitle a member to request a hearing
or appeal.

C. In the event the application for reappointment is the subject of an investigation or

hearing at the time reappointment is being considered, a conditional reappointment
for a period of less than two years may be granted pending the completion of that
process.
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& ST.MARY'S

Good Samaritan Hospital.

TITLE: RULES AND REGULATIONS RELATING | SEARCH WORD: Rulesand

TO ADMINISTRATIVE FUNCTIONS

Regulations Relating to Administrative
Functions

DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.:

MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE:

REVISED DATE: 8/28/2015

RULES AND REGULATIONS RELATING TO ADMINISTRATIVE FUNCTIONS

AND REGULATIONS:

] The Rules and Regulations of the medical staff must conform to the Bylaws of the medical staff, and
must be approved by both the Governing Body and the medical staff at a general meeting.

] Suggested changes in Medical Staff Rules and Regulations may be initiated by individual staff
members, the Chief of Staff and/or the Medical Staff Committee.

] Policies proposed by the standing committees of the medical staff when approved by the Governing
Body will be binding on the members of the medical staff.

] In an emergency, the Chief of Staff is empowered to act on behalf of the medical staff.

° Failure of physicians to comply with the Medical Staff Rules and Regulations renders them subject

to disciplinary action.
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Good Samaritan Hospital.

TITLE: ADVANCE DIRECTIVE SEARCH WORD: Advanced Directive
DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE: UPDATED: 8/28/15

ADVANCE DIRECTIVE

] An advance directive is a document that states choices about medical treatment or names someone
authorized to make decisions about medical treatment if the person is unable to make these decisions
or choices. The document is called an advance directive because it is signed in advance to let the
physician and other healthcare providers know the person's wishes concerning medical treatment.
An advance directive is essentially any document that states the patient’s wishes regarding his/her
healthcare choices, however not every document is legally binding. Many advance directives are
state specific; therefore healthcare providers are responsible to know which advance directive is
legally binding in the state where the patient is receiving treatment.

J The attending or referring practitioner may be required to identify a surrogate decision-maker for the
patient, should that patient arrive in the hospital unaccompanied and without a legally binding
advance directive.

J On admission, the hospital will ask the patient whether they have an advance directive or not. The
hospital will provide the state approved brochure upon request.

J The patient or surrogate has the obligation to produce a copy or substance of the advance directive so
that appropriate medical orders can be written and will coincide with the wishes of the patient and/or
family, when possible.

DEFINITION OF ADVANCE DIRECTIVE:

An advance directive is an oral or written statement made by a competent patient which states his/her
preferences regarding medical treatments, including, but not limited to, life-sustaining treatments or which
designates a surrogate decision maker who will make decisions regarding medical care in the event the
patient is unable to do so.
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Good Samaritan Hospital.

TITLE: ALLIED HEALTH PROFESSIONALS AND
STUDENTS

SEARCH WORD: Allied Health
Professionals and Students

DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE: UPDATED: 8/28/15

ALLIED HEALTH PROFESSIONALS AND STUDENTS

J Prior to high-risk interventions, all patient histories and physical exams written by physician
assistants or nurse practitioners shall be amended as necessary and countersigned by a licensed
physician.

J All entries made in the medical record by all students shall be edited, amended as necessary, and

countersigned by the appropriate supervisor.

J The medical record must document a member of the medical staff has seen the patient and concurs
with the diagnosis and treatment plan. The medical staff member must also demonstrate his/her
continued supervision of the resident, RNP, CNS, ESRN, CRNA or PA by appropriate

documentation on the chart.

U The medical staff member responsible for the patient's care shall document supervision of care and
treatment provided to patients by members of the house staff and allied health professionals in

progress notes of the patient's medical record at least once a week for inpatients in acute care

settings, or as frequently as is warranted by the patient's condition.

Allied Health Professionals and Students - MEDICAL STAFF 2016.doc5
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Good Samaritan Hospital.

TITLE: AMBULATORY RECORDS SEARCH WORD: Ambulatory Records
DEPARTMENT:
PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE: UPDATED: 8/28/15

AMBULATORY RECORDS

J The ambulatory care medical record will be considered incomplete if by the patent's third visit a
summary ("problem™) list of known significant diagnoses, conditions, procedures, drug allergies and
medications has not been initiated.

J The format will be consistent with the SOAP methodology:

Subjective findings

Obijective findings

Assessments

Plan or Treatment/Management Plan

Tr>O0OW
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MARY'’S

Good Samaritan Hospital.

TITLE: ANCILLARY ASSESSMENTS

SEARCH WORD: Ancillary Assessments

DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.:

MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE:

UPDATED: 8/28/15

ANCILLARY ASSESSMENTS

J All patients admitted to the hospital shall have appropriate laboratory tests ordered by the attending

practitioner or as per approved protocol.

° Laboratory, radiology, EKG, pathology and other essential reports must be incorporated into the
medical record within 24 hours, as appropriate to the nature of the test.

NUTRITIONAL.:

All patients, regardless of their nutritional status or need, receive a prescription or order for food or other
nutrients. The food or other nutrients can range from nothing by mouth (NPO) to regular diets.

Ancillary Assessments - MEDICAL STAFF 2016.doc5
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Good Samaritan Hospital.

TITLE: BIOMEDICAL EQUIPMENT

SEARCH WORD: Biomedical
Equipment

DEPARTMENT:

PRESIDENT APPROVAL.:

MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE:

UPDATED: 8/28/15

BIOMEDICAL EQUIPMENT

J The Biomedical Engineering Department must approve all electrically operated devices for use in the
hospital. All equipment, including equipment being demonstrated by sales representatives, must be
evaluated for safety, prior to use on any patients.

J Written policies and procedures shall be established for special precautions when the care of a
patient requires the use of any type of electrically operated device. Written records are necessary for
documenting all inspections performed on electrical and electronic systems and equipment. This
includes documenting any action taken or recommended. Each Clinical Service Chief should
maintain these documents in his/her service.

Biomedical Equipment - MEDICAL STAFF 2016.doc5
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Good Samaritan Hospital.

TITLE: CONFIDENTIALITY AND SEARCH WORD: Confidentiality and
AVAILABILITY OF THE MEDICAL RECORD Availability of the Medical Record
DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE: UPDATED: 8/28/15

CONFIDENTIALITY AND AVAILABILITY OF THE MEDICAL RECORD

The medical record, including x-ray films, is the property of the hospital. Release of the record,
copies of the record or patient identifiable information contained in the record is within the
discretion of the hospital except as otherwise controlled by state and federal law.

Records may be removed from the hospital’s jurisdiction only in accordance with a court order,
subpoena or statute.

Records of psychiatric and/or substance abuse patients shall be protected from disclosure in
accordance with the “State” Welfare and Institution code and federal regulations governing the
confidentiality of substance abuse patient records.

As a matter of expedience, and in the patient's interest, medical record information, confined to that
which relates to the hospital or medical care of the patient, may be released to interested persons on a
need to know basis without the patient's specific, authorization unless requested not to do so by the
patient, next of kin or the provider of healthcare following the guidelines of the most current revision
of the “State” Association of Hospitals and applicable federal regulations.

In extraordinary cases, revelation of the fact of which might be considered highly prejudicial to the
patient’s reputation, consent of the attending physician and special written consent of the patient or
his legal representative should first be obtained. Records of discharged patients shall be sent to the
Medical Records Department no later than the day after discharge, unless the attending physician
specifically requests that they be held at the nursing station. Such records will be held for no longer
than 36 hours after the patient's discharge.

Incomplete medical records may not leave the Medical Records Department except for continuing
patient care of readmitted patients, and then must be returned within 72 hours.

Records needed for studies or research not involving human subjects should be requested in advance
by application in the Health Information Management Department. Proposed projects shall be
reviewed by the Medical Record Committee who shall make recommendations to the Medical Staff
Committee before records can be studied. Subject to the review and approval of the Medical Staff
Committee, through the recommendations from the Medical Record Committee, former members of
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the medical staff shall be permitted free access to information from the medical records of their own
patients, covering all periods during which they attended such patients in the hospital.

] In cases of readmission of a patient, all previous records shaft be available for the use of the
attending practitioner. This shall apply whether the patient is attended by the same practitioner or by
another.

] Unauthorized removal of charts from the hospital premises is grounds for suspension of a

practitioner for a period to be determined by the Medical Staff Committee of the Medical Staff.
Premises of the hospital are defined as any area of the hospital in which inpatients undergo
diagnostic or therapeutic interventions, and those areas, with the exception of private physician's
offices, where outpatient procedures are conducted.
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& ST.MARY’S

Good Samaritan Hospital.

TITLE: CORRECTIVE ACTION SEARCH WORD: Corrective Action
DEPARTMENT: MEDICAL STAFF
PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:
EFFECTIVE DATE: UPDATED: 8/28/15

CORRECTIVE ACTION

AND CONDUCT

1. Conduct Requiring

Activities or professional conduct of any practitioner detrimental to patient safety or to the delivery
of quality patient care, or conduct lower than the accepted standards or aims of the Staff or behavior
disruptive to the Hospital operation, or conduct in violation of or contrary to these Bylaws, the Rules
and Regulations of the Staff, or the Rules and Regulations of the Hospital to the extent consistent
with these Bylaws, may be deemed appropriate for corrective action.

2. Initiation

Corrective action can be initiated by any officer of the Staff, the Chair of any clinical area, the Chair
of any standing committee, the Administrator, or the Board. All requests for corrective action shall
be submitted to the Medical Executive Committee in writing and supported by reference to the
activities or conduct constituting grounds for the request. A copy of the request and notice of the
practitioner’s right to appear pursuant to Paragraph (3) (b) below shall immediately be sent to the
practitioner by the Medical Executive Committee by certified mail return receipt requested or by
personal service. The Chair of the Medical Executive Committee shall promptly notify the
Administrator in writing of all requests for corrective action received by the Medical Executive
Committee and shall continue to keep the Administrator fully informed of all action taken in
connection therewith.

3. Medical Executive Committee Action
a. Time
Within thirty (30) days following receipt of a request for corrective action, unless affected

practitioner agrees to an extension of time, the Medical Executive Committee shall take
action upon the requires or permit an appearance by the affected practitioner.
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b. Appearance by Member

If the correct action could involve a reduction or suspension of clinical privileges, or a
suspension or expulsion from the Staff, the affected practitioner shall be afforded an
opportunity to make an appearance before the Medical Executive Committee prior to its
taking action on such request. This appearance shall not constitute a hearing, but shall be
preliminary and investigative in nature, and none of the procedural rules provided in these
Bylaws with respect to hearings shall apply thereto.

C. Recommendation

Within ten (10) calendar days following an appearance by the practitioner the Medical
Executive Committee shall take action with respect to the matter. A written record of action
on the request for corrective action shall be made by the Medical Executive Committee and
kept on file at the Hospital. The Medical Executive Committee shall promptly notify the
Administrator of its action made in regard to a request for corrective action.

d. Permitted Action

On a request for corrective action, the Medical Executive Committee of the Staff may take
one of the following actions: A warning; letter of admonition; letter of reprimand;
impositions of terms of probation or a requirement for consultation or continuing medical
education; recommendation for reduction, suspension or revocation of clinical privileges;
recommendation for alteration of already imposed restrictions; recommendation for
suspension or revocation of Staff membership; absolution of the practitioner; or any
alternative to the above-named to be deemed appropriate by the Medical Executive
Committee. Action so taken may form the basis of future actions.

4. Action By Administrator

If any action or recommendation of the Medical Executive Committee is adverse to the practitioner,
the Administrator shall, within ten (10) calendar days after the Medical Executive Committee’s
decision, notify the affected practitioner in writing by registered mail, certified mail, or by personal
service, notifying him/her of the action and recommendations, or either of them taken by the Medical
Executive Committee and the specific reasons and finding upon which said decision or
recommendation was based. If the action or recommendation, if final would require a report to the
National Practitioner Data Bank and the appropriate state licensing agency, or either of them, the
notice shall include the notice of the fact and the text of such proposed reports. The notice shall
further advise the practitioner of his/her rights to a hearing; specify that he/she shall have thirty (30)
days following the date of his/her receipt of the notice within which to request a hearing or appellate
review; state that the failure to request a hearing or appellate review within the specified time period
shall constitute a waiver of his/her right to the same; state that upon receipt of his/her request he/she
will be notified of the date, time, and place for the hearing or appellate review and the grounds upon
which the adverse action is based; advise him/her of his/her right to review the hearing record and
report, if any, and to submit a written statement on his/her right to legal counsel and assistance at the
hearing and appellate review. In the event that the practitioner is entitled to, and requests such a
hearing or appellate review, the procedures set forth is Policy # 1027 shall be followed.
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CONFIDENTIALITY

All proceedings involving practitioners must be held in the strictest confidence. Any breach of this
confidentiality by committee members will be considered grounds itself for disciplinary action.
Practitioners are urged not to inquire into ongoing proceedings. The Board will also cause the
Administration to maintain such portions of the proceedings as may come to its attention in strictest
confidence.

SUMMARY SUSPENSION

1. Circumstances

The Chief of Staff, the Medical Executive Committee, the Administrator or the Board, in
consultations with the Chair or Vice Chair of the respective area, shall constitute and ad hoc
committee for the limited purposes of this Section and shall have the right, whenever action must be
taken immediately to protect the life of any patient or to reduce the substantial likelihood of
immediate injury or damage to the health or safety of any patient, to summarily suspend all or any
portion of the clinical privileges of a practitioner, effective immediately upon impositions. Where
summary suspension is imposed by a person or persons other than the Chief of Staff, that person or
persons should immediately transmit notice of the suspension to the Chief of Staff.

2. Notice

Upon receipt of the notice of the summary suspension of a practitioner, the Chief of Staff shall
promptly transmit notice of the suspension to the Administrator, who shall promptly notify the
affected practitioner in writing of the suspension and the grounds therefore and notice of his/her right
to a meeting with the Medical Executive Committee pursuant to Paragraph (3) below. This notice
shall be delivered to the practitioner in person if practical; if not, then by certified or registered mail.

3. Investigative Meeting

A practitioner whose clinical privileges have been summarily suspended shall be entitled to request,
at any time within ten (10) calendar days following receipt of notice such summary suspension, that
the Medical Executive Committee hold an investigative meeting not less than three (3) nor more than
seven (7) calendar days after the Chair of the Medical Executive Committee receives a written
request for such a meeting. The purpose of this meeting shall be to determine whether an actual risk
of immediate injury or damage to the health or safety any patient actually exists so as to support the
imposition of summary suspension. The Chief of Staff shall set the date for the meeting in
consultation with the affected practitioner. The affected practitioner may be present, but neither the
practitioner nor the Staff may be represented by legal counsel at this investigative meeting.

a. Recommendations
As a result of the meeting, the Medical Executive Committee may recommend modification

continuance or termination of the terms of the summary suspension, as well as
recommending alternative corrective actions.
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b. Notice

Notice of an adverse recommendation shall be given pursuant to Section Titled Procedures
And Conduct (4) above.

C. Hearing or Appellate Review

If the Medical Executive Committee does not recommend immediate termination of the
summary suspension, the affected practitioner shall in accordance with Policy # 1027, be
entitled to request a hearing or appellate review, but the terms of the summary suspension as
sustained or as modified by the Medical Executive Committee shall remain in effect pending
a final decision thereon by the Board. Where the affected practitioner request a hearing or
appellate review, the procedures sent forth in Fair Hearing Plan And Appellate Review shall
be followed.

4. Alternative Patient Care

Immediately upon the imposition of a summary suspension, the Chief of Staff shall have authority to
provide for alternative medical coverage for the patient(s) of the suspended practitioner. The wishes
of the patient(s) shall be considered in the selection of such alternative practitioner.

5. Reports of Summary Suspension
a. Written fifteen (15) days following any adverse professional review action involving a
summary suspension for longer than thirty (30) days, a report shall be made to the Composite
State Board of Medical Examiners or other appropriate state licensing board; and
b. Within twenty (20) days following any final action involving a summary suspension; a report
shall be made to the Composite State Board of Medical Examiners or other appropriate state
licensing board.

AUTOMATIC SUSPENSION

1. State Board Action

Action by the Composite State Board of Medical Examiners or other appropriate licensing board
revoking or suspending a practitioner’s license shall automatically suspend the practitioner’s Staff
membership and clinical privileges. Action by the appropriate state licensing board revoking or
suspending the license of a limited license professional exercising clinical privileges shall
automatically suspend the limited license professional’s clinical privileges. Such suspension of Staff
membership and clinical privileges shall continue throughout the period during which the
practitioner’s license is revoked or suspended. In the absence of any corrective action, which has
adversely affected the practitioner’s staff membership or clinical privileges, the suspension described
in this paragraph shall automatically terminate upon the reinstatement of the practitioner’s license by
the Composite State Board of Medical Examiners or other appropriate state licensing board.
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2. Drug Enforcement Administration Action

Action by the Drug Enforcement Administration (including voluntary relinquishment by the
practitioner) revoking or suspending a practitioner’s controlled substances registration shall
automatically suspend the staff membership and clinical privileges to the extent necessary to be
consistent wit the action taken by the Drug Enforcement Administration. Action by the Drug
Enforcement Administration revoking or suspending the controlled substances registration of a
limited license professional exercising clinical privileges shall automatically suspend the limited
license professionals clinical privileges to the extent consistent with the action taken by the Drug
Enforcement Administration. In the absence of any corrective action, which has adversely affected
the practitioner’s staff membership or clinical privileges, the suspension described in this paragraph
shall automatically terminate upon the reinstatement of the practitioner’s registration by the Drug
Enforcement Administration.

3. Medical Records — Staff Generally

A staff member may have automatic suspension imposed for failure to complete medical records in
accordance with Staff Rules and Regulations and these Bylaws, in the following manner;

a. A temporary suspension in the form of withdrawal of admitting privileges (hereinafter called
“no bed status”), effective until medical records are completed, shall be imposed following
the recommendation of such suspension to the Medical Executive Committee by the Medical
Records Committee. Such suspension shall be imposed automatically beginning seven (7)
calendar days after the mailing by registered mail, certified mail, or by personal service to the
affected Staff members, at his/her current office address supplied to him/her to the Hospital,
of a written notice from the Chief of Staff of the Staff member’s delinquency in completing
his/her medical records, with the Chief of Staff also sending a copy of said notice to the
Medical Records Committee. During this seven (7) day period, the affected Staff member
may explain any extenuating circumstances to the Chief of Staff who, in his/her discretion,
may extend the period before the temporary suspension shall begin.

b. Remaining on “no bed status” in excess of thirty (30) days consecutively or forty-five (45)
days total in any twelve-month period shall be grounds for immediate corrective action
pursuant to Section Procedures and Conduct of this Corrective Action Article.

4. Medical Records — Consulting Staff and Limited License Professionals Exercising Clinical
Privileges

A Consulting Staff member or limited license professional may have automatic suspension imposed
for failure to complete medical records in accordance with Staff Rules and Regulations and these
Bylaws, in the following manner;

a. A temporary suspension in the form of a withdrawal of all a Consulting Staff member’s
consulting privileges and all of a limited license professional’s clinical privileges (hereinafter
referred to as “no consulting status™), except as to those patients to which the affected
practitioner is providing direct patient care services or is acting as a consultant at the time of
the suspension, effective until medical records are completed, shall be imposed following the
recommendation of such suspension to the Medical Executive Committee by the Medical
Records Committee. Such suspension shall be imposed automatically beginning seven (7)
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calendar days after the mailing by registered mail, certified mail, or by personal service to the
affected practitioner, at his/her current office address supplied by him/her to the Hospital, or a
written notice from the Chief of Staff of the practitioner’s delinquency in completing his/her
medical records, with the Chief of Staff also sending a copy of said notice to the Medical
Records Committee. During the seven (7) calendar day period, the affected practitioner may
explain any extenuating circumstances to the Chief of Staff who is his discretion, may extend
the period before the temporary suspension shall begin.

b. Remaining on “no consulting status™ in excess of thirty (30) days consecutively or forty-five
(45) days total in any twelve month period shall be grounds for immediate corrective action
pursuant to Section Procedures and Conduct of this Corrective Action Section.

5. Notice

The Chief of Staff shall promptly transmit notice of any suspension based on failure to complete
medical records as described in Paragraph (3) and (4) above to the Administrator, who shall
promptly notify the affected practitioner in writing of the suspension and the grounds therefore and
notice of his/her rights, if any, under Article XII in the form prescribed by Section A (4) above.
This notice shall be delivered to the practitioner in person, if practical; if not then by certified or
registered mail. The Administrator shall likewise transmit notice of any suspension under
Paragraphs (1) or (2) above.

6. Enforcement

It shall be the duty of the Chief of Staff and the Medical Executive Committee to cooperate with the
Administrator in enforcing all automatic suspensions.
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) ST.MARY’S

Good Samaritan Hospital.

TITLE: CRITERIA FOR NEW PRIVILEGES AND | SEARCH WORD: Criteria for New

TEMPORARY PRIVILEGES Privileges and Temporary Privileges
DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:
EFFECTIVE DATE: UPDATED: 8/28/15

CRITERIA FOR NEW PRIVILEGES AND TEMPORARY PRIVILEGES

Each medical staff section may, as appropriate, recommend more particular criteria for delineation of
privileges within its specialties. These criteria shall be applicable to new applicants and when appropriate,
current members of the staff as specified by the section, after approval by the Medical Staff Committee and
Governing Body.

TEMPORARY STAFF PRIVILEGES:

Eligibility to Request Temporary Clinical Privileges

Non-applicants. Temporary privileges may be granted to non-applicant by the CEO, upon
recommendation of the Chief of Staff of the Medical Staff, when there is an important patient care,
treatment, or service need. The following factors shall be considered and verified prior to the
granting of temporary privileges in these situations: current licensure, current competence, and
current professional liability coverage acceptable to the hospital which may be accomplished through
telephone calls. These temporary privileges may be granted for a maximum of thirty (30) days and
may be renewed if necessary for additional thirty (30) day periods but the total may not exceed 120
days.

Pending application. Temporary privileges may also be granted by the CEO, upon recommendation
of the Chief of Staff of the Medical Staff, when an applicant for initial appointment has submitted a
completed application and the application is pending review by the Medical Staff Committee and
Board, following a favorable recommendation of the Credentials Committee. Prior to temporary
privileges being granted in this situation, the credentialing process must be complete including
primary source verification of current licensure, relevant training or experience, current competency,
ability to perform the privileges requested, current professional liability coverage, compliance with
privileges criteria, current DEA, consideration of information from the National Practitioner Data
Bank and from the medical attestation completed by the applicant and their attending physician, and
signed acknowledgement of current Bylaws and Rules & Regulations. These temporary privileges
may be granted for a maximum of thirty (30) days and may be renewed if necessary for additional
thirty (30) day periods but the total may not exceed 120 days.
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] Locum Tenens. The CEO may grant temporary privileges to an individual serving as a locum tenens
for a member of the Medical Staff. This shall be done in the same manner and upon the same
conditions as set forth in the “non-applicants” section paragraph under the Temporary Staff
Privileges section.
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S ST. MARY’S

Good Samaritan Hospital.

TITLE: DELINQUENT MEDICAL RECORDS SEARCH WORD: Delinquent Medical
Records

DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL: MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE: UPDATED: 8/28/15

DELINQUENT MEDICAL RECORDS

POLICY:

It is the policy of the Medical Records Department to notify a practitioner of suspension when he/she has
delinquent medical records.

PROCEDURE:

Physicians will be notified on a weekly basis of their number of incomplete medical records through a letter
until the medical records are complete or the physician is on suspension.

All deficiencies are noted, by responsible physician, on the medical record deficiency computer system.
Deficient records are then placed in the Doctor’s Lounge.

Should the Medical Record Department not receive a physician response to complete his/her medical records
within twenty-eight (28) days of the first notice, the physician will be notified by a second reminder letter.

Should the medical record(s) remain incomplete on the 30th day after patient discharge, the Medical Records
Department will notify the physician, via certified mail, that his/her admitting, consultative and surgical
privileges have been suspended until his/her medical records have been completed. The Medical Records
Department also submits his/her name to administration, the Medical Executive Board and other departments.

A copy of all suspension letters mailed are placed in the physician’s peer review file housed in the Medical
Staff Office.

The hospital departments are notified, by the Medical Records Department when the suspension of privileges
has been lifted.

If a physician is on suspension for a total of 30 cumulative days in the fiscal year, his/her name shall be
submitted to the Medical Executive Committee. The committee shall then submit his/her name to the State
Medical Board.

Surgeons are notified by the Transcription Clerk if an operative report has not been received within 24 hours
following surgery.
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Any patient remaining in the hospital more than 24 hours shall require a dictated discharge summary.

DELINQUENT MEDICAL RECORDS
LETTER

St. Mary’s Good Samaritan Hospital
1201 Siloam Road
Greensboro, Georgia 30642

Date:

, MD

Dear Dr. ,

Recently, a patient was discharged from our facility and his/her chart contains some documentation deficiencies
belonging to you. Our hospital policy is that a medical record must be completed within 30 days of discharge.

At the present time you have incomplete charts.

Our department hours are Monday through Friday, 8 AM to 5 PM. After hours, the Medical Records
Department Director will be available by phone. Please call prior to visiting us so we can have your charts
ready for your completion, (706) 453-5036.

Thank you in advance for your kind cooperation.

Sincerely,

Dave Ringer, MD
Chief of Staff
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PHYSICIAN’S NOTICE OF DELINQUENT CHARTS

First Letter Sent: Reminder Letter Sent: Phone Call:
Who Called: Suspension Letter Sent: (certified)
C First Reminder Phone Call Suspension .
Physician’s Name D Letter Letter Name/Message Letter No. Alternative
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NOTICE OF UPCOMING SUSPENSION
FOR INCOMPLETE MEDICAL RECORDS

LETTER
St. Mary’s Good Samaritan Hospital
1201 Siloam Road
Greensboro, Georgia 30642
Date:
, MD
Dear Dr. :

Approximately one week ago, you received a letter from our hospital regarding deficient medical
records. As of this date, we have not had a response to our request for completion of your charts.

In accordance with our medical staff bylaws, your medical staff privileges may be suspended as
of

This includes suspension of all admitting, consultative and operative procedures.

Our department hours are Monday through Friday, 8 AM to 5 PM. After hours, the Medical
Records Department Director will be available by phone.

Please call prior to visiting us so we can have your charts ready for your completion, (706) 453-
5036.

Thank you in advance for your kind cooperation.

Sincerely,

Jeannette Rivers
Medical Records Department Manager
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As of this date

MEDICAL RECORDS DEPARTMENT

MEDICAL STAFF SUSPENSION LIST

, the following physicians/providers are hereby suspended for Admissions,
Consultations and/or Emergencies. Please contact their alternate coverage.

Name

Alternate

No. Charts

Medical Records Department Director

Approved:

e D =Dictation
e S =Signature

CcC:

President

Administration
Admitting Department
Business Office Manager
Emergency Department
Medical Staff File
Nursing

Transcription

Utilization Management

Delinquent Medical Records - MEDICAL STAFF 2016.doc5
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PHYSICIANS SUSPENSION LOG

HEALTH INFORMATION MANAGEMENT DEPARTMENT

Physician Name

Date of Suspension

Date Suspension
Removed

Total # of Days of
Suspension

Comments

Delinquent Medical Records - MEDICAL STAFF 2015
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PHONE LOG
PHYSICIANS OFF SUSPENSION

Physician Date Off Time Called Department Person Notified

Admitting

ED

Admin

Med Staff

Nursing

Pl

Surgery

Nurses” Station
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s ST.MARY’S

Good Samaritan Hospital.

TITLE: DEPARTMENT OF PATHOLOGY SEARCH WORD: Pathology
DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:
EFFECTIVE DATE: UPDATED: 8/28/15

DEPARTMENT OF PATHOLOGY

CLINICAL LABORATORY:

J This department shall operate under the direction of the Chairperson of the Department of Pathology.
In the absence of the director, one of the associate pathologists shall be designated to act as director
according to the provisions in the Bylaws of the Medical Staff. On occasion, a pathologist other than
the associate pathologist may do work in the department if temporary privileges have been granted.

NEW ADMISSIONS:

J Physicians admitting patients for surgery must give orders for laboratory work prior to surgery,
(please refer to other sections of the Medical Staff Rules and Regulations for pre-procedure testing
requirements). The results of these orders must be available before the patient can go to surgery.
Patients may be sent to the Clinical Laboratory for preadmission testing.

J When additional laboratory tests are requested upon patient admission, the Clinical Laboratory or
Admitting Departments should be notified as soon as possible so that the patient will not be
inconvenienced by multiple venipunctures.

ORDERS:

All orders for laboratory tests on inpatients must be written on the chart. STAT orders may be telephoned
to the Clinical Laboratory, but must be followed by written orders. All orders should be communicated to
the Clinical Laboratory via the order entry computer system. Manual requisitions may be used for patients
not entered into the computer system, for tests that do not have computer codes, and when the system is not
in operation. Orders to cross-match additional blood for transfusions to patients already in surgery will be
accepted by telephone but should also be noted on the doctor's order sheet either by the anesthesiologist or
by the surgeon when the surgical procedure is completed.
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BLOOD BANK DONOR ROOM:

] As soon as possible after patient admission, and 24 hours or more before surgery, orders for
transfusions for surgical patients should be sent to the Clinical Laboratory. All requests for
transfusions should specify the number of units of blood required and the time and date the blood
will be administered.

° Non-emergent transfusions should be ordered for transfusion during normal working hours. Orders
for special blood components should be sent to the Blood Bank as early in the day as possible.

J Only the amount of blood that will be given in a 24-hour period should be ordered for cross-
matching at one time. Patients receiving daily transfusions should be cross-matched each day.
Exceptions may be made for patients who are bleeding or otherwise critical and require several units
of cross-matched blood on hand during the emergency. The Blood Bank should be notified as soon
as the emergency has passed.

] Blood, which is cross-matched but not transfused, will be held in the Blood Bank for 24 hours after
time of intended transfusion. It will be automatically returned to the Blood Bank unless otherwise
requested.

] The attending physician should encourage the patient's family and friends to replace the blood, unit

for unit, at the Red Cross or Hospital Blood Bank. Appointments or other inquiries concerning
blood donations should be directed to the Blood Bank during normal business hours.

BACTERIOLOGY AND URINALYSIS:

Specimens for bacteriological examination should be collected as early as possible and sent immediately to
the Clinical Laboratory for proper handling. The first morning specimen is the best for urinalysis. Samples
must include two patient identifiers (Name, DOB, MRN). A source is required for all microbiology
samples. (i.e. wound, left arm)

OUTPATIENTS:

] Outpatients may be sent to the Clinical Laboratory at any time during the regular daytime hours for
routine studies. A written order should accompany the patient. The regular hours for outpatients
are 7 AM to 5 PM, Monday through Friday.

] A report of all suspected transfusion related disease or complications are to be reported to the Blood
Bank in writing, including AIDS, hepatitis CMV infections; delayed transfusion reaction symptoms
and all cases of unexplained acute liver dysfunction occurring two (2) weeks to six (6) months after
blood component(s) transfusion. Written notification should be initiated as soon as possible on any
patient transfused at St. Mary’s Good Samaritan so that appropriate follow-up testing can be
conducted to document the progress of the disease process. This information is also needed to
follow up on blood donors who may need medical treatment and to provide needed epidemiological
data.
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DIRECTED DONORS:

° All directed donor units collected at other facilities are to be received pre-paid for all processing
fees.
J All directed donor units will be held for designee until expiration date or an approved medical

necessity as agreed upon by the pathologist and attending physician.
J Directed donor units must be group specific to be transfused.

° All directed donor units will be billed to the designee upon receipt by the Hospital Blood Bank for
handling fees regardless of whether they are used by the designee.

J All directed donor units must be accompanied by a physician’s order, i.e., including patient name,
blood type, date of surgery, number and type of blood components needed.

° Out of state directed donor components will not be accepted for transfusion at the Hospital Blood
Bank.

] All units eligible for transfusion must be cross-match compatible.

] All recipients (designees) must have a record available to the Hospital Blood Bank that includes

ABO group, Rh type and antibody screen results.

] A current copy of the Biologics License will be requested with all directed donor units from outside
institutions.
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DEPARTMENT: MEDICAL STAFF

PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:
EFFECTIVE DATE: UPDATED: 8/28/15

DEPARTMENT OF RADIOLOGY

Good Samaritan Hospital and its Radiology staff shall maintain radiologic facilities and services adequate to
meet the needs of the patient as defined by the medical staff.

QUALIFICATIONS FOR MEMBERSHIP - DEPARTMENT OF RADIOLOGY:

J Must be a member of the medical staff, having applied and received appointment in the same manner
as all other members of the medical staff.

] Shall be certified by the American Board of Radiology, or be eligible for certification by that Board
or have training and skills which make him/her acceptable as a radiologic consultant.

J A radiologist may admit patients for the performance of those procedures for which the radiologist
has been granted privileges. When appropriate, the radiologist shall obtain consult from other
specialty or subspecialty in other departments of the medical staff.

DUTIES AND RESPONSIBILITIES:

Each member of the department shall be expected to help perform, without composition, the general services
and teachings duties of the department. These duties and responsibilities shall be outlined and assigned by
the director of the department.

CATEGORIES OF THE RADIOLOGICAL STAFE:

Appointment to the medical staff with privileges in Radiology shall be in the same category as are provided
for the staff in general, and the privileges and responsibilities of this staff appointment shall be in
accordance with the Rules and Regulations of the Medical Staff.

DIRECTOR OF DEPARTMENT OF RADIOLOGY:

] The Radiology Department operates under the direction of the Chairperson of the Department.

] The Director shall be appointed in the manner outlined in the Medical Staff Constitution and Bylaws.
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° In the absence of the Director, the Vice-Chairperson shall be designated to act as Director.
° Duties and Responsibilities of the Director:

e He/She shall assume the responsibility for professional direction of the department under the
Constitution and Bylaws of the Medical Staff of Saint Joseph’s at East Georgia, and for the
administrative direction in cooperation with the Hospital Chief Executive Officer.

e He/She shall assist the medical staff and administration in every way possible to achieve a high
level of patient care with efficiency and economy being taken into account and will assist the
hospital administration in maintaining the Radiology Department according to the needs of the
patients, the medical staff and the requirements of accrediting bodies.

e He/She shall be responsible for the protection of personnel and patients against radiation hazards
and the maintenance of proper safety precautions as required in the Standards of the Joint
Commission on Accreditation of Hospitals as well as to assist in meeting other requirements for
accreditation of the Department of Radiology as may be imposed by law.

MEETINGS:
] Department meetings will be held monthly for the proper functioning of the department.
] Only active members shall have the privileges of voting on departmental matters.

POLICIES AND PROCEDURES:

L There shall be written policies and procedures governing radiologic administrative routines and
services and radiation safety practices.

] These procedures and policies are developed in cooperation with the medical staff, Nursing Services
and other departments or services as necessary.

° It is the policy of this Hospital that all radiological studies made in the hospital have a written
consultation and report made by a radiologist of the medical staff of the Department of Radiology, or
by a qualified radiologist to whom temporary privileges have been extended.

FLUOROSCOPY GUIDED PERCUTANEQOUS GASTROSTOMY :

o Qualifications:

e Any radiologist who wishes to perform the procedure and has experience in other drainage tube
placement procedures (i.e., renal, biliary or abscess) may be granted this privilege, upon
approval of the appropriate committees.
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Indications:

e When a patient is unable to ingest and long term enteral feeding is in the best interest of the
patient.

e Reflux
] Technique:

e This procedure may be performed on inpatients or outpatients in the Short Stay Unit. One (1) mg
of Glucagon is given intravenously or intramuscularly to paralyze the stomach. The stomach is
inflated with gas via a gastric tube. The body of the stomach is punctured avoiding the liver and
the intestines. The track is dilated over a guidewire under fluoroscopic guidance and a 10 - 14
French self-retaining catheter is introduced. After verifying appropriate intragastric position, the
catheter is connected to external drainage for 24 hours. After this period, feeding can begin.

e Modification - The jejunum can be catheterized through the gastrostomy tract (i.e., in severe
gastroesophageal reflux or in gastric outlet obstruction).

] Potential Complications:

e Major complications have not been reported. However, peritonitis or abscess formation are
potential complications.

° Contraindications:
e Peritoneal fluid or tumor
e (Gastrointestinal obstruction

e (Gastric varices

(Difficulties: Access problems due to interposed liver, colon or prior surgery. Track dilation
problems due to surgery or obesity.)
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DISPUTE RESOLUTION

APPLICABILITY OF ARTICLE

This article shall apply where the Staff and the Board or Administration are unable to agree on
issues of mutual interest and concern, including, but not limited to:

1. Staff Membership and Clinical Privileges decisions.

2. Cost containment decisions.

3. Utilization review decisions.

The AMA supports the following principles that may assist in dispute resolution:

(1) Hospital should establish a committee consisting of an equal number of board or
trustees/directors and medical staff representatives, such as a joint conference
committee, to address conflicts and attempt to resolve them as they arise. An outside
facilitator or mediator might used to frame the issues objectively and impartially and
identify the reasons communication between the hospitals governing board or
management and the organized medical staff were not open or effective.

(2) County and state medical societies that have not done so are
encouraged to meet with their county and state hospital association or council
counterparts to consider the feasibility of establishing a service that could be made
available at the request of the Chair of the hospital governing board and the chief of
the medical staff to assist in resolving any dispute between the two that could not be
resolved within the institution. The representatives of each could serve as fact-find
body and make recommendations on how the dispute or impasse might be resolved
without the need to resort to litigation or generate adverse publicity for the parties.

(3) Any mechanism or services available to assist individual governing board and

management to resolve disputes with the hospital medical staff should be publicized
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and widely disseminated. If the service involves identification of experienced
facilitators or mediators, their availability should also be publicized.

(4) Any mechanism or service made available for hospital resolution at the county or
state level must have the capability of having individuals who can engage in fact-find
at the particular hospital in which the dispute arose. The county/state association with
appropriate input from the AMA, when requested, makes a decision on the type of
assistance that is appropriate for that particular hospital dispute based on existing
policies.

(5) The use of alternative dispute resolution mechanisms available at the local level to
resolve hospital governing board and management and hospital medical staff disputes
should be encouraged and fostered in programs and publications of the AMA. AMA
Policy Compendium (1990 Ed.) 847.008.

See, e.q. California Medical Association and California Association of Hospitals and
Health Systems, Program for Resolving Conflict (January, 1992) designed to promote
informal, voluntary, private and participative resolution of such conflicts.

Submission of Staff membership or clinical privileges dispute resolution procedure
outlined in Dispute Resolution Article may result in a technical violation of the 90 day
time limit contained in O.C.G.A 8 31-7-7, if applicable. The securing of a written waiver
from the affected applicant may be in order.

(4) Employee performance; and
(5) Quality of Hospital services
By adopting or approving these Bylaws, the Staff and the Board are deemed to agree to
follow the procedures set forth in this Article in an attempt to resolve disputed matters

prior to initiating any court action.

A. MEDICAL EXECUTIVE COMMITTEE OR BOARD ACTION

Whenever disagreement exists as to any of the issues described in Section A above, either the
Medical Executive Committee or the Board shall be entitled to refer the matter to the Joint
Conference Committee for discussion and interaction. Such referral shall be accomplished by the
delivery of written matter to the Chair of the Joint Conference Committee and to the Chief of Staff
(in the event the Board is the referring party) or the Chair of the Board (in the event the Medical
Executive Committee is the referring party).

B. JOINT CONFERENCE COMMITTEE ACTION

1. Initial Effort to Resolve Dispute

Upon the referral of any matters to the Joint Conference Committee, the Committee shall
meet once each week for a period of three (3) weeks and shall make a good faith effort to
resolve the dispute
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2. Mediation

In the event that the Joint Conference Committee is unable to reach a resolution of the
dispute during its initial three-week effort, the Staff and the Board or Administrator shall
each designate a representative to enter into mediation. In addition, the members of the Joint
Conference Committee shall choose a qualified, neutral mediator, and the mediator shall
meet with the representatives in order to assist in developing options and formulating
alternatives for resolving the issue. The representatives may also meet, without the mediator,
over the course of a three (3) week period in an effort to reach a resolution of the dispute,
which is agreeable to each side. The mediation process shall be conducted promptly and in
good faith, over a period not to exceed three (3) weeks, unless and extension of such time
period is agreed to in writing by a majority of the Board representatives and a majority of the
Staff representatives on the Joint Conference Committee. If the mediation process results in
a proposed resolution acceptable to the Joint Conference Committee, the proposed resolution
shall be reduced to writing by the Joint Conference Committee, and if the matter in
controversy does not arise out of any alleged breach by any party of any contractual
relationship existing between the Board and the Staff, or any individual member thereof, then
the matter in controversy shall be submitted to the Board, in which case the action of the
Board shall be final.

3. Arbitration

In the event the issue in dispute arises out of any alleged breach of any part of any contractual
relationship existing between the Board and the Staff, or any individual member thereof, and
in the event that the mediation process fails to resolve the disputed issue, the matter in
controversy shall be submitted to arbitration pursuant to the provisions of the Georgia
Avrbitration Code (0.C.G.A.89-9-1,et seq.) as the same may be amended from time to time.
Arbitration shall be conducted by not more than three (3) arbitrators, at least one of whom
shall be an attorney-at-law, and all of whom shall be experienced in dealing with
hospital/medical staff issues. Upon application for arbitration by either the Board or the
Staff, the Joint Conference Committee shall be given a reasonable opportunity to agree, by
majority vote of the Board representatives and a majority vote of the Staff representatives on
the Joint Conference Committee, on the arbitration panel; but in the event no agreement shall
be reached as to the arbitration panel, the provisions of the Georgia Arbitration Code shall be
given effect.
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DO NOT RESUSCITATE ORDERS

The purpose of cardiopulmonary resuscitation is prevention of sudden unexpected death. Cardiopulmonary
resuscitation is not indicated in certain situations, such as in cases of terminal irreversible illness where
death is not unexpected or following prolonged cardiac arrest. Resuscitation in these circumstances may
represent a positive violation of an individuals' right to choose not to have disproportionate means used to

prolong the process of dying.

POLICY:

The policy of Good Samaritan Hospital has been, and will remain, that all patients are resuscitated
unless an order not to resuscitate or “no code” order, has been written in the patient's chart. It is
because of this basic policy of the hospital that physicians must decide which patients are not to be
resuscitated. The decision not to perform cardiopulmonary resuscitation has no implication for any
other treatment decision. Any other form of aggressive therapy may still be appropriate, including
use of critical care units, transfusion, intubation or surgery.

The decision whether or not to resuscitate a particular patient is the responsibility of the attending
physician in consultation with the patient. Each case is unique and decisions must be guided by
medical, ethical, legal and social factors. Competent adults may choose to accept or reject
resuscitation without affecting other modes of therapy.

In the case of patients who are terminally ill, it is the responsibility of the attending physician to
document whether or not cardiopulmonary resuscitation is to be performed.

In non-competent patients with a terminal illness, where death is not unexpected, the decision not to
resuscitate should be discussed with, and concurred in, by their guardian, or by the person who has
been given a legal authority over healthcare decisions for the patient, such as a surrogate named in a
legally binding document signed by the patient. If there is no guardian or legal surrogate, and no
document expressing the patient’s wishes is available, those closest to the patient should be
consulted and their concurrence obtained. Documentation that this discussion has taken place will
be made in the patient’s chart.
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J It is the policy of the Good Samaritan Hospital is to provide the highest quality medical care to its
patients. The presumptive standard of care requires full resuscitative measures if cardiac arrest
occurs. The conditions which justify withholding full resuscitative measures are:

. A written Do Not Resuscitate (DNR) order;

. A licensed physician (who knows the patient and exercises sound medical judgment) giving
an instruction not to institute resuscitation of a patient who has just experienced an arrest;

. A legally binding document indicating the patient’s wishes for forgo resuscitative measures.
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FAIR HEARING PLAN AND APPELLATE REVIEW

A. RIGHT TO HEARING AND APPELLATE REVIEW

1.

2.

When any practitioner receives notice of a recommendation of the Medical Executive
Committee that if ratified by the Board will adversely affect the practitioner’s appointment to
or status as a member of the Staff or exercise of clinical privileges, the practitioner shall be
entitled to a hearing before an ad hoc committee of the Staff. If the recommendation of the
Medical Executive Committee after considering the recommendation of the ad hoc
committee is still adverse to the affected practitioner, the practitioner shall then be entitled to
an appellate review by the Board before the Board makes a final decision.

When any practitioner receives notice of a proposed action from the Board that if taken will
adversely affect his/her appointment to or status as a member of the Staff or exercise of
clinical privileges, and such proposed action is not based on a prior adverse recommendation
by the Medical Executive Committee with respect to which the practitioner was entitled to a
hearing and appellate review, the practitioner shall be entitled to a hearing by a committee
appointed by the Board, before the Board makes a final decision on the matter.

The following recommendations or actions shall be deemed adverse for the purpose of
paragraphs (1) and (2) above: denial of initial Staff appointment, denial of reappointment,
suspension of Staff membership (except in the case of automatic suspension), revocation of
Staff membership, denial of requested advancement in Staff category, reduction of admitting
privileges, denial of requested area affiliation, denial of requested clinical privileges,
reduction in clinical privileges, suspension of clinical privileges, revocation of clinical
privileges, terms of probation, or requirement of consultation.

B. REQUEST FOR HEARING

1.

Notice of Adverse Decision

Within ten (10) calendar days of the recommendation or decision, the Administrator, acting
as agent for the Medical Executive Committee, shall be responsible for giving prompt written
notice of an adverse recommendation or decision to any affected practitioner who is entitled
to a hearing or to an appellate review. The notice shall clearly state the reasons for said

Fair Hearing and Appellate Review — MEDICAL STAFF 2015 Page 1 of 9




adverse recommendation or decision, and shall be given in the form prescribed by Section A

A).
2. Waiver of Rights of Hearing and Appellate Review

The practitioner may request a hearing, in writing, by registered mail, certified mail, or by
personal delivery to the Administrator, within thirty (30) days of his/her receipt of written
notice of the adverse recommendation or decision. The failure of a practitioner to request a
hearing to which he/she is entitled by these Bylaws within thirty (30) days of his/her receipt
of written notice shall deemed a waiver of right to such a hearing and to any appellate review
to which he/she might otherwise have been entitled. The failure of a practitioner to request
an appellate review to which he/she is entitled by these Bylaws within the time and in the
manner herein provided shall be deemed a waiver of his/her right to such appellate review.

3. Effect of Waiver

When the waived hearing or appellate review relates to an adverse recommendation of the
Medical Executive Committee or of a hearing committee appointed by the Board, the same
shall thereupon become and remain effective against the practitioner pending the Board’s
decision on the matter. When the waived hearing or appellate review related to an adverse
decision by the Board, the same shall thereupon become and remain effective against the
practitioner in the same manner as a final decision of the Board provided for in Section |
below. In either of such events, the Administrator shall within ten (10) calendar days of such
waiver notify the affected practitioner of his/her status by registered mail, certified mail, or by
personal service.

C. NOTICE OF HEARING

1. Schedule of Hearing

Within ten (10) calendar days after receipt of a request for hearing from a practitioner entitled
to the same, the Medical Executive Committee of the board, whichever is appropriate, shall
schedule and arrange for such a hearing and shall, through the Administrator, notify the
personal service. The hearing date shall not be less than thirty (30) days from the date of
receipt of notice of hearing, unless the members of the hearing committee and the affected
practitioner mutually agree that the hearing be held sooner. A hearing for a practitioner who
is under suspension which is them in effect shall be held as soon as arrangements therefore
may reasonably be made, but in no event later than thirty five (35) days from the date of
receipt of the request for hearing.

2. Content of Notice
The notice of hearing shall state in concise language the acts or omissions with which the
practitioner is charged and/or the other reasons for the adverse recommendation or decision,

and shall include, to the extent known, a list of witnesses who may be called to testify against
the practitioner.
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D. COMPOSITION OF HEARING COMMITTEE

1. When a hearing relates to an adverse recommendation of the Medical Executive Committee,
the Medical Executive Committee, acting through the Chief of Staff, shall recommend to the
Board a hearing committee of not less than three (3) staff members, with one of the members
so appointed designated as Chair. The Medical Executive Committee may, in its discretion,
include one or more non-Physician members on the hearing committee, with or without the
right to vote, so long as a majority of the hearing committee shall consist of physicians.
Unless the Board provides written objection to the Medical Executive Committee within five
(5) calendar days of receiving notice of the selection of the recommended hearing committee,
the Board shall be deemed to have approved the selection. The hearing committee shall be
composed of unbiased individuals who shall gain no direct financial benefit from the
outcome and have not acted as accuser, investigator, fact-finder, or initial decision-maker in
the same matter. Whenever practical, the hearing committee shall include an individual
practicing in the same specialty as the practitioner. Where the Chief of Staff ions unable to
secure the required number of qualified hearing committee members from the Staff members,
he/she may, with the approval of the Medical Executive Committee, appoint such qualified
practitioners who are not Staff members as are needed to complete the committee.

2. When a hearing relates to an adverse decision of the Board that is contrary to a favorable
recommendation of the Medical Executive Committee, the Board shall appoint a hearing
committee of five (5) members to conduct such a hearing and shall designate one of the
members as a Chair. At least two representatives from the Staff shall be included on this
committee. The hearing committee shall be composed of unbiased individuals who shall gain
no direct financial benefit from the outcome and who have not acted as accuser, investigator,
fact-finder, or initial decision-maker in the same matter.

3. Inthe case of all hearings, whether related to an adverse recommendation of the Medical
Executive Committee or related to an adverse decision of the Board that is contrary to a
favorable recommendation of the Medical Executive Committee may, and shall if requested
by the affected practitioner, select a hearing officer to preside at the hearing. The hearing
officer shall be an attorney at law, other than the Hospital attorney, who is unbiased,
experienced in hospital/medical staff relations and who is appropriately qualified to preside
over the hearing. The Hospital shall be responsible for compensating the hearing officer as is
appropriate. Aside from such compensation for services, the hearing officer shall gain on
direct financial benefit from the outcome, shall not act as a prosecuting officer and advocate,
and shall not be entitled to vote.

E. PRE-HEARING PROCEDURE

1. The practitioner shall have a reasonable opportunity to challenge the impartiality of the
hearing committee and the hearing officer. The hearing committee Chair, or the hearing
officer if one is appointed, shall be the presiding officer and shall rule on all such challenges
not later than seven (7) calendar days prior to the scheduled date of the hearing.
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2. The practitioner shall have the right, as soon as practicable after the hearing has been
requested, to inspect and copy, at his/her own expense, any non-privileged documents, charts,
correspondence, or other evidence upon which the charges are based and which is reasonably
necessary to enable the practitioner to prepare a defense. This shall include all evidence,
which was considered by the Medical Executive Committee or the Board in bringing the
adverse action, as well as any exculpatory or arguably exculpatory evidence, which is in the
possession of the Hospital or Medical Staff. The failure of the Medical Executive
Committee, the Board or the Hospital to make this evidence available to the practitioner
within a reasonable period of time before the hearing shall, in the reasonable discretion of the
presiding officer, constitute grounds for a continuance of the hearing.

3. The Medical Executive Committee or the Board, as appropriate, shall have the right, as soon
as practicable after the hearing has been requested, to inspect and copy, at its own expense,
any non-privileged document or other evidence relevant to the subject matter of the hearing
which the practitioner has in his/her possession. The failure of the practitioner to make this
evidence available to the Medical Executive Committee or the Board within a reasonable
period of time before the hearing shall, in the reasonable discretion of the presiding officer,
constitute grounds for a continuance of the hearing.

4. The presiding officer shall have the sole discretion to rule upon ay pre-hearting request for
continuance, inspection, copying, or other access to information.

F. CONDUCT OF COMMITTEE HEARING

1. Presence of Practitioner

No hearing shall be conducted without personal presence of the practitioner for whom the
hearing has been scheduled unless the practitioner waives such appearance or fails without
good cause to appear for the hearing after notice of the hearing. A practitioner who fails
without good cause to appear and proceed at such hearing shall be deemed to have waived
his/her rights under Subsection 8 of this Section F; provided, however, the practitioner shall
retain his/her rights under Section H below. The question of good cause shall be within the
sole discretion of the presiding officer.

2. Postponements

Postponements of hearings beyond the time set forth in these Bylaws shall be made only with
the approval of the presiding officer. Granting such postponements shall only be for good
cause shown and in the sole discretion of the presiding officer

3. Records

An accurate record of the hearing shall be kept by a court reporter or electronic recording
unit. The affected practitioner shall have the right to obtain a copy of the record of the
proceeding.
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4. Representation of Practitioner

The affected practitioner shall be entitled to select, to accompany and/or
Represent himself/herself at the hearing, a Staff member in good standing, a member of
his/her professional society, or an attorney.

5. Determination of Procedure

The presiding officer shall determine the order of procedure during the hearing to assure that
all participants in the hearing have a reasonable opportunity to present relevant oral and
documentary evidence and to maintain decorum.

6. Evidence

The hearing need not be conducted strictly according to rules of law relating to the
examination of witnesses or presentation of evidence. Any relevant matter upon which
responsible persons customarily rely in the conduct of serious affairs shall be considered,
regardless of the existence of any common law or statutory rule which might make evidence
inadmissible over objections in civil and criminal actions. The practitioner for whom the
hearing is being held shall, prior to or during the hearing, be entitled to submit memoranda
concerning any issue of procedure, or of fact, and such memoranda shall become part of the
hearing record.

7. Representation of Medical Executive Committee and Board

The Medical Executive Committee, when its action is the subject of the hearing, other Staff
member, the Staff attorney, or some other attorney to present the facts in support of the
adverse recommendation and to examine witnesses. The Board, when its action is the subject
of the hearing, shall appoint one of its members of the Hospital Authority to present the facts
in support of the adverse decision and to examine witnesses. Said person shall not be entitled
to vote in the adoption of a recommendation. It shall be the obligation of such person to
present appropriate evidence in support of the adverse recommendation of decision. The
affected practitioner may support his/her challenge to the adverse recommendation or
decision by an appropriate showing that the charges or grounds involved lack any factual
basis, or that such basis or the action taken thereon is either arbitrary, unreasonable, or
capricious. An adverse action should be imposed only on the basis of a finding by the
hearing body of substantial evidence to support the grounds for the adverse action.

8. Rights of Practitioner

The affected practitioner shall have the following rights: to call and examine witnesses; to
introduce written evidence; to hear or otherwise observe all evidence offered in connection
with such hearing; to cross-examine any witnesses on any matter relevant to the issue of the
hearing; to submit a written statement at the close of the hearing; to challenge the credibility
of any witness; and to rebut any evidence. If the practitioner does not testify in his/her own
behalf, he/she may be called and examined as if under cross-examination. The Staff attorney
and the Hospital attorney may be present.
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9. Recess

Ether hearing committee may, without special notice, recess the hearing and reconvene the
same for the convenience of the participants or for the purpose of obtaining new or additional
evidence or consultation. Upon conclusion of the presentation of oral and written evidence,
the hearing shall be closed.

10. Deliberations

Upon the closing of the hearing, the hearing committee may thereupon, at a time convenient
to itself, conduct its deliberations outside the presence of the practitioner for whom the
hearing was convened. Any hearing officer may participate in the deliberations of the
hearing committee and offer advice, but the hearing officer shall not be entitled to vote.

11. Report and Recommendations

Within ten (10) calendar days after final adjournment of the hearing, the hearing committee
shall make a written report and recommendation with reasons and facts upon which the
recommendation is based and shall forward the same together with the hearing record and all
other documentation to the Medical Executive Committee or to the Board, whichever,
appointed it. The report may recommend confirmation, modification, or rejection of the
original adverse recommendation of the Medical Executive Committee or decision of the
Board. The report does not have to recommend a penalty but can state conclusions only as to
whether a cause for action exists. The appointing body may at its discretion request the
presence or absence of recommended penalty in its appointment.

G. RECONSIDERATION BY MEDICAL EXECUTIVE COMMITTEE OR BOARD

1. Recommendation or Decision

Within ten (10) calendar days after receiving the report and recommendation of the hearing
committee, the Medical Executive Committee or the Board, whichever appointed the
committee, shall meet and consider said report and recommendation. The appointing body
shall make its recommendation or decision whether to accept or reject the recommendations
of the hearing committee, and the Chair of the hearing committee shall transmit notice of this
recommendation or decision to the Administrator.

2. Within ten (10) calendar days after receiving the recommendation of decision from the
Medical Executive Committee or the Board, the Administrator, acting as agent for the
Medical Executive Committee or Board, as may be the case, shall be responsible for giving
prompt written notice of an adverse recommendation of decision to the affected practitioner
who is entitled to an appellate review, including a copy of the written recommendations of
the hearing committee. The notice shall clearly state the recommendation or decision and the
basis of said adverse recommendation or decision; advise the practitioner of his/her rights to
an appellate review pursuant to Section H below; specify that he/she shall have fourteen (14)
days following the date of receipt of said notice within which to request an appellate review;
state that failure to waiver his/her rights to the same; state that upon receipt of his/her request,
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he/she will be notified of the date, time and place for the appellate review; advise him/her of
his/her right to review the hearing records and report, if any, and to submit a written
statement in his/her behalf as part of the appellate procedure; and advise him/her of his/her
right to the assistance of legal counsel or a fellow practitioner in the preparation of said brief
and the representations of legal counsel or a fellow practitioner at the appellate review.

H. APPEAL TO THE GOVERNING BODY
1. Notice of Request for Appellate Review

Within thirty (30) days after receipt of a notice by an affected practitioner of an adverse
recommendation or decision made or adhered to after a hearing as above provided, the
practitioner may, by written notice to the Board delivered through the Administrator, request
an appellate review by the Board. Such notice may request that the appellate review be held
only on the record on which the adverse recommendation or decision is based, as supported
by the practitioner’s written statement provided for below, or may also request that oral
argument be permitted as part of the appellate review.

2. Waiver of Right to Appellate Review

If such appellate review is not requested within thirty (30) days, the affected practitioner shall
be deemed to have waived the right to same, and to have accepted such adverse
recommendation or decision, and the same shall become effective immediately as provided in
Sections B (2) and (3) above.

3. Scheduling of Appellate Review

Within ten (10) calendar days after receipt of such notice or request for appellate review, the
Board shall schedule a date for such review, including a time and place for oral argument if
such has been requested, and shall, through the Administrator, notify the affected practitioner
in writing of the same. The date of the appellate review shall not be more the ten (10)
calendar days from the date of receipt of the notice of request for appellate review, unless
additional time is requested by the affected practitioner.

4. Board Members Required

The appellate review shall be conducted by the Board, acting as a committee of the whole,
with not less than a majority of its members present.

5. Written Statements

The affected practitioner shall have access to the report and record of the hearing committee
and all other non-privileged material, favorable or unfavorable, that was considered in
making the adverse recommendation or decision. The practitioner may submit a written
statement in his/her own behalf, in which those factual and procedural matters with which
he/she disagrees, and his/her reasons for such disagreement, shall be specified. This written
statement may cover any matters raised at any step in the procedure to which the appeal is
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related, and legal counsel may assist in its preparation. Such written statement shall be
submitted to the Board five (5) calendar days prior to the date set for such appellate review.
A similar statement may be submitted by the Medical Executive Committee or by the Chair
of the hearing committee appointed by the Board, and if submitted, the Administrator shall
provide a copy thereof to the practitioner at least three (3) calendar days prior to the date of
such appellate review.

6. Review

The Board shall act as an appellate body. It shall review the record created in the proceedings
and shall consider the written statements submitted for the purpose of determining whether
the adverse recommendation or decision against the affected practitioner should be upheld. If
oral argument is requested as part of the review procedure, the affected practitioner should be
upheld. If oral argument is requested as part of the review procedure, the affected practitioner
shall be present at such appellate review, shall be permitted to speak against the adverse
recommendation or decision, and shall answer questions put to him/her by any member of the
appellate review body.

7. Consideration of New Matters

New or additional matters not raised during the original hearing or in the hearing committee
report, nor otherwise reflected in the record, shall only be introduced at the appellate review
(a) upon a showing of good cause or previous unavailability of such material, or (b) to show
the practitioner’s present compliance or non-compliance with Rules and Regulations of the
Staff or with prior decisions to the Medical Executive Committee or Board. The Board shall
in it sole discretion, determine whether such new matter(s) shall be accepted.

8. Board Action

The Board may affirm, modify or reverse the prior decision, or, in its discretion, refer the
matter back to the Medical Executive Committee for further review and recommendation
within ten (10) calendar days. Such referral may include a request that the Medical Executive
Committee arrange for a further hearing to resolve specific.

9. Conclusion of Appellate Review

The appellate review shall not be deemed to be concluded until all of the procedural steps
provided in this Section H have been completed or waived.

l. FINAL DECISION BY GOVERNING BODY

1. Board Decision

Within ten (10) calendar days after the conclusion of the appellate review, the Board shall
make its final decision in the matter. The decision shall be in writing including the basis for
the decision, and a copy and notice thereof shall be sent to the Medical Executive Committee
and through the Administrator, to the affected practitioner by certified mail, registered mail,
or by personal delivery within ten (10) calendar days from the decision. This decision shall
be immediately effective and final, and shall not be subject to further hearing or appellate
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review; provided however, that if the Board’s decision has the effect of changing the Medical
Executive Committee’s last such recommendation, if any the decision shall not be considered
final and the Board shall immediately refer the matter to the Joint Conference Committee.
Within (10) calendar days of the referral of the Board’s decision, the Joint Conference
Committee shall commence the disputer resolution process as provided in Article Dispute
Resolution. Unless the matter proceeds to arbitrations under Dispute Resolution, Section C
(3), then upon completion of the dispute resolution process described in the Dispute
Resolution, the Board’s action on the matter following receipt of the Joint Conference
Committee’s recommendation shall be immediately effective and final.

2. Conclusiveness of Appellate Review

Notwithstanding any other provision of these Bylaws, no practitioner shall be entitled by right to
more than one hearing and one appellate review on any matter, which shall have been the subject
of action by the Medical Executive Committee or by the Board.

3. Report to State Licensing Board

Within fifteen (15) days from the date of the Board’s final decision on any action taken in the
course of professional review activity which:

a. Is based on the professional competence or conduct of a Staff member, which adversely
affects or could adversely affect the health or welfare of patient(s);

a. Which adversely affects or may adversely affect the practitioner’s clinical privileges or Staff
membership for longer than thirty (30) days. The administrator, acting on behalf of the Staff,
shall submit to the affected practitioner’s state licensing board a report identifying the
affected practitioner and any adverse action taken. The Administrator and the Staff shall be
jointly responsible for the accuracy of the information reported; shall act promptly to submit
additional information as needed to correct errors or omissions found after the information is
originally reported; and shall also promptly report any revision of the action originally
reported, including reversals. No civil liability or any cause of action shall arise against any
Staff member, member of the Board, or Administration as a result of having complied with
this reporting requirement so long as such person acts in good faith and without malice.
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Good Samaritan Hospital.

TITLE: GENERAL RULES REGARDING SEARCH WORD: Surgical Care
SURGICAL CARE

DEPARTMENT: Medical Staff

PRESIDENT APPROVAL.: MEDICAL DIRECTOR APPROVAL:

EFFECTIVE DATE: UPDATED: 8/28/15

GENERAL RULES REGARDING SURGICAL CARE

e Every attempt should be made to perform operations on an outpatient, or if not possible, on a day-of-
surgery admission basis.

e The history and physical examination should be recorded prior to the time stated for a surgical
procedure, except in emergencies. If they are not, the surgery shall be canceled unless the surgeon
states in writing in the medical record that su