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ARTICLE I. INITIAL APPOINTMENT

1.1
PROCEDURE FOR PROCESSING APPLICATION FOR STAFF APPOINTMENT
1.1.1
Upon request, eligible applicants shall be given an application for appointment to the Medical Staff, privileges delineation overview, privileges request form, and a detailed list of requirements for completion of the application.  A complete set of Medical Staff Bylaws shall be made available to the applicant upon appointment.
1.1.2
The following documentation is necessary to complete an application. It is the applicant's responsibility to provide:

A. Completion of all blanks on the application form with necessary additional explanations and indication of privileges requested;

B. A copy of current Texas state license and, where applicable, Drug Enforcement Agency (DEA) and Texas Department of Public Safety registration certificates. Please refer to Article II, Section 5 C of the Medical Staff Bylaws with respect to the Military Staff;

C. A copy of the declaration page of current professional liability insurance policy showing proof of coverage, in the minimum amounts of $200,000 per occurrence and $600,000 aggregate, as established by the Board of Trustees. Please refer to Article II, Section 5 C of the Medical Staff Bylaws with respect to the Military Staff;
D. Copies of certificates or letters confirming completion of an approved residency/training program or other educational curriculum; 
E. The names of two qualified professionals who have had extensive experience in observing and working with the applicant and who can return a questionnaire that provides adequate references pertaining to the applicant's professional competence and ethical character covering the last three (3) years.  These questionnaires shall come from deans or members of the faculty for applicants who are less than three (3) years post graduation from professional school;
F. Payment of the application fee, if applicable;
G. Physicians, oral surgeons, and podiatrists must provide a profile of professional activity from the current hospital or facility of main affiliation for the last two (2) years, or residency training logs if a recent graduate, documenting the applicant's clinical work. In the event the applicant is unable to document appropriate hospital/facility activity as outlined above, the applicant shall provide documentation sufficient to explain the lack of requisite hospital/facility activity as well as documentation of current clinical competence;
Dentists without hospital experience shall submit a list of cases documenting their clinical experience and procedures performed for the last two (2) years, or training logs if a recent graduate;
H. Practitioners who cannot provide the documentation as required in G. above and who seek to re-enter practice pursuant to Section 1.4 of the Credentials Manual must provide information identified in Section 1.1.3 of this Credentials Procedure Manual;

I. Completed and signed affidavit to conduct a criminal background check;
J. Current, valid identification photograph;
K. Any and all other forms that constitute an application packet as determined by hospital.
1.1.3
Documentation Required for Re-Entry into Practice

Practitioners who seek to re-enter into practice after a gap lasting more than twelve (12) consecutive months within the past five (5) years must identify a proctor approved by the Credentials Committee, if applicable, and must submit the following documentation:

	Time Frame Away From Hospital Care Practice 
	Documentation Required

	Between

12 and 24 months 
	1. Case list for last year of practice; 
2. CME completed within last two (2) years; and
3. Written statement from re-entering physician summarizing activities during the past 12 to 48+ months.

	Between

24 and 48 months
	1. Case list for last year of practice;

2. CME completed within last two (2) years; 

3. Specialty-specific formal re-training; and

4. Written statement from re-entering physician summarizing activities during the past 12 to 48+ months.

	49 months or more


	1. Case list for last year of practice;

2. CME completed within last two (2)years;

3. Specialty-specific formal re-training; and

4. Written statement from re-entering physician summarizing activities during the past 12 to 48+ months.


1.1.4
Responsibilities for Producing Information
A.
An applicant shall have the sole responsibility for:
(1) Providing, and causing others to provide, all information relevant to an evaluation of the applicant’s qualifications for membership and clinical privileges (e.g., schools attended, curriculum, hospitals of affiliation, and references listed); and

(2) Resolving any doubts about these matters. Failure to do so or the withholding of adverse information shall void the application.

B. 
An Application form which is submitted in an incomplete manner, including failure to provide all requested documentation, shall be considered void and no further processing shall take place. An applicant’s failure to meet any of the responsibilities shall be sufficient grounds for filing the Application as incomplete. The same shall be true if any person or institution fails or refuses to provide information requested on behalf of or in regard to the applicant.
C. Any falsification on the Application for membership or privileges shall disqualify the Practitioner for membership.

D.  When a Practitioner’s initial Application for membership has been denied for 

reasons other than falsification, the Practitioner shall not be eligible to receive another application until or unless the reason for any adverse action no longer exists and in no event, sooner than one (1) year from the date of denial or filing as incomplete. Should the Practitioner’s application be denied twice, the Practitioner shall not be eligible to reapply at any time in the future.

E. Practitioners whose Applications for reappointment are incomplete or are withdrawn from processing may reapply at any time. Practitioners whose Reappointment Applications have been denied for reasons other than for falsification, shall not be eligible to reapply until or unless the reason for any adverse action no longer exists and in no event, sooner than one (1) year from the date of denial.

1.1.5
Content of application
The applicant may be required to submit to a medical, psychiatric, or psychological examination at the applicant's expense, if deemed appropriate, by the MEC, which may select or approve the examining physician or psychologist.

A.
If all information required above is not submitted within forty-five (45) Days of receipt of the application, it shall be considered void and no further processing shall take place. (One reminder notice shall be sent to the applicant after receipt of the application.)

B. Within thirty (30) Days of receipt of a completed application as defined above, the applicant shall be sent a letter of acknowledgment by the Medical Staff Office.

C. Only a completed application for staff membership qualifies for credentialing consideration.  Upon receipt of a completed application, the Medical Staff Office shall verify its contents and collect additional information such as but not limited to:

(1) Information from all prior and current insurance carriers concerning claims, suits and settlements (if any);

(2) Verification of all state licensure(s), current and previous;

(3) The AMA Physician Masterfile Profile (or its equivalent); and,

(4) Information from the National Practitioner Data Bank (NPDB) established pursuant to the Healthcare Quality Improvement Act of 1986.

D.
In the event there is undue delay in obtaining required information, the Medical Staff Office shall, after consultation with the Chair of the Credentials Committee, request assistance from the applicant. In this case, the time periods for processing the application shall be appropriately modified. Failure of an applicant to adequately respond to a request for assistance shall, after thirty (30) Days, be deemed a voluntary withdrawal from the application process.

1.1.6
When items in the credentials manuals have been obtained, the file shall then be summarized on an administrative review and presented to the appropriate Department Chair and the Credentials Committee Chair.

1.1.7
After receipt of the application, the Department Chair, with assistance from the appropriate Section Chair, if necessary, shall review the entire file and document findings on a report to the Credentials Committee.  This report shall be added to the applicant's credentials file. The request for the specific clinical privileges desired by the applicant shall be signed by the Chairman for the Department.  Under unusual circumstances, for example when there is no Active Staff member who has the requested privilege, exceptions shall be considered by the MEC.  They shall note their recommendations for any limitation of the privileges and the reason for such limitations. 

1.1.8
If needed, the applicant shall be notified to set up a clinical interview with the Department Chair.  

1.1.9
When a Department Chair, Credentials Chair, or Credentials Committee member(s) interview(s) an applicant, the results must be documented.  A copy of the interview results shall be placed in the applicant's file.

1.1.10
After receipt of the completed application for membership, the Credentials Committee shall make a written report of its investigation to the MEC.  Prior to making this report, the Credentials Committee shall examine the evidence of the character, professional competence, qualifications and ethical standing of the practitioner and other sources available to the Committee, including an appraisal from the Department Chairman or Section Chairman, if necessary, in which privileges are sought. 

1.1.11
After receipt of the completed application for membership, the Credentials Committee shall transmit to the MEC the completed application and a recommendation that the practitioner be either  appointed to the Medical Staff, be rejected for Medical Staff membership, or that the application be deferred for further consideration.

1.1.12
The signature of the Chair of the Credentials Committee on the applicable report shall indicate the findings and recommendations of the Credentials Committee.  If any recommendation is adverse as defined in the Medical Staff Hearing Plan, the provisions of the Medical Staff Hearing Plan shall become effective.

1.1.13
A member of the Credentials Committee shall present a summary of the applicant's file, the Department Chairperson's and Credentials Committee's findings and recommendations to the MEC at its next regularly scheduled meeting.  The Chief of Staff shall then present the recommendations of the MEC to the Board of Trustees at the next regularly scheduled meeting not to exceed ninety (90) Days.

1.1.14
The new appointee shall be notified in writing by the Medical Staff Office of the action of the Board of Trustees within twenty (20) Days of the meeting.  The signature of the CEO shall indicate approval by the Board of Trustees  appointing the applicant with specified privileges to the indicated category of the Medical Staff. Any pertinent information regarding appointment to the Medical Staff shall be forwarded or made available to the appointee at this time.

1.2
APPLICATION CATEGORIES
1.2.1
Policy: Applications shall be categorized by the complexity of the information received.

Applications shall be categorized initially by the Department Chair with support from the appropriate Section Chair in instances where the Department Chair is unfamiliar with the applicant's specialty.

Category One: A Category One application would be one that is classified as such by the Department Chair, which includes all of the following: 

· All information is complete; 
· The applicant is in good standing at all current and previous affiliations; 
· The applicant has two (2) current and unrestricted professional licenses or less; 
· The applicant is a graduate from an ACGME or AOA approved residency/fellowship, an APMA approved podiatry program, or approved ADA/GPR program; 
· DEA and DPS registrations are current and unrestricted; 
· The applicant provides evidence of adequate professional liability coverage;
· Training and/or experience support the privileges requested; and
· All references contain no suggestion that the applicant is anything other than highly qualified and capable of exercising good clinical judgment. 
Please refer to Article II, Section 5 C of the Medical Staff Bylaws with respect to the Military Staff.

Category Two: A Category Two application would be one that is classified as such by the Department Chair, which includes one or more of the following: 

· The privileges requested do not match the training and/or experience; 

· The applicant has three (3) professional licenses or greater; 

· The applicant is currently or was previously under board order with any state licensing agency;

· There are events reported to the NPDB or there is knowledge of an event in the process of being reported; 

· The applicant has poor letters of recommendation; 

· The applicant has three (3) or more malpractice actions either pending, settled, arbitrated, mediated, or litigated; 

· There are gaps in application history; 

· There are any denials, limitations, reductions, revocations, suspensions or other disciplinary actions or proceeding instituted or recommended by any hospital or healthcare institution, Medical Staff Committee or governing body;

· The applicant voluntarily surrendered or limited privileges, or did not reapply while under investigation;

· There is disclosure of a history of physician impairment, (alcohol, drug, behavioral, physical or mental);

· There is a criminal history;

· There is any adverse information not previously outlined.  

A change of category can be recommended by either the Credentials Committee or the MEC in the review process.

1.2.2
Procedure for Processing Categories
Category One: The application is reviewed by the Department Chair and classified as a Category One.  The application is processed for temporary privileges as outlined in this manual. After the granting of temporary privileges, the application is processed. 

Category Two: The application is reviewed by the Department Chair and classified as a Category Two. The application is forwarded to the Credentials Committee for review. Following receipt of all information required to be submitted by the applicant pursuant to the Medical Staff Bylaws, the Credentials Committee has the option to conduct an in-depth interview with the applicant and, at its discretion, may also require the applicant to be subject to such an interview by the Department Chairman and/or Credentials Chairman.  The MEC shall review the application at its next regularly scheduled meeting and forward a recommendation to the Board of Trustees.
ARTICLE II. REAPPOINTMENT

2.1
REAPPOINTMENT – INFORMATION COLLECTION AND VERIFICATION


The appointee must furnish in writing:

A. Complete information to update his/her file on items listed in his/her original application;

B. Specific requests for the clinical privileges sought on reappointment, with any basis for changes;

C. Requests for changes in staff category or department assignments;

D. Failure, without good cause, to provide this information is deemed a voluntary resignation from the staff and automatically results in expiration of appointment unless explicitly extended for not more than two (2) 30-Day periods by action of the Credentials Committee. An extension may not be granted if it causes an applicant's reappointment period to exceed twenty-four (24) months. The staff appointee then has the burden of producing adequate information and resolving any doubt about the data.

2.2
PROCEDURE FOR PROCESSING APPLICATIONS FOR STAFF REAPPOINTMENT

2.2.1
Policy: Applications shall be categorized by the complexity of the information received.  

Applications shall be categorized initially by the Department Chair with support from the appropriate Section Chair in instances where the Department Chair is unfamiliar with the applicant's specialty.  

Category One: A Category One application would be one that is classified as such by the Department Chair, which includes all of the following:
· No adverse information is received from references; 
· The applicant is well known to the Medical Staff, and has a current and unrestricted license; 
· DEA and DPS registrations are current and unrestricted; 
· There is evidence of adequate malpractice insurance; 
· The applicant does not want a change in privileges; 
· The applicant has provided all information requested and completed the application form; 
· The applicant has no unusual quality events identified in the profile.  
Please refer to Article II, Section 5 C of the Medical Staff Bylaws with respect to the Military Staff.

Category Two: A Category Two application would be one that is classified as such by the Department Chair, which includes one or more of the following: 
· The privileges requested do not match the training and/or experience; 

· The applicant has three (3) professional licenses or greater; 

· The physician's profile contains questionable quality events; 

· There are events reported to the NPDB or there is knowledge of an event in the process of being reported; 

· The applicant has poor letters of recommendation; 

· The applicant has three (3) or more malpractice actions either pending, settled, arbitrated, mediated or litigated; 

· There are gaps in the application history; or 

· There are denials from other Medical Staffs
A change of category can be recommended by either the Credentials Committee or the MEC in the review process. 

2.2.2
Procedure for Processing Categories
Category One: The application is reviewed by the Department Chair and classified as a Category One.  The application is then forwarded to the Credentials Chair for review on behalf of the Credentials Committee.  The application is forwarded to the MEC for review and recommendation to the Board of Trustees.

Following a positive recommendation from the MEC, the Board of Trustees reviews and evaluates the qualifications and competence of the practitioner applying for appointment, reappointment, or renewal or modification of clinical privileges and renders its decision. A positive decision by the Board of Trustees results in the status or privileges requested.

An informational report to the Board of Trustees shall be made at the next regularly scheduled meeting where the approvals shall be ratified.  If any of the above credentialing representatives feel uncomfortable signing for approval, the application shall automatically advance to a Category Two.

If the decision of the Board of Trustees is adverse to an applicant, the matter is referred back to the MEC for further evaluation.

An applicant is usually ineligible for the expedited process related to a Category One application, if any of the following has occurred since the time of reappointment:

· The applicant submits an incomplete application;

· The MEC makes a final recommendation that is adverse or with limitations;

· There is a current challenge or a previously successful challenge to licensure or registration;

· The applicant has received an involuntary termination of Medical Staff membership at another organization;

· The applicant has received involuntary limitation, reduction, denial, or loss of clinical privileges; or

· There has been a final judgment adverse to the applicant in a professional liability action.

Category Two: The application is reviewed by the Department Chair and classified as a Category Two. The application is forwarded to the Credentials Committee for review. The MEC shall review the application at its next regular meeting and forward a recommendation to the Board of Trustees.
ARTICLE III. GRANTING OF CLINICAL PRIVILEGES FOR INDIVIDUALS NOT ELIGIBLE FOR MEDICAL STAFF MEMBERSHIP

3.1
GENERAL

3.1.1
The Board of Trustees of Hospital permits certain types of practitioners to provide select patient care services without appointment to the Medical Staff, but with appointment to the Allied Health Professionals (AHP) Staff: 

A.
Advanced Practice Nurses (APNs) specifically Certified Registered Nurse Anesthetists (CRNAs), Clinical Nurse Specialists (CNS), and Nurse Practitioners (NPs); 


B.
Physician Assistants (PAs); 

C.
Psychologists.  


Such practitioners must be qualified by academic and clinical training to practice in a clinical or supportive role in providing services.  

3.1.2
AHPs may provide services only under the supervision of a member of the Active Medical Staff as provided herein under Practitioner-Directed Allied Health Professionals. AHPs may provide services only as permitted by Hospital and in keeping with all applicable Medical Staff Bylaws and the policies, procedures, and protocols of Hospital, and the policies of the Board of Trustees.

3.1.3
All AHPs shall be assigned to the Medical Staff Department of their primary sponsoring Medical Staff member for credentialing purposes.

3.1.4
In the case of initial applicants or re-applicants who are found to be providing services to HMC patients prior to completion of the AHP credentialing process and the granting of appropriate privileges, such applicant’s application shall be denied and a new application shall not be accepted for a period of one (1) year. In the case of practitioner-directed AHPs who had previously been on staff and were continuing to practice after expiration of appointment, the most appropriate manner to address this situation is: (i) as discussed above, and (ii) through notification of, and as appropriate, through the corrective action process relative to the sponsoring Medical Staff member.

3.2
INITIAL APPOINTMENT

3.2.1
Qualifications for Clinical Privileges


The applicant must:

A. Seek clinical privileges in a discipline that the Board of Trustees has determined to allow to practice in Hospital (PA, CRNA, CNS, NP, or psychologist);

B. Meet the specific qualifications and requirements established by Hospital for granting of clinical privileges;

C. Be located close enough to Hospital to provide timely care for his/her patients;

D. Possess current, valid professional liability insurance coverage in such form and in amounts equal to those required of the Medical Staff;

(1)
Each AHP must provide proof of professional liability coverage in an amount equal to that required of the Medical Staff, or as otherwise required by the Board of Trustees.  The carrier and the terms of such insurance shall be subject to prior and continuing review and approval of Hospital, and such approval shall not be unreasonably withheld. Updated declaration pages shall be furnished by each AHP to Hospital's Medical Staff Office, for every year or period equal to the term of the policy, so as to verify coverage and to ensure no lapse of coverage. Each AHP shall inform Hospital promptly of each renewal, cancellation, or change in the content or amount of such coverage. The Independent AHP further acknowledges that no services shall be rendered in Hospital without proof of the requisite insurance coverage.

(2)
Failure to maintain professional liability insurance in amounts and of a type required by the Board of Trustees shall be a basis for Automatic Suspension of an AHP’s clinical privileges, and if within thirty (30) Days after written warnings of the delinquency, the AHP does not provide evidence of required professional liability insurance, the AHP’s membership may be automatically terminated.  Please refer to Article II, Section 5 C of the Medical Staff Bylaws with respect to the Military Staff.
E. Be able to document the following:

(1) Background, relevant training, experience, and current clinical competence;

(2) Degree from a recognized and accredited school or other supporting documentation stating that the AHP has completed the requisite course of study and training in his/her discipline, as applicable;

(3) Legal qualification, with current state license and/or certification, without stipulation or qualification, to practice in a given discipline in the State of Texas, where applicable.

(4) Whenever an AHP’s license authorizing practice in any State, the District of Columbia, or a Commonwealth, territory, or possession of the United States, is revoked or suspended, or whenever an AHP’s permit is delinquent, AHP Staff membership and clinical privileges shall be automatically revoked or suspended as of the date such action or delinquency becomes effective; 

(5) Clinical competence in his/her discipline;

(6) Adherence to the ethics of his/her profession;

(7) Good reputation and character; and

(8) Ability to work harmoniously with others sufficiently to convince Hospital that all patients treated by him/her shall receive quality care and that Hospital shall be able to operate in an orderly manner.

F. Maintain annual compliance with the following:

(1) Completion of computer based learning modules through the Department of Education;

(2) Tuberculosis (TB) screening;

(3) Appropriate licensure requirements; and 

(4) Continuing education in his/her field of practice, as required by applicable licensure or certification.

Where appropriate, the MEC, after review by the AHP and Credentials Committees, and with the approval of the Board of Trustees, may establish particular qualifications required of a specific category of AHPs provided that such qualifications are not based on arbitrary or discriminatory criteria and conform to applicable law.

3.2.2
Application for Clinical Privileges:
A. An Application and request for clinical privileges to practice as an AHP shall be submitted to the Medical Staff Office on a form approved by the Credentials Committee and shall contain, among other requisite information, a request for the specific clinical privileges desired by the applicant and provide documentation supporting the same, as requested. The Application shall be complete with no blanks and shall include a current copy of the applicant's license or certification to practice (if applicable), and Drug Enforcement Administration certification (if applicable).

B. The Application shall require information about the applicant's professional qualifications including:

(1) The names and addresses of at least two physicians who have had recent experience in observing and working with the applicant, one of which is the AHP’s Sponsor, and a peer letter of reference. “Peer” shall be defined as an individual who has similar clinical privileges (e.g., CRNA for CRNA) at a hospital or health care facility as those being sought by the applicant. In the case of a recent graduate who cannot provide a physician reference other than the sponsoring Medical Staff member, a supervising member of the applicant's training program or a second  peer may be used as a reference;

(2) For the past ten (10) years, the names and addresses of any and all hospitals or other health care institutions at which the applicant has worked or trained;

(3) Information regarding whether the applicant's clinical privileges have ever been relinquished, denied, revoked, suspended, reduced, or not renewed, voluntarily or involuntarily, at any hospital or health care facility with explanation as to the same;

(4) Information regarding whether the applicant has ever withdrawn his/her application for clinical privileges, or resigned such privileges before a final decision by a hospital's or health care facility's governing board with explanation as to the same;

(5) Information regarding whether the applicant's membership in any local, state, or national professional society, license to practice any profession in any state, or federal certification is, or has ever been either voluntarily or involuntarily, suspended, modified, terminated, restricted, or is currently being challenged with explanation as to the same;

(6) For the past ten (10) years, information regarding professional liability insurance coverage, the name of the insurance company, the amount and classification of such coverage, whether insurance policy covers the clinical privileges the applicant seeks to exercise in Hospital, and a consent to the release of information from present and past professional liability insurance carriers;

(7) For the past ten (10) years, information concerning the applicant's professional liability litigation experience, specifically information concerning final judgments, settlements and claims with explanation as to the same;

(8) Current information regarding the applicant's physical and mental health status;

(9) Information whether the applicant has ever been a defendant in a criminal action or convicted of a crime, with details about any such instance;

(10) An attestation by the applicant to Hospital that (a) the applicant is not excluded from participation under any federal health care program for the provision of items or services for which payment may be made under a federal health care program, including the Medicare program; (b) the applicant has not arranged or contracted (by employment or otherwise) with any employee, contractor or agent that the applicant knows or should know is excluded from participating in any federal health care program; and (c) no final adverse action has occurred or is pending or threatened against the applicant (collectively “Exclusions/Adverse Actions”). The applicant shall notify Hospital, in writing, of any Exclusions/Adverse Actions, or any basis therefore, within five (5) business Days of the applicant learning of the same;

(11) Completion of the computer based learning modules in the Department of Education at initial appointment and annually thereafter;

(12) Completed and signed affidavit to conduct a criminal background check;

(13) Current, valid identification photograph; 

(14) The applicant's signature; and

(15) Such other information as Hospital may require.

C. The applicant may be required to submit to a medical, psychiatric, or psychological examination, at the applicant’s expense, if deemed appropriate by the Credentials Committee, which may select or approve the examining physician or psychologist.

3.2.3   Burden of Providing Information:
A. The applicant shall have the responsibility to produce information deemed relevant by Hospital for a proper evaluation of competence, character, ethics, and other qualifications and to resolve any doubts about such qualifications.

B. The applicant shall have the burden of proving that all the statements made, whether on the application or in an interview, and information given on the application are true and correct.

C. An applicant shall have the sole responsibility for:

(1)
Providing, and causing others to provide, all information relevant to an evaluation of the applicant’s qualifications for membership and clinical privileges (e.g., schools attended, curriculum, hospitals of affiliations, and references listed; and

(2)
Resolving any doubts about these matters. Failure to do so or the withholding of adverse information shall void the application.

D. An Application which is submitted in an incomplete manner, including failure to provide all requested documentation, shall be considered void and no further processing shall take place. An applicant’s failure to meet any of the responsibilities shall be sufficient grounds for filing the Application as incomplete. The same shall be true if any person or institution fails or refuses to provide information requested on behalf of or in regard to the applicant.

E. Any falsification on the Application for membership or privileges shall disqualify the AHP for membership.

F. When an AHPs initial Application for membership has been denied for reasons other than falsification, the AHP shall not be eligible to receive another Application until or unless the reason for any adverse action no longer exists and in no event sooner that one (1) year from the date of denial or filing as incomplete. Should the AHP’s Application be denied twice, the AHP shall not be eligible to reapply at any time in the future.

G. AHPs whose Applications for reappointment are incomplete or are withdrawn from processing may reapply at any time. AHPs whose reappointment Applications have been denied for reasons other than for falsification shall not be eligible to reapply until or unless the reason for any adverse action no longer exists and in no event, sooner than one (1) year from the date of denial.

3.2.4
Content of Application

A.
If all information required above is not submitted to the Medical Staff Office within forty-five (45) Days of receipt of the application, it shall be considered void and no further processing shall take place. (One reminder notice shall be sent to the applicant after receipt of the Application.)

B.
Only a completed application for AHP membership qualifies for credentialing consideration. Upon receipt of a completed application, the Medical Staff Office shall verify its contents and collect additional information such as but not limited to:

(1)
Information from all prior and current insurance carriers concerning claims, suits and settlements, if any;

(2)
Verification of all licensure(s), current and previous; and

(3)
Information from the National Practitioner Data Bank established pursuant to the Healthcare Quality Improvement Act of 1986.

C.
In the event there is undue delay in obtaining required information, the Medical Staff Office shall request assistance from the applicant. In this case, the time periods for processing the Application shall be appropriately modified. Failure of an applicant to adequately respond to a request for assistance shall, after thirty (30) Days, be deemed a voluntary withdrawal from the application process.

D.
When all required documentation has been obtained and verified, the file shall be summarized on an administrative review and presented to the appropriate Department Chair and the AHP or Credentials Committee Chair.

E.
After completion of the Application, the Department Chair shall review the entire file and document findings on a report to the AHP and/or Credentials Committee. This report shall be added to the applicant’s credentials file. The request for specific clinical privileges requested by the applicant shall be signed by the Department Chair. 

F.
If necessary, the applicant shall be notified to set up a clinical interview with the Department Chair. When a Department Chair, AHP Committee Chair, Credentials Committee Chair or Credentials Committee member(s) interviews an applicant, the results must be documented. A copy of the interview results shall be placed in the applicant’s file.

3.2.5
Effect of Application:
By applying for clinical privileges in Hospital, each applicant expressly:

A. Signifies willingness to appear for interviews regarding his/her application;

B. Authorizes Hospital and its representatives to consult with administrators, employees, and members of medical staffs of hospitals or organizations with which the applicant  has been associated with respect to his/her professional competence, character, and ethical qualifications;

C. Consents to Hospital and its representatives' inspection of all records and documents, including, but not limited to, medical records of hospitals, which may be material to an evaluation of applicant's professional competence and professional, moral, and ethical qualifications, and physical and mental health status for practice in Hospital;

D. Authorizes Hospital to conduct a criminal background check and consents to Hospital and it representatives' inspection of the results;

E. Authorizes Hospital and its representatives to consult with applicant's past and present professional liability insurance carriers or self-insurance trusts with  respect to professional liability, final judgments, settlements, and claims involving the applicant;

F. Consents to the release of information concerning the applicant by hospitals and other organizations that are requested by Hospital, its designated agent, and its representatives to provide information relevant to the evaluation of the applicant's application;

G. Authorizes Hospital and its representatives to release information regarding the applicant's qualifications and performance to other hospitals, medical associations, and other appropriate persons upon their legitimate request, and the applicant hereby consents to the release of such information; 

H. EXTENDS IMMUNITY TO, AND RELEASES FROM ANY AND ALL LIABILITY, HOSPITAL AND ITS REPRESENTATIVES, AND ANY THIRD PARTIES, FOR ANY PROFESSIONAL REVIEW ACTIONS, COMMUNICATIONS, REPORTS, RECORDS, STATEMENTS, DOCUMENTS, RECOMMENDATIONS, OR DISCLOSURES INVOLVING THE APPLICANT, PERFORMED, MADE, REQUESTED, OR RECEIVED BY HOSPITAL, ITS DESIGNATED AGENT, AND ITS AUTHORIZED REPRESENTATIVES TO, FROM, OR BY ANY THIRD PARTY, INCLUDING OTHERWISE PRIVILEGED OR CONFIDENTIAL INFORMATION;

I. Under the Health Insurance Portability and Accountability Act of 1996 and its implementing regulations, a clinically integrated setting such as a hospital and its Medical Staff and Allied Health Professionals Staff is an organized health care arrangement. AHPs agree as a condition of their AHP membership to participate in the organized health care arrangement and to comply with the Hospital’s privacy policies and procedures with regard to all patients treated by the AHP in the Hospital.  All patients admitted to the Hospital or treated in a Hospital owned facility will receive the Hospital’s Notice of Privacy Practices, which shall be considered the joint notice of privacy practices of the AHP and the Hospital. All AHPs are required to participate in privacy education including such education as related to the Hospital's privacy policies, procedures and practices, during orientation, as necessary and appropriate as determined by the Hospital, and within a reasonable period of time after any material change relative to such privacy policies, procedures, and practices becomes effective as requested by the Hospital;

J. Releases from any liability all Hospital representatives for their acts performed in connection with evaluation of the applicant's credentials; 

K. Releases from any liability all individuals and organizations that provide information, including otherwise privileged or confidential information to Hospital's representatives concerning the applicant's competence, professional ethics, character, physical and mental health, emotional stability, and other qualifications for membership and privileges on the AHP Staff;

L. Consents to Hospital representatives providing other hospitals, associations, licensing Boards, and other organizations concerned with provider performance and the quality and efficiency of patient care, with any information relevant to such matters that Hospital may have concerning the applicant, and release of Hospital representatives from liability for so doing; 

M. Agrees to be bound by the terms of the Medical Staff Bylaws, Manuals, Policies, and other policies and procedures of Hospital;

N. Agrees to provide and update the information requested on the original application and subsequent re-application or privilege request forms (specifically: hospital appointments: voluntary relinquishments of AHP Staff membership, clinical privileges, or licensure status: voluntary or involuntary limitation, reduction or loss of clinical privileges at another hospital; any special supervision or proctoring requirements to which the applicant has been subject in any other hospital in which the applicant has previously been granted staff privileges); and

O. Agrees to provide any information relating to any action or investigation involving the applicant's license or practice rights by any professional licensing agency of this or any other state, and of any action or investigation relating to suspension or limitation of the applicant's prescription rights, if applicable, or involvement in liability claims (including both current and pending investigations and challenges).

3.2.6
Submission of Application:
A. Completed applications to practice as an AHP shall be submitted to the Medical Staff Office of Hospital. 

B. Receipt of an Application shall not be interpreted as an indication that the applicant meets the qualifications for, or shall be granted, AHP membership and clinical privileges.

C. By applying for appointment/reappointment to the AHP Staff, each applicant:

(1) Agrees that any misstatements in or omissions from the Application for appointment or request for clinical privileges may constitute cause for denial of appointment and/or termination from the AHP Staff;

(2) Agrees to notify the AHP or Credentials Committees in writing within fifteen (15) Days of receipt of notice, written or oral, of any of the following:

(a) Voluntary review of investigation or involuntary termination, denial, suspension, limitation, or refusal to renew AHP Staff membership at any hospital;

(b) Voluntary or involuntary relinquishment, limitation, reduction, denial or revocation of any delineated privileges at any hospital;

(c) A leave of absence request at any hospital;

(d) Being placed on leave of absence by any hospital when such leave of absence was not requested by the practitioner;

(e) Being placed on probation at any hospital for any reason;

(f) Denial, suspension, revocation, limitation (including sanctions and probation), refusal to renew or the surrender of any license to practice or DEA or DPS permits to prescribe, if applicable; or currently pending proceedings which could result in any of these;

(g) Commencement of an investigation regarding any matter affecting his/her professional practice by any State or federal regulatory agency, except for an investigation by the Texas State Board of Medical Examiners, which only has to be reported upon receipt of notice of an Informal Settlement Meeting;

(h) Filing of criminal charges, including DWI by any law enforcement or regulatory agency, or filing of civil suit(s) by or on behalf of any patient or former patient (including medical malpractice lawsuits);

(i) Sanctions by any peer review organization;

(j) Any final judgments or settlements alleging professional negligence or incompetence;

(k) Any changes in physical or mental health that might affect the ability to practice the privileges granted and agrees to submit to an examination as set forth in  Article I, Section 1.1.5 of this manual; or

(l) Any voluntary or involuntary changes, terminations, denials, or exclusions in professional liability insurance coverage.

(3) Acknowledges that failure to notify the AHP or Credentials Committees of any of the situations listed above within the prescribed time may be grounds for disciplinary action, up to and including termination of AHP Staff membership and clinical privileges. However, it is not necessary to notify the AHP or Credentials Committees of the following:

(a) Traffic offenses except those involving allegations of driving under the influence;

(b) Filing of civil lawsuits which do not allege professional negligence or improper professional conduct; and

(c) Inquiry letters received from peer review organizations.

3.2.7
Credentialing Procedure:
A. The AHP and/or Credentials Committee shall review the Application, including the applicant's references, professional competence, qualifications, practice patterns, prior behavior, and ethical standing and make a recommendation to the MEC regarding the request for clinical privileges. In evaluating the application, the AHP and/or Credentials Committees may interview the applicant.

B. In the absence of an AHP Committee meeting, the AHP or Credentials Committee Chair shall review the application and present it to the Credentials Committee.

C. The Credentials Committee shall review the application, including the applicant's references, professional competence, qualifications, practice patterns, prior behavior, and ethical standing and make a recommendation to the MEC regarding the request for clinical privileges. In evaluating the application, the Credentials Committee may interview the applicant.

D. The Credentials Committee shall submit a report of its recommendations to the MEC within ninety (90) Days of receipt of a completed Application, recommending that the application be accepted, accepted with modifications, deferred, or rejected. 

E. Upon receipt of the recommendations of the Credentials Committee, the MEC shall, with respect to each applicant, record its approval, disapproval, or modification of the recommendations of the Credentials Committee and, thereupon, forward to the Board of Trustees the recommendations of the Credentials Committee and its own recommendations.  Such approval, disapproval or modification shall be evidenced by a report executed by the Chairman of the Board of Trustees and the Chief of Staff.

F. The Board of Trustees shall consider each applicant together with the recommendations of the AHP Committee, Credentials Committee, and the MEC. The Board of Trustees shall act upon the application and direct the Chief of Staff to notify the applicant, the MEC, Credentials Committee, and the AHP Committee of any action taken within twenty (20) Days of the Board of Trustees meeting, or as soon thereafter as possible. If the Board of Trustees appoints the applicant to the AHP Staff, such shall include: (i) the privileges which the applicant is granted; and (ii) such special conditions, if any, which are to be made a part of the credentials file.

3.2.8
Application Categories
A. Policy: Applications shall be categorized by the complexity of the information received. 

B. Category One: A Category One application would be one which includes all of the following: 
· All information is complete; 

· The applicant is in good standing at all current and previous affiliations;

· The applicant has two (2) current and unrestricted professional licenses or less; 

· The applicant is a recent graduate from an approved training program; 

· DEA and DPS registrations, if applicable, are current and unrestricted;

· There is evidence of adequate professional liability coverage;

· Training and experience support the privileges requested; and

· All references contain no suggestion that the applicant is anything other than highly qualified and capable of exercising good clinical judgment.

Please refer to Article II, Section 5 C of the Medical Staff Bylaws with respect to the Military Staff.

C. Category Two: A Category Two application would be one which includes one or more of the following:  
· The privileges requested do not match the training and/or experience; 

· The applicant has three (3) professional licenses or greater; 

· The applicant is currently or was previously under board order with any state licensing agency;

· There are events reported to the NPDB or there is knowledge of an event in the process of being reported; 

· The applicant has poor letters of recommendation; 

· The applicant has three (3) or more malpractice claims either pending, settled, arbitrated, mediated, or litigated; 

· There are gaps in application history;

· There are any denials, limitations, reductions, revocations, suspensions or other disciplinary actions or proceeding instituted or recommended by any hospital or healthcare institution, Medical Staff Committee or governing board from other AHP Staff affiliations;

· The applicant voluntarily surrendered or limited privileges, or did not reapply while under investigation;

· There is disclosure of a history of impairment (alcohol, drug, behavioral, physical, or mental);

· There is a criminal history;

· There is any adverse information not previously outlined.

A change of category can be recommended by the AHP, Credentials or Medical Executive Committees in the review process.

3.2.9
Procedure for Processing Categories
A. Category One: The application is reviewed by the Chair of the AHP Committee or, in his/her absence, by the Chair of the Credentials Committee. The application is processed for temporary privileges as outlined in Section 5.4 of the Credentials Manual. After the granting of temporary privileges, the application is processed as outlined in Article II.

B. Category Two: The application is reviewed by the AHP Committee or AHP Chair on behalf of the AHP Committee and the Credentials Committee. Following receipt of all information required to be submitted by the applicant pursuant to the Medical Staff Bylaws, the AHP Committee has the option to conduct an in-depth interview with the applicant and, at its discretion, may also require the applicant to be subject to such an interview by the Credentials Committee.  The MEC shall review the application at its next regularly scheduled meeting and forward a recommendation to the Board of Trustees of the Hospital.

C. Category One CRNAs: The application is reviewed by the Department of Surgery Chair and classified as a Category One. The application is processed for temporary privileges as outlined in Section 5.4. After the granting of temporary privileges, the application is processed as outlined in Article II.

D. Category Two CRNAs: The application is reviewed by the Department Chair and classified as a Category Two. The application is forwarded to the AHP or the Credentials Committee for review. Following receipt of all information required to be submitted by the applicant pursuant to the Medical Staff Bylaws, the AHP Committee has the option to conduct an in-depth interview with the applicant and, at its discretion, may also require the applicant to be subject to such an interview by the Credentials Committee. The MEC shall review the application at its next regularly scheduled meeting and forward a recommendation to the Board of Trustees of the Hospital.


3.2.10 Effect of Credentials Committee Action

Please refer to Article II, Section 2.5 of the Credentials Manual of the Medical Staff Bylaws. For procedural rights of Physician's Assistants and Advance Practice Nurses, please refer to Section 3.7 of this article.
3.2.11
Effect of Medical Executive Committee Action

Please refer to Article II, Section 2.6 of the Credentials Manual of the Medical Staff Bylaws. For procedural rights of Physician's Assistants and Advance Practice Nurses, please refer to Section 3.7 of this article.

3.2.12
Action of the Board of Trustees
Please refer to Article II, Section 2.7 of the Credentials Manual of the Medical Staff Bylaws. For procedural rights of Physician's Assistants and Advanced Practice Nurses, please refer to Section 3.7 of this article.


3.2.13 Notice of Final Decision

Please refer to Article II, Section 2.9 of the Credentials Manual of the Medical Staff Bylaws. For procedural rights of PAs and APNs, please refer to Section 3.7 of this article.


3.2.14 Time Periods for Processing

Please refer to Article II, Section 2.10 of the Credentials Manual of the Medical Staff Bylaws. For procedural rights of PAs and APNs, please refer to Section 3.7 of this article.
3.2.15
Disaster Privileging

A.
During disasters, the Hospital may assign disaster responsibilities to volunteer health practitioners (VHPs) who are not licensed independent practitioners but who are required by law and regulation to have a license, certification or registration. The Hospital assigns disaster responsibilities to VHPs who are not licensed independent practitioners only when the Emergency Operation Plan has been activated in response to a disaster and the Hospital is unable to meet immediate patient needs. VHPs will be distinguished by their badges which will clearly state they are volunteers.

B.
Disaster privileges may be granted on a case by case basis when the Hospital's Emergency Management Plan has been activated and the organization is unable to handle the immediate patient needs. Disaster privileges may be granted by the CEO to VHPs. Prior to granting such privileges, Hospital will attempt to verify the VHP’s state licensure, certification or registration. Before a VHP who is not a licensed independent practitioner is considered eligible to function as a VHP, the Hospital obtains his/her valid government issued photo identification (e.g., driver's license, passport) and one of the following:

(1)
A current picture identification card from a health care organization that clearly identifies professional designation;

(2)
A current license, certification, or registration; 

(3)
Primary source verification of licensure, certification or registration (if required by law and regulation in order to practice); 

(4)
Identification indicating that the individual is a member of a Disaster Medical Assistance Team (DMAT), the Medical Reserve Corps (MRC), the Emergency System for Advance Registration of Volunteer Health Professionals (ESAR-VHP) or other recognized state or federal response organization or group;

(5)
Identification indicating that the individual has been granted authority by a government entity to provide patient care, treatment or services in disaster circumstances;

(6)
Confirmation by hospital staff or Medical Staff member with personal knowledge of the VHP’s ability to act as a qualified practitioner during a disaster.

C.
The Hospital determines through direct observation by Hospital personnel and/or Medical Staff members whether privileges granted during a disaster situation should continue. VHPs are subject to oversight by any Medical Staff member, any person on the AHP Staff and Hospital employees. Based on such oversight, the Hospital determines within seventy-two (72) hours of the VHP’s arrival if disaster privileges granted to the volunteer should continue. If the privileges continue for more than seventy-two (72) hours, the hospital personnel responsible for the area in which the VHP is serving will be responsible for reporting their observations to Medical Staff leadership.

D.
If not accomplished prior to granting disaster privileges, primary source verification of licensure, certification or registration will begin as soon as possible. An attempt will be made to complete verification within seventy-to (72) hours. If Hospital is unable to do so within seventy-two (72) hours, the following documentation will be required:

(1) The reason primary source verification cannot be performed within the time frame;

(2)
Evidence of a demonstrated ability to continue to provide adequate care, treatment and services;

(3)
Evidence of the Hospital's attempt to perform primary source verification as soon as possible.

E.
Disaster privileges will automatically terminate when the disaster situation is resolved. Special requirements of direct observation, mentoring or clinical record review may be imposed by Medical Staff leadership or other Medical Staff member responsible for supervision. A VHP is not entitled to procedural rights upon termination of his/her disaster privileges.

3.3
ADDITIONAL INITIAL APPOINTMENT CRITERIA FOR PRACTITIONER-DIRECTED AHPS
In addition to the Initial Appointment criteria delineated in Section 3.2 herein, Practitioner-Directed AHPs must meet the following criteria:

3.3.1
Eligibility:
Only those individuals who are approved by the Board of Trustees, following the prescribed procedures for appointment as Practitioner-Directed AHPs, may assist their sponsoring Medical Staff Member at Hospital, within the scope of privileges granted by Hospital, in providing such services to the Medical Staff Member's patients in Hospital.
3.3.2
Sponsorship:
A.
The individual applying for privileges to practice as a Practitioner-Directed AHP must submit with his/her application a letter from the sponsoring Medical Staff Member stating:

(1)
The applicant is currently, or, at the time such services shall be performed, employed by or under contract with, the Medical Staff Member;

(2)
The applicant, if credentialed, shall be performing only those functions stated on the privilege form;

(3)
The applicant, if credentialed, shall be performing those functions under the Medical Staff Member's direction;

(4)
His/her recommendation of the applicant to the AHP Staff; and

(5)
His/her agreement to be fully responsible and liable for all actions or omissions of the applicant, if credentialed, while performing duties within Hospital, and to provide the requisite supervision. Such supervision shall include, but not be limited to, assessment of clinical performance of the Practitioner-Directed AHP on a biannual basis or as requested by Hospital.

B.
Such Practitioner-Directed AHP may only provide such services for his/her sponsoring Medical Staff Member.

3.3.3
Conditions of Practice:
The granting of privileges and the assignment of professional activities by sponsoring Medical Staff Members to Practitioner-Directed AHPs shall at all times be in writing and shall be subject to any conditions or limitations stated therein.  In addition to the foregoing, the following requirements shall apply:
A. Privileges of each Practitioner-Directed AHP shall be subject to the same criteria and standards of review, such as review and supervision of the privileges of Medical Staff Members;

B. Each Practitioner-Directed AHP shall at all times be subject to and limited by his/her specific granted privileges in keeping with the Medical Staff Bylaws;

C. Any activities permitted by the Board of Trustees to be performed at Hospital by a Practitioner-Directed AHP shall be done only under the direct and immediate supervision of the sponsoring Medical Staff Member. Except as provided by law or as required by the Board of Trustees, all in keeping with privileges granted, "direct and immediate supervision" shall not require the actual physical presence of the sponsoring physician. However, it shall require that the Practitioner-Directed AHP shall have immediate access to such sponsoring Medical Staff Member;

D. If a Hospital employee, Medical Staff Member, or another AHP has any questions or concerns regarding the clinical competence or authority of the Practitioner-Directed AHP, either to act or to issue instructions outside the physical presence of the sponsoring Medical Staff Member in a particular instance, such person shall notify the appropriate Hospital supervisor. Such Hospital supervisor has the right to require the Practitioner-Directed AHP's sponsoring Medical Staff Member to validate, either at the time or, if appropriate, later, his/her instructions to the Practitioner-Directed AHP.  Any act or instruction of the Practitioner-Directed AHP shall be delayed until such time as Hospital supervisor can be certain that the act is clearly within the scope of the Practitioner-Directed AHP's activities as permitted by the Board. At all times, the sponsoring Medical Staff Member shall remain responsible for all acts of the Practitioner-Directed AHP;

E. Practitioner-Directed AHPs may not transcribe or execute specific orders unless they are expressly permitted to do so as part of their AHP privileges. All entries into the medical record by a Practitioner-Directed AHP shall be countersigned by the sponsoring Medical Staff Member; 

F. The professional conduct of each Practitioner-Directed AHP shall be governed by the principles of professional ethics established by the profession, by law, and in accordance with the mission and philosophy of Hospital.  Further, Practitioner-Directed AHPs shall be required to conform to those standards, limitations, and conduct required of Hospital employees of similar classification and status; 

G. No Practitioner-Directed AHP shall be granted privileges which exceed in scope or extent the privileges of his/her Sponsor;

H. The number of Practitioner-Directed AHPs sponsored by a Medical Staff Member, as well as the acts such AHPs may undertake, shall be consistent with the applicable State statutes and regulations, the Medical Staff Bylaws, and the policies, procedures, and protocols of Hospital, and the policies of the Board of Trustees;

I. Each AHP agrees to comply with the Hospital’s privacy policies and procedures regarding the confidentiality of health care information and to participate as part of an organized health care arrangement for purposes of the Notice of Privacy Practices provided to patients of the Hospital.

3.3.4
Limitation of Practitioner-Directed AHPs:
A.
Practitioner-Directed AHPs may NOT:

(1)
Perform any duty without the sponsoring Medical Staff Member being physically present or immediately accessible to the patient, to provide further guidance;

(2)
Perform any duty if the sponsoring Medical Staff Member is out of town or is not immediately accessible to the patient unless the Practitioner-Directed AHP has secured as additional sponsors the Medical Staff Members who are covering for the primary sponsor;

(3)
Make any final diagnosis independent of the sponsoring Medical Staff Member;

(4)
Independently prescribe any medication or a regimen thereof, or sign or stamp Hospital records, including medication orders, for the sponsoring Medical Staff Member. APNs and PAs who have prescriptive authority may prescribe, order and dispense medications, only to the extent allowed by law;

(5)
Replace the sponsoring Medical Staff Member, including, but not limited to, when such Medical Staff Member is (i) on unreferred call, (ii) requested to be present by appropriate Hospital personnel in making Hospital rounds or visits, (iii) in caring for emergency room patients, or, (iv) in caring for other Hospital patients. Advanced Practice Nurses and Physician's Assistants may make visits in the hospital in place of the sponsoring Medical Staff member as long as the sponsoring Medical Staff member is in town and immediately accessible to the APN or PA, if needed;

(6)
Treat any patient before a sponsoring Medical Staff Member has seen the patient, examined the patient, and ordered the method of treatment, except for those AHPs privileged and credentialed to work under the auspices of the Emergency Medicine Medical Director;

(7)
Maintain an office separate from the sponsoring Medical Staff Member unless providing contracted services to such sponsor;

(8)
Perform acupuncture in any form;

(9)
Independently assign any task assigned to him or her by the sponsoring Medical Staff Member;

(10)
Perform any endoscopic examination;

(11)
Perform spinal punctures for diagnostic purposes;

(12)
Replace the sponsoring Medical Staff Member at any time during the performance of an operation;

(13)
Perform any invasive procedures other than those for which privileges were specifically approved and which are within the scope of licensure; or

(14)
Vote on Medical Staff issues, hold elected office on the Medical Staff, admit patients to Hospital, or exercise any prerogatives of the Medical Staff.

B.
The Practitioner-Directed AHP shall only render those services in Hospital for which Hospital has specifically granted him or her privileges, and shall only practice within the course and scope of his/her licensure, if applicable.  The AHP Committee shall be notified in a timely manner of any substandard performance issues or when such AHP renders services beyond the scope of licensure or privilege. Practitioner-Directed AHPs shall be subject to the Adverse Event Reporting and Performance Improvement Programs.

3.3.5
Enforcement:
Any sponsoring Medical Staff Member violating this Article shall be subject to withdrawal of his/her authority to utilize a Practitioner-Directed AHP and to having such AHP's membership and privileges suspended or revoked. In addition, such sponsoring Medical Staff Member may be subject to corrective action. It is also understood that, if the membership and/or privileges of the sponsoring Medical Staff Member are suspended or terminated, then his/her Practitioner-Directed AHP’s privileges shall also be suspended or terminated, at that time.  

Each Practitioner-Directed AHP may be subject to discipline and corrective action, and his/her privileges may be suspended, modified or terminated, as provided in this Article or as otherwise specifically provided for in the Medical Staff Bylaws, and the policies, procedures, and protocols of Hospital, and the policies of the Board of Trustees, as such are amended from time to time. Additionally, it is understood that the Board of Trustees may, at any time, terminate specific categories of AHPs, which shall result in the automatic termination of such AHP's membership and privileges.

3.3.6
Application Fee and Dues:
An application fee for processing initial and reappointment applications may be established from time to time by Hospital.

Dues, if any, for Practitioner-Directed AHPs with privileges at Hospital may be established from time to time by the MEC.  Failure of a Practitioner-Directed AHP to pay such fees and/or dues within sixty (60) Days of designated date of payment shall constitute automatic termination of membership and privileges.

3.4
APPOINTMENT
3.4.1
Term:
A.  All initially requested privileges or scopes of service shall be subject to a period of FPPE. The AHP and/or Credentials Committees, with the approval of the MEC, shall define circumstances that require the clinical performance of each AHP to be monitored and evaluated after he/she is initially granted privileges or a scope of service. Such monitoring may utilize prospective, concurrent, or retrospective proctoring, including but not limited to: (i) tracking performance monitors/indicators; (ii) external peer review; (iii) discussion with other health care individuals involved in care of patients; (iv) performance evaluations by nurse managers or Medical Directors. Reappointment as an AHP shall not be automatic, but such reappointment, if granted, shall be for a term of two (2) years or as otherwise provided herein. In any event, any AHP appointment may be terminated at any time, with or without cause, by the Board of Trustees, except as otherwise provided in Section 3.7 herein.

B. A Practitioner-Directed AHP's appointment is automatically terminated if such AHP is no longer employed by or contracted by the sponsoring Medical Staff Member, such sponsoring Medical Staff Member is no longer on the Active Medical Staff, or such Member's Medical Staff privileges have been adversely affected, including suspension.

3.4.2
Reappointment:
Each member of the AHP Staff becomes eligible for reappointment every two (2) years. All AHPs shall be required to complete an Application for reappointment. A notification of reappointment shall be mailed by the Medical Staff Office to the AHP whose appointment is expiring. If the application is not received within ninety (90) days of mailing, it will be deemed a voluntary resignation from the AHP Staff and shall automatically result in expiration of appointment. Upon receipt, the application shall be processed according to the credentials manuals. The appointee must furnish:
· Complete information to update his/her file on items listed in his/her original application;

· Specific requests for clinical privileges or scopes of service sought on reappointment with any basis for changes;

· Failure, without good cause, to provide this information is deemed a voluntary resignation from the AHP Staff and automatically results in expiration of appointment unless explicitly extended for not more than two (2) 30-Day periods by action of the Credentials Committee. An extension may not be granted if it causes an applicant's reappointment period to exceed twenty-four (24) months. The appointee then has the burden of producing adequate information and resolving any doubt about the data.

Members of the AHP Staff shall be reappointed in groups and on a schedule determined by the Credentials Committee and approved by the MEC. The usual reappointment period shall be for two (2) years. Any AHP may, based upon concerns regarding physical or mental health or impairment or other concerns which, in the judgment of the AHP and/or Credentials Committees may justify such action, be appointed or reappointed for a period of less than two (2) full years. Any such appointment or reappointment shall be processed for review at the appropriate time. A reappointment for a period of less than the full period of time for which the AHP is otherwise eligible, does not entitle the AHP to the procedural rights provided in the Medical Staff Hearing Plan.

OPPE shall be undertaken as part of the AHP Staff's evaluation, measurement and improvement of practitioners' current clinical competency. In addition, each practitioner may be subject to FPPE when issues affecting the provision of safe, high quality patient care are identified during the OPPE process. 

Reappointments for AHPs shall be processed in the same manner as for Medical Staff members. Please refer to Article V for details. The AHP and/or Credentials Committees shall review the qualifications and clinical performance of each AHP and determine that he/she: 
· Continues to be qualified for membership; and 

· Is competent to exercise the clinical privileges or scope of service requested.

A. Policy: Applications for reappointment shall be categorized by the complexity of the information received.

Applications shall be categorized initially by the AHP Chair, or in his/her absence, the Credentials Committee Chair. Applications for CRNAs will be categorized initially by the Department of Surgery Chair.

B. Category One: A Category One application would be one in which:
· No adverse information is received from references; 
· The applicant is well known to the AHP Staff, and has a current and unrestricted license, if applicable; 
· DEA and DPS registrations, if applicable, are current and unrestricted; 
· There is evidence of adequate malpractice insurance; 
· The applicant does not want a change in privileges; 
· The applicant has provided all information requested and completed the application form; 
· The applicant has no unusual quality events identified in the profile.

C. Category Two: A Category Two application would be one in which: 
· The privileges requested do not match the training and/or experience; 

· The applicant has three (3) professional licenses or greater; 

· The physician's profile contains questionable quality events; 

· There are events reported to the NPDB or there is knowledge of an event in the process of being reported; 

· The applicant has poor letters of recommendation; 

· The applicant has three (3) or more malpractice actions either pending, settled, arbitrated, mediated or litigated; 

· There are gaps in the application history; or 

· There are denials from other AHP Staffs
A change of category can be recommended by the Department Chair, AHP, Credentials, or Medical Executive Committees in the review process. 

3.4.3
Procedure for Processing Categories
Category One: The application is reviewed by the Chair of the AHP Committee, or in his/her absence, by the Chair of the Credentials Committee and classified as a Category One. Applications of CRNAs are reviewed by the Department of Surgery Chair and classified as a Category One. The application is then reviewed by the Credentials Chair on behalf of the Credentials Committee. If any of the credentialing representatives feels uncomfortable signing for approval, the application shall automatically advance to a Category Two. If it remains a Category One, the application is forwarded to the MEC at its next regularly scheduled meeting for review and recommendation to the Board of Trustees at their next regularly scheduled meeting.

Following a positive recommendation from the MEC, the Board of Trustees reviews and evaluates the qualifications and competence of the practitioner applying for appointment, reappointment, or renewal or modification of clinical privileges and renders its decision. A positive decision by the Board of Trustees results in the status or privileges requested.

At its discretion, the Executive Committee of the Board of Trustees may approve Category One applications on behalf of the Board of Trustees. If approved by the Executive Committee of the Board, an informational report to the Board of Trustees shall be made at the next regularly scheduled meeting where the approvals shall be ratified.  

If the decision of the Board of Trustees is adverse to an applicant, the matter is referred back to the MEC for further evaluation.

An applicant is usually ineligible for the expedited process related to a Category One application, if any of the following has occurred since the time of reappointment:

· The applicant submits an incomplete application;

· The MEC makes a final recommendation that is adverse or with limitations;

· There is a current challenge or a previously successful challenge to licensure or registration;

· The applicant has received an involuntary termination of Staff membership at another organization;

· The applicant has received involuntary limitation, reduction, denial, or loss of clinical privileges; or

· There has been a final judgment adverse to the applicant in a professional liability action.

Category Two: The application is reviewed by the Department Chair and classified as a Category Two. The application is forwarded to the Credentials Committee for review. The MEC shall review the application at its next regular meeting and forward a recommendation to the Board of Trustees.

3.5
PRACTICE
3.5.1
Responsibilities:
Each AHP shall:

A. Render only those services in Hospital for which Hospital has specifically granted him or her privileges, and shall only practice within the course and scope of his/her licensure, if applicable. The AHP Committee shall be notified in a timely manner of any substandard performance issues or when such AHP renders services beyond the scope of licensure or privilege. AHPs shall be subject to the Adverse Event Reporting and Performance Improvement Programs.

B. Retain appropriate responsibility within his/her area of professional competence for the care and supervision of each patient in Hospital for whom he or she is providing services;

C. Participate, as appropriate, in patient care reviews and other quality review, evaluation, and monitoring activities;

D. Abide by the Medical Staff Bylaws, and the policies, procedures, and protocols of Hospital, and the policies of the Board of Trustees, including policies applicable to AHPs;

E. Prepare and complete in accordance with the policies and procedures of Hospital and Medical Staff the appropriate portions of all medical and other records for each patient for whom he or she provides services; and

F. Perform other reasonable duties as requested by the Chief of Staff or the Chair of the applicable Medical Staff Department.

3.5.2
Identification: 
AHP Staff must wear identification, provided by Hospital, at all times while performing duties in Hospital. Such identification shall NOT include a designation of Dr., followed by the AHP's surname so he/she cannot be mistaken for a member of the Medical Staff.

3.6      REVOCATION OR MODIFICATION OF AHP STAFF MEMBERSHIP
The following actions, without limitation, may form the basis for denial, revocation or modification of membership on the AHP Staff:

· Conviction of felony or offenses involving moral conduct;

· Use of drugs or alcoholic beverages to the extent of becoming dangerous to the AHP Staff member, or any other person, or the public, or to the extent of impairing the AHP Staff member's ability to provide professional services on behalf of the Hospital;

· Impersonating a physician;

· Using false, misleading, or otherwise untrue information in the application for AHP Staff membership;

· Willful unauthorized communication of confidential information during the performance of his/her duties;

· Professional incompetence, misconduct, or negligence in the performance of his/her duties on behalf of the Hospital;

· Performing duties beyond those permitted by the Hospital, relevant law, and/or the clinical privileges granted to the AHP;

· Professional misconduct or disruptive behavior; or

· Failure to follow Hospital or Medical Staff bylaws, policies, or regulations.

3.7      PROCEDURAL RIGHTS OF PHYSICIAN ASSISTANTS AND ADVANCED

PRACTICE NURSES

3.7.1
Notice of Revocation or Modification of AHP Staff Membership:
If an AHP's membership is modified or revoked (except in accordance with Section 3.7.3F) the Hospital shall provide the AHP with written notice of the reasons for the modification or revocation, as appropriate.

3.7.2
Procedural Rights for Advanced Practice Nurses (APNs):
If an APN’s privileges are modified or revoked for one of the reasons listed in Section 3.6 above, the matter shall be referred for Nursing Peer Review in accordance with the Hospital’s Nursing Peer Review Policy.

3.7.3
Procedural Rights for Physicians Assistants (PAs):


If a PA’s privileges are modified or revoked for one of the reasons listed in Section 3.6 above, the PA may appeal such modification or revocation in accordance with such Section.
A. 
Right to Request Hearing:

The affected PA (Subject) shall have the right to a hearing for purposes of appealing a modification or revocation of clinical privileges before a hearing committee (Hearing Committee) selected by the AHP Committee. The Subject shall have thirty (30) Days to request a hearing following his/her receipt of the written notice of the AHP Committee's action. In the event that the Subject does not request a hearing within the thirty (30) day period, then he/she shall be deemed to have waived any right to appeal and to have accepted the action of the AHP Committee. Upon receipt of a request for a hearing by the Subject, the AHP Committee shall promptly schedule a hearing and give notice to the Subject of the time and place, and the date of the hearing, provided that the date of the hearing shall not be less than thirty (30) Days from the date of receipt of the Subject's request for a hearing. Failure without good cause of the Subject to personally attend and proceed at the hearing shall be deemed to constitute voluntary acceptance of the AHP Committee's final action.

B. 
Hearing Procedures:

The AHP Committee shall appoint one of its members to represent it at the hearing, to present the facts in support of its action, and to examine any witnesses. It shall be the obligation of such representative to present appropriate evidence in support of its action, but the Subject shall then be responsible for supporting his/her appeal of the action by providing appropriate evidence showing that the action lacks any factual basis or that such action is arbitrary or capricious. Neither the AHP Committee nor the Subject may be represented by legal counsel at the hearing. One member of the Hearing Committee shall act as the hearing officer. The hearing officer shall endeavor to ensure that all participants in the hearing have a reasonable opportunity to be heard and to present relevant oral and written evidence in an efficient and expeditious manner. Within reasonable limitations, the AHP Committee and the Subject may present relevant oral and written evidence, may call and examine witnesses for relevant testimony, and may rebut evidence presented by the other party. In addition, the Subject shall have the right to submit a written statement at the close of the hearing.

C. 
Hearing Committee Decision:

Within ten (10) Days after final adjournment of the hearing, the Hearing Committee shall render a decision, which shall be accompanied by a written report delivered to the AHP Committee. A copy of the decision also shall be forwarded to the Credentials Committee and the Subject. The report shall contain a concise statement of the reasons in support of the decision.

D. Medical Executive Committee Decision:


The Medical Executive Committee shall review the report and decision of the Hearing Committee at its next regularly scheduled meeting and shall, within thirty (30) Days of such meeting, give notice of its final decision to the AHP Committee, Credentials Committee and the affected individual. The notice of the decision shall contain a concise statement of the reasons in support of the Medical Executive Committee's decision.

E.  Right to One Hearing:


No affected individual shall be entitled to more than one (1) hearing before the Hearing Committee regarding the matter of a Medical Executive Committee action.

F.  Exception to Hearing Rights:


If an APN or PA is granted clinical privileges based on a sponsoring or collaborating relationship with a physician and such relationship ceases to exist, the physician shall inform the Hospital. The Hospital shall not have any obligation to provide a hearing or any form of due process to the APN or PA, but shall provide notice to the APN or PA that his/her clinical privileges have been terminated.

ARTICLE IV.  REVIEW, ADOPTION AND AMENDMENT

4.1
 REVIEW


This Manual shall be reviewed on a biennial basis by the Credentials Committee.

Article III of this Manual shall be reviewed on a biennial basis by the AHP Committee.

4.2
AMENDMENT


This Manual may be adopted, amended or repealed, in whole or in part, by the following mechanism: A resolution of the MEC recommended to and adopted by the Board of Trustees.

4.3
CORRECTIONS 


The Credentials Committee may correct typographical, spellings or other obvious errors in this Manual. The Credentials Committee may also make any changes specifically required by law, state regulation or Joint Commission standards.

The AHP Committee may correct typographical, spelling or other obvious errors in Article III of this Manual. The AHP Committee, with the approval of the Credentials Committee, may also make any changes specifically required by law, federal or state regulation, or licensing or accreditation standards within Article III.

4.4
RESPONSIBILITIES AND AUTHORITY


The procedures outlined in the Medical Staff Bylaws, and the policies, procedures, and protocols of Hospital, regarding Medical Staff responsibility and authority to formulate, adopt and recommend Medical Staff Bylaws and amendments thereto apply as well to the formulation, adoption and amendment of this Manual.

Member of the Active Medical Staff shall be notified of proposed amendments to the Credentials Procedure Manual prior to a vote by the MEC.

NOTE


Articles I, II, III, and IV of the Credentials Procedure Manual were extrapolated, in their entirety, from Article II, Section 2.3 through Section 2.4.2; Article IV, Section 4.1.2 and Section 4.2 through 4.2.2; and Article VII of the Credentials Policy and Procedure Manual, respectively.  Each Article in this Credentials Procedure Manual has been re-numbered accordingly.  
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