
PERFORMANCE IMPROVEMENT
PERFORMANCE REVIEW
POLICY AND PROCEDURE MANUAL
MEDICAL STAFF 

AND

ALLIED HEALTH PROFESSIONALS STAFF

HENDRICK MEDICAL CENTER

ABILENE, TEXAS
June 3, 2010
Revised:
10/07/10
ARTICLE I.  PERFORMANCE IMPROVEMENT
1.1 Purpose
The Medical Staff is responsible for establishing and maintaining patient care standards and oversight of the quality of care, treatment and services rendered by Medical Staff and Allied Health Professionals privileged through the Medical Staff process. Relevant information developed from the sources described herein is integrated into performance improvement initiatives and consistent with hospital preservation of confidentiality and privilege of information.
Through the activities of the Medical Staff, Hendrick Medical Center (Hospital) shall conduct focused and ongoing professional practice evaluations (FPPE/OPPE) and shall use the results to improve professional competency, practice and care. Information obtained and used in accordance with this policy is privileged, confidential and protected from discovery pursuant to applicable provisions of the bylaws of the Medical Staff and Board of Trustees and applicable state and federal laws and regulations.

1.2
Goals
· Assess the ongoing professional practice and competence of individual practitioners with hospital privileges.

· Identify opportunities for practice and performance improvement of individual practitioners by analyzing aggregate data and case findings.

· Improve the quality of care by individual practitioners.

· Provide suggested areas for hospital-wide improvement.

· Feedback, positive or negative to Hospital’s providers.

1.3
Authority and Responsibility

The Board of Trustees of Hendrick Medical Center has the ultimate responsibility for performance improvement. The organized Medical Staff provides leadership for measuring, assessing and improving processes that primarily depend on the activities of one or more members of the Medical Staff and Allied Health Professionals Staff.
1.4
Confidentiality
Each proceeding or record of a medical peer review committee is confidential including communications to the peer review committee, with the exception of those gratuitously submitted. The information is not subject to subpoena or discovery and not admissible in civil or administrative proceeding unless privilege is waived or unless disclosure is required or authorized by law.
1.4.1
The President and/or Vice Presidents, legal counsel to the Hospital, Medical Staff Services personnel and Performance Improvement Department personnel shall be considered agents of all Medical Staff committees, services, and the Medical Staff as applicable when performing their respective functions and responsibilities. A medical peer review committee includes an employee or agent of the committee, including assistant, investigator, intervener, attorney and any other person or organization that serves the committee.

1.4.2
Access to Data
Focused Professional Practice Evaluation (FPPE) and Ongoing Professional Practice Evaluation (OPPE) data may be accessed as outlined below:

A. Individual Practitioner

(1) FPPE/OPPE data shall be maintained in each Medical Staff or AHP’s profile in the Medical Staff Office.

(2) OPPE reports may be released to the individual practitioner along with comparisons of the practitioner to aggregate not individual data of others in the same specialty.

(3) FPPE data may only be released as directed by the MEC.

(4) Practitioners may not access data on another practitioner unless acting as an agent of a peer review committee. Comparisons shall be made to established norms rather than other practitioners at the Hospital.
B. Persons performing official Medical Staff functions within the Hospital

(1) Committees of HMC, its governing board or Medical Staff who are authorized to engage in medical peer review.

(2) Hospital staff assisting a medical peer review committee may have access to data only to the extent necessary to perform their official functions.

C. Persons or organizations outside the Hospital

(1) Facility surveyors of a national accreditation body such as the Joint Commission, appropriate state or federal agency such as Department of State Health Services or Centers for Medicare and Medicaid Services, who are on HMC’s premises in the presence of appropriate Hospital or Medical Staff Office personnel shall be entitled to inspect FPPE/OPPE data.

(2) Outside peer review committee, organization or individual for the purpose of medical peer review or disclosure to a professional review body. 

1.5
Measurement and Assessment
1.5.1
The Medical Staff provides leadership for measuring, assessing and improvement processes that primarily depend on the activities of one or more licensed independent practitioners (LIP) and other practitioners credentialed and privileged through the Medical Staff process.
1.5.2
The Medical Staff is actively involved in the measurement, assessment and improvement of the following. These functions are achieved via interdisciplinary review through the Performance Improvement (PI) Committee, Performance Review (PR) Committee, Medical Staff Departments and/or individual Medical Staff member review in collaboration with the Performance Improvement Department, Risk Management Department and the Physician Liaisons to the PI Committee:
A. Medical assessment and treatment of patients;

B. Use of medications, blood and blood components, radiation and laser safety;

C. Operative and other invasive procedures and physician related infection data;

D. Appropriateness of clinical practice pattern appropriateness, effectiveness and efficiency, research and evidence-based applications to patient care;

E. Significant departures from established patterns of clinical practice;

F. Sentinel event data;

G. Patient safety data;

H. Coordination of care, treatment and services with other practitioners and hospital personnel as relevant to the care, treatment and services of patients, documentation and communication;

I. Accurate, timely and legible completion of patient's medical records; 

J. CMS indicators; and
K. Patient satisfaction.
1.6
Variances
Variances are assigned a "type" category according to the following guidelines. The type category determines data collection, review and reporting.

1.6.1
Type 1: Rate - indicator exists to generate a trend (e.g., mortality rate, readmission rate or infection rate).
1.6.2
Type 2: Rule - standard or other generally accepted practice at Hendrick Medical Center (e.g., completing the H & P within twenty four (24) hours.
1.6.3
Type 3: Review - indicator that suggests a significant quality of care concern or potential for adverse outcomes.

1.7
Indicators

Quality Indicators are a set of measures that provide a perspective on hospital quality of care using hospital administrative data. These indicators reflect quality of care inside the hospital and focus on improved health outcomes and the prevention and reduction of medical errors. 

Indicators used for FPPE/OPPE shall be approved by the Medical Executive Committee (MEC).
1.8
Committee Reviews
Medical records and credentials reviews of committee members shall be conducted in a confidential manner. Medical Staff committee members shall excuse themselves from meetings during review and deliberation of cases in which they were involved and for anything related to their own credentialing process or status.

1.8.1
The Performance Improvement (PI) Committee is responsible for reviewing type 1 and type 2 variances, rates and rules, as described in Section 1.6. 

The PI Committee shall maintain for Medical Staff members a reporting mechanism that is designed to collect information related to Medical Staff and patient care issues. Reporting may be verbal (directly or via the Physician Hot Line to the Performance Improvement Department 670-6677) or written communication. Please refer to Medical Staff Policy, MS3-5, "Physician Hot Line to the Performance Improvement Department" for details.
Cases involving members of the PI Committee will be forwarded to the Performance Review (PR) Committee.
1.8.2
The PR Committee is responsible for reviewing type 3 variances, reviews, as described in Section 1.6 as well as FPPE when questions arise regarding a practitioner’s ability to provide safe, high quality patient care.

1.8.2.1
Referrals to the PR Committee may be initiated by a Medical Staff Department/Section, the PI or Credentials Committees, the MEC or the Chief of Staff.

1.8.2.2
Cases involving members of the PR Committee will be forwarded to the PI Committee.

1.8.2.3
Cases are assigned to a member of the PR Committee on a rotation basis by the PI Department and presented to the PR Committee by the physician reviewer.

1.8.2.4
The PR Committee makes recommendations to the MEC. At the completion of the review, all recommendations from the PR Committee must be made within thirty (30) days or at the next meeting of the MEC, whichever is first.

1.8.3
For cases involving members of the MEC, the Chief of Staff shall be responsible for ensuring that the involved member is excused from the meeting prior to presentation of the case and any recommendations or discussions of committee deliberations involving such review. 
Cases involving the Chief of Staff shall be forwarded to the PR Committee. The results shall be presented to the Vice Chief of Staff, who shall have the responsibility of ensuring the Chief of Staff is excused from the MEC meeting prior to presentation of the case and any recommendations or discussions of committee deliberations involving such review when presented to the MEC.

1.8.4
Credentials Reviews
Medical Staff members shall excuse themselves from any meeting in which such member’s credentials, or anything related to such member’s credentialing process or status, are discussed by a Medical Staff committee.
1.8.4.1
Credentials reviews involving the Chair of the Credentials Committee shall be presented to the Vice Chair of the Credentials Committee, who shall have the responsibility of ensuring the Chair is excused from the meeting prior to discussion, if any. 

1.8.4.2
The Vice Chair shall have the responsibility of presenting the findings and recommendations of the Credentials Committee to the MEC if those findings are other than favorable.

1.8.4.3
The Chair of the MEC shall ensure the Credentials Chair is excused from the MEC meeting prior to discussion of the credentials review, if other than favorable.

1.8.4.4
Credentials reviews involving other members of the Credentials Committee shall be presented to the Chair of the Credentials Committee, who shall have the responsibility of ensuring the involved member is excused from the meeting prior to discussion, if any.
1.9
Proctors
1.9.1
Qualifications/duties of proctors.

A.
A proctor’s role is that of an evaluator, not a consultant or mentor, unless otherwise provided in the appointment as proctor. The proctor’s purpose is to assess and report on the competence of another practitioner.

B.
The proctor should be a Medical Staff member who holds clinical privileges for the procedure(s) being observed and who has sufficient expertise to assess the quality of the care being rendered.

C.
Proctors are agents or non-voting members of the medical peer review committee as assigned. When assigned, the medical peer review committee shall instruct the proctor as to his/her duties to assist with medical peer review and his/her duty to protect the confidentiality of the information provided to the proctor as well as the information generated by the proctor. As agents or non-voting members of a medical peer review committee, proctors’ reports and the proctoring activity are deemed to be privileged and protected from discovery.
1.9.2
The proctor must engage in direct observation of the performance of the procedure being evaluated. Chart review may also be appropriate, as all aspects of the management of care should be evaluated. The proctor should submit a list of cases observed, and within two (2) weeks following conclusion of proctoring, the proctor shall provide a confidential written summary of his/her observations, impressions and recommendations regarding the performance of the Medical Staff member being proctored. The proctor’s summary shall be submitted to the committee requesting proctoring. It is anticipated that the proctor shall provide no direct clinical care. In the event of an emergency in which the proctor feels compelled to intervene, the proctor’s involvement shall be recorded in the medical record and in an immediate confidential report to the committee requesting the proctoring.
1.9.3
It is the responsibility of the Medical Staff member being proctored to provide and cover any costs associated with an acceptable proctor, and the proctor selected must be approved in advance by the committee requesting proctoring activity, which shall consider any relationship between the proctor and the Medical Staff member being proctored prior to granting approval. The proctor should not receive a fee directly related to patient care, but may be reasonably reimbursed for time spent in the monitoring activity. All such financial arrangements must be disclosed in advance. If no suitable proctor is available on the Medical Staff, outside experts may be used.

1.9.4
Proctors’ reports are privileged and confidential records and proceedings of a medical peer review committee.
ARTICLE II.  PERFORMANCE REVIEW

Medical peer review is the evaluation of medical and health care services, including evaluation of qualifications or professional conduct of professional health care practitioners and of patient care they provide. Evaluation of an individual practitioner's professional performance includes the identification of opportunities to improve care. Peer review differs from other quality management activities in that it evaluates the strengths and weaknesses of an individual practitioner's performance, rather than appraising the quality of care rendered by a group of professionals or a system.

The Medical Staff peer review process supports the continuous improvement and safety of patient care at Hendrick Medical Center through the ongoing and focused monitoring of key quality indicators. The Medical Staff leadership identifies key quality indicators, analyzes trends in patient outcomes and provider practice, reaches conclusions and takes actions for quality improvement. Additionally, the Medical Staff leads or actively participates in interdisciplinary quality improvement activities as a key contributor to the Hendrick quality improvement programs.
2.1 Selection of Quality Review Indicators

An individual practitioner's evaluation is based on generally recognized standards of care. Through this process, practitioners receive feedback for personal improvement or confirmation of personal achievement related to the effectiveness of their professional practice as defined by the six Joint Commission/ACGME General Competencies:
· Patient care
· Medical knowledge
· Practice based learning and improvement
· Interpersonal and communication skills
· Professionalism
· Systems based practices
For the purpose of defining its expectations of performance and measuring and providing feedback for the General Competencies, the Medical Staff shall use the American College of Physician Executives' Performance Dimension Framework outlined below:

· Technical quality

· Service quality

· Patient safety and patient rights

· Resource use

· Relations

· Citizenship

Each Medical Staff Department and/or Committee identifies and recommends quality indicators to monitor based on key functions and high volume, high risk or problem prone aspects of care. Variances are defined as one or more clinical indicators which if not met may trigger further review. The MEC reviews the Department or Committee recommendations and compares to HMC's strategic plan, governing body input and regulatory obligations on a biennial basis.

2.2 Review Process

There are two methods of review: ongoing professional practice evaluation (OPPE); and focused professional practice evaluation (FPPE).

2.1.1 OPPE is largely accomplished through committee structures. Please refer to Article IV of this manual for details about OPPE. In general, Type 1 variances are reviewed by the PI Committee and for first offenses, if indicated, an educational letter is sent and/or a collegial meeting with the practitioner is held.

2.1.2 Type 2 indicators are aggregated and reported in a graphical display to the PI Committee. Serious variances (adverse occurrences or concerns related to trends in individual provider practice related to these indicators) shall be reviewed by the PI Committee.

2.1.3 Type 3 variances shall have formal FPPE conducted, under the auspices of the PR Committee. Please refer to Article III of this manual for details about FPPE. In the event of a review, the provider of record shall be notified of the review in advance in the form of a letter inviting voluntary elaboration. A response from the provider to such letter in letter-form must be returned within fourteen (14) calendar days of mailing. The individual provider's feedback shall be incorporated into the peer review. If no provider response is received, the committee review is conducted based on available data. The provider is notified of the PR Committee's final determination of the review. 
2.1.4 FPPE shall be used to establish current competency of new Medical Staff members, new privileges, to address concerns from an OPPE, or when issues affecting the provision of safe, high quality patient care are identified.

2.3 Peer Reviewer Responsibilities
2.3.1
Peer review should be conducted by a peer within the same specialty within the same section or department whenever possible. If the reason for the review is not related to specialty care, then an appropriate Medical Staff member in good standing may be assigned the review.
2.3.2 If necessary, peer review can be conducted external to the organization at the direction of the MEC. The need for external peer review shall be determined by the PR Committee or the MEC or the Board of Trustees of the Hospital. No practitioner can require the hospital to obtain external peer review if not deemed appropriate by the aforementioned committees or the Board of Trustees of the Hospital. Examples of circumstances that may warrant external review include but are not limited to the following:

A. Case(s) under review is/are not performed by any other member of the Medical Staff;

B. Cases with potential or actual litigation;

C. Cases involving vague or conflicting conclusions from internal reviews that may directly impact the practitioner's membership or privileges;

D. Lack of internal expertise;

E. Potential conflict of interest;

F. Economic competition;

G. Miscellaneous issues such as developing a benchmark for quality monitoring.
2.3.3 Peer review for Allied Health Professionals (AHPs) shall be assigned to the attending Medical Staff member sponsoring the AHP. The sponsoring Medical Staff member shall be held accountable for the AHP's patient care management.

2.3.4 Peer reviewers (proctors) may be assigned by the Department Chair on a rotating basis through each Active Staff member of the section/department, through a "core group" in each department selected by the Department Chair, or via a committee assigned the function by the Department Chair.
2.3.5 The PR Committee, based on FPPE for a practitioner, is responsible for reporting findings to the MEC, reaching conclusions and recommending actions relative to the individual case or trends identified. The findings include the objective review of all records pertinent to the variance(s) that generated the review. The conclusion is the decision reached by the PR Committee after reviewing the findings and addresses the practitioner's management of the patient's care. Each conclusion must also have an action determined. The conclusion and action recommendations are described below.
A. 1 -- System Issue - An occurrence that is unrelated to the medical management of the patient. Example: medication error unrelated to the Medical Staff member's order; inconsistent monitoring/notification of vital signs or lab values; other process/system failure.
Action Options
· No further individual action;

· Information letter to Medical Staff member describing findings and conclusions.

B. 2 -- Expected Event: medical management appropriate - An occurrence that may be anticipated based on the patient's presenting/pre-existing condition or co-morbid factors. Example: ED patient presenting with chest pain who sustains a cardiac arrest moments after presentation.
Action Options
· Route to Performance Improvement and/or Risk Management Departments for critical event or sentinel event review with appropriate hospital staff.

· Recommendation that the case be presented to the Medical Staff or Department/Section for education.

C. 3 -- Unexpected Event: medical management appropriate - An occurrence that, although adverse, was sequelae of the patient's underlying disease, surgery, or illness, AND was accurately recognized, treated promptly and appropriate by the provider. Examples: wound dehiscence unrelated to surgical skill; aspiration pneumonia post emesis unrelated to medical management.
Action Options

· Route to Performance Improvement and/or Risk Management Departments for critical event or sentinel event review with appropriate hospital staff.
· Recommendation that the case be presented to the Medical Staff or Department/Section for education.

D. 4 -- Unexpected Event: medical management not appropriate - An occurrence that, although adverse, was sequelae of the patient's underlying disease, surgery or illness AND was exacerbated or extended related to the timeliness, accuracy or appropriateness of the provider's management. Example: a patient hyperkalemia noted by provider but not treated, resulting in symptomatic arrhythmia and unplanned transfer to ICU.
Action Options
· All of the options listed in A through D above plus the following requirement: FPPE.
E. 5 -- Significant Deviation from appropriate medical management - An occurrence that caused or had the potential to cause significant harm to the patient directly as side/site verification related to the provider's care, treatment or management. Examples: the non-approved use of a drug or device; failure to follow accepted policies or practices.
Action Options
· All of the options listed in A through D above plus the following requirement: FPPE.

2.3.6 Additional corrective actions that may be recommended to the MEC by the PR Committee are described in Articles III and IV of this manual. No actions related to an involuntary change in privileges, suspensions, referral to the Physician Health and Rehabilitation Committee or reports to external agencies may be conducted without MEC review and approval. The MEC is the final authority in all peer review activities. In all peer review activities, the Medical Staff shall adhere to all Medical Staff and Hospital Bylaws, policies and procedures. The Credentials Committee shall be involved with any decisions that change or limit a practitioner's privileges or appointment status prior to such changes taking place or being implemented. The MEC shall report significant findings or changes in membership status or privileges to the Board of Trustees of the Hospital.

ARTICLE III.  FOCUSED PROFESSIONAL PRACTICE EVALUATION

3.1 FPPE shall be implemented for all initially requested privileges as well as for evaluation of performance of practitioners when issues affecting the provision of safe, high quality patient care are identified.

3.2 Requirements - FPPE may be initiated under the following circumstances:

3.2.1
Evaluation of practitioners without current performance documentation at HMC (e.g., initial applicants, existing members requesting additional privileges).

3.2.2
When questions arise regarding a currently privileged practitioner's ability to provide safe, high quality patient care. Circumstances necessitating a focused evaluation or triggers that may initiate an evaluation include:

A. Certain low volume procedures;

B. Sentinel events;

C. Validated complaints or occurrence reports;

D. Significant variances from acceptable practice patterns;

E. Significant variances in regard to comparative peer performance data.

3.3 FPPE for New Privileges
3.3.1
Focused Evaluation Period 

During the first three (3) months after approval of the practitioner's privileges, the practitioner's performance shall be reviewed and evaluated by the Chair or designee of the Department in which the individual has clinical privileges and by relevant committees of the Medical Staff and Hospital.

3.3.2 Data Collection
The Performance Improvement Department, Risk Management Department and the Medical Staff Office, under the direction of the Vice President Medical Staff shall be responsible for the collection of all appropriate information for the evaluation. Information may include:

A. Universal indicators as defined by the MEC;

B. Clinical outcomes data as defined by department/specialty-specific indicators;

C. Direct observation;

D. Retrospective chart reviews;

E. Confidential discussion.
3.3.3 Type/Duration of Focused Evaluation
The type and duration of focused evaluation shall be based upon the privilege(s) to be reviewed and the risk assigned to those privileges, as determined by the Credentials Committee. Each ne privilege granted must be evaluated; however, it is acceptable to group similar skills or procedures together and evaluate them as a bundle.
3.3.4 Low Volume Practitioners

If a practitioner has insufficient volume at the Hospital to assess competency, acceptable information to assist with the determination of competency to perform the privileges granted may include but is not limited to:

A. Clinical outcomes data generated by another Joint Commission accredited facility where the practitioner holds the same privileges;
B. Professional peer evaluations;
C. Direct observation or proctoring reports from another facility.

3.3.5 PI Committee Review

A. If at any time during the focused evaluation for new privileges period the data being collected suggests a variance from established benchmarks, or any information is received that might suggest problems related to the practitioner’s ability to safely and competently perform the privileges granted, the PI Committee Chair shall be asked to review the information.

B. The PI Committee Chair may request additional documentation in an effort to validate the existence of a variance.

C. If additional review validates the existence of a variance, the PI Committee Chair shall review the data with the practitioner. The practitioner shall be given an opportunity to provide written input related to the issue, including if necessary plans for self-correction.

D. If a potential system issue is identified it shall be referred to the Vice President, Medical Staff.

E. Based upon the information collected the PI Committee Chair shall complete the Focused Professional Evaluation Recommendation Form to include one of the following recommendations: (i) discontinuation of FPPE and entry into the OPPE cycle; (ii) completion of a Performance Monitoring Plan; (iii) referral to the PR Committee for focused review.

3.3.6 Credentials Committee Review

Recommendations made by the PI Committee Chair shall be reviewed by the Credentials Committee. The Credentials Committee may: (i) recommend approval of the PI Committee’s recommendations; (ii) find need for additional review and refer to the PR Committee; (iii) in cases of applications wherein no variances are found, recommend to the MEC approval of the practitioner’s privileges.
3.3.7
Medical Executive Committee Review

Recommendations made by the Credentials, PI and PR Committees shall be reviewed by the MEC. The MEC may approve recommendations or after review of relevant information, find that additional review is indicated.

3.3.8
Board of Trustees of the Hospital

The Board of Trustees shall review recommendations made by the MEC and either approve the applicant’s request for privileges, or, if the recommendation is for corrective action, such recommendations shall be implemented in accordance with applicable Medical Staff Bylaws.

3.3.9
Practitioner Notification
The Medical Staff Office shall notify the practitioner in writing of the Board of Trustees’ final recommendation. In the event corrective action is imposed, the practitioner shall have such rights as outlined in the Medical Staff Hearing Plan.

3.4 FPPE for Questionable Performance/Outcomes
3.4.1
Referrals to the PR Committee

Referrals for FPPE may be initiated by a Medical Staff Department/Section, the PI Committee, Credentials Committee, MEC or the Chief of Staff.

3.4.2
Nature of the variance

Depending on the nature of the variance, the PR Committee may recommend completion of a Professional Practice Evaluation Monitoring Plan document. The document shall include: 

A. Type of monitoring: (i) medical record review; (ii) direct observation; (iii) discussion with other individuals involved in the care of the practitioner’s patients; (iv) simulation; and/or (v) proctoring;

B. Content: (i) what is being evaluated (outcomes, complications, clinical management, techniques, etc.); (ii) length of evaluation (numbers of procedures/admissions, length of time, etc.); and (iii) internal or external review.
3.4.3
Initial Review

The PR Committee shall review the facts surrounding the request for FPPE and shall forward a report to the Credentials Committee. Such report shall be forwarded in a timely manner, not to exceed sixty (60) days.

3.4.4
Practitioner Notification

The PR Committee shall notify the involved practitioner of the focused evaluation.
3.4.5
Data Collection

The Performance Improvement Department, under the direction of the Medical Director for Utilization Management, with the assistance of the Medical Staff Office, shall be responsible for collection of all appropriate information for the PR Committee review.
3.4.6
Practitioner Input
A. The practitioner being reviewed shall have the opportunity to respond in writing. It is the expectation that the PR Committee shall identify information required and request the practitioner’s response within two weeks (14 calendar days) of the date of referral or initiation of case review. A follow up request signed by the PR Committee Chair shall be initiated for any responses not received with two weeks (14 calendar days). The follow up request shall require a response from the practitioner within one week (7 calendar days).
B. Once all requested information is received, the case shall be placed on the agenda of the next regularly scheduled meeting of the PR Committee. If information is not received as requested, the referral shall still be placed on the agenda of the next regularly scheduled meeting of the PR Committee and noted to be incomplete. In the event the practitioner fails to provide written response as requested by the PR Committee, the PR Committee shall review the case with the information available.

3.4.7 Mechanism for Review

A. Additional mechanisms other than those specified in the performance monitoring plan may be used by the PR Committee. Sufficient chart review, representative of specific aspects of care and/or an overall sample of similar cases performed by the practitioner under review shall be assessed. 

B. Additional mechanisms may include review of adverse events reports, review of sentinel events or other Risk Management Department documents, direct observation, discussion with consultant physicians involved in a patient’s care monitoring of diagnostic and treatment techniques and/or proctoring. If a subsequent patient care issue is called into question, a decision shall be made whether to expand the evaluation.
ARTICLE IV. ONGOING PROFESSIONAL PRACTICE EVALUATION
4.1
Indicator Development
4.1.1
Selection of Quality Review Indicators

A. Department/Specialty-Specific Clinical Indicators – Each clinical department and/or specialty shall be responsible for recommending clinical indicators and the performance thresholds specific to each indicator for their particular department and/or specialty.
B. Universal Metrics – The MEC shall establish universal metrics and performance expectations that shall be applied to all clinical departments/specialties.

C. Revision of Clinical Indicators – The PI Committee shall facilitate department/specialty review of clinical indicators at least every two (2) years to review the continued relevance of the indicators chosen and shall assist with updating them as indicated.

D. Revision of Universal Metrics – The Medical Staff Office shall facilitate MEC review of the universal metrics at least every two (2) years to determine their continued relevance and shall assist with updating them as indicated. 

4.1.2
Data Collection

A. The Performance Improvement Department under the direction of the Medical Director of Utilization Management shall collect all practitioner-specific clinical indicator data. The data shall be risk adjusted when possible. Data collected shall be formulated into the approved practitioner-specific OPPE report format to include both practitioner-specific and aggregate data. These reports shall be generated twice annually for all practitioners holding clinical privileges.
B. The Medical Staff Office shall assist the Medical Director of Utilization Management and the Performance Improvement Department in the collection of all universal metric data and formulate it into the approved practitioner-specific OPPE report format. The data shall be included with the clinical indicator data that is generated twice annually.

C. The Risk Management Department shall collect and make available to the Medical Staff Office and Vice President Medical Staff such documents as First Reports, Root Cause Analyses, and other risk management tools that pertain to possible variances by members of the Medical Staff and Allied Health Professionals.

4.1.3
Distribution of Reports

The Medical Staff Office shall assist the Medical Director of Utilization Management and the Performance Improvement Department in the distribution of OPPE reports twice annually to each practitioner holding clinical privileges. All OPPE reports shall be available to the appropriate Department Chair for evaluation. If no variances are indicated, a copy of the OPPE report shall be maintained in the Medical Staff Office for reappointment purposes.
4.1.4
Identification of Variances

If a variance is indicated, the Performance Improvement Department or the physician liaison for the Utilization Management function, as appropriate, shall collect supporting documentation to be reviewed by the PI Committee. Documentation collected may include, but is not limited to complaints, medical records, peer references, or other PI documents.

A. The PI Committee Chair shall review all reports for which a variance to the established benchmark/threshold is indicated. Any supporting documentation gathered shall also be reviewed. The review shall include: (i) identification of patterns/trends; (ii) determination of a relationship to other performance criteria; (iii) existence of an outlier; and (iv) determination of whether additional review is needed.

B. As part of the variance validation process, the PI Committee Chair shall request input from the practitioner regarding the specific indicator. The practitioner shall be asked to provide a written response within two weeks (14 calendar days) of the request.

C. If the practitioner does not respond within two weeks (14 calendar days), a second request shall be generated to which the practitioner has one week (7 calendar days) to respond.
D. The PI Committee Chair shall make a determination regarding the existence of a variance. If the practitioner has not responded to the request for input, the determination of a variance shall be made utilizing what information is available.

E. If it is determined that no variance exists, the PI Committee Chair shall complete the OPPE Recommendation Form. The completed form shall be attached to the OPPE report and shall be maintained in the Medical Staff Office for reappointment purposes.
F. If the report of a variance concerns an AHP, the AHP’s sponsor(s) shall be notified by letter at the same time as noted in B, above.

4.1.5
System Issue

If the PI Committee Chair identifies a potential system issue, it shall be reported to the Vice President, Medical Staff, for possible referral to the Executive Quality Council or individual hospital management member as appropriate.
4.2
Initial Review by PI Committee

4.2.1
If based on a thorough review of the documentation available the PI Committee determines that a variance does exist, a review shall be conducted by the PI Committee as a whole, and the following steps shall be followed:

A. If patient safety is an issue, there may be need for immediate action such as formal correction action (e.g., summary suspension);

B. If the nature of the variance does not raise patient safety concerns, the PI Committee shall hold a collegial meeting with the practitioner to discuss the identified issue(s) and obtain practitioner feedback regarding plans for improvement. The issue(s) shall be re-evaluated in three (3) months and again during the next reporting cycle;

C. If the review concerns a member of the PI Committee, such member shall be excused from any relevant deliberations regarding his/her review;

D. If the review concerns the PI Committee Chair, the review shall be conducted by the PR Committee.
4.3
Re-evaluation by PI Committee

4.3.1
Three (3) months after the initial review, the PI Committee Chair shall re-evaluate the issue identified to determine if there has been any improvement.

A. If performance is up to benchmark/threshold level, this is documented on the OPPE Recommendation Form and filed in the practitioner’s confidential quality file located in the Medical Staff Office.

B. If performance is still below benchmark/threshold level, the PI Committee Chair shall follow the validation process outlined in Section 4.1.4 above.
C. If the variance is validated, the PI Committee may, depending on the nature of the variance: (i) hold another collegial meeting with the practitioner; (ii) choose to make a referral to the PR Committee for FPPE; (iii) recommend completion of a Professional Practice Evaluation Performance Monitoring Plan.
4.4
Performance Monitoring

4.4.1
Type of Monitoring – may include one or more of the following:
A. Medical record review;
B. Direct observation;

C. Discussion with other individuals involved in the care of the practitioner’s patients;

D. Monitoring of diagnostic and treatment techniques; 

E. Proctoring.

4.4.2 
Content of Monitoring

The performance monitoring plan must include:

A.
What is being evaluated – outcomes, complications, clinical management, technique, etc;
B.
Method of evaluation – direct observation, closed chart review, quality data for specific aspects of performance, proctoring, etc;
C.
Length of evaluation – number of procedures, number of admissions, length of time, etc; 

D.
Internal or external review – refer to Peer Review Plan Document for guidelines regarding external peer review. 

4.4.3
PR Committee Review/Recommendation

A.
Twice annual OPPE reports shall be maintained in the Medical Staff Office until the practitioner’s application for reappointment is due for review by the Credentials Committee unless a variance is confirmed and action recommended.

B.
If at any time an OPPE report results in the PI Committee’s recommendation for FPPE, and after establishment of such a plan by the PR Committee, the recommendation and proposed performance monitoring plan shall be reviewed by the Credentials Committee at their next regularly scheduled meeting.
C.
Based upon analysis of information collected during the evaluation, the recommendations of the PR Committee may include, but are not limited to:

1.
No further action warranted – practitioner is performing within desired expectations;

2.
Revocation of privilege(s) because no longer needed or level of activity does not support continuation of privilege(s) as outlined in the Medical Staff Bylaws;

3.
Focused evaluation;

4.
Completion of Performance Monitoring Plan;

5.
Referral to Vice President, Medical Staff due to system issue;

6.
Referral to the Code of Conduct Committee;

7.
Referral to the Physician Health and Rehabilitation Committee;

8.
Summary suspension as outlined in the Medical Staff Bylaws due to patient safety concerns.

4.4.4
MEC Review and Approval

The recommendation of the Credentials, PI and PR Committees are subject to review and approval by the MEC in accordance with Medical Staff Bylaws.

4.4.5
Practitioner Notification of Recommendations

The MEC shall notify the practitioner of approved recommendations. Failure of the practitioner to cooperate with the approved recommendation(s) may result in corrective action. If corrective action is initiated, the practitioner shall be afforded the hearing rights outlined in the Medical Staff Hearing Plan.

4.4.6
Documentation

All documentation associated with professional practice evaluation shall be maintained in accordance with applicable Hospital and Medical Staff policies. Documents shall be maintained in the Medical Staff Office.

ARTICLE V. REVIEW, ADOPTION AND AMENDMENT

5.1
REVIEW

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

5.2
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.

5.3
CORRECTIONS

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

5.4
RESPONSIBILITIES AND AUTHORITY

The procedure outlined in the Medical Staff Bylaws shall be followed in the adoption and amendment of this Manual, provided that the Medical Executive Committee may act for the Staff in making the necessary recommendations.


Members of the Active Medical Staff shall be notified of proposed amendments to the PI/PR Manual prior to a vote by the MEC.
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