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Deaconess Union County Hospital 
Rules & Regulations of the Medical Staff 

1. Statement 
Medical Staff Rules and Regulations as may be necessary to implement more specifically the 
general principles of conduct found in these Bylaws shall be adopted in accordance with this 
Article.  Rules and Regulations shall set standards of practice that are to be required of each 
individual exercising clinical privileges in the Hospital, and shall act as an aid to evaluating 
performance under, and compliance with, these standards.  Rules and Regulations shall have the 
same force and effect as the Bylaws. 

2. General 
A. Acceptance of a member of the Medical staff of Deaconess Union County Hospital, in 

Morganfield, Kentucky, shall automatically constitute an agreement by that member to 
abide by the Rules and Regulations of the Medical Staff and be governed by the Corporate 
Bylaws of the Hospital.  

B. Unprofessional and unethical conduct or violation of the Rules and Regulations of this staff 
shall constitute grounds for expulsion from the Hospital.  Any member so charged shall 
have the opportunity of appearing before the Executive Committee of the Medical Staff in 
accordance with the procedures set forth in these Bylaws.  

C. Physicians admitting private patients in this Hospital shall be responsible for giving 
information as may be necessary to assure the protection of other patients from those who 
are a source of danger from any cause whatsoever, or to assure protection of the patient 
that is to be admitted.  

D. The attending physician shall be held responsible for preparation of the complete medical 
record for each patient.  This record shall include identification data, complaint, personal 
history, past history, family history, history of present illness, physical examination, special 
reports such as consultations, clinical laboratory, x-ray and others, provisional diagnosis, 
medical or surgical treatment, operative report, pathological findings, progress notes, final 
diagnosis, condition on discharge, discharge summary or a discharge note and autopsy 
findings when available.  

E. Every member of the Medical Staff is expected to be actively interested in securing 
autopsies. No autopsies shall be performed without the proper written consent.  All 
autopsies shall be performed by the Hospital pathologist or by a physician delegated to this 
responsibility.  

F. All non-private or medically indigent patients shall be attended by members of the Active 
staff and any patient who is admitted to the Hospital who has no attending physician shall 
be assigned to a member of the Active Staff on duty.  

G. Members of the Medical Staff shall encourage consultations. In case of charity patients, 
any physician, osteopath or dentist shall give his/her services free.  A consultant shall 
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record his/her findings and recommendations, which shall form a part of the patient’s 
record.  

H. Each member of the Medical Staff, or his/her alternate, shall see all of his/her patients once 
a day and a daily, meaningful progress note will be written.  However, the final progress 
note may be written at any time within 24 hours of discharge. 

3. Hospitalist 
A. Will respond to all “Code Blue” calls;  
B. Will see all patients who present to the Emergency Room except in the event the physician 

has been contacted by the patient prior to arrival to the Emergency Room and the private 
physician contacts the Emergency Room advising of this arrangement;  

C. Will admit all patients under a designated physician who will treat or be responsible for 
follow-up care.  

D. When called by nursing staff, Hospitalists will respond and examine restrained patient 
within one hour of attending physician order.  

E. All Emergency Room Records are to be completed by the end of the ER physician’s twelve 
(12) hour shift.  ER Records not completed within seven (7) calendar days of their shift will 
be considered delinquent.  Accumulation of five delinquent charts may be grounds for 
disciplinary action, including suspension of Medical Staff privileges.  

F. Deaconess Union County Hospital Paramedics can perform pre-Hospital medical 
screening examination in consulting with the Emergency Room physicians.  

G. IM injections may be given to patients presenting to the Emergency Room within six (6) 
hours of being seen by a physician.  

H. The Hospitalist will sign off on all APRN/PA notes and orders.  
I. Physicians who work in ER on a part-time basis (as part of a contractual agreement) will not 

use their influence to attract patients to another facility when effective or appropriate care 
can be rendered at Deaconess Union County Hospital.  (This is not to prohibit patients from 
using clinical judgment in evaluating the level of care required for a patient or to deter a 
patient’s freedom of choice).  

J. History and physical examinations may only be performed by physicians, physician 
assistants, podiatrists, and advanced registered nurse practitioners that hold current 
Hospital privileges or a physician who is licensed in the state of Kentucky and is a member 
in good standing on staff at an accredit hospital, or CMS or AOA approved Hospital.  

K. A medical screening examination is defined as the process to reach, with reasonable 
clinical confidence, the point at which it can be determined whether a medical emergency 
exists.  

L. An emergency screening exam shall be conducted on every patient who presents for 
emergency treatment, or for active labor by a physician, unless the Medical Staff authorizes 
other qualified medical personnel (i.e., RN, LPN, Physician Assistant) through protocol, 
policy or procedure approved by the Medical Staff.  
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M. Consulting Staff Physicians may order treatment for their patients. In case of any problems 
the consulting physician will be notified.  

N. In the case of an emergency medical condition, all physicians with Medical Staff privileges 
shall be qualified to stabilize a patient by utilizing their medical judgment, independent 
knowledge, and if necessary, through consultation with other Medical Staff members.  

O. The following ER philosophy and protocols are approved by the Medical Staff:  
1. ER Philosophy  
2. Protocols  
3. Scheduled Patient  
4. Medical Screening Exam  
5. Evaluation of Obstetrical Patients 

4. ER Philosophy 
A. It is the policy of Deaconess Union County Hospital to accept and treat within its 

capabilities every patient, without regard to race, national origin, sex, religion, type of 
illness, physical or mental capabilities or ability to pay.  Treatment shall not be delayed in 
order to obtain payer source information.  

B. In no event shall a different level of care be provided to any patient based upon race, 
national origin, sex, religion, type of illness, physical or mental capabilities or ability to pay.  

C. The Emergency Department is designed, equipped and staffed to provide prompt, 
courteous and competent treatment to every patient who presents to the Department.  
Medical and nursing personnel are on duty twenty-four (24) hours a day, with other 
professional services available immediately or within a reasonable period of time.  

D. The purpose of the Emergency Department is: 
1. To provide care of individuals with acute medical or surgical emergencies;  
2. To provide personalized care in a manner that enables the patient and his/her 

significant others to view the Emergency Department experience as a positive 
interaction with the health care system.  This is to be accomplished without 
compromising good standards of care while upholding the moral and ethical 
principles of care in emergency medicine;  

3. To integrate fully with the other disciplines of the Hospital and with the surrounding 
community, including all aspects of disaster planning;  

4. To provide pre-Hospital care by serving as a base station for approved ambulance 
care units. 

5. ER Scheduled Patient 
Certain out-patient procedures may be performed in the Emergency Department or shall gain entry 
to the Hospital through the Emergency Department without the patient being considered an 
emergency visit. 
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5.1 General Information 
A. Physicians having Medical Staff privileges at Deaconess Union County Hospital may 

schedule certain non-emergency out-patient procedures, examinations or evaluations with 
the Emergency Department, primarily as an entry point to the Hospital and for convenience 
of the patient.  

B. The physician will either give a phone order for treatment to the Emergency Room nurse or 
the patient will present with a written order for all scheduled procedures, examinations or 
evaluations.  

C. Scheduled cases are not considered an emergency and do not require the Emergency 
Room physician to see and perform a medical screening examination unless the patient 
presents with symptoms unrelated to the scheduled visit.  If there is a question as to the 
condition of a patient, an appropriate medical screening exam shall be performed.  

D. Emergency Room records are not used for scheduled cases. Examples of possible 
scheduled procedures are:  
1. Patients who are to receive a physician ordered injection or an IV of less than one hour 

duration.  
2. Persons presenting for Work Track rechecks.  
3. Appointment with attending physician to be seen at the Hospital. 

5.2 Procedure 
A. Patient is seen by the Emergency Room nurse and assigned to an available room.  
B. The patient is registered by the Admission Clerk, using the appropriate patient type, service 

code, admitting type and source code.  
C. The nurse will perform a nursing evaluation and record the patient’s chief complaints, 

allergies and vital signs on the interdisciplinary progress note.  All interventions by the 
Emergency Room nurse or the attending physician will also be recorded on the progress 
note.  

D. If during the nurse evaluation, it is determined conditions exist which are in addition to 
those the patient presented for, the Emergency Room physician will see the patient and the 
attending physician will be notified without delay for approval or determination of payer 
source.  The patient record should then be converted to a full Emergency Room record and 
logged as such.  

E. Discharge instructions will be provided to the patient on release from the area.  
F. Work track recheck patients will be given an appointment time to return when released 

after the initial visit.  
G. The patient information is to be entered into the “Scheduled Out-Patient” log and NOT the 

Emergency Room log unless the procedure in paragraph 4 above is implemented. 

6. Medical Screening Exam 
Every person who requests emergency treatment shall have the right to receive an appropriate 
medical screening exam and treatment for their condition within the capabilities of Deaconess 
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Union County Hospital including routinely available ancillary services and if necessary, available 
on-call physicians. 

An emergency medical screening exam is a process, the details of which depend upon the 
individual circumstances and may consist of a history or physical or utilization of any routinely 
available ancillary tests and if necessary, available on-call physicians, necessary to reach the 
determination as to whether an emergency medical condition exists.  

An emergency medical screening condition is defined as a medical condition manifesting itself by 
acute systems of sufficient severity (including severe pain, psychiatric disturbances and/or 
symptoms of substance abuse) such that the absence of immediate medical attention could 
reasonably be expected to result in:  

• Placing the health of the individual (or with respect to a pregnant woman, the health of the 
woman or her unborn child) in serious jeopardy; serious impairment to bodily functions; or 
serious dysfunction of any bodily organ or part or with respect to a pregnant woman who is 
having contractions 

6.1 Procedure 
The emergency medical screen exam shall be conducted by a physician unless other medical 
personnel are qualified within the scope of their license to make an assessment of the patients as 
authorized by the Medical Staff through its Bylaws or Rules and Regulations.  

Individuals shall initially see an Emergency Department Registered Nurse who shall triage and 
initiate a screening exam which shall consist of an assessment of the patient’s condition within the 
scope of the Nurses license and training and further as authorized by any Medical Staff approved 
protocols.  The screening exam shall be concluded by the Emergency Room physician utilizing 
such consultation with other physicians who specialize in clinical areas which are deemed 
necessary in his/her clinical judgment to determine whether an emergency medical condition 
exists 

7. Admission 
The Hospital shall admit patients suffering from all types of disease for which it is capable of 
providing care and further will render emergency treatment to the degree possible for those cases 
which it cannot provide ongoing care. 

8. Orders 

8.1 General  
All orders for treatment must be in writing, legible, complete, and free of unapproved 
abbreviations. Orders entered in the patient's record must be dated, timed and authenticated by 
the responsible practitioner or advanced practice provider within his or her license and scope of 
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practice. Orders which are illegible or improperly written will not be carried out until rewritten or 
clarified as a verbal order which is read back and verified by the nurse.  

8.2 Pre-Printed Orders  
Pre-printed orders, when applicable to a given patient, shall be reproduced in detail on an order 
sheet of the patient's record, dated, timed and authenticated by the staff member. Pre-printed 
orders are subject to review by the appropriate department, committee and/or Medical Executive 
Committee.  

8.3 Verbal Orders  
Verbal orders (either in person or via telephone) for medication or treatment shall be accepted only 
under urgent circumstances when it is impractical for such orders to be given in written manner by 
the responsible provider. Verbal orders shall be given only to qualified personnel who shall read 
back the order to the provider giving it, thereby verifying its accuracy. The order shall include the 
date, time and name of the person taking the order and shall be authenticated by the ordering 
provider or a member of his/her group within 30 days of the patient’s discharge from the hospital.  

Qualified personnel include: 

• a registered nurse 
• a licensed practical nursea pharmacist 
• a respiratory therapist; 
• an occupational therapist; a physical therapist; a speech therapist; a recreation therapist;  
• laboratory staff;  
• a dietitian;  
• a radiology technician;  
• a social worker;  
• diabetes clinician,  
• medical student; 
• bed assignment personnel limited to the use of admission status.  

The above listed qualified personnel may only accept verbal orders within their area of expertise.  

8.4 Automatic Stop Orders  
All previous orders are cancelled for patients undergoing surgery.    

8.5 Orders for Restraint or Seclusion  
Refer to Hospital Policy and Procedure No. 80-296 U 

8.6 Consultations Required  
Orders for consultation are required when patients present with morbidities and/or co-morbidities 
outside the field of practice of the admitting physician; when the diagnosis is uncertain; and when 
the patient’s condition fails to improve as would otherwise be expected given the patient’s 
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diagnosis and treatment within forty-eight (48) hours. Collegial discussion of a case and/or 
informal request of advice from another provider can be very beneficial for the care of the patient. 
This interaction is not considered a “consult” by this medical staff, so if the inquiring physician 
desires that the patient have further assessment, a request for consultation should be 
communicated to the physician or his/her representative who is receiving the request for consult, 
and the consult must be placed in the EHR as an order or by listing the provider on the patient’s 
treatment team.  

8.7 Referring Practitioners 
A practitioner who is not a member of the medical staff or not an allied health care provider with 
clinical privileges who wishes to order an out-patient infusion, laboratory test, radiological 
examination, occupational therapy, physical therapy, or speech therapy for his or her patient to be 
performed at Deaconess Union County Hospital will provide his/her office address, telephone 
number, NPI number, and valid order.  

This will also apply for orders from a provider for a therapeutic infusion/injection of a substance in 
the outpatient infusion center. If the order is for chemotherapy/immunotherapy and is from a 
referring practitioner that holds clinical privileges at a different Deaconess Health System affiliated 
facility, the order will be accepted for treatment. A Deaconess employed pharmacist will review the 
therapeutic infusion/injection order and sign the order in the EHR after the order/process has been 
verified with the referring practitioner.  

The referring practitioner cannot provide care/new orders for the patient while receiving treatment 
at a Deaconess facility in which they do not hold clinical privileges, instead the practitioner 
providing clinical oversight of the infusion center would be contacted in a needed situation. An IT 
ticket will be entered by the auth or scheduler team and IT Cadence will verify NPI number, current 
license, and screen exclusion list prior to adding the provider to the system ad prior to billing.   

8.8 Therapy Orders  
Physical therapists, occupational therapists and speech therapists have the authority given to 
them by the medical staff to evaluate, develop a plan of care and implement the plan. 

9. Records 

9.1 General  
A. The attending medical staff member shall be responsible for the preparation of a complete 

and legible medical record for each individual who is evaluated or treated as an inpatient, 
ambulatory care patient, observation patient or emergency patient. The contents of the 
record shall be pertinent and current.  

B. Only those abbreviations, signs and symbols authorized by the medical staff shall be used 
in the medical record. Unapproved abbreviations shall not be used in the medical record. 
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No abbreviations, signs, or symbols shall be used to record a patient's final diagnosis or 
any unusual complications.  

9.2 Authentication  
All entries in the record shall be dated, timed and authenticated by the person who is making the 
entry. A single signature on the face sheet of a record shall not suffice to authenticate the entire 
record. Authentication may be by written signatures or initials, rubber-stamp signatures or 
electronic signature. When rubber-stamp signatures are authorized, the individual whose signature 
the stamp represents signs a statement that he/she alone will use the stamp. This statement is 
filed in the Medical Records Department. Such a stamp cannot be used by another individual. 
When electronic signatures are being used, practitioners shall not share their user ID or password 
or other hospital-approved form of authentication. 

Limitations on the ability of residents to write orders shall be specified in the Residency Training 
Program. 

9.3 Contents 
A. A complete inpatient medical record shall include:  

1. Identification data, including the patient's name, address, date of birth, social security 
number and next of kin  

2. Date of admission and discharge  
3. Medical history, including chief complaint; details of present illness; relevant past, 

social and family history; and inventory of body systems  
4. Provisional admitting diagnosis  
5. Report of a physical examination or a note as to the contraindications for such an 

examination or valid reasons why the exam was not performed.  
6. Statement of the conclusions or impressions and the treatment plan drawn from the 

admitting H&P  
7. Diagnostic and therapeutic orders  
8. Evidence of appropriate informed consent – Refer to Hospital Policy and Procedure No. 

50-51 S  
• Obtaining Informed consent for any procedure can be delegated to a collaborating 

advanced practice provider with the proceduralist, as long as the physician 
responsible for the procedure documents an explanation of risks and benefits has 
been done by him or her directly with the patient prior to the procedure  

9. Clinical observations, progress notes, nursing notes, consultation reports  
10. Reports of procedures, tests, and the results, including operative reports  
11. Reports of pathology and clinical laboratory exams, radiology and nuclear medicine 

exams or treatment, anesthesia records and any other diagnostic or therapeutic 
procedures  
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12. Conclusions at termination of hospitalization, including the provisional diagnosis or 
reasons for admission, the principal and additional diagnoses, the clinical resume or 
final progress note, and (when appropriate) the autopsy report  

13. Limitations on the ability of residents to write orders shall be specified in the Residency 
Training Program.  

B. All medical record forms shall be standardized and submitted to the Medical Record 
Committee for review.  

9.4 History and Physical Examination  
A medical history and physical examination shall be completed and in the medical record on each 
inpatient, ambulatory surgery patient or patient in outpatient observation status within 24 hours of 
admission or outpatient registration, as applicable. This time frame applies for weekend, holiday 
and weekday admissions. A durable, legible original or reproduction of a medical history and a 
completed physical assessment, obtained by the responsible provider, completed within 30 days 
before admission, is acceptable provided that it is accompanied by an update performed within 24 
hours of admission or outpatient registration and prior to surgery or a procedure requiring 
anesthesia services. It is also acceptable for the history and physical to have been performed 
within 30 days before admission or outpatient registration by a referring physician who is not a 
member of the medical staff, so long as it is reviewed and updated by the responsible provider 
within 24 hours of admission and prior to surgery or a procedure requiring anesthesia services.  

Certified physician assistants, certified nurse-midwives and nurse practitioners may write or 
dictate histories and physicals in patients' charts if granted such authority by the medical staff with 
the approval of the governing body. Histories and physicals performed by physician assistants, 
nurse-midwives and nurse practitioners must be countersigned by a physician.  

Histories and Physicals may be performed by Podiatrists without countersignature by a physician 
so long as the patient does not remain in the hospital overnight. The heart, lung, and airway 
assessment will continue to be completed and documented by Anesthesia prior to surgery in their 
pre-operative record.  

When the history and physical examination are not recorded before an operation or any procedure 
requiring anesthesia services, the procedure shall be cancelled unless the attending medical staff 
member states in writing that such a delay would be detrimental to the patient. In an emergency, 
the medical staff member shall make at least a comprehensive note regarding the patient's 
condition prior to induction of anesthesia and start of surgery.  

In place of a full history and physical, an assessment of the affected body system and of the 
cardiac and respiratory system is acceptable for all outpatients who undergo moderate sedation or 
are placed in overnight observation. Compliance with the timeliness requirement will be measured 
by use of the “filed time” in the EMR, as that is the time the report is available to others.  
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9.5 Progress Notes  
Progress Notes shall be written daily for all inpatient, ambulatory surgery and observation patients 
with the exception of those patient admitted to swing bed services where the frequency of progress 
notes is guided by the swingbed policy.  Progress notes should contain sufficient information to 
identify the patient, support the diagnosis, justify the treatment, document the course and results 
of treatment and promote continuity of care among healthcare providers. Progress notes deemed 
incomplete or absence of daily progress notes will be grounds for review by the Medical Record 
Committee. If the Committee determines a continuing  pattern of incomplete or absent progress 
notes exists, the provider will be referred to the Medical Executive Council with a corrective plan of 
action. 

9.6 Operative Reports  
A procedure note to include the following must be entered into the medical record at the time of 
the procedure:    

A. Description of the findings 
B. Technical procedures performed  
C. Specimens removed (if any)  
D. Post operative diagnosis  
E. Name of primary surgeon and assistants (if any)  
F. Complications  
G. Estimated blood loss  

The operative report shall be completed by the surgeon and is available in the medical record no 
more than 24 hours after the procedure.  

9.7 Discharge Summary 
A clinical discharge summary shall be completed within seven (7) days of discharge on all 
inpatients except for normal obstetrical deliveries, normal newborn infants and patient stays under 
48 hours. In those cases, a final progress note may serve as the discharge summary.  

A discharge summary should discuss the outcome of the hospitalization, the disposition of the 
patient, and provisions for follow up care. Follow up provisions include any post hospital 
appointments, how post hospital patient care needs are to be met, and any plans for post-hospital 
care by providers such as home health, hospice, nursing homes or assisted living.  

Certified physician assistants, nurse practitioners or certified nurse-midwives may write or dictate 
discharge summaries in patients' charts based on the events in the patient's hospital stay if 
granted such authority by the medical staff with approval of the governing body. Authentication of 
the discharge summary will be completed by the attending physician or other responsible provider.  

Ultimately, the attending physician or other responsible provider is held responsible for the 
completion of the discharge summary.  
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9.8 Release of Medical Information  
Written consent of the patient is required for release of medical information to those not otherwise 
authorized to receive this information.    

All members of the medical staff and all other individuals governed by these Bylaws, Rules and 
Regulations are obligated to comply with and utilize the joint Notice of Privacy Practices adopted 
by the Board of Directors as the policy of Deaconess Hospital and as that policy may be amended.  

9.9 Possession and Removal of Records  
All medical records are the physical property of Deaconess Hospital and shall not be taken from 
the confines of the hospital except in accordance with a court order, subpoena or statute. 
Unauthorized removal of a medical record from the hospital by a member of the medical staff is 
grounds for corrective action by the Medical Executive Committee.  

In case of readmission of a patient to the hospital, all previous records shall be available for the 
use of the attending medical staff member. This provision shall apply whether the patient is being 
attended by the same medical staff member or by another. 

10. Diagnostic Facilites 
A. A laboratory shall be provided in the Hospital to insure as complete a service as possible. 

The Hospital pathologist shall be responsible for all work required to be performed in the 
laboratory and for all reports on this work.  He/she shall be available to the operating room 
department whenever an immediate diagnosis is required to guide a surgeon in his/her 
operating.  

B. Diagnostic x-ray facilities shall be provided within the Hospital to insure as complete an x-
ray diagnostic service as possible.  All work shall be performed under the direction of a 
qualified radiologist.  All x-ray reports are to be fully recorded and signed by the radiologist.  
All patients shall receive prompt service, that all requests shall be completed and returned 
not later than 24 hours after their receipt.  

C. If a physician is not scheduled to work again within 30 days of a patient discharge the 
physician will be responsible for forwarding contact information with medical records to get 
access to the electronic record so that it can be completed. 

11. Consultion and Tissue Examination 
A. Consultation by qualified physicians who are members of the Medical Staff are required on 

the following surgical procedures prior to surgery:  
1. Uterine curettage or other procedures, by which a known or suspected pregnancy may 

be interrupted. 
2. All cases in which, according to the judgment of the physician, the patient is not a good 

risk for surgery or in which the diagnosis is obscure.  
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B. All tissues removed by operations shall be sent to the Hospital pathologist who shall make 
such examination that he/she may consider necessary to arrive at a diagnosis.  His/her 
report is to be fully recorded and signed and made a part of the patient’s chart. 

12. Miscellaneous 
A. Drugs to be administered to the patient in the Hospital should meet the standards of the 

United States Pharmacopoeia, National Formulary, new and non-official remedies, with 
the exception of drugs for bona fide and clinical investigation with specified drugs that the 
Hospital pharmacy cannot provide.  

B. The Hospital may maintain a Medical Library, located at Deaconess Henderson Hospital, 
Henderson, KY.  

C. Particular rules and regulations may be adopted, amended, repeated or added by vote of 
the Executive Committee and/or full Medical Staff at any regular or special meeting 
provided that copies of the proposed amendments, additions or repeals are posted on 
the Medical Staff bulletin board and made available to all members of the Executive 
Committee and/or full Medical Staff 14 days before being voted on and further provided 
that all written comments on the proposed changes by persons holding current 
appointments to the Medical Staff are brought to the attention of the Executive 
Committee and /or full Medical Staff before the change is voted upon.  Changes in the 
rules and regulations shall become effective only when approved by the Board. 

13. Medical Staff Quality 

13.1 Authority and Responsibility 
The Medical Staff and Board of Directors of hospital have the authority and responsibility to 
monitor and evaluate the quality of patient care through organizational and Medical Staff quality 
improvement activities.  The Medical Staff has a leadership role in organizational improvement 
activities designed to ensure that the findings of the assessment process are relevant to an 
individual’s performance.  The Medical Staff is responsible for determining the use of information in 
the ongoing and focused professional practice evaluation process of an individual granted clinical 
privileges. The Case Management Committee will monitor the overall quality process. 

13.2 Focused Professional Practice Evaulation (FPPE) 
 The process whereby the organization evaluated the privilege-specific competence of the 
practitioner. 

A. When a practitioner does not have documented evidence of competently performing the 
requested privilege at the organization.  
1. ALL newly appointed practitioners  
2. ALL existing practitioners who have been granted NEW privileges.  
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B. When a question arises regarding a currently privileged practitioner’s ability to provide safe, 
high quality patient care. 

13.2.1 New Privileges 
A period of Focused Review will be conducted for: 

• ALL newly appointed practitioners  
• ALL existing practitioners who have been granted NEW privileges. 
A. The FPPE plan will be practitioner specific. It should include the general elements 

described for OPPE as well as any specialty specific privileges that he/she has been 
granted.    

B. One or more of the following elements will be utilized for each privilege:  
1. Outcomes  
2. Complications  
3. Readmissions  
4. Quality of documentation  
5. Returns to the Operating Room 

C. Methods for evaluation may include: 
1. Chart Review  
2. Direct observation  
3. Statistical Review  
4. Proctoring  

D. Observation Time Period: will be for the first 3 months and/or until 5 procedures have been 
evaluated.  If fewer than 5 procedures or less than 6 admissions have occurred during the 3 
months the observation period will be extended. 

E. Final Decision: The results of any negative evaluations will be immediately conveyed to the 
practitioner. 

F. If there is insufficient activity to fulfill the requirements of FPPE, it will be considered that 
the practitioner has voluntarily relinquished his privilege(s). 

13.2.2 Problem Privileges 
A. FPPE will be initiated, upon recommendation of the Executive Medical Staff in the following 

circumstances:    
1. By important single events  
2. By absolute levels, trends, or patterns that significantly and undesirably vary from 

established patterns of clinical practice, recognized standards or from that of other 
peers.   

3. Significant staff or patient complaint  
4. When the results of an organizational improvement activity or Medical Staff monitoring 

function identify a significant deviation from accepted standards of practice. Adverse or 
negative performance trend over 6 consecutive months of OPPE.  

5. Repeated failure to follow hospital or Medical Staff policy (e.g. late to surgery, failure to 
respond to pages, refusing to allow read-back, etc.)  
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6. When the Medical Staff wishes to exceed expected standards or performance. Specific 
measure and indicators used to assess, measure and evaluate individual performance 
is outlined in the organization’s Performance Improvement Plan.  

B. The Case Management Committee will consider the following issues a “trigger” to begin the 
process of considering conducting a focused evaluation (these events may not necessarily 
result in a focused evaluation):  
1. Incident Report on a physician  
2. Outlier report at the Case Management committee  
3. Notice from regulatory agency  
4. Informal oral report from staff  

FPPE will be initiated if the Medical Staff Executive Committee feels that the circumstances 
suggest the possibility of a threat to patient safety or well-being.  The need for the FPPE will be 
conveyed to the practitioner by the chief of staff or his designee in writing.  

C. When FPPE (for Problem privileges) has been initiated:  
1. Method of establishing a monitoring plan:  

a. The plan for focused evaluation will be developed by the Case Management 
Committee consisting of 3 physicians  

b. Final approval of the plan must be given by the medical executive committee 
2. The elements of the plan will vary according to circumstance, but will be both 

retrospective and prospective:  
3. In the case of an interventional or surgical procedure:  

a. Review of all available records for the prior six months specific to the procedure  
b. Monitoring of all similar procedures prospectively to include indications, direct 

monitoring during the procedure, and concurrent monitoring following the 
procedure.  

D. In the case of a more general competency 
1. Review of all admissions for the preceding 3 months  
2. Concurrent review of all admissions/consultations performed by the practitioner from 

the start of FPPE  
E. Reviews will be conducted in-house unless it is determined that an outside evaluation is  

required.  The Review period should not exceed 15 days.  
F. At the completion of the review, a determination will be made concerning continuation of  

privileges or request for corrective action.  The recommendation will be made to the 
Medical Executive Committee.  If a serious threat to patient welfare is discovered, the 
corrective action process should immediately be initiated.  

G. The decision to assign a period of performance monitoring is based on the practitioner’s 
current clinical competence, practice behavior, and ability to perform the requested 
privilege-other existing privileges in good standing should not be affected by this decision. 
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13.3 Ongoing Professional Practice Review (OPPE) 
Periodic performance review (at least every 6 -9 months) of all current staff utilizing established 
performance indicators.  Allows the organization to identify individual professional practice trends 
that impact on quality of care and patient safety.    

A. The Medical Staff will conduct periodic performance review of all current Medical staff and 
Allied Health Professional Staff utilizing performance indicators established in this plan and 
specialty-specific indicators established in the Rules and Regulations. Specific special medical 
privilege criteria will be utilized as applicable.  OPPE allows the organization to identify 
individual professional practice trends that impact on quality of care and patient safety and is 
factored into the decision to maintain existing privilege(s), to revise existing privilege(s) or to 
revoke an existing privilege prior to or at the time of renewal.  

B. The information used in the OPPE may be acquired through one of the following:  
1. Periodic chart review  
2. Direct observation  
3. Monitoring of diagnostic and treatment techniques  
4. Discussion with other individuals involved in the care of each patient including 

consulting physicians, assistants at Surgery, nursing and administrative personnel  
a. Relevant information obtained from the OPPE is integrated into PI activities while 

preserving confidentiality. 
b. If there is uncertainty regarding the practitioner’s performance, the organized 

medical staff should follow the course of action defined in the Medical Staff Bylaws 
for further evaluation of the practitioner. 

C. The process for OPPE includes the following:  
1. A clearly defined process that facilitates the evaluation of each practitioner’s 

professional practice defined above.  
2. The type of data to be collected is determined by the Medical Staff Executive 

Committee. The accrediting body’s regulations list the following elements, which 
should be reviewed:  

D. Clinical Performance: 
1. Medical assessment and treatment of patients  
2. Adverse privileging decisions  
3. Use of medications  
4. Use of blood and blood components  
5. Operative and other procedures  

a. Appropriates (judgement)  
b. Outcomes (clinical and technical skills  

6. Appropriateness of clinical practice patterns  
7. Utilization Review: Appropriate LOS, Denials  
8. Significant departures from established patterns of clinical practice  
9. Department Specific indicators  
10. Meeting the criteria for autopsies  
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11. Sentinel Event Data  
12. Patient Safety Data i.e. use of do not use abbreviations.  

E. Citizenship: 
1. Accurate, timely, and legible completion of medical records (quality of H&P’s, op notes, 

etc.)  
2. Participation in education of patients and families.  
3. Coordination of care, treatment and services with other practitioners and hospital  

personnel.  
4. Patient satisfaction survey results  

F. May also include:  
1. Requests for tests and procedures 
2. Morbidity and mortality data  
3. Use of consultants  
4. Other relevant criteria as determined by the Medical Staff 
5. Return to the OR  
6. Return to the ER  
7. Surgical site wound infections  
8. Critical events  
9. Core Measure compliance 

G. Information resulting from the OPPE is used to determine whether to continue, limit or 
revoke any existing privileges or initiate a problem specific focused review. 

H. The timeframe of data collection must be defined and the method of collecting date 
defined:  
1. Retrospective review  
2. Concurrent Review  

I. Once the indicators are established and methodology developed for collection of the data 
then the task of analysis must occur. 
1. Data analysis: Conversion of all raw numbers to rate-based performance.  
2. Incumbent on having good denominator data (sufficient numbers)  

J. Once the rate-based data is collected on an individual basis, it must be compared to “peer” 
or departmental performance utilizing industry-accepted standards.  

K. If no activity during the review period(s), OPPE from hospital(s) where the practitioner has 
activity will be used at the time of reappointment.  

13.3.1 External Review 
A. Circumstances under which monitoring by an external source is required:  
B. The Case Management Committee cannot make a determination and requests external 

review.  
C. The individual whose performance is under review requests external peer review.  
D. The Medical Staff Executive Committee requests external review.  
E. Competition among the service or department members.  
F. Lack of sufficient expertise to review.  
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G. External Review will be done through the Medical Director at Deaconess Henderson 
Hospital, Henderson, KY.  

14. Peer Review Policies 

14.1 Definition 
Peer Review is defined as the evaluation of an individual MD/DO, and other Licensed Independent 
Practitioner's (LIP) professional performance.  

14.2 Purpose 
To ensure the Medical Staff of Deaconess Union County Hospital assesses the professional 
performance of Licensed Independent Practitioners who have been granted clinical privileges 
utilizing the information for the purpose of improving patient care.  

14.3 Goals 
A. Seek to improve quality of care rendered by individual LIP's.  
B. Identify areas in which performance improvement can be enhanced.  
C. Monitor LIP's clinical privileges.  
D. Analyze data in a fashion which can demonstrate trends  

14.4 Policy 
A. All Peer review material shall be considered privileged and confidential and in accordance 

with Hospital & Medical Staff By-Laws; State & Federal Laws and regulations pertaining to 
confidentiality and non-discoverability.  

B. Provider specific information will be provided to an involved LIP in any situation which in the 
opinion of the Executive Committee the information should be provided.  

C. Provider specific information will be utilized in credentialing and re-credentialing 
processes, and as appropriate in performance improvement activities.  

D. All provider specific and performance improvement information which concerns an LIP will 
be kept in a safe, locked file.  This information shall include:  
1. Utilization Review and Performance Improvement data.  
2. Sentinel Events  
3. Significant incidents and near misses.  
4. LIP specific correspondence regarding any performance improvement, credentialing, or 

re-credentialing information.  
E. All peer review information shall be available only to authorized individuals who may have a 

legitimate need to know the information based upon their respective responsibilities either 
as Medical Staff Leaders or Hospital Employees, with the access to information limited to 
the extent necessary to carry out their assigned responsibilities.  Authorized individuals are 
as follows:  
1. Medical Staff Officers, Committee Chairmen as relevant 
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2. Medical Director  
3. Hospital Risk Manager  
4. Hospital Director of Case Management  
5. Medical Staff Secretaries and members of the Case Management to the extent which 

this information is necessary for re-credentialing processes.  
6. Accrediting Body surveyors (State Licensure, Joint Commission)  
7. Individuals with legitimate purposes as determined by the Hospital Board of Directors 

or its Legal Counsel.  
F. No copies of peer review documents will be created nor distributed unless authorized by  

Hospital management or Hospital policy. 

14.5 Circumstances Requiring Peer Review:  
Peer Review will be performed in the following circumstances:  

A. Re-credentialing  
B. Deaths  
C. Adverse outcomes  
D. Sentinel Events where applicable  
E. Monitors/studies, when Physician is outlier  

Peer Review shall be conducted by peers who have been granted privileges equal to or more than 
the practitioner in question.  In the case of an MD/ DO a peer is another person who is licensed as 
an MD/DO.  A peer of a licensed independent practitioner (LIP) is a practitioner who is licensed the 
same as the LIP.  

Peer Review on Physician Assistants may be conducted as determined by the Medical Staff and the 
institution as these individuals are employees of, and under the direct supervision of the Medical 
Staff Members.  

In general Peer Review is conducted by the following Committees:  

A. Medical Staff Committee  
B. Executive Committee  
C. Case Management Committee  
D. Surgery Case Review / Transfusion Committee  
E. Pharmacy/Therapeutics  
F. Credentials Committee  
G. Infection Control Committee 

In any case where the possibility of a pre-determined bias or in the event of a conflict of interest, 
the membership of any of the above committees may be altered by appointment and/or removal of 
any member by the Chief of Staff.  The change in Committee membership shall be only for the 
specific purposes of performing peer review on the specific LIP in question.  In the final 
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consideration the MSEC will consider minority opinions as well as the opinion of the LIP under 
review.  

In special/specific circumstances a Peer Review panel may be appointed by the Executive 
Committee.  This appointed Committee will act under the direction of the Executive Committee.  
Upon the completion of the investigation and filing of a report with the Executive Committee, the 
appointed Committee will disband.  

All peer review activities are to be performed in a reasonable time frame.  In those situations in 
which a Medical Staff members privileges are to be modified by reduction or terminated the Peer 
Review will be performed as specified in the Medical Staff By-Laws as denoted in the re-
credentialing process.  

In those cases determined to be a Near Miss or Sentinel Event, the immediate review will be 
performed within 72 hours of identification of the event.  In case of a sentinel event, review and 
action will be determined following completion of a root-cause analysis.  The responsibility for the 
review; rests with the clinical Medical Staff department in which the event occurred; the Executive 
Committee; and the Board of Directors. 

14.6 Circumstances Requiring External Peer Review 
An external Peer Review Panel may be requested when one of the following conditions exists:  

A. When there are an insufficient number of Medical Staff peers to perform a review.  
B. The internal peer review panel is unable to reach a conclusion on the matter/s pending.  
C. In any situation in which a majority of the internal review committee members feel they lack 

the expertise to perform the review.  

An individual who is under surveillance or discussion by a Peer Review Panel shall have an 
opportunity to meet with the Panel for purposes of answering questions from the panel; providing 
explanations of findings; and for purposes of answering questions from the panel; providing 
explanations of findings; and for discussing the facts with Panel as is necessary. 

15. Physician Health  
Deaconess Union County Hospital and its Medical Staff will have available educational programs 
which address prevention of physical, psychiatric or emotional illness of individual members of the 
Medical Staff, and foster confidential diagnosis, treatment and rehabilitation of those individual 
members who may suffer from potentially impairing condition(s).  

The process for insuring the above conditions are attained shall include:  

A. Education of the Medical Hospital staffs about illness and impairment recognition issues 
specific to physicians.  

B. Self-referral by a physician or referral by Hospital staff. 
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C. Referral to appropriate sources for diagnosis and treatment of the condition.  
D. Except as limited by law, ethics, or when patient safety is threatened, confidentiality of the  

physician shall be maintained. 

16. Admendments 
Particular rules and regulations may be adopted, amended, repealed or added by vote of the 
Executive Committee and/or Full Medical Staff at any regular or special meeting provided that 
copies of the proposed amendments, additions or repeals are posted on the Medical Staff bulletin 
board and made available to all members of the Executive Committee and/or Full Staff 14 days 
before being voted on and further provided that all written comments on the proposed changes by 
persons holding current appointments to the Medical Staff are brought to the attention of the 
Executive Committee and/or Full Staff before the change is voted upon.  Changes in the rules and 
regulations shall become effective only when approved by the Board. 

17. Deaconess Health System Code of Conduct 
CODE OF CONDUCT 

Deaconess Health System 
PURPOSE  

• To optimize communication and interpersonal relations.  
• To improve the care that is given to our patients.  
• To reinforce an atmosphere of mutual respect for all who work or practice within the 

Deaconess Health System.  
• To establish a process for reporting and addressing problematic behavior.  
• To minimize liability of the Medical Staff, Hospitals, and their employees.  
• To prevent conduct which:  

a) Interferes with an individual’s ability to practice safely.  
b) Creates a hostile or intimidating work environment.  
c) Disrupts the delivery of patient care.  

APPLICATION  

This Code of Conduct applies to all Deaconess Health System employees (referred to as “staff”), 
members of the Medical Staff & Allied Health Staff (referred to as “physicians”), and House staff 
(referred to as “resident physicians”).  

STANDARDS OF BEHAVIOR  

• Expected Behaviors  
a) Communication will take place in a timely fashion, involving the appropriate person(s), 

in an appropriate setting.  
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b) Communications, including spoken remarks, written documents, and emails, will be 
honest and direct and conducted in a professional, constructive, respectful, and 
efficient manner.  

c) Telephone communications will be respectful and professional. Initiators will prepare 
for their call by gathering all necessary information, organizing their questions or 
comments, and coordinating with others who need to reach the same individual about 
other issues.  Receivers will respond in a courteous and professional manner.  

d) Cooperation and availability are expected of physicians, resident physicians, and staff 
on call. When individuals are paged, they will respond promptly and appropriately. 

e) Be understanding that a variety of experience levels exists, and that tolerance for those 
who are learning is expected.  

f) Compliance with Deaconess Health System policies and procedures.  
g) Participation in auditing and feedback activities as part of performance improvement. 

• Unacceptable Behaviors:  

a) Shouting or yelling.  
b) Use of profanity directed at another individual or healthcare professional.  
c) Slamming or throwing of objects in anger or disgust.  
d) Hostile, condemning, or demeaning communications.  
e) Offensive or derogatory comments.  
f) Sexual comments/innuendos.  
g) Racial, religious, or ethnic slurs.  
h) Criticism of performance and/or competency delivered in an inappropriate location 

(i.e., not in private) and not aimed at performance improvement.  
i) Other behavior demonstrating disrespect, intimidation, or disruption to the delivery of 

quality patient care.  
j) Retaliation against any person who addresses or reports unacceptable behavior.  
k) Unlawful discrimination or harassment based upon any legally protected 

characteristic, including race, color, religion, national origin, sex, sexual orientation, 
pregnancy, age, disability, or military status.  

l) Threats of violence.  
MEETING FOR RESOLUTION  

The optimal way to address inappropriate conduct is a face-to-face meeting between the parties 
involved using the following steps:  

• The person who was aggrieved is expected to address the issue with the other party in a 
timely manner and private setting using this Code of Conduct as a reference.  

• This meeting may be more productive after a “cooling off” period of a few hours or a few 
days so that the parties involved can gain perspective in the precipitating events and 
process breakdowns that may have been contributing factors.  
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• If facilitation of the discussion is needed, the department manager and appropriate 
physician leadership can serve as facilitators.   

• Sincere apologies should be encouraged, and every reasonable attempt should be made to 
defuse the situation without further intervention.   

• If clinical care/ hospital process deficiencies are discovered during this face-to-face 
meeting, these concerns need to be addressed by the department’s leadership for 
improvement.  

• No documentation of incidents resolved by the parties is required.  

WRITTEN REPORT FOR UNRESOLVED ISSUES  

• If the issue is not resolved after a reasonable attempt by the affected parties, the situation 
may be reported using the Remote Data Entry (RDE) system (see attached form). The 
completed form will be electronically sent to the Deaconess Health System Risk 
Management office, where all concerns will be logged.  

• Concerns will be reviewed by the Risk Management Office. Concerns regarding a physician 
will be referred to the Medical Staff Quality Committee (MSQC) for review. Those regarding 
resident physicians will be forwarded to the residency Program Director.  Each review will 
include viewpoints of all involved parties and possible clinical care/hospital process 
deficiencies that may have contributed to the situation.   

ACTION FOR UNRESOLVED ISSUES  

• If the complaint is found to have merit, the following action should be taken:  
a) For Deaconess Health System employees including physicians, their immediate 

supervisor and a representative from Human Resources will be sent a copy of the  
complaint and the review. They will develop a plan for appropriate counseling and 
intervention.  

b) For non-employed physicians, MSQC will handle the matter according to its normal 
procedure and/or forward a copy of the complaint and review to their department chief 
or medical director to develop a plan for appropriate counseling and intervention.  

• For physician and non-physician employees of Deaconess Health System, any action 
reported in accordance with the Code of Conduct may be considered by Deaconess Health 
System to be a disciplinary action and will be treated in accordance with Deaconess Health 
System policies.  

• For physicians, an “adverse action,” as defined in the Medical Staff bylaws, will be taken 
only by the Medical Committee according to the procedures described in the bylaws and 
Fair Hearing Plan and is considered a peer review activity. Any necessary disciplinary action 
for resident physicians will be conducted pursuant to the Family Medicine Residency 
Manual.  

• To protect privacy, written reports containing individual’s names or departments will be 
kept confidential except to those deemed necessary for support and completion of the 
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procedures outlined herein and will only be emailed using secure encryption and to the 
minimum number of recipients necessary.    

• A summary of action taken will be sent to the Risk Management Office and logged with the 
original complaint.  

• Semi-annual review of data trends will be conducted through the Risk Management Office 
and reported to the MEC, the hospital management and the Quality Committee of the 
Board of Directors. 

18. Medical Futility In End of Life Care 
When further intervention to prolong the life of a patient becomes futile, physicians have an 
obligation to shift the intent of care toward comfort and closure.  However, there are necessary 
value judgments involved in coming to the assessment of futility.  These judgments must give 
consideration to patient or proxy assessments of worthwhile outcome.  They should also take into 
account the physician or other provider=s perception of intent in treatment, which should not be to 
prolong the dying process without benefit to the patient or to others with legitimate interests.  They 
may also take into account community and institutional standards, which in turn may have used 
physiological or functional outcome measures.   

Nevertheless, conflicts between the parties may persist in determining what futility, in the 
particular instance.  This may interrupt satisfactory decision-making and adversely affect patient 
care, family satisfaction and physician-clinical team functions.  

To assist in fair and satisfactory decision-making about what constitutes futile intervention, the 
following seven steps should be included in such a due process approach to declaring futility in 
specific cases.  

A. Earnest attempts should be made in advance to deliberate over and negotiate prior 
understandings between patient, proxy and physician on what constitutes futile care for the 
patient and what falls within acceptable limits for the physician, family and possibly also 
the institution.  

B. Joint decision making should occur between patient or proxy and physician to the 
maximum extent possible.  

C. Attempts should be made to negotiate disagreements if they arise and to reach resolution 
within all parties’ acceptable limits with the assistance of consultants as appropriate.  

D. Involvement of an institutional committee such as the ethics committee should be 
requested if disagreements are irresolvable.  

E. If the institutional review supports the patient=s position and the physician remains 
unpersuaded, transfer of care to another physician within the institution may be arranged.  

F. If the process supports the physician=s position and the patient/proxy remains 
unpersuaded, transfer to another institution may be sought; and, if done, should be 
supported by the transferring and receiving institution.  

G. If transfer is not possible, the intervention need not be offered.  
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19. Medical Staff Appointment, Re-Appointments And Clinical Privileges    
The following items will be required to be submitted for Initial Medical Staff appointment:  

• Copy of Driver’s License  
• Photo (JPEG) this will be attached to your delineation of privileges as an identifier.  
• Copy of all Certificates and Diplomas (i.e. Board Certificates, ACLS, BLS, Moderate 

Sedation, etc.)  
• Copy of social security card  
• Copy of COI,  
• Authorization to be listed as a certificate holder on COI.  
• Copy of DEA  
• Copy of Medical License  
• Copy of immunization record  
• Criminal Background Check  
• Excluded Provider Registry  
• Release  
• Health Status Questionnaire  
• Alternate Designee  

The following items will be required to be submitted for Medical Staff Reappointment:  

• Copy of Driver’s License  
• Release  
• Health Status Questionnaire  
• Alternate Designee 

20. Surgical Rules And Regulations   
The Surgical Rules and Regulations are hereby made an official part of the Rules and Regulations of 
the Medical Staff Bylaws. 

Surgical Services is defined as a department of Deaconess Union County Hospital, composed of 
offices, lounges, storage rooms and operating rooms located on the North Wing of the Hospital, 
accessible from the main corridor and the adjacent to the Emergency Department, accessible 
through the Emergency Department.  The operating rooms are utilized for the performance of the 
following procedures.  The operating rooms are utilized for the performance of the following 
procedures:  

• Pre-Admission Testing  
• Admission of Out-Patients for Preoperative Preparations  
• Endoscopy  
• Major Surgery  
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• Minor Surgery  
• Pathology  
• Post-Anesthesia Recovery  
• Step-down Recovery  

Equipment and supplies for performing diagnostic procedures and peri-operative nursing for all 
patients experiencing surgical intervention/diagnostic procedures.  

Any physician who is granted privileges to perform procedures in Surgical Services must be either 
board certified or have completed an approved residency in a surgical field recognized by the 
Accreditation Council of Graduate Medical Education of the American Medical Association, or by 
the American Dental Association, or by the American Podiatric Association with the following 
exceptions:  

A. An internist or medical sub-specialist may use an operating room for the purposes of 
performing those procedures which he/she has been granted privileges to perform in this 
institution.  

B. A general/family practice physician may use an operating room for the purpose of 
performing those procedures which he/she has been granted privileges to perform in this 
institution.  

C. A general dentist may use an operating room for the purpose of performing those general 
dental procedures which he/she has been granted privileges to perform in this institution.  

All patients who undergo surgery or other invasive procedures which require general, spinal, 
regional block anesthesia, that in the manner used, may result in the loss of the patient’s 
protective reflexes shall be rendered services in accordance with these policies.  For the purposes 
of these policies, invasive procedures include, but are not limited to, percutaneous aspirations, 
biopsies and endoscopic examinations.  

The terms operating surgeon and physician as used in these policies shall be synonymous.  

20.1 General Major Anesthesia Cases 
This section shall apply to patients experiencing surgical intervention within Surgical Services who 
are to receive regional, spinal, or general anesthesia and specifically to those patients who are to 
receive sedation/medication which the attending physician will be unable to administer.  

20.1.1 Elective Procedures 
A. Elective cases will be scheduled on first-come, first serve basis.  
B. It is the responsibility of the operating surgeon to provide an assistant in any case in which 

an assistant is necessary, irrespective of whether the case may have begun as a diagnostic 
or therapeutic procedure.  An M.D. assistant is not mandatory but at the physician’s 
discretion.  

C. The operating surgeon must be in the Surgical Services Department before the patient’s 
anesthesia is begun, irrespective of the time of day.  Further, in those cases where an 
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Operating Surgeon has determined an assistant is necessary, the assistant must be 
physically present in the Hospital before the anesthesia is begun.  

20.1.2 Emergency Procedures 
Emergencies will:  

A. Be scheduled at the discretion of the operating surgeon  
B. Interrupt the daily surgical schedule if the operating surgeon attending the emergency 

patient determines the interruption to be necessary.  
C. Be performed in the first available operating room, if urgent.  
D. Non-urgent emergencies may be performed at the completion of regularly scheduled 

cases, or later in the day; however, they should be scheduled allowing sufficient time to 
complete the procedures by 7:00 p.m.  

20.2 Admissions:  
All patients, irrespective of admission status or procedures to be performed, must be admitted 
allowing sufficient time, as determined by Surgical Services/Nursing Services, for their 
preoperative preparation, prior to the scheduled time of the procedure.  
 
All patients, other than in-patients, should be “pre-admitted,” in order that the physician can 
evaluate the necessary preoperative studies prior to the day of admission.  

20.3 Chart Requirements:  

20.3.1 Elective Procedures 
The following requirements must be met in a reasonable amount of time before the scheduled 
procedure:  

A. Consent for the procedure(s) signed by the patient or his/her legal representative. 
B. Recording of the history and pertinent physical findings or a progress note entry stating the 

following information about the patient: 
1. A history and pertinent physical has been dictated  
2. Surgical Diagnosis  
3. Known or suspected allergies  
4. General condition  
5. Surgical risks  
6. Intent and/or expected benefit of proposed procedure. 

20.3.2 Emergency Procedures 
Chart requirements for emergency procedures are the same as for elective procedures;  
however, in extreme emergencies, the case may proceed when the chart requirements have not 
been met, provided that prior to the patient being taken to Surgical Services, the operating surgeon 
enters on the progress note the following information 

A. The chart requirements that have been deleted, and  
B. Any delay to meet the chart requirements would be detrimental to the patient’s well-being. 
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20.4 Anesthesia 
A. All anesthesia administered in the Surgical Services area will be in accordance with the  
B. Medical Staff approved Policies and Procedures.   
C. All patients identified in the general policy statement will be monitored by the Department 

of Anesthesia.  Anesthesia personnel will be responsible for the administration of all drugs 
and/or anesthetic agents administered in Surgical Services, other than agents being used 
as either IV analgesics or local anesthetics which may be administered by the operating 
surgeon 

20.5 Specimens 
All specimens, including any/all foreign bodies, will be sent to the Pathology Laboratory, 
except as provided in the “Specimen Deletion Policy” of the Surgical Services Master Policy 
and Procedure Manual.  

20.6 “To Follow” Cases 
A. Only approximate times can be given for “to follow” cases.  
B. Surgical Services will notify the operating surgeon when the patient is to receive the pre- 

medication in “to follow” cases.  The surgeon must indicate that he/she will be available to 
perform the procedure at the indicated time.  

C. In a case which does not require a pre-medication, Surgical Services will contact the 
operating surgeon approximately fifteen (15) minutes prior to the anticipated time that the 
procedure will begin. 

D. When the operating surgeon is notified by Surgical Services of the proposed time for the 
anticipated procedure to begin, and the operating surgeon indicates that he/she will be 
unavailable and cannot be available within fifteen (15) minutes of the anticipated time, the 
case will be canceled.  Should sufficient time be available at the end of the regular 
operating schedule, the case may be “added on” at the end of that day’s schedule.  

E. In the event a regularly scheduled case is canceled, an attempt will be made to move the 
first “to follow” case to the canceled case’s place.  Should there be difficulty in moving the 
first “to follow” case into the place of the canceled, the list of “to follow” cases will be 
exhausted before another previously unscheduled case can be scheduled as a 
replacement. 

20.7 Operating Surgeon’s Responsibility 
The operating surgeon is responsible for:  

A. Observing all policies relating to:  
1. Sterile technique  
2. Wearing appropriate apparel  
3. Infection control practices  

B. Any other policy of Surgical Services which is relevant to the physician.  
C. Writing or dictating an operative report immediately following the procedure.  
D. Entering a brief operative note in the progress notes of the patient’s chart, stating at least:  
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1. Preoperative diagnosis  
2. Post-operative diagnosis  
3. Operative procedure  
4. Estimated blood loss  
5. Assistant’s Name  
6. Condition of the patient on leaving the Operating Room  
7. Operating surgeon’s name. 

20.8 Medical Students, Interns And Residents 
A. A medical student in a non-formal rotation may enter the Surgical Services operating rooms 

in the capacity as an observer if he/she is invited by the operating surgeon.  He/she may not 
participate in the surgery.  

B. A medical student in a formal rotation, who has completed a medical school rotation in 
surgery, and who is knowledgeable in sterile technique to the satisfaction of the Surgical 
Services Supervisor, and who is covered by surgical liability insurance by his/her training 
institution, may scrub and act as an assistant in surgery for cases which do not require an 
MD assistant, or in the role of a second assistant. 

C. An intern or resident in a formal training program may perform in Surgical Services as 
stipulated in Article VII, Section 5, of the Medical Staff Bylaws.  

D. Interns and residents in training in the Hospital shall not hold appointments to the Medical 
Staff and shall not be granted specific clinical privileges.  Rather, they shall be permitted to 
exercise only those privileges set out in the training protocols developed by the Executive 
Committee. 

20.9 Local IV/Analgesic Cases  
This section applies to patient who receive either local anesthesia, or to patients who receive IV 
sedation/analgesic/medication.  

20.9.1 Scheduling: 
Scheduling will be the same as stated above in Section 20.1.1 of these Rules and Regulations. 

20.9.2 Admission: 
The patient’s admission may occur on the date of the procedure, as long as sufficient time is 
allowed to properly prepare the patient before the scheduled time of the procedure. 

20.9.3 Chart Requirements: 
A. A consent form for the procedure must be signed by the patient or his/her legal 

representative.  
B. Relevant history and physical findings will be recorded by the operating surgeon.  
C. The recording of a procedure note following the procedure. 
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20.9.4 Patient Monitoring:  
All patients identified in Section 20 of these Rules and Regulations will be monitored by a 
registered nurse employed in Surgical Services.    

20.9.5 Procedure For Registered Nurse Monitoring:  
A. Blood pressure, pulse, and respiration will be taken and recorded on admission to the  

1. Operating Room and every fifteen (15) minutes thereafter, until the procedure is 
completed.  

B. Oximetry:  
1. The monitor lead will be applied to earlobe/index finger.  
2. Unit calibration will be verified.  
3. Digital readings will be recorded at 15 minute intervals.  
4. The physician/operating surgeon will be informed verbally if digital oxygen saturation 

readings reach a level of less than 90%, or the systolic blood pressure reaches a level of 
less than 100 or greater than 180. 

C. Oxygen will be administered to the patient as ordered by the operating surgeon.  
D. IV fluids will be started if ordered by the physician/operating surgeon.  

20.9.6 IV Medications:  
Intravenous medications will be administered by either an MD/DO or a member of the Department 
of Anesthesia or by a Surgical Services Registered Nurse.  

The Executive Committee shall have the power to adopt such amendments to the rules and 
regulations as are, in the committee’s judgment, technical or legal modifications or clarifications, 
reorganization or renumbering, or amendments made necessary because of punctuation, spelling 
or other errors of grammar or expression.  Such amendments shall be effective immediately and 
shall be permanent if not disapproved by the Medical Staff or the Board within sixty (60) days of 
adoption by the Executive Committee.  The action to amend may be taken by a motion acted upon 
in the same manner as any other motion before the Executive Committee.  Immediately upon 
adoption, such amendments shall be sent to the Executive Director and posted on the Medical 
Staff bulletin board for fourteen (14) days. 

21. Adoptions of Rules and Regulations  
These Rules and Regulations of the Medical Staff are adopted and made effective upon approval of 
the Board superseding and replacing any and all previous Medical Staff Rules and to the 
requirements of these Bylaws. 


