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PROFESSIONAL STAFF POLICY

QUALIFICATIONS FOR APPOINTMENT TO THE PROFESSIONAL STAFF

Section 1 – General Qualification for Appointment:

Appointment to the Professional Staff is a privilege which shall be extended only to professionally competent individuals who continuously meet the qualifications, standards and requirements set forth in this policy and in such policies as are adopted from time to time by the Board of Trustees.  All individuals practicing medicine, dentistry, osteopathy and psychology in this hospital, unless exempted by specific provisions of this policy, must first have been appointed to the Professional Staff.  Decisions regarding appointment, reappointment, and initial, renewed, or revised clinical privileges are rendered based on the merits of the applicant’s credentials.  Gender, race, creed, or national origin are not used in making decisions regarding the granting or denying of medical staff membership or clinical privileges.

Section 2 – Specific Qualifications:

Only physicians and dentists who satisfy all of the following threshold conditions (unless specifically waived in bylaws or by recommendations of the Board) as determined by the pre-application process described in this policy shall be qualified for appointment to the Professional Staff:

a) are currently licensed to practice in this state;

(1) Commissioned Officers of the Uniformed Services who are conducting official Department of  

        Defense business at Dayton Children’s Hospital are exempt of the requirement to have a  

        valid Ohio License.

(2)   these individuals must maintain any valid state license.

b) are located (office and residence) within the geographic service area of the hospital as defined by the Board of Trustees, close enough to provide timely and continuous care for their patients in the hospital;

c) possess current, valid professional liability insurance coverage in such form and in amounts satisfactory to the hospital;

d) have successfully completed training approved by the Accreditation Council for Graduate Medical Education (ACGME) or The American Osteopathic Association (AOA), of at least three (3) years, in the specialty in which the applicant seeks clinical privileges; and

e) are certified by the appropriate specialty board (if applicable) or admissible for examination for certification by the American Board of Medical Specialties or AOA, in the area in which privileges are requested, and thereafter certified within the timeframe indicated by the member’s respective specialty board, unless such requirement is waived by the Board of Trustees after considering the specific competence, training, and experience of the individual in question, or waived by the Board of Trustees for those applicants and appointees who practice in medical subspecialties where there are specific practice prerequisites for admissibility to board examination.  This requirement shall be applicable only to those individuals who apply for initial Professional Staff appointment and for clinical privileges after 1989.

f) can document their:

(1) background, experience, training and demonstrated competence;

(2)  adherence to the ethics of their profession;

(3) good reputation and character, including the ability to perform the clinical privileges requested safely and competently;

(4)  ability to work harmoniously with others sufficiently to convince the hospital that all patients treated by them at the hospital will receive quality care and that the hospital and its Professional Staff will be able to operate in an orderly manner;




g) have no record of conviction for Medicare, Medicaid, or insurance fraud and abuse, payment of civil penalties for the same or exclusion from such programs.

h) have no record of conviction of any felony, or any misdemeanor related to the practice of your profession, other health care related matters, third-party reimbursement, violence, or controlled substance violations.

i) have no record of denial, revocation, or termination of appointment or clinical privileges by any hospital for reasons related to professional competence or conduct.

j) acknowledge receipt of competition resolution.

k) maintain current federal DEA registration and Ohio controlled substance license (if applicable), unless waived by the Board.

l) have received favorable recommendations from references.

No individual shall be entitled to appointment to the Professional Staff or to the exercise of particular clinical privileges in the hospital merely by virtue of the fact that such individual:

a) is licensed to practice a profession in this or any other state;

b) is a member of any particular professional organization;

c) has had in the past, or currently has, Professional Staff appointment or privileges at any hospital or health care facility;

d) resides in the geographic service area of the hospital as defined by the Board of Trustees; or

e) is affiliated with, or under contact to, any managed care plan, insurance plan, Health Maintenance Organization, Preferred Provider Organization, or other entity.

CRITERIA FOR APPOINTMENT AND REAPPOINTMENT

CATEGORY ONE = APPOINTMENT
ALL APPLICANTS FOR APPOINTMENT MUST MEET ALL CRITERIA UNDER CATEGORY ONE AS FOLLOWS (unless waived in bylaws or with approval of the Board):

1) Valid license in the State of Ohio  (except active duty military physicians)

2) Complete/truthful application

3) Appropriate level of education, training, and certification

4) Current, adequate malpractice insurance

5) Must live within a reasonable distance of hospital 

6) No involuntary loss of license in any other state

7) Applications must disclose information regarding professional litigation experience concerning filed claims, pending claims, final judgments, or settlements, including the substance of the allegations, the findings, the ultimate disposition and any additional information requested by the credentials and nominating committee or the board of trustees.  Individuals applying for initial appointment must disclose all previous professional litigation experience, while individuals applying for reappointment must disclose any professional litigation experience since the date of their last application.

8) Must have practice and/or residency and/or other training path for past five years

9) Provide information regarding being named as a defendant in a criminal action and/or being charged, indicted and/or convicted of a crime, except for minor traffic violations, with details about any such instance.

10) Must be physically able to perform privileges as requested.

11) At the time of initial appointment, a copy of a valid picture identification issued by a state, federal or regulatory agency is required for applicant identification (i.e. state drivers license).

12) A passport style or comparable photo is required for scanning in the hospital intranet for hospital personnel identification.

13) Must provide current federal DEA registration and Ohio controlled substance license (if applicable), unless waived by the Board.

14) Must maintain board certification status, once it is obtained, in at least the primary specialty in which the professional staff member practices.  In the event that the individual fails to complete the board re-certification process within the time period specified by the respective board, the individual may request a one-year extension of his/her privileges to allow for completion of the board re-certification process.  The professional staff member will submit a written request for the extension to the Chair of the Credential’s Committee.  The request must summarize the reasons for the failure to accomplish the re-certification process within the required time, as well as an estimate of the time required to complete the process.  The Chair of the Credential’s Committee then makes a formal recommendation to the Professional Staff Executive Committee.  If approved by the PSEC, up to one year can be granted for completion of the board re-recertification process.  If recertification is not completed within the additional time allowed, the professional staff member voluntarily relinquishes his/her privileges.  Once board certification status is subsequently reinstated, the individual will, upon the recommendation of the Chair of the Credential’s Committee and the approval of the PSEC, have his/her privileges reinstated.

15)
If an individual decides not to complete the board recertification process due to a pending retirement, the professional staff member can submit a written request for the retention of privileges for a period of not more than two years after the certification lapses, to the Chair of the Credential’s Committee.  The request must summarize the reasons for not recertifying in their specialty.  After the Credentials Committee meets, the Chair of the Credential’s Committee will make a formal recommendation to the Professional Staff Executive Committee.  The decision of the Professional Staff Executive Committee will be forwarded to the Board of Trustees for final approval/disapproval.  In the event that the Board of Trustees does not approve the retention, the individual will relinquish his/her privileges at the time the certification lapses.
16)
Applicants who are requesting privileges in a surgical division must provide documentation of their pediatric surgical experience and competency.  Ideally, this should be accomplished by providing operative notes on at least 50 pediatric surgical cases performed within the preceding five years.  In the event that the applicant is unable to provide the operative case reports, the applicant may consult with the division head and obtain approval for an alternative means of documenting experience and competency.

The following summarizes options in the event that the 50 cases cannot be obtained:

a) if the applicant completed his/her residency/fellowship training within the preceding five years, a reference letter from the training program director/designee which attests to the surgical experience and competence of the individual can be submitted

OR

b) if the individual completed his/her training five or more years earlier, a reference letter can be submitted from the Chair of the Department of Surgery, the Head of the specific Surgical Division or the Chair of Anesthesia services from at least one hospital where the applicant has held active privileges immediately prior to applying for privileges at DCH.  If privileges are held at more than one institution, letters from at least two such facilities are required.  It is the responsibility of the applicant to provide the names and addresses of the individuals who hold these positions at the applicable facilities.

OR

c) the applicant can provide a summary of the number and types of pediatric surgical cases performed at institutions where the individual held operative privileges during the preceding five years, in conjunction with a formal reference from the professional staff office at that facility (or its designee).

OR

d) in the event that these criteria cannot be met, the applicant can petition the credential’s committee to consider alternative measures of pediatric surgical experience and competency.  The decision of the credential’s committee will be considered final.

17)
National Practitioner Data Bank Query

18) 
All members of the professional staff to include doctors of Medicine, Dentistry, Osteopathy, and Psychology will be immunized per the current hospital standard for direct care providers (nursing, etc.)

POLICY ON NATIONAL PRACTITIONER DATA BANK

1. Authorized Representative

The hospital designates the Vice President for Medical Affairs (designee) as its authorized representative for purposes of Data Bank certification.  The confidentiality of Data Bank information is an important consideration in designating an authorized representative.

2. Queries

Queries to the Data Bank about applicants for medical staff appointment and/or clinical privileges should be made routinely as part of the initial application verification process.  Such queries should be made prior to transmitting the application to the appropriate department chief.  Such a provision reinforces the point that a Data Bank query is a part of the normal credentialing verification process.

Queries on applicants for reappointment should be made routinely as part of the regular reappointment verification process.  Such queries should be made prior to transmitting the application to the appropriate department chief.  The individual designated as the hospital’s authorized representative for purposes of the Data Bank, or his or her designee, should maintain a record establishing that a query has been made at least every two (2) years for every individual appointed to the medical staff and every individual granted clinical privileges.

All applicants for appointment, clinical privileges, and reappointments should be deemed incomplete until a response from the Data Bank is received, and copies of all information obtained through queries to the Data Bank should be maintained as part of the individual’s permanent confidential medical staff credentials file.

The Credentials Committee, Professional Staff Executive Committee or the Board of Trustees may at any time request the chief Executive Officer to query the Data Bank with respect to any individual appointed to the medical staff or granted clinical privileges.  The Chief Executive Officer may also determine to make a query on his or her own.

Queries are permitted at any time.  For example, if a physician’s practice is under investigation, if information is received that the physician is being investigated at another hospital, if disciplinary action was taken at another hospital, or if information about an investigation of a practitioner elsewhere is received, a query may be appropriate.  Only the hospital-authorized representative can actually submit the query to the Data Bank.

Dayton Children’s Hospital understands that it is obligated to provide certain specific information to the National Practitioner Data Bank about physicians, dentists, and other health care practitioners who provide care at Dayton Children’s Hospital.  This policy addresses the specific issues relevant to Dayton Children’s Hospital.

3. Reports to the Data Bank

A report shall be made electronically to the Data Bank within fifteen (15) days of final Board action on any of the following:

(a) denial of initial medical staff appointment;

(b) denial of medical staff reappointment

(c) revocation of medical staff appointment;

(d) denial of requested initial clinical privileges;

(e) denial of requested increased clinical privileges;

(f) decrease of clinical privileges

(g) suspension of clinical privileges for longer than thirty days; or

(h) imposition of restrictions (mandatory concurring consultation such as requirements where another physician must agree before privileges can be extended).

The Chief Executive Officer should determine what language to use in a report after consulting with the Chair of the Credentials Committee, the Chief of Staff, and the Vice President for Medical Affairs, and after obtaining the advice of hospital legal counsel.

Actions that are not based on a physician’s professional competence or conduct are not reportable.

4. Resignation or Surrender of Clinical Privileges

If an individual resigns medical staff appointment or clinical privileges, the Credentials or Medical Executive Committee should make a preliminary determination as to whether such resignation constitutes a "surrender" while under investigation or in return for not conducting an investigation.  The Chair of the Credentials Committee or the Chief of Staff shall report the Credentials or Medical Executive Committee's preliminary determination to the Chief Executive Officer.  A final determination as to whether a report is required shall be made by the Chief Executive Officer after consultation with hospital legal counsel.

For purposes of reporting a surrender of medical staff appointment and/or clinical privileges to the Data Bank, an investigation should be deemed to commence when the Credentials or Medical Executive committee determines to initiate an investigation and passes a resolution to that effect.

5. Resolving Disputes

The Data Bank has outlined a process by which an individual can dispute the factual accuracy of a report that has been filed.  That process requires, among other things, that the individual first attempt to resolve any dispute with the person or entity that filed the report.  If an individual wishes to dispute the accuracy of an Adverse Action report submitted by the hospital, the individual shall state in writing to the Chief Executive Officer the reason why he or she believes the report is factually inaccurate.

Within 30 days of receiving written notice of a dispute, the Chief Executive Officer should consult with the Chair of the Credentials Committee, the Vice President for Medical Affairs, the Chief of Staff, and hospital legal counsel.  The practitioner shall be notified in writing whether the hospital will revise the information previously reported to the Data Bank.

Careful language in the description of the reasons for the professional review action can minimize the potential for disputes.  The dispute process is not another opportunity for the physician to challenge the merits of the professional review action.  The purpose of the dispute process is simply to correct inaccuracies.

6. Temporary Privileges
Temporary privileges are a courtesy that should be granted only in exceptional circumstances.  The Medical Staff Bylaws or credentialing policy should specifically state this.

When an application for staff appointment is withdrawn, temporary privileges should automatically lapse.  The bylaws or policy could also state a time limit after which temporary privileges expire.  The Chief Executive Officer should consult with the Chair of the Credentials Committee, the Vice President for Medical Affairs, the Chief of Staff, the appropriate department chief, and hospital legal counsel, to determine whether the lapse of temporary privileges is a reportable "surrender."  The following principles should be used as guidelines in making that determination:

(a)
The purpose of the Health Care Quality Improvement Act requirement that surrenders be reported to the Data Bank is to make certain that physicians (and dentists) are not simply able to resign staff appointment and privileges at one hospital and shift their practice to another hospital, without a way for the second hospital to learn of past difficulties.  Therefore, when an individual applying for initial appointment, who is granted temporary privileges, begins to experience problems in the exercise of those temporary privileges, it arguably would contravene the purpose of the Act for the hospital to simply permit that applicant to withdraw the application and move on to another location without a report.  A future hospital would probably want to know about problems in that physician's quality of care, which have emerged during the exercise of temporary privileges.  It may never discover that information unless a report is made to the Data Bank.

(b)
Where an initial applicant exercises temporary privileges without any problems, but is the subject of a possible adverse recommendation as a result of information that emerges during the credentialing verification process, that same information would be available to "credentialers" at other hospitals.  In that situation, the purpose underlying the Act would not be contravened by permitting the individual to withdraw the application, without a report to the Data Bank.

When the temporary privileges lapse as a result of a withdrawal or by expiration of a time limit, no reportable "surrender" occurs unless there is an investigation of issues (patient care or behavioral) arising out of that person's performance at this hospital.

CATEGORY TWO: REAPPOINTMENT

ALL APPLICANTS FOR REAPPOINTMENT MUST MEET ALL CRITERIA IN CATEGORY ONE.  IN ADDITION, THEY MUST MEET ALL OF THE FOLLOWING:

1) Must attend meetings consistent with the Bylaws of the Professional Staff.

2) Must have provided care at DCH for at least 20 pediatric inpatients, and/or ambulatory clinic patients, and/or emergency department patients, and/or same day surgery patients, and/or referrals to Children’s Home Care of Dayton per two year reappointment period.

If unable to meet the above requirement, the following could be substituted:

For members of the department of medicine:

A) References –

1. Division of General Pediatrics – submit two names as references from the active professional staff.

2. Specialty Divisions – submit two names as references from other active staff members who refer to you as a specialist, as well as a reference from a peer/colleague in your specialty if available.

3. Joint appointments in more than one division – will need to meet the requirements of each division.

AND

B) Must provide copies of 20 office visits for patients who are less than 22 years of age for review by the division head or the chair of medicine, or his/her designee.

1. Visits must include a broad mix of problems and complexity.

2. Notes must be legible.

For members of the department of surgery:

A. References – Must provide two references from active DCH staff who refer to you, as well as a reference from a peer/colleague in your specialty if available.

AND

B. Must provide documentation of at least 20 surgical contacts for patients who are less than 22 years of age, at least 10 of which are operative reports, for review by the division head or the chair of surgery, or his/her designee –

1. Provide an operative report for each of at least 10 operative cases, performed in your specialty during the two year reappointment period.  These cases should be of sufficient diversity to allow for continuation of requested privileges.

2.
Provide office visits for patients less then 22 years of age, seen during the reappointment period, which will bring the total of different contacts to 20. 
3. Continuing medical education requirement should be at least 50% in the practice specialty of the physician and should be consistent with the requirements of the state of Ohio.

4. In the event that the professional staff member is unable to comply with the above terms, the individual may present additional information documenting pediatric surgical experience and competency within the two-year appointment period.  The nature and extent of these data must be reviewed and approved by the Division Head and/or the Chair of the Department of Surgery and ultimately by the Credential’s Committee.  Examples of potentially acceptable information would be facility-generated reports on the number and type of operative pediatric cases, letters of reference from Division Heads or Department Heads at other facilities, summaries of quality improvement data from other facilities.  The burden is on the applicant to provide documentation of current pediatric surgical experience and competency, which is deemed acceptable by the Credential’s Committee.

IN ADDITION TO THE ABOVE CRITERIA, APPLICANTS FOR REAPPOINTMENT MAY NOT BE DEFICIENT IN MORE THAN ONE OF THE FOLLOWING AREAS:

1) No disciplinary action at other hospitals that have resulted in reduction or revocation of privileges.

2) Good standing at current hospitals.

3) Unplanned admissions to hospital from same day surgery do not exceed 2% of his/her surgical cases in one year.

4) Unplanned admissions to the ICU do not exceed 5% of his/her total admissions in one year.

IN EACH INSTANCE DEEMED DEFICIENT, ACTION WILL BE RECOMMENDED ONLY AFTER PEER REVIEW AND AFTER REVIEW BY THE CREDENTIALS AND NOMINATING COMMITTEE.

ACADEMIC/ADMINISTRATIVE ACTIVE STAFF CRITERIA

Physicians and dentists are eligible for Administrative/Academic Active Staff Status.  Physicians and dentists in this category are required to abide by the Bylaws, Rules and Regulations and Policies and Procedures of the Professional Staff.

In lieu of having 20 pediatric patient contacts per two-year reappointment cycle at Dayton Children’s Hospital, physicians in this category must meet one of the following two requirements 

1. Must participate in the teaching program providing pediatric education of medical students and/or residents.  This is to be documented as follows:

a) Must provide an original letter from the Chairman of the Department of Pediatrics, Wright State University School of Medicine documenting both in degree and quality that the physician provides needed pediatric medical teaching services for the benefit of Dayton Children’s Hospital.

OR

b) Must provide an original letter from the Director of Surgical Education at Dayton Children’s Hospital documenting both in degree and quality that the physician provides needed pediatric surgical teaching services for the benefit of Dayton Children’s Hospital.

For 1a and 1b above, the physician or dentist must have a faculty appointment, either fully affiliated or voluntary (clinical) in a clinical department at the Wright State University School of Medicine.

2. If the physician or dentist has no participation in the teaching program, he/she must meet the following administrative requirements:

a) Must hold an administrative position in the community that is involved in providing care, maintenance of health or prevention of disease in infants and children.  The degree and quality of the activities of the participant must be documented.

OR

b) Must participate as chair or as a member of a committee that is directly involved in the care of children at Dayton Children’s Hospital.  The degree and quality of the activities of the participant must be documented by the chair of the committee or the chair of the professional staff.

Final approval of appointment to the Academic/Administrative Active Staff will be made by the Board of Trustees of Dayton Children’s Hospital upon recommendations from the Professional Staff Credentials and Nominating Committee and the Professional Staff Executive Committee.  Members of the Academic/Administrative Staff are not eligible to vote and hold office.

PROCEDURE TO OBTAIN APPLICATION FOR MEMBERSHIP

A. An application for appointment to the Professional Staff shall only be sent upon request of those individuals who, according to the Professional Staff Bylaws, are eligible for appointment; who meet the threshold criteria for privileges as stated in this policy to provide care and treatment to patients for conditions and diseases for which the hospital has facilities and personnel; and who indicate an intention to utilize the hospital as required by the staff category to which they desire appointment.

B. EXCLUSIVITY – A pre-application and application shall be sent only to those individuals who are not seeking clinical privileges that are currently subject to an exclusive contract, unless the individual has been awarded, recruited for, or considered for, or is employed by a group that has been awarded or considered for, such contract.  The application of all individuals seeking clinical privileges that are currently subject to an exclusive contract shall be considered incomplete until such time as an exclusive contract is awarded to the individual or group.  Notification, in writing of completion of a contract is required in order for the application to be considered complete.

C. An individual requesting an application for appointment shall initially be sent 1) a letter that outlines the basic criteria for appointment and explains the review process, and 2) pre-application forms.  A completed pre-application form must be returned to the Professional Staff Office within one hundred and twenty (120) days after receipt of same if the individual desires further consideration.  For physician being employed by Children’s Care Group, Children’s Anesthesia Group, Wright State University and Dayton Children’s Orthopaedic Center for Spinal and Pediatric Care, the pre-application is waived.   The ability to meet the basic criteria for appointment is determined during the interview and selection process.

D. Those individuals who meet the basic criteria for appointment to the Professional Staff shall be given an application for appointment.  Individuals who fail to meet the basic criteria shall not be given an application and shall be so notified.  There is no right to request a hearing in the event an application is not provided.

E. Application for membership to the Professional Staff shall be presented in legible format on the prescribed form, which shall state the qualifications and references of the applicant and his/her agreement to abide by its Bylaws, Rules and Regulations and Policies and Procedures.

F. Also, the applicant for appointment to the Professional Staff shall signify his/her willingness to appear for interviews regarding the application; shall authorize the hospital to consult with members of professional staffs of other hospitals with which the applicant has been associated, and with others who may have information bearing on the applicant’s competence, character, and ethical qualifications; and shall consent to this hospital’s inspection of all records and documents that may be material, in the opinion of the Professional Staff and the Administration of the hospital, to do an evaluation of the applicant’s professional qualifications and competence so long as the inspections, reviews, consultations, and evaluations are conducted in good faith and without malice.

G. A complete application will include detailed and relevant information on demographic and personal facts, education and training, military service, teaching appointments, memberships, certifications, adjudications, licensure, liability insurance, DEA number if applicable, practice affiliations, privileges requested, personal references, publications, disciplinary actions, legal claims (criminal and civil), challenges to ability to practice competently, personal health status and the appropriate contact with the National Practitioner Data Bank and the American Medical Association physician profile data base as well as information regarding voluntary or involuntary relinquishment of memberships, licensure, registrations, DEA registration, appointments, affiliations, certifications, and/or privileges.  Applicants must disclose previously successful or currently pending challenges to any licensure or registration, as well as any voluntary or involuntary termination of medical staff membership or limitation, reduction or loss of privileges at another hospital.  No application will be processed until all required documentation is received and verified, at which time it is deemed to be complete.

H. Applicants must disclose information regarding professional litigation experience concerning filed claims, pending claims, final judgments, or settlements, including the substance of the allegations, the findings, the ultimate disposition and any additional information requested by the Credentials and Nominating Committee or the Board of Trustees.  Individuals applying for initial appointment must disclose all previous professional litigation experience. 

I. Applicants must provide information regarding being named as a defendant in a criminal action and/or being charged, indicated and/or convicted of a crime, except for minor traffic violations, with details about any such instance.

J. By making application for appointment and as a member who has been appointed, the member/applicant specifically authorizes Dayton Children’s Hospital to conduct a credentials and background review.  Additionally, the member/applicant agrees to release, indemnify and hold the medical center members of the professional staff and reviewing committees harmless from any civil liability arising from its good conduct of the credentials and background review.

K.
Locum Tenens: A healthcare provider who is serving as a temporary relief or substitute can apply for Temporary Privileges. These individuals must follow the same procedures as specified above with the following exception.  Background verification will consist of contacting all practice affiliations listed for the past two chronological years.  If negative or questionable information is provided by any of the queried practices, then a review of all affiliations listed by the applicant may be completed.  At any time, the review process may extend beyond two years with approval by the Division Head, Department Chair, Vice President Medical Affairs, or any other professional staff committee.

PROCEDURE TO OBTAIN APPLICATION FOR REAPPOINTMENT:

A. At the time of reappointment to the Professional Staff, the professional staff office will notify the physicians/dentist of the need to apply for reappointment.  The reappointment application package will be sent to the physician/dentist with a cover letter which includes but is not limited to the reappointment application, the delineation of current status and privileges, the deadlines for return of information, the documentation required, the appropriate fees and CME attestation (unless required to provide complete documentation of CME).

B.
EXCLUSIVITY:
Reappointment to the professional staff shall be deemed complete only when documentation is available that the individual continues to maintain a contractual relationship with a group that has been granted exclusivity by the Board.

C. Application for reappointment to the Professional Staff shall be presented in legible format on the prescribed forms which shall state the qualifications and references of the applicant and his/her agreement to abide by its Bylaws, Rules and Regulations and Policies and Procedures.

D. Also, the applicant for reappointment to the Professional Staff shall signify his/her willingness to appear for interviews regarding the application, if requested; shall authorize the hospital to consult with members of professional staff of other hospitals with which the applicant has been associated, and with others who may have information bearing on the applicant’s competence, character, and ethical qualifications; and shall consent to this hospital’s inspection of all records and documents that may be material, in the opinion of the Professional Staff and the Administration of the hospital, to do an evaluation of the applicant’s professional qualifications and competence so long as the inspections, reviews, consultations, and evaluations are conducted in good faith and without malice.

E. A complete application will include as a minimum detailed and relevant information on demographic and personal facts, education and training, certifications, adjudications, licensure, liability insurance, DEA number if applicable, practice affiliations, privileges requested, personal references, if required, disciplinary actions, legal claims (criminal and civil), challenges to ability to practice competently, personal health status, documentation of patient contact and information regarding voluntary or involuntary relinquishment of memberships, licensure, registration, DEA registration, appointments, affiliations, certifications, and/or privileges.  Applicants must disclose previously successful or currently pending challenges to any licensure or registration, as well as any voluntary or involuntary termination of medical staff membership or limitation, reduction or loss of privileges at another hospital.  Processing of the reappointment will include query of the NPDB, references from all affiliated hospitals and evaluation of peer review information (provider profile).  No application will be processed until all required documentation is received and verified, at which time it is deemed to be complete.

F. Applicants must disclose information regarding professional litigation experience concerning filed claims, pending claims, final judgments, or settlements, including the substance of the allegations, the findings, the ultimate disposition and any additional information requested by the Credentials and Nominating Committee or the Board of Trustees.  Individuals applying for reappointment must disclose any professional litigation experience since the date of their last application.

G. Applicants must provide information regarding being named as a defendant in a criminal action and/or being charged, indicted and/or convicted of a crime, except for minor traffic violations, with details about any such instance.

H. By making application for reappointment and as a member who has been reappointed, the member/applicant specifically authorizes Dayton Children’s Hospital to conduct a credentials and background review.  Additionally, the member/applicant agrees to release, indemnify and hold the medical center members of the Professional Staff and reviewing committees harmless from any civil liability arising from its good faith conduct of the credentials and background review.

I. Failure to submit a reappointment application in a timely fashion may result in automatic expiration of appointment and clinical privileges at the end of the then current term of appointment, and the individual may not practice until the Board of Trustees approves the reappointment application.

J. Reappointment, if granted, shall be for a period of not more than two years.

K. If an application for reappointment is submitted in a timely fashion, but the Board has not acted on it prior to the expiration of the current term, the CEO shall have the authority to grant the individual temporary appointment and clinical privileges until such time as the Board can act on the application.  In the rare event where the reappointment application is returned late, the CEO, may under extraordinary patient needs, grant temporary privileges to the practitioner.  Temporary appointment and privileges shall be granted only if the CEO determines, after consulting with the division head (if applicable), and the Chair of the Professional Staff, that there is an important patient care need that mandates an immediate authorization to practice, including, but not limited to, an inability to meet on-call coverage requirements, or denying the community access to needed medical services.  The temporary appointment and clinical privileges shall be only for a period not to exceed 120 days.

L. In the event the applicant 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.

M. The application will be reviewed by the Vice President for Medical Affairs (VPMA) to determine that all questions have been answered and that the individual satisfies all eligibility criteria for reappointment and for the clinical privileges requested.

N. The VPMA shall oversee the process of gathering and verifying all relevant information.  The VPMA shall also be responsible for confirming that all relevant information has been received.

REVISION OF EXISTING PRIVILEGES:

A. A professional staff member with existing privileges at Dayton Children’s Hospital may choose to revise their clinical privileges.  Any request to add to the current menu of privileges shall require the professional staff member to notify the professional staff office, in writing, of the request to expand the current privilege list.  The professional staff office will then provide the member with the delineation of clinical privileges document, which includes the criteria for eligibility (including education and training).  The professional staff member must review the delineation, indicate the privileges requested, sign and return the forms to the professional staff office.

B. The professional staff office will then conduct a basic review of the status of the professional staff member, including but not limited to:

· review of compliance with the education and training required for eligibility

· current status of Ohio license

· current malpractice declaration page

· current query to National Practitioner Data Bank

· review by and recommendation of the division head

· review by and recommendation of the chair of medicine or surgery

C. The request for revisions of privileges will be handled as are streamlined appointment or reappointment applications, unless full review by all committees is recommended by any one or more of the following: the division head, the department chair, the chair of credentials, the PSEC or the CEO.

D. The revised privileges become effective when the appropriate approval process is completed.  The individual will be notified by the CEO of the action of the Board.

E. Any request to delete, modify or relinquish privileges will require an explanation by the practitioner which explains the reasons behind the request.  Review and recommendation will be obtained by the division head and the department chair, before being reviewed by the credential’s committee (designee), the entire PSEC, and the Board (designee).  The process for relinquishing privileges is addressed elsewhere in these documents, and takes precedence.

PROCEDURE FOR APPOINTMENT AND REAPPOINTMENT

A.  
An applicant for membership and clinical privileges on the Professional Staff shall obtain the necessary application forms from the Medical Staff Office.

B. The completed application form/reapplication form and non-refundable fee, in addition to all other           required documentation, shall be returned to the Medical Staff Office who shall verify its contents and refer it to the appropriate Professional Staff Division Head and Department Chairperson for review.  An application for reappointment will not be considered complete unless there is attestation of continuing medical education as required by the State of Ohio.

C.
The Division Head and Department Chairperson shall report on the qualifications of the applicant to the Credentials and Nominating Committee or its designee (if applicable) which shall review the information submitted to it and render a report of its findings and recommendations at the next scheduled meeting of the Executive Committee of the Professional Staff.

D.
If the application is incomplete, the applicant will be notified in writing that additional information is required which will be so indicated.  If the applicant does not respond within 60 days, the application will be returned to the applicant and will not be processed further.  Failure to provide the required information is deemed to be a withdrawal of the application.

E.
If appropriate, the Credentials and Nominating Committee chairperson may invite an applicant to meet with the entire committee prior to any final appointment/reappointment recommendation by the committee.  At such meeting, the affected individual shall be informed of the general nature of the evidence supporting the action contemplated and shall be invited to discuss, explain or refute it.  This interview shall not constitute a hearing.  However, the committee shall indicate as part of its report to the Board whether such a meeting occurred.

F.
Any recommendation by the Professional Staff Executive Committee which is adverse to the applicant shall entitle the affected individual the right to request a hearing in accordance with the Professional Staff Fair Hearing Plan.  The recommendation shall not be forwarded to the Board until the individual has exercised or has been deemed to have waived his/her right to a hearing as provided in the Professional Staff Fair Hearing Plan, after which the Board shall be given the committee’s final recommendation and shall act on it.  If for any reason the application for reappointment has not been finally acted on by the Board prior to the end of the appointment period, the individual will automatically relinquish his/her privileges unless awarded temporary privileges as outlined in these policies.  These privileges will be reinstated once the Board reviews the application and approves the reappointment.

G.
The Board of Trustees shall either accept or reject the recommendations of the Executive Committee.  If the Board of Trustees’ decision is adverse to the applicant, and the affected individual has not previously exercised his/her rights under the Professional Staff Fair Hearing Plan on the matter in question, the individual has the rights of action under the Fair Hearing Plan.

H.
Final action will be taken on completed initial applications within one-hundred eighty days (180) from receipt of completed initial application.  When final action has been taken by the board of trustees, the decision shall be in writing and shall include the specific reasons for the decision to the applicant within 30 days, either personally or by certified mail, return receipt requested.

I.
Final action will be taken on completed reappointment applications within one-hundred twenty days (120) from receipt of completed reappointment application.  

TERMS OF APPOINTMENT

A. Initial appointments to the Professional Staff shall be for a period of two (2) years, commencing on the date of approval of the Board of Trustees for a period of twenty-four (24) consecutive months.  Reappointment to the Professional Staff will be for a period of two (2) years commencing on the date of expiration of current appointment for a period of twenty-four (24) consecutive months.
B.
Should the Board of Trustees refuse to appoint or reappoint any member, it shall so advise the Chairperson of the Executive Committee stating the reasons and requesting recommendation for further action.  However, final authority for appointments or cancellation of an appointment shall rest with the Board of Trustees.

C.
Whenever a member of the Professional Staff desires to change the category of his/her appointment, he/she must submit a written request to the Professional Staff Office.

D. It shall be the responsibility of the President and Chief Executive Officer to see that every member of the Professional Staff receives official notification of his/her appointment, together with the privileges approved.  In addition, the applicant will be informed that current revised text of the bylaws, policies and procedures, rules and regulations and fair hearing plan are maintained for immediate review on the DCH website.  Printed copies are available upon written request to the Professional Staff Office.

E. Leave of Absence:  Individuals appointed to the professional staff may request a leave of absence by submitting a written request to the professional staff office.  The request must state the beginning and ending dates of the leave, which shall not exceed one year, and the reasons for the leave, such as military duty, additional training, family matters, or personal health condition.  Absence from professional staff and any patient care responsibilities for longer than ninety (90) days shall require an individual to request a leave of absence.

The board of trustees delegates to the chief executive officer the authority to make determinations in connection with requests for leaves of absence, provided that the board reserves the right to make final determinations, in its discretion.  In determining whether to grant a request, the CEO shall consult with the vice president for medical affairs and use his/her best efforts to render a determination within 30 days of the receipt of the written request and of any clarifying information that the CEO may request.

No later than sixty (60) days prior to the conclusion of the leave of absence, the individual may request reinstatement by filing a written statement with the CEO summarizing the professional activities undertaken during  the leave of absence.  The CEO shall refer the matter to the credentials and nominating and executive committees for a recommendation.  The individual bears the burden of providing information and documentation sufficient to demonstrate current competence and all other applicable qualifications.  The individual shall provide such other information as may be requested by the CEO or the credentials and nominating or executive committees at that time, including executing any releases that may be necessary to cause third parties, including the individual’s physician, to respond to any requests for information or clarification.

If the leave of absence was for health reasons, the request for reinstatement must be accompanied by a report from the individual’s attending physician indicating that the individual is physically and mentally capable of resuming a hospital practice and safely exercising the clinical privileges requested.

The CEO shall consider the recommendations of the credentials and nominating and executive committees, and may approve reinstatement either to the same or a different staff category, and may limit or modify the clinical privileges to be extended to the individual upon reinstatement or may impose conditions for the individual’s practice deemed reasonably necessary for patient safety or the effective operation of the hospital.  In the event that the CEO determines that such modifications or conditions would require a report to the National Practitioner Data Bank, the individual shall be given written notice of the CEO’s determination and the opportunity to request a hearing pursuant to the procedures set forth in the fair hearing plan.

Absence for longer than one (1) year shall constitute automatic lapse of professional staff appointment and clinical privileges unless an extension is requested in writing and granted by the board of trustees.  Extensions will be considered only in extraordinary cases of hardship and where extension of a leave is found to be in the best interest of the hospital.

Leaves of absence and reinstatement are matters of courtesy, not of right.  In the event that it is determined that an individual has not demonstrated good cause for a leave, or for reinstatement or where a request for extension is not granted, the determination shall be final with no recourse to the hearing and appeal procedures set forth in this policy.
F. Medico-Administrative Appointments:  All physicians, dentists and psychologists appointed to positions of hospital employment shall achieve and maintain professional staff membership and privileges through the same procedures provided for all professional staff members.  All appointments to positions of employment shall be made by the Board of Trustees or by their agents acting on behalf of the Board of Trustees.  The duties and responsibilities of these appointments and recommendations shall be defined in writing and shall include the advice of the Professional Staff.  Terminations of employment shall be made in a like manner under the same authority.

There shall be no denial or limitations of privileges imposed for the sole reason that a member of the Professional Staff chooses not to participate in the teaching programs at the hospital, including the attending of patients.

POLICIES AND PROCEDURES FOR INITIAL APPOINTMENT AND REAPPOINTMENT

It is the policy of the Professional Staff of Dayton Children’s Hospital to process all applications with equal standards only after the professional staff services department has obtained a completed and verified application.  It is the intent of this policy to outline the process used for initial appointment as well as reappointment.  Each process will be described separately.

A. Initial Appointment to the Professional Staff:

1. A pre-application is requested by a prospective professional staff member.  For physicians employed by Children’s Care Group, Children’s Anesthesia Group, Wright State University and Dayton Children’s Orthopaedic Center for Spinal and Pediatric Care, the pre-application is waived.
2. Once completed and returned, the Vice President for Medical Affairs reviews the pre-application and confirms that the candidate meets the eligibility criteria for privileges.

3. A formal application for professional staff membership and award of privileges is sent to the applicant.

4. Once the completed application is returned, the professional staff office will request the required supporting documents, verify the authenticity of the appropriate documents and prepare the application for final review. 

5. The completed application is reviewed by the Division Head, the Department Chair and the Vice President for Medical Affairs (VPMA).  If the application is complete and if it meets all of the following criteria, the applicant is deemed a candidate for appointment and privileges:

a. the applicant has successfully completed a residency in the specialty for which privileges are requested, with a consistent and excellent record, with no disciplinary action or conditions imposed during training

b. the applicant has not changed practice location more than four times in the past 10 years (staff serving on active duty with the Uniformed Services can be exempted, at the discretion of the VPMA)

c. all information is easily verified

d. all references are completed and received within a reasonable time frame

e. all references contain only favorable information, including unqualified recommendations for appointment and clinical privileges

f. if the applicant has any malpractice claims/settlements, the Division Head, Department Chair and the VPMA must review the claims/settlements in light of what is reasonable for the specialty in question.  If the number or nature of the claims/settlements is deemed to be unusual by any of the reviewers, alternate review of the application is required (see below).

g. there have been no involuntary terminations, limitations, reductions, denials or loss of appointment or privileges at any other hospital or entity, including licensing bodies

h. no member of the professional staff has raised any question about the applicant’s qualifications

i. review of information which seeks to confirm the ability of the applicant to perform the privileges requested and to meet the responsibilities of the appointment to the professional staff fails to identify any concerns or questions

j. the applicant’s professional career and employment history is unremarkable in nature and free of any unexplained gaps

k. the applicant has submitted a reasonable request for privileges based upon his/her education, training, experience and competence

l. the applicant has never been charged with, pleaded to or been convicted of a crime (except for minor traffic violations)

m. available information suggests that the applicant is able to relate to others in a harmonious and collegial manner.

n. the NPDB report and the AMA Masterfile report fail to identify any problems

o. there exists no current or previously successful challenge to any license or registration

6. The application is forwarded to the Chair of the Credential’s Committee/designee, who acting on behalf of the Committee shall review the report from each division head and department chair as well as all relevant information.  He/she will then prepare a report containing a recommendation on appointment, clinical privileges and department assignment.  This report is forwarded to the Professional Staff Executive Committee (PSEC).

7. PSEC shall review the application for privileges.  PSEC shall make a recommendation to the Sub-Committee of the Board of Trustees to grant the appointment and privileges, as requested.  This step may be taken at a full PSEC meeting, or at a virtual PSEC meeting (if requested by the Chair of PSEC).

8. The Subcommittee of the Board of Trustees (consisting of the CEO/designee, the VPMA/designee and the Chairperson of the Department of Pediatrics/designee) shall review the application and recommend appointment and privileges.

9. In the event that the Chair of Credential’s Committee, any member of PSEC or any member of the Sub-Committee of the board has any questions about the applicant, the questions shall be noted and the entire matter referred to the full credential’s committee for further action.

10. All applicants who are granted initial appointment and privileges through this process shall be forwarded to the Board of Trustees for ratification at their next meeting.

11. A list of all applicants who are granted initial appointment and privileges through this route shall be provided to the Credentials Committee at a subsequent meeting.

12.
The applicant shall receive a letter from the CEO/designee that the entire credentialing process has been completed and the Board of Trustees has approved his/her application for appointment and clinical privileges and outlining the responsibilities of medical staff appointment (Medical Staff Code of Conduct Policy and Professional Staff Health Policy).  The letter will inform the applicant that the appointment is conditional and will not become effective until:

    a. The applicant signs the letter agreeing to fulfill the responsibilities of medical staff 
        appointment and to abide by the medical staff bylaws, rules and regulations and 
        policies and procedures.

b. The applicant returns the health status questionnaire which will be reviewed by the        

    VPMA and/or Credentials Committee and a determination is made that the applicant 
    is able to safely and competently exercise the clinical privileges requested.
                             13.         If for any reason neither a virtual PSEC review nor live PSEC meeting can be held to 
                                           review the application, temporary privileges could be granted (see temporary privilege 
                                           policy).

14.
All appointees to the professional staff will be required to attend an educational session on the EPIC Clinical Information Systems (CIS) and successfully pass the proficiency examination.

B. In the event that an applicant fails to meet any one or more of the standards in section 5, a through o, the application for appointment and privileges will be reviewed as follows:

1. The application will be reviewed by the Division Head, the Department Chair and VPMA.

2. The application will be reviewed by the entire credential’s committee.

3. The application will be reviewed by the full PSEC.

4. The application will be reviewed by the full Board of Trustees.

5. Following a recommendation by the Board of Trustees, the applicant will be notified of the decision of the Board.

OR
If the health status form is returned and the questionnaire reveals a disability, the reviewing individual will contact the applicant to determine if additional information is needed or a medical examination is required.  Based on all that information, a determination can be made as to whether the applicant can safely and competently exercise the clinical privileges granted and fulfill the responsibilities of medical staff appointment with or without a reasonable accommodation and what that accommodation would be.

If an offer of appointment or the grant of specific clinical privileges is withdrawn, it must be clear that there is no reasonable accommodation that can be made to allow the applicant to safely and competently exercise the clinical privileges requested or to fulfill the responsibilities of the medical staff appointment.
C. Reappointment to the professional staff:

1. The professional staff member will receive a reappointment application with instructions for completion.

2. Once the completed reappointment application is returned, the professional staff office will request the required supporting documents, verify the authenticity of the appropriate documents and prepare the application for final review and recommendation to the Board of Trustees.

3. The completed application is reviewed by the Division Head, Department Chair and VPMA.  If the application is complete and meets all of the following criteria, the reappointment application can be considered for a streamlined process:

a. all information is easily verified

b. all references are completed and received within a reasonable time frame

c. all references contain only favorable information, including unqualified recommendations for reappointment and clinical privileges

d. if the applicant has any new malpractice claims, the Division Head, Department Chair and the VPMA must review the claims in light of what is reasonable for the specialty in question.  If the number or nature of the claims is deemed to be suspicious by any of the reviewers, or if there has been a final judgment adverse to the applicant, alternate review of the application is required (see below)

e. there have been no involuntary terminations, limitation, reductions, denials or loss of appointment or privileges at any other hospital or entity, including licensing bodies during the current appointment period

f. no member of the professional staff has raised any question about the applicant’s qualifications

g. review of information which seeks to confirm the ability of the applicant to perform the privileges requested and to meet the responsibilities of the appointment to the professional staff fails to identify any concerns or questions

h. the applicant has submitted a reasonable request for privileges based upon his/her education, training, experience and competence

i. the applicant has not been charged with, pleaded to or been convicted of a crime (except for minor traffic violations) since the last appointment time.

j. available information suggests that the applicant is able to relate to others in a harmonious and collegial manner

k. no issues are identified on the confidential questionnaire

l. the NPDB report and the AMA Masterfile report fail to identify any problems

m. there are no current or previously successful challenges to any license or registration

n. verified attendance at an educational session on the EPIC Clinical Information Systems (CIS) and successful passing of the proficiency examination.

4. The application is forwarded to the Chair of the Credential’s Committee/designee, who acting on behalf of the Committee shall review the report from each division head and department chair as well as all relevant information.  He/she will then prepare a report containing a recommendation on reappointment and clinical privileges.  This report is forwarded to the Professional Staff Executive Committee.

5. The PSEC shall review the report and recommendation made by the Chair of Credential’s/designee.  If the PSEC recommends reappointment, that recommendation is forwarded to the subcommittee designated by the Board of Trustees to act on its behalf in reviewing and approving reappointment applications.  PSEC review and recommendation can be accomplished by a virtual meeting or full meeting of the PSEC.

6. If for any reason neither a virtual PSEC review or live PSEC meeting can be held to review the application, temporary privileges could be granted (see temporary privilege policy).

7. The subcommittee (consisting of the CEO/designee, the VPMA/designee and the Chair of the Department of Pediatrics/designee) reviews and approves the reappointment application.

8. In the event that the Chair of Credentials/designee, the PSEC or the Subcommittee of the Board have any questions about the applicant, the questions shall be noted and the entire matter referred to the full credentials committee for further action.

9. The applicant will receive a letter from the CEO/designee indicating that reappointment and privileges have been granted with the effective date indicated in the letter, that the board will review and ratify the privileges at an upcoming meeting and that no further notification of the application is required unless the full Board fails to ratify the previous recommendation of the PSEC and the subcommittee of the board.

10. A report regarding all applicants who are granted reappointment and privileges under this process shall be forwarded to the Credential’s Committee for information.

D. In the event that the applicant fails to meet the standards identified above in section C,3, (a-m) the completed application will be reviewed as follows:

1. the application will be reviewed by the Division Head, the Department Chair and the VPMA

2. the application will be reviewed by the entire credential’s committee

3. the application will be reviewed by the PSEC

4. the application will be reviewed by the Board of Trustees

5. following a recommendation by the Board of Trustees, the applicant will be notified in writing by the CEO of the decision of the Board

E.
Conditional Reappointment

1.  The Credentials or Executive Committees may recommend that reappointment and renewed privileges be subject to an individual’s compliance with specific conditions.  These conditions may relate to behavior (e.g., code of conduct) or to clinical issues (e.g., general consultation requirements; proctoring).  The imposition of these conditions does not entitle an individual to request the procedural rights set forth in the Fair Hearing Plan, unless the conditions fall within the scope of the recommendations set forth in 1, A. of the Fair Hearing Plan.

2.  In addition, reappointments may be recommended for periods of less than the two years in order  

to emphasize the seriousness of the matter and to permit closer monitoring of an individual’s  

compliance with any conditions.  A recommendation for reappointment for a period of less than  

two years does not, in itself, entitle an individual to the procedural rights set forth in the Fair 
Hearing Plan. 

VIRTUAL MEETINGS
The purpose of a virtual meeting is to facilitate optimum care for patients seen at Dayton Children’s Hospital by assuring that professional staff members are credentialed and privileged in their chosen health care specialties in a timely fashion.   A new physician/dentist applying for privileges must be approved by the Professional Staff Executive Committee (PSEC) prior to practicing at DCH.  All Professional Staff members practicing at Dayton Children’s Hospital (DCH) must be reappointed prior to the expiration date of their last reappointment.  The activation of a virtual meeting will apply only to those physicians/dentists, who meet the approved criteria for appointment or reappointment (as outlined in sections A, 5 and C, 3 of the Policies and Procedures for Initial Appointment and Reappointment).

1. A virtual meeting can be initiated by the Chair of PSEC when circumstances dictate that:

a.   a new physician/dentist application is completed, there is an urgent need to provide patient care and the PSEC is not scheduled to meet soon enough

b.  a physician/dentist reappointment request cannot be presented to the full PSEC in time for approval,  (prior to the expiration date of the current appointment). 

2. The professional staff office will contact the members of the executive committee by electronic means (email, etc.), explaining the need to institute a virtual meeting.

3.  PSEC members will be asked to respond via email with either an approval or disapproval concerning the appointment/reappointment.

4. Documentation of the virtual meeting (synopsis of the action) will be placed in the PSEC minute’s binder.

5. Once minutes are approved by PSEC, acknowledging the results of the virtual meetings, all e-mail will be destroyed.

6. The applicant’s appointment/reappointment request will then be reviewed by the Sub-Committee of the Board of Trustees (as previously noted).

7. In the event that a single committee member has questions or concerns, then the application will be presented at a full PSEC.

8. The results of the virtual meeting will be reported at the next scheduled PSEC meeting. 

HOSPITAL POLICY ON APPOINTMENT AND PRIVILEGES

DEPARTMENT ASSIGNMENT

1. At the time of initial appointment, all appointees shall be assigned to a department.

2. The Division Head to which a physician has been assigned shall have primary responsibility for  

    evaluating the physician’s clinical competence and conduct. However, the Division Head may delegate   

    the responsibility to conduct concurrent and retrospective evaluations (described below) to other 
    members of the department, or to physicians in other departments who have expertise in the clinical 
    privileges granted to the physician.

PATIENT ADMISSION/TREATMENT REQUIREMENTS

3. Initial appointment and clinical privileges shall include a Focused Professional Practice Evaluation 
    (FPPE) at 8 months from the date of the initial appointment.

4. Any clinical privileges granted after initial appointment, either at reappointment or during the term of an 
    appointment, shall include an FPPE at 8 months from the date of the granting of privileges.

5. Following the FPPE, an Ongoing Professional Practice Evaluation (OPPE) will take place every 8 
    months as a process of quality improvement.

6. During the 12-month period following initial appointment, the physician must have a minimum of 10 
    patient contacts (patients < 22 years of age).

7. During the period following the granting of additional clinical privileges, the physician must meet the 
    admission/treatment requirements for that privilege as determined by the Division Head and the 
    Credentials Committee.

8. If, 12 months after initial appointment, or the 12 month period following the granting of additional 
    clinical privileges has passed, the physician has not had 10 patient contacts, the physician shall be 
    notified in writing by the Division Head or Professional Staff Office that failure to meet patient contact 
    requirements could be considered a relinquishment of appointment or privileges at the end of the 
   appointment period.

9. If, at the end of any 24 month credentialing period, the physician has not treated a sufficient number of 
    patients to properly evaluate the physician’s competence to exercise the clinical privileges granted, the 
    physician shall be deemed to have relinquished his or her appointment or clinical privileges.

RETROSPECTIVE EVALUATION

10. Retrospective evaluations shall consist of at least the following:

      (a) Retrospective evaluation of at least 10 medical records per year, or more at the discretion of the 
           Division Head, for the quality and appropriateness of care, conducted by the Division Head or 
           designee;

      (b) Discussions with other individuals involved in the care of each patient including, where appropriate, 
            consulting physicians, assistants at surgery, anesthetists, pharmacists and nurses;

      (c) Discussion with the appointee about each of the cases;

      (d) A written report of the evaluation.

11. If, during the course of the retrospective evaluation, the reviewing physician believes intervention by 
      another physician is in the best interest of a patient, that matter shall be taken promptly to the Division 
      Head, who shall initiate appropriate action.

CONCURRENT EVALUATION OF SURGICAL OR OTHER INVASIVE PROCEDURES (OPTIONAL)

12. The concurrent evaluator is at all times acting on behalf of, and with the authority of, the hospital.

13. The concurrent evaluation of surgical or other invasive procedures shall consist of at least the         

      following:

      (a) Direct observation of the surgical or other invasive procedure being performed. Anesthesia will not 
            be started until the evaluator is present.

      (b) Discussion with the member about the procedure to be done and the indications for it. If the  

            evaluator disagrees with the member, the evaluator should explain his or her opinion.

      (c) A written report of the evaluation, made to the Division Head.

14. The evaluator has the right and the responsibility to intervene (even to the extent of taking over the 
       case) at any time during the concurrent evaluation, if, in his or her opinion, such intervention is in the 
       best interest of the patient. The intervention shall be reported to the Division Head to which the 
       physician has been assigned.

CONCURRENT EVALUATION OF DIAGNOSTIC OR NON-INVASIVE PRIVILEGES (OPTIONAL)

15. The following principles should be applied to concurrent evaluations of competence to exercise 
       diagnostic or non-invasive privileges.

      (a) The evaluator may visit the member’s patients in the hospital, review the physician’s orders and 

            progress notes and discuss the patient’s course. The evaluator should note:

(1) whether progress notes are regular, complete, legible and accurate, dated, timed and 
      authenticated in written or electronic form;

(2) whether the physician’s orders are appropriate under the circumstances;

(3) whether the physician is establishing a good working relationship with nurses, consultants and 
      others who are involved in the care of that patient; and

              (4) whether consultants are used in an appropriate and timely manner.

      (b) A written report of the evaluation shall be made to the Division Head.

16. The evaluator has the right and responsibility to intervene (even to the extent of taking over the case) at 
       any time during the concurrent evaluation if, in the evaluator’s opinion, such intervention is necessary 
       for the protection of the patient. the intervention shall be reported to the Division Head.

RECOMMENDATIONS

17. If, at any time during the appointment period, the Division Head to which the physician has been 
      assigned determines that the physician is not competent to perform specific clinical privileges and his or 
      her continued exercise of those privileges jeopardizes patient safety, the Division Head shall report his 
      or her findings and assessment to the Credentials Committee. The Credentials Committee shall then 
      review the evaluators’ reports and relevant medical records and make a recommendation regarding 
      continued appointment and clinical privileges. If necessary, a precautionary suspension may be 
      imposed in the manner outlined in the Medical Staff Bylaws/Credentialing Policy. The Credentials 
      Committee’s recommendation shall be forwarded to the Executive Committee. The Executive 
      Committee shall either adopt the Credentials Committee’s recommendation or, if it determines to make 
      a recommendation different from that of the Credentials Committee, outline specific reasons for its 
      disagreement. The Executive Committee’s recommendation is forwarded to the Board.

18. At the end of the appointment period, the Division Head shall report to the Credentials Committee:
      whether sufficient treatment of patients occurred to properly evaluate the clinical privileges being 
      exercised

19. If sufficient treatment of patients has occurred, the Division Head shall make a report to the Credentials 
      Committee concerning the member’s qualifications for continued appointment and clinical privileges. 
      The Credentials Committee shall then make a recommendation to the Executive Committee.  The 
      Executive Committee shall either adopt the Credentials Committee’s recommendation or, if it 
      determines to make a recommendation different from that of the Credentials Committee, outline 
      specific reasons for its disagreement. The Executive Committee’s recommendation is forwarded to the 
      Board.

PROCEDURAL RIGHTS

FAILURE TO MEET PATIENT ADMISSION OR ATTENDANCE REQUIREMENTS

20. If a physician's appointment or clinical privileges are deemed to be relinquished for failure to provide 
      sufficient clinical experience for evaluation, the physician shall be so notified in writing before a report 
      of that relinquishment is made to the Board.

21. As part of the notice acknowledging the relinquishment and the reason(s) for it, the physician shall be 
      given an opportunity to request, within 10 days, a meeting with the Credentials Committee, the 
      Division Head and the Chief Executive Officer or designee. At that meeting, the physician shall have an 
      opportunity to explain or discuss extenuating circumstances involving his or her failure to provide 
      sufficient clinical experience. The individual does not have the right to request a hearing. At that 
      meeting:

     (a) none of the parties shall be represented by counsel;

     (b) minutes shall be kept;

     (c) the physician may present evidence of extenuating circumstances 

     (d) any party may ask questions of any other party relative to the physician's appointment or clinical

           privileges.

22. At the conclusion of the meeting, the Credentials Committee shall make a written report and 
      recommendation. The report shall include the minutes of the meeting held with the physician. After 
      reviewing the Credentials Committee's recommendation and report, the Executive Committee shall 
      either adopt the Credentials Committee's recommendation as  its own, send the application back to the 
      Credentials Committee with specific concerns or questions, or make a recommendation different than 
      the Credentials Committee's, stating specific reasons for its disagreement. The decision of  the Board 

      shall be final.

TERMINATIONS OF APPOINTMENT OR REDUCTION IN CLINCIAL PRIVILEGES DUE TO

QUESTIONS OF CLINICAL COMPETENCE OR BEHAVIOR PROBLEMS

23. If there is a recommendation by the Executive Committee to terminate the physician's appointment or 
      additional clinical privileges due to questions about qualifications, behavior or clinical competence, the 
      physician shall be entitled to the hearing and appeal process outlined in the Medical Staff 
      Bylaws/Credentialing Policy.

24. In the event of any apparent or actual conflict between this policy and the bylaws, rules and regulations, 
      or any other policy of the hospital or its medical staff, the provisions of this policy shall control.

RESPONSIBILITIES OF MEMBERSHIP

Section 1 – Basic Responsibilities of Applicants and Members

The following basic responsibilities shall be applicable to every applicant and appointee for Professional Staff appointment and reappointment as a condition of consideration of such application and as a condition of continued Professional Staff appointment if granted:

1) an obligation to provide appropriate continuous and timely care and supervision to all patients in the hospital for whom the individual has responsibility;

2) an agreement to abide by all bylaws and policies of the hospital including all bylaws, rules and regulations and policies and procedures of the Professional Staff as shall be in force during the time the individual is appointed to the Professional Staff;

3) an agreement to accept committee assignments and such other reasonable duties and responsibilities as shall be assigned;

4) an agreement to provide to the hospital, with or without request, and, as it occurs, new or updated information that is pertinent to any question on the application form;

5) a statement that the applicant has received and had an opportunity to read a copy of the bylaws of the Professional Staff, the hospital, the policies and procedures of the Professional Staff and the rules and regulations of the Professional Staff as are in force at the time of application, and that the applicant has agreed to be bound by the terms thereof in all matters related to consideration of the application without regard to whether or not appointment to the Professional Staff and/or clinical privileges are granted;

6) a statement of the applicant’s willingness to appear for personal interviews in regard to the application;

7) a statement that any misrepresentation or misstatement in, or omission from the application whether intentional or not, shall be reviewed by the Credentials and Nominating Committee.  If the misrepresentation, misstatement or omission is found to be significant it shall constitute cause for immediate cessation of the processing of the application and no further processing shall occur.  In the event that an appointment has been granted prior to discovery of such misrepresentation, misstatement or omission, such discovery shall be reviewed by the Credentials and Nominating Committee.  If the discovery is found to be significant, such discovery may be deemed to constitute voluntary relinquishment of clinical privileges and Professional staff appointment.  In either situation, there shall be no entitlement to any hearing or appeal rights as set forth in this policy or referenced in the Professional Staff Bylaws, Policies and Procedures of the Professional Staff or Professional Staff Rules and Regulations;  

8) an obligation to use the hospital and its facilities sufficiently to allow the hospital, through assessment by appropriate Professional Staff committees and department chairs, to evaluate in a continuing manner the current competence of the appointee; and

9) an agreement that the hearing and appeal procedures set forth in this policy shall be the sole and exclusive remedy with respect to any professional review action taken at this hospital.

10) all members of the professional staff are required to abide by the terms of the Notice of Privacy Practices prepared and distributed to patients as required by the federal patient privacy regulations.

The following requirements shall be applicable to every applicant and appointee for Professional Staff appointment or reappointment as a condition of consideration of such application, and as a condition of continued Professional Staff appointment, if granted:

1) to refrain from illegal fee splitting or other illegal inducements relating to patient referral;

2) to refrain from delegating responsibility for diagnoses or care of hospitalized patients to any individual who is not qualified to undertake this responsibility or who is not adequately supervised;

3) to refrain from deceiving patients as to the identify of an operating surgeon or any other individual providing treatment or services;

4) to seek consultation whenever necessary;

5) to promptly notify the Chief Executive Officer, or a designee, the Vice President for Medical Affairs, and the Chairs of the Departments of Medicine and Surgery of any change in eligibility for payments by third-party payors or for participation in Medicaid/Medicare, including any sanctions imposed or recommended by the Federal Department of Health and Human Services, and/or the receipt of a PRO citation and/or quality denial letter concerning alleged quality problems in patient care;

6) to abide by generally recognized ethical principles applicable to the applicant’s or appointee’s profession;

7) to provide continuous care for patients in the hospital;

8) to participate in the monitoring and evaluation activities of clinical departments;

9) to complete in a timely manner the medical and other required records for all patients as required by the Professional Staff Bylaws, Rules and Regulations, Policies and Procedures of the Professional Staff and other applicable policies of the hospital;

10) to work cooperatively with Professional Staff appointees, medical associates, medical assistants, nurses and other hospital personnel so as not to adversely affect patient care;

11) to pay promptly any applicable Professional Staff assessments;

12) to participate in continuing education programs for the benefit of the applicant or appointee and for the benefit of other professionals and hospital personnel;

13) to authorize the release of all information necessary for an evaluation of the individual’s qualifications for initial or continued appointment, reappointment and/or clinical privileges.

14) to agree to release from liability all representatives of the hospital, its officers and the professional staff for their acts performed in good faith and without malice in connection with evaluating the qualifications of the applicant who is applying for appointment, reappointment or clinical privileges, and to agree to release from liability any and all individuals and organizations who provide information to the hospital or its professional staff, in good faith and without malice concerning the professional competence, ethics, character and other qualifications of the applicant for professional staff appointment and clinical privileges.

Each applicant for Professional Staff appointment and reappointment shall specifically agree in writing to these responsibilities and requirements as part of appointment to the Professional Staff.

Section 2 – Burden of Providing Information

The applicant shall have the burden of producing the information deemed adequate by the hospital for a proper evaluation of competence, character, ethics and other qualifications, and of resolving any doubts about such qualifications.

The applicant shall have the burden of providing evidence that al the statements made and information given on the application are true and correct.  Until the applicant has provided all information requested by the hospital, the application for appointment or reappointment will be deemed incomplete and will not be processed.  Should information provided in the initial application for appointment change during the course of an appointment year, the appointee has the burden to provide information about such change to the Credentials and Nominating Committee and the Executive Committee of the Professional Staff sufficient for the Committees’ review and assessment.

Section 3 – Ethics and Ethical Relationships

Principles of ethics of the American Medical Association, or the American Osteopathic Association, latest revisions, shall govern the professional conduct of the member of the Professional Staff.  The recommended rules of the Joint Commission on Accreditation of Health Care Organizations, adopted by the Board of Trustees, shall also govern the professional conduct of the Professional Staff.  Specifically, a physician shall not rebate a portion of a fee or receive other inducements in exchange for a patient referral, deceive a patient as to the identity of an operating surgeon or any other medical practitioner providing treatment or service, or delegate the responsibility for diagnosis or care of hospitalized patient to another medical practitioner who is not qualified to undertake this responsibility.  Each member of the Professional Staff assures the Professional Staff and the Board of Trustees that any patient treated by him/her in the hospital will be given continuous care in accordance with the accepted standards within their profession.

Dentists shall be governed by the Principles of Ethics of the American Dental Association and principles embodied in Section 3 above.

Section 4 – Telemedicine Privileges

A. Definitions

1. Telemedicine: The use of medical information exchanged from one site to another via electronic communication to improve patients' health status. Telemedicine is a subcategory of telehealth.

2. Telehealth:  The use of electronic information and telecommunications technologies to support long-distance clinical health care, patient and professional health-related education, public health, and health administration.

B. Telemedicine Privileges to be Offered

After considering the recommendations of the relevant Division Head and Department Chair as well as the Credentials Committee, the Professional Staff Executive Committee shall make a recommendation to the Board regarding the telemedicine Privileges that should be offered at Dayton Children’s Hospital (Hospital).

C. Applicants for Telemedicine Privileges

Practitioners who are responsible for the patient’s care, treatment, and services via a telemedicine link shall be credentialed and privileged to do so by the Hospital in accordance with the Medical Staff Bylaws and Policies, accreditation requirements, and applicable law.  If the Hospital has a pressing clinical need and the Practitioner can supply that service through a telemedicine link, the Practitioner may be evaluated for temporary Privileges in accordance with the procedure set forth in these Professional Staff Policies & Procedures.
In order for a request for telemedicine Privileges to be processed, the Practitioner must satisfy eligibility criteria for Clinical Privileges.  Requests for initial or regrant of telemedicine Privileges shall be processed through one of the following options, as determined by the President and Chief Executive Officer, in consultation with the Chairperson of the Professional Staff:

All requests for telemedicine Privileges shall be processed in accordance with the Hospital’s routine credentialing and privileging procedure in the same manner as all other requests for Clinical Privileges.  

If the Practitioner requesting telemedicine Privileges is practicing at a distant site hospital that participates in Medicare or a distant site telemedicine entity (as that term is defined by Medicare) and the distant site hospital or telemedicine entity is accredited by The Joint Commission, a request for telemedicine Privileges may be processed in accordance with the Hospital’s routine credentialing and privileging procedure with the exception that the credentialing information and privileging decisions made by the distant site hospital or telemedicine entity may be relied upon by the Professional Staff and Board in making its recommendations/decisions regarding the grant/regrant of telemedicine Privileges to Practitioners who desire to provide telemedicine services to patients at Hospital.  In such cases, the Hospital must ensure, through a written agreement, that all of the following requirements are met:
The distant site hospital or telemedicine entity complies with all applicable Medicare regulations and accreditation standards. 
· When the distant site is a Medicare-participating hospital, the written agreement shall specify that it is the responsibility of the distant site hospital to meet the credentialing requirements of 42 C.F.R. 482.12 (a)(1)-(a)(7), as such provisions may be amended from time to time, with regard to the distant site hospital Practitioners providing telemedicine services.
· When the distant site is a “distant site telemedicine entity” the written agreement shall specify that the distant site telemedicine entity is a contractor of services to the Hospital and, as such, furnishes the contracted services in a manner that permits the Hospital to comply with all applicable conditions of participation for the contracted services including, but not limited to, 42 C.F.R. 482.12 (a)(1)-(a)(7) with regard to the distant site telemedicine entity Practitioners providing telemedicine services.  The written agreement shall further specify that the distant site telemedicine entity’s medical staff credentialing and privileging process and standards will, at minimum, meet the standards at 42 C.F.R. 482.12 (a)(1)-(a)(7) and at 42 C.F.R. 482.22 (a)(1)-(a)(2), as those provisions may be amended from time to time. 

·  The individual distant site Practitioner holds an appropriate license or telemedicine certificate issued by the State Medical Board of Ohio, or other appropriate licensing entity, in addition to an appropriate license in the State in which the Practitioner is located, if other than Ohio. The distant site hospital or telemedicine entity must provide confirmation of such licensure to Hospital. 

· The individual distant site Practitioner is privileged at the distant site for those services to be provided to Hospital patients via telemedicine link and the Hospital is provided with a current list of his/her privileges at the distant site.

The distant site may also be requested by the Hospital to provide:

· Information indicating that the applicant has actively exercised the relevant privileges during the previous 12 months and has done so in a competent manner. 

· Notification to the Hospital of any changes made or adverse actions taken with respect to a Practitioner’s appointment and/or privileges at the distant site during such time as the Practitioner is providing telemedicine services to Hospital.

· A signed attestation that the applicant satisfies all of the distant site’s qualifications for the clinical privileges granted at the distant site; and, that all information provided by the distant site hospital or telemedicine entity is complete, accurate, and up to date.

· Such other attestations or information, if any, as may be required by the agreement or requested by the Hospital. The Hospital maintains documentation of its internal review of the performance of each distant site Practitioner and sends the distant site such performance information for use in the distant site’s periodic appraisal of the distant site Practitioner.  At a minimum, this information must include:
· All adverse events that result from the telemedicine services provided by the distant site Practitioner to patients at the Hospital; and, 
· All complaints the Hospital receives about the distant site Practitioner.

Telemedicine Privileges granted in conjunction with a contractual agreement shall be incident to and coterminous with the agreement.

D. Status

Practitioners who are granted telemedicine Privileges are not appointed to/members of the Professional Staff and, accordingly, are not allowed to vote on Professional Staff matters, hold Professional Staff office, or serve on Professional Staff committees. A Practitioner who is granted telemedicine Privileges is not entitled to the procedural rights afforded to Professional Staff members.  A Practitioner who is granted telemedicine Privileges shall not be entitled to the procedural rights set forth in the Medical Staff Fair Hearing Policy because the Practitioner’s request for telemedicine Privileges is refused, in whole or in part, or because all or any portion of such Privileges are terminated, not regranted, restricted, suspended, or otherwise limited, modified, or monitored in any way.

E. Termination of Telemedicine Privileges
The President & CEO or the Chairperson of the Professional Staff may, at any time, terminate any or all of aPractitioner’s telemedicine Privileges.  Where the life or well-being of a patient is determined to be endangered, the Practitioner’s Privileges may be terminated by any person entitled to impose a summary suspension.

TEMPORARY PRIVILEGES

When appropriate, the chief executive officer (designee) may grant temporary clinical privileges for a limited period of time on the recommendation of the chairperson of the professional staff (designee), after consultation with the division head (if applicable).  Temporary privileges should not be granted to applicants on a routine basis, but may rarely be necessary to fulfill an important patient care need.  Temporary privileges may be granted when deemed necessary to avoid significant undue hardship to the hospital, the professional staff or to patients.  There are three specific sets of circumstances in which temporary privileges could be considered:

a) There is an important patient care need that requires an immediate authorization to practice.  Temporary privileges could be granted for: 1) the care of a specific patient (emergent or non-emergent), 2) an individual serving in a locum tenens role, 3) the purpose of proctoring or teaching another professional staff member, 4) a specific licensed independent practitioner who has the skills to provide care to patients that currently are not being served by other members of the professional staff.

b) When an applicant with an eligible and completed application for initial appointment is awaiting ratification by the Professional Staff Executive Committee and the Board of Trustees, following a favorable recommendation by the Chair of the Credential’s Committee (designee).

c) In the event that a reappointment application cannot be processed and approved by the appropriate committees/board (either because the practitioner failed to provide the information necessary to process the reappointment application or the staff of the hospital are unable to verify the information required for reappointment), prior to the expiration date of the current appointment, temporary privileges could be granted.  Without granting such temporary privileges, the practitioner is required to cease all practice in the hospital on the date the current appointment expires.  Should the inability of the practitioner to provide patient care result in a significant problem meeting an important patient care need, then temporary privileges could be granted.

In the event that there is an urgent need (section a.1. above) to grant temporary privileges to a professional staff applicant to meet a specific and verifiable patient need (emergent need for a vascular surgeon), such emergent privileges may be granted by the Vice President for Medical Affairs upon the recommendation of another professional staff member, provided there is a minimum initial verification of:

1. Current licensure

2. Current competence

In such an event, the professional staff office will obtain the following information as soon as possible, after care is delivered to the patient in need:

1. Documentation of professional liability coverage

2. Receipt of query results from the NPDB

3. Documentation of relevant training and experience, including but not limited to board eligibility/certification

In all other events listed previously in section (a) above, if a physician or dentist meets the criteria for temporary privileges, temporary privileges may be requested and granted if the following information is obtained and verified:

1. Current licensure

2. Relevant education training and experience

3. Current competence is demonstrated

4. Ability to perform the privileges requested is confirmed

5. The results of the National Practitioner Data Bank query have been obtained and evaluated

6. A complete application is received

7. Other applicable criteria of the professional staff bylaws are met

8. Malpractice coverage is confirmed

9. The individual agrees in writing to be bound by the bylaws, the policies and procedures and the rules and regulations of the professional staff.

When an applicant has completed his/her application for initial appointment to the professional staff (section b. above), and the application complies with all of the requirements established for a streamlined appointment, temporary privileges may be granted.  The purpose of this section is to allow temporary appointment for those individuals who are awaiting formal action on their completed clean application, by the full board.  To be eligible, these applicants must have complied with all of the terms of the application process.  Such applications require review and recommendation by the division head, the department chair, the chair of credentials (designee) and review and approval by the full PSEC.  Temporary privileges are then granted by the CEO.  Applicants are ineligible for temporary privileges under this provision, if any of the disqualifying conditions summarized in the policy on streamlined appoints are present.

Section C is addressed in detail in the reappointment process policies.  Please refer to it.

Temporary privileges shall be terminated or revised upon unfavorable recommendation by the Credentials and Nominating Committee.  The President and Chief Executive Officer, or his/her authorized representative, in consultation with the Chairperson of the Professional Staff or his/her authorized representative, may terminate temporary privileges.  The Chairperson of the Professional Staff or his/her authorized representative shall assign to a member of the Professional Staff the responsibility for the care of such terminated practitioner’s patients until they are discharged from the hospital, giving consideration whenever possible to the wishes of the patient or guardian in the selection of the substitute.  Should it be determined that the care or safety of such patients would be endangered by continued treatment by the practitioner, a summary termination of temporary clinical privileges may be imposed at which time the Chairperson of the Professional Staff of his/her authorized representative shall assign to a medical staff appointee, responsibility of the patient for continued care.

The granting of any temporary admitting and clinical privileges is a courtesy on the part of the Professional Staff and the hospital.  Neither the granting, denial or termination of such privileges shall entitle the individual concerned any of the procedural rights provided in these Bylaws with respect to hearings or appeals.

Temporary privileges shall be granted for a specific period of time as warranted by the situation. In no situation should the initial granting of temporary privileges be for a period exceeding 120 days.

Temporary privileges shall expire at the end of the time period for which they were granted or at any earlier time determined by the chief executive officer, vice president for medical affairs, or board of trustees in accordance with the professional staff bylaws or policies and procedures.

EMERGENCY MANAGEMENT CREDENTIALING PROCESS

PROFESSIONAL STAFF POLICY

I. POLICY STATEMENT

It shall be the policy of Dayton Children’s Hospital (the “Medical Center”) to grant emergency privileges when the emergency management plan has been activated, and the organization is unable to handle the immediate patient needs.

II. PURPOSE STATEMENT

It is the purpose of this Policy to outline the process for granting emergency privileges in the event of a disaster or emergent situation that has the potential to impact the ability of the currently credentialed medical staff to provide safe, high-caliber care.

III. PROCEDURE

1. During disaster(s) in which the emergency management plan has been activated, the following positions may grant emergency privileges when warranted by the nature of the crisis.

· Chief Executive Officer or his/her designee

· Vice President for Medical Affairs or his/her designee

· Administrator on-call

· Emergency Department physician currently working on the shift when the disaster occurs.

2. The responsible individual(s) is not required to grant privileges to any individual and is expected to make such decisions on a case-by-case basis at his or her discretion.

3. The responsible individual is expected to assess the extent of the disaster to determine the potential need for additional professional staff support.  This individual will also need to consider whether the physician offering support has the skills and competency that will aid in supporting patients involved in the disaster.

4. The chief executive officer or his or her designee(s) may grant emergency privileges upon presentation of a valid picture ID issued by a state, federal or regulatory agency and any of the following:

· A current picture hospital ID card.

· A current license to practice.  This may be acquired by accessing the Ohio State Medical Board via the Internet at www.med.ohio.gov/index.htm
· Identification indicating that the individual is a member of a Disaster Medical Assistance Team (DMAT).

· Identification indicating that the individual has been granted authority to render patient care in emergency circumstances.  Such authority having been granted by a federal, state or municipal entity.

· Presentation by current hospital or medical staff member(s) with personal knowledge regarding practitioner’s identity.

The Professional Staff Office personnel, Quality Resource Management personnel or Administrative Office Coordinators may assume the responsibility for license verification when needed.  Primary source verification of licensure will begin as soon as the immediate situation is under control, and if possible will be completed within 72 hours from the time the volunteer practitioner presents to the organization.

5. Supervision of the physicians who are granted emergency privileges will be under the direction of the Vice President for Medical Affairs or his/her designee.  Until the arrival of the Vice President for Medical Affairs or designee, the Emergency Room physician working on the shift at the time of the event will assume the supervisory role.

6. The supervisor will evaluate the professional performance of the volunteer practitioner.  (Depending on the nature of the disaster situation, the supervisor will have discretion as to the mechanism utilized for the evaluation process,  i.e. direct observation, mentoring or clinical record review.)

7. Once the emergent situation that necessitated the granting of these emergency privileges is over, the professional staff office will immediately begin the process of credentialing the physician, if he or she so desires, using the procedure for granting temporary privileges established by the medical center and professional staff.

PEER REVIEW

Informal Peer Review

The professional staff policy on peer review encourages collegial and educational efforts by professional staff leaders and hospital senior management to address questions relating to an individual’s clinical practice and/or professional conduct.  The goal of these efforts is to arrive at voluntary, responsive actions by the individual to resolve questions that have been raised.  Collegial efforts may involve, but are not limited to, counseling, sharing of comparative data, monitoring, and/or additional training or education.

All collegial intervention efforts by professional staff leaders and hospital senior management are part of the performance improvement and professional and peer review activities of Dayton Children’s Hospital.

The relevant professional staff leader(s) shall determine whether it is appropriate to include documentation of collegial intervention efforts in an individual’s confidential file.  If documentation is included in an individual’s file, the individual will have an opportunity to review it and respond in writing.  The response shall be maintained in that individual’s file along with the original documentation (see professional staff policy concerning confidentiality of professional staff records).  Collegial intervention efforts are encouraged, but are not mandatory, and shall be within the discretion of the appropriate professional staff leaders.

A professional staff leader or member of senior management may handle these matters using other applicable policies (e.g. sexual harassment, disruptive behavior, professional staff health policy), when appropriate.

Initial Review

Whenever a serious question has been raised, or where collegial efforts have not resolved an issue regarding:

a) The clinical competence or clinical practice of any member of the professional staff, including the care, treatment or management of a patient or patients;

b) The known or suspected violation by any member of the professional staff of applicable ethical standards or the bylaws, policies and procedures, rules and regulations of the hospital or the professional staff;

c) Conduct by any professional staff member that is considered lower than the standards of Dayton Children’s Hospital or disruptive to the orderly operation of Dayton Children’s Hospital or its professional staff, including the inability of the member to work harmoniously with others; and/or 

d) The health status of a professional staff member.

The matter may be referred to the chair of the professional staff/designee, the chair of the department/designee, the chair of a standing committee/designee, the Vice President for Medical Affairs/designee, or the Chief Executive Officer/designee.

The person to whom the matter is referred shall make sufficient inquiry to satisfy him or herself that the question raised is credible and, if so, shall forward it in writing to the Professional Staff Credentials and Nominating Committee.  In the case of events/behavior that could be investigated under the physician disruptive behavior policy, procedures outlined in the disruptive policy will take precedence.  In the event of a health related issue, the professional staff health policy will be followed.  No action taken pursuant to the preceding section shall constitute an investigation, as defined in the policies and procedures, under Interim Changes in Hospital Appoint/Privileges, Section B.

Initiation of Investigation

When a question involving clinical competence or professional conduct is referred to, or raised by, the Credentials and Nominating Committee, the committee shall review the matter and determine whether to conduct an investigation.  In making this determination, the credential and nominating committee may discuss the matter with the individual.  An investigation shall begin only after a determination by the credentials and nominating committee.

The credentials and nominating committee shall inform the individual that an investigation has begun, unless, in the committee’s judgment, informing the individual would compromise the investigation or disrupt the operation of Dayton Children’s Hospital or the professional staff.  The Board of Trustees may also determine to commence an investigation and may delegate the investigation to the Credentials and Nominating Committee, a subcommittee of the Board of Trustees, or an ad hoc committee.

The chair of the professional staff shall keep the Chief Executive Officer fully informed of all actions taken in connection with an investigation.

Investigating Committee

Once a determination has been made to begin an investigation, the credentials and nominating committee shall either investigate the matter itself, request that the executive committee conduct the investigation, or appoint an individual or ad hoc committee (“investigating committee”) to conduct the investigation.  The investigating committee shall not include partners, associates, or relatives of the individual being investigated, but may include individuals not on the professional staff.  

Whenever the questions raised concern the clinical competence of the individual under review, the investigation committee shall include a peer of the individual (e.g. physician, surgeon, dentist).

The individual being investigated shall have an opportunity to meet with the investigating committee before it makes its report.  Prior to this meeting, the individual shall be informed of the general questions being investigated.  At the meeting, the individual shall be invited to discuss, explain, or refute the questions that gave rise to the investigation.  A summary of the interview shall be made by the investigating committee.  This meeting is not a hearing, and none of the procedural rules for hearings shall apply.  The individual being investigated shall not have the right to be represented by legal counsel at this meeting.
Time Frames

The investigating committee shall make a reasonable effort to complete the investigation and issue its report within 60 days of the request for investigation being issued, provided that an outside review is not necessary.  If the committee is unable to complete the investigation within 60 days, the chief executive officer/designee and the chair of the professional staff/designee will meet every three months or more often if requested by either party, to review the status of the ongoing investigation.  The chair of the investigating committee will be required to provide written updates at least every three months to the chief executive officer/designee on the status of the investigation.  When an outside review is necessary, the investigating committee shall make a reasonable effort to complete the investigation and issue its report within 120 days of receiving the results of the outside review.

These time frames are intended to serve as guidelines and, as such, shall not be deemed to create any right for an individual to have an investigation completed within such time periods.   In the event the investigating committee is unable to complete the investigation and issue its report within these time frames, it shall inform the affected individual of the reasons for the delay and the approximate date on which it expects to complete the investigation and issue its report.

When a precautionary suspension has been imposed, the credentials and nominating committee shall review the matter within a reasonable time period and determine whether there is sufficient information to warrant a recommendation, or proceed under the investigating procedure.  If the review cannot be completed within 60 days, or 120 days with outside peer review, the reasons for the delay shall be transmitted to the board of trustees so that it may consider whether the suspension should be lifted.

Outside Reviews

An outside review consultant or agency may be used whenever senior management, professional staff leadership (to include the chair of the professional staff, the chair of the departments, the Vice President for Medical Affairs, the chair of standing committees), the Chief Executive Officer/designee, the Professional Staff Executive Committee, and/or the investigating committee make a determination that:

a) The clinical expertise needed to conduct the review is not available on the professional staff; or

b) The individual under review is likely to raise, or has raised, questions about the objectivity of other practitioners on the professional staff; or

c) The individual with the necessary clinical expertise would not be able to conduct a review without risk of allegations of bias, even if such allegations are unfounded.

Deliberations and Recommendations

In making its recommendations, the investigating committee shall strive to achieve a consensus as to what is in the best interest of patient care and the smooth operation of Dayton Children’s Hospital, while balancing fairness to the individual, recognizing that fairness does not require that the individual agree with the recommendation.  Specifically, the committee may consider, as appropriate:

a) Relevant literature and clinical practice guidelines;

b) All of the opinions and views that were expressed throughout the review, including report(s) from any outside review(s);

c) Any information or explanations provided by the individual under review.

Monitoring and Professional Review Actions

When applicable, any recommendations or actions that are the result of an investigation or hearing and appeal shall be monitored by professional staff leaders on an ongoing basis through Dayton Children’s Hospital’s performance improvement activities or pursuant to the applicable policies regarding conduct, as appropriate.

INTERIM CHANGES IN HOSPITAL APPOINTMENT/PRIVILEGES

During the interim between appointment and reappointment, changes in hospital appointment and/or privileges may be necessary.  Examples include: change in the professional staff member’s appointment category as described in these policies and procedures; automatic relinquishment of clinical and/or admitting privileges; ordinary corrective action; precautionary suspension.

A. Automatic Relinquishment of Privileges include:
1. Failure to complete medical records: Clinical privileges are automatically relinquished after notification by the Medical Records Department of such delinquency and shall continue until all records are no longer delinquent, except in cases of multiple violations as outlined in the Rules and Regulations.  Failure to complete the records that cause relinquishment within 14 calendar days shall constitute voluntary resignation from the medical staff.

2. Failure to be Adequately Insured: The lapse, termination, or reduction in coverage below the required minimum of a practitioner’s professional liability insurance, shall result in the automatic relinquishment of clinical privileges.  Relinquishment shall continue until the individual provides sufficient evidence of adequate insurance coverage and the Credentials and Nominating Committee and the Executive Committees of the Professional Staff recommends reinstatement of clinical privileges and these privileges are reinstated by the Board of Trustees.

3. Action by the State Licensing Agency: The revocation, suspension, relinquishment or restriction of a Practitioner’s Ohio State Board of Medical Examiner’s License, Ohio State Board of Dental Examiners license, or any lapse in licensure, shall result in automatic relinquishment of all clinical and admitting privileges.  In the event an individual’s license is restricted or is partially restricted, the clinical privileges that would be affected by the restriction or partial restriction shall be similarly restricted.  When the matter is resolved and the license restored, the staff member may request reinstatement of clinical privileges.  The credentials and nominating committee and the executive committee of the professional staff recommend reinstatement of clinical privileges.  These privileges are reinstated by the board of trustees.

4. DEA Registration: Appointment and clinical privileges shall be automatically relinquished for revocation, expiration, suspension, or placement of conditions or restrictions on a DEA license.  The relinquishment takes effect upon notification to the hospital, and continues until the matter is resolved.  If these matters cannot be resolved within 180 days, then an automatic resignation from the medical staff will take place.  If a physician engages in any patient contact at the hospital after the revocation, etc., without notifying the hospital of the revocation, then the relinquishment is deemed to be permanent. 
5. Criminal Activity: Any practitioner who is indicted on a felony charge shall notify the Chairperson of the Professional Staff within 48 hours.  Failure to do so shall constitute automatic relinquishment of admitting and clinical privileges.  Such indictment shall result in relinquishment of clinical privileges unless the Chairperson of the Professional Staff, the Chairperson Elect or appropriate Department Chief of his/her designee recommends, and the Board of Trustees finds there are compelling reasons not to do so.  Conviction of any felony or of any misdemeanor involving violations of law pertaining to controlled substances, illegal drugs, Medicare, Medicaid, or medical or health insurance fraud or abuse, or violence, or a plea of guilty or nolo contendere to charges pertaining to the same shall result in automatic relinquishment of medical staff appointment and all clinical privileges.

6. Failure to provide information pertaining to an individual’s qualifications for appointment, reappointment or clinical privileges, in response to a written request from the Credentials Committee, the Medical Executive Committee, the CEO or any other committee authorized to request such information.  The automatic relinquishment stands until the information is provided.  For the purpose of this section, “required information” shall mean: (1) physical or mental examination reports as specified elsewhere in this policy; (2) information necessary to explain any investigation, professional review action, or resignation from another health care facility; (3) information from an individual’s private office that is necessary to address and/or resolve questions that have arisen during the credentialing and/or peer review processes; or (4) information pertaining to professional liability actions.

7. Failure to attend a special conference when there is an apparent or suspected deviation from standard clinical practice involving any individual.  Unless the individual is excused from the conference, failure to attend results in automatic relinquishment of all clinical privileges or the portion of the individual’s clinical privileges as may be directed.  The relinquishment remains in effect until the matter is resolved.

8. Medicare and Medicaid Participation: termination, exclusion, or preclusion by government action from participation in the Medicare or Medicaid programs shall result in automatic relinquishment of all clinical privileges.  In the event the individual’s participation is not fully reinstated by the expiration of the current appointment term, the individual will be deemed to have resigned from the medical staff at that time.

As is the case with precautionary suspension, the Chairperson of the Professional Staff or his/her designee is responsible to provide for alternative medical coverage or consultation for the patients of the affected staff member still in the hospital at the time of suspension.  The wishes of the patient and/or family shall be considered in the selection of the alternative practitioner.  If any automatic relinquishment extends for more than 90 days, the individual shall be deemed to have resigned from the professional staff

B.
Process for Investigating a question or concern:

Whenever a concern or question has been raised, or where informal efforts have not 

resolved an issue, regarding:

1. The clinical competence or clinical practice of any medical staff member;

2. The care or treatment of a patient or patients or management of a case by any medical staff member;

3. The known or suspected violation by any medical staff member of applicable ethical standards or the bylaws, policies, rules or regulations of the hospital or the medical staff, including, but not limited to, the hospital’s performance improvement, risk management, and utilization review programs; and/or

4. Behavior or conduct on the part of any medical staff member that is considered lower than the standards of the hospital or disruptive to the orderly operation of the hospital or its medical staff, including the inability of the member to work harmoniously with others;

The Chair of the Professional Staff, appropriate department chief, Credentials Chair, or Chief Executive Officer shall make sufficient inquiry to satisfy himself or herself that the concern or question raised is credible.  A determination will then be made on whether to refer the matter to the Credentials Committee or to deal with the matter in accordance with the relevant medical staff policy (Code of Conduct Policy or Physician Health Policy).  If it is determined to direct the matter to the Credentials Committee, a written request for investigation shall be prepared, making specific reference to the activity or conduct which gave rise to the request.

a.) INITIATION OF INVESTIGATION:

i. When a concern or question involving clinical competence or behavior has been       referred to the Credentials Committee, that committee shall either discuss the matter   with the physician concerned or begin an investigation.  An investigation shall begin only after a formal resolution of the Credentials Committee to that effect.  The Credentials Committee may also, by formal resolution, initiate an investigation on its own motion.  If the Board wishes to begin such an investigation, it shall also formally resolve to do so, but may delegate the actual investigation.

ii. Should the Credentials Committee determine to conduct an investigation, the Committee Chair shall promptly notify the individual in question and explain the manner in which the investigation will be conducted.

iii. The Committee Chair shall also promptly notify the Chair of the Professional Staff and the Chief Executive Officer in writing of all such request and investigations and shall keep both fully informed of all action taken in connection therewith.

b.)
INVESTIGATIVE PROCEDURE:
Upon resolving to initiate an investigation, the Credentials Committee shall meet as soon as possible and;

i.  If the concern contains sufficient information to warrant a recommendation for action, the Credentials Committee, at its discretion, may make such a recommendation, with or without a personal interview with the individual being investigated.

ii. If there is not sufficient information to warrant a recommendation, the Credentials committee shall immediately investigate the matter, appoint a subcommittee to do so, or appoint an ad hoc investigating committee consisting of at least three (3) persons, who may or may not hold appointments to the professional staff.  This ad hoc investigating committee shall not include partners, associates, or relatives of the individual being investigated or physicians who are involved in a known referral relationship with the individual under review.

iii. The committee conducting the investigation (“investigating committee”) shall have the authority to review relevant documents and interview individuals with relevant information.  It shall also have available to it the full resources of the medical staff and the hospital, as well as the authority to use outside consultants, if needed.  The committee may also require a physical and mental examination, including diagnostic testing and testing of blood and/or urine, of the individual being investigated.  The examination shall be performed by a physician or physicians satisfactory to the committee, and the committee shall require that the results of such examination be made available for the committee'’ consideration.

iv. The individual being investigated shall have an opportunity to meet with the investigating committee before it makes its report.  At this meeting (but not, as a matter of right, in advance of it) the individual shall be informed of the general nature of the evidence supporting the question being investigated and shall be informed of the general nature of the evidence supporting the question being investigated and shall be invited to discuss, explain, or refute it.  The individual being investigated shall not have the right to be represented by legal counsel at this meeting.  This interview shall not constitute a hearing, and none of the procedural rules provided in this policy with respect to hearings shall apply.  A summary of such interview shall be made by the investigating committee and included with its report to the Executive Committee.

v. Following completion of the investigation, the investigating committee shall provide a written summary of it’s findings, conclusions, and recommendations to the Credentials committee.

vi. If an investigating committee is used, the Credentials Committee may accept, modify, or reject the recommendation it receives from that committee.

vii. The Credentials Committee will review the report of the investigating committee and make its own formal report and recommendation to the Executive Committee.

III.
FINAL ACTION:

a) In acting after the investigation, the Executive Committee may:

1) determine that no action is justified;

2) issue a letter of guidance, counsel, warning or reprimand;

3) impose terms of probation or monitoring;

4) impose conditions for continued appointment;

5) impose a requirement for consultation;

6) recommend reduction of clinical privileges’

7) recommend suspension of clinical privileges for a term;

8) recommend revocation of staff appointment; or

9) make such other recommendations as it deems necessary or appropriate.

b) Any recommendation by the Executive Committee that would entitle the individual being investigated to the procedural rights provided in this policy or as outlined in the fair hearing plan shall be forwarded to the Chief Executive Officer, who shall promptly notify the affected individual by certified mail, return receipt requested.  The Chief Executive Officer shall then hold the recommendation until after the individual has exercised or has waived the right to a hearing, after which the Chief Executive Officer shall forward the recommendation of the Executive Committee, together with all supporting information, to the Board (or its designated committee).  The Chief of Staff shall be available to the Board (of its committee) to answer any questions that may be raised with respect to the recommendation.

c) If the action of the Executive Committee does not entitle the individual to a hearing, the action shall take effect immediately without action of the Board and without the right of appeal to the Board.  A report of the action taken and reasons therefore shall be made to the Board (or its designated committee) through the Chief Executive Officer, and the action shall stand unless modified by the Board (or its designated committee).

d) In the event the Board (or its designated committee) determines to consider modification of the action of the Executive Credentials Committee and such modification would entitle the individual to a hearing in accordance with this policy, it shall so notify the affected individual, through the Chief Executive Officer, and shall take no final action thereon until the individual has had an opportunity to exercise the right to a hearing and appeal as provided in this policy.

C.    PRECAUTIONARY SUSPENSION OR RESTRICTION OF CLINICAL PRIVILEGES

Procedures for Precautionary Suspension or Restriction:

1. 
If failure to take action to suspend or restrict may result in imminent danger to the

health and/or safety of any individual, then the Chief Executive Officer, the Chair

of the Professional Staff, the Chair of the relevant Department, the Vice President Medical Affairs, Professional Staff Executive Committee (PSEC), or the Board chair is authorized to (1) afford the individual an opportunity to voluntarily refrain from exercising privileges pending an investigation; or (2) suspend or restrict all or any portion of an individual’s clinical privileges pending an investigation.

2. 
A precautionary suspension can be imposed at any time including after a specific

event, a pattern of events, or a recommendation by the PSEC that would entitle

the individual to request a hearing. When possible, prior to the imposition of a

precautionary suspension, the person(s) considering the suspension will meet with

the individual and review the concerns that support the suspension and afford the

individual an opportunity to respond.

3. 
Precautionary suspension is an interim step in the professional review activity and

does not imply any final finding regarding the concerns supporting the suspension.

4. 
A precautionary suspension is effective immediately and will be promptly reported to

the Chief Executive Officer and the Chair of the Professional Staff. A precautionary suspension will remain in effect unless it is modified by the Chief Executive Officer or PSEC.

5. 
Within three business days of the imposition of a suspension, a brief written description 

of the reason(s) for the action, including the names and medical record numbers of

the patient(s) involved (if any), will be provided to the individual.

PSEC Procedure:

1. 
Within a reasonable time, not to exceed 30 days of the imposition of the suspension,

the PSEC will review the reasons for the suspension.

2. 
As part of this review, the individual will be invited to meet with the PSEC. In advance

of the meeting, the individual may submit a written statement and other information

to the PSEC.

3. 
At the meeting, the individual may provide information to the PSEC and should respond

to questions that may be raised by committee members. The individual may

also propose ways, other than precautionary suspension or restriction, to protect

patients, employees or others while an investigation is conducted.

4. 
The individual may be accompanied by counsel at this meeting. The role of counsel

will be limited to providing advice to the individual subject to the suspension. Counsel

may not make a presentation to or question members of the PSEC or anyone else

attending the meeting. The PSEC may also have counsel present subject to the same

conditions. A record of this meeting will be maintained by a stenographic reporter.

5. 
After considering the reasons for the suspension and the individual’s response, if any,

the PSEC will determine whether the precautionary suspension should be continued,

modified, or lifted; and whether to begin an investigation.

6. 
If the PSEC decides to continue the suspension, it will send the individual written

notice of its decision, including the basis for it and that suspensions lasting longer

than 30 days must be reported to the National Practitioner Data Bank.

7. 
There is no right to a hearing based on the imposition or continuation of a precautionary

suspension. The procedures outlined above are deemed to be fair under the circumstances.

8. 
Upon the imposition of a precautionary suspension, the Chair of the Professional 

Staff or his/her designee in consultation with the Department Chair will assign

responsibility for the care of any hospitalized patients to another individual with

appropriate clinical privileges. Whenever possible, consideration will be given to

                             the wishes of the patient in the selection of a covering physician.
D. Request to Relinquish Clinical Privileges:

1. A professional staff appointee who desires to voluntarily relinquish any one or more of the clinical privileges granted at any time during the appointment period may submit a written request to the chair of the professional staff specifying the clinical privilege(s) to be relinquished.  This relinquishment of privileges shall not be effective until acknowledged in writing by the board of trustees.

2. The procedure in this part shall not apply to situations in which the appointee has been deemed by the hospital to have voluntarily relinquished privileges pursuant to the professional staff bylaws, rules and regulations or hospital bylaws or policies.

3. Likewise, voluntary relinquishment of clinical privileges while under an investigation or in exchange for not conducting an investigation shall be considered a “surrender” of such privileges and shall be so reported when required.

E. Procedure for Relinquishment of Clinical Privileges:

1. Upon receipt of a request to relinquish one or more clinical privileges, the chair of the professional staff and/or the executive committee shall review the request and forward a recommendation to the board of trustees for final action.  The chair of the professional staff an/or the executive committee may request a meeting with the appointee involved if the decrease of the clinical privileges would create a deficiency in available hospital services.  A report of such a meeting shall be submitted to the board of trustees with the recommendation of the chair of the professional staff and/or the executive committee.

2. The board of trustees shall act on the request and its decision shall be reported in writing by the chief executive officer to the appointee, the executive committee, the credentials and nominating committee and the division head and department head of the applicable department.  The decision of the board of trustees shall specify a specific date on which relinquishment of clinical privilege(s) shall become effective.

3. Failure to request relinquishment of clinical privileges or failure to cease exercising the clinical privileges in question after the effective date specified by the board of trustees shall constitute grounds for professional review action pursuant to these bylaws, rules and regulations, and policies and procedures.

PROFESSIONAL STAFF POLICY

Confidentiality of Professional Staff Records:

1. Policy Statement

It shall be the policy of Dayton Children’s Hospital (the “Medical Center”) to maintain, to the fullest extent possible, the confidentiality of all professional staff records and all discussions and/or deliberations relating to credentialing, quality assessment, performance improvement, and peer review activities.  Disclosure of any such records, information, and/or communications shall be permitted only as described in this Policy.

II. Purpose of Policy

It is the express purpose of this Policy to enhance quality patient care within the Medical Center by encouraging good faith credentialing, quality assessment, performance improvement, and peer review activities among the members of the Professional Staff and appropriate personnel of the Professional Staff Services Department.

III. Application

This Policy shall apply to all records maintained by or on behalf of the Professional Staff of the Medical Center, including, but not limited to, the credentials and peer review files of individual practitioners, the records and minutes of all Professional Staff Committees, Department and Division meetings, and the records of all Professional Staff credentialing, quality assessment, performance improvement, and peer review activities conducted under the authority of the Medical Center.

This Policy shall also apply to any and all discussions and/or deliberations regarding credentialing, quality assessment, performance improvement, and peer review matters that take place in the course of Professional Staff Committee, Department and Division meeting.

IV. Location and Security

All Professional Staff records shall be maintained in the Professional Staff Services Department under the care and custody of the Vice President for Medical Affairs.  The Professional Staff Services Department shall be kept locked except when the Vice President for Medical Affairs, or designee, is able to monitor access to Professional Staff records in accordance with this Policy.

V. Contents of Professional Staff Records

A. Files of Individual Practitioners

The file of each practitioner appointed to the Professional Staff of the Medical Center shall include, but not be limited to, the following:

1. Application for appointment and clinical privileges, with all attachments.

2. Application for reappointment or a requested change in staff status or clinical privileges, with all attachments.

3. All information gathered in the course of verifying, evaluating, or otherwise investigating applications for appointment, reappointment, or changes in staff status or clinical privileges other than described in Section V (A) (10) below.

4. Reports of queries to and responses from the National Practitioner Data Bank.

5. Any periodic review and appraisal forms completed by the appropriate Department Chairperson and/or Division Head, including those completed at the time of application for appointment or reappointment.

6. Any routine quality assessment/improvement trend sheets and reports.

7. Correspondence between the Medical Center and the physician concerning his or her practice in the Medical Center.

8. Information concerning the physician’s attendance record and use of the Medical Center.

9. Notations of telephone conversations concerning the physician’s qualifications including date of conversation, identification of parties to the conversation, and information received and/or discussed.

10. Any and all correspondence from third parties including, but not limited to, letters of reference, confidential evaluation forms, and other documents provided by persons having knowledge or information concerning an applicant’s or appointee’s training, clinical practice, or professional competence or conduct at any other health care facility or medical school.

11. Any evaluations or reports from proctors or monitors and any written explanation or rebuttal submitted by the individual.

12. Any and all incident reports concerning the physician which are placed into the file for trending purposes pursuant to Section VI (C) (1) (c) (2) of this Policy along with any written explanation submitted by the individual.

13. Confidential reports and/or minutes (redacted) of Peer Review Committees pertaining to the practitioner.

14. Any and all correspondence specifically relating to subparagraphs 1 through 13 including written explanations or rebuttals submitted by the physician.

15. Any correspondence setting forth formal Professional Staff Executive Committee action, including, but not limited to, letters of warning or reprimand, terms of probation, or consultation requirements, pursuant to the Section titled “Interim Changes in Hospital Appointment Privileges” of the Professional Staff Policies and Procedures or final adverse actions following completion or waiver of a hearing and appeal, accompanied by any written explanation the individual submits.  The individual shall in all cases be permitted to submit a written rebuttal or explanation, which shall also be maintained in the individual’s file.

B.
Records of Professional Staff Committees, Departments and Divisions

1. Minutes and related documents and reports of Professional Staff Committees, Departments and Divisions shall be maintained in an orderly and easily accessible fashion in the Professional Staff Services Department, under the custody of the Vice President for Medical Affairs.

2. Information contained in the minutes of Committee, Department and Division meetings shall be limited to the following:

a) Date and name of body that is meeting.

b) List of those in attendance.

c) List of those absent, with or without excuse, at committee meetings.

d) List of quest or visitors present.

e) Notation as to type of meeting (regular or special).

f) Record of the notice of meeting if a special meeting.

g) Notation that minutes of previous meeting were read and approved.

h) Recommendations or resolutions made, or action taken.

3. Meetings shall not be tape-recorded, or otherwise mechanically or electronically preserved, unless specifically authorized by the Chief Executive Officer.

If a tape-recorder is used, or the secretary takes notes, such tape or notes shall be destroyed immediately after the official minutes are prepared, unless specifically directed otherwise by the Chief Executive Officer.

4. Minutes and reports of Committees or Departments shall be maintained in an especially confidential manner when they pertain to credentialing, quality assessment, or peer review matters.  Such minutes shall be marked “CONFIDENTIAL PURSUANT TO OHIO PEER REVIEW PROTECTION STATUS.”  With respect to reports, such notation shall be made on a cover sheet that also includes a statement identifying the report as “Report of (committee, department, or individual) to (committee, department, or individual)” and the date of the report.

5. Minutes and related documentation shall not be routinely distributed to Committee or Department members, but shall be made available for their review in the Professional Staff Services Department prior to the next scheduled meeting, in accordance with Section VI of this Policy.

When documents are distributed in the course of a Committee or Department meeting, they shall be numbered or otherwise identified to ensure that all copies are retrieved at the conclusion of the meeting.

VI
ACCESS TO PROFESSIONAL STAFF RECORDS

A. Requests for Access

All requests for access to Professional Staff records shall be presented to the Vice President for Medical Affairs, or his/her designee, who shall keep a record of requests made and granted.  The Vice President for Medical Affairs shall promptly forward any requests that require notice to, or approval by, the Chief Executive Officer of the Medical Center.

Unless otherwise stated, an individual permitted access under this section shall be afforded a reasonable opportunity to inspect the records requested and to make notes regarding them, in the presence of the Vice President for Medical Affairs, or his/her designee.  In no case shall an individual remove the records or portions thereof from the Professional Staff Services Department, or make copies of them, without the express permission of the Vice President for Medical Affairs or the Chief Executive Officer.

B. Access by Individuals Performing Official Medical Center or Professional Staff Functions

1. The following individuals shall be permitted access to Professional Staff records to the extent described:

a) The Vice President for Medical Affairs and Professional Staff Services Manager shall have access to all Professional Staff records as needed to fulfill their respective responsibilities.

b) Professional Staff Services Department shall have access to all Professional Staff records to the extent necessary for the performance of their duties.

c) Members of Professional Staff Committees shall have access to the minutes and reports of the Committees on which they serve and, when necessary to fulfill their responsibilities under the Professional Staff Bylaws and the Professional Staff Policies and Procedures, to the files of individual practitioners.

d) Department Chairpersons and Division Heads shall have access to all Professional Staff records relating to the activities of their respective Departments and/or Divisions.  Department Chairpersons and Division Heads shall also have access to the files of individual practitioners whose qualifications or performance are being reviewed.

e) Department members shall have access to the minutes and related documents or reports of meetings of the Department to which they are assigned.

f) Consultants engaged by the Medical Center to assist a Professional Staff Committee or Department shall have access to the files of the practitioner being reviewed, and to any other relevant Professional Staff records that are necessary to enable such consultants to perform their functions.

g) The Director of Quality Management shall have access to the minutes of all regular or ad hoc Professional Staff Committee or Department meetings, and to any quality assessment or risk management information contained in Professional Staff records.

h) The Chief Executive Officer, or designee, shall have access to those Professional Staff records necessary for the performance of official functions.

2. Each of the above-described individuals shall be permitted access to Professional Staff records provided that he or she has signed and dated the appropriate “Confidentiality Agreement” (attached to this Policy as Appendix A) at the time of assignment to the Department or Committee on which he or she serves, and has received a photocopy of the same after it has been subsequently signed and dated by an authorized Medical Center or Professional Staff representative.  The Vice President for Medical Affairs shall retain the original Confidentiality Agreement.

C. Access, Notice and Opportunity to Respond by Members of the Professional Staff

1. Files of Individual Practitioners

a) A physician shall have access to the files of other physicians only as described in Section VI (B) above.

b) A physician shall routinely be permitted access to, and copies of, those items in his or her personal file identified in Section V (A) (1) through (8) above.

c) Access by a physician to additional information shall be governed by the following:

Department Chairperson and Division Heads shall provide access to each Department and/or Division member, on a periodic basis, the items set forth in Section V (A) (6), all summary quality improvement trend sheets and reports.  Each member shall be permitted to attach a written explanation to any such trend sheets or reports on a periodic basis.

With respect to items regarding matters internal to the Medical Center, set forth in Section V (A) (11) through (15), prior to placement into an individual’s file, the individual shall be given the opportunity to meet with the applicable Department Chairperson and/or division Head and one or more of the following individuals: the Vice President for Medical Affairs, one or more members of the Credentials or Professional Staff Executive Committees selected by the Chairperson of the Professional staff, and, if the report involves nursing personnel, the Director of Nursing.  At this meeting, the individual shall be shown the document (but shall not be provided with the identities of Medical Center employees involved unless, in the discretion of those involved in the meeting, revealing their identities would be conducive to quality and performance improvement, and would not result in adverse consequences to the Medical Center employees) or willingness of other employees to document incidents).  After such meeting, the Vice President for Medical Affairs and others involved may determine:

(1) that the item not be placed into the individual’s file if the individual has demonstrated to the satisfaction of the individuals present that his/her care or conduct was appropriate, and/or the matter can be resolved in an intra-professional manner; or

(2) that the item be placed into the individual’s file for purposes of assessing, for possible future consideration, whether the matter is part of a trend or pattern, in which case the individual shall be given the right to submit a written explanation for inclusion in the file; or

(3) institute formal review pursuant to the Professional Staff Policies and Procedures.

d) With respect to items relating to matters external to the Medical Center, including those items set forth in Section V(A) (9) and (10), individuals shall not be told the identity of any individual outside the Medical Center who provided information unless that individual providing such information or evaluation consents to the disclosure or except as provided in Section VI(c) (1) (e) below.  Information that does not reveal the identity of such individuals may be discussed with the individual at the discretion of the Vice President for Medical Affairs.

e) Applicants shall not have access to any portion of their file that would reveal the identity of an individual outside the Medical Center who provided information about, or evaluation of, the applicant and/or his/her professional competence or conduct outside the Medical Center, except where the Professional Staff Executive Committee has made a formal negative recommendation concerning the individual that would entitle the individual to a hearing pursuant to the Professional Staff Policies and Procedures, in which case all information from the applicant’s file that was relied on by the Professional Staff Executive Committee as a basis for the recommendation shall be copied, stamped “CONFIDENTIAL PURSUANT TO OHIO PEER REVIEW PROTECTION STATUTES” and provided upon request to the applicant prior to any hearing held with respect to the negative recommendation.  Prior to receiving such copies, the applicant shall sign a statement agreeing (1) to maintain the documents as confidential and not to disclose or use any such documents for any purpose outside of the hearing; and (2) not to contact any individual whose name appears in any such document unless the Chief Executive Officer, Medical Center counsel or hearing officer first approves such contact.

2. Professional Staff Committee and Department Files

a) A physician shall have access to Committee files, including minutes of those Committees on which he or she serves, and to the minutes of meetings of the Department to which he or she is assigned, only as described in Section VI (B) above.

b) A physician shall have access to the files of Committees or Departments of which he or she is not a member only if, upon the physician’s written request showing good cause, the Professional Staff Executive Committee, or its designee, grants permission in writing for such access.  Factors to be considered in making such determination include: the reason for the request; whether the requested`

c) Information could be obtained in a less intrusive manner; whether the physician would suffer specific and significant adverse consequences absent the release of the information; whether the physician might further release the information; whether the information was originally obtained in specific reliance upon continued confidentiality; and, whether a harmful precedent might be established by granting access.

D. Access by Individuals or Organizations outside the Medical Center or Professional Staff

1. Requests from Other Medical Centers

a) If a physician has not been the subject of any recommendation or action set forth in Section 1 of the Fair hearing Plan, then the Vice President for Medical Affairs or designee, Chief Executive Officer, or designee, Chairperson of the Professional Staff, or Chairperson of the Credentials Committee may release information contained in that physician’s file in response to a request from another medical center or professional staff.

Such request must be in writing and shall indicate whether the physician is a member of the requesting medical center’s professional staff, exercises privileges at that medical center, or is applying for professional staff membership and privileges there, and shall further include the physician’s authorization for the release of the requested information.  Disclosure shall be limited to the information requested and shall be accompanied by a statement that the information is being provided with the expectation that the requesting medical center will continue to maintain appropriate confidentiality.

b) If a physician has been the subject of any recommendation or action set forth in Section 1 of the Fair Hearing Plan, then no information shall be released upon request of another institution until the physician has provided the Medical Center with a specific, signed release deemed satisfactory by the Medical Center’s legal counsel.

All responses to such requests shall be reviewed and approved by the Vice President for Medical Affairs, Chief Executive Officer, or designee, and/or Chairperson of the Professional Staff, who shall have the option of first consulting with the Medical Center’s legal counsel


2.
Requests From Hospital Surveyors

a) Requests for records covered by this Policy from hospital surveyors from the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), the Federal Health Care Financing Administration, and/or the State Department of Health, shall be immediately referred to the Chief Executive Officer for further disposition in accordance with applicable laws, regulations, and/or accreditation standards.

b) Under no circumstances shall original or photocopied records be removed from Medical Center premises, unless there is shown to be explicit statutory or regulatory authority to the contrary, which authority has first been reviewed by legal counsel.

3. 
Requests From State Professional Boards

State law permits the State Board of Medical Examiners, the State Board of Dentistry, and other state professional licensing boards to issue subpoenas.  The Vice President for Medical Affairs or the Chief Executive Officer, or designee, must review the subpoena and approve release of the requested records before access is granted.  Disclosure shall be limited to the information requested.

4.
Subpoenas

All subpoenas pertaining to Professional Staff records shall be referred to the Vice President for Medical Affairs or the Chief Executive Officer, or designee, who may first consult with the Chairperson of the Professional Staff and legal counsel regarding the appropriate response.  Unless prohibited, the provider will be notified of the subpoena.


5.
Other Requests

All other requests for Professional Staff records or portions thereof, by persons or organizations outside the Medical Center shall be reviewed by the Vice President for Medical Affairs or the Chief Executive Officer, or designee.  The release of any information may be conditioned upon approval by the Professional Staff Executive Committee and/or the Medical Center Board of Trustees.

VII.
CORRECTIONS, ADDITIONS, OR DELETIONS OF PROFESSIONAL STAFF RECORDS

A. Files of Individual Practitioners

1. Corrections or Deletions

The Vice President for Medical Affairs, or designee, shall correct or delete materials contained in a practitioner’s file only after the practitioner has submitted a written request demonstrating good cause for the correction or deletion, and that request has been approved by the Professional Staff Executive Committee and the Chief Executive Officer, or designee.

2. Additions

The Vice President for Medical Affairs, or designee, or Professional Staff Services Manager shall routinely add to a practitioner’s file those items, along with related correspondence, identified in Section V (A) (1) through (10).

Items and related correspondence set forth in Section V (A) (11) through 15 shall be added to a practitioner’s file only when so directed by the Vice President for Medical Affairs, the appropriate Department Chairperson, Division Head, Credentials Committee, Professional Staff Executive Committee, or Chief Executive Officer.

B. Professional Staff Committee and Department Records

1. Corrections or Deletions

Any corrections, deletions, or omissions noted prior to the approval and adoption of Professional Staff Committee or Department minutes shall be made on the minutes prior to signature by the authorized Professional Staff Officer.

Subsequent to formal adoption of the minutes, corrections or deletions may only be noted by means of an addendum to the minutes.

2. Additions

Only documents which were presented as supporting material at Professional Staff Committee or Department meetings may be added after minutes have been approved.

VIII. SANCTIONS

All suspected violations of this Policy shall be reported to the Professional Staff Executive Committee.  The Professional Staff Executive Committee, or an ad hoc Professional Staff Committee appointed by the Professional Staff Executive Committee, shall conduct a prompt investigation and determine if there has in fact been a violation of any of the provisions of this Policy.

If it is determined that a violation has occurred, the Professional Staff Executive Committee shall, depending on the nature and severity of the violation: (1) issue a written warning; (2) issue a written reprimand: or (3) recommend more severe disciplinary actions in accordance with the Professional Staff Policies and Procedures, which may include a recommendation to revoke the professional staff appointment and clinical privileges of the individual found to have violated this Policy.

APPENDIX A

Professional Staff Peer Review Activity Confidentiality Agreement

(for Professional Staff members of committees)

Professional Staff Peer Review Activity Confidentiality Agreement

(for non-Professional Staff members of committees)

Confidentiality and Notification Statement

(for hospital surveyors)

DAYTON CHILDREN’S HOSPITAL
Professional Staff Peer Review Activity

Confidentiality Agreement

(To be signed by Professional Staff Members)

I, ________________________________________ a member of the Professional Staff who is involved in the evaluation and improvement of the quality of care rendered at the Medical Center (i.e., Department Director, Division Head, committee member, or an individual practitioner assisting a peer review committee), recognize that confidentiality is vital to the full and free discussions necessary to effective peer review activities.

I therefore agree to respect and maintain the confidentiality of all discussions, deliberations, minutes, records, and other information generated in connection with these activities, and to make no voluntary disclosures of any such information except to persons authorized to receive such information in the course of conducting Professional Staff affairs.

I understand that the Medical Center and the Professional Staff are entitled to undertake such action as is deemed appropriate to ensure that confidentiality is maintained, including action necessitated by any breach or threatened breach of this agreement, including dismissal from my committee assignment, the professional staff, or the Board of Trustees.

_____________________________________________________________________________

Signature                       





Date

_____________________________________________________

Name, Printed

______________________________________________________________________________

Witness







Date

_____________________________________________________

Name, Printed

DAYTON CHILDREN’S HOSPITAL
Professional Staff Peer Review Activity

Confidentiality Agreement

(To be signed by non-Professional Staff members of committees)

I, ___________________________________ a lay member of a Professional Staff committee involved in the evaluation and improvement of the quality of care rendered at the Medical Center, recognize that confidentiality is vital to the full and free discussions necessary to effective Professional Staff peer review activities.

I therefore agree to respect and maintain the confidentiality of all discussions, deliberations, minutes, records, and other information generated in connection with these activities, and to make no voluntary disclosures of any such information except to persons authorized to receive such information in the course of conducting Professional Staff affairs.

I understand that the Medical Center and the Professional Staff are entitled to undertake such action as is deemed appropriate to ensure that confidentiality is maintained, including action necessitated by any breach or threatened breach of this agreement, including dismissal from my committee assignment, the professional staff, or the Board of Trustees.

_______________________________________________________________________________

Signature






Date

_______________________________________

Name, Printed

_______________________________________________________________________________

Witness







Date

_______________________________________

Name, Printed

DAYTON CHILDREN’S HOSPITAL
Confidentiality and Notification Statement

(To be signed by hospital surveyors

requesting access to Professional Staff records)

I, ___________________________________ have requested to inspect Professional Staff credentialing, quality assessment, and/or peer review records at the Medical Center.

In recognition of the Medical Center Policy on Confidentiality of Professional Staff Records, and of the importance of such confidentiality to the performance of effective credentialing, quality assessment and peer review, and further, in recognition that the information in these records was both generated and disclosed to me in reliance upon that confidentiality, I understand that I am expected:

(1) To preserve the confidentiality of those records tot he extent allowed by law, disclosing information only as necessary for completion of the survey process; and

(2) To notify the Medical Center prior to any further disclosure of information apart from the survey process, whether pursuant to a subpoena or otherwise, and to cooperate with any efforts of the Medical Center to contest that disclosure.

_____________________________________________________________________________________

Signature







Date

Name of Organization or Affiliation: _______________________________________________________

APPROVED BY:

_____________________________________________________________________________________

Signature of Authorized






Date

Medical Center/Professional Staff Representative

EMERGENCY MEDICAL SCREENING,
TREATMENT & TRANSFER POLICY

A. PRESENTING FOR CARE AND EXAMINATION 
(1) Any individual who comes to the Hospital Emergency Department requesting examination or treatment shall be provided with an appropriate medical screening examination.

(2) An individual will also be considered to have come to the Hospital Emergency Department if the individual is on Hospital property (including its parking lot, driveway, or sidewalk) and is requesting care for what may be an emergency condition or someone has requested care on his or her behalf. Hospital property is the Hospital's campus, defined as an area that is 250 yards around the Hospital building, but does not include other areas or structures of the main hospital building that are not a part of the Hospital, such as physician offices, rural health centers, skilled nursing facilities, or other entities that participate separately in Medicare.

(3) Rules concerning patients who present to an Emergency Department of the hospital other than the main building's Emergency Department, and ambulances, are provided in Appendices A and B to this Policy.

(4) The medical screening examination shall include ancillary services routinely available to the Emergency Department. The medical screening examination must be similar for patients presenting with similar symptoms.

(5) In providing a medical screening examination, the Hospital shall not discriminate against any individual because of diagnosis, financial status, race, color, national origin, or handicap.

(6) The purpose of the medical screening examination is to determine if an individual is experiencing an emergency medical condition.

(a) 
An "emergency medical condition" is a condition manifesting symptoms (including severe pain, psychiatric disturbances and/or symptoms of substance abuse) which, in the absence of immediate medical attention, is likely to cause serious dysfunction or impairment to a bodily organ or function or serious jeopardy to the health of the individual or unborn child.

(b) 
A pregnant woman who is having contractions is considered to be in an "emergency medical condition" if there is not enough time to safely transfer the woman prior to delivery or a transfer would pose a threat to the woman or her unborn child.

(7) If an individual presents to the emergency department and requests doctor-ordered care or treatment and the nature of the request makes it clear that the medical condition is not of an emergency nature, the Hospital is required only to perform a screening examination appropriate to determine that the individual does not have an emergency medical condition.

(8) A medical screening examination may be performed by an Emergency Department physician, another physician, or a non-physician practitioner who is qualified to conduct such examination ("qualified medical personnel").

(9) 
A list of the categories of qualified medical personnel who have been approved by the Board to perform medical screening examinations is attached as Appendix C.

B. NO DELAY IN SCREENING OR EXAMINATION

(1) There shall be no delay in providing a medical screening examination or follow-up treatment for an emergency medical condition in order to inquire about the patient's method of payment or insurance status.

(2) For patients who are enrolled in a managed care plan, prior authorization from the plan shall NOT be required or requested before providing an appropriate medical screening examination and/or necessary stabilizing treatment. Neither the performance of the medical screening examination nor the provision of stabilizing treatment will be conditioned on a patient's completion of a financial responsibility form or payment of a copayment.

(3) Patients who inquire about financial responsibility for emergency care will be encouraged to delay such discussions until after the completion of the medical screening examination and the initiation of stabilizing treatment, if necessary. These patients will also be told that the Hospital will provide a medical screening examination and stabilizing treatment, regardless of their ability to pay.

(4) If a patient withdraws his or her request for examination or treatment, an appropriately trained individual from the Emergency Department staff will discuss the medical issues related to a "voluntary withdrawal." In the discussion, the Emergency Department staff member will:

(a) offer the patient further medical examination and treatment as may be required to identify and stabilize an emergency medical condition;

(b) inform the patient of the benefits of the examination and treatment, and of the risks of withdrawal prior to receiving the examination and treatment; and

(c) 
ask the patient to sign a "Withdrawal of Request for Emergency Care" form, which shall be completed by the Emergency Department staff member. If the patient refuses to sign the form, a description of risks discussed and of the examination and/or treatment that was refused shall be documented.

(5) 
If a patient leaves the Emergency Room prior to the medical screening exam or stabilizing treatment without notifying Hospital personnel, this should be documented. The documentation must reflect that the patient had been at the Hospital and the time the patient was discovered to have left the premises. Triage notes and additional records must be retained.

C. STABILIZATION AND TREATMENT BEYOND THE CAPABILITY OF THE EMERGENCY DEPARTMENT

(1) Except as set forth below, a patient experiencing an emergency medical condition must be stabilized prior to being discharged or transferred. A patient is considered to be stabilized when the treating physician has determined, with reasonable clinical confidence, that the patient's emergency medical condition has been resolved.

(2) An Emergency Department physician shall be responsible for the general care of all patients presenting to the Emergency Department until the patient's private physician, or an on-call physician/dentist, assumes that responsibility or the patient is admitted, discharged or transferred, unless designated a Blue Room patient.

(3) A patient may request that a particular physician/dentist be contacted to provide necessary stabilizing treatment. If the physician/dentist is on the Hospital's Medical Staff, an attempt can be made to contact the physician/dentist.

(4) If a requested physician/dentist is unavailable to come to the Hospital, or the requested physician/dentist does not respond within 30 minutes, the physician/dentist listed on the on-call rotation schedule shall be contacted to provide the necessary consultation or treatment for the patient.

(5) The patient must consent to any proposed stabilizing treatment in accordance with standard Hospital protocols related to informed consent for treatment.

(6) If a patient does not consent to treatment that has been recommended to stabilize an emergency medical condition after being informed of the risks and benefits of the treatment and the risks of refusing such treatment, reasonable steps shall be taken to obtain the patient's signature on the "Refusal of Stabilizing Treatment" form. The patient's refusal shall also be documented in the medical record. The medical record should contain a description of the examination and/or treatment offered and indicate that the patient was informed of the risks and benefits of such.

(7) The emergency department physician shall remain the responsible treating physician until such time that he/she formally transfers the responsibility to another physician, admits, discharges or transfers the patient.
(8) The patient shall remain the responsibility of the on-call physician/dentist (or the physician/dentist requested by the patient) until the episode of illness or injury that prompted the patient's assignment to that physician/dentist is satisfactorily resolved and the patient has been discharged or transferred.

(9) 
A patient may be discharged after the emergency medical condition has been resolved or after a determination has been made that the patient is sufficiently stable for discharge. "Stable for discharge" means that continued care, including diagnostic work-up and/or treatment, can be safely performed on an outpatient basis, or later on an inpatient basis, provided the patient is given a plan for appropriate follow-up care with discharge instructions.

D. ON-CALL ROTATION RESPONSIBILITIES See the Hospital's separate on-call policy.

E. PATIENT TRANSFERS TO A MEDICAL FACILITY

(1)
A patient in an emergency medical condition may be transferred to another
medical facility before stabilization if:

(a) after being informed of the risks of transfer and of the Hospital's treatment obligations, the individual requests to be transferred ("patient-initiated transfer"); or

(b) based on the information available at the time of transfer, the physician determines that the medical benefits to be received at another medical facility outweigh the risk to the patient of being transferred (including, in the case of a woman in labor, the risks to the unborn child) and a certification to this effect is signed by the physician ("physician-initiated transfer").

(2) Appropriate steps shall be taken and treatment provided to minimize the risks associated with the transfer.

(3) When a patient requests a transfer, the physician shall discuss the risks associated with the transfer and the services that will be provided if the patient is not transferred. If the patient continues to request a transfer, reasonable steps must be taken to obtain written confirmation of this request from the patient. If the patient directs the transfer against the advice of the physician, this shall be noted in the patient transfer form. If the patient refuses to sign the form, all pertinent information, including a description of the proposed transfer, shall be recorded in the patient's medical record.

(4) When a physician initiates the transfer, the Emergency Department or on-call physician shall complete the transfer certification form, which must include a summary of the risks and benefits of transfer. Reasonable steps shall also be taken to secure the written consent of the patient to the transfer. If the patient refuses to sign the form, all pertinent information shall be recorded in the patient's medical record. In the absence of a physician at the time of transfer, a qualified medical personnel may sign the transfer certification, but only following consultation with a physician and determination by the physician that the transfer is appropriate. The physician must countersign the certification within 24 hours of the patient's transfer. If a patient does not consent to the transfer that is recommended by a physician, steps shall be taken to obtain this refusal in writing. The writing must indicate that the patient has been informed of the risks and benefits of the transfer and must state the reasons for the patient's refusal. The patient's medical record must also contain a description of the proposed transfer that was refused.

(5) In all cases of patient transfer, consent of the receiving hospital must be obtained and documented in the patient's medical record before the transfer. This consent is to include that the receiving hospital has available space and qualified personnel to provide treatment to the patient. The patient's condition must also be documented in the medical record prior to the transfer.

(6) Copies of the patient's medical record, including, but not limited to, symptoms,
preliminary diagnosis, treatment provided, test results, and informed written consent or transfer certification, shall be sent with the patient to the receiving hospital. The medical record shall also include the name and address of any on-call physician/dentist who failed or refused to appear within a reasonable period of time to provide examination or treatment to the patient.
(7) The transfer of a patient shall be carried out by qualified personnel using transportation equipment appropriate for the patient's medical condition.

(8) The Hospital shall maintain the medical records of all patients transferred to or from its facility for a period of five years.

F. ACCEPTING PATIENT TRANSFERS

(1) When a request is made to accept the transfer of a patient from another facility, the administrator on call/designee shall be contacted to determine whether there is adequate capability and capacity to treat the patient, unless readily apparent to Emergency Department staff.

(2) If a physician/dentist receives a request for a transfer and is unwilling or unable to accept the transfer, the physician/dentist must refer the request to the Emergency Department physician. The Emergency Department physician shall determine whether to accept the transfer.  The ED physician shall consult the administrator on-call when necessary before any transfer is declined.

(3) 
The Hospital (including the Emergency Department physician and staff physicians) shall not refuse to accept requests for transfers if the patient is in need of the specialized capabilities or facilities available at the Hospital. The only exception to this prohibition is if the Hospital lacks the capacity to safely treat the patient.

APPENDIX A

EMERGENCY DEPARTMENTS OTHER THAN THE MAIN
HOSPITAL EMERGENCY DEPARTMENT

(1) Any provider-based unit or facility of the Hospital, also known as a Medicare-recognized department of the Hospital, and which is described under the definition of Dedicated Emergency Room below, is considered to come under EMTALA, and so the terms of this Policy. This is the case whether the department of the Hospital is located on campus or off campus. (Such a unit or facility is defined as a "satellite hospital Emergency Department.")

(2) Any patient who comes to a satellite hospital Emergency Department must be screened and treated in accordance with this Policy, and all EMTALA recordkeeping requirements shall be observed for all patients.

(3) Since the satellite Emergency Department does not have the resources of the main Hospital Emergency Department, the Hospital and its Medical Staff shall develop policies and procedures on the proper implementation of this Policy's requirements for each such Emergency Department (i.e., screening, treatment, etc.).

(4) If it is in the patient's interest to be transferred to another Emergency Department, the staff at the satellite Emergency Department where the individual has presented shall determine whether to transfer the patient to the Hospital's main Emergency Department or to another Emergency Department. The latter situation requires a transfer made pursuant to the provisions of this Policy. Transporting the patient to the Hospital's main Emergency Department is considered to be a "patient movement" and does not have to be performed pursuant to the transfer provisions of this Policy.

(5) 
A "Dedicated Emergency Department" means any department or facility of the Hospital, regardless of whether it is located on or off the main hospital campus that meets at least one of the following requirements:

(a) It is licensed by the State in which it is located under applicable State law as an emergency room or emergency department;

(b) It is held out to the public (by name, posted signs, advertising, or other means) as a place that provides care for emergency medical conditions on an urgent basis without requiring a previously scheduled appointment; or

c) 
During the calendar year immediately preceding the calendar year in which a determination under this section is being made, based on a representative sample of patient visits that occurred during that calendar year, it provides at least one-third of all of its outpatient visits for the treatment of emergency medical conditions on an urgent basis without requiring a previously scheduled appointment.

APPENDIX B
AMBULANCES

(1) Once an individual is treated by a hospital-owned ambulance, that individual has "presented" to the Hospital's Emergency Department.

(2) However, local and state EMS rules are to be followed, and are treated as an exception under EMTALA. If EMS rules dictate that the Hospital-owned ambulance brings the patient to the nearest hospital, this rule may be followed and there shall be no violation of EMTALA.

APPENDIX C

CATEGORIES OF MEDICAL PERSONNEL QUALIFIED TO PERFORM
MEDICAL SCREENING EXAMINATIONS

· Physician

· Dentist

· APN

· PA

· Social Worker in collaboration with consulting physician
Dayton Children’s Hospital
On-Call Policy

ON-CALL SCHEDULE

The provisions of the Emergency Medical Treatment and Active Labor Act (EMTALA) more commonly referred to as COBRA require hospitals to provide an emergency screening examination to all patients who present to Dayton Children’s Hospital emergency department, and other facilities that meet this definition of a dedicated emergency department.  An emergency screening exam may include the use of ancillary services and on-call physicians/dentists.  The purpose of this on-call policy is to ensure that all necessary services are available to all presenting patients regardless of their ability to pay.

The professional staff executive committee, after consultation with the chief executive officer, will determine the medical and surgical divisions that require an on-call roster. Once the determination is made that an on-call roster is needed, the division head shall develop the on-call roster.  All on-call rosters will be submitted to the professional staff executive committee for review and approval, if requested.
The on-call rosters will be maintained in the emergency department for five years.

In accordance with the bylaws of Dayton Children’s Hospital, active and courtesy staff members have an obligation to provide on-call coverage, if required.  If a division has a limited number of physicians/dentists, the on-call schedule will be determined based on expected patient needs and physician/dentist availability, with the understanding that certain specialties may not be covered at all times due to the lack of physician/dentist specialists or specialist non availability.

The professional staff executive committee can make recommendations to the chief executive officer/board of trustees if formal changes in the call schedule are appropriate.

Physicians/dentists who voluntarily restrict their practice to include less than the core privileges that they are credentialed for or that are associated with their specialty will be expected to participate in general on-call for that specialty and maintain sufficient competence to fulfill this responsibility.

A physician/dentist may contract with another physician/dentist who has appropriate privileges at Dayton Children’s Hospital to provide emergency on-call care.  This arrangement must be formal and submitted in writing to the appropriate division head for approval and referral to the Professional Staff Executive Committee for review.

Members of the Professional Staff have an obligation, but not a right, to share on-call duties.  Professional Staff members who are relieved of on-call responsibilities for any reason may be assigned other duties so that all members share as equitably as possible in professional Staff responsibilities.  Removing a member from the on-call schedule, for any reason, does not trigger the hearing and appeals procedures in the Medical Staff Bylaws.

When the on-call physician/dentist is paged by the emergency department attending physician or Dayton Children’s Hospital attending physician/dentist the phone response time is expected to be no longer than 60 minutes.

When an on-call physician/dentist is consulted by the emergency department at Dayton Children’s Hospital and is requested to respond, the physician/dentist must do so within a reasonable time period appropriate for the clinical needs of the patient.  The emergency department physician at Dayton Children’s Hospital, in consultation with the on-call physician/dentist, shall determine whether the patient’s condition requires the on-call physician/dentist to see the patient immediately.  In the event that the emergency department physician and the on-call physician/dentist fail to agree over the need for an immediate on-site evaluation by the specialist, the emergency department physician makes the final determination.  Should such a disagreement occur, the circumstance will be documented in writing and provided to the Medical Director of Emergency Services within three business days.

If the scheduled on-call physician/dentist is unable to respond due to circumstances beyond the physician’s/dentist’s control, the Emergency Department physician will determine whether to attempt to contact another specialist on the Medical Staff or arrange for a transfer pursuant to this Policy.

Members who are on call should not inquire about the individual’s insurance status or ability to pay before coming to the Emergency Department. Therefore, Hospital employees will be instructed not to disclose to the on-call physician/dentist financial information pertaining to the presenting individual.

The on-call physician/dentist cannot refuse consultation and/or follow up with any patient based on the patient’s insurance status or ability to pay.

TRANSFER ARRANGEMENTS
When possible, transfer arrangements with another hospital that can provide specialty service should be made to cover that service when there is no on-call physician/dentist scheduled to provide coverage at the Hospital. If a patient presents needing care when a specialty is not covered, the patient will be transferred in accordance with applicable transfer arrangements. In the absence of a transfer agreement, the Hospital should have a policy or protocol that outlines the steps to be followed in these situations.

In an effort to reduce the number of cases that will need to be transferred, the Hospital will attempt to keep local Emergency Medical Services informed of the dates and times when certain specialties are not available.

CONCURRENT CALL/ELECTIVE SURGERY
Notwithstanding an on-call physician’s/dentist’s obligation to respond when on call, the on-call physician/dentist may perform elective surgery or other patient care services at the Hospital while on call, and may be on call at another hospital.  On rare occasions it may be necessary to seek appropriate back up support.

FOLLOW-UP CARE
 An on-call physician/dentist is responsible for the care of a patient until such time that the patient is admitted, transferred, or the EMC is stabilized or resolved.  An on-call physician/dentist shall not, in the hospital, require insurance information or a copayment before assuming responsibility for care of the patient.

ALLIED HEALTH PROFESSIONALS
Physician Assistants (“PAs”) and Advanced Practice Registered Nurses (“APRNs”) may be used to assist the on-call physician in responding to call. Any decision to use a PA or an APRN to respond initially to the Emergency Department should be made by the on-call physician in conjunction with the Emergency Department physician. (If the on-call physician/dentist and the Emergency Department physician do not agree, the Emergency Department physician shall be the final decision-maker.) This decision shall be based on

the patient’s medical needs and the capabilities of the Hospital and must be consistent with Hospital policies and/or protocols.

COMPLIANCE
An on call physician/dentists unavailability when on call, refusal to respond to a call from the Emergency Department, or any other violation of this Policy is a serious matter. 

Accordingly, a refusal or failure of an on-call physician/dentist to respond in a timely fashion shall be reported immediately to the Division Head, Chair of the Professional Staff and the Vice President for Medical Affairs, who shall review the matter and determine how to address the situation. If the refusal or failure to respond is found to be deliberate, or if it is a repeated occurrence, the matter may be referred to the Executive Committee for further review and appropriate action.

This Policy encourages use of outlines collegial steps (i.e., counseling, warnings, and meetings with a practitioner) that can be taken to address violations under this Policy. However, a single violation or a pattern of violations may be so unacceptable that immediate action is required. Therefore, nothing in this Policy precludes an immediate referral of a matter being addressed through this Policy to the Executive Committee or the elimination of any particular step in the Policy.

Adopted by the Executive Committee:

Date:  March 9, 2009 
                             ______________________________________

  




Chair of the Professional Staff

Approved by the Board:

Date:  March 17, 2009                        
______________________________________

Chairman, Board of Directors

MEDICAL STAFF CODE OF CONDUCT POLICY

I. PURPOSE

The purpose of this policy is to ensure the optimum care for Dayton Children’s Hospital’s (DCH) patients by promoting a safe, cooperative, and professional health care environment.  The DCH Board of Trustees does not permit conduct that disrupts the effective operation of DCH, affects the ability of others to get their jobs done, creates a hostile work environment for DCH employees and other medical staff members, or interferes with an individual physician’s ability to practice competently.

II. POLICY STATEMENT

A. All Professional Staff members practicing at DCH must treat others with respect, courtesy, and dignity and conduct themselves in a professional and cooperative manner.

B. This Policy outlines collegial and educational efforts to be used by Professional Staff leaders in order to address conduct that does not meet this standard.  The goal of these efforts is to arrive at voluntary, responsive actions by the individual to resolve the concerns that have been raised, and thus avoid the necessity of proceeding through the disciplinary process in the Credentialing Policy.

C. This Policy is also intended to address sexual harassment of employees, patients, other members of the Professional Staff, and others, which will not be tolerated.

D. In dealing with all incidents of inappropriate conduct, the protection of patients, employees, physicians, and others in the Hospital and the orderly operation of the Professional Staff and DCH are paramount concerns.  Complying with the law and providing an environment free from sexual harassment are also critical.

III. DEFINITION AND EXAMPLES OF INAPPROPRIATE CONDUCT

To aid in both the collegial education of Professional Staff members and in the enforcement of this Policy, examples of “inappropriate conduct” include, but are not limited to:

· threatening or abusive language directed at patients, nurses, DCH personnel, physicians, dentists, residents and other trainees (e.g., belittling, berating, and/or threatening another individual);

· degrading or demeaning comments regarding patients, families, nurses, physicians, DCH personnel, or DCH;

· profanity or similarly offensive language while in DCH and/or while speaking with nurses or other DCH personnel;

· inappropriate physical contact with another individual that is threatening or intimidating;

· public derogatory comments about the quality of care being provided by DCH or any other individual or otherwise critical of DCH, other Professional Staff members or personnel;

· refusal to abide by Professional Staff requirements as delineated in the Professional Staff Bylaws, Credentialing Policy, and Rules and Regulations (including, but not limited to, emergency call issues, response times, medical record keeping, and other patient care responsibilities, failure to participate on assigned committees, and an unwillingness to work cooperatively and harmoniously with other members of the Professional and DCH Staffs); 

· inappropriate medical record entries concerning the quality of care being provided by the Hospital or any other individual or otherwise critical of the Hospital, other Medical Staff members or personnel;

· “sexual harassment,” which is defined as any verbal and/or physical conduct of a sexual nature that is unwelcome and offensive to those individuals who are subjected to it or who witness it.  Examples include, but are not limited to, the following:

(a) Verbal: innuendoes, epithets, derogatory slurs, off-color jokes, propositions, graphic commentaries, threats, and/or suggestive or insulting sounds;

(b) Visual/Non-Verbal: derogatory posters, cartoons, or drawings; suggestive objects or pictures; leering; and/or obscene gestures;

(c) Physical: unwanted physical contact, including touching, interference with an individual’s normal work movement, and/or assault; and

(d) Other: making or threatening retaliation as a result of an individual’s negative response to harassing conduct.

IV. GENERAL GUIDELINES/PRINCIPLES

A. Issues of employee conduct will be dealt with in accordance with the Hospital’s Human Resources Policies.  Issues of conduct by members of the Professional Staff (hereinafter referred to as “practitioners”) will be addressed in accordance with this Policy.

B. Every effort will be made to coordinate the actions contemplated in this Policy with the provisions of the Credentialing Policy.  In the event of any apparent or actual conflict between this Policy and the Credentialing Policy, the provisions of this Policy shall control.

C. This Policy outlines collegial steps (i.e., counseling, warnings, and meetings with a practitioner) that can be taken in an attempt to resolve complaints about inappropriate conduct exhibited by practitioners.  However, there may be a single incident of inappropriate conduct, or a continuation of conduct, that is so unacceptable as to make such collegial steps inappropriate and that requires immediate disciplinary action.  Therefore, nothing in this Policy precludes an immediate referral to the Executive Committee or the elimination of any particular step in the Policy when dealing with a complaint about inappropriate conduct.

D. The Professional Staff leadership and DCH Administration shall provide orientation and education to make employees, members of the Professional Staff, and other personnel in the Hospital aware of this Policy prohibiting sexual harassment and requiring respectful, dignified conduct.  The Professional Staff leadership and Hospital Administration shall institute procedures to facilitate prompt reporting of conduct which may violate this Policy and prompt action as appropriate under the circumstances.

V. PROCEDURE WHEN A CONCERN IS RAISED

A. Nurses and other Hospital employees who observe, or are subjected to, inappropriate conduct by a practitioner shall notify their supervisor about the incident or, if their supervisor’s behavior is at issue, they shall notify (1) the appropriate Division Head; (2) Chairperson of Medicine or Chairperson of Surgery, dependent on whether the practitioner is in the Department of Medicine or Surgery or (3) the Vice President for Medical Affairs.  Any practitioner who observes such behavior by another practitioner shall notify the Division Head, Department Chair or VPMA.  Upon learning of the occurrence of an incident of inappropriate conduct, the supervisor/Professional Staff Officer or VPMA shall request that the individual who reported the incident document it in writing.  In the alternative, the supervisor/Professional Staff officer or VPMA may document the incident as reported.  The written report shall include:

1. the name of the practitioner engaging in the disruptive behavior,

2. the date and time of the disruptive behavior;

3. a list of each person’s name, address, and phone number who witnessed all or any part of the incident(s):

4. the name of the patient, if the behavior affected or involved a patient or a patient’s family in any way;

5. the circumstances that precipitated the situation;

6. a factual, objective description of the behavior,

7. the consequences, if any, of the disruptive behavior as it relates to patient care or DCH operations;

8. a record of any action taken to remedy the situation including date, time, place, action, and name(s) of those intervening; and

9. the name and signature of the individual reporting the complaint of inappropriate conduct.

B. The reported incident shall be investigated by (1) appropriate division head, (2) Chairperson of Medicine or Chairperson of Surgery, dependent on whether the physician is in the Department of Medicine or Surgery, or (3) Vice President for Medical Affairs.  Once the investigation is completed, the investigating person shall present the results to the entire committee, including the Division Head, Chairperson of Medicine, Chairperson of Surgery, and the Vice President for Medical Affairs.  Those reports that are not factually based will be dismissed in writing.  The individual who initiated the report will be notified in writing of the dismissal of a non-factually based report.  The investigation could include meeting with the practitioner, if deemed appropriate by the investigation/committee.

If the investigating committee determines that an incident of inappropriate conduct has likely occurred, they have several options available to them, including, but not limited to, the following:

· send the practitioner a letter of guidance about the incident;

· send the practitioner a letter of warning or reprimand, particularly if there have 

been prior incidents and a pattern may be developing; and/or

· have an investigative committee member or the committee as a group, meet with

the practitioner to counsel and educate the individual about the concerns and the necessity to modify the behavior in question.

These committee efforts are intended to be collegial, with the goal of being helpful to the practitioner in understanding that certain conduct is inappropriate and unacceptable.

The committee can also be used to educate the practitioner about administrative channels that are available for registering complaints or concerns about quality or services, if the practitioner’s conduct suggests that such concerns led to the behavior.  Other sources of support or counseling can also be identified for the practitioner, as appropriate.

The identity of an individual reporting a complaint of inappropriate conduct will generally not be disclosed to the practitioner during these efforts, unless the committee members agree in advance that it is appropriate to do so.  In any case, the practitioner shall be advised that any retaliation against the person reporting a concern, whether the specific identity is disclosed or not, will be grounds for immediate disciplinary action pursuant to the Credentialing Policy.

If the committee prepares any documentation for a practitioner’s file regarding its efforts to address concerns with the practitioner, the practitioner shall be apprised of that documentation and given an opportunity to respond in writing.  Any such response shall then be kept in the practitioner’s confidential file along with the original concern and the committee’s documentation.

Such documentation shall be retained in the credentials file of the practitioner for the purpose of reappointment for two (2) years from the date of incident, as part of the permanent record of the incident.  After two (2) years, the documentation will be removed from the credentials file of the practitioner.  This record shall be maintained in a place other than the credentials file of the involved practitioner, however, in accordance with all laws and shall not be destroyed after this two-(2) year period.

C. If additional complaints are received concerning a practitioner, the committee may continue to utilize the collegial and educational steps noted in this Policy as long as it believes that there is a reasonable likelihood that those efforts will resolve the concerns.  Repeated incidents of disruptive behavior and/or the appearance of a developing pattern of disruptive behavior could be discussed with the offending practitioner by the Vice President for Medical Affairs, the immediate-past Chairperson of the Professional Staff, the current Chairperson of the Professional Staff and the Chairperson-Elect of the Professional Staff, and either the Division Head, the Chairperson of Medicine, or the Chairperson of Surgery.  The discussion shall include:

1. a clear message that if the behavior continues, more formal action will be taken including referral to the Professional Staff Executive Committee for corrective action;

2. the meetings shall be documented and the documentation retained in the credentials file of the physician for the purpose of reappointment for two (2) years from the date of incident, as part of the permanent record of the incident.  After two (2) years, the documentation will be removed from the credentials file of the physician.  This record shall be maintained in a place other than the credentials file of the involved practitioner, however, in accordance with all laws and shall not be destroyed after this two (2) year period;

3. a follow-up letter to the practitioner shall be sent by the Chairperson of the Professional Staff or his/her designee, stating the problem and that the practitioner is required to behave in a professional and cooperative manner within DCH facilities;

4. the practitioner may submit a rebuttal of reports of disruptive behavior.  The rebuttal will be maintained in the credentials file of the physician for purpose of reappointment for two (2) years from the date of receipt, as a permanent part of the record of the incident.  After two (2) years, the documentation will be removed from the credentials file of the practitioner.  This record shall be maintained in a place other than the credentials file of the involved practitioner, however, in accordance with all laws, and shall not be destroyed after this two-(2) year period.

D. If a staff member’s conduct is such that immediate action is necessary to protect the health, safety, and/or welfare of patients, DCH staff, or others, the staff member may be summarily suspended by the President and Chief Executive Officer as indicated in the Professional Staff Policies and Procedures.

E. Whenever the Committee refers a matter to the Executive Committee for its review and action, the Executive Committee shall be fully apprised of the previous warnings issued to the practitioner and the actions that were taken to address the concerns.  The Executive Committee may, at any point in the investigation, refer the matter to the Board without a recommendation.  Any further action, including any hearing or appeal, shall then be conducted under the direction of the Board.

F. SEXUAL HARASSMENT CONCERNS:  Because of the unique legal implications surrounding sexual harassment, a single confirmed incident requires the actions set forth in Paragraphs 1-11 of this section of the Policy.

1. Reports of sexual harassment from a professional staff member, nurse, other hospital employee, or patient who observes or who has been the victim of sexual harassment shall be made in writing and signed by the person preparing the complaint.  The complaint shall include a factual description of the incident, including quotations of any offending language used.

2. Any hospital employee report of sexual harassment involving a member of the professional staff shall be submitted to the employee’s supervisor, who shall forward it to the chief executive officer/designee or the vice president for medical affairs/designee.  If an employee’s report of sexual harassment involves his or her supervisor or if the report concerns conduct that the employee believes has been or will be condoned by the supervisor, the employee may submit the report directly to the chief executive officer/designee or vice president for medical affairs/designee.

3. All patient reports of sexual harassment involving a member of the professional staff as well as reports by one professional staff member filed against another professional staff member, shall be submitted directly to the chief executive officer, designee or the vice president for medical affairs/designee.

4. The chief executive officer/designee shall immediately notify the chair of the professional staff/designee upon receipt of a report complaining of sexual harassment.  These individuals or such other individuals who shall be designated by the chief executive officer/designee shall interview the individual who filed the report and, when possible, others who were present when the incident occurred.

5. After interviewing the individual who filed the report and others who were present or after receiving a report of such interviews, the chief executive officer/designee and the chair of the professional staff/designee shall determine whether the report of sexual harassment is credible.  If a determination is made that the complaint is credible, the chief executive officer/designee and chair of the professional staff/designee shall determine to handle the matter either on a formal basis, by referring the matter for a formal investigation pursuant to the professional staff policies and procedures (Interim Changed in Hospital Appointment/Privileges, Section B) or on an informal basis, by scheduling a meeting with the individual who has allegedly engaged in the improper conduct.  (These individuals-chief executive officer/designee and the chair of the professional staff/designee-shall exercise discretion in determining whether to handle the complaint on a formal or informal basis, taking into consideration the seriousness and number of complaints at issue.)

6. If a verified complaint is handled on an informal basis, there shall be a meeting with the individual that shall be attended by the chief executive officer/designee and the chair of the professional staff/designee.  At that meeting, the individual who has been alleged to have engaged in improper conduct shall be advised of the nature of the complaint, and shall be given an opportunity to respond to the allegation raised.  The identity of the complainant shall not be revealed at this time unless, in the discretion of the chief executive officer/designee and the chair of the professional staff/designee, they deem it appropriate to do so and the individual in question has been advised that any retaliation against the complainant will not be tolerated.

7. If, at the conclusion of this meeting, it is believed that the alleged improper conduct did in fact occur, the Hospital shall take appropriate corrective and/or preemptive action, which shall include, but not be limited to, any or all of the following:

a. The professional staff member involved shall be informed that the improper conduct violates federal law and will not be tolerated by the Hospital.

b. The professional staff member involved shall be informed that the improper conduct must cease immediately and, if appropriate, an apology must be offered to the complainant involved.

c. The Hospital may determine that the professional staff member involved is not permitted to enter the Hospital for an appropriate period of time depending on the specific circumstances of the complaint.

d. The professional staff member involved shall be informed that any further incidents of a similar nature will result in the individual not being permitted to enter the Hospital and the initiation of formal disciplinary action in accordance with the professional staff policies and procedures and fair hearing plan.

8. A member of the professional staff services department shall record minutes of the meeting.  Minutes of the meeting shall be kept in the professional staff services department.

9. If the individual has agreed to stop the improper conduct, the meeting shall be followed up with a formal letter of reprimand and admonition to be placed in his or her confidential file.  This letter shall also set forth those additional actions, if any, that result from the meeting.

10. If the individual refuses to agree to stop the conduct immediately, such refusal shall result in notice that he or she will not be permitted to enter the hospital facilities until such agreement is obtained.  Such exclusion is not a suspension of clinical privileges, even though the affect is the same.  Rather, the action is taken because the Hospital has no choice but to protect its employees and others on its premises from improper conduct.

11. Any further reports of harassment, after the individual has agreed to stop the improper conduct, shall result in an immediate investigation by the chief executive officer and the chair of the professional staff (or their designees).  If the investigation results in a finding that further improper conduct took place, the physician shall be excluded from the Hospital and formal disciplinary action in accordance with the professional staff policies and procedures shall be instituted.  Should this action entitle the individual to request a hearing, the individual shall be provided with copies of all relevant complaints so that he or she can prepare for the hearing.

G. In order to effectuate the objectives of this Policy, and except as otherwise may be determined by the CEO/designee and/or investigating professional staff leadership, the practitioner’s counsel shall not attend any of the meetings described above.

 PROFESSIONAL STAFF HEALTH POLICY

Policy Statement

Dayton Children’s Hospital and its professional staff are committed to providing patients with quality care.  The delivery of quality care can be compromised if a member of the professional staff is suffering from an impairment.  Such an impairment could result from a physical, psychiatric, emotional or other condition.  The professional staff has an obligation to protect patients from harm.  Therefore, the professional staff in collaboration with organizational leaders have designed a process that provides education about professional staff health, addresses prevention of physical, psychiatric and/or emotional illness, and facilitates confidential diagnosis, treatment and rehabilitation of a professional staff member who suffers from a debilitating condition.
The purpose of this process is assistance and rehabilitation, rather then discipline, to aid a professional staff member in retaining or regaining optimal professional functioning, consistent with protection of patients.  Professional staff members who are suffering from an impairment that affects their ability to practice are encouraged to voluntarily bring the issue to the professional staff health committee so that appropriate steps can be taken to protect patients and to help the professional staff member to practice safely and competently.  To the extent possible, and consistent with quality of care concerns, the professional staff health committee will handle impairment matters in a confidential fashion.  The professional staff health committee shall keep the chief executive officer, the chair of the professional staff and the chair of the credentials and nominating committee apprised of matters under review.

If at any time during the diagnosis, treatment, or rehabilitation phase of the process it is determined that a physician is unable to safely perform the privileges he or she has been granted, the matter is forwarded to medical staff leadership for appropriate corrective action that includes strict adherence to any state or federally mandated reporting requirements.

Process design should include mechanisms for the following:

1. Education of the medical staff and other organization staff about illness and impairment recognition issues specific to physicians;

2. Self-referral by a physician and referral by other organization staff;

3. Referral of the affected physician to the appropriate professional internal or external resources for diagnosis and treatment of the condition or concern;

4. Maintenance of the confidentiality of the physician seeking referral or referred for assistance, except as limited by law, ethical obligation, or when the safety of a patient is threatened;

5. Evaluation of the credibility of a complaint, allegation, or concern;

6. Monitoring of the affected physician and the safety of patients until the rehabilitation or any disciplinary process is complete; and

7. Reporting to the medical staff leadership instances in which a physician is providing unsafe treatment.
The professional staff health committee shall recommend to the professional staff credentials and nominating committee, the professional staff executive committee and the chief executive officer additional educational materials beyond this policy that address physician health and emphasize prevention, diagnosis and treatment of physical, psychiatric and emotional illness.  Such educational material should be offered to professional staff members in an appropriate format.  Professional staff members who are suffering from an impairment that affects their ability to practice are encouraged to voluntarily bring the issue to the professional staff health committee so that appropriate steps can be taken to protect patients and to help the professional staff member to practice safely and competently.

To the extent possible, and consistent with quality of care concerns, the professional staff health committee will handle impairment matters in a confidential fashion.  The professional staff health committee shall keep the chief executive officer, the chair of the professional staff and the chair of the credentials and nominating committee apprised of matters under review.

Mechanism for Reporting and Reviewing Potential Impairment

If any individual has a concern that a member of the professional staff may be impaired in any way that may affect his or her practice at Dayton Children’s Hospital, a written report shall be given to the chief executive officer, the chair of the professional staff, the chair of the credentials and nominating committee, the vice president for medical affairs, or any member of the professional staff health committee.  The report shall include a factual description of the incident(s) that led to the concern.

If, after discussing the incident(s) with the individual who filed the report, the chief executive officer, the chair of the professional staff, the chair of the credentials and nominating committee, and/or any member of the professional staff health committee believes there is enough information to warrant a review, the matter shall be referred to the professional staff health committee.

The professional staff health committee shall act expeditiously in reviewing concerns of potential impairment that are brought to its attention.  As part of its review, the professional staff health committee may meet with the individual(s) who prepared the report.

If the professional staff health committee has reason to believe that the professional staff member is or might be impaired, it shall meet with the professional staff member.  At this meeting, the professional staff member should be told that there is a concern that he or she might be suffering from an impairment that affects his or her practice.  The professional staff member should not be told who filed the initial report, but should be advised of the nature of the concern.

As part of its review, the professional staff health committee may request that the professional staff member be evaluated by an outside organization and have the results of the evaluation provided to it.  Consent for the release of information to the professional staff health committee is attached as appendix A.

Depending upon the severity of the problem and the nature of the impairment, the options available to the professional staff health committee include but are not limited to:

a) Recommend that the professional staff member voluntarily take a leave of absence, during which time he or she would participate in a rehabilitation or treatment program to address and resolve the impairment;

b) Recommend that appropriate conditions or limitations be placed on the professional staff member’s practice;

c) Recommend that the professional staff member voluntarily agree to refrain from exercising some or all privileges at Dayton Children’s Hospital until rehabilitation or treatment has been completed or an accommodation has been made to ensure that the professional staff member is able to practice safely and competently;

d) Recommend that some or all of the professional staff member’s privileges be suspended if the professional staff member does not voluntarily agree to refrain from practicing at Dayton Children’s Hospital.

If the professional staff health committee recommends that the professional staff member participate in a rehabilitation or treatment program, it should offer to assist the professional staff member in locating a suitable program.

If the professional staff member agrees to abide by the recommendation of the professional staff health committee, a confidential report will be made to the chief executive officer, the chair of the professional staff and the chair of the credentials and nominating committee.  In the event there is concern by the chief executive officer, the chair of the professional staff and/or the chair of the credentials and nominating committee that the action of the professional staff health committee is not sufficient to protect patients, the matter will be referred back to the professional staff health committee with specific recommendations on how to revise the action or it will be referred to the credential and nominating committee for an investigation.

Reinstatement

Upon sufficient proof that a professional staff member who has an impairment has successfully completed a rehabilitation or treatment program, the professional staff health committee may recommend that the professional staff member’s clinical privileges be reinstated.  In making a recommendation that an impaired professional staff member be reinstated, the professional staff health committee must consider patient care interests as paramount.

Prior to considering a recommendation to reinstate the professional staff member, he/she will provide the professional staff health committee with a letter from the physician overseeing the rehabilitation or treatment program.  (A copy of a release from the professional staff member authorizing this letter is attached as appendix B).  The letter must address the following:

a) The nature of the professional staff member’s condition;

b) Whether the professional staff member is participating in a rehabilitation or treatment program and a description of the program;

c) Whether the professional staff member is in compliance with all of the terms of the program;

d) To what extent the professional staff member’s behavior and conduct need to be monitored;

e) Whether the professional staff member is rehabilitated;

f) Whether an after-care program has been recommended to the professional staff member and, if some, a description of the after-care program; and

g) Whether the professional staff member is capable of resuming medical practice and providing continuous, competent care to patients.

h) Any other item deemed appropriate by the professional staff health committee

Before recommending reinstatement, the professional staff health committee may request a second opinion on the above issues from a physician of its choice.

Assuming that all of the information received indicates that the professional staff member is capable of resuming care of patients, the following additional precautions shall be taken before the professional staff member’s clinical privileges are reinstated:

a) The professional staff member must identify at least one practitioner who is willing to assume responsibility for the care of his or her patients in the event of the professional staff member’s inability or unavailability; and

b) The professional staff member shall be required to provide periodic reports to the professional staff health committee from his or her attending physician, for a period of time specified by the committee, stating that the professional staff member is continuing rehabilitation or treatment, as appropriate, and that his or her ability to treat and care for patients in the hospital is not impaired.  Additional conditions may also be recommended for the professional staff member’s reinstatement.

The final decision to reinstate a professional staff member’s clinical privileges must be approved by the chief executive officer in consultation with the chair of the professional staff and the chair of the credentials and nominating committee.

The professional staff member’s exercise of clinical privileges at Dayton Children’s Hospital shall be monitored by the chair of the department or by a member of the professional staff appointed by the chair of the department.  The nature of that monitoring shall be recommended by the professional staff health committee in consultation with the chair of the professional staff and the chair of the credentials and nominating committee.

If the professional staff member has an impairment related to substance abuse, the professional staff member must, as a condition of reinstatement, agree to submit to random alcohol or drug screening tests at the request of the chief executive officer, the chair of the professional staff, the chair of the credentials and nominating committee or any member of the professional staff health committee.

In the event of any apparent or actual conflict between this policy and the bylaws, rules and regulations or policies and procedures of the professional staff or Dayton Children’s Hospital, including the investigation, hearing and appeal sections of those documents, the provision of this policy shall control.

Commencement of an Investigation

Dayton Children’s Hospital and the professional staff believe that the professional staff health committee, to the extent possible, can best deal with issues of impairment.  If, however, the professional staff health committee makes a recommendation, including a recommendation for an evaluation or a restriction or limitation of privileges, and the professional staff member refuses to abide by the recommendation, the matter shall be referred to the credential’s and nominating committee for an investigation to be conducted pursuant to the professional  staff policies and procedures.

Documentation and Confidentiality
The original report and a description of any recommendations made by the professional staff health committee shall be included in the professional staff member’s credentials file.  If, however, the review reveals that there was no merit to the report, the report should be destroyed.  If the review reveals that there may be some merit to the report, but not enough to warrant immediate action, the report shall be included in the professional staff member’s credentials file and the professional staff member’s activities and practice shall be monitored until it can be established whether there is an impairment that might affect the professional staff member’s practice.  The professional staff member shall have an opportunity to provide a written response to the concern about the potential impairment and this shall also be included in his or her credentials file.

The chief executive officer or the chair of the professional staff shall inform the individual who filed the report that follow-up action was taken.

Throughout this process, all parties should avoid speculation, conclusions, gossip, and any discussions of this matter with anyone other than those described in this policy.

If at any time it becomes apparent that the matter cannot be handled internally, or jeopardizes the safety of the professional staff member or others, the chief executive officer may contact law enforcement authorities, governmental agencies, or other appropriate regulatory agencies.

All requests for information concerning the impaired physician shall be forwarded to the chief executive officer for response.

Nothing in this policy precludes immediate referral to the professional staff executive committee (or to the board of trustees) or the elimination of any particular step in the policy in dealing with conduct that may compromise patient care.

Appendix A – Consent for Release of Information Pertaining to Evaluation

I hereby request that __________________________ (the facility/physician evaluator) provide Dayton Children’s Hospital and the Professional Staff Health Committee with all information relevant to your evaluation of my ability to care for patients safely, to competently fulfill the responsibilities of professional staff appointment and to relate cooperatively to others at Dayton Children’s Hospital.

I also request that Dayton Children’s Hospital and the professional staff health committee provide ___________________________________ (the facility/physician evaluator) with a copy of any information which it believes supports the need for the evaluation and any other information that ________________________________ (the facility/physician evaluator) might request.

I release from liability and grant absolute immunity to, and agree not to sue, _______________________

__________________________ (the facility/physician evaluator) and Dayton Children’s Hospital and its professional staff executive committee (and any professional staff member involved in reviewing my practice) for providing the information set forth above.

___________________________________________________________________________________

DATE

___________________________________________________________________________________

SIGNATURE OF PROFESSIONAL STAFF MEMBER

Appendix B – Consent for Release of Information from Treating Physician

I hereby request that Dr. _________________________ (physician overseeing treatment) provide Dayton Children’s Hospital and its professional staff health committee with information pertaining to my rehabilitation or treatment program.  Specifically, this information should include:

a) the nature of my condition;

b) whether I am participating in a rehabilitation or treatment program;

c) whether I am in compliance with all of the terms of the program;

d) to what extent my behavior and/or conduct needs to be monitored;

e) whether I am rehabilitated;

f) whether an after-care program has been recommended for me and, if so, a description of the after-care program; and

g) whether I am capable of resuming medical practice and providing continuous, competent care to patients.

I also request that Dr. _______________________ provide Dayton Children’s Hospital and its professional staff health committee with periodic reports relating to my ongoing rehabilitation or treatment and my ability to treat and care for patients at Dayton Children’s Hospital.

I release from liability, grant absolute immunity to and agree not to sue Dr. _________________________ for providing the information set forth above.

______________________________________________________________________________________

DATE

______________________________________________________________________________________

SIGNATURE OF PHYSICIAN

Appendix C – Health Status Assessment

CONFIDENTIAL PEER REVIEW DOCUMENT

HEALTH STATUS ASSESSMENT

Please respond to the following questions based upon your assessment of Dr. ______________________’s current health status (if additional space is required, please attach separate sheet):

1) Does Dr. __________________ have any physical, psychiatric, or emotional condition that could affect his/her ability safely to exercise the clinical privileges set forth on the attached list and/or perform the duties of appointment, including response to emergency call?

YES _______
NO _______

If yes, please provide the diagnosis/diagnoses and prognosis: _____________________________

_______________________________________________________________________________

2) Is Dr. ____________________ currently taking any medication that may affect either clinical judgment or motor skills?

YES _______
NO _______

3) Is Dr. _______________________ currently under any limitations concerning activities or workload? 

YES _______
NO _______

If yes, please specify: ___________________________________________________________

_____________________________________________________________________________

4) Is Dr. ________________________ currently under the care of a physician?

YES _______
NO _______

If yes, please identify: __________________________________________________________

_____________________________________________________________________________

5) In your opinion, is any accommodation necessary to permit Dr. ____________________

to exercise privileges safely and/or to fulfill medical staff responsibilities appropriately?

YES _______
NO ________

If yes, please explain any such accommodation: ______________________________________

_____________________________________________________________________________

____________________________________________________________________________

DATE

____________________________________________________________________________

SIGNATURE OF PHYSICIAN EVALUATOR

 PROFESSIONAL STAFF POLICIES AND PROCEDURES
APPROVAL/AMENDMENT PROCESS
The professional staff shall adopt policies and procedures as may be necessary for the proper conduct of its work.  Such policies and procedures shall be a part of these bylaws.  Amendments to the professional staff policies and procedures may be introduced by any member of the active professional staff, or committee of the professional staff.  Particular policies and procedures may be adopted, amended, repealed or added by vote of the executive committee at any regular or special meeting, provided that copies of the proposed amendments, additions or repeals are posted on the professional staff bulletin board and the DCH website (or equivalent) at least fourteen (14) days prior to the next executive committee meeting.  Notification of proposed changes will be mailed to all professional staff members at least fourteen (14) days in advance of the executive committee meeting.  Upon written request by a professional staff member to the professional staff office, a copy of the proposed changes to the policies and procedures will be mailed to the requesting professional staff member.  All written comments on the proposed changed by individuals holding current appointments to the medical staff must be brought to the attention of the Executive Committee before the change is voted upon.  If the active professional staff disagrees with the changes and/or amendments, a special meeting of the active professional staff may be called to hear concerns by petition of 10% of the active professional staff to the Executive Committee.  A minimum of 20% of the active professional staff must attend the special meeting.  Two-thirds of the active professional staff present at the meeting must vote to overturn the proposed amendment.  The overturned amendment will then be forwarded back to the Executive Committee for reconsideration.  If 20% of the active professional staff are not present at the special meeting, the proposed amendment as voted on previously by the Executive Committee will then be final.  Adoption of and changes to these policies and procedures shall become effective when approved by the Board of Trustees.

A current version of these policies and procedures is maintained on the DCH website for review.  Upon direction by the PSEC, professional staff members will receive written copies of this document.
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