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ARTICLE I.  FUNCTIONS OF THE STAFF
1.1
GENERALLY
The required functions of the Staff are as described in Section 1.2 below. The Staff official(s) and/or organizational component(s) responsible for each of the activities to be carried out in accomplishing a function are identified in parentheses following the description of the activity.

The current Medical Staff is organized into two clinical departments: the Department of Surgery and the Department of Medicine.

1.2
DESCRIPTION OF FUNCTIONS
1.2.1
Governance, Direction, Coordination and Action

A.
Receive, coordinate and act upon as necessary the written reports and recommendations from sections, committees, other groups and officers concerning the functions assigned to them and the discharge of their delegated administrative responsibilities.  (Medical Executive Committee, certain staff committees)

B.
Account to the Board of Trustees of the Hospital and to the staff by written reports for the overall quality and efficiency of patient care in Hendrick Medical Center. (President and Medical Executive Committee, jointly)

C.
Take reasonable steps to obtain professionally ethical conduct and competent clinical performance on the part of staff members, including initiating investigations and initiating and pursuing corrective action, when warranted. (President, Medical Executive Committee)

D.
Make recommendations on medico-administrative and Hospital management matters. (Medical Executive Committee, Vice President Medical Staff, President)

E.
Inform the Medical Staff of the accreditation program and the accreditation and licensure status of the Hospital. (President, Medical Executive Committee)

F.
Act on all matters of Medical Staff business. (Medical Executive Committee, certain staff committees)

1.2.2
Performance Improvement Activities

A. Adopt and modify, subject to the approval of the Medical Executive Committee and the Board of Trustees of the Hospital, and supervise the conduct of specific programs and procedures for assessing, maintaining and improving the quality and efficiency of the Medical Staff provided in the Hospital. (Performance Improvement Committee)

B. Implement the procedures required under (A) by developing criteria and identifying data needs for the various activities, by identifying patterns of performance within or outside the acceptable range, by receiving and evaluating explanations for patterns significantly different from the norm, and by reporting these findings and explanations. (Performance Improvement Committee reporting to Medical Executive Committee)

C. Formulate and act upon specific recommendations to correct identified improvable situations. (Medical Executive Committee, President)

D. Follow-up on action taken. (For monitoring impact of change, entities identified under “B” above, for further action, those under “C”.)

E. Coordinate the Staff's performance improvement activities with those of other health care disciplines. (Performance Improvement Committee, President with Administration)

F. Send written reports, when appropriate, to the next higher authority in the organizational structure on the results (including findings, actions taken and follow-up) and progress of the quality review and risk management activities. (All Medical Staff committees)

G. Participate in evaluating the overall quality review program for its comprehensiveness, integration, effectiveness and cost efficiency.  (Performance Improvement Committee, Medical Executive Committee, Board of Trustees of the Hospital)

1.2.3
Monitoring Activities

A. Adopt, modify, supervise and coordinate the conduct and findings of the patient care monitoring activities. (Performance Improvement Committee)

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for continuing medical education for the Medical Staff. Such member shall have the authority to ask other members of the Medical Staff to serve with him/her on the Hospital’s Continuing Medical Education Committee subject to approval by the Chief of Staff and the Medical Executive Committee. Duties include:

(1) Working with the Hospital's Department of Education to encourage, evaluate, and sponsor educational programs consistent with the needs and interests of the Medical Staff; and
(2) Incorporating the findings of performance improvement activities to determine Medical Staff educational needs.

B. Conduct periodic blood usage reviews, including evaluation of appropriateness of all transfusions (whole blood and blood components), review of all confirmed transfusion reactions, and review of ordering practices for blood and blood products (including the amount requested, the amount used and the amount wasted).  (Performance Improvement Committee)

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for blood usage.

C. Periodically review and evaluate the Hospital's infection control program including surveillance, prevention and control of infections. (Performance Improvement Committee)

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for infection control.

D. Periodically review and evaluate drug therapy practices and drug utilization, including review of the appropriateness of empirical and therapeutic use of drugs. Review and report to Medical Executive Committee and evaluate on an ongoing basis the appropriateness, safety, and effectiveness of the prophylactic, empirical, and therapeutic use of antibiotics in the Hospital, reporting conclusions, recommendations, actions taken, and action results. (Performance Improvement Committee, Pharmacy and Therapeutics Committee)

E. Conduct ongoing operative and other invasive procedure review, including tissue review, evaluation and comparison of pre-operative and post-operative diagnosis, indications for surgery, actual diagnosis of tissue removed, and situations in which no tissue was removed.  (Performance Improvement Committee)

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for surgical case review.

F. Review of patient satisfaction data. (Performance Improvement Committee)

G. Conduct ongoing medical record review for timeliness of completion and clinical pertinence. (Performance Improvement Committee)

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for medical records.

H. Review and report to Medical Executive Committee on a continuous basis other general indicators of the quality of care and of clinical performance, including unexpected patient care management events and adverse event data. (Performance Improvement Committee)

I. Review and report to Medical Executive Committee on a continuous basis and enforce or coordinate compliance with consultation requirements and other established policies and protocols relating to clinical practice in the Hospital. (Chief of Staff)

J. Those responsible for conducting any of these monitoring activities shall submit written reports of results and progress, as required, to the Performance Improvement Committee.

1.2.4
Utilization Management

A.
Develop a utilization management plan for approval by the Medical Executive Committee, Hospital administration, and Board of Trustees of the Hospital. The plan must apply to all patients regardless of payment source, outline the confidentiality and conflict of interest policy, and include provision for at least:

(1) Review of the appropriateness and medical necessity of admissions, continued hospital stays and the use of clinical support services;

(2) Discharge planning;

(3) Data collection and reporting requirements; and

(4) Use of written, objective, measurable criteria in conducting the reviews.  (Performance Improvement Committee)

B. Review and monitor that the plan is in effect, known to the Staff members and functioning at all times.  (Performance Improvement Committee)

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for utilization review.

C.
Analyze utilization profiles on a periodic basis and prepare written evaluations of the utilization review and management activities on a continuous basis, including a determination of their effectiveness in allocating resources.  (Performance Improvement Committee)

D.
Conduct performance improvement studies, take actions, submit reports and make recommendations as required by the strategic plan. (Performance Improvement Committee, other staff individuals/components as defined in the Hospital's strategic plan)

E.
The Performance Improvement Committee submits a written report monthly, including at least a summary of the findings of and specific recommendations resulting from various performance improvement activities, to the Medical Executive Committee and for information on utilization patterns to sections, as appropriate, and to any other Staff organizational entity or officials, as needed.  The Performance Improvement Committee reports similarly to the Medical Executive Committee, and for information to any other Staff organizational entity or official as needed.  (The Medical Executive Committee and President report to the Board of Trustees of the Hospital).

1.2.5
Credentials Review (Refer to Credentials Policy Manual)

1.2.6
Information Management

A.
Review and evaluate medical records to determine that they:

(1) Properly describe the condition and progress of the patient, the therapy and tests provided, the results thereof, and the identification of responsibility for all actions taken. (Performance Improvement Committee)

(2) Are sufficiently complete at all times so as to facilitate continuity of care and communications between all those providing patient care services in the Hospital. (Performance Improvement Committee)

B.
Develop, review, enforce and maintain surveillance at least quarterly over enforcement of Staff and Hospital policies and rules relating to medical records, including completion, preparation, forms, format, filing, indexing, storage, destruction and availability and recommend methods of enforcement thereof and changes therein. (Performance Improvement Committee for review and enforcement of timeliness rules, forms and policy, etc.)

C.
Provide liaison with Hospital administration, nursing service and medical records professionals on matters relating to medical records practices and information management planning. (Performance Improvement Committee)

1.2.7
Emergency Preparedness

Assist Hospital in periodically reviewing and implementing an emergency plan.  (Performance Improvement Committee)

1.2.8
Planning

A.
Participate in evaluating on an annual basis existing programs, services and facilities of the Hospital and Medical Staff and recommend continuation, expansion, abridgment or termination of each.  (Medical Executive Committee, Chief of Staff, Department Chairs, Board of Trustees of the Hospital)

B.
Participate in evaluating the financial, personnel and other resource needs for beginning a new program or service, for constructing new facilities, or for acquiring new or replacement capital equipment, and assess the relative priorities of services and needs and allocation of present and future resources. (As for “A” above.)

C.
Submit written reports as necessary or required to relevant Staff organizational components and to the Board of Trustees of the Hospital or appropriate committees thereof through the Chief of Staff with findings and recommendations for action.

1.2.9
Bylaws Review

A.
Conduct biennial review of the Bylaws and the related manuals and policies promulgated in connection with them. (Bylaws Committee to Medical Executive Committee)

B.
Conduct periodic review of the clinical policies and rules and regulations.  (Medical Executive Committee)

C.
Submit written recommendations to the Medical Executive Committee and to the Board of Trustees of the Hospital for changes in these documents.  (For Bylaws - Medical Executive Committee to Medical Staff to Board of Trustees of the Hospital; for related manuals - policies and rules, Medical Executive Committee to Board of Trustees of the Hospital)
1.2.10
Nominating

A.
Identify nominees for election to general Staff offices and to other elected positions in the Staff organizational structure. (Medical Executive Committee to Medical Staff; other authorities as identified in various sections of the Medical Staff Bylaws)

B.
In accomplishing “A”, consult with members of the Staff, the Medical Executive Committee and Administration concerning the qualifications and acceptability of prospective nominees.

1.2.11
Responsibilities of Department Chairs

A Department Chair shall be elected by the associated Department members for two year terms pending subsequent approval by the Medical Executive Committee and Board of Trustees of the Hospital. Qualifications of Department Chairs are specified in Article IV of the Medical Staff Bylaws. The responsibilities of the Department Chairs shall be as follows:

A. Serve as a member of the Medical Executive Committee giving guidance on the overall medical policies of the Hospital, making specific recommendations regarding the Department, and maintaining accountability for the professional and administrative activities with the Department;
B. Serve as a member of the Performance Improvement Committee and assure that the quality and appropriateness of patient care provided in the Department is monitored and evaluated. Be responsible for implementing action following review and recommendations by the Performance Improvement Committee;
C. Maintain surveillance of the professional performance of all practitioners with clinical privileges in the Department and report to the Medical Executive Committee when necessary;
D. Enforce the Hospital bylaws and the Medical Staff bylaws;   
E. Implement within the Department actions taken by the Medical Executive Committee or the Medical Staff;
F. Transmit to the Credentials Committee the Department's recommendation concerning the staff classification, the reappointment and the delineation of clinical privileges for all practitioners in the Department;
G. Implement the teaching and education for the Department;
H. Participate in every phase of administration of the Department through cooperation with nursing services and Hospital administration in matters affecting patient care;
I. Assist in the preparation of the capital budget for the Department;
J. Promote effective physician/Hospital relationships; and
K. Approve and develop criteria for evaluating the quality and effectiveness of outsourced medical services.

L. Additional duties of the Department of Surgery Chair:

(1) Serve as the Chair of the Operating Room (OR) Committee.

The OR Committee will meet as needed and maintain a permanent record of its proceedings and actions. Action items from the OR Committee will be presented to the Medical Executive Committee by the Department of Surgery Chair or designee.

The OR Committee will be composed of at least five members of the Active Medical Staff who represent a cross section of the surgical sections, one of whom must be an anesthesiologist. The Chair of the OR Committee will assign the membership rather than the Chief of Staff. The Nurse Manager of the Operating Room and the Director of Surgical Services will be included as non-voting members.

The duties of the OR Committee shall be as follows:

(a) Monitor the effectiveness and efficiency of the operating room services;

(b) Review the written policies and procedures for the operating room services as needed and recommend changes in operating room procedures as necessary;

(c) Provide input for the review and evaluation of the quality and appropriateness of services provided in the operating rooms;

(d) Provide guidance and direction to the operating room staff in the solution of problems; and
(e) Perform other related duties as directed by the Department of Surgery, the Performance Improvement Committee or the Medical Executive Committee.
1.2.12
Responsibilities of Department Vice Chairs

A Department Vice Chair shall be elected by the associated department members for two year terms pending subsequent approval by the Medical Executive Committee and Board of Trustees of the Hospital. Qualifications of Department Vice Chairs are specified in Article IV of the Medical Staff Bylaws. The responsibilities of the Department Vice Chairs shall be as follows:

A. Assist the Department Chairs in all activities of the Department;
B. Assume the responsibilities of the Chair in the event of illness, removal from office or resignation; 
C. Be a member of the Medical Executive Committee, to include delegated functions;
D. Be a member of the Performance Review Committee as either the Chair or Vice Chair as determined by his/her tenure and detailed in the description of the Performance Review Committee in this manual. 

1.2.13
Responsibilities of Department Members At-Large

A Department Member At-Large shall be elected by the associated department members for two year terms pending subsequent approval by the Medical Executive Committee and Board of Trustees of the Hospital. Qualifications of Department Members At-Large are specified in Article IV of the Medical Staff Bylaws. The responsibilities of the Department Members At-Large shall be as follows:

A. Assist the Department Chair in all activities of the Department, as assigned;

B. Become a member of the Medical Executive Committee, to include delegated functions; and

C. Act as a resource to the Department Chair in matters of conflict resolution and patient care within the Department.

1.2.14 Responsibilities of Section Chairs

Any group of Medical Staff members may organize themselves into a Section. (Please refer to Article IV, Section 1, of the Medical Staff Bylaws.)

Each Section shall elect a Chair and other Section representatives as are necessary for the effective working of the Section.  All Section representatives shall be elected by the respective Section for a term of two (2) years, unless otherwise determined by the respective Section, alternate from the election year of Medical Staff Officers, and shall be subject to approval by the Medical Executive Committee.  Re-election of any representative of the Section shall be by a majority vote of those members present and voting.  Removal of any representative of the Section during a term of office may be initiated by two-thirds majority vote of all Active Staff members of the Section, but no such removal shall be effective unless and until it has been ratified by the appropriate department and by the Medical Executive Committee.

Section Chairs shall act as a resource to Department Chairs in matters of:

A. Credentialing within the specialty and subspecialties of their Sections;

B. Conflict resolution; 

C. Patient care within the Section; 

D. Adherence of the Section’s members to the Medical Staff Bylaws, Manuals, and Policies; and 

E. Assistance with arrangements for alternate coverage for Section members unable to provide patient care.

1.2.14
Responsibilities of Physician Liaisons

A. 
Blood Usage

The Medical Director of Transfusion Services shall be appointed by the Chief of Staff to serve as the Chair of the Hospital's Transfusion Committee and physician liaison for blood usage to the Medical Staff Performance Improvement (PI) Committee. The physician liaison shall report a summary of items monitored by the Transfusion Committee to the Performance Improvement Committee. Any item that requires intervention by the Performance Improvement Committee will also be reported along with all data collected.

The Transfusion Committee, consisting of Medical Staff members, nursing representatives, quality assurance supervisor, Transfusion Services representative, and Medical Director of Transfusion Services, conduct a peer review program that monitors transfusion practices for all categories of blood and components. Data collection is conducted on all types of blood products including:

(1) Ordering practices;

(2) Patient identification;

(3) Sample collection and labeling;

(4) Usage (including discard of components);

(5) Appropriateness of use;

(6) Blood administration policies;

(7) The ability of services to meet patient needs;

(8) Compliance with peer review recommendations.

B. 
Continuing Medical Education

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for continuing medical education for the Medical Staff. Such member shall have the authority to ask other members of the Medical Staff to serve with him/her on the Hospital’s Continuing Medical Education Committee subject to approval by the Chief of Staff and the Medical Executive Committee. 
Duties include: Incorporating the findings of performance improvement activities to determine Medical Staff educational needs.
C. 
Infection Control

A Medical Staff member shall be appointed by the Chief of Staff to serve as Chair of the Hospital's Infection Control Committee and physician liaison for infection control to the Performance Improvement Committee. Duties include:

(1) Approving and discussing the meeting agenda with the Hospital's Infection Control Practitioner prior to meetings of the Infection Control Committee;
(2) Approving all new and revised Infection Control policies/procedures;
(3) Presenting information from the Infection Control Committee to the Performance Improvement Committee and any other as directed by the Performance Improvement Committee;
(4) Advising the Infection Control Practitioner regarding issues that the Infection Control Practitioner cannot address alone;
(5) Responsibility with the Infection Control Practitioner to handle emergencies, disasters, and/or outbreaks of an infectious nature or with infection control implications;
(6) Conducting correspondence with the Medical Staff about infection control issues or important information;
(7) Advising a Medical Staff member, or group of Medical Staff members, about specific infection control concerns; and
(8) Reports to the Performance Improvement Committee on a quarterly basis.

D. 
Medical Records

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for medical records to the Performance Improvement Committee. Duties include:

(1) Review at least annually the Medical Staff Bylaws, policies and manuals pertaining to the medical record and recommend changes as appropriate;
(2) Review and approve at least annually the policies and procedures which govern the functions of the Health Information Services department;
(3) Review and approve all forms utilized in the compilation of a medical record;
(4) Work with the Health Information Services Director to present a quarterly summary to the Performance Improvement Committee of pertinent data elements such as open and closed medical record reviews and medical record delinquencies.

E.
Surgical Case Review

Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for surgical review to the Performance Improvement Committee. Duties include:

(1) Non-Tissue Review - review of cases that did not meet screening criteria performed by the PI Department to determine if the cases meet acceptable standards of care or should be referred to the Performance Improvement Committee. Presentation of an annual report to the Performance Improvement Committee;
(2) Tissue Review - review of all cases identified by the Pathologists to determine if the cases meet acceptable standards of care or should be referred to the Performance Improvement Committee. Presentation of an annual report to the Performance Improvement Committee;
(3) Procedural Studies - work with the PI Director and/or Performance Improvement Committee Chair to develop studies, discuss data collection and results. Presentation of studies upon completion to the Performance Improvement Committee.

F. Utilization Review 

A Medical Staff member shall be appointed by the Chief of Staff to serve as the physician liaison for utilization review to the Performance Improvement Committee. Duties include:
(1)
Developing and administering an effective review plan of overall patient care as related to length of stay; admission diagnosis, discharge diagnosis, and disposition at discharge;
(2)
Serving as a resource to ensure that admission criteria are met for elective and non-emergency admissions;

(3)
Serving as a resource to Case Management staff in identifying and presenting alternatives to admitting/attending physicians to optimize clinical resource utilization;

(4)
Contacting admitting/attending physicians when appropriate in a review process and when there is incomplete information regarding medical necessity of admission, or continued stay; 
(5)
Assisting Health Information Services in coding principle diagnoses and/or sequencing events; and
(6)
Reporting on the above activities to the Performance Improvement Committee on a quarterly basis.

ARTICLE II.  PROFESSIONAL STAFF COMMITTEES

2.1
DESIGNATION
There shall be a Medical Executive Committee and the following standing committees are responsible to the Medical Executive Committee: Credentials (Refer to Credentials Manual); Performance Improvement; Performance Review; Bylaws; and Code of Conduct. The principles governing committees are provided in the Medical Staff Bylaws. The manner of and authority for the appointment of members and chairs of committees are set forth in the Bylaws. Unless otherwise noted, the Chief of Staff appoints committee members to all standing, special and multidisciplinary Medical Staff committees with the consent of the Medical Executive Committee. Duration of committee assignments shall be for a term of two (2) years beginning January 1 and ending December 31.
The following standing committees report to the Performance Improvement Committee: Pharmacy and Therapeutics; and Trauma Services Review.

The following standing committees report to the Credentials Committee: Physician Health & Rehabilitation; and Allied Health Professionals.

The Operating Room Committee is a function of the Department of Surgery and reports to the Medical Executive Committee as needed. Please refer to Section 1.2.11 of this manual, "Responsibilities of Department Chairs" for details.

2.2
MEDICAL EXECUTIVE COMMITTEE
The composition and duties of the Medical Executive Committee (MEC) are as set forth in the Bylaws.  In addition, the MEC supervises overall Medical Staff compliance with accreditation and other regulatory requirements applicable to the Medical Staff or any of its clinical units.

2.3
PERFORMANCE IMPROVEMENT COMMITTEE
2.3.1
Purpose and Meetings

The Performance Improvement Committee receives reports from the following: Medical Staff Committees, Trauma Services Review and Pharmacy and Therapeutics; and hospital committees/functions Health Information Management, Infection Prevention, Utilization Management and Transfusion.
A.
Coordinates the systematic and ongoing review of the appropriateness and quality of: blood, drug usage, surgery and invasive procedures, timeliness of completion of medical records, and physician-related infection data, and utilization management;

B.
Coordinates, prioritizes and monitors the Medical Staff data gathering and analysis components of the Hospital's performance improvement program and coordinates the Medical Staff's activities in this area with those of the other professional and support services in the Hospital;

C.
Serves as a liaison for OPPE with the Credentials and PR Committees, MEC and the Medical Staff; 

D.
Plays a key role in OPPE by:

(1)
Overseeing data gathering by the Medical Staff Office, Performance Improvement Department and Risk Management Department;

(2)
Regularly evaluating Medical Staff members’ performance in the six areas established by the ACGME and recommending to the MEC target areas of performance and variances there from;

(3)
Meeting on a regular basis with Medical Staff members whose performance deviates from established targets in the area of rates and rules;

(4)
Referring to the Performance Review Committee (formerly known as the Performance Review Committee) Medical Staff members deemed in need of FPPE.

E.
Biennially reviews the Medical Staff’s FPPE/OPPE plans for quality review and submits a report to the MEC;

F.
Submits its findings regarding OPPE of Medical Staff members to the MEC on a regular basis;

G.
Meets as necessary, maintaining a permanent record of its proceedings, and reports to the (MEC).

2.3.2
Composition

The Performance Improvement Committee includes:

The Vice Chief of Staff, as Chair



(1)

The Chairs of the clinical departments


(2)

At-Large members appointed by the Chief of Staff

(6)

Hospital representatives, ex officio



(3)

2.4
PERFORMANCE REVIEW (formerly Physician Review) COMMITTEE

2.4.1 
Purpose and Meetings

A. Referrals to the Performance Review (PR) Committee for focused professional practice evaluation may be initiated by a Medical Staff Department/Section, the PI Committee, Credentials Committee, MEC or the Chief of Staff;; 

B. Works in collaboration with the PI Committee in the matters of focused and ongoing professional practice evaluations (FPPE/OPPE);

C. Concerns itself with Medical Staff quality review issues in two areas:

(1)
Any area of Medical Staff quality where a review of medical care is deemed to include review of relevant patient chart(s);

(2)
Any area of Medical Staff quality where either the PI or PR Committee deems it necessary for a Medical Staff member to be in the category of FPPE.

D. In the matters of FPPE/OPPE the PR Committee shall be governed by the applicable policies of the Medical Staff as approved by the MEC.

E. PR Committee findings shall be reported to the Credentials Committee and to the MEC; and
F. Meets as necessary, maintaining a permanent record of its proceedings, and reports to the MEC.

2.4.2 
Composition

A.
The Performance Review Committee includes:

The Vice Chair of the Department of Medicine (1) 

The Vice Chair of the Department of Surgery (1); 

Two At-Large members of the Department of Medicine, appointed by the Chief of Staff (2);

Two At-Large members of the Department of Surgery, appointed by the Chief of Staff (2); and 

Ad hoc members appointed by the Chief of Staff, Vice Chief of Staff, or Department Vice Chairs, as needed to conduct reviews.

B.
The Performance  Review Committee shall be chaired by the Department Vice Chair who is in the second year of his/her Department Vice Chairmanship. The Department Vice Chair who is in his/her first year, shall be the Committee Vice Chair. In the event that no Department Vice Chair has tenure, the Chief of Staff shall appoint from the Department Vice Chairs the positions of Committee Chair and Committee Vice Chair, subject to ratification by the MEC.

2.5
CREDENTIALS COMMITTEE
2.5.1
Purpose and Meetings

The Credentials Committee:

A.
Reviews the credentials of all applicants and makes recommendations for membership and delineation of clinical privileges, and assignment to departments and sections in compliance with the bylaws;

B.
Makes a report to the MEC on each applicant for Medical Staff membership of clinical privileges, including specific consideration of the recommendations from the sections in which such applicant requests privileges;

C.
Reviews periodically all available information regarding the competency of staff members, and, as a result of such review, makes recommendations to the MEC for or against reappointment with continued or altered privileges as provided in the bylaws;

D.
Recommends action on any information received regarding the qualifications of any applicant/member of the Medical Staff at any time;

E.
Establishes criteria and procedures for evaluations of Medical Staff and other personnel prescribed in the bylaws and rules and regulations;

F.
Supervises the maintenance of a confidential quality profile on each member of the Medical Staff and Level 1 Allied Health Professionals Staff.

F.
Undertakes specific tasks as may be appropriately referred to it by the MEC; and

G.
Meets as necessary, maintaining a permanent record of its proceedings, and reports to the MEC.

2.5.2
Composition

Members of the Active Medical Staff, appointed by the Chief of Staff.

2.6
ALLIED HEALTH PROFESSIONALS COMMITTEE
2.6.1
The Allied Health Professionals (AHP) Committee: 

A.
Reviews the credentials of all Level 1 AHP applicants and makes recommendations to the Credentials Committee about membership and privileges;
B.
Makes a report to the Credentials Committee on each Level 1 applicant for AHP Staff membership and clinical privileges;
C.
Reviews periodically all available information regarding the competency of Level 1 AHP Staff members, and, as a result of such review, makes recommendations to the Credentials Committee for or against reappointment with continued or altered privileges as provided in the bylaws;
D.
Recommends action on any information received regarding the qualifications of any Level 1 applicant/member of the AHP Staff at any time;
E.
Establishes criteria and procedures for evaluations of Level 1 members of the AHP Staff;
F.
Undertakes specific tasks as may be appropriately referred to it by the Credentials Committee; and
G.
Meets as necessary, maintaining a permanent record of its proceedings, and reports to the Credentials Committee.

2.6.2
Composition

Members of the Active Medical Staff, Level 1 AHP Staff, and hospital personnel, appointed by the Chief of Staff.

2.7
PHARMACY AND THERAPEUTICS COMMITTEE

2.7.1
Purpose and Meetings

The Pharmacy and Therapeutics Committee:

A.
Develops and monitors all drug utilization policies and procedures within the medical center in order to assure optimum clinical results and minimum potential for hazard;

B.
Assists in the formulation of broad professional policies regarding the evaluation, appraisal, selection, procurement, storage, distribution, use, safety procedures, and all other matters relating to drugs;

C.
Serves as an advisory group to the Hospital Medical Staff and the pharmacist on matters pertaining to the choice of available drugs;

D.
Defines and reviews all significant untoward drug reactions;

E.
Develops and maintains a drug formulary;

F.
Evaluates clinical data concerning new drugs or preparations requested for use in the medical center;

G.
Establishes standards concerning the use and control of investigational drugs and of research in the use of recognized drugs;

H.
Reviews, evaluates, approves, and monitors all clinical research projects within the medical center which are not assigned by statute or MEC action to another entity of the medical center, ensuring compliance with all legal and accreditation requirements for control of such activities;

I.
Conducts drug utilization review, including an ongoing review of antibiotic usage;

J. Provides a continuing liaison between the Medical Staff and the dietetic services of the Hospital;

K.
Ensures the integration of nutritional care with other aspects of patient care;

L.
Reviews at least annually the written policies and procedures for dietetic services;

M.
Cooperates in the development of an appropriate diet manual, which shall be annually reviewed and approved;

N.
Provides input for the review and evaluation of the quality and appropriateness of nutritional care provided by the dietetic service; 

O.
Performs other related duties as directed by the MEC; and
P. Meets as necessary, maintaining a permanent record of its proceedings, and reports to the Performance Improvement Committee.

2.7.2
Composition

Voting members of the Pharmacy and Therapeutics Committee shall be appointed by the Chief of Staff and selected to provide, insofar as feasible, representation from the major clinical specialties of the Active or Honorary Medical Staff and shall include the chief pharmacist, or designee.  
Nonvoting members shall include representatives from Nursing Service and from the Medical Center Administration. One faculty or administrative member from the Texas Tech School of Pharmacy may at the discretion of the Chief of Staff be appointed to serve as a nonvoting member.
2.8
TRAUMA SERVICES REVIEW COMMITTEE
2.8.1
Purpose and Meetings

The Trauma Services Review Committee (TSRC):

A.
Ensures all American College of Surgeons, Joint Commission, Texas Department of State Health Services, and Regional Advisory Council requirements for a Level III Trauma Center are met; 

B.
Ensures practice parameters established by the Trauma Services, Trauma Medical Director, and Administrative staff are met; 

C.
Defines the roles, responsibilities, and accountabilities of the performance improvement process for Trauma Service performance; and,

D.
Reviews all charts of all patients identified by the screening process of the Trauma Service and/or any referrals from other Departments/Services and 

E.
Meets as necessary, maintaining a permanent record of its proceedings, and reports to the Performance Improvement Committee.

2.8.2
Composition

With the exception of the Trauma Medical Director, Medical Staff members shall be appointed by the Chief of Staff from members of the Active Staff. The Trauma Medical Director shall act as Chair. In the event a general surgeon is not the Trauma Medical Director, a general surgeon on the Active Medical Staff shall serve as co-chair. All general surgeons on the Active Staff may be assigned to the TSRC.
Voting Members: Trauma Medical Director, all Active Staff General Surgeons, Administrator, Trauma Coordinator, Neurosurgeon, Orthopedic Surgeon, Emergency Medicine physician, Anesthesiologist, Pathologist, Radiologist and Pediatrician.  
2.9
MEDICAL STAFF FORUM
2.9.1
Purpose and Meetings
The Medical Staff Forum:
A.
Shall be a consensus driven/multidisciplinary body and open to all Medical Staff members; 

B.
Shall serve only as a vehicle for communication and shall be empowered only to make informal, if any, recommendations to the MEC; and,

C.
Shall meet as called by the Vice Chief of Staff.
2.9.2
Composition

The Medical Staff Forum shall be chaired by the Vice Chief of Staff and the voting members shall be the two Department Chairs and all Section Chairs.

2.10
BYLAWS COMMITTEE
2.10.1
Purpose and Meetings


The Bylaws Committee:

A. Monitors the appropriateness and conducts ongoing review of the Bylaws, Policies, and Manuals pertaining to the Medical Staff and submits recommendations to the MEC and Hospital Administration when changes are indicated;

B. Performs other related duties which may be directed by the MEC; and

C. Meets as necessary, maintaining a permanent record of its proceedings, and reports to the MEC.

2.10.2
Composition

Members of the Active or Honorary Medical Staff, appointed by the Chief of Staff.

2.11
PHYSICIAN HEALTH & REHABILITATION COMMITTEE
2.11.1
Purpose and Meetings

The Physician Health & Rehabilitation Committee:

A. At the direction of the MEC, the Physician Health & Rehabilitation Committee investigates and monitors concerns of impairment in Medical Staff Members, in accordance with the Health and Rehabilitation Policy; and

B. Meets as necessary, maintaining a permanent record of its proceedings, and reports to the Credentials Committee.


2.11.2
Composition

Members of the Active Medical Staff, appointed by the Chief of Staff. The Chair will be the Vice Chair of the Credentials Committee.

2.12
CODE OF CONDUCT COMMITTEE
2.12.1 Purpose 

A. The Code of Conduct Committee ("Committee") reviews complaints against Medical Staff members related to conduct. The Committee deals only with written complaints as outlined in the Code of Conduct Policy. The Committee may meet with the individual who prepared the written complaint and/or any witnesses to the incident to ascertain the details of the incident.
B. Complaints that are deemed to be insignificant and which require no action by the Committee will be maintained in the Medical Staff Office, for the Committee, with the Committee meeting minutes, not in the affected member's file. The Committee has the discretion to notify the affected member that a complaint was received and that no action was taken.
C. If the Committee determines that an incident of inappropriate conduct has likely occurred, the Committee has several options including but not limited to the following:
(1) Notify the affected member that a complaint has been received and issue a request to the affected member to meet with one or more members of the Committee to discuss;

(2) Send the affected member a letter of guidance about the incident;

(3) Provide education for the affected member about administrative channels that are available for registering complaints or concerns about quality or services, if the affected member's conduct suggests that such concerns led to the behavior. Identify other sources of support for the affected member, as appropriate;

(4) Send the affected member a letter of warning or reprimand, including if there have been prior incidents and/or a pattern that may be developing; and/or

(5) Have a Committee member(s), or the Committee as a group, meet with the affected member for counseling and education about the concerns and the necessity to modify the behavior in question.

D. Unless otherwise required by law, in general, the identity of an individual reporting a complaint of inappropriate conduct will be kept confidential. However, at the discretion of the Committee, the identity of an individual reporting a complaint of inappropriate conduct may be disclosed to the affected member during these efforts. If such disclosure is made, the affected member will be advised that any retaliation against the individual reporting or making a complaint will be grounds for immediate referral to the MEC .
E. Documentation to address a complaint is at the discretion of the Committee. If the Committee prepares any documentation for an affected member's confidential file regarding efforts to address a complaint, the affected member will be apprised of such documentation and given an opportunity to respond in writing. Any such response shall be kept in the affected member's confidential file along with the original complaint and the Committee's documentation.

F. If additional complaints are received concerning an affected member, the Committee may continue to utilize the collegial and educational steps noted herein as long as the Committee believes there is still a reasonable likelihood that such efforts will resolve the complaints.

G. At any point, the Committee may refer the matter to the MEC for review and action. The MEC will be fully apprised of the actions taken by the Committee or others to address the complaint. When a referral is made, the Committee may also recommend a course of action to the MEC. The MEC may take additional steps to address the complaint including but not limited to the following:
(1) Require the affected member to meet with the MEC;

(2) Issue a letter of warning or reprimand;

(3) Require the affected member to complete a behavior modification course;

(4) Suspend the affected member's clinical privileges for ten (10) days or less; and or

(5) Refer the matter to the Physician Health & Rehabilitation Committee.
The imposition of any of the actions listed above does not entitle the affected member to a hearing or appeal.
At any point the MEC may also make a recommendation regarding the affected member's continued membership and clinical privileges that does entitle the affected member to a hearing as outlined in the Medical Staff Hearing Plan or may refer the matter to the Hospital Board of Trustees without a recommendation. If the matter is referred to the Hospital Board of Trustees, any further action including any hearing or appeal shall be conducted under the direction of the Board of Trustees.

H.
A letter should be generated to the complainant acknowledging receipt of the complaint and that the complaint shall be handled according to policy.

2.12.2 Meetings
The Committee is chaired by the current Chief of Staff and meets as necessary. If minutes or notes are maintained from meetings, the documentation shall include who was present, the date of the meeting, and the Committee's decision. The Committee reports to the MEC through the Chief of Staff.
2.12.3 Composition

The Committee consists of the Vice President Medical Staff ("VPMS"), the current Chief of Staff, the current Vice Chief of Staff and a fourth member who is a former Chief of Staff and who will be chosen by the first three members.
ARTICLE III.  MEETING PROCEDURES
3.1
NOTICE OF MEETINGS
The policy on notice of Medical Staff meetings is as set forth in the Bylaws.

3.2
QUORUM
3.2.1
General Staff Meetings

(See Medical Staff Bylaws)

3.2.2
Medical Executive Committee

(See Medical Staff Bylaws)

3.3
ORDER OF BUSINESS AT STAFF MEETINGS
3.3.1 The order of business at a Staff meeting is determined by the Chief of Staff.  The agenda includes at least:

A.
Administrative reports from the Chief of Staff, the Department chairs as requested, and President of the Hospital;

B.
The election of officers and of representatives of the staff when required by the Medical Staff Bylaws;

C.
Reports by the Chief of Staff, and/or Department chairs regarding the overall results of the Staff's Performance Improvement program activities and on fulfillment of the other required Medical Staff functions; and 

D.
New business.

3.4
MINUTES 
(See Medical Staff Bylaws)

3.6
PROCEDURAL RULES
(Refer to Medical Staff Bylaws)

ARTICLE IV.  AMENDMENT

4.1
REVIEW

This manual shall be reviewed by the Bylaws Committee in conjunction with the biennial review of the Articles of the Medical Staff Bylaws.
4.2
AMENDMENT
This manual may be adopted, amended or repealed, in whole or in part, by the following mechanism: By the Medical Executive Committee after a majority vote, provided that the information was first distributed to the members of the Active Staff category at least twenty-one (21) days prior to an MEC vote, as described in the Medical Staff Bylaws.
4.3
CORRECTIONS
The MEC may correct typographical, spellings or other obvious errors in this manual. The MEC may also make any changes specifically required by law, federal or state regulation or licensing or accreditation standards.
4.4
RESPONSIBILITIES AND AUTHORITY
The Medical Staff shall have the responsibility to formulate, review, adopt and recommend to the Board of Trustees of the Hospital, Medical Staff Bylaws, policies and manuals and amendments thereto, which shall be effective when approved by the Board of Trustees of the Hospital. The procedure outlined in the Medical Staff Bylaws shall be followed in the adoption and amendment of this Medical Staff Organization Manual.
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