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PREAMBLE

Recognizing that the Medical Staff is responsible for the quality of care delivered by its members and accountable to the Governing Body for all aspects of that care, the Medical Staff practicing in the VA Northern California Health Care System (VA NCHCS) at various sites (Redding, Chico, Martinez, Sacramento, McClellan, Mare Island, Fairfield, Oakland, and Oakland Army Base) hereby organize themselves for self governance in conformity with the general policies of VHA and the bylaws, rules and regulations hereinafter stated. The bylaws and rules are consistent with laws and regulations governing VA (Department of Veteran Affairs), and they do not create any rights or liabilities not otherwise provided for in laws or VA regulations.

These bylaws, rules and regulations have been based upon the following principles:

That the best interests of the patient must be protected by the joint efforts of administrative and professional personnel;

That all eligible patients are entitled to Medical, Neurological, Surgical, Physical Medicine and Rehabilitation, Psychiatric (Mental Health Service including Substance Abuse), and Dental care of the highest possible quality;

That such are enhanced by an environment in which teaching is an integral part of the program; and 

That the development of new knowledge through constant study of disease, preventive health measures and education, and the process of delivering health care is essential to the creation and maintenance of a high quality patient care environment.

The Mission, Vision, and Value Statements of VANCHCS are integrated in these Bylaws, Rules and Regulations and are hereby incorporated.

                                                           MISSION   What we do

We provide high quality, compassionate, and timely health care to veterans, while contributing to medical research, education, and emergency preparedness.

  VISION   We strive to become Leaders in health care recognized for

· Continued improvements in quality and access;

· Optimizing safety;

· Advancing medical/technical innovation, and;

· Being a community partner.

VALUES   What is important to us

Reliable excellence, compassion, commitment, and teamwork.  We trust one another to do the right thing, at the right time, in the right way, and with heartfelt respect and kindness.




    The best want to work in our system!

DEFINITIONS

Medical Staff is composed of fully licensed independent physicians, dentists, optometrists, podiatrists, clinical psychologists, chiropractors and other individuals who meet applicable standards as permitted by law and VA Northern California Health Care System, to provide patient care services in VA Northern California Health Care System and outreach facilities.  

1.
Licensed Independent Practitioner (LIP)  is a physician, dentist, psychologist, optometrist, chiropractor or podiatrist who is fully licensed, or otherwise granted authority, to practice in a State, Territory or Commonwealth of the U.S. or the District of Columbia will be referred to as a practitioner in these Bylaws.

2.
Medical Staff  Membership on the staff of NCHCS will include the following categories:  Active, Associate, House, Affiliate, and Honorary.

a.   Active Medical Staff shall consist of all physicians, clinical psychologists,  optometrists,

 podiatrists, chiropractors, and dentists  (independently privileged) receiving full-time appointments or part-time appointments under the authority of Title 38 USC, Section 7401, Sections 7405 through 7407 and Section 7402 (a) through (d) and Title 5 CFR 316.402(a), 315.501, 315.502 and other applicable statutes and who are professionally responsible for specific patient care, and/or education, and/or research activities of NCHCS and assume all the functions and responsibilities of membership on the active staff.  Members of the active Medical Staff shall be eligible to vote and to serve on Medical Staff Committees and shall be required to attend Medical Staff meetings.


b.    Associate Staff shall consist of those appointed fee basis, work without compensation (WOC), and consultant and attending physicians, telemedicine providers, dentists, podiatrists, optometrists, chiropractors and clinical psychologists who are responsible for supplementing the practice of members of the active staff in their roles in education and/or patient care, and/or research.  These providers shall be permitted to serve on committees, and eligible to vote, and are not required to attend meetings of the Medical Staff, but are encouraged to attend.


c.    Honorary Staff shall be those distinguished physicians, optometrists, podiatrists, clinical psychologists and dentists elected to membership by virtue of their previous service to the facility or professional accomplishments outside of VA Northern California Health Care System.


 d.   Affiliate Staff shall be those Nurse Practitioners (NP), Certified Nurse Anesthestists (CRNA) Physicians Assistants (PA), and Clinical Pharmacists who are fully licensed, certified, or otherwise granted authority, to practice in a State, Territory or Commonwealth of the U.S. or District of Columbia and will be referred to as a provider in these Bylaws.  An attending physician is directly assigned to supervise each NP, CRNA, PA, and Clinical Pharmacists.  These providers will be encouraged to attend Medical Staff meetings, but will be non-voting members.


 e.    House Staff shall be those individuals who are graduates of medical, dental, podiatry, psychology, optometry or osteopathic schools, engaged in a formal program of postgraduate training and education at NCHCS with or without compensation.  They are recommended for appointment by the Deans Committee for a limited period of training subject to the regulations of the VA.  They will function only under the supervision of an attending physician within the clinical privileges of that attending.  However, they are expected to function in a manner which is consistent with the Medical Staff Bylaws, Rules and Regulations.  House staff can serve as ex-officio members on designated NCHCS committees. 

3.
Governing Body

The term “Governing Body” refers to the Under Secretary for Health, the individual to whom the Secretary

of the Department of Veterans Affairs has delegated authority for administration of Veterans Health Administration; and, for purposes of local facility management and planning, it refers to the VA Northern California Health Care System Director.

4.
VA Northern California Health Care System Director
The Director who is Chief Executive Officer is appointed by the Governing Body to act as its agent in the overall management of VA Northern California Health Care System. The Executive Management Board and the Clinical Advisory Committee [CAC], Leadership Forum, and Functional Teams assist the Director.

5.
Academic Partnership Council
The Academic Partnership Council of the University of California, Davis (UCD), School of Medicine is established by a formal memorandum of affiliation between VANCHCS and the medical school and approved by the Director and  composed of senior faculty members of the affiliated medical school and other academic institutions as appropriate; has representatives of the medical/dental staffs of VANCHCS; and such other staff of the facility (including the Associate Chief of Staff (ACOS) for Education, ACOS/Nursing Service) as are appropriate to consider and advise on development, management and evaluation of all educational and research programs conducted at the facility.

6.
Appointment
As used in this document, the term refers to appointment to the Medical Staff.  This is based on having an appropriate personnel appointment action, scarce medical specialty contract or other authority for providing patient care services at the facility.  Both VA employees and contracted employees may receive appointments to the Medical Staff.

7.
Facility

As used in this document, the term refers to all patient care locations designated within VA Northern California Health Care System including Sacramento VA Medical Center (SVAMC), McClellan, Oakland, Oakland Army Base, Martinez, Redding, Chico, Mare Island, Fairfield, Center for Rehabilitation and Extended Care (CREC), and the provision of care to VA patients off site in the home via Home Based Primary Care (HBPC).   

8. 
Proctoring

 As used in this document, proctoring is supervision of a physician’s practice for a defined period of time, determined by the Physicians’ Credentialing/Professional Standards Board and/or the Service Chief.  It is not per se an adverse clinical privileging action.
9. 
Provisional Period of Proctoring

A period during which the work of a physician who has been granted initial privileges is evaluated. The provisional period of proctoring will be waived for the following:  


(a) Full time faculty members of the University of California, Davis (UCD); and University of California Medical Center; and 

 
(b)  Provisional period of proctoring encompasses up to (6) months after appointment to the Medical Staff (not including time during which the applicant may have held any emergency privileges).   Proctoring should continue until the proctor is satisfied that an informed judgment can be made regarding the clinical competence of the member.

10.
Ongoing Professional Practice Evaluation (OPPE)

 As used in this document is a process in which the Service and/or Section Chief will conduct annual ongoing evaluation of each practitioner’s professional performance utilizing aggregate data and other service-specific components.  The OPPE protected under The Federal Privacy Act of 1974 (r U.S.C. 522) and under VHA Regulations 77VA10Q.
11.
Provider Profile

Service-specific file that contains aggregate data that is not derived from performance improvement activities for those LIPs who have ongoing professional practice at the facility.  Provider profile is a summary of annual ongoing professional practice evaluations over a 2 year period which includes aggregate data and service specific components used to evaluate LIP’s ability to perform requested privileges with an emphasis on quality of care and patient safety.  The Provider Profile is protected under The Federal Privacy Act of 1974 (r U.S.C. 522) and under VHA Regulations 77VA10Q.

12.
Focused Professional Practice Evaluation (FPPE)

 An evaluation process in which the organized Medical Staff can utilize a focus evaluation on a specific aspect of a practitioner’s performance.  The FPPE is protected under The Federal Privacy Act of 1974 (r U.S.C. 522) and under VHA Regulations 77VA10Q.
13.
Credentialing

Is the process to collect, access and verify information regarding three parameters: current licensure; education; and relevant training as well as experience, ability, and current competence to perform the requested privilege(s).  

14.
Privileging

The process whereby a specific scope and content of patient care services (that is, clinical privileges) are authorized for a health care practitioner by a health care organization, based on evaluation of the individual’s credentials and performance.

15.
Peer Recommendation

Information provided by peer(s) of an initial applicant or renewal applicant that will be utilized by the Medical Staff in developing recommendations for appointment to the Medical Staff, for the initial and/or renewal granting of privileges or for revision or revocation of clinical privileges.  Sources for peer recommendations may include the following:

(a) Reference letter(s), written documentation, or documented telephone conversations(s) about performance and competence.

(b) A department  or major clinical service chairperson who is a peer

16.
Rules
“Rules” refers to the specific rules set forth in this document, which govern the Medical Staff of VA Northern California Health Care System.  It does not refer to formally promulgated VA Regulations.

ARTICLE I:
NAME

The name of this organization shall be Medical Staff of VA Northern California Health Care System (VA NCHCS).

ARTICLE II: PURPOSE

The purpose of the Medical Staff shall be to:

a. Ensure that all patients treated in any of the facilities shall receive efficient, timely, 

appropriate care that is subjected to continuous quality and performance improvement practices.


b.
Ensure that all patients being treated for the same health problem or with the same methods/procedures receive the same high quality level of care and are treated by competent practitioners who maintain current licensure.

c.
Establish and assure adherence to an ethical framework to guide professional practice and professional conduct.


d.
Develop and adhere to facility specific mechanisms for appointment to the Medical Staff and delineation of clinical privileges.


e.
Provide educational activities relevant to the care provided, findings of quality of care, review activities, and the expressed need by caregivers.


f.
Ensure high level of professional performance of all practitioners authorized to practice in the facility through continuous quality improvement practices and appropriate delineation of the clinical privileges.


g.
Develop and maintain rules and regulations for Medical Staff governance and oversight.


h.
Bring the perspective of Medical Staff leadership for deliberations by the facility Director and the Governing Body.

i. Develop and implement continuous quality improvement activities in collaboration with 

the staff.


j.
Provide an opportunity and environment conducive to clinical and biomedical research on health and the delivery of health care.


k.
Provide an educational environment within which medical/dental students, residents, fellows and other health care professionals can experience the manifold aspects of health care and apply principles and procedures acquired during and/or prior to academic preparation.


l.
Ensure ongoing implementation of and compliance with current National Patient Safety Goals.


m.
Foster a culture that supports each Medical Staff member in accomplishing the functions and responsibilities of the Medicinal Staff in accordance with the standards of VHA, NCHCS, and Joint Commission, through participation in the development/approval of the Medical Staff Bylaws.

ARTICLE III:  MEDICAL STAFF MEMBERSHIP

Section 1.
Membership Eligibility

a. Membership on the Medical Staff is a privilege extended only to, and continued for, 

professionally competent practitioners as defined under “Definitions” who continuously meet the qualifications, standards and requirements of VHA, VANCHCS and these Bylaws. 


b.
Categories of Medical Staff Membership shall consist of active, associate, affiliate, house staff, and honorary categories.  (See Definitions, p. 3). 


 
  c.

Decisions regarding Medical Staff membership are made without discrimination on the basis of race, color, religion, national origin, gender, lawful partisan political affiliation, marital status, physical or mental handicap when the individual is qualified to do the work, age, sexual orientation, or 

membership/non-membership in a labor organization, or on the basis of any other criteria unrelated to professional qualifications. 

Section 2.
Qualifications for Medical Staff Membership

To qualify for Medical Staff membership and clinical privileges, individuals who meet the eligibility requirements identified in Section 1 must submit evidence of:


a.
Active, current, full and unrestricted license to practice individual’s profession in a State, Territory or Commonwealth of the U.S. or the District of Columbia as required for VA employment.   


b.          If Board Certified, appropriate documentation/verification of such.

c.
Education attributable to the individual Medical Staff member (e.g., holds a degree of Doctor of Medicine, Osteopathy, Dentistry, Optometry, Podiatry, Chiropractic, or appropriate doctorate in Psychology from an approved college or university). Affiliate Medical Staff will hold degrees in the appropriate discipline from an accredited college or university.

d. Relevant training and/or experience consistent with the professional assignment and 

privileges for which the individual is applying, including professional internships, residencies, board certification or specialty training.


e.
Current competence consistent with individual’s professional assignment and privileges for which applying.


f.
Health status consistent with physical and mental capability to satisfactorily perform the duties of the Medical Staff assignment within the clinical privileges granted.


g.
Satisfactory completion of requirements for employment application and clinical privileges as defined in Articles IV or V of these Bylaws and as otherwise required by law, for a position for which the facility has the patient care need, adequate facilities, support services and staff.


h.
Satisfactory findings relative to previous professional competence and professional conduct.


i.
English Language Proficiency as determined by the hiring service and defined in Policy Statement 05-52.


j.
Current Professional Liability Insurance as required by federal and VA acquisition requirements (for those individuals providing service under contracts including scarce medical specialty contracts).


k.
Ability to meet response time criteria established for VA Northern California Health Care System (response for emergency and disaster situations).  

Section 3.
Basic Responsibilities of Staff Membership

Medical Staff members are accountable for and have the responsibility to:


a.
Provide for continuous care and supervision of their assigned patients at a professionally recognized level of quality and efficiency. 

b.
Observe Patient’s Rights pursuant to 38 CFR 17.33 and as otherwise mandated, in all patient care activities.


c.
Actively participate in continuing education, peer review, Medical Staff monitoring and evaluation, organizational quality improvement activities, and internal and external reviews.

d.
Maintain standard of ethics and ethical relationships that include the commitments to:



(1)   Abide by federal law and VA rules and regulations regarding financial conflict of interest.



(2)   Provide care to patients within the scope of privileges and advise the facility Director through the Chief of Staff of any change in his/her ability to meet fully the criteria for Medical Staff membership or to carry out clinical privileges, which are held.



(3)   Advise the facility Director, through the Chief of Staff, of any challenges or claims against professional credentials, professional competence or professional conduct within 30 days of such occurrences, consistent with requirements for appointment under Article IV of these Bylaws.



(4)   Advise the facility Director, through the Chief of Staff of any and all changes and/or modifications made to any currently active state medical license within 30 days of noted change and/or modification.  Note: A change or modification refers to any alteration to the information on file by the state medical board, to include but not limited to, licensure status change (i.e. restriction/probation), malpractice allegations, criminal charges (i.e., misdemeanors, felonies), convictions, imprisonments, and administrative or judicial professional malpractice proceedings.


(5)   Contribute to, and abide by, a high standard of ethics in professional practice and professional conduct.


e.
Abide by the Medical Staff Bylaws, Rules and Regulations and all other lawful standards and policies of the facility and VHA.

f.  
Prepare and complete, in a timely manner within the Joint Commission requirement of 30 days, the required clinical record of all patients for whose care is provided at NCHCS.  Reference, Bylaws, Rules and Regulations, Section E. Medical Records.   

g.
Provide training and education to residents and interns assigned to their services as approved by the affiliate. 

ARTICLE IV:  APPOINTMENT AND INITIAL CREDENTIALING
Section 1.
General Provisions

a.
All members of the Medical Staff as defined in Article III, Section 1.b. who hold clinical privileges will be subjected to full credentials review at the time of initial appointment, appraisal or reappraisal for the granting of clinical privileges and after a break in service of more than 30 workdays as outlined in the Article.  Credentials that are subject to change during leave of absences will be subjected to review at the time the individual returns on duty.


b.
Appointments to the Medical Staff occur in conjunction with VA employment or utilization under a VA contract or sharing agreement.  The authority for these actions is based upon:

(1) Provisions of 38 U.S.C. in accordance with Department of Veterans Affairs Manual MP-5, Part II, Chapter 2 and its supplements and to Title 5 regulations 316.402(a), 315.501, 315.502 and applicable Agreement(s) of Affiliation in force at the time of appointment.


(2) Federal law authorizing VA to contract for health care services.


c.
Probationary Period. Initial and certain other appointments made under 38 U.S.C. 7401 (1), 7401(3), 5 U.S.C. 3301 are probationary.  During the probationary period, professional competence, performance and conduct will be closely evaluated under applicable VA policies and procedures.  If, during this period, the employee demonstrates an acceptable level of performance and conduct, the employee will successfully complete the probationary period.  Supervisors and managers apply similar processes to the evaluation of individuals employed under provisions of 38 U.S.C. 7405 and those utilized under sharing agreements.

Section 2.
Application Procedures


a.
Providers seeking initial Medical Staff privileges within NCHCS will be required to complete the VHA’s secure on-line Federal Credentialing Program application VETPRO, complete privileging documents, and be prepared to submit to random drug testing.  Access and step-by-step instruction for completing the on-line application will be granted to the applicants by the Medical Staff office once written notification is received from the appropriate Service Chief and approved by the Chief of Staff.

b.  
Applicants for appointment shall submit a completed VA Form 10-2850, “Application for Physicians, Dentists, Podiatrists, and Optometrists” or  as appropriate applicants will submit OF 612, “Optional Application for Federal Employment.”



(1)   Items specified in Bylaws Article III, Section 2, Qualifications for Medical Staff membership:

· Active, current full and unrestricted License.

· Education.

· Relevant Training and/or Experience.

· Current Competence. 

· Current BCLS, ACLS or ATLS, as appropriate or as indicated by VHA Policy.

· Physical and Mental Health Status.

· Response Time for Residence (for on-call responsibility).

· English Language Proficiency (Policy Statement 05-52).
· Professional Liability Insurance (contracted practitioners).



(2)   Citizenship.  Applicants must be a citizen of the United States, except when it is not possible to recruit qualified citizens.  Practitioners otherwise eligible for Medical Staff appointment who are not citizens will be eligible for consideration for appointment with proof of VISA status, and documentation from Immigration and Naturalization Service of employment authorization, pursuant to qualifications as outlined in 38 U.S.C. 7405 and VA Manual MP-5, Part II, Chapter 2.



(3)   References.  Names and addresses of a minimum of three (3) individuals who are qualified to provide authoritative information regarding training/experience, competence, health status and/or fulfillment of obligations as a Medical Staff member within privileges requested. At least one of the references must be from the current or most recent employer(s) or institution(s) where clinical privileges are/were held. In the case of individuals completing residencies, one reference must come from the residency program director.

(4)   Previous Employment.  Applicants must list all health care institutions where the practitioner is/has been appointed or employed, including:

· Name of health care institution or practice.

· Term of appointment or employment.

· Privileges held and any disciplinary actions taken against privileges, including suspension, revocation, limitations, or voluntary surrender.

(5) DEA (Drug Enforcement Administration) Registration.  

· Of those who have it, individual DEA registration.

· Previously successful or currently pending challenges to DEA registration or the voluntary relinquishment of such registration.



(6)   Challenges to License, including whether a license or registration ever held to practice a health occupation by the practitioner has been suspended, revoked, voluntarily or involuntarily surrendered, not renewed, or put on probation.



(7)   Status of any professional malpractice claims made against the practitioner in the practice of any health occupation.  (Note: Final judgments or settlements or professional liability actions are a minimum requirement.)



(8)   Voluntary or involuntary termination of Medical Staff membership or voluntary or involuntary limitation, reduction, or loss of clinical privileges at another health care facility.



(9)  Pending challenges against the practitioner by any hospital, licensing board, law enforcement agency, professional group or society.


            (10)   Picture identification to ensure that he/she is the individual identified in the credentialing documents is verified by Human Resources.

            (11)   Authorization for Release of Information including written consent to the inspection of records and documents pertinent to the applicant’s licensure, training, experience, current competence, and health status.
(12) National Provider Identifer (NPI) received from National Plan and Provider Enumeration System (NPPES) as mandated by  Health Insurance Portability and Accountability Act of 1996 (HIPAA).

(13) Background checks will be conducted by Human Resources as part of the hiring process.


c.
Documents required (primary source obtained by the Medical Staff Office) in addition to those listed above include:



(1)   Documentation of current or most recent clinical privileges held.



(2)   Verification of status of licenses for all states and territories in which the applicant has ever held a license.



(3)   For foreign medical graduates, evidence and verification of the ECFMG (Educational Commission for Foreign Medical Graduates) certificate.



(4)   Evidence and verification of Board Certification, if claimed.



(5)   Verification of education credentials used to qualify for appointment (and privileges) includes all postgraduate training.



(6)   Evidence of submission of written queries to primary source verifying agencies such as the Federation of State Medical Boards (FSMB), State Licensing Board (SLB), National Practitioner 

Data Bank (NPDB), the Department of Health and Human Services, and Office of Inspector General’s (OIG),  for all members of the Medical Staff and those practitioners with clinical privileges.



(7)   Confirmation of declaration of health status.



(8)   Results of review of Department of Health and Human Service Office (DHHS), of the Inspector General (OIG) List of Excluded Individuals and Entities (LEIE).



(9)   Electronically signed agreement of the applicant to follow the Bylaws, Rules and Regulations, and to provide continuous care of his/her patients, as stated in the online VETPRO credentials application.  

NOTE:  Verification is defined as primary source documentation by letter, telephone call, or computer printout or in the case of confirmation of board certification, by listing in specific directories.  Reference  VA Handbook 1100.19 on Credentialing and Privileging of Physicians and Dentists..


d.
Burden of Proof  The applicant has the burden of obtaining and producing all needed information for a proper evaluation of applicant professional competence, character, ethics, and other qualifications. The information must be complete and verifiable. The applicant has the responsibility for furnishing information that will help resolve any doubts concerning such qualifications. Failure to provide necessary information within 45 days of request may serve as a basis for denial of employment consideration.
ARTICLE V:  CLINICAL PRIVILEGES

Section 1.
General Provisions

a. Facility, setting specific privileges are granted for a period of two years. These privileges 

will run for the period from the date of the Director’s signature. 

b. Biennial reappraisal of each Medical Staff member who holds clinical privileges is 

required and will be accomplished utilizing the VETPRO system as done at the time of initial application.  Reappraisal includes a review of performance and evaluation of the individual’s physical and mental status, as well as assessment of the individual’s current privileges. It also requires documentation of continuing medical education that complies with the issuing states licensure renewal requirements. Reappraisal is initiated by the Medical Staff Office personnel once the need for renewal of clinical privileges has been confirmed by the practitioner’s Service Chief.
c. Any Medical Staff member may request a change in clinical privileges if the member believes such a change is warranted as a result of additional training, experience or change in circumstances.  Practitioners requests for modification/additions of existing clinical privileges or new 

privileges are made by submission of a formal request for the desired change(s) with full documentation to support the change. The request form is submitted to the PSB for review, approval or denial. A period of proctoring with a member of the Medical Staff or with some other professional as determined by the Clinical Service Chief, PSB or Chief of Staff may be necessary whenever clinical privileges are expanded. The PSB shall recommend approval of changes in clinical privileges to the Chief of Staff, the Chair, MEC, and then to the facility Director for final review and approval.


d.
Requirements and processes for requesting and granting privileges are the same for all practitioners who hold privileges, regardless of type of appointment or utilization authority under which they function, their professional discipline, or their position.


e.
Practitioners with clinical privileges are assigned to and have clinical privileges in one clinical service, but may be granted clinical privileges in other clinical services.


f.
Exercise of clinical privileges within any service is subject to the rules of that service and approval by the Service Chief or designee.


g.
When granting of certain clinical privileges is contingent on appointment to the faculty of UC Davis School of Medicine, loss of faculty status results in termination of those privileges specifically tied to the faculty appointment.

Section 2.     Process and Requirements for Requesting Clinical Privileges


a.
Burden of Proof. The practitioner requesting clinical privileges must furnish all information needed for a proper evaluation of professional competence, conduct, ethics and other qualifications. The information must be complete and verifiable. The practitioner is responsible for furnishing information that will help resolve any doubts concerning such qualifications. Failure to provide necessary information within 45 days may serve as a basis for denying clinical privileges.

b. All practitioner requests for clinical privileges must be made in writing and include

 privileges requested, from among those delineated by the various services, level (category) of practice, and specific procedures that conform to VANCHCS format.


c.
The practitioner applying for initial clinical privileges must submit a complete application for privileges that will include:



(1)   Complete appointment information as outlined in Section 2 of Article IV.



(2)   Application for clinical privileges as outlined in Section 2b of this Article.


d.
The practitioner applying for clinical privileges subsequent to those granted initially will provide the following information:



(1)
Application for clinical privileges as outlined in Section 2b of this Article.  (Since practice and techniques and facility mission change over time, it is expected that modifications, additions or deletions to existing clinical privileges will occur. Practitioners are encouraged to consider carefully and discuss appropriateness of specific privileges with the appropriate Service Chief prior to formal submission of the request).



(2)
Supporting documentation of professional training and/or experience not previously submitted.



(3)
Physical and mental health status as it relates to his/her ability to function within privileges requested must be documented in their credentials file. VHA Handbook 1100.19, requires a signed health statement indicating that no health problems exist that could affect the practitioner’s practice and this is confirmed by their new Service Chief. When applicant’s ability (based on health) to perform privileges is in doubt, an evaluation by an external and/or internal source may be required.

(4) Continuing Medical Education (CME) that meets their state licensing board 
requirements for licensure renewal.  The CME must be related to the area and scope of clinical privileges taken during the two-year period being examined for reappraisal.  Documentation of completion will be accomplished by completing the NCHCS Continuing CME Credits document or the TEMPO Training Tracking report.  NCHCS encourages practitioners to provide the necessary information to have all training (CME, BCLS, and/or ACLS/ATLS) entered into the TEMPO Training Tracking Program. (Other independent practitioners will comply with their state licensing board for CME requirements, i.e., psychologists, dentists, optometrists, podiatrists, and chiropractors)
(5)      Status of all licenses and/or certifications held.  Any sanction(s) by a hospital, 
state licensing agency, DHHS LEIE list, or any other professional health care organization; voluntary or involuntary relinquishment of licensure or registration; any malpractice claims, suits, or final judgments or settlements, reduction or loss of privileges at any other facility or hospital within 15 days of the adverse action.    



(6)  Advise the facility Director, through the Chief of Staff of any and all changes and/or modifications made to any currently active state medical license within 30 days of noted change and/or modification.  Note: A change or modification refers to any alteration to the information on file by the state medical board, to include but not limited to, licensure status change (i.e., restriction/probation), malpractice allegations, criminal charges (i.e., misdemeanors, felonies), convictions, imprisonments, and administrative or professional judicial malpractice proceedings.
NOTE: Disclosure of any prior Medicare or Medical sanction or any Medicare, Medical sanction received while working for NCHCS, via moonlighting, private practice etc, from a Federal agency (HCFA) must be disclosed. 


(7)   Names of other hospitals at which privileges are held and copies of privileges held.


e.
Bylaws Receipt and Pledge.  Prior to the granting of clinical privileges, Medical Staff members or applicants will receive a copy of the Bylaws and sign an electronic pledge as stated in the on-line VETPRO credentials application, agreeing to provide for continuous care of their patients and to abide by the professional obligations therein.

f.
Verification

(1)
Verification of credentials prior to granting of initial privileges will be accomplished as described in Article IV, Section 2, “Application Process.”



(2)
Before granting subsequent clinical privileges, the Chief of Staff will ensure that the following information is on file and verified with primary sources, as applicable:

· Current and former licenses in all states.

· Current and former DEA license and/or registration.

· National Practitioner Data Bank query.

· Results of review of Department of Health and Human Service (DHHS), Office of the Inspector General (OIG) List of Excluded Individuals and Entities (LEIE).

· Physical and mental health status information from applicant.

· Physical and mental health status confirmation and professional competence information from peers, and/or Service Chief.

· Continuing education.

· Board certification(s).

· Relevant information from Organizational Performance Improvement activities and any results of peer review of the practitioner’s clinical performance. 

Section 3.
Credentialing Process:  

a.
NCHCS adheres to the credentialing and privileging processes outlined in VHA Handbook 1100.19, Credentialing and Privileging.  Verification and risk assessment involves the following three major parameters:



(1)
Current Licensure:  Practitioners must be appropriately licensed to practice as health care providers and verification of licensure is done prior to the granting of initial privileges, re-privileging, and at the time of each practitioner’s professional license expiration.



(2)
Education and Relevant Training:  Primary source verification will be done whenever feasible from the original source of the specific credential.  Reliable secondary sources of primary source verification may be utilized after documenting inability to obtain primary source verification.



(3)
Experience, Ability and Current Competence:  At the time of initial credentialing application, renewal of privileges and/or revision of privileges, a written peer recommendation may be obtained for proficiency in six areas of General Competencies to include:

(1) Patient Care:  

(2) Medical/Clinical Knowledge

(3) Practice-Based learning and Improvement

(4) Interpersonal and Communication Skills

(5) Professionalism

(6) Systems-Based Practice

Section 4.      Credentials Evaluation and Maintenance


a.
Determination will be made (through evaluation of all credentials, peer recommendations, and available quality of care information including Medical Staff monitors) that the practitioner applying for clinical privileges has demonstrated current competence in professional performance, judgment and clinical and/or technical skill to practice within clinical privileges requested.


b.
Effort will be made to verify, with primary sources, all credentials claimed. A good faith effort in the form of two written or telephone attempts will be made to verify all credentials claimed.

NOTE:  If the search for documents is unsuccessful or primary source documents are not received after a minimum of two requests, full written documentation of these efforts, in the form of a report of contact, will be placed in the folder in lieu of the document sought. It is suggested that no more than 30 days elapse before the attempt is deemed unsuccessful.  It is further recommended that the practitioner be notified and involved in the attempt to obtain the necessary documentation.


c.
A Credentialing and Privileging folder will be established and maintained for each practitioner requesting privileges. These folders will be the responsibility of the Chief of Staff and will contain all documents relevant to credentialing and privileging. At any time that a folder is found to lack required documentation for any reason, effort will be made to obtain the documentation. When it is not possible to obtain documentation, an entry will be placed in the folder stating the reason. The entry will also detail the effort made to obtain the information with dates and signature of the individual(s) responsible for the effort. The Medical Staff office will secure all credentialing and privilegeing folders and release information contained in the folders on a need-to-know basis.


d.  Privileges may be reduced or terminated voluntarily at any time, if Medical Staff members make formal requests for such reductions or terminations and give full explanations why such requests should be granted.

Section 5.
Recommendations and Approval


a.
Peer recommendations will be obtained from individuals who can provide authoritative information regarding an applicant’s training/experience, professional competence and conduct and health status. Peer recommendations should include written information regarding the practitioner’s current:



(1) Medical/Clinical Knowledge



(2) Technical and Clinical Skills



(3) Clinical Judgment



(4) Interpersonal Skills



(6) Professionalism
b.
The Service Chief, to whose service the applicant for clinical privileges is assigned, is responsible for assessing all information, both initially and for reappraisal, and recommending approval of clinical privileges. This responsibility includes queries to all other facilities where the practitioner has held or holds privileges:



(1)
Recommendation for initial privileges will be based on determination that applicant meets criteria for appointment and clinical privileges for the service including requirements regarding education, training, experience, references and health status.



(2)
Recommendation for clinical privileges subsequent to those granted initially will be based on, at least, reappraisal of physical and mental health status, peer recommendations from two (2) peers of the same specialty (other than the Service Chief), continuing education, professional performance, judgment and clinical and/or technical skills, and Service Specific Provider Profile information. Service Specific Profile may include, but is not limited to, quality of care including results of monitoring, performance improvement activities, evaluation activities such as surgical case review, drug usage evaluation, medical record review, blood usage review, pharmacy and therapeutics review, monitoring and evaluation of quality and appropriateness of clinical aspects of patient treatment and risk management activities, aggregate practitioner data as applicable, and clinical service and/or facility monitors. The Clinical Service Chief and, if applicable, the Clinical Section Chief will complete the “Assessment by Section and Service Chief for Renewal of clinical Privileges” attestation page that denotes a provider’s current competence and performance activities during the past renewal cycle. It also requires documentation of continuing medical education that complies with state licensure renewal requirements. Letters of recommendation in the form of a competency questionnaire will be sent to the deparment chairs or Service Chiefs at other facilities of providers with little to no VA patient activity during their two-year reprivileging cycle.

c.
The Credentials/PSB, is one of the Executive Committees of the Medical Staff called upon on an as-needed basis to review credentials, Medical Staff appointments and recommend clinical privileges, based on each applicant’s successfully meeting the requirement for clinical privileges as specified in these Bylaws, determine base pay, and approve all Medical Staff appointments. The Board’s responsibility is to:

(1) Review and act on matters concerning appointments, advan​cements, and the 

granting of clinical privileges for physicians, dentists, podiatrists, optometrists, psychologists and chiropractors; scope of practice for physician assistants, certified nurse anesthetists, nurse practitioners and clinical pharmacists; and review and act on matters concerning appointments and advancement of physician assistants and respiratory therapists.

(2) Review and act on employment applications and determine whether the applicant 

meets the requirements set forth in VA qualification standards. Sound professional and administrative judgment will be exercised in reviewing applications to ensure appointment of the best-qualified personnel.  All applicants, following board actions, will be informed of the status of their applications. Those who are found ineligible for appointment will be informed of the reason.

              (3)   Execute the Board Action, VA Form 10-2543.

                            (4) Make recommendations to the Chief of Staff and facility Director regarding appointments, advancements, appointment levels and/or rate of pay and appropriate clinical privileges to be granted as well as any privileging actions.

d.
Clinical privileges are acted upon by the Director of VANCHCS within 45 days of receipt of a fully complete application for clinical privileges that includes all requirements set forth in Article V, Section 2.

e.
Approved clinical privilege documents are placed in the individual practitioner

credentialing and privileging folder. Electronic copies of the delineation of privileges are made available to the practitioner, Service Chief, Site Manager, or Chief Medical Officer, and others who have a need to know for comparison with practitioner orders, privileges and procedures.
Section 6.   Ongoing Professional Practice Evaluation (OPPE)

        a.  OPPE allows the Medical Staff to identify, on an ongoing basis, professional practice trends that impact on quality of care and patient safety.  Each service will define the specific criteria relevant to that service that will be included in an OPPE.  Specific criteria should include (but not be limited to):

              (1)  Quality of patient care  

              (2)  Medical/Clinical knowledge

              (3)  Practice-based learning improvement

              (4)  Interpersonal communication skills

              (5)  Professionalism

              (6)  Systems based practice

  b.  OPPE data must be aggregated and may come from a variety of sources consisting of but not be limited to data that are not integrated into performance improvement activities such as:

              (1)  Operative and other clinical procedures and morbidity and mortality data,

              (2)  Patterns of blood and pharmaceutical usage,

              (3)  Requests for tests and procedures,

              (4)  Length of stay patterns,

              (5)  Practitioner’s use of consultants, and

              (6)  Other relevant criteria.

        c.  In using aggregate data, the Service Chief will compare the individual practitioner against the aggregate, when feasible (i.e., data that are not collected for the specific purpose of specific care issues or resource utilization.  Data will be collected by each service through a review by peers of medical records, direct observation, monitoring of diagnostic and treatment techniques and may also include collection of information from other members of the health care team.  Data on provider workload and provider practice patterns will also be available by downloading a provider’s profile via a VISTA software program.  

        d.  Data on each provider will be reviewed by the service chief or their designee and will include aggregate data when appropriate, for the comparison of providers to their peers.  

        e.  Documentation of ongoing professional practice review for each provider will be maintained by each service A one page summary form of the OPPE will be obtained by the Medical Staff Office at the time of re-credentialing.

        f.  Trends in the provider’s data that raise questions about the professional practice of that provider will result in a Focused Professional Practice Review (FPPE).  Service chiefs will use the FPPE form provider by the Medical Staff Office for the reviews and will maintain the completed documentation in the provider’s profile located in their service.

Section 7.  
Focused Professional Practice Evaluation (FPPE):  

An FPPE evaluation process allows the organized medical staff to utilize a focused evaluation on a specific aspect of a practitioner’s performance under the following circumstances:


a.
 When a newly privileged practitioner has the credentials to suggest competence, but additional information or a period of evaluation is needed to confirm competence in the organization’s setting.


b
 When questions arise regarding a practitioner’s professional practice during the course of Ongoing Professional Practice Evaluation.


c When a practitioner requires preceptorship for a new procedure or modality, Approval for New Procedures, Techniques, or Treatment Modalities to be performed.


d.  When other Service-specific criteria trigger a question about competency. 

             e. When there is a sentinel event associated with a specific practitioner, a serious practitioner-specific complaint, a provider-specific tort settlement, significant safety violation, or repeated or egregious unprofessional behavior.  

             f.  When the Peer Review Committee’s threshold for a service-specific FPPE referral is met.  

Section 8. 
Credentialing Advanced Practice Registered Nurses (Nurse Practitioners and Clinical Nurse Specialists 


a.
All APRNs who practice within the facility, ambulatory care settings, Home Based Primary Care, at the Community Based Outpatient Clinics (CBOCs), and within the Research setting, must be credentialed in accordance with VHA Handbook 1100.19, Credentialing and Privileging and Directive 2001-022, Implementation of VetPro, VHA’s Electronic Credentials Data Bank, and JCAHO standards. Credentialing is accomplished through VetPro at the time of initial appointment and biennially at the time of credential renewal.


b.

The Medical Staff Office will obtain primary source verification for Nurse Practitioners and Clinical Nurse Specialists (initial and renewal applications) as outlined in the VHA Directive 1100.19, Credentialing and Privileging.


c.
One of the  three peer appraisals required for initial and one of the two required for renewal applications shall be from  the collaborating physician.


d.     Performance Improvement (PI) data and/or peer review assessments will be utilized when appropriate by the  collaborating physician or designee during the biennial credential renewal process. 

Section 9.
Exceptions

a. 
Military reservists who are called to active duty will have their Medical Staff 

privileges placed in a Deployment/Activation Status. The credentials files continue to remain active with the privileges in this status.  Upon return from active duty:

(1) The provider will update his/her Credentials File including answering the standard 

Supplemental Questionnaire updating licensure information, health status, and professional activities while on active duty. In instances where the provider was not providing clinical care while on active duty, the provider in cooperation with the Service Chief, Cred/PSB must consider the privileges held prior to the call to active duty and whether a request for modification of these privileges should be initiated, on a short term basis.  

(2) The Medical Staff office in accordance with VHA policy and Joint Commission

 Standards will confirm this information and submit it to the Credentials/PSB for recommendation and approval to restore the provider’s privileges to Current and Active Status from Deployment/Activation Status. 

Note:  The date of the original clinical privileges will continue to be the date of the restored clinical privileges.  

 b.       Temporary clinical privileges for emergent or urgent patient care needs may be granted at the time of a temporary emergency appointment for a limited period of time, not to exceed 45 working days, by VA Northern California Health Care System (NCHCS) Director or Acting Director, in the absence of the Director, on the recommendation of the Chief of Staff.  Temporary privileges will be based on documented evidence of current state license, queries, including National Pracititioner Data Bank, Federation of State Medical Boards and List of Excluded Individuals & entities, as well as  other reasonable information concerning training and current competence related to the privileges to be granted.  Full credentialing will be initiated the next administrative day.

c.        Disaster privileges may be granted when the emergency management plan has been 

activated and the organization is unable to handle the immediate patient needs. The Medical Staff  begins the verification process of the credentials and privileges of individuals who receive disaster privileges as soon as the immediate situation is under control.  The facility Director, Chief of Staff or their designee(s) has the option to grant disaster privileges upon presentation of any of the following:

(1) A current picture hospital ID card.

(2) A current license to practice and a valid picture ID issued by a state, federal or

regulatory agency.

(3) Identification indicating that the individual is a member of a Disaster Medical

Assistance Team (DMAT).

(4) Identification indicating that the individual has been granted authority to render

 patient care, treatment, and services in disaster circumstances (such authority having been granted by a federal, state, or municipal entity).

(5) Presentation by current hospital or Medical Staff member(s) with personal knowledge

 regarding practitioner’s identity.


d.        Emergency care may be provided by any individual who is a member of the Medical Staff or who has been granted clinical privileges, within the scope of his/her license, to save a patient’s life or save the patient from serious harm.  Properly supervised members of the house staff may also provide emergency care.


e.         Telemedicine/TeleconsultatioinTeleradiology credentialing and privileging is accomplished for those practitioners who are providing telemedicine or teleradiology to NCHCS veterans in accordance with VHA Direcitve 2001-055 “Credentialing and Privileging of Telemedicine and Telehealth Services Provided in Hospital and Clinics”,  VHA Directive 2002-042, “The Credentialing and Privileging of VHA Health Care Providers Remotely Delivering Health Care to Patients at Home, In Vet Center, and in Non-Health Care Setting Via Telemedicine and/or Telehealth as well as these bylaws.
(1) Practitioners providing only teleconsultation services must be appointed, credentialed, and privileged at the site at which the practitioner is physically located when providing teleconsultatioin services. These practitioners’ credentials must be shared with the facility receiving the teleconsultatioin services using shared access of the VetPro file.

(2) Telemedicine services are being provided by the practitioner who directs, diagnoses, or otherwise procides clinical treatment (i.e., teleradiology, teledermatology, etc.) to parients via a telemedicine link, the practitioner must be appointed, credentialed, and privileged at the facility which receives the telemedicine services (patient site), as well as at the site providing the service.


ARTICLE VI:
CORRECTIVE ACTION, FAIR HEARING AND APPELLATE REVIEW
Section 1.
Denial of Medical Staff Appointment

When the review of credentials and recommendations that are contained in a complete application result in a denial of an appointment, the applicant will be notified in writing by the Chief of Staff. The notification will briefly state the basis for the action. 

Section  2.  
Actions Against Clinical Privileges


a.
When recommendations regarding clinical privileges are adverse to the applicant, including, but not limited to, reduction and revocation, procedures specified in VHA policy on credentialing and privileging will be followed (VHA Handbook 1100.19, Credentialing and Privileging).


b.
Generally disciplinary and performance based privilege changes are undertaken after due process procedures consistent with those outlined in VHA policy (Handbooks 1100.19 and 1100.17) on credentialing and privileging and National Practitioner Data Bank Reports, as applicable, are exhausted.  The mechanism for fair hearing is also delineated in the VHA Handbook.
c. The NCHCS facility Director, on recommendation of the Chief of Staff, may summarily

suspend privileges, on a temporary basis, pending the outcome of formal action when there is sufficient concern regarding patient safety or specific practice patterns consistent with requirements outlined in VHA Handbook 1100.19.  Summary suspension pending comprehensive review and due process is not reportable to the NPDB. However, the notice of summary suspension to the practitioner should include a notice that if a final action is taken, it will be reported to the NPDB. The notice should also contain the due process rights.   Automatic suspension by the Director will occur, upon loss of licensure by a practitioner. 


d. When specific clinical privileges are contingent upon appointment to the faculty of affiliates, loss of faculty status results in administrative suspension and termination of those privileges specifically tied to the facilty appointment.

Section 3.
Reduction and Revocation of Privileges

a.         Reduction of privileges may include, but is not limited to, restricting or prohibiting performance of selected specific procedures, or prescribing and/or dispensing controlled substances. Reduction of privileges may be time limited and/or have restoration contingent upon some condition, such as demonstration of recovery from a medical disabling condition or further training in a particular area. Requirements of 38 U.S.C. are protective of full time permanent staff and therefore will likely result in duplicate hearings. 

b.     Revocation of privileges refers to the permanent loss of all clinical privileges.

c.    When it is determined by the Service Chief/Product Line Chief that it is necessary to

reduce or curtail any or all clinical privileges of a member of the Medical Staff on the basis of deficiencies in professional performance, the Service Chief/Product Line Chief will submit a memorandum proposing action to the the Chief of Staff. The Chief of Staff will forward the Service Chief’s memorandum to the Credentials/Professional Standards Board for a preliminary review of the Service Chief recommendations. The review will determine if there is enough information to proceed with an appointment of a Credentials/PSB Ad Hoc Panel. The Credentials/PSB may need to obtain further information from the Service Chief/Product Line Chief. Once established, the Credentials/PSB Ad Hoc Panel may recommend summary suspension of the practitioner during the review period. Within 20 days, the Credentials/PSB Ad Hoc Panel will render a recommendation as to the validity of the alleged deficiencies in professional performance. The recommendations of the Credentials/PSB will be forwared to the CAC (or chair only) for review and approval and then on to the facility Director. If the alleged deficiencies are sustained, the practitioner will receive written notice of the proposed changes in privileges from the COS. The notice will include a discussion of the reason (s) for the change. The notice should also indicate that if a reduction or revocation is effected based on the outcome of the proceedings, a report will be filed with the NPDB, 

with a copy to the appropriate SLB in all states in which the practitioner holds a license and in the state in which the facility is located.  The notice will include a statement of the practitioner’s right to be represented by an attorney or other representative of the practitioner’s choice throughout the proceedings.


d.     The practitioner will be allowed to review all evidence not restricted by regulation or statute upon which proposed changes are based.  Following the review, the practitioner may respond in writing to the COS’s written notice of intent.  The practitioner must submit a response within 10 workdays of receipt of the notice of intent.  If requested by the practitioner, an extension can be granted.   


         e.     All information developed up to this point with respect to the proposed reduction of a member’s privileges will be forwarded to the facility Director for a decision. If the practitioner disagrees with the facility Director’s decision, a hearing may be requested. The practitioner must submit the request for hearing within 5 workdays after receipt of the decision.  



   f.    Upon receipt of a request for a hearing, the facility Director will appoint a review panel of three professionals within five workdays to conduct a review and hearing. At least two members of the review panel will be members of the same profession. During the hearing, the practitoner has the right to be present throughout evidentiary proceedings be represented by counsel or a representative of the member’s choice, to cross-examine witnesses, and to purchase a copy of the transcription of the proceedings. The panel will complete its review and submit its report to the facility Director within fifteen workdays who has the aurthority to accept, reject, accept in part, or modify the review panel’s recommendations.  Additional time may be permitted for extraordinary circumstances or cause.



 g.    Upon receipt of the panel’s report, the facility Director has the authority to accept, reject, accept in part, or modify the review panel’s recommendations.  The facility Director will issue a written decision within ten workdays of the day of receipt of the panel’s report. If the practitioner’s privileges are reduced, the written decision will indicate the reasons for the change. The signature of the facility Director constitutes a final action and the reduction is reportable to the NPDB.



 h.     If the practitioner wishes to appeal the facility Director’s decision, they may submit a written appeal to the Director,Veterans Integrated Service Network (VISN21) within five workdays of receipt of the  decision. This appeal option will not delay the submission of the NPDB report. The VISN Director will provide a written decision based on the record within twenty workdays. The decision of the VISN Director is final.


i.       Recommendations to revoke a practitioner’s privileges will be made by the Credentials/PSB, Medical Staff Executive Committee, based upon review and deliberation of clinical performance and professional conduct information. When revocation of privileges is proposed and combined with a proposed demotion or dismissal, the due process rights of the practitioner will be afforded by the hearing provided under the dismissal process. Dismissal constitutes a revocation of privileges, whether or not there was a separate and distinct privileging action, and will be reported without further review or due process to the NPDB. When revocation of privileges is proposed and is not combined with a proposed demotion or dismissal, the due process procedures under reduction of privileges above will pertain.  


j.
After due process has been completed, the Service Chief will take appropriate measures to reduce or limit privileges, to discharge the full-time permanent employee or to separate a non-permanent employee.  Such procedures will be conducted in a timely fashion and will be coordinated with the Chief, HRMS or a designee.


k.
Loss of partial or complete clinical privileges including separation because of physical or mental disability will be processed in accordance with Federal law and VHA regulations.  In the event of a possible agency-initiated disability retirement, representation will be allowed as provided by law.


l.  In instances where revocation of privileges is proposed for permanent employees appointed under 38 U.S.C. 7401 (1), the revocation will be combined with proposed action to discharge the employee under 38 U.S.C., Part V, Chapter 74.  


m.  For probationary employees appointed under 38 U.S.C. 7401 (1) the proposed revocation will be combined with probationary separation procedures contained in MP-5, Part II, Chapter 4 and its VHA supplement. For employees appointed under 38 U.S.C. 7405, the proposed revocation will be combined with action to separate the employee under the provisions of MP-5, Part II, Chapter 9 and its VHA supplement.  

n.  When the revocation of privileges is proposed for employees not covered above, consideration must be given to discharging or removing the employee, as applicable.  

Section 4.
Reporting Adverse Actions


a.
Disclosure of information to State licensing boards regarding practitioners separated from VA service will be completed in accordance with VHA Handbook 1100.18, Reporting and Responding to State Licensing Boards.

b.  
Disclosure of information to the National Practitioner Data Bank through State licensing boards regarding adverse action against clinical privileges of more than 30 days will follow provisions of the VHA Handbook 1100.17 titled National Practitioner Data Bank Reports.

Section 5.  
Suspensions:


a.
The facility Director may, on the recommendation of the Chair, MEC, summarily suspend (30 days or less) privileges, on a temporary basis, pending the outcome of formal action when there is sufficient concern regarding patient safety or specific practice patterns consistent with requirements outlined in VHA Handbook 1100.19, Credentialing and Privileging.  When summary suspension is being considered, legal counsel will be advised and consulted.  Legal counsel should be sought early when the performance of a member of the Medical Staff is such that, in the opinion of the Clinical Service Chief or higher level supervisor, the staff member’s continued exercise of clinical privileges would likely lead to serious harm to patients.  


b.
Automatic suspension of clinical privileges shall occur whenever the license (or equivalent legal credential) of a Medical Staff member is revoked or restricted, or if the individual fails to renew the professional license prior to expiration.  The automatic suspension shall be for the same time period that such license (or equivalent legal credential) is suspended.  No right to a hearing or appellate review exists under these conditions.


c.
Automatic suspension of the right to prescribe medications covered by Drug Enforcement Agency (DEA) number will occur whenever a DEA number is revoked or suspended.  The Medical Staff member is immediately and automatically divested of any right to prescribe covered by the DEA number.  No right to a hearing or appellate review exists under this condition. 

d.
Clinical privileges of members of the Medical Staff may be administratively suspended for major or intractable delinquencies of medical records or for failure to meet other professional obligations.

Section 6.
Reporting Malpractice Payments

Disclosure of information regarding malpractice payments, determined by an off-station peer review panel related to substandard care, professional incompetence, or professional misconduct on the part of the practitioner will follow provisions of VHA Handbook 1100.17, entitled “National Practitioner Data Bank Reports (NPDB)”, and Policy Statement OOQ-5 “Tort Claims Analysis and Reporting.”.
Section 7.
Termination of Appointment
Termination of Medical Staff appointments will be accomplished in conjunction with and follow procedures for terminating appointments of practitioners set forth in MP-5, Part II, Chapters, 8, and 9, MP-5, Part 1, Chapters 752, 315, 831, and 316, and Federal and VA Acquisition regulations.


Section 8.   
Impaired Provider

NCHCS provides for a mechanism to educate and address the Medical Staff about licensed independent practitioner health issues, address prevention of physical, psychiatric or emotional illness and to facilitate confidential diagnosis, treatment and rehabilitation of those practitioners who suffer from a potentially impairing condition.  See Policy Statement 11-42, “Management of the Impaired Clinician” for further details.

Section 9.
Self-Governance Actions

a.
The facility Director acts as the Governing Body of VANCHCS and is responsible for proper and efficient management of the facility.


b.
The Chief of Staff is the senior administrative physician in charge of professional services.  The Chief of Staff plans, directs and coordinates activities of the clinical professionals and has direct responsibility for organization and administration of the Medical Staff and for proper functioning of the clinical organization. The Chief of Staff is directly responsible to the VANCHCS Director for the quality of professional care provided in the facility.


c.
Each service, which is a component of the Medical Staff, is directed by a Service Chief.  Responsibilities include:



(1)
Being accountable for all professional and administrative activities within the service.



(2)
Monitoring the quality and appropriateness of patient care and professional performance provided by members with clinical privileges in the service through a planned and systematic 

process. This includes patient care review, ongoing monitoring of practice credentials review and privileges delineation, medical education, and utilization review.



(3)
Recommending clinical privileges for each member of the service.


(4)
Being involved in planning VANCHCS facilities, equipment purchases and continuing education programs.

FAIR HEARING PROCESS

	PROCESS
	RESPONSIBILITY
	TIME LINE

	Service Specific QI Review
	
	

	  1.  Service to gather information on alleged substandard care or other deficiencies (Protected under 38 USC 5705).

  2.  Service Chief to write a memo to COS with practitioner QI data.

  3.  COS to review memo from Service Chief & recommend if applicable, a PSB Ad Hoc review.
	Service Chief

Chief of Staff
	D

	Ad Hoc PSB Management Review
	Ad Hoc PSB
	D+10

	3. Summary Suspension (can occur anywhere in the process if patient safety issue)
	Facility Director  (representing the Governing Body)
	

	4.   1.  The practitioner will receive notification of privileging action.
5.   2.  The Governing Body (Director) will implement (if applicable) a summary suspension.
6.   3.  Letter of summary suspension will be delivered to the practitioner with outline of the entire process.
	
	

	MEC Review of PSB Recommendations
	Facility Director/COS/QM
	D+20

	COS reviews with Service Chief and determines if they agree with recommendations
	
	

	COS and Service Chief meet with Director and determine action by Director (letter to practitioner as to outcome)
	
	

	PROCESS
	RESPONSIBILITY
	TIME LINE

	Provider response and Credentials/PSB Ad Hoc recommendations forwarded to Director for decision
	
	

	Director provides final decision with input from COS and Service Chief.
	
	

	Due Process & Fair Hearing Procedures with Panel of Peers
	COS/QM
	

	  1.  Practitioner has a right to representation, to purchase a transcript, review evidence and right to cross-examine.  

  2.  Upon receipt of Ad Hoc MEC recommendations, Practitioner has a right to request from Governing Body a Hearing.

  3.  Governing Body to set-up review panel of 3 professionals, 2 of whom should be from the impacted Service.

      a.  Chair, Hearing Panel to submit written report back to Governing Body.

  4.  The Governing Body will render a written decision after review of the Hearing Panel’s final report.

  5.  The Governing Body will send a letter to the practitioner and his/her Service Chief of final action.  


	
	D+43

D+58

D+72

D+78

D+83

	Reduce or Revoke Clinical Privileges
	Governing Body
	

	  1.  If the Governing Body reduces or revokes the practitioner’s clinical privileges, the practitioner’s name is submitted to the NPDB.  


	
	D+87

	VISN Director Appeal Process
	VISN 21 Director
	

	  1.  Governing Body to send letter to Practitioner of reduction or revocation of privileges & notification that he/she has 20 days to appeal in writing to Director, VISN 21.
	
	D+90

	Report to State Licensing Board(s)
	
	

	  1.  Practitioner Must be Reported to State Licensing Board(s) via VISN and VACO.
	
	


ARTICLE VII:  ALLIED HEALTH PROFESSIONALS
Section 1.  
Qualifications:


a.
Allied Health Professionals shall be subject to the qualification requirements contained in VHA and/or Office of Personnel Management regulations and specific state licensure requirements.  Their responsibilities are described under scopes of practice.  Scopes of practice shall be reviewed and approved by the PSB and the MEC, with final approval by the facility Director, on a biennial basis.


b.
Training, experience, and current continuing competence qualify them as Allied Health Professionals and shall be sufficient to permit them to:




(1)  Exercise judgment within their areas of competence, provided that a member of the Medical Staff has the ultimate responsibility for patient care;




(2)  Participate directly in the management of patients under the supervision or direction of a physician member of the Medical Staff;




(3)  Make entries in patients’ medical records within the limits established by the Medical Staff.




(4)  Prescribe certain medications under approved protocols with specific state furnishing licensure under the supervision or direction of a physician member of the Medical Staff.  This applies to APRNs, CRNAs, and PAs.  The supervising physicians must be identified and must approve the specific protocols in writing.  

Section 2. 
Credentialing Advanced Practice Registered Nurses (Nurse Practitioners and Clinical Nurse Specialists 


a.
All APRNs who practice within the facility, ambulatory care settings, Home Based Primary Care, at the Community Based Outpatient Clinics (CBOCs), and within the Research setting, must be credentialed in accordance with VHA Handbook 1100.19, Credentialing and Privileging and Directive 2001-022, Implementation of VetPro, VHA’s Electronic Credentials Data Bank, and JCAHO standards. Credentialing is accomplished through VetPro at the time of initial appointment and biennially at the time of credential renewal.


b.  All scopes of practice for Nurse Practitioners and Clinical Nurse Specialists will be reviewed and updated biennially by the Credentialing Committee/ PSB and forwarded to the MEC for review and recommended approval.  


c.
The Medical Staff Office will obtain primary source verification for Nurse Practitioners and Clinical Nurse Specialists (initial and renewal applications) as outlined in the VHA Directive 1100.19, Credentialing and Privileging.


d.
One of the three peer appraisals required for initial and one of the two required for renewal applications shall be from a collaborating physician.


e.  Performance Improvement (PI) data, continuious on going monitoring, Provider Profile, and/or peer review assessments will be utilized when appropriate by the Clinical Service Chief, collaborating physician, or designee during the biennial credential renewal process. 
Section 3.  Credentialing Certified Registered Nurse Anesthetists (CRNAs), Physician Assistants (PAs), Pharmacists and other Allied Health Professionals: 


a.
The PSB will review and recommend approval of all initial and renewal credentialing packets and scopes of practice for CRNAs and PAs.  Scopes of practice for allied health professionals will be reviewed biennially by the PSB and MEC.  


b.
The Pharmacy Professional Standards Board will review and approve all credentials, competence and performance improvement data for Pharmacists.


c.
All remaining licensed Allied Health Professionals will have their credentials reviewed by HRMS and the respective service of the Allied Health Professional. 

ARTICLE VIII:
ORGANIZATION OF THE MEDICAL STAFF
Section 1.  
Officers
The VA has no requirements for “Officers” of the Medical Staff.  The Chief of Staff functions as the President of the Medical Staff.  The method of selection, qualifications, responsibilities, tenure of office, and conditions and mechanisms for removing from office will be in accordance with applicable VHA Policy and Regulation. Referenced policies include: Qualifications, VHA MP-5, Part II, Chapter 2, Appendix B, VHA M-2, Part 1, Chapter 1, “Chief of Staff Responsibilities,” MP-5, Part II, Chapter 4 (Probationary Period), Chapter 6 (Proficiency Rating System), Chapter 8 (Disciplinary Actions), Chapter 9 (Separations), or Chapter 10 (Physical Requirements), and the VHA Supplements.  Proposals to remove the President of the Medical Staff will be directed to and coordinated through the facility Director.

Section 2.
Leadership


a.
The Chief of Staff functions as the President of the Medical Staff.


b.
The Medical Staff, through its committees, boards, functional teams, services and Service Chiefs, provides counsel and assistance to the Chief of Staff and VANCHCS Director regarding all facets of the patient care services and programs including continuous quality and performance improvement, goals and plans, mission and services offered.


c.
All Active and Associate Medical Staff are eligible for membership on the Executive Committees of the Medical Staff.

ARTICLE IX:
STANDING COMMITTEES/BOARDS/TEAMS
Section 1.
Executive Committees of the Medical Staff


a. The Clinical Advisory Committee (CAC) functions as one of the Executive Committee of the Medical Staff.



(1).
Size, Membership

The Clinical Advisory Committee (CAC) will be chaired by the Chief of Staff. Medical Staff representation will include Chiefs of Medicine, Surgery and Dental; Associate Chiefs of Staff for Ambulatory Care and Mental Health; the Chief Medical Officers (or physician in charge) of the medical center and outpatient clinics;  Site Managers (if a practitioner); site Quality Improvement (QI) Committee Chairpersons and Chiefs, Radiology, Pathology/Laboratory, Physical Medicine/Rehabilitation, Neurology, Social Work, Pharmacy, Associate Chief of Staff of Nursing and selected Medical Staff practitioners. The Quality Manager, Patient Safety Officer, the site QI Coordinators, and Administrative Assistant to the Chief of Staff are also ex-officio members without voting power.  

(2)
If needed, the Chair of the CAC is responsible for presenting  recommendation(s) requiring final action by the Governing Body.

(3)
Function:




(a)
Act for the Medical Staff between staff meetings.




(b)
Act to ensure effective communication between the Medical Staff and the VANCHCS Director.




(c)
Make recommendations directly to the governing body (facility Director) regarding the:





(1)
Structure of the Medical Staff.





(2)
Mechanism used to review credentials and to delineate clinical privileges.





(3)
Mechanism by which membership on Medical Staff may be terminated (in accordance with VHA mechanisms).





(4)
Mechanism for fair-hearing procedures (consistent with approved VA mechanism.).





(5)
Medical Staff ethics and self-governance actions.





(6) 
Receive, review, discuss and act on (during committee) reports, results and recommendations of clinical peer reviews, morbidity & mortality reviews, root cause analysis, and reports from Medical Staff committees including those with quality of care responsibilities, clinical services, and assigned activity groups. 




(d)
CAC will meet at least quarterly on the second Thursday of each month or at the call of the chair.



(e)
Review the functions of all other mandatory committees listed below and ensure that all services described in M-1, Part 1, Chapter 1, Change 6, Paragraph 1.79 are accomplished.


              

(f)
Ensure that all Medical Staff attends appropriate training including compliance training.

              

(g)        In collaboration with the Credentials/Professional Standards Board, 

recommend to the facility Director whether or not an employed or separated, independently privileged licensed health care professional, whose behavior or clinical practice so substantially failed to meet general accepted standards of clinical practice as to raise reasonable concern for the safety of patients, should be reported to the State licensing board (s).

b.
The Credentials/Professional Standards Board is another of the designated Executive Boards of the Medical Staff, and will meet at least quarterly at the call of  the chair and will:


(1)  The Credentials/Professional Standards Board will be chaired by the Chief of Ambulatory Services. Medical Staff representation will include Chiefs of Surgery, Dental, Physical Medicine/Rehabilitation; Chief Medical Officer-Oakland, Assistant Chiefs of Medicine, Mental Health; Assistant Chief of Anesthesiology, Co-Chief of Radiology, and Medical Director of Center for Rehabilitation and Extended Care. 



(2)   Review and act on matters concerning appointments, advancements, and the granting of clinical privileges for physicians, dentists, podiatrists, optometrists, clinical psychologists, and chiropractors; scope of practice for physician assistants, certified nurse anesthetists, nurse practitioners and clinical pharmacists; and review and act on matters concerning appointments and advancements of physician assistants and respiratory therapists.



(3)   Review and act on employment applications and determine whether the applicant meets the requirements set forth in VA qualifications standards. Sound professional and administrative 

judgment will be exercised in reviewing applications to ensure appointment of the best-qualified personnel.  All applicants, following board action will be informed of the status of their applications. Those who are found ineligible for appointment will be notified of the reason.  



(4)   Determine mechanisms used to review credentials and delineate clinical privileges.



(5)   Review the credentials and recent clinical experience of each practitioner; recommend to the Chief of Staff and facility Director the particular clinical privileges that should be granted.


              (6) Review an individual’s qualifications for advancement by an examination of appropriate documentation to make recommendations to the Chief of Staff and facility Director based on their findings.



(7) Execute Board Action, VA Form 10-2543.



(8) Review all applications for reappraisal and renewal of clinical privileges as well as requests for additional privileges from all practitioners in the facility that holds clinical privileges.

(9)  Make appropriate recommendations to the Chief of Staff and facility Director 

regarding the renewal or addition of clinical privileges, based on the documents reviewed as well as any adverse action affecting privileges.

(10) In collaboration with the Clinical Advisory Committee, recommend to the Chief of 

Staff and facility Director whether or not an employed or separated, independently privileged licensed health care professional whose behavior or clinical practice so substantially failed to meet general accepted standards of clinical practice as to raise reasonable concern for the safety of patients should be reported to the State licensing board (s).
(11) Review and approve criteria for granting clinical privileges for each service 

through the  delineation forms.

(12) Make appropriate recommendations to the Chief of Staff and facility Director 

regarding limiting, suspending or revocation of clinical privileges.


            (13)  Determining mechanisms by which membership on the Medical Staff may be terminated according to the provisions of VHA Handbook 1100.19, Credentialing and Privileging.

Section 2: 
Other Committees of the Medical Staff:

1) Leadership Forum; 2) Medical Records; 3) Pharmacy and Therapeutics/MUE; 

4 ) Facility Education; 5 ) Ethics Consultation Service Functional Team; 6 ) Continuing Medical Education; 7 ) Critical Care; 8 ) Information Management Functional Team;  9) Provision of Care Functional Team; 10)  Patient and Family Education Functional Team;  11) Resource Management Functional Team;  12) Management of Human Resources Functional Team; 13) Operative and Invasive Procedures Committee; 14) Peer Review Committee; 15) Tumor Board 16) Access Functional Team; 17) Patient Flow (Inpatient redesign) Functional Team and 18) Infection Control Functional Team.  Sacramento VA Medical Center (VAMC), the Center for Rehablitation and Extended Care (CREC) and each outpatient clinic maintain a Quality & Performance Improvement Committees where local QI activities are reported and discussed. Pertinent QI issues and/or recommendations from the clinic or any of the functional teams or committees listed above are presented to the EMB and to the Governing Body. The Leadership Forum is a meeting that provides for the sharing of information. The functional teams and the Executive Management Board (EMB)  address clinical and administrative issues, quality and performance improvement issues and activities from the administrative and clinical services. The VANCHCS Director may, on the recommendation of the Chief of Staff, appoint member(s) of the Medical Staff to other Ad Hoc committees dealing with specific issues.  Further details on any of the committees or functional teams can be found in PS 00-11 “Format for Committee and Clinic Level QI Staff Meetings” in the appendices.

Section 3.
Committee Records


a.
Committees prepare and maintain minutes of findings, conclusions, recommendations, actions and follow-up.  The minutes will be forwarded in a timely manner through channels established by the Medical Staff to the Quality Management Office. Issues from the minutes can be forwarded for action to a functional team, CAC or EMB. Quarterly reports are provided at the Leadership Forum from all of the Functional Team leaders. Reports may include quality improvement activities and system issues. 


b.
Provide for appropriate and timely feedback to the services regarding all information concerning the service and its providers.

Section 4.
Committee Attendance

Active Medical Staff members, or their designated alternates, will attend at least 50% of meetings or committees of which they are members unless specifically excused by the committee chairperson for 

appropriate reasons, i.e., illness, leave, clinical requirements, etc.  

ARTICLE X:
CLINICAL SERVICES
Section 1.
Characteristics


a.
Clinical Services are organized to carry out services under the leadership of the Service Chief or Chief Medical Officer of the respective program or site.  Clinical Services are offered by the medical and dental staff which is comprised of the following: 1) Medical Service and sections of Cardiology, Allergy/Immunology, Dermatology, Nutrition & Food Service, Endocrinology, Gastroenterology, Hematology-Oncology, Infectious Diseases, Pulmonary, Rheumatology, Renal Medicine, and Clinical Based Home Care Program; 2) Surgical Service and sections of Anesthesiology, Gynecology, Neurosurgery, Vascular Surgery, Ophthalmology, ENT, Orthopedics, and Urology; 3) Neurology Service; 4) Mental Health Services which include Psychiatry Services, Substance Abuse Treatment Program, Psychology Services; Post Traumatic Stress Disorder; Opiod Replacement Therapy; 5) Rehabilitation Medicine Service, including Physical Therapy and Occupational Therapy; 6) Medical Staff Support Services are provided by Radiology, Nuclear Medicine, Pathology and Laboratory Medicine Service, Pharmacy Service, and Audiology and Speech Pathology Services.


b.
The OPC, SVAMC and/or the CREC meetings that discuss the quality and appropriateness of patient care provided by the staff shall be held at least quarterly.  Minutes accurately reflecting the findings, conclusions and actions taken during the meetings must be kept with a copy forwarded to Quality Management (QM) office.  The QI Committee via the chair or QI coordinator will report, verbally or in writing to the CAC, all system issues and Level 2 or 3 cases for review, discussion and action.  

Section 2.
Functions:


a.
Provide for continuous quality and performance improvement within the service/clinic/site including consideration of findings based on ongoing monitoring and evaluation of quality, which may focus on any of the nine dimensions of quality, including access, efficacy, availability, timeliness, effectiveness, continuity, safety, efficiency, respect and caring and appropriateness of care and treatment provided to patients (including that provided under temporary privileges or emergency care privileges), patient satisfaction activities, risk management, patient safety activities, and utilization management.


b.
Assist in identification of important aspects of care for the service/clinic, identification of indicators used to monitor quality and performance outcomes.


c.
Maintain records of meetings that include conclusions, recommendations, actions taken, evaluation and follow-up.


d.
Develop criteria for recommending clinical privileges for its members.


e.
Define/develop clinical privileges statements including levels (or categories) of care that currently include: Outpatient ambulatory, medical center, ICU, urgent, specialty, and subspecialty levels.

f.
Develop policies and procedures to assure effective, integrated management, ethics, safety, communication and quality within the service/clinic/medical center.

g.
Continuing assessment and implementation of current National Patient Safety Goals.

Section 3.
Selection and Appointment of Service Chiefs

The NCHCS Director has the authority to recruit and select Service Chiefs.  Service Chiefs will be board certified or board eligible within the respective specialty they are being hired for. NCHCS will notify the Network Director and the VACO Service Director of the selection 

Section 4.
Duties and Responsibilities of Service Chiefs 

Service Chiefs are responsible and accountable for:


a.
Supervising all professional and administrative activities within the service including selection, orientation, continuing education of staff and recommending a sufficient number of qualified and competent persons to provide care, treatment, and service.


b.
Monitoring and evaluating the quality of care and treatment provided (including access, efficiency, effectiveness and appropriateness) to patients served by the service/clinic/site and clinical/professional performance of all individuals with clinical privileges in the service/clinic/medical center in accordance with VA and Joint Commission requirements and standards.

c.
Ensuring compliance within the service of any internal, external, Joint Commission or other  regulatory agency requirements.

d.
Assuring that individuals with clinical privileges provide service only within the 

scope of privileges granted.


e.
Recommending to the Medical Staff the criteria for clinical privileges in the service after the development and approval of such criteria by the service members.


f.
Recommending appointment and clinical privileges for each member of the service/clinic and others requesting privileges within the service.
g.
Encouraging practitioners to provide the necessary information to have all training, 
including but not limited to, CME, BCLS and/or ACLS/ATLS, training entered into the TEMPO education tracking program.

h.
For those services that participate in training programs, supervision of those medical 

students, interns, residents and fellows will be accomplished in accordance with the current version of VHA Handbook 1400.1, Resident Supervision and the VANCHCS Education Service and PS 11-14, “Supervision of House Officers” and PS 11-28, “Monitoring of Resident Supervision.” 

i.
For those services which conduct operative or invasive procedures, processes measured 

encompass any or all of the following:  1) selecting appropriate procedures;  2) preparing the patient for the procedure;  3) performing the procedure and monitoring the patient; and,  4) providing for post procedure care and postoperative patient education.  Procedures selected for measuring on a continuous basis include 

those with:  (1) high volume; (2) high risk or performed when not indicated, or not performed when indicated; or (3) are likely to be problem prone. 


j.  Ensuring appropriate and timely documentation of medical record information by practitioners assigned to the service in accordance with PS BDMS, “Medical Records Documentation,” and VHA Handbook 1907.1, “Health Information Management and Health Records.”

k.  Ensuring providers within their service are aware of the need to respond in a timely manner to e-mail communication (i.e., requests from Medical Staff Office, Compliance, Health Information Management, or Coding regarding documentation).

ARTICLE XI:
MEDICAL-DENTAL STAFF MEETINGS
1.
The Medical Staff meets as a whole semi-annually.

2.
Regular meetings are convened at the call of the chairperson. Special meetings may be convened at the call of the Director or Chief of Staff, or upon the request of a majority of the Medical Staff.

3.
Medical Staff members will attend their service/site/medical center staff meetings and meetings of committees of which they are members unless specifically excused by the committee chairperson for appropriate reasons, e.g., illness, leave, or clinical requirements.

4.
Medical Staff members, or their designated alternates, will attend at least one meeting each year of the Medical Staff as a whole unless specifically excused by the committee chairperson for appropriate reasons, e.g., illness, leave, or clinical requirements.

5.
Members of the active and associate Medical Staff are voting members.  Attendance of active and associate staff members is expected for all Medical Staff meetings unless members are previously excused for good cause or absent because of emergency.

6.
Minutes of all meetings will reflect (at minimum) attendance, absences, issues discussed, conclusions, actions, recommendations, evaluation and follow-up.

7.
A quorum for purposes of Medical Staff meetings, committee meetings, and service staff meetings is defined as at least fifty percent of the members of the Medical Staff or committee.

ARTICLE XII:
CONFIDENTIALITY-AUTHORIZATIONS-IMMUNITY
Section 1:  Confidentiality of Information

Section 5705, Title 38, United States Code was enacted to protect the integrity of the VA’s medical quality assurance program by making confidential and privileged certain records and documents. Disclosure of records and documents made confidential and privileged by regulations may only be made in accordance with the provisions stated therein.  Disclosure of records and documents that are not confidential and privileged by 38 U.S.C. 5705 will be governed by provisions of the Freedom of Information Act, the Privacy Act, HIPAA and/or other VA confidentiality statutes.

Section 2:  Authorizations

By applying for or exercising clinical or practice privileges within VA Northern California Health Care Systems, a health practitioner:

a.
Authorizes representatives of VANCHCS and the Medical Staff to solicit, provide, and act upon information bearing, or reasonably believed to bear, on his/her professional ability and qualifications.


b.
Authorizes persons and organizations to provide information concerning the practitioner to VANCHCS and its Medical Staff.


c.
Agrees to be bound by the provisions of this Article and to waive all legal claims against any representative of the Medical Staff or VANCHCS who acts in accordance with the provisions of this Article.

d. Acknowledges that the provisions of this Article are express conditions to an application 

for appointment and the application for clinical privileges or the continued exercise of clinical privileges at this VANCHCS. 

 Section 3:  Immunity from Liability for Actions Taken and Information Provided

Each representative of the Medical Staff and VA NCHCS acting pursuant to these Bylaws shall be exempt, to the fullest extent permitted by law, from personal liability to an applicant or staff member for damages or other relief for any action taken or statements or recommendations made within the scope of his/her duties or as permitted by law, or for providing information concerning any person who is or has been an applicant to a member of the staff, or who did or does exercise clinical privileges or provides services at this facility pursuant to applicable law.  
ARTICLE XIII:
RULES

The Medical Staff shall adopt such rules as may be necessary to implement more specifically the general principles found within these Bylaws and guidelines of the Governing Body, subject to approval of the VANCHCS Director.  Such rules and regulations shall be part of these Bylaws.

ARTICLE XIV:
 AMENDMENTS
1.
The Bylaws and Rules are reviewed at least biennially by the Medical Staff, revised as necessary to reflect current practices with respect to Medical Staff organization and functions, and dated to indicate the date of last review.  Proposed amendments to the Bylaws, Rules and attendant policies may be submitted in writing to the Chief of Staff by any Service Chief or member of the Medical Staff.  Services impacted by changes in a policy will review and concur prior to submission for final approval by the facility Director.  All Active and Associate Medical Staff members will receive written notice of proposed changes to the Bylaws and Rules and ballot to be returned within 30 days by mail or electronically. Adopted changes to the Bylaws and Rules will be circulated to the Medical Staff at the Clinical Advisory Committee and or Medical-Dental Staff meeting.

2.
Written text of proposed significant changes is provided to the Medical Staff members and others with clinical privileges with time for review and notice of date for formal consideration.

3.
 Station Policy containing rules and regulations relating to roles and/or responsibilities of members of  Medical Staff and allied health professionals in the care of hospitalized, urgent, ambulatory, home based, mental health, and long term care patients will be reviewed every two years.

4.
All changes to the Bylaws require action by both the Medical Staff and VANCHCS Director.  Neither may amend the Bylaws unilaterally.

5.
Changes become effective when approved by the VANCHCS Director.

ARTICLE XVI:
ADOPTION
These Bylaws, together with the appended Rules and Regulations, shall be adopted upon recommendation of the Active and Associate Medical Staff. These Bylaws may be adopted or amended by a majority of the votes submitted and received by mail or electronically in response to a written notice of the proposed adoption or amendment(s) therein, given at least a month in advance. Amendments so made shall become effective when approved by the Director and shall replace any previous Bylaws, Rules and Regulations.

Adopted by the Medical Staff of VA Northern California Health Care System, Clinical Advisory Committee on this

RECOMMENDED:

____________________________________

William T. Cahill, M.D., M.B.A.

Chief of Staff

VA NCHCS

APPROVED:

____________________________

Brian J. O’Neill, MD
Director

VA NCHCS

RULES AND REGULATIONS

A.
GENERAL

1.
The Rules and Regulations relate to role and/or responsibility of members of the Medical Staff and Allied Health Professionals with clinical privileges, in the care of inpatient (acute and long term care), urgent, home based and ambulatory patients in different levels of acuity and needs in various settings throughout the NCHCS.  Rules and regulations are issued by the Department of Veterans Affairs within the matrix of VA handbooks, manuals, directives, etc., which are elaborated in local system policy and procedures that are available to the Medical Staff. The following NCHCS rules and regulations serve the Medical Staff to provide the highest quality of medical care.

2.
Rules and regulations of  services will not conflict with each other, with bylaws, rules, regulations and policies of the Medical Staff or requirements of the Governing Body.

3.
Each Medical Staff member will be responsible for carrying out these rules and regulations to assure compliance with the standards of the Joint Commission on Accreditation of Healthcare Organizations and the rules of the Department of Veterans Affairs.  

B.
PATIENTS’ RIGHTS

a.  Patients’ Rights and Responsibilities

The Medical Staff will support the rights of each patient and their family in accordance with the Department of Veterans Affairs and as outlined in system-wide established policy and procedures, Policy 

Statement 00-70, “Patient Rights and Responsibilities.”

b.   Pain Management
The Medical staff will support the rights of each patient to have his/her pain screened, assessed and treated.  When appropriate, a pain treatment plan is documented with adequate and appropriate intervention(s) and/or medication in accordance with the Department of Veterans Affairs Policy as outlined in the system-wide Policy Statement 11-50, “Pain Management.”
c.  Ethical Dilemmas
If a staff member wishes to access the Bioethics Advisory Functional Team, the member will follow the mechanism described in the Policy Statement 00-11, Appendix 29, “Bioethics Advisory Functional Team” to discuss and resolve ethical issues. 


d.  Advance Directive
The Medical Staff will support the right of patients who are interested in completing a living will or who have an advance directive and want to participate in the formulation of a living will, if they so choose in accordance with Policy Statement 11-5,  “Advance Directive.”

e.   Organ/Tissue Donation
Patients or their legal next-of-kin have the right to donate organs/tissue if they choose to do so.  All deaths in the hospital/CREC should be considered for possible organ/tissue donations according to the established criteria.  See Policy Statement OO-15,  “Organ Donor Policy.”

f.   Human Research 

Patients have the right to agree to participate in research and, at the same time, they have the right to know that research requirements have been followed. NCHCS is responsible for the protection of research subjects from undue risk and from deprivation of personal rights and dignity. This protection is best ensured by consideration of two issues, which are the touchstone of ethical research.  Reference Policy Statement 151-4, “Research on Human Subjects.” 

(1)  That voluntary participation by the subjects, indicated by free and documented 

informed consent is ensured; and

(2)  That an appropriate balance exists between potential benefits of the research to the 

subject or to society and the risks assumed by the subject. 


g.    Informed Consent
(1) The Medical Staff will support the right of each patient to informed consent for 

treatments and procedures in accordance with Joint Commission guidelines, VA directives contained within VHA Handbook 1004.1 “Informed Consent,” and local Policy Statement-11-61 “Informed Consent for Surgeries and Other Procedures.”

(2) Informed consent should:

(a) Be consistent with legal requirements and ethical standards (e.g. potential 

conflict of interest where the clinician is also the researcher).



        (b) Be documented in the medical record before commencement of the procedure or treatment for which it is required. See Policy Statement BDMS-23, “Medical Record Documentation.”



(3) Informed consent will be in accordance with Policy Statement 11-61, “Informed Consent for Surgeries and Other Procedures.” The informed consent will be completed in it’s entirety, i.e., including all signatures (patient, physician, and witness).


(4) Submission of surgical specimens will be in accordance with the published current NCHCS Laboratory Users Manual.

C.
GENERAL RESPONSIBILITY FOR CARE
1.
Conduct of Care

a. Management of the patient’s general medical condition is the responsibility of a qualified 

physician member of the Medical Staff. A licensed nurse practitioner or certified physician’s assistant with an approved Scope of Practice will be assigned a primary physician supervisor.

b. All individuals will provide the same level of patient care with delineated clinical privileges, 

within and across departments/services/sites and between all staff members who have clinical privileges.

c. A comparable level of quality of surgical and anesthesia care will be in place in all areas 

where these services are offered.

2.
Emergent Services
a. Basic emergent medical care is provided to those patients who present to the 

clinic/hospital. Patients are evaluated, treated, hospitalized or transferred to other facilities with appropriate arrangements in accordance with assessed medical needs.

b. Urgent care is guided by written policies and procedures at each site where urgent care is 

provided. Policies include referral of patients who do not have urgent medical needs and patients who do not have legal eligibility for care.

3.
Admissions
a. Practitioners with admitting privileges to the Medical Center or Center for Rehabilitation 

and Extended Care (CREC) are (a) members of the Medical Staff, (b) others with clinical privileges or (c) scope of practice with authority to admit. Medical Staff with admitting privileges are limited to those who hold privileges in Medical Service, Surgical Service, Neurology Service, Dental Service, Mental Health, and Nurse Practitioners whose scope of practice specifically allows them to admit patients.  Medical Staff will adhere to policy and procedures defined by the CREC or the medical center. See PS BDMS-20 “Admissions.” All admissions or transfers into the CREC and SVAMC require completion of admission/transfer order in CPRS.
b.     A history and physical examination (H & P) will be performed by a physician, dentist
within 24 hours of hospital admission, 48 hours for subacute (Transitional Care Program) admission and 72 hours for long term care admission (CREC).  If someone other than the attending provider for the acute inpatient facility completes the H&P, to meet the requirements, the attending physician must physically meet, examine, and evaluate the patient within 24 hours of admissions including weekends and holidays.  Documentation of the supervising practitioner’s findings and recommendations regarding the treatment plan must be in the form of an independent progress note or an addendum to the resident/NP/PA note, which must be entered by the end of the calendar day following admission. If the supervising practitioner note is written later than 24 hours after the patient’s admission the supervising practitioner should identify the time the patient was evaluated.   If someone other than the attending provider for the subacute or long term care completes the H&P, the attending physician must physically meet and examine, and evaluate the patient within 48 for subacute and 72 for long term care of admission including weekends and holidays. Documentation of the supervising practitioner’s findings and recommendations regarding the treatment plan must be in the form of an independent progress note or an addendum to the resident/NP/PA note, which must be entered by the end of the 48/72 hours respectively.  An interval H&P reflecting any subsequent changes may be used in the patient record, in lieu of the standard long H&PE, when a patient has been re-admitted to the hospital, subacute or CREC (within 30 days of the last admission for the same or similar condition).  This interval H&P will be completed when it is professionally determined that such an examination, in conjunction with the prior examination, is adequate to reflect a comprehensive current physical assessment.  An interval H&P is a progress note with all up-to-date data and changes from the previous H&P and must include the date the original H&P was performed and indicate that (a) the H&P is still accurate, (b) an appropriate assessment was completed on admission confirming that the necessity for the procedure or care is still present, and (c) the patient’s condition has not changed since the H&P was originally completed, or any changes are documented. On a case-by-case basis, other health care providers may be granted authority to perform histories and physicals, e.g., Nurse Practitioners or Physician Assistants whose scope of practice specifically provides for such duties. If an H&P is done by those other than a physician so privileged, the H&P will be countersigned by a physician within 24/48/72 hours of the H&P or prior to any major diagnosis or therapeutic intervention, whichever occurs first.  Reference Policy Statement 11-6, “History and Physical Examinations” and Policy Statement BDMS-23, “Medical Record Documentation.”
               c.    Practitioners will assess and document all changes in the patient’s condition in the medical 

record progress notes on a daily basis for inpatients at SVAMC and at least once in the first 30 days for long term care (CREC), and at least once prior to discharge for planned lengths of stay of 30 days or less for subacute and CREC.  .  



  d.   Reports of procedures, tests, and results shall be documented in the medical record.  

Evidence that such information was used in determining patient care is required.



   e.  All physicians performing operative and/or invasive procedures must be specifically credentialed to perform the procedures as outlined in Policy Statement OOQ-03, “Credentialing and Privileging"; and Surgery SOP 112-3, " Surgery Policies and Procedures.”  



   f.  The Director of the ICU has the responsibility to prepare policies regarding criteria for admission to and discharge from the critical care unit.  Reference ICU Standards of Care.  

g.  A pre-opertive diagnosis is entered immediately prior to surgery by the physician responsible for the patient.

h.  A postoperative progress note or typed operative note is entered  immediately following surgery and prior to transfer to the next level of care.  It must record the name of the primary surgeon, assistants (if applicable), findings, technical procedures used, specimens removed, and postoperative diagnosis.
4.

Consultations 
a. The Medical Staff through its Clinical Service Chiefs shall assure that appropriate 

consultations are requested. Any member of the Medical Staff may be requested to provide consultation within his/her area of expertise. Policies guiding consultation referrals among the clinics and other VAMCs are covered in Policy Statement 11-9, “Consultation Referrals.” Requirements of referrals are delineated in the Computerized Consult Program.  Consultation is urged for the following situations:

(1)   When the patient needs care that falls outside the scope of practice 

and clinical privileges of the physician in charge of the patient’s care.

(2)   When the patient is not a good risk for an operative procedure.

(3)   Where the diagnosis remains obscure after ordinary diagnostic procedures have 

been completed.

(4)   Where there are significant differences as to the best choice of therapy.

(5)   In unusually complicated situations where specific skills of other practitioners may 

be helpful.

(6)    When specifically requested by the patient or family.

(7)    For all patients who have attempted suicide or who have had self-administered 

chemical overdoses, mental health consultation will be provided.

b. A Medical Staff, house staff member or Registered Nurse Practitioner will initiate an electronic consultation.  Other health care providers may request a consultation by a physician only after obtaining approval from a member of the Medical Staff and must submit the request in the approving Medical Staff member’s name. Reference Policy Statement 11-40, “Patient Care Orders.”
c. Consultation requests will clearly set forth the problem and provide information

requested including urgency.  Consultations will be electronically sent and reflect the examination of both the patient and the medical record.  

d. A consultant must be well qualified to give an opinion in the field in which it is 

sought.  The status of the consultant is determined by the Medical Staff on the basis of the individual’s training, experience and competency.  Residents or fellows may act as consultants when approved by the Clinical Service Chief but all consultation notes should document the involvement of the appropriate Medical Staff member on the consulting service. Documentation of evidence of resident supervision for consultative services will be in accordance with the current version of VHA Handbook, 1400.1, “Resident Supervision” and PS 11-14, “Supervision of House Officers,” derived from the current version of VHA Handbook 1400.1, “Resident Supervision.”

e.     A satisfactory consultation includes an examination of the patient and 

the medical record. When operative procedures are involved, the results of the consultation, except in an emergency, shall be reported prior to the operation.

f.    The Clinical Service Chiefs will make certain that members of their staffs provide timely consultation as needed.

g.   The responsibility for determining policy regarding consultation requests rests with 
the Clinical Service Chiefs and/or sub-specialty section chiefs. Consultations should be provided with a high level of professional competency, efficiency and promptness both for continuity and quality of patient care, as well as for educational purposes. Fellows or advanced residents may respond to consultation requests. Documentation of attending involvement will be in accordance with the current version of VHA Handbook 1400.1, Resident Supervision and PS 11-14, “Supervision of House Officers.”

h.    Appropriate medical ethics should be followed in consultations. The findings 

and opinions of  the consultant should be limited to the clinicians involved.  Patients should not be advised by the consultant without the attending staff’s prior knowledge and consent.

  

  i.    The Director of the ICU is responsible for developing written guidelines on consultations for patients in special care units.  These guidelines are available for review in the current ICU Standards of Care.



  j.    Consultation with Surgical Service or Neurology and Rehabilitation Service is required when patients are being admitted from the Urgent Care Center and Admissions to either of those services.


  
 k.    Detailed guidelines on obtaining consultation for surgical patients are provided in the current Surgery SOP-112-3 "Surgical Policy and Procedures.”.





 l.    Detailed guidelines on the method of obtaining psychiatric consultation and emergency assistance from Mental Health Service are provided in Policy Statement 116-7, "Psychiatric Consultations and Emergencies,”

5.  
Transfers
a. Physicians have the responsibility for ensuring that the coordination of transfers to or from 
SVAMC, or between units within the hospital, the clinics, other VA facilities and the CREC or non VA facilities are handled appropriately such that continuity of care is maintained.   Medical Staff providers will document in the medical record an electronic progress note when transfers occur from one nursing care unit, clinical service or Medical Staff member to another.  The content of this note must provide a concise recapitulation of the hospital course to date, include the indications for transfer, and must be developed in a manner to assist the receiving unit, service, or Medical Staff member in providing continuity of care.  The physician must document the transfer note prior to the patient’s transfer. Completion of transfer orders in CPRS are required on all patients transferring between levels of care (hospital to long term care or vice versa) or between VA facilities (San Francisco VAMC and Palo AltoVAMC) or non-VA (contract nursing home care).  For more details see Policy Statement BDMS-23,  “Medical Record Documentation” and Policy Statement BDMS-16, “Referral and Transfer of Patients Between Facilities.”
b. Policies guiding transfer of patients for care to other facilities will provide for the inclusion of 

appropriate examinations, medical evaluation, diagnostic tests and responsibility for the patient during the transfer in accordance with Policy Statement BDMS-16, “Referral and Transfer of Patients Between Facilities,”

c. Policies will address the transfer of patients who are eligible for VA care as well as 

unemancipated minors and those receiving humanitarian care.  Emergency transfer and hospitalization guidelines are covered in Policy Statement BDMS 16, “Referral and Transfer of Patient Between Facilities” and Policy Statement 00-22, “Patient Antidumping Statute”

For more details, see VHA Directive 97-00, “Inter-facility Transfer Policy, Policy Statement 11-4, “Acceptance of Inter-VA Transfers; Policy Statement  BDMS-20,  “Admissions"; Policy Statement 122-6, “Inpatient Discharge Plannng at Sacramento VAMC.”

6.
Discharge
a. Discharge planning is an essential component of quality health care and promotes effective 

utilization of resources. Effective discharge planning begins at the time of admission or as early as feasible, and is based upon multidisciplinary collaboration.  

b. The goal of discharge planning is to ensure continuity of care in the return of the patient to 

the community at his/her optimal level of physical and psychosocial functions. A discharge summary needs to be prepared for all releases from VHA care including short stays (48 hours or less), deaths, AMA, and transfers to other levels of care such as VHA domicilary care. VHA nursing home, or other VHA Facilities and will be dictated or electronically entered within 24 hours of discharge/death. The discharge summary must contain those items required in the Joint Commission and VHA standards.  Responsibility for the preparation of the discharge summary and for its content rests exclusively with the member of the Medical Staff having primary care responsibility for the patient. If not the author,  the attending staff physician will review the summary to ensure all documentation standards are present, make appropriate revisions via an addendum, and indicate approval/authentication by co-signing.  See Policy Statement BDMS-23, “Medical Record Documentation,” and VHA Handbook 1907.01, “Health Information Management and Health Records”  for the specific format for the discharge summary and appropriate contents of the discharge summary.

c. All discharges are planned in advance to ensure implementation of all services needed for 

quality aftercare. For more details, see Policy Statement 122-6, “Inpatient Discharge Planning at Sacramento VAMC.”

d. Patients are discharged from the medical center, special care unit, urgent care, primary care 

clinics, clinic services, and/or CREC services only upon order of the physician, Nurse Practitioner or Physician Assistant whose scope of practice specifically allows them to discharge on consultation with the supervising physician. 

e. Discharge from care is criteria based, initiated as early as determination of need is made, and 

is documented in the medical record. The record should reflect continuity of care wherever possible.

(1)
The Director of the ICU is responsible for ensuring that there are discharge policies 

for the critical care unit patients.  

(2)
The Chief, Anesthesiology Service, is responsible for ensuring that there is discharge 

policies for the Post-Anesthesia Care Unit.

               f.  Medical Staff members are required to document a discharge/transfer/AMA or death progress note or complete the discharge instructions “10-9798M” form at the time of discharge.    Discharge/transfer/AMA or death progress notes completed by NP’s or PA’s require countersignature by the attending.  The discharge/transfer/AMA/death progress note will be completed in addition to a formal hospital summary.  A formal hospital summary does not substitute for a discharge progress note and/or instruction form.


         g.  All discharges or transfers out require completion of discharge/transfer orders in CPRS, as well as a discharge/transfer progress note and a discharge/transfer discharge summary.

7.  

Telemedicine / Teleradiology

Telemedicine or teleradiology involves the use of electronic communication or other communication technologies to provide or support clinical care at a distance. Telemedicine/teleradiology can be accomplished within NCHCS when approved by the Clinical Advisory Committee. Credentialing and 

privileging is accomplished for those practitioners who are providing telemedicine or teleradiology to NCHCS veterans.  Medical record documentation when providing  telemedicine/teleradiology will follow the requirements set forth in Policy Statement BDMS-23, “Medical Record Documentation.”
8.

Autopsies:  

a.

It is the policy of NCHCS to comply with applicable State, Federal and County laws and to 

give full cooperation to the Coroner’s Office.

b. In case of deaths that are subject to the County Coroner’s jurisdiction, the Coroner may 

waive his/her jurisdiction and permit or request the autopsy to be performed at VA NCHCS. The Coroner will usually request a copy of the completed report.  The following types of deaths are reportable to the Coroner:  

(1) Homicide or suicide.

       (2) Accident or injury: Defined as the opinion of the treating physician, if the death was 

related to an accident, injury or mishap sustained on or off medical center grounds, such as falls, motor vehicle accidents, trauma inflicted through altercations or abuse, animal bites, etc. 


(3) Suspicion of criminal act of another person: The County Coroner, VA 

Police and the local Police Department must be notified if there is gross evidence or even suspicion that the patient's death was caused by a criminal act of another.  Examples include (but are not limited to):  euthanasia, late result of a motor vehicle accident, tampering with medical equipment or medication errors.

      (4) No physician in attendance.

· No current history of medical attention: Patient deaths in which there is no 

knowledge around the circumstances of their death is reportable. 

· Patients who expire at the medical center, CREC, outpatient site or at home 

after being in a physician's attendance for less than 24 hours.  If it is determined that the patient died of known natural causes or died as the result of their disease process, the case need not be reported. All other deaths must be reported.

· Continual absence of treatment by a health care provider (20 days before a 

patient's death): Depending on circumstances, the death may need to be reported.

(5)
Physician unable to state cause of death.

(6)
Poisoning (food, chemical, drugs, therapeutic agents).

(7)
Occupational death.

(8)
Operating Room death-whether the death might be expected or not, the case is 

reportable.

· Death while patient is still under the effects of anesthetics.

(9)
Solitary death.

(10)
Death while patient is comatose throughout the last period of physician's attendance.

(11)
Death of unidentified person.

(12)
Sepsis--Sepsis of an unknown source or the result of criminal actions (IV drug 

abuse).  All deaths, where sepsis will be the immediate cause of death listed on the pending death certificate, must be reported.

      (13)   Aspiration (from excessive sedation, food bolus or from inhalation of drugs or 

other foreign matter): All deaths, where aspiration will be the immediate cause of death listed on the pending death certificate, must be reported.

 (14)   Medical device involvement in death: Whether a medical device caused the 

immediate death of a patient or there was a lapse of time until the patient expired, the case is reportable.  The medical device, accessories and associated medications as well as the immediate area accessories and associated medications as well as the immediate area surrounding the event must be secured until the Coroner arrives.

c.

The physician or NP in attendance is responsible for notifying the veteran's next-of-kin of 

his/her death.  The physician or NP will discuss/request an autopsy as appropriate.

d.     Clinical Guidelines:  Autopsies will be requested on all deaths with reasons 

documented for refusal in the medical record and those performed will be in accordance with the 

written criteria in Policy Statement 11-64, "Autopsies and Medical Examiner's Death Cases.”  Findings from autopsies should be used as a valuable source of clinical information in teaching, quality assessment and improvement activities.

d. It is the policy of this facility to make available promptly information about autopsy findings, 

when requested by the legal next-of-kin, and to ensure that staff adheres to all applicable VA regulations governing the confidentiality and release of autopsy reports.  For more details, see Policy Statement 

BDMS-2, "Release of Information.”

D.
PHYSICIANS’ ORDERS
1.
Verbal and Telephone Orders
a. Verbal and telephone orders will be discouraged and will not be used routinely.  

Verbal and telephone orders will be used when action is required immediately and the provider is unable to enter his/her own orders.  Examples of situations when use of verbal orders may be appropriate include; i.e.,  (a) provider is at the bedside and patient requires medication, (b) provider administering direct patient care and needs blood work drawn is paged to enter or change orders for medications, lab work, or for an stat urgent x-ray, (c) code in progress and orders need to be entered, or (d) when the provider is out of the building.  

b. Verbal/telephone orders are to be read back (which requires the order to be written down) to 

the provider to ensure accuracy and recorded in the medical record immediately after being given.

c. Verbal/telephone orders may be accepted and transcribed only by qualified personnel as 

defined by Policy Statement 11-40, “Patient Care Orders.”  

d.    All verbal/telephone orders are to be authenticated (electronically) by the 

prescribing practitioner within 30 days of initiation of the order or within 30 days of discharge for an inpatient/subacute/long term care admission.

e.    Verbal/telephone orders are to be dated and identified by the names of the individuals, 

who gave, received and implemented the order. 

2.
Investigational Drugs
a. Investigational drugs are used only when approved by appropriate Medical Staff 

committees, and administered under an approved protocol with patient informed consent, under the supervision of the authorized Principal Investigator. 

b. Investigational drug protocols must be approved by the NCHCS Human Subject Committee, 

NCHCS Pharmacy & Therapeutics Committee and Research and Development Committee before an investigational drug can be administered in this facility.  

c.

The Pharmacy Service will supply, store and dispense all investigational drugs.

d.

Pharmacy Service will store and dispense the drugs and inform the principal investigator 

when and how much material is received. Guidelines are contained in Policy Statement  119-3, “Consent of Patients for Use of Investigational Drugs.”
3.
Special Treatment Procedures
a. Protective Security will be in accordance with the following VANCHCS policies: Policy 

Statement OOQ-14, “Wandering Patients/Missing Patients/Reaction Procedure”; Policy Statement 116A-6, “Involuntary Holds”;  Policy Statement 116- 7 “Psychiatric Emergency Response Team (PERT)”; Policy Statement 11-17,  “Administrative Management of Patients at High Risk for Violent, Threatening, Abusive or Disruptive Behavior”; Policy Statement 11-55,  “Use of Restraints and Seclusions.” 

b. Multidisciplinary treatment plans will be maintained in the Mental Health and substance 

abuse programs in accordance with Joint Commission requirements for those programs.

c.
DNR (Do Not Resuscitate):
(1) The policy of NCHCS is to provide the highest quality medical care to its 

patients. The presumptive standard of care requires full resuscitative measures if cardiac arrest occurs.  

(2) The only conditions which justify withholding full resuscitative measures are a 

written DNR order or a licensed physician (who knows the patient and exercises sound medical judgment) giving an instruction not to institute resuscitation of a patient who has just experienced a cardiac arrest. 

        (3)
Surgical DNR Orders
(a) During all surgical procedures, DNR orders are rescinded.  

(b) A “Do Not Resuscitate” order that has been rescinded during an

operative procedure must be reinstated by the surgeon’s written orders to take effect after the patient leaves the Post Anesthesia Care Unit (PACU).  Physicians caring for a patient when surgical procedures are performed must attempt to confer with the patient or patient’s representative regarding whether a Do Not Resuscitate order will be reinstated when the procedure is completed.  

(c) The order must clearly define the level to which the DNR 

reinstatement has been authorized by the patient or surrogate.

(4) Medical Staff will adhere to the defined NCHCS policy and procedure in 

regards to the implementation of an Advanced Directive as delineated in Policy Statement 11-5, “Advance Directives” and the process for documenting the DNR order as delineated in Policy Statement 11-10, “Do Not Resuscitate Orders.” In addition, Medical Staff will comply with Policy Statement 11-101, “State Authorized Portable Do Not Resuscitate (DNR) Orders”. 
d.
Restraints and Seclusion
(1) Orders for restraint or seclusion will specify the type of restraint or seclusion, the 

specific reason for restraint/seclusion, and the duration of restraint/seclusion.  

(2) Orders for leather restraints, four point restraints or seclusion may not exceed 24 

hours. 

(3) In no case may the duration of an order for restraint exceed 24 hours. Reference 

Policy Statement 11-55, “Use of Restraints and Seclusion.”
E.
MEDICAL RECORDS
1.
Basic Administrative Requirements
a. The medical record (electronic, paper or film) is a legal document and is the property of VA as specified n 44 U.S.C. § 3301. Reference VHA Handbook 1907.01, “Health Information Management and Health Records”. Policy Statement BDMS-25, “Medical Record Tracking & Control”, Policy Statement BDMS-17, “Unauthorized Abbreviations for Use in the Medical Record” and Policy Statement BDMS-23, “Medical Records Documentation.”
b. Medical records contain valuable and confidential information and are to be safeguarded 

against loss, defacement, tampering, or use by unauthorized persons. See Policy Statement BDMS-25, “Medical Record Tracking & Control.”

c. Medical records will be legible, dated (M/D/Y), authenticated to identify the author and title 

(MD, PhD).  Authentication may include written signatures, initials, or electronic signatures.

 d.  Requests to delete authenticated electronic notes or reports will be made directly to Health Information Management in accordance with Policy Statement BDMS-26, “Correction of Medical Records.”

e.   It is the responsibility of the medical practitioner to authenticate the record. When 

certain components of the medical record are completed by someone other than the staff provider, the attending provider must:  

· Co-sign discharge summaries if done by a Resident, Nurse Practitioner or Physician Assistant.

· Co-sign History and Physicals if done by Physician Assistants or Nurse Practitioners.

· Co-sign those doctor’s orders required by policy,  if done by a Physician Assistant. 

· Co-sign operative reports if done by a Resident.

· Co-sign discharge, transfer, AMA or death note if done by Nurse Practitioner or Physician Assistant.

· Write a DNR order within 24 hours of an order that was written by a resident or NP.

· Ensure that evidence of Attending Physician involvement in care provided by residents is documented in accordance with the current version of VHA Handbook 1400.1, Resident Supervision and Policy Statement 11-14 “Supervision of House Officers.”
· Complete an admission note within 24 hours of SVAMC admission, within 48 hours for subacute, and within 72 hours for long term care. (See paragraph I., d. for further details).

f.   Completion and filing of reports of diagnostic and therapeutic procedures will be done within 

24 hours if possible.

g.   All components of the medical records must be complete within 30 days of discharge for 

Acute, Subacute, and Long Term care inpatient admissions.

(1) The medical record will be considered incomplete  if it does not contain:

· Discharge summary signed by the attending provider.

· Admission note by attending provider.

· Operative report, when applicable.

· Procedure report, when applicable.

· Orders.

· H&P concurrence with findings and treatment plan, via an addendum to resident’s H&P or separate progress note if performed by a resident, or via co-signature if performed by an NP or PA.

· Discharge/transfer/death/AMA note.

· NP/PA discharge/transfer/death/AMA note co-signature.

· Preoperative note, when applicable.

· Postoperative note, when applicable and when dictated operative report

not immediately available.

(2) Failure to complete all components listed above in g (1) within 30 days after 

discharge may result in adverse actions as described in PS BDMS-6, Incomplete Medical Records”.
h.  Entries in the medical record will meet the Center for Medicare-Medicaid Services 

(CMS) guidelines as outlined in health care system training and newsletter. 

i. All final diagnoses, complications, and operations/procedures need to include a site and etiology, when applicable, and must be stated in full, without the use of abbreviations and/or symbols.

j. Release of Information will be in accordance with VHA Privacy Handbook 1605.1, “Privacy 

and Release of Information” and Policy Statement-BDMS-2, “Release of  Information.”

k.   Operation room records will conform to the current SOP 112-3, “Surgery 

Manual-Policies & Procedures.”

             l.  Patients attempting to leave Against Medical Advice (AMA) will be informed to the extent 

possible, of the risks of leaving against medical advice. An AMA progress note will be recorded in the medical records by the provider with co-signature as appropriate, indicating any known reason for leaving and any special dispotion arrangements.

2.
Basic Patient Information Requirements
a. Patient identification (name, address, DOB, next of kin, social security number).

b. Chief complaint or purpose of encounter.

c. Medical history including history and details of present illness/injury.

d. Observations, including results of therapy.

e. Diagnostic and therapeutic orders.

f. Report of procedures, tests and their results.

g. Progress notes.

h. Consultation reports.

i. Conclusions at termination of evaluation/treatment.

j. Documentation on patients receiving urgent or immediate care include the conclusions at 

termination of treatment; addressing final disposition, condition, and instructions for follow-up care.

k. Documentation of the patient’s informed consent will be obtained before procedures 

or treatments are undertaken.  If not able to obtain patient’s consent, the reasons are documented in accordance with Policy Statement 11-61, “Informed Consent for Operations and Other Procedures.”  


       l.  Record a complete history and physical examination as defined by the clinical service within 24/48/72 hours after admission (to SVAMC, Subacute and Long Term Care) but not longer than 30 days prior to admission.  If a history and physical examination has been performed within 30 days before admission, such as in the outpatient clinic, an interval progress note reflecting any/all subsequent change(s), which may have occurred since the previous completed H&P, can be used. The interval note must include the date the original H&P was performed and a statement indicating that the H&P is still accurate, an appropriate assessment was completed on admission confirming that the necessity for the procedure or care is still present, and the patient’s condition has not changed since the H&P was originally completed, or any changes are documented.


        m.  A brief pre-operative/procedural progress note is required to document preoperative diagnosis by the licensed independent practitioner responsible for the patient. When a resident completes the note, the supervising practitioner must write an addendum to the note. A completed operative/invasive report must be dictated immediately upon completion of the procedure. Since transcription of the dictated report is not immediate, a progress note is required prior to transfer of next level of care. This post-operative progress note shall be comprehensive enough to address the following elements: (a) vital signs and level of consciousness; (b) medications including IVs, blood and blood components; (c) any unusual events or post operative complications, including blood transfusion reactions and the managements of those events; (d) the names of providers of direct patient care nursing services, or the names of staff who supervised that care if it was provided by someone other than a qualified RN; the patient’s discharge from the post anesthesia care unit (PACU), whether by a responsible licensed independent practitioner or by the use of Medical Staff approved relevant discharge criteria.  

n.  A completed operative/invasive report must be dictated immediately upon completion of the procedure. Since transcription of the dictated report is not immediate, a progress note is required prior to transfer of next level of care. This post-operative progress note shall be comprehensive enough to address the following elements: (a) vital signs and level of consciousness; (b) medications including IVs, blood and blood components; (c) any unusual events or post operative complications, including blood transfusion reactions and the managements of those events; (d) the names of providers of direct patient care nursing services, or the names of staff who supervised that care if it was provided by someone other than a qualified RN; the patient’s discharge from the post anesthesia care unit (PACU), whether by a responsible licensed independent practitioner or by the use of Medical Staff approved relevant discharge criteria.  

o.  Patient education and/or follow-up instructions provided to the patient is 

documented in the physician’s discharge/transfer progress note. A formal narrative summary (discharge summary) does not substitute for a discharge/instruction progress note.

p.  Unauthorized abbreviations and symbols will not be used in the medical record in 

accordance with Policy Statement BDMS-17, “Unauthorized Abbreviations.”  

F.
INFECTION CONTROL PROGRAM
1.
The infection control program is in accordance with Policy Statement OO-27, VA 

NCHCS “Infection Control Program.”

a. The Medical Staff, through the CAC and Leadership Forum, in accordance

with NCHCS Policy  Statement-OO-27 empowers the Chair of the Infection Control Committee (or designees) with the authority to initiate any corrective action, surveillance, preventive or control measures or studies on behalf of the Committee or to correct identified deficiencies when there is a potential danger 

to any patient or personnel.  Such actions may include, but are not limited to, ordering laboratory examinations, prescribing medication, utilization of isolation measures, suspension of admission during epidemics, and immediately investigating the source of causative organisms.”

2. Guidelines for reporting of communicable diseases to public agencies are found in VANCHCS Surveillance, Reporting and Outbreak Control Plan. PS 00-65

G.
DISASTERS

Emergency preparedness policies are found in Policy Statement 138-53, “Emergency Preparedness Plan” and includes individual site-specific disaster plans.

H.
IMPAIRED PROFESSIONAL PROGRAM
Guidance on the impaired professional is contained in Policy Statement 05-39,  “Substance Abuse Treatment for Employees, Employee Assistance Program (EAP)”, Policy Statement 11-42, “Management of the Impaired Clinician.”
I.
ROLE OF THE ATTENDING PHYSICIAN

a.
Mechanisms by which residents are supervised by members of the Medical Staff in carrying out their patient care responsibilities are defined in the current version of VHA Handbook, 1400.1, Resident Supervision, Policy Statement 11-14, “Supervision of House Officers, and Policy Statement 11-28, “Monitoring of Resident Supervision.”

b.
House staff may write patient care orders; this does not prohibit a member of the Medical Staff from writing orders.


c.
Medical Staff members who choose not to participate in the teaching program will not be subject to denial or limitation of privileges for this reason alone.


d.  Attending physicians  must physically meet, examine, and evaluate the patient within 24 hours of admissions including weekends and holidays. Documentation of the supervising practitioner’s findings and recommendations regarding the treatment plan must be in the form of an independent progress note or an addendum to the resident note, which must be entered by the end of the calendar day following admission. If the supervising practitioner note is written later than 24 hours after the patient’s admission the supervising practitioner should identify the time the patient was evaluated. If someone other than the attending provider for the subacute or long term care completes the H&P, the attending physician must physicially meet and examine, and evaluate the patient within 48 for subacute and 72 for long term care of admission including weekends and holidays. Documentation of the supervising practitioner’s findings and recommendations regarding the treatment plan must be in the form of an independent progress note or an addendum to the resident note, which must be entered by the end of the 48/72 hours respectively. For expired patients, a death note must be written at the time of death and if written by a PA or NP co-signed by the attending.


e.  The attending physician will document sufficient evidence in the medical record to substantiate active participation in, and supervision of, a patient’s care. This procedure is documented in Policy Statement 11-14, “Supervision of House Officers.”

f.
Entries in the patient’s medical record (i.e. progress notes, written, telephone or verbal orders) by house staff do not require co-signature by the attending EXCEPT for DNR progress notes, which require the attending to write the corresponding order within 24 hours, discharge summaries, and operative reports.  See Policy Statement BDMS-23, “Medical Record Documentation,”  Non-physicians, i.e., physician assistants, certified nurse anesthestists, nurse practitioners, and clinical pharmacists will comply with approved Scope of Practices and Protocols. Co-signatures by the attending are required for the following:
· Discharge summaries if done by a resident, Nurse Practitioner or Physician Assistant.

· History and Physicals if done by a Nurse Practitioner or Physician’s Assistant.

· Those doctor’s orders required by policy, if done by a Physician Assistant or Resident.

· Operative reports if done by a resident.

· DNR progress note.

· Discharge/Death/Transfer/AMA note, if done by a Nurse Practitioner or Physician Assistant.


g.  VA NCHCS policies are considered an extension of the Rules and Regulations. They are available to all staff electronically or through Service Chiefs and/or Site Managers. They are available to prospective staff for review upon request.
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