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Section 1. Medical Staff Purpose and Authority

1.1 Purpose

The purpose of this medical staff is to organizedbtivities of physicians and other clinical
practitioners who practice at Loyola University Nted Center in order to carry out, in
conformity with these bylaws, the functions delegkiio the medical staff by the Loyola
University Medical Center Board of Directors.

1.2 Authority

Subject to the authority and approval of the BaarDirectors the medical staff will exercise
such power as is reasonably necessary to dischangsponsibilities under these bylaws and
under the corporate bylaws of Loyola University Mad¢l Center. Henceforth, whenever the
term “the hospital” is used, it shall mean Loyolaikérsity Medical Center; and whenever
the term “the Board” is used, it shall mean thepitas Board of Directors.

|
Section 2. Medical Staff Membership

2.1 Nature of Medical Staff Membership

Membership on the medical staff of the hospita fwivilege that shall be extended only to
professionally competent physicians (MD or DO),td#s, oral and maxillofacial surgeons,
podiatrists, psychologists, optometrists, and datglevel medical directors who
continuously meet the qualifications, standardd, raguirements set forth in these bylaws
and associated policies of the medical staff apchtispital.

2.2 Qualifications for Membership

The gqualifications for medical staff membership delineated in Part Il (Credentials
Procedures Manual) of these bylaws.

2.3 Nondiscrimination

The hospital will not discriminate in granting fétappointment and/or clinical privileges on
the basis of national origin, ethnicity, race, cobge, gender, religion, sexual orientation,
marital status, veteran status, disability unrelatethe provision of patient care or required
medical staff responsibilities, or any other bas@hibited by applicable law, to the extent
the applicant is otherwise qualified.

2.4 Conditions and Duration of Appointment

The Board shall make initial appointment and reapment to the medical staff. The Board
shall act on appointment and reappointment onbyr difie medical staff has had an
opportunity to submit a recommendation from the MaldExecutive Committee (MEC).
Appointment and reappointment to the medical sth#il be for no more than twenty-four
(24) calendar months.
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2.5 Medical Staff Membership and Clinical Privileges

Requests for medical staff membership and/oradinprivileges will be processed only when
the potential applicant meets the current minimwalifying criteria approved by the Board.
Membership and/or privileges will be granted anchimdstered as delineated in Part Il
(Credentials Procedures Manual) of these bylaws.

2.6 Medical Staff Members Responsibilities

2.6.1

2.6.2

2.6.3

2.6.4

2.6.5

2.6.6

2.6.7

2.6.8

Each staff member must, consistent with hisginanted clinical privileges, provide
for appropriate, timely, and continuous care oft@s patients at the level of quality
and efficiency generally recognized as approptigtenedical professionals.

Each staff member must participate, as asdignrequested, in quality/performance
improvement/peer review activities and in the disge of other medical staff
functions as may be required.

Each staff member, consistent with his/hanggd clinical privileges, must
participate in the on call coverage of the emergelepartment or in other hospital
coverage programs as determined by the approputiateal department, to assist in
meeting the patient care needs of the community.

Each staff member must submit to any pertitygre of health evaluation as
requested by the officers of the medical staffskient, Loyola University Medical
Center; and/or committee or department chair whappears necessary to protect
the well-being of patients and/or staff or to detige fithess for duty, or when
requested by the MEC or Medical Staff Credentiaie@ittee as part of an
evaluation of the member’s ability to exercise pees safely and competently, or
as part of a post-treatment monitoring plan coastswith the provisions of any
medical staff and hospital policies addressing jaigys health or impairment.

Each staff member must abide by these bydendsany other rules, regulations,
policies, procedures, and standards of the mesitiaffland hospital.

Each staff member must provide evidence afiegsional liability coverage of a type
and in an amount sufficient to cover the clinicaviteges granted or an amount
established by the Board, whichever is higher ditson, staff members shall
comply with any financial responsibility requiremgthat apply under state law to
the practice of their profession.

Each staff member agrees to release absoftteh any liability, to the fullest extent
permitted by law, all persons for their conduct@mnection with investigating
and/or evaluating the quality of care provided gy inedical staff member and his/
her credentials.

Each staff member shall prepare and complaieely fashion, according to
medical staff and hospital policies, the medical ather required records for all
patients to whom the practitioner provides caréhehospital, or within its facilities,
clinical services, or departments.
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a. A medical history and physical examination shalcbepleted no more than
thirty (30) days before or twenty-four (24) houfeeaadmission or registration,
but prior to surgery or a procedure requiring amesii services. The medical
history and physical examination must be complatetidocumented by a
physician, an oral and maxillofacial surgeon, podig or other qualified
licensed individual in accordance with State law hospital policy.

b. An updated examination of the patient, includamg changes in the patient’s
condition, shall be completed and documented withenty-four (24) hours
after admission or registration, but prior to suyger a procedure requiring
anesthesia services, when the medical history hpsigal examination is
completed within thirty (30) days before admisstomegistration. The updated
examination of the patient, including any changethé patient’s condition, must
be completed and documented by a physician, aranchimaxillofacial surgeon,
podiatrist, or other qualified licensed individiualaccordance with State law and
hospital policy.

c. Inthe case of readmission within 30 days ferdhme or related condition, at
least an interval admission note that includeaddlitions to the history and
subsequent changes in physical findings must lded.

d. Ata minimum, a history and physical examinationst include the following:
medical history, surgical history, medicationstdrg of present iliness, vital
signs, lung examination, heart examination and atdda examination.

2.6.9 Each staff member will use confidential imfation only as necessary for treatment,
payment or healthcare operations in accordanceMVBAA laws and regulations, to
conduct authorized research activities, or to perfmedical staff responsibilities.
For purposes of these bylaws, confidential inforamaimeans patient information,
peer review information, and the hospital’'s busineformation designated as
confidential by the hospital or its representatipger to disclosure.

2.6.10 Each staff member must participate in apg tf competency evaluation when
determined necessary by the officers of the mediedd, department chairs, the
MEC and/or Board in order to properly delineatd thamber’s clinical privileges.

2.6.11 Each staff member shall disclose to the cagdiaff any ownership or financial
interest that may conflict with, or have the appeae of conflicting with, the
interests of the medical staff or hospital. Medstalff membership will deal with
conflict of interest issues per t@nflicts of Interest and Disclosure Policy.

2.6.12 Each staff member must comply witie Ethical and Religious Directives for
Catholic Health Care Services, as promulgated and revised from time to timehay t
United States Conference of Catholic Bishops.

2.7 Medical Staff Member Rights

2.7.1 Each staff member in the active categontiasight to a meeting with the MEC on
matters relevant to the responsibilities of the MB& may affect patient care or
safety. In the event such practitioner is unablesolve a matter of concern after
working with his/her department chair or other ajpiate medical staff leader(s),
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2.7.2

2.7.3

2.7.4

2.7.5

2.7.6

that practitioner may, upon written notice to thaef of Staff two (2) weeks in
advance of a regular meeting, meet with the ME@igouss the issue.

Each staff member in the active category misiate a call for a general staff
meeting to discuss a matter relevant to the medte#l. Upon presentation of a
petition signed by twenty-five percent (25%) of thembers in the active category,
the MEC shall schedule a general staff meetinghferspecific purposes addressed
by the petitioners. No business other than thatiléetin the petition may be
transacted.

Each staff member in the active category aiejlenge any rule or policy
established by the MEC. In the event that a relgulation or policy is thought to be
inappropriate, any medical staff member may sulanpitition signed by twenty-five
percent (25%) of the members of the active cateddppn presentation of such a
petition, the adoption procedure outlined in Pagdction 9.3 will be followed.

Each staff member in the active category cadlyfor a department meeting by
presenting a petition signed by twenty-five perd@586) of the members of the
department. Upon presentation of such a petitierddpartment chair will schedule a
department meeting.

The above Part |, Sections 2.7.1 to 2.7 .Aadgertain to issues involving individual
peer review, formal investigations of professiopaiformance or conduct, denial of
requests for appointment or clinical privilegesaay other matter relating to
individual membership or privileges. Part Il (Intigations, Corrective Action,
Hearing and Appeal Plan) of these bylaws providesurse in these matters.

Any staff member has a right to a hearinggappursuant to the conditions and
procedures described in the medical staff's heaaijappeal procedure (Part Il of
these bylaws).

2.8 Staff Dues

Annual medical staff dues, if any, shall be deteediby the MEC. Failure of a medical staff
member to pay dues shall be considered a voluneaignation from the medical staff. The
MEC may pass policies from time to time which exéeifnpm dues payment certain
categories of membership or members holding spelcgositions.

2.9 Indemnification

29.1

29.2

Members of the medical staff are entitletheapplicable immunity provisions of
state and federal law for the credentialing, peeiew and performance
improvement work they perform on behalf of the hitzd@nd medical staff.

Subject to applicable law, the hospital simémnify against actual and necessary
expenses, costs, and liabilities incurred by a naditaff member in connection with
the defense of any pending or threatened actidgnosproceeding to which he/she is
made a party by reason of his/her having acted offécial capacity in good faith on
behalf of the hospital or medical staff. However,medical staff member shall be
entitled to such indemnification if the acts givirige to the liability constituted

willful misconduct, breach of a fiduciary duty, sdkaling or bad faith.
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Section 3. Categories of the M edical Staff

3.1 The Active Category

3.1.1

3.1.2

3.1.3

Quialifications

The active staff shall consist of physicians, eafcivhom:

a. Meet the basic qualifications set forth in PaBection 2.6 of these bylaws;

b.  Areinvolved in the care of patients at the hos$pital/or its ambulatory
facilities; and

c. Agree to the participation of their patients in #tkicational programs of the
hospital.

Prerogatives

Active members may:

a.

b.

C.

Admit patients to the hospital in accordance wihtkse bylaws, rules and
regulations and medical staff and/or hospital pedi@nd procedures;

Exercise clinical privileges granted pursuant ta Rhof these bylaws; and

Be eligible for all hospital committees as votingmbers.

Responsibilities

Each member of the active staff who is grantedilpges shall:

a.

Be required to discharge the basic responsibil#fcified in Part |, Section
2.6;

Care for a sufficient number of patients to prowasleadequate assessment of
competence and skill;

Retain responsibility within the specified aregaffessional competence for
the daily care and supervision of each patienéntospital for whom services
are provided by such active staff member or arrangaitable alternative for
such care and supervision; and

Participate actively in performance improvemenivééts required of the staff,
and in discharging such other staff functions ag fr@n time to time be
required.

3.2 The Medical Director Category (doctorate level, ploysician)

3.2.1 Qualifications

MEDICAL STAFF BYLAWS
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3.2.2 Prerogatives

Members of this category do not admit patientthéohospital. They may participate
in medical staff meetings as full voting members.

3.2.3 Responsibilities

Members of this category must follow these bylawites and regulations, and
medical staff and/or hospital policies and procedurThey shall actively participate
in performance improvement activities requiredhef staff.

3.3 The Community Category

3.3.1 Qualifications

The community category is reserved for members maimtain a clinical practice in
the hospital service area and wish to be ablelkm#dhe course of their patients
when admitted to the hospital.

3.3.2 Prerogatives
Members of this category may:

a. Order non-invasive outpatient diagnostic testsserdices, visit patients in the
hospital, review medical records and attend meditdf, department, division,
and committee meetings, CME functions and sociahts; and

b.  Not be eligible for clinical privileges, not managatient care in the hospital
and not vote on medical staff affairs or hold adfic

3.3.3 Responsibilities
Members of this category shall:

a.  Fulfill or comply with these bylaws, rules and ré&gions, and medical staff
and/or hospital policies and procedures.

3.4 The Allied Staff
3.4.1 Qualifications
The allied category is reserved for members whalardists, oral and maxillofacial
surgeons, optometrists, psychologists, and postiatwho fulfill the basic

gualifications of staff membership and have congald@taining in their various
professional disciplines.

3.4.2 Prerogatives

Members of this category may:
a. Exercise clinical privileges granted pursuarRaat Il of these bylaws; and

b. Be eligible for all hospital committees as ugtimembers.
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3.4.3 Responsibilities

Each member of this category who is granted pgeseshall:
a. Be required to discharge the basic respon#isilgpecified in Part I, Section 2.6;

b. Care for a sufficient number of patients to jdevan adequate assessment of
competence and skill;

c. Retain responsibility within the specified aodégrofessional competence for the
daily care and supervision of each patient in tbpital for whom services are
provided by such allied staff member or arrangeitaisle alternative for such
care and supervision;

d. Follow these bylaws, rules and regulations, medical staff and/or hospital
policies and procedures; and

e. Participate actively in performance improvenaativities required of the staff,
and in discharging such other staff functions ag fr@an time to time be
required.

Section 4. Officers of the Medical Staff

4.1 Officers of the Medical Staff

4.1.1 Chief of Staff
4.1.2 Senior Vice President for Clinical Affairs/Chief Mieal Officer

4.2 Qualifications of Officers

4.2.1 Officers must be members in good standirteractive category and be actively
involved in patient care in the hospital, have asly served in a significant
leadership position on a medical staff (e.g. depant or division chair, committee
chair), indicate a willingness and ability to serlrave no pending adverse
recommendations concerning medical staff appointmealinical privileges, have
participated in medical staff leadership trainimgl@r be willing to participate in
such training during their term of office, have derstrated an ability to work well
with others, be in compliance with the professiamaiduct policies of the hospital,
and have excellent administrative and communicatidlts. Qualifications for the
positions of Senior Vice President for Clinical &ffs/Chief Medical Officer and
Chief of Staff also include the degree of MD, DAQ)® or DMD.

4.2.2 Officers may not simultaneously hold a lealdgr position on another hospital’s
medical staff or in a facility that is directly coeting with the hospital.
Noncompliance with this requirement will resulttire officer being automatically
removed from office unless the Board determinesdhawing the officer to
maintain his/her position is in the best interdghe hospital. The Board shall have
discretion to determine what constitutes a “leddprposition” at another hospital.
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4.3 Appointment of Officers

4.3.1 Officers shall be appointed by the President, Laydhiversity Medical Center, and
shall hold office upon appointment until their segsors are appointed.

4.3.2 The Senior Vice President for Clinical Affairs/ChiMedical Officer must be a
physician with demonstrated qualifications on thsib of experience and ability to
direct the medical, administrative and strategeats of hospital activities. He/she
must be a member of the full-time medical stathattime of appointment and must
remain a member in good standing during the teroffafe.

4.3.3 The Chief of Staff must be a physician with demmatstd qualifications on the basis
of experience and ability to direct the medical addhinistrative aspects of medical
center activities. He/she must be a member ofulitime medical staff at the time
of appointment and must remain a member in goawstg during the term of
office.

4.4 Term of Office

All officers serve at the discretion of the Presigé.oyola University Medical Center, until
their successor is named.

4.5 Vacancies of Office

The President, Loyola University Medical Centerlkfill vacancies of office.
4.6 Duties of Officers

4.6.1 Chief of Staff

4.6.1.1 The Chief of Staff shall represent the interestthefmedical staff to the
MEC and the Board. The Chief of Staff will fulfihe duties specified in Part
IV (Organization and Functions Manual) of thesealnd.

4.6.1.2 The Chief of Staff shall provide direction to ancesee medical staff
activities related to assessing and promoting naotis improvement in the
quality of clinical services and all other functsoof the medical staff as
outlined in the medical staff bylaws, rules andutagions and policies. The
Chief of Staff shall communicate and represenbiiaions and concerns of
the medical staff and its individual members oraorgational and individual
matters affecting hospital administration, the M&te the Board. The Chief
of Staff shall be involved, in conjunction with tbdepartment chair, in the
evaluation and adminstration of practitioner impegnt issues. The Chief of
Staff shall exercise such authority commensuratk thie office as set forth
in the medical staff bylaws.

4.6.2 Senior Vice President for Clinical Affairsi€hMedical Officer

4.6.2.1 The Senior Vice President for Clinical Af$4Chief Medical Officer shall be
responsible for providing leadership in the conaefitation, development,
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implementation and measurement of the hospitalsageh to quality,
patient safety, adverse event reduction and clieifactiveness. The Chief
of Staff shall report to the Senior Vice PresidentClinical Affairs/Chief
Medical Officer. In the absence of the Chief off§te Senior Vice
President for Clinical Affairs/Chief Medical Officer his/her designee shall
assume all the duties and have the authority o€Ctief of Staff.

4.6.2.2 The Senior Vice President for Clinical A$4Chief Medical Officer shall be
the primary officer of the medical staff and thedicel staff's advocate and
representative in its relationships to the Board thie administration of the
hospital. The Senior Vice President for Clinicafafs/Chief Medical
Officer, in collaboratioin with the medical sta$hall be responsible
developing and implementing systems which fosteouation, ensure the
effective and safe delivery of medical care, amilifate improvement in
patient outcomes and satisfactions. The Senice Piesident for Clinical
Affairs/Chief Medical Officer, in collaboration witthe Chief of Staff, shall
be responsible for the appointment of medical staffimittee chairs.

4.6.3 The Chief of Staff and/or the Senior Vicedrient for Clinical Affairs/Chief
Medical Officer may independently request a Focuaedessional Practice
Evaluation of an active medical staff member angfactitioner in the event
concerns related to quality and/or patient safasea

4.7 Removal and Resignation from Office
4.7.1 The President, Loyola University Medicah@e, may remove any officer.

Automatic removal shall be for failure to meet thossponsibilities assigned within
these bylaws, failure to comply with policies andgedures of the medical staff, for
conduct or statements that damage the hospit@oéts, or programs, or an
automatic or precautionary suspension of clinicalileges that lasts more than thirty
days. The Board will determine if the member hasdan his/her duties after
consulting with the Joint Conference Committee.

4.7.2 ResignatianAny officer may resign at any time by giving writteotice to the
President, Loyola University Medical Center. Suebignation takes effect on the
date of receipt, when a successor is appointegiptater time specified therein.

Section 5. Medical Staff Organization

5.1 Organization of the Medical Staff

The medical staff shall be organized into departsmerhe medical staff may create clinical
divisions within a department in order to facildahedical staff activities. A list of
departments organized by the medical staff anddtiymecognized by the MEC is listed in
Part IV (Organization and Functions Manual) of theglaws based on the clinical
departments of the Loyola University of Chicagaijt&h School of Medicine.
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5.2 Department Chairs

521

Each academic department of the Stritch School edibne shall have a
corresponding clinical department at the hospétiat] each academic department
chair of the Stritch School of Medicine shall seagethe clinical department chair for
the corresponding clinical department at the hakpit

5.3 Qualifications, Appointment, and Removal of DepanttnChairs

53.1

5.3.2

5.3.3

534

5.3.5

5.3.6

The Dean, Stritch School of Medicine and the Pegidf Loyola University
Medical Center shall mutually agree on all acadeseigartment chairpersons of the
Stritch School of Medicine and clinical departmehairpersons of hospital, after
consultation with the Senior Vice President and/Bsbfor Health Sciences of
Loyola University of Chicago, the Board and thd-firhe faculty of the department.

Loyola University of Chicago’s appointment of acaredepartment chairs shall be
in accordance with its policies and proceduresifing so, and Loyola University
Medical Center’s appointment of clinical departmelmairs shall be in accordance
with its own policies and procedures for doing 3tie academic department chairs
shall report, for purposes of their academic appu@mts and duties at the Loyola
University of Chicago, Stritch School of Medicinie,the Dean of the Stritch School
of Medicine, who shall be responsible for the perfance of the academic
department chairs with respect to their academpoimpments and responsibilities.

Loyola University of Chicago may terminate #ttademic appointment of any
academic department chair in accordance with lisipe and procedures for doing
so and Loyola University Medical Center may terntnigs employment of any
clinical department chair in accordance with itsgwlicies and procedures for
doing so. Prior to any action by Loyola UniverssfyChicago to terminate the
academic appointment of an academic department, emal prior to any action by
the hospital to terminate the employment of anyicdil department chair, each party
shall consult with and seek the advice and inpthefother.

All clinical department chairs must be mersli# the active medical staff, have
relevant clinical privileges and be certified byappropriate specialty board, or have
affirmatively established comparable competenceutin the credentialing process.
They will be nationally recognized for both cliniead academic excellence.

The clinical department chairs shall redortpurposes of their clinical
appointments, responsibilities and duties at thepital, to the President of Loyola
University Medical Center, and/or Senior Vice Pdesit for Clinical Affairs/Chief
Medical Officer, who shall be responsible for trefprmance of the clinical
department chairs with respect to their clinicgd@ptments and responsibilities.

Management of both the Stritch School of idied and Loyola University Medical
Center shall regularly assess the academic andallperformance of the academic
department chairs and clinical department chaird,shall consult with and seek
recommendations from each other in order to evaltet performance of the
academic department chairs and the clinical degantchairs.
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5.3.7 Department chairs may be removed from ofiicimatically by the President of
Loyola University Medical Center if any of the falting occur:

a. The chair suffers an involuntary loss or sigaifit limitation of practice
privileges; or

b.  The chair ceases to be a member in good standiting ohedical staff.

5.3.8 Department chairs shall carry out the respongsliassigned in Part IV
(Organization and Function Manual) of these bylaws.

5.4 Assignment to Department

The MEC will, after consideration of the recommeinmizs of the chair of the appropriate
department, recommend department assignmentd foeatbers in accordance with their
gualifications. Each member will be assigned to pm@ary department. Clinical privileges
are independent of department assignment.

Section 6. Committees

6.1 Designation and Substitution

There shall be a MEC and such other standingadritbhc committees as established by the
MEC and enumerated in Part IV (Organization andckans Manual) of the bylaws.
Meetings of these committees will be either regataspecial. Those functions requiring
participation of, rather than direct oversight bg tedical staff, may be discharged by
medical staff representation on such hospital cdtess as are established to perform such
functions. The Chief of Staff may appoatt hoc committees as necessary to address time-
limited or specialized tasks.

6.2 MEC

a. Committee Membership: Composition: The MEdIdi@a standing committee
consisting of the following voting members: Cliaid.eadership Council; two (2d
hoc physicians or alliegtaff appointed by the Chief of Staff in collaboaatiwith the
Senior Vice President for Clinical Affairs/Chief Mieal Officer; the President,
Loyola University Medical Center or designee; tlemisr Vice President for Clinical
Affairs/Chief Medical Officer; the Vice Presidentiiéf Nurse Executive; the Chief
Operating Officer and the Senior Vice Presidenti€l Programs and Practice
Development. The chair will be the Chief of Stdffie Dean, Stritch School of
Medicine will be a non-voting member of the MEC.

b. Removal from MEC: Any Clinical Leadership Counti€mber will automatically
lose his/her membership on the MEC if he/she lbsgber position on the Clinical
Leadership Council and will be replaced by histteglacement on the Clinical
Leadership Council.
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6.2.1 Duties: The duties of the MEC, as deleghtethe medical staff, shall be to:

a.

MEDICAL STAFF BYLAWS

Serve as the final decision-making body of the wedditaff in accordance with
these bylaws and provide oversight for all medstaff functions;

Coordinate the implementation of policies adoptedhe Board,;

Submit recommendations to the Board concerningatters relating to
appointment, reappointment, staff category, depantrassignments, clinical
privileges, including expedited credentialing, @odrective action;

Report to the Board and to the medical staff ferdkierall quality and
efficiency of professional patient care servicesvjated by individuals with
clinical privileges and coordinate the participataf the medical staff in
organizational performance improvement activities;

Take reasonable steps to encourage professiohibakconduct and
competent clinical performance on the part of ma&lditaff members including
collegial and educational efforts and investigagiomhen warranted;

Make recommendations to the Board on medical aditnative and hospital
management matters;

Keep the medical staff up-to-date concerning ttenisure and accreditation
status of the hospital;

Participate in identifying community health needd & setting hospital goals
and implementing programs to meet those needs;

Review and act on reports from medical staff corteag, departments, and
other assigned activity groups;

Formulate and recommend to the Board medical sibdt and regulations,
policies, and procedures;

Request and evaluate any Professional Practicai&i@h pursuant to Part Ill,
Section 4 of these bylaws, of practitioners priyéld through the medical staff
process when there is question about an applicanember’s ability to
perform privileges requested or currently granted,;

Make recommendations concerning the structureeofrtbdical staff, the
mechanism by which medical staff membership oril@ges may be
terminated, and the mechanisms for fair hearinggutores;

Consult with administration on the quality, timelgs, and appropriateness of
clinical contracts for services provided to thepitzd by entities outside the
hospital;

Oversee that portion of the organizational intggplan that pertains to the
medical staff;

Hold medical staff leaders, committees, and departanaccountable for
fulfilling their duties and responsibilities;

Make recommendations to the medical staff for ckaray amendments to
these bylaws; and

Act for the organized medical staff between meeatioigthe organized medical
staff.
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6.2.2 Meetings: The MEC shall meet at least t&) {iines per year and more often as
needed to perform its assigned functions. Permaeentds of its proceedings and
actions shall be maintained.

Section 7.

Medical Staff Meetings

7.1

7.2

7.3

7.4

Medical Staff Meetings

7.1.1 General meetings, if any, of the medicalf staéll be held at a time determined by
the MEC. Notice of the meeting shall be given taradical staff members via
appropriate media and posted conspicuously.

7.1.2 Except for bylaws amendments or as othersgseified in these bylaws, the actions
of a majority of the members present and voting mteeting of the medical staff is
the action of the group. Action may be taken witremeeting of the medical staff
by presentation of the question to each membeib#ditp vote, in person, via
telephone, and/or by mail or internet, and thetewecorded in accordance with
procedures approved by the MEC. Such vote shdlifming so long as the question
that is voted on receives a majority of the votest.c

7.1.3 Special Meetings of the Medical Staff

a. The Chief of Staff may call a special meetinghef medical staff at any time.
Such request or resolution shall state the purpbdee meeting. The Chief of
Staff shall designate the time and place of angiapmeeting.

b.  Written or electronic notice stating the time, gaand purposes of any special
meeting of the medical staff shall be conspicuopsisted and shall be sent to
each member of the medical staff at least thredd@3 before the date of such
meeting. No business shall be transacted at amyaspeeeting, except that
stated in the notice of such meeting.

Committees and departments may, by resolupiamvide the time for holding regular
meetings without notice other than such resolution.

Special Meetings of Committees and Departments

A special meeting of any committee or department beacalled by the chair thereof or by
the Chief of Staff.

Quorum

7.4.1 Medical Staff Meetings: Those present aigibéé medical staff members voting on
an issue will constitute a quorum.

7.4.2 MEC: A quorum will exist when fifty perceffi0%) of the members are present.
When dealing with requests from those eligibleggpedited credentialing for
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routine appointment, reappointment, and clinicalilgges the MEC quorum will
consist of at least three members.

7.4.3 Medical Staff Credentials Committee: A quonwith exist when fifty percent (50%)
of the voting members are present.

7.4.4 Department meetings or medical staff commitiather than those listed in Part |,
Section 7.4.2 above: Those present and eligib@icakstaff members voting on an
issue will constitute a quorum.

7.5 Attendance Requirements

7.5.1 Members of the medical staff are encouragedteénd meetings of the medical staff.

a. MEC and Medical Staff Credentials Committee meetinlembers of these
committees are expected to attend at least sevi@ntpercent (75%) of the
meetings held. Failure to meet the attendance remeint of at least 75% of
regular and special meetings may lead to consideraf removal from the
committee.

b.  Special meeting attendance requirements: Wiseribgre is a reason to
believe that a practitioner is not complying witlkedical staff or hospital
policies or has deviated from standard clinicgbmfessional practice, the
Chief of Staff or the applicable department or cattea chair may require the
practitioner to confer with him/her or with a stémglor ad hoc committee that
is considering the matter. The practitioner willdieen special notice of the
meeting at least five (5) days prior to the meetifigs notice shall include the
date, time, place, issue involved and that thetipi@eer's appearance is
mandatory. Failure of the practitioner to appeargt such meeting after two
notices, unless excused by the MEC for an adegeaas®n, will result in an
automatic termination of the practitioner's membgysand privileges. Such
termination would not give rise to a fair hearibgt would automatically be
rescinded if and when the practitioner participatethe previously referenced
meeting.

c.  Nothing in the foregoing paragraph shall preclddinitiation of restriction or
suspension of clinical privileges as outlined imtPla(Investigations,
Corrective Action, Hearing and Appeal Plan) of theglaws.

7.6 Participation by the President, Loyola Univigrledical Center

The President, Loyola University Medical Centehisther designee may attend any general,
committee or department meetings of the medic#l asaanex officio member without vote.

7.7 Robert's Rules of Order

Medical staff and committee meetings shall be rua manner determined by the chair of the
meeting. When parliamentary procedure is neededet@smined by the chair or evidenced
by a majority vote of those attending the meetihg,latest edition of Robert’s Rules of
Order shall determine procedure.
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7.8 Notice of Meetings

Written or electronic notice stating the place,,dayd hour of any special meeting or of any
regular meeting not held pursuant to resolutiorl &leadelivered or sent to each member of
the department or committee not less than thredd$3 before the time of such meeting by
the person or persons calling the meeting. Theddtgce of a member at a meeting shall
constitute a waiver of notice of such meeting.

7.9 Action of Committee or Department

The recommendation of a majority of its members@néat a meeting at which a quorum is
present shall be the action of a committee or deyeant.

7.10 Rights ofEx officio Members

Except as otherwise provided in these bylaws, parserving asex officio members of a
committee shall have all rights and privilegesegfular memberdx officio members shall
not vote or be counted in determining the existexi@quorum.

7.11 Minutes

Minutes of each regular and special meeting ofrariitee or department shall be prepared
and shall include a record of the attendance of neesnand the vote taken on each matter.
The presiding chair shall authenticate the minates copies thereof shall be submitted to the
MEC or other designated committee. A permanentfilthe minutes of each meeting shall
be maintained.

Section 8. Conflict Resolution

8.1 Conflict Resolution

8.1.1 Inthe event the Board acts in a manner agnto a recommendation by the MEC,
involving issues of patient care or safety, theterahay (at the request of the MEC)
be submitted to a Joint Conference Committee coagposthe officers of the
medical staff and an equal number of members oBtierd for review and
recommendation to the full the Board. The committdbesubmit its
recommendation to the Board within thirty (30) day&s meeting.

8.1.2 The chair of the Board or the Chief of Staffy call for a joint conference as
described above at any time and for any reasordier ¢o seek direct input from the
medical staff leaders, clarify any issue, or refdgrmation directly to medical staff
leaders.

8.1.3 Any conflict between the medical staff anel MMEC will be resolved using the
mechanisms noted in Part |, Sections 2.7.1 thr@ugl of these bylaws.
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Section 9.

Review, Revision, Adoption, and Amendment

9.1 Medical Staff Responsibility

9.2

9.3

9.11

9.1.2

The medical staff shall have the respongittidi formulate, review and revise as
necessary, and recommend to the Board for appamyainedical staff bylaws, rules
and regulations, and amendments. Amendments toythe/s and rules and
regulations shall be effective when approved byBbard. The medical staff can
exercise this responsibility through its elected appointed leaders or through direct
vote of its membership.

Such responsibility shall be exercised indgiaith and in a reasonable, responsible
and timely manner. This applies as well to theeayiadoption, and amendment of
the related rules, policies, and protocols devaldpamplement the various divisions
of these bylaws.

Methods of Adoption and Amendment to these Bylaws

9.21

Proposed amendments to these bylaws maydieated by the MEC or by a
petition signed by twenty-five percent (25%) of thembers of the active category.

Each active member of the medical staff will bgiele to vote on the proposed
amendment via printed or secure electronic ballet manner determined by the
MEC. All active members of the medical staff shialieive at least fourteen (14)
days advance notice of the proposed changes. Tardment shall be considered
approved by the medical staff unless 33% of thosmbers eligible to vote returns a
ballot marked “no”.

Amendments so adopted by the medical staff shadffeetive when approved by the
Board.

Methods of Adoption and Amendments to any Medi¢affSRules and Regulations

9.3.1

9.3.2

9.3.3

9.34

The medical staff may adopt additional raled/or regulations as necessary to carry
out its functions and meet its responsibilitiesemihese bylaws. A Rules and
Regulations Manual may be used to organize thedii@thl documents.

Proposed amendments to the Rules and Remdadtlanual may be originated by the
MEC.

The MEC shall vote on the proposed languageges at a regular meeting, or at a
special meeting called for such purpose. Follovéngffirmative vote by the MEC,
rules and/or regulations may be adopted, amendegpesnled, in whole or in part,
and such changes shall be effective when approy¢iaebBoard.

In addition to the process described in P&ection 9.3.3 above, the organized
medical staff itself may recommend directly to Beard an amendment(s) to any
rule and/or regulation by submitting a petitionngd by twenty-five percent (25%)
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of the members of the active category. Upon presient of such petition, the
adoption process outlined in Part |, Section 9abdve will be followed.

9.4 Methods of Adoption and Amendments to any Madstaff Policies and Procedures

9.4.1 The medical staff may adopt additional peBcas necessary to carry out its functions
and meet its responsibilities under these bylawBolcy and Procedure Manual may
be used to organize these additional documents.

9.4.2 Proposed amendments to the Policy and Proedtanual may be originated by the
MEC.

9.4.3 The MEC shall vote on the proposed languageges at a regular meeting, or at a
special meeting called for such purpose. Poliaesmocedures and amendments
thereto do not require Board approval and will Imeceffective upon approval of the
MEC.

9.4.4 The organized medical staff itself may rec@ndito the MEC an amendment (s) to
any policy or procedure by submitting a petitiogngd by twenty-five percent (25%)
of the members in the active category. Upon pitasien of such petition, the
adoption process outlined in Part |, Section 9ab@8ve will be followed.

9.5 When a new rule and/or regulation, or poliagi/ar procedure is proposed, the proposing
party (either the MEC or the organized medicalfstaill communicate the proposal to the
other party prior to vote.

9.6 The MEC may adopt such amendments to thesavbyrules and regulations that are, in the
committee’s judgment, technical or legal modifioas or clarifications. Such modifications
may include reorganization or renumbering, punauaspelling, or other errors of grammar
or expression. Such amendments need not be appbgube entire Board but must be
approved by the President, Loyola University Mel{@anter. Neither the organized medical
staff nor the Board may unilaterally amend the rmaidstaff bylaws or rules and regulations.

9. 7 Inthe event the medical staff disagrees witiposed amendments to these bylaws, rules,
and regulations or proposed new rules and regu&aod policies, the process outlined in
Part I, Section 2.7 above will be followed.

|
Section 10.  Physician Wellness

10.1 The medical staff has an obligation to proddmfe environment, to ensure patient safety,
and to protect the health and welfare of membetkefnedical staff as well as students,
residents, staff and employees.

10.2 All medical staff members are expected tontefpathe hospital and/or its ambulatory
facilities fit for duty, which means they are abdeperform their clinical duties in a safe,
appropriate and effective manner. The hospitaberages medical staff members to seek
assistance voluntarily before clinical and profesal performance is affected.
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10.3 All medical staff members are entitled to diagjs, treatment and rehabilitation of any
physical, psychiatric or emotional iliness, incluglidrug and alcohol dependence that impairs
his/her ability to provide safe, appropriate arféafve care in an environment that is free of
any disciplinary action or judgment.

10.4 Referral

10.4.1 Self Referral

Any medical staff member who feels that his/helitglio practice medicine in a
safe, appropriate and effective manner is impaiexhuse of physical, psychiatric or
emotional illness, including drug or alcohol depemck, may refer himself/herself
for a fitness for duty consultation to the ChiefStaff or Senior Vice President for
Clinical Affairs/Chief Medical Officer. This reqageshall be in writing or in person.

10.4.2 Third Party Referral

Any individual may report to the Chief of Staff 8enior Vice President for Clinical
Affairs/Chief Medical Officer any medical staff méer behavior or conduct that
may interfere with the safe, appropriate and effegbractice of medicine due to
physical, psychiatric or emotional iliness, inchglidrug or alcohol dependence. The
report should ordinarily be in writing and shoukel flactual and shall include a
description of the incident(s), behavior(s) or aactdhat led to the belief that a staff
member is not fit for duty.

a. Inthe event of a third party referral, the nashthe individual making the
referral and the specifics of the incident(s), vatrgs) or conduct reported shall
remain as confidential as reasonably possible.

b. The contents of the report and the staff memsh@ime shall remain confidential
except as limited by law, ethical obligation or whbe safety of a patient is
threatened.

10.5 Investigation of a Third Party Referral

10.5.1 The Chief of Staff or Senior Vice PresidentClinical Affairs/Chief Medical
Officer shall investigate all third party complaintif investigation reveals that there
is no merit to the report, the report shall be @gstd. If investigation reveals that
there may be some merit to the report, but not ghdo warrant immediate action,
the report shall remain in the medical staff merigbde and the medical staff
member’s activity and practice shall be monitoratllit can be established whether
there is a fitness for duty issue. When thereadible evidence that a medical staff
member is not fit for duty, he/she shall be reféffice consultation.

10.5.2 If there appears to be imminent danger tieqis, students, residents, staff or
employees, the medical staff member shall be prigmgmoved from the clinical
setting.

10.6 Fitness for Duty Consultation

10.6.1 Fitness for duty consultation will includssting for chemical (e.g. alcohol and drug)
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levels, followed by an assessment with referrapiyrchiatric evaluation or any other
evaluation or follow-up deemed necessary. Fitf@sduty consultation is limited to
the testing for alcohol and drugs. No other mddisaessments will be completed
and no medical inquiries will be made that areauohpliant with applicable federal
and state law.

10.6.2 All self and third party referrals involvifighess for duty shall be referred for
consultation. The drug and alcohol screening pontif the fitness for duty
consultation shall be conducted by the hospitatfpbByee Health Services. The
remainder of the fitness for duty consultationdascribed above in Part |, Section
10.6.1, may be conducted by the hospital's Empl@dyssstance Program staff, a
member of the medical staff or by a physician be@lhealth professional from
another institution. The consultant should be ralljlagreeable to the referred
medical staff member and the hospital.

10.6.3 The referred medical staff member is reguioecooperate fully with the Chief of
Staff or Senior Vice President for Clinical Affaighief Medical Officer. The
referred medical staff member must sign consemddor both the fitness for duty
consultation and communication of its results. uRaf on the part of the referred
medical staff member to cooperate with the fitrfessluty consultation will result in
summary suspension.

10.6.4 Any medical staff member referred for adts for duty consultation is relieved from
clinical duty pending the outcome of the consubtati

10.6.5 If the consultant determines that the retemedical staff member is fit for duty,
he/she will resume clinical duties after meetinghvthe department chairperson and
Chief of Staff or Senior Vice President for Cliriédfairs/Chief Medical Officer.

10.7 Action
10.7.1 Based on the consultant’s determinationfah@&wing restrictions may be imposed:

a. The medical staff member should undertake apeertic or rehabilitation
program as a condition of continued medical staffcegntment and clinical
privileges;

b. Appropriate restrictions on the medical staffmber’s clinical practice; and/or

c. Immediate suspension of the medical staff memipeivileges until
rehabilitation has been accomplished if he/she doeagree to discontinue
clinical practice voluntarily.

10.8 If the referred medical staff member’s prigds were restricted, upon completion of the
required treatment program, he/she may requestradsin of full medical staff appointment
and clinical privileges. The referred medical staémber will be required to provide a letter
from the treatment provider attesting to the mdditaff member’s ability to practice
medicine in a safe, appropriate and effective manBech letter shall include any
requirements for after care or periodic follow-@ports that may be required.

10.9 In cases of drug or alcohol dependence, the refenedical staff member must agree to

submit to random alcohol or drug screenings fouspecified period of time at the request
of the Chief of Staff or Senior Vice President @imical Affairs/Chief Medical Officer.
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10.10Hospital shall comply with all local, state anddea requirements for reporting impaired
practitioners.

10.11The hospital shall ensure that the medical stadfliscated about illness and fithess for duty
by written materials, audio visual aids and fromdito time other educational endeavors.
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Part |1:. Corrective Action, Fair Hearing and
Appellate Review
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Section 1. Definitions

The following definitions apply to the provisionkthis Part II.

Appellate Review Body means the group designateeuthis Part 1l to hear a request for appellate
review properly filed and pursued by a medicalfstadmber.

Day means regular calendar day, including Saturdaysdays and official hospital holidays. If theed
on which a notice, request or report under this Panust be received or sent falls on a Satur@unday
or official hospital holiday, the deadline shallthe next regular working day thereafter.

Hearing Committee means a committee appointed uh@ePart 1l to hold an evidentiary hearing
properly filed and pursued by a medical staff membe

Parties mean the medical staff member who requéséclearing or appellate review and the body or
bodies upon whose adverse action a hearing orlappetview request is predicated.

Special Notice means written notice that is (ajveéeéd personally, (b) sent by registered or dedif
mail, return receipt requested, or (c) sent by wigdt delivery service to the person to whom thiéceds
directed.

'
Section 2. Corrective Action

2.1 Routine Corrective Action
2.1.1 Ciriteria for Initiation

Whenever the clinical activity or professional caotlof a medical staff member is
detrimental to patient safety, the delivery of dyagbatient care or disruptive to
hospital operations, corrective action may beateil. Such action may be initiated
by the Chief of Staff, Senior Vice President fomiglal Affairs/Chief Medical
Officer, chairperson of the respective departmigieidical Director of Primary Care
or any MEC member.

2.1.2 Requests and Notices
All requests for corrective action shall be in vmgf to the Chief of Staff. The request
shall describe the specific activities or condubtol constitute grounds for the
request.

2.1.3 Investigation
All requests will be investigated by the PatienteBa Evaluation Committee as soon
as practicable. The Patient Safety Evaluation Ciiteenshall forward a written

report to the MEC and the Chief of Staff upon caetiph of its investigation. As
part of the investigative process, the Patientt@&ealuation Committee may
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request a Professional Practice Evaluation purgodpart Ill, Section 4 of these
bylaws, for any active medical staff member in¢irent a quality and/or patient
safety concern arises.

2.1.4 Interviews
When the MEC is considering initiating an adveessmmendation concerning a
medical staff member, the MEC may afford him/heirdarview. The interview shall
not be conducted according to the procedural pegided with respect to hearings.
The medical staff member shall be informed of teeayal nature of the
circumstances and may present information reletvameto. A record of such
interview shall be made.

2.1.5 MEC Action

The MEC shall take action at its next meeting folltg receipt of the investigation
report. Such action may include:

Rejecting the request for corrective action;

Issuing a warning, letter of admonition or lettéreprimand,;

Recommending terms of probation or requirementoaotultation;
Recommending reduction, suspension or revocatiafiri€al privileges;
Recommending limitation of any staff prerogativegdly related to patient care;
Recommending suspension or revocation of staff neeghiip;

Remanding for further investigation; or

Such other action as determined appropriate bitBE.

The MEC shall transmit notice of such action toBweard and to the medical staff
member, with Special Notice of any adverse reconttagon provided as described
herein.

2.1.6 Right of Hearing and Appeal

Any adverse recommendation by the MEC shall ertiggemedical staff member to
the right of hearing and appeal as described ;Rhit II.

2.2 Summary Suspension
2.2.1 Criteria and Initiation
Whenever the continuation of practice by a meditaf member constitutes an
immediate danger to the public, including patiewisifors and hospital employees

and staff, any two of the following individuals #i@ave the authority to summarily
suspend the medical staff membership of, or alinyrportion of, the clinical
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privileges of the member; the respective departrokairperson, Senior Vice
President for Clinical Affairs/Chief Medical OfficeChief of Staff, or member of the
MEC. Such summary suspension shall be effectiveddiately upon imposition.
Concurrently, the individuals imposing the suspemshall notify the Chief of Staff.
Thereafter, the Chief of Staff shall issue writtemfirmation of the suspension to the
medical staff member by Special Notice, includirgfatement that the medical staff
member has three (3) days from the date of theemissgn to request a hearing, as
provided below.

A summary suspension may not be implemented uttiess is actual documentation
or other reliable information that an immediate glamexists. This documentation or
information must be available at the time the sumyrsaspension decision is made,
when that decision is investigated by the Patiefety Evaluation Committee, and
reviewed by the MEC.

2.2.2 Investigation

Summary suspensions should be investigated byatier® Safety Evaluation
Committee as soon as practicable. The PatientySatetiuation Committee shall
forward a written report to the MEC and the ChieStaff upon completion of its
investigation.

2.2.3 MEC Action

The MEC shall take action as soon as is reasonmabbtical following receipt of the
report of investigation, and may recommend affirgnilifting, expunging or
modifying the summary suspension if the medicdf ste@mber requests such a
review. If the MEC recommends that the summary sasjon should be lifted,
expunged or modified, this recommendation musebewed and considered by the
Board, or its designated committee, on an expe thisesis.

2.2.4 Right of Hearing and Appeal

Any adverse recommendation by the MEC shall ertigdemedical staff member to
the right of hearing and appeal consistent wite Bart Il. The summary suspension
shall remain in effect pending a final decisioneThedical staff member shall have
three (3) days from the date of the suspensioiet@a fwritten request for a hearing.
The request for a hearing shall be addressed tGhief of Staff by Special Notice.
Any requested hearing must be commenced withieiift(15) days after the
summary suspension is imposed and completed withelay, unless otherwise
agreed to be the parties, and shall be consistéimtive procedures otherwise
described herein, but for the fifteen (15) day @eri For these hearings and as
needed, the MEC may modify the other timelines iregiuand procedural processes.

|
Section 3. Administrative Suspension

3.1.1 Generally

In the circumstances described in this Part |11i8r@S, a medical staff member’s
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privileges and/or membership will be administratv&uspended, with a limited right
to hearing upon request. The medical staff mersball have three (3) days from
the date of the administrative suspension to filgitten request for a hearing. The
request for a hearing shall be addressed to thef 6hEtaff by Special Notice. Any
hearing so requested must be commenced withirfif&5) days of the
administrative action being taken, and must be detag without delay.

While the hearing will be conducted in a mannersistent with this Part Il, the
scope of any hearing related to administrative sasjon of privileges and/or
membership is limited to whether or not there wéectual basis to take the
administrative action. The Chief of Staff, withethpproval of the President, Loyola
University Medical Center or the Senior Vice Presidfor Clinical Affairs/Chief
Medical Officer, may reinstate the medical stafinmber’s privileges and/or
membership after determining that the circumstatitasied to the administrative
suspension have been rectified or are no longeepte

Unless otherwise provided, if these triggeringwmnstances have not been resolved
within sixty (60) days, the medical staff membariembership and clinical
privileges terminate. If the medical staff membesires reinstatement of
membership and/or clinical privileges after terniim@ he/she must reapply. In
addition, further corrective action may be recomdeshin accordance with this Part
Il whenever any of the following actions occur.

3.1.2 Administrative Actions
3.1.2.1 Loss of Licensure

Whenever a medical staff member’s license or dégal credential
authorizing practice in this state is revoked, susied, expired or voluntarily
relinquished, membership and clinical privilegealshutomatically
terminate as of the date such action becomes wHegtithout right to a
hearing or appellate review.

3.1.2.2 Licensure-Restriction

Whenever a medical staff member’s license or déwal credential
authorizing practice in this state is limited ostrected by an applicable
licensing or certifying authority, any clinical pilieges that he/she has been
granted at the hospital that are within the scdsaiml limitation or
restriction shall be automatically limited or réstied in a similar manner as
of the date such action becomes effective.

3.1.2.3 Licensure-Probation
Whenever a medical staff member is placed on prabaly the applicable
licensing or certifying authority, his/her membeps$tatus and clinical
privileges shall automatically become subject soghme terms and
conditions of the probation as of the date sucioadiecomes effective.

3.1.2.4 Medicare, Medicaid, Tricare or Other Federal Progra
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Whenever a medical staff member is sanctionecwed from Medicare,
Medicaid, Tricare or other federal programs, hisfhembership and clinical
privileges shall automatically terminate as of da¢e such action becomes
effective. The membership and clinical privilegésany medical staff
member listed on the United States Department aftileand Human
Services Office of the Inspector General’s LisEatluded
Individuals/Entities will automatically terminats af the date of listing.

3.1.2.5 Controlled Substances

a. Whenever a medical staff member’s United Stateg Enforcement
Agency (DEA) registration or lllinois Controlled Bstance License is
revoked, limited or suspended, he/she will autoradlti and
correspondingly lose the right at the hospitalrespribe medications
covered by the registration or license as of the dach action becomes
effective.

b. Whenever a medical staff member’'s DEA regigtratir lllinois
Controlled Substance License is placed on probatis/er right to
prescribe such medications at the hospital shédinaatically become
subject to the same terms of the probation aseoflétte such action
becomes effective.

3.1.2.6 Medical Record Completion Requirements

A medical staff member’s clinical privileges dhz¢ administratively
suspended if he/she fails to complete medical d=caithin time frames
established by the MEC. The relinquished privilegéksbe automatically
restored upon completion of the medical recordscamapliance with
medical records policies.

3.1.2.7 Professional Liability Insurance

Failure of a medical staff member to maintainf@ssional liability insurance
in the required amount(s) and sufficient to cober ¢linical privileges
granted shall result in immediate administrativepgmsion of his/her clinical
privileges. If within sixty (60) calendar daystbe suspension the medical
staff member does not provide evidence of requirefessional liability
insurance (including tail coverage for any periodinly which insurance was
not maintained) his/her membership and clinicalifgges shall terminate
and he/she shall not be considered for reinstatersenject to the discretion
of the MEC to accept a reapplication. The meditaff member must notify
the Chief of Staff's office immediately of any clugnin professional liability
insurance carrier or coverage.

3.1.2.8 Medical Staff Dues/Special Assessments
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A medical staff member’s clinical privileges dhz¢ administratively
suspended if he/she fails to promptly pay meditzf dues, if any, or any
special assessment. If within sixty (60) calerdiayrs after written warning
of the delinquency the medical staff member doesemnit such payment,
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he/she shall be considered to have voluntarihgressi membership on the
medical staff.

3.1.2.9 Policy/Misdemeanor Conviction

A medical staff member who has been convictear giled “guilty” or “no
contest” or its equivalent to a felony related imlence, sexual abuse or
healthcare fraud or abuse, and such crimes pursuém lllinois Health
Care Worker Background Check Act and related reguig, shall have
his/her membership and/or clinical privileges adstiatively suspended.
Such suspension shall become effective immediagdy such conviction or
plea regardless of whether an appeal is filed.hSuspension shall remain
in effect until the matter is resolved by subsedaetion of the Board or
through corrective action, if necessary.

3.1.2.1Failure to Satisfy the Special Appearance Requirgme

A medical staff member who fails without good satio appear at a meeting
where his/her special appearance is required saed his/her membership
and/or clinical privileges administratively suspedd These privileges will
be restored when the medical staff member complittsthe special
appearance requirement. Failure to comply with teguirement within

sixty (60) calendar days will be considered a vtdunresignation.

3.1.2.1Failure to Participate in an Evaluation

A medical staff member who fails to participatean evaluation of his/her
gualifications for membership and/or privilegeseguired (whether an
evaluation of physical or mental health or of dalimanagement skills)
shall have his/her membership and/or clinical pFges administratively
suspended. These privileges will be restored vilhemedical staff member
complies with the requirement for an evaluatiomildfe to comply with this
requirement within thirty (30) calendar days wid bonsidered a voluntary
resignation.

3.1.2.1Failure to Execute Consent for Release of Inforomagind/or Provide
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Documents

A medical staff member who fails to execute aggahor specific consent for
the release of information and/or provide documeititsn requested by the
Chief of Staff or Senior Vice President for Clinliédfairs/Chief Medical
Officer to evaluate the competency and credengfginivileging
qualifications of the medical staff member shalldanais/her membership
and/or clinical privileges administratively suspedd If the consent is
executed and/or documents provided within thir) (Galendar days of
notice of the automatic suspension, the medic#l si@mber may be
reinstated. Thereafter, the medical staff membkbe deemed to have
resigned voluntarily from the staff and must regdpt staff membership
and privileges.
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3.2

3.3

3.1.2.13 oss of Faculty Appointment

The membership and clinical privileges of a mabataff member terminate
effective as of the date of the medical staff merstess of faculty
appointment.

Exclusive Contracts

If the hospital enters into an exclusive contranod that contract results in the total or partial
termination or reduction of membership or clinipalileges of a current medical staff
member, the Chief of Staff shall provide the aelcmember with sixty (60) days prior
notice of effect on the medical staff member’s mership and/or clinical privileges. If the
medical staff member requests a hearing pursuahtgdart 11, he/she must request such a
hearing within fourteen (14) days of receiving ttotice described herein. The requested
hearing must be commenced and completed withityt(80) days of the request. Nothing in
this Part 1l shall prohibit a medical staff memlm waiving his/her right to a hearing
pursuant to an exclusive agreement.

Economic Decisions
3.3.1 Notice

When an adverse action taken against a medicélhséaihber is based substantially
on economic factors, including actions under Ha&dction 3.3 above, notice shall
be given to the medical staff member fifteen (1&ydbefore implementation of the
action, and shall occur after the medical staff tneninas exhausted the procedures
outlined in Part Il, Section 3.3 above.

3.3.2 Reporting
All adverse actions based substantially on econdacitors shall be reported to the

Hospital Licensing Board, before the action is eifee, in accordance with lllinois
law.

Section 4.

I nitiation of Hearing

4.1

In addition to the circumstances described abawe naedical staff member eligible for
appointment and/or clinical privileges shall beiteed to request a hearing whenever an
unfavorable recommendation with regard to clinaetivity or professional conduct has been
made by the MEC or the Board, including the follogyi

Denial of reappointment;

Suspension of staff membership;

Revocation of staff membership;

MEDICAL STAFF BYLAWS 32



Denial or restriction of requested clinical prijés;
Suspension of clinical privileges;
Involuntary reduction, restriction, or revocatidnctinical privileges.
4.2 There is no right to a hearing for any of the falilog actions:
Issuance of a letter of guidance, warning or regnid)
Imposition of a requirement for proctoring (i.ebservation of the medical staff member’'s
performance by another medical staff member inrai@erovide information to a quality

review committee) with no restriction on privileges

Decision to not process a request for a privilegemthe applicant/member does not meet
the eligibility criteria to hold that privilege;

Conducting an investigation into any matter ordppointment of aad hoc investigation
committee;

Voluntary relinquishment or resignation of appoiatrhor privileges;

Denial of a request for leave of absence, or fagxdansion of a leave;

Determination that an application is incompleteiatimely;

Determination that an application will not be presed due to misstatement or omission;
Decision not to expedite an application;

Termination or limitation of temporary privilegésjposition of supervision pending
completion of an investigation to determine whettwrective action is warranted,;

Proctoring, monitoring and any other performanceitooing requirements imposed in order
to fulfill Joint Commission standards for ongoingfocused professional practice evaluation;

Any recommendation voluntarily accepted by the maldstaff member;

Expiration of membership and privileges as a resuigilure to submit an application for
reappointment within the allowable time period;

Change in assigned staff category, when not baséldeomedical staff member’s clinical
competence or professional conduct;

Any requirement to complete an educational assagsme

Any requirement to complete a health and/or psyobipsychological assessment required
under these bylaws;

Grant of conditional appointment or appointmentddimited duration; or
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Appointment or reappointment for duration of leésart twenty-four (24) months.
4.3 Notice of Proposed Adverse Action

The Chief of Staff shall, within seven (7) days@teiving written notice of a proposed
adverse action as set forth under Part 1, Sedidngive the medical staff member Special
Notice thereof. The notice shall:

Advise the medical staff member of the naturehefgroposed adverse action and of
his/her right to a hearing upon timely and progejuest pursuant to Park I, Section
4.5;

Contain a concise statement of the medical stafhibe’s alleged acts or omissions,
a list by number of the specific or representagisdent records in question, any
other reasons or subject matter forming the basithE adverse action which is the
subject of the hearing, including reasons basetth@iguality of care or any other
basis, including economic factors;

Unless the result of a summary suspension or adirative suspension as provided
for herein, specify that the medical staff membes thirty (30) days after receiving
the notice within which to submit a request foremting and that the request must
satisfy the conditions of Part Il, Section 4.5;

State that failure to request a hearing withinrdguired time period and in the
proper manner constitutes a waiver of rights tearimg and to an appellate review
of the matter that is the subject of the noticetated in Part I, Section 4.6;

State that as soon as practical after receiptsdiéi hearing request, the medical
staff member will be notified of the date, time grldce of the hearing.

The notice shall also contain a copy of this Part |
4.4 Reports of External Review

In the event external peer review is used asgfdhte peer review process that led to the
proposed adverse action against the medical sefilver, a copy of any adverse report(s)
prepared by an external reviewer during the pegeweprocess will be provided to the
medical staff member along with the notice of theppsed adverse action. If the medical
staff member or the relevant committee preparesttew response to the report(s) within
thirty (30) days of receipt of the report(s), tesponse will be considered by the Board prior
to the implementation of any final decision by Bward that adversely affects the medical
staff member’s membership and/or clinical privilege

4.5 Request for Hearing
A medical staff member shall have thirty (30) déylowing the receipt of notice of adverse

action to file a written request for a hearing.eThquest for a hearing shall be addressed to
the Chief of Staff by Special Notice.
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4.6

Waiver by Failure to Request a Hearing

A medical staff member who fails to request a gt writing within thirty (30) days
waives any right to a hearing or any appellateengvio which he/she might otherwise have
been entitled.

Section 5.

Hearing Prerequisites

5.1

52

53

5.4

Notice of Date, Time and Place for Hearing

Upon receipt of a timely and proper request foearing, the Chief of Staff shall schedule
and arrange for a hearing which shall be not leas thirty (30) days from receipt of the
request for hearing. The Chief of Staff shall dgive medical staff member Special Notice of
the time, place and date of the hearing at le@y 80) days prior to the hearing. A hearing
for a medical staff member under administrativeanmary suspension shall be held in
accordance with the timelines specific to the patér action described herein.

Notice of Hearing

The Special Notice of hearing shall contain a mstatement of the subject matter forming
the basis for the adverse action which is the stiogethe hearing. The Special Notice shall
also include the names of the individuals who aas$ is then reasonably known, will give
testimony or evidence in support of the party whaxst@n gave rise to the hearing rights.
Appointment of Hearing Committee

A hearing shall be conducted by a Hearing Commitamprised of three (3) members of the
Medical-Dental Staff, two (2) of whom shall be apyed by the Chief of Staff and one of
whom shall be appointed by the Senior Vice PresiftarClinical Affairs/Chief Medical
Officer. One of the members so appointed shatldsgnated by the Chief of Staff as Chair.
Qualifications for Hearing Committee Membership

To be qualified to serve on a Hearing committemeanber shall:

Be an active full-time or part-time member of thedical staff;

Not have actively participated in initiating ovestigating the underlying matter
which resulted in the adverse action which gawe tésthe request for hearing;

Not be a member of the same department as theatathff member;

Not be a member of any committee, panel or otheugwhen such committee,
panel or other group conducted interviews, heastihbeny, considered evidence or
undertook any action, recommended action, or rewét respect to the adverse
action which gave rise to the request for hearamgt
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Not be in direct economic competition with the meatistaff member involved or
otherwise have a direct, personal interest in tiieame of the hearing such that, in
the opinion of the Chief of Staff, his/her impalitiais in doubt.

Not be disqualified from serving on a Hearing Cdttee merely because he/she has
heard of the matter or has knowledge of the famtslved or what he/she supposes
the facts to be.

List of Witnesses

At least ten (10) days prior to the scheduled é@teommencement of the hearing, the
medical staff member who requested the hearing gival to the Chief of Staff, by Special
Notice, a list of the names of the individuals was far as is then reasonably known, will
give testimony or evidence in support of the mdditaf member at the hearing. At the
same time and by Special Notice, the Chief of Sth#fll update the list of names provided to
the medical staff member in the Special Noticeesring under Part Il, Section 5.2. Each
list shall be amended as soon as possible wheti@ddiwitnesses are identified. The
Hearing Committee may permit a witness who hadeen listed in accordance with the Part
II, Section 5.5 to testify if it finds that the Raie to list such witness(es) was justified, that
such failure did not prejudice the party entitleddceive such list, or that the testimony of
such witness(es) will materially assist the Hea@mgnmittee in making its report and
recommendation under Part Il, Section 7.

Section 6.

Hearing Procedure

6.1

6.2

Personal Presence

After the date, time and place of the hearingliesn communicated to the requesting
medical staff member, the hearing shall proceescbedule.

The medical staff member who requested the heatialj be present at the hearing.

A medical staff member who fails to appear, withgood cause, shall be deemed to have
waived his/her rights to a hearing and appellateeve and with the same consequence as
provided in Part Il, Section 4.6.

Chair

The Chair of the Hearing Committee shall overbeeconduct of the hearing.

The Chair of the Hearing Committee shall ensua¢ &l participants in the hearing have a
reasonable opportunity to be heard and to presémtant evidence.

The Chair of the Hearing Committee shall deternaith@rocedural aspects of the hearing and
make all ruling on the admissibility of evidencegented.
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6.3 Representation

The medical staff member requesting the hearimgi¢led to be accompanied and
represented at the hearing by another member ah#itgcal staff in good standing or by a
member of his/her local professional society. feslical staff member is entitled to
representation by an attorney at the medical stafhiber’s sole expense. The medical staff
member or accompanying non-attorney representslist be required to actively present
witnesses and information and generally conducptiesentation. The medical staff member
shall respond personally to any questions diretiddm/her by the Hearing Committee. The
medical staff member’s attorney shall not be peasdito accompany the medical staff
member into the hearing room, but the Chair ofHkearing Committee shall ensure that
space is provided for the attorney to be availabig nearby to consult with the medical staff
member. The medical staff member is permittectpuest a recess at any time during the
hearing for the purpose of leaving the hearing rooonsult his/her attorney. If the medical
staff member will be represented by an attorneisheeshall provide the Chief of Staff with
the name of the attorney representative at leagtlf® days prior to the hearing. The
medical staff shall also have the right to représ@n by an attorney, who shall not be
permitted to be present in the hearing room duitieghearing. The Chair of the Hearing
Committee or any member is permitted to requestass at any time during the hearing for
the purpose of consulting the attorney.

6.4 Rights of Parties
All of the rights set forth in this Part Il, Seati®.4 shall be exercised in a manner so as to
permit the hearing to proceed efficiently and exji@asly. During the hearing, each party
shall have the following rights:

Call and examine witnesses;

Introduce exhibits, and other relevant informatie@gardless of the information’s
admissibility in a court of law;

Cross-examine any witness on any matter relevahiet@ssues;

Impeach any witness; and

Rebut any information presented.
If the medical staff member does not testify oritfes own behalf, he/she may be called and
examined as if under cross-examination. In aduljitioe medical staff member has the right
to inspect all pertinent information in the hospit@ossession with respect to the action.

6.5 Procedure

The hearing shall be conducted according to suategures as are adopted by the Hearing
Committee and need not be conducted strictly acogit rules of law relating to the
examination of witnesses or the presentation afende. The Hearing Committee shall

consider any and all material which it believebédmportant and/or relevant in resolving
the issue before it.
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6.6

6.7

Record of Hearing

The Chair of the Hearing committee shall assuae dhverbatim transcript of the hearing is
prepared that is of sufficient accuracy to permitrdormed recommendation or decision to
be made by the Senior Vice President for Cliniciihits/Chief Medical Officer or the Board
on review or appeal. The medical staff memberthasight to obtain a copy of the transcript
upon payment of any reasonable charges associ@tethe preparation.

6.6.1 Postponement, Recesses and Adjournment

6.6.2 Postponement

Requests for postponement of the hearing shaltd®ed at the discretion of the
Chair of the Hearing Committee only upon the shgwifigood cause.

6.6.3 Recess
The Chair of the Hearing Committee may recess dagihg at any point and
reconvene without additional notice for the coneack of the participants or if
he/she believes such a recess is necessary.

6.6.4 Adjournment

Upon conclusion of the presentation of evidence Hearing Committee shall
complete its deliberations within fourteen (14) slay

Written Statement
The medical staff member and the medical stafl flaae the right to submit a written

statement at the close of the hearing. Such enséait must be submitted to the Chair of the
Hearing Committee within three (3) days after tag dn which the hearing concludes.

Section 7.

Hearing Committee Report and Action

7.1

7.2

7.3

The Hearing Committee shall have fourteen (14) @digs the conclusion of the hearing
within which to make a written report of its findis and recommendations.

The report of the Hearing Committee’s findings aecbmmendations shall be sent to the
Senior Vice President for Clinical Affairs/Chief Mieal Officer. The medical staff member
shall also receive a copy of the Hearing Commistéiedings and the basis for the
Committee’s recommendations via Special Notice.

The Senior Vice President for Clinical Affairs/ChiMedical Officer shall consider the
findings and recommendations and arrive at a datisithin thirty (30) days of receipt of

the report. The Senior Vice President for Clinia#hirs/Chief Medical Officer shall then
notify the medical staff member, the Chief of Stafid the Board of his/her decision, and the
basis for the decision, by Special Notice.
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7.4

If the decision is adverse to the practitionershe/shall be notified by Special Notice by the
Senior Vice President for Clinical Affairs/Chief dieal Officer that he/she has a right to
appellate review by the Board.

Section 8.

Initiation and Prerequisites of Appellate Review

8.1

8.2

8.3

8.4

Request for Appellate Review

A medical staff member shall have ten (10) dajer aéceiving Special Notice of an adverse
decision by the Senior Vice President for Clinia#hirs/Chief Medical Officer to file a
written request for an appellate review. The rsguosust be delivered to the Senior Vice
President for Clinical Affairs/Chief Medical Officeéy Special Notice. The Senior Vice
President for Clinical Affairs/Chief Medical Officghall promptly transmit the request for
appellate review to the Board.

Waiver by Failure to Request Appellate Review

A medical staff member who fails to request anedippe review within ten (10) days waives
any right to such review. The waiver has the storee and effect as provided in Part I,
Section 4.6.

Notice of Time and Place for Appellate Review

8.3.1 Within ten (10) days after a timely request for @lfgie review, the Board shall
schedule and arrange for an appellate review watiall be not less than thirty (30)
days and not more than ninety (90) days from thie dgreceipt of the appellate
review request. If the medical staff member isarrglispension, the review shall be
held as expeditiously as possible.

8.3.2 At leastten (10) days prior to the appellate reyite Senior Vice President for
Clinical Affairs/Chief Medical Officer shall senti¢ medical staff member Special
Notice of the time, place and date of the review.

Appellate Review Body

8.4.1 The Board shall determine whether the appellatieneshall be conducted by the
full Board or by a special appellate review subcattam of the Board appointed by
the Chair of the Board. If a subcommittee is apfaal, one of its members shall be
designated Chair of the Appellate Review Body.

8.4.2 No person who has had active involvement in the,daas actively participated in
formulating the adverse recommendation or actiah dccasioned the hearing, or has
had an active part in initiating or investigatimg tunderlying matter at issue at any
earlier stage of the proceedings, shall serve e\pipellate Review Body.
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8.5 Scope of Review

The issues considered on appeal shall be limitelet following: (1) whether there was a
material failure to comply with the bylaws, thisrP&or other applicable policies prior to the
hearing as to deny the medical staff member eh&aring; and/or (2) whether the
recommendations of the MEC were not supported églibte information.

Section 9. Appellate Review Procedure

9.1 Nature of Proceedings

The Chair of the Appellate Review Body shall ppainted by the Chair of the Board. The
Chair of the Appellate Review Body shall deterntine order of the procedure during the
appellate review and make all required rulings.

9.1.2 The Proceedings

The Appellate Review Body shall consider the rdauirthe hearing before the Hearing
Committee, the Hearing Committee’s report, the &evlice President for Clinical
Affairs/Chief Medical Officer's decision, and alllssequent results and actions.

9.1.3 Written Statements

The medical staff member shall submit a writterteshent detailing the basis of his/her
request for appellate review. This written statetmeay cover any matters raised at any step
in the hearing, recommendation or decision procéé® statement shall be submitted to the
Appellate Review Body through the Senior Vice Rtest for Clinical Affairs/Chief Medical
Officer at least ten (10) days prior to the scheduate for the appellate review.

9.1.4 Oral Statement
The Appellate Review Body, in its sole discretioray allow the medical staff member, the
Senior Vice President for Clinical Affairs/Chief Mieal Officer, or any other individual it
deems appropriate to appear before the commiteenake oral statements, not to exceed
fifteen (15) minutes, in support of their positionsny party appearing shall be required to
answer questions posed by any member of the AppdRaview Body.

9.1.5 Consideration of New or Additional Matters
The Appellate Review Body, in its sole discretishall determine whether new or additional
matters or information not raised or presentedndptie original hearing or in the hearing
report, or not otherwise reflected in the recohdlisbe considered.

9.1.6 Recesses and Adjournment

The Appellate Review Body may recess and revieptioceedings and reconvene the same
without additional notice for the convenience af garticipants or for the purpose of
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9.2

obtaining new or additional information or constitia.
Appellate Review Body Action

Within ninety (90) days after the conclusion lud appellate review, the Appellate Review
Body shall render its final decision in the mattewriting, which shall include a statement
regarding the basis of the decision, and shall §ivecial Notice thereof to the medical staff
member, the Chief of Staff and the Senior Vice il for Clinical Affairs/Chief Medical
Officer.

Section 10. General Provisions

10.1

10.2

10.3

10.4

10.5

Number of Hearings and Reviews

Notwithstanding any other provision of these bylawsf this Part 1l, no medical staff
member shall be entitled as a right to more thanexidentiary hearing and appellate review
with respect to the subject matter that is thesasthe adverse action giving rise to the
exercise of the rights under this Part 1.

Time Periods

Exceptions to any of the time frames provided ia Bart || may be made by mutual
agreement of the parties.

Burden of Proof

The medical staff member shall have the burdernr@fipg, by clear and convincing
evidence, that he/she is competent to perform egyeasted privileges and/or hold any
requested memberships, that any adverse actiakg) tack(s) any factual basis, or that the
conclusions drawn from the facts are arbitraryeaspnable or capricious.

Immunity

All medical staff members and/or practitioners atidhose participating in or providing
information to any department, committee, Heariogn@ittee or medical staff officer shall,
to the fullest extent permitted by law, not be lgator any actions taken or information
provided in connection with the review, grantingdenial of membership or clinical
privileges, or any other action taken pursuanh#lylaws or this Part Il.

Discovery

Except as specifically provided in this Part lieté shall be no right to conduct discovery in
connection with any hearing and no medical staffniper shall be permitted access to any
peer review records, medical records, minutestoeraiocuments relating to any other
medical staff member or any action taken or no¢takith regard to any other medical staff
member.
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Section 11.  Fair Hearing and Appeal Processfor Allied Health Practitioners

111

11.2

Allied health practitioners are not entitled to tiearing and appeals procedures set forth
above in Part Il, Section 2 through Section 10thimevent an allied health practitioner
receives notice of recommendation by the MEC thitagversely affect his/her exercise of
clinical privileges, the allied health practitiorserd his/her supervising physician shall have
the right to meet with two (2) physicians and ar@esigned by the Vice President/Chief
Nurse Executive and the Chief of Staff to dischesrecommendation. The allied health
practitioner and the supervising physician mustiestsuch a meeting in writing to the Vice
President/Chief Nurse Executive within ten (10)siftpm the date of receipt of such notice.
At the meeting, the allied health practitioner &éme supervising physician must be present to
discuss, explain, or refute the recommendatiorch®oeeeting shall not constitute a hearing
and none of the procedural rules set forth in®ag Il with respect to hearings shall apply.
Within thirty (30) days of the conclusion of the etiag, the review body will issue a written
decision. The written decision will be sent to #iieed health practitioner, the Vice
President/Chief Nurse Executive, the MEC, and tbarB. If the written decision is adverse
to the allied health practitioner, the written démi will include a notice that the allied health
practitioner has the right to appeal the decisioth® Board.

The allied health practitioner and the supervighgsician must request an appeal in writing
to the President, Loyola University Medical Centeithin ten (10) days of receipt of the
review body’s written decision. Two (2) Board meard) assigned by the Chair of the Board,
will hear the appeal of the allied health practifoand the supervising physician. Either the
Vice President/Chief Nurse Executive or the Chiebaff may be present. The report of the
appeal body’s findings and recommendation will tmeveirded to the Board for final decision
within fifteen (15) days of the conclusion of thgpaal. The Board shall consider the
findings and recommendations of the appeal bodyaarige at a final written decision within
fifteen (15) days of receipt of the report. A cayfythe final written decision will be
forwarded to the allied health practitioner, sup@ng physician, Vice President/Chief Nurse
Executive and Chief of Staff within ten (10) dayshe final decision of the Board.
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L oyola University Medical Center
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Section 1.

Medical Staff Credentials Committee

11

1.2

13

Composition

Membership of the Medical Staff Credentials Conmeitshall consist of at least seven (7)
members of the active medical staff who repredentriajor areas of the medical staff, the
Senior Vice President for Clinical Affairs/Chief Mlieal Officer, or designee, will appoint
the chair and other members. Any member may lbevesl of his/her committee
membership by a two-thirds (2/3) vote of the MEIhe committee shall include the Senior
Vice President for Clinical Affairs/Chief Medicalffer and Chief of Staff as member, the
Vice President/Chief Nursing Executive will be dimg member of the committee for
consideration of application of advanced practicdgssionals. The committee may also
invite members such as representatives from hosgitainistration and the Board. The
Dean, Stritch School of Medicine is a non-votingmher of the Medical Staff Credentials
Committee.

Meetings

The Medical Staff Credentials Committee shall nweetall of the chair.

Responsibilities

1.3.1 To review and recommend action on all applicatiang reapplications for
membership on the medical staff not eligible fopedited review and includes

assignments of medical staff category;

1.3.2 To review and recommend action on all requestsrdagg privileges from eligible
applications;

1.3.3 To recommend eligibility criteria for the grantinfymedical staff membership and
privileges;

1.3.4 To develop, recommend, and consistently implemelitips and procedures for all
credentialing and privileging activities;

1.3.5 To review, and where appropriate take action gmnts that are referred to it from
other medical staff committees, medical staff agi@l leaders;

1.3.6 To perform oversight over the peer review processdse medical staff; and

1.3.7 To perform such other functions as requested byviEE.

1.3.8 To review and recommend all applications and reagfibns for membership on the
medical staff eligible for expedited review is cdetpd by the MEC and not the

Medical Staff Credentials Committee unless the Maldbtaff Credentials
Committee is specifically requested to do so byGhef of Staff.
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1.4 Confidentiality

This committee shall function as a peer review caem consistent with federal and state
law. All members of the committee shall, consisteith the medical staff and hospital
confidentiality policies, keep in strict confidenak papers, reports, and information obtained
by virtue of membership on the committee.

1.4.1 The credentials file is the property of the hodgtad will be maintained with
strictest confidence and security. The files Wélmaintained by the designated
agent of the hospital in locked file cabinets os@ture electronic format. Medical
staff and administrative leaders may access criadiéités for appropriate peer
review and institutional reasons. Files may benshto accreditation and licensure
agency representatives with permission of the Beesi Loyola University Medical
Center or designee.

1.4.2 Individual medical staff members and/or practitieceay review their credentials
file under the following circumstances:

Only upon written request approved by the Chiebiafff; President, Loyola
University Medical Center; Medical Staff Credergi@ommittee chair or Senior
Vice President for Clinical Affairs/Chief Medicalff@er. Review of such files will
be conducted in the presence of the medical saffce professional, medical staff
leader, or a designee of administration. Confidétgtters of reference may not be
reviewed by medical staff members and/or practitierand will be sequestered in a
separate file and removed from the formal credefile prior to review by a
medical staff member and/or practitioner. Nothimay be permanently removed
from the file. Copies of materials can be madeepkéor peer references and the
National Practitioner Data Bank (NPDB) report. Thedical staff member and/or
practitioner may make notes for inclusion in the.fiA written or electronic record
will be made and placed in the file confirming thees and circumstances of the
review.

Section 2. Qualificationsfor Membership and/or Privileges

2.1 No applicant shall be entitled to membership onntieelical staff or to privileges merely by
virtue of licensure, membership in any professiarghnization, or privileges at any other
healthcare organization.

2.2 The following qualifications must be met by all &pants for medical staff appointment,
reappointment or clinical privileges:

2.2.1 Appointment and retention as faculty of Loyola Warisity of Chicago, Stritch
School of Medicine or be granted faculty emeritiagus by Loyola University of
Chicago, Stritch School of Medicine. This excludéfdiated and courtesy faculty
appointments.

2.2.2 Demonstration that he/she has successfully graddiais an approved school of
medicine, osteopathy, dentistry, podiatry, clinjgaychology, optometry or
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applicable recognized course of training in a clhprofession eligible to hold
privileges.

2.2.3 A current unrestricted state or federal licensa pgactitioner, applicable to his or her
profession, and providing permission to practicthinithe state of lllinois.

2.2.4 Arecord that is free from current Medicare/Medicaanctions and any inclusion on
the OIG List of Excluded Individuals/Entities or E® (Excluded Parties List
System).

2.2.5 Arecord that is free of felony convictions relatedriolence, sexual abuse or
healthcare fraud or abuse pursuant to the Illiri@althcare Worker Background
Check Act.

2.2.6 A physician (MD or DO), must have successfully céetgd an allopathic or
osteopathic residency program, approved by theelliation Council for Graduate
Medical Education (ACGME), the American Osteopathésociation (AOA), or any
foreign board recognized by the State of lllinaisl anust be currently board certified
or become board certified within two (2) board egcafter initial eligibility as
defined by the appropriate specialty board of theeAcan Board of Medical
Specialties or the AOA. Once obtained, board figation must be maintained. |If
board certification lapses, the applicant must bexeecertified within two (2) years.

2.2.7 A dentist must have graduated from an American &lekdsociation (ADA)
approved school of dentistry accredited by the Casion of Dental Accreditation.

2.2.8 An oral, and maxillofacial surgeon must have graeldidrom an ADA approved
school of dentistry accredited by the Commissiobental Accreditation and
successfully completed an ADA approved residenogiam or any foreign board
recognized by the State of lllinois and must bertha@artified or become board
certified with two (2) board cycles after initidigbility as defined by the American
Board of Oral and Maxillofacial Surgery or any figre board recognized by the State
of lllinois. Once obtained, board certification shlpe maintained. If board
certification lapses, the applicant must becomertiéied with two (2) years.

2.2.9 A podiatric physician, DPM, must have successfotiynpleted a two-year (2)
residency program in surgical, orthopedic, or poitianedicine approved by the
Council on Podiatric Medical Education of the Ancan Podiatric Medical
Association (APMA), and must be board certifiedecome board certified within
two (2) board cycles after initial eligibility agtbérmined by the American Board of
Podiatric Surgery or the American Board of Podia@rthopedics and Primary
Podiatric Medicine or any foreign board recognibgdhe State of lllinois. Once
obtained, board certification must be maintaingdhoard certification lapses, the
applicant must become recertified within two (2asse

2.2.10 A psychologist must have earned a doctorate deffpbel)., Ed.D. or Psy.D. in
psychology) from an educational institution acctedliby the American
Psychological Association (APA) and must have catgal at least two (2) years of
clinical experience in an organized healthcarémggtsupervised by a licensed
psychologist, one (1) year of which must have hm®st doctorate, and must have
completed an internship endorsed as appropridtestarea of clinical practice.
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2.2.11 A doctorate level, non-physician medical directarstrhave earned a Ph.D. in a field
appropriate to the privileges requested.

2.2.12 If applicable, must possess a current, valid, uriotsd Drug Enforcement
Administration (DEA) number with an lllinois addseer a current, valid Illinois
State Controlled Dangerous Substance (CDS) cetiifior a letter detailing coverage
arrangements until a valid DEA number with an disiaddress or a valid lllinois
State CDS is available.

2.2.13 Appropriate written and verbal communication skills

2.2.14 Appropriate personal qualifications, including apaht’s consistent observance of
ethical and professional standards. These stasdaidide, at a minimum;

a. Abstinence from any participation in fee splittiogother illegal payment,
receipt, or remuneration with respect to referrgbatient service opportunities;
and

b. A history of consistently acting in a professioragpropriate and collegial
manner with others in previous clinical and proif@sal settings.

2.3 The following qualifications must also be met blyagdplicants requesting clinical privileges:

2.3.1 Demonstration of his/her background, experienegitig, current competence,
knowledge, judgment, and ability to perform alidgges requested;

2.3.2 Evidence of both physical and mental health thasdwt impair the fulfillment of
his/her responsibilities of medical staff membgosdmd the specific privileges
requested by and granted to the applicant;

2.3.3 If granted privileges to admit an inpatient, theataility to provide continuous and
timely care to the satisfaction of the MEC and Bioaust be demonstrated:;

2.3.4 Recent clinical performance within the last twefayr (24) months with an active
clinical practice in the area in which clinicalyhkeges are sought adequate to meet
current clinical competence criteria,;

2.3.5 The requested privileges are for a service thedbas determined appropriate for
performance at the hospital. There must alsoreed for this service under any
Board approved medical staff development plan; and

2.3.6 Evidence of professional liability insurance apprafe to all privileges requested
and of a type and in an amount established by d@dafter consultation with the
MEC.
2.4 Exceptions
2.4.1 All practitioners who are current medical staff nfers and/or were granted

privileges on or before January 1, 1990 and whopmet qualifications for
membership and/or privileges and were never boentified shall be exempt from
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board certification requirements.

2.4.2 All practitioners who are current medical staff nfesrs and/or were granted
privileges as of the date these bylaws were appramd who met prior qualifications
for membership and/or privileges, but were deenmatneligible to sit for board
certification shall be exempt from board certifioatrequirements.

2.4.3 All practitioners who are current medical staff nfisrs and/or were granted
privileges and allowed their board certificationdpse must become recertified
within two (2) years from the date these bylawsensgsproved.

2.4.4 Only the Board may create additional exceptiorth¢éoabove Part Ill, Section, 2.2
after consultation with the MEC.

Section 3. Initial Appointment Procedure

3.1 Completion of Application

3.1.1 Applications are requested by department chairgtividuals in their department to
complete. Upon receipt of the request, the meditdt office will provide the
applicant an application package, which will in@umlcomplete set or overview of
these medical staff bylaws or reference to an it source for this information.
This package will enumerate the eligibility requients for medical staff
membership and/or privileges and a list of expamtatof performance for
individuals granted medical staff membership ovifgges (if such expectations have
been adopted by the medical staff).

A completed application includes, at a minimum:

a. A completed, signed, dated application form;

b. A completed privilege delineation form if requestiprivileges;

c. Copies of all requested documents and informatemessary to confirm the
applicant meets criteria for membership and/oril@ges and to establish current
competency;

d. All applicable fees;

e. A current picture (a Picture ID card issued byadesor federal agency (e.g.
driver’s license or passport) or current pictursgital ID card to be verified
prior to the applicant seeing patients);

f. Receipt of all references: References shall coora fseers knowledgeable about
the applicant’s experience, ability and current petance to perform the

privileges being requested;

g. Documentation of training, experience and curremtgetence for all privileges
requested including specific outcome data for frgés designated as requiring
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evidence of added training, experience and cuoemipetence;

h. If applicable, a current, valid, unrestricted Ditaigforcement Administration
(DEA) number with an lllinois address or a curresatijd lllinois State
Controlled Dangerous Substance (CDS) certifica letter detailing coverage
arrangements until a valid DEA number with an disaddress or a valid Illinois
State CDS is available;

i. Relevant practitioner-specific data as comparezbtyregate data, when
available; and

j-  Morbidity and mortality data, when available.

An application shall be deemed incomplete if ahthe above items are missing or if
the need arises for new, additional, or clarifyiimigrmation in the course of
reviewing an application. An incomplete applicatiill not be processed and the
applicant will not be entitled to a fair hearinif.at any time during the credentialing
process it becomes apparent that an applicantraiaseet all eligibility criteria for
membership or privileges, the credentialing proeaide terminated and no further
action will be taken and the applicant will notésgitled to a fair hearing or appeal.

3.1.2 The burden is on the applicant to provide all resgiinformation. It is the
applicant’s responsibility to ensure that the maldstaff office receives all required
supporting documents verifying information on tipplécation and to provide
sufficient evidence, as required in the sole dismneof the hospital, that the
applicant meets the requirements for medical stafinbership and/or the privileges
requested. If information is missing from the aggdion, or new, additional, or
clarifying information is required, a communicatia@guesting such information will
be sent to the applicant. If the requested infoionds not returned to the medical
staff office within forty-five (45) calendar days$ the receipt of the request letter, the
application will be deemed to have been voluntasiiyhdrawn and the applicant will
not be entitled to a fair hearing or appeal.

3.1.3 Upon receipt of a completed application the Pregideoyola University Medical
Center, Senior Vice President for Clinical Affasief Medical Officer, or Chief of
Staff in collaboration with the medical staff o#ievill determine if the requirements
of Part lll, Sections 2.2 and 2.3 are met. Indlient the requirements of Part I,
Sections 2.2 and 2.3 are not met, the potentidicagoyp will be notified that he/she is
ineligible to apply for membership or privileges thie medical staff, the application
will not be processed and the applicant will noebgible for a fair hearing. If the
requirements of Part Ill, Sections 2.2 and 2.3nae& the application will be
accepted for further processing.

3.1.4 Applicants seeking appointment shall have the buadgroducing information
deemed adequate by the hospital for a proper di@huaf current competence,
character, ethics, and other qualifications, anesblving any doubts.

3.1.5 Upon receipt of a completed application, the mdditaf office will verify current
licensure, education, relevant training, and curcempetence from the primary
source whenever feasible, or from a credentialgie®tion organization (CVO).
When it is not possible to obtain information fréime primary source, reliable
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secondary sources may be used if there has bestumndnted attempt to contact the
primary source. In addition, the medical stafiadfwill collect relevant additional
information which may include:

a. Information from all prior and current liability $nirance carriers concerning
claims, suits, settlements and judgments, (if aoy)ng the past ten (10) years;

b. A current curriculum vitae documenting the applitapast five (5) years of
clinical work experience. In the event there apsin education or work
experience of six (6) months or greater, the apptiovill provide a written
statement explaining the gaps;

c. Licensure status in all current or past stategcefiure at the time of initial
granting of membership of privileges. In addititme medical staff office will
primary source verify licensure at the time of ieakor revision of clinical
privileges, whenever a new privilege is requesaed, at the time of license
expiration;

d. Information from the AMA or AOA Physician Profil€gderation of State
Medical Board, OIG list of excluded Individuals/kiss, and EPLS;

e. Information from professional training programslirding residency and
fellowship programs;

f. Information from the NPDB. In addition the NPDBIMie queried at the time of
renewal of privileges and whenever a new privilsjeg requested;

g. Other information about adverse credentialing amdleging decisions;

h. One or more peer recommendations, as selecteceiyiedical Staff Credentials
Committee, chosen from health care providers whe lndserved the applicant’s
clinical and professional performance and can exalthe applicant’s current
medical/clinical knowledge, technical and cliniséllls, clinical judgment,
interpersonal skills, communication skills, andfpesionalism as well as the
physical, mental and emotional ability to perfomquested privileges;

i. Information from any other sources relevant togbalifications of the applicant
to serve on the medical staff and/or hold privikege

J. Morbidity and mortality data and relevant applicapécific data as compared to
aggregate data, when available; and

k. If available and not legally protected, the resaftany drug testing and/or other
health testing required by a health care institutolicensing board.

Note: In the event there is undue delay in obtgmequired information, the
medical staff office will request assistance frdra applicant. During this time
period, the “time periods for processing” the aggaiion will be appropriately
modified. Failure of any applicant to adequatelypond to a request for assistance
after forty-five (45) calendar days will be deenzedithdrawal of the application and
the applicant will not be entitled to a fair heagrior appeal.
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3.1.6 Applicant will consent to drug and alcohol testomginitial application.

3.1.7 When the items identified in Part Ill, Section aldove have been obtained, the file
will be considered verified and complete and eligiior evaluation.

3.2 Applicant’s Attestation, Authorization and Acknowement

The applicant must complete and sign the apptingtrm. By signing this application the
applicant:

3.2.1 Attests to the accuracy and completeness of atmmdition on the application or
accompanying documents and agrees that any sulsstargccuracy, omission, or
misrepresentation, whether intentional or not, tm&grounds for termination of the
application process without the right to a fairtireg or appeal. If the inaccuracy
omission or misstatement is discovered after aivithobl has been granted
appointment and/or clinical privileges, the indivadl's appointment and privileges
may lapse effective immediately upon notificatidritee individual without the right
to a fair hearing or appeal.

3.2.2 Applicant will consent to appear for interviewsr@gard to his/her application, if
requested.

3.2.3 Authorizes the hospital and medical staff represtérds to consult with prior and
current associates and others who may have infambearing on his/her
professional competence, character, ability toguerfthe privileges requested,
ethical qualifications, ability to work cooperatiyavith others, and other
gualifications for membership and the clinical jgges requested.

3.2.4 Consents to hospital and medical staff represeesitinspection of all records and
documents that may be material to an evaluation of:

a. Professional qualifications and competence to cautythe clinical privileges
requested;

b.  Physical and metal/emotional health status to xené relevant to safely
perform requested privileges;

C. Professional and ethical qualifications;

d. Professional liability actions including currenfignding claims involving the
applicant; and

e.  Any other issue relevant to establishing the applis suitability for
membership and/or privileges.

3.2.5 Releases from liability and promises not to suandlviduals and organizations who
provide information to the hospital or the medis@ff, including otherwise
privileged or confidential information to the hagpirepresentatives concerning
his/her background; experience; competence; priofegisethics; character; physical
and mental health to the extent relevant to thacigpto fulfill requested privileges;
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emotional stability; utilization practice pattermasid other qualifications for staff
appointment and clinical privileges.

3.2.6 Authorizes the hospital medical staff and admiaisie representatives to release
any and all credentialing and peer review inforovato other hospitals, licensing
boards, appropriate government bodies and othdthrezae entities or to engage in
any valid discussion relating to the past and priesealuation of the applicant’s
training, experience, character, conduct, judgroether matters relevant to the
determination of the applicant’s overall qualificais upon appropriately signed
release of information document(s). Acknowledgas$ @nsents to agree to an
absolute and unconditional release of liability aradver of any and all claims,
lawsuits or challenges against any medical stafffospital representative regarding
the release of any requested information and furthat all such representatives
shall have the full benefit of this release andhlie waiver as well as any legal
protections afforded under the law.

3.2.7 Acknowledges that the applicant has had acce$ese tmedical staff bylaws,
including all rules, regulations, policies and prdares of the medical staff and
agrees to abide by their provisions.

3.2.8 Notwithstanding Part I, Section 3.2.5 through.3,2f an individual institutes legal
action and does not prevail, he/she shall reimbilnséospital and any member of
the medical staff named in the action for all castsirred in defending such legal
action, including reasonable attorney(s) fees.

3.2.9 Agrees to provide accurate answers to all inquiaes agrees to immediately notify
the hospital in writing should any of the infornmatiregarding these items change
during processing of this application or the pelddthe applicant’'s medical staff
membership or privileges. If the applicant ansvegng questions on the State of
lllinois application affirmatively and/or providesformation identifying a problem
with any of the following items, the applicant wilé required to submit a written
explanation of the circumstances involved.

3.3 Application Evaluation
Expedited Credentialing: An expedited review apgroval process may be used for initial

appointment and reappointment provided the apphicdor membership/privileges does not
include areas of potential concern. Areas of gakooncern include, but are not limited to:

a. The application is deemed to be incomplete;
b. The final recommendation of the MEC is adverse itin \imitation;
C. The applicant is found to have experienced an umtary termination of medical

staff membership or involuntary limitation, redwetj denial, or loss of clinical
privileges at another organization or has a curchatlenge or a previously
successful challenge to licensure or registration;

d. Applicant is, or has been, under investigation Isyade medical board or has prior
disciplinary actions or legal sanctions;
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e. Applicant has had an unusual pattern of, or ansstee number of, professional
liability actions resulting in a final judgment agst the applicant;

f. Material discrepancy is found between informatieceived from the applicant and
references or verified information;

g. Applicant has an adverse NPDB report related t@biehal issues;

h. Applicant has been removed from a managed card fmaneasons of professional
conduct or quality;

I. Applicant has potentially relevant physical, metadl/or emotional health problems;

j- Other reasons as determined by a medical stafétemdbther representative of the
hospital which raise questions about the qualificest, competency, professionalism
or appropriateness of the applicant for membershygivileges.

Applicants whose files are free from these concerag be granted medical staff
membership and/or privileges after review and adbip the following: department chair,
Senior Vice President for Clinical Affairs/Chief Mieal Officer, Chief of Staff acting on
behalf of the Medical Staff Credentials Committite, MEC and a Board committee
consisting of at least two (2) individuals.

If one or more of the above outlined criteria atentified in the course of reviewing a
completed and verified application, the applicatianst be reviewed and acted on by the
department chair, Medical Staff Credentials ComemitMEC, and the Board. The Medical
Staff Credentials Committee may request that amogypjate subject matter expert assess
selected applications. At all stages in this neMgocess, the burden is upon the applicant to
provide evidence that he/she meets the criterianamnbership on the medical staff and for
the granting of requested privileges.

3.3.1 Applicant Interview

a. All applicants for appointment to the medical stiffi/or the granting of clinical
privileges may be required to participate in aetiview at the discretion of the
department chair, Medical Staff Credentials ComenittMEC or Board. The
interview may take place in person or by telephainihe discretion of the
hospital or its agents. The interview may be usesblicit information required
to complete the credentials file or clarify infortio@m previously provided, e.g.,
clinical knowledge and judgment, professional bébravnalpractice history,
reasons for leaving past healthcare organizatmmnsther matters bearing on the
applicant’s ability to render care at the gengnakognized level for the
community. The interview may also be used to compate medical staff
performance expectations.

b. Procedure: The applicant will be notified if ateirview is required. Failure of

the applicant to participate in a scheduled inemvill be deemed a withdrawal
of the application.
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3.3.2 Chief of Staff Action

a. All completed applications are reviewed by the €bieStaff to ensure that it
fulfills the established standards for membershig'ar clinical privileges.

b. The Chief of Staff may obtain input if necessannfran appropriate subject
matter expert. The Chief of Staff will make a nexonendation to the applicant’s
respective department chair to either move forwatll the expedited
credentialing process (if the application meetsdigbility criteria for expedited
credentialing) or to have the application reviewgdhe Medical Staff
Credentialing Committee.

c. The Chief of Staff then forwards the applicationttie MEC or the Medical Staff
Credentials Committee with the following:

A recommendation to approve the applicant’s regieesnembership and/or
privileges; to approve membership but modify theuessted privileges; or
deny membership and/or privileges;

A recommendation to define those circumstanceshwtd@quire monitoring
and evaluation of clinical performance after iditjeant of clinical
privileges; and

Comments supporting the recommendations in PaSéiction 3.3.2 b
above.

3.3.3 Medical Staff Credentials Committee Action

If the application is eligible for expedited cretlating, it is presented to Chief of
Staff or designee for review and recommendatione Chief of Staff or designee
reviews the application to ensure that it fulfite established standards for
membership and/or clinical privileges. If the figeeligible for the expedited process,
the Chief of Staff shall act on behalf of the MediStaff Credentials Committee and
forward the application with recommendations toMieC for review.
Recommendations shall include:

a. Approval of the applicant’s request for membersinid/or privileges; approval
of membership but modification of the requestedile@ges; or denial of
membership and/or privileges;

b. Definition of those circumstances which require itamng and evaluation of
clinical performance after initial grant of clinigarivileges; and

c. Comments supporting the recommendations in Pai$dttion 3.3.2 b above.
If the file is not eligible for the expedited praseor the Chief of Staff deems the
application not eligible for the expedited credalitig process, the Medical Staff

Credentials Committee shall review the applicatad forward the following to the
MEC:

MEDICAL STAFF BYLAWS 54



a. Arecommendation to approve the applicant’s regisesnembership and/or
privileges; to approve membership but modify theuessted privileges; or deny
membership and/or privileges; and

b. A recommendation to define those circumstancestwtgquire monitoring and
evaluation of clinical performance after initiabgt of clinical privileges.
Comments supporting the recommendations in Pasdcttion 3.3.2 b above.

3.3.4 MEC Action

If the application is eligible for the expeditedpess it is presented to the MEC
which may meet in accordance with quorum requirdmestablished for expedited
credentialing. If the application is not eligilite the expedited credentialing
process, it shall be presented to the MEC at i$ mgular meeting.

The MEC shall review each application to ensureittfalfills the established
standards for membership and/or clinical privilegése MEC forwards the
following to the Board:

a. Arecommendation as to whether the applicatiotigibée for expedited
credentialing or not;

b. A recommendation to approve the applicant’s reqgiseshembership and/or
privileges or deny membership and/or privileges;

c. Arecommendation to define those circumstanceshwgquire monitoring and
evaluation of clinical performance after initiabgt of clinical privileges; and

d. Comments supporting the recommendations in Pai$déttion 3.3.5 b above.

Whenever the MEC makes an adverse recommendatibie Board, a Special
Notice, stating the reason, will be sent to thdiappt who shall then be entitled to
the hearing and appeal rights provided in Part these bylaws as appropriate.

3.3.5 Board Action:

a. If the application is designated by the MEC asilelgfor expedited
credentialing it is presented to the Board or thedéntialing Committee of the
Board, which consists of at least two (2) Board finers, where the application
is reviewed to ensure that it fulfills the estalsid standards for membership and
clinical privileges. If the Board or the Credetitig Committee of the Board
agrees with the recommendation of the MEC, theiegupbn is approved and the
requested membership and/or privileges are grdoteziperiod not to exceed
twenty-four (24) months. If the Credentialing Coittee of the Board takes the
action, it is reported to the entire Board at ggtrscheduled meeting. If the
Board or the Credentialing Committee of the Boasagrees with the
recommendation, then the procedure for procesgiptications not eligible for
expedited credentialing will be followed.

b. If the application is designated as not eligibletfee expedited credentialing
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process, the Board reviews the application andsvimieone of the following
actions:

Adopt or reject in whole or in part a recommenataf the MEC or to refer the
recommendation to the MEC for further consideragitating the reasons for
such referral back and setting a time limit wittihich a subsequent
recommendation must be made. If the Board conwithsthe applicant’s
request for membership and/or privileges, it wiliigt the appropriate
membership and/or privileges for a period not toeexi twenty-four (24)
months.

If the Board'’s action is adverse to the applicarBpecial Notice, stating the
reason, will be sent to the applicant who shalhtbe entitled to the procedural
rights provided in Part Il of these bylaws as appiaie; or

The Board shall take final action in the mattepass/ided in Part Il of these
bylaws.

3.3.6 Notice of final decision: Notice of the Board'sdil decision shall be given, through
the President, Loyola University Medical Centerdesignee, to the MEC and to the
chair of each department concerned. The appl&tzait receive written notice or
appointment and special notice of any adverse fieaision within sixty (60) days.

A decision and notice of appointment includes taéf sategory to which the
applicant is appointed, the department to whickheis assigned, the clinical
privileges he/she may exercise, the timeframe effbpointment, and any special
conditions attached to the appointment.

3.3.7 Time periods for processing: All individual andbgps acting on an application for
staff appointment and/or clinical privileges mustab in a timely and good faith
manner, and, except for good cause, each applicatlbbe processed within 180
(one-hundred eighty) calendar days.

These time periods are deemed guidelines and doeate any right to have an
application processed within these precise perididhe provisions of Part Il of
these bylaws are activated, the time requiremewntgged therein govern the
continued processing of the application.

'
Section 4. Professional Practice Evaluation

4.1 Allinitially requested privileges shall be subjéata period of focused professional practice
evaluation (FPPE). The MEC, after receiving a me@ndation from the department chair,
will define the circumstances which require mornitgrand evaluation of the clinical
performance of each practitioner following his/lretial grant of clinical privileges at the
hospital. Such monitoring may utilize prospectisencurrent, or retrospective proctoring,
including but not limited to: direct observatiamart review, the tracking of performance
monitor/indicators, external peer review, simulaipmorbidity and mortality reviews, and
discussion with other healthcare individuals inealin the care of each patient. The MEC
will also establish the duration for such FPPE tuiggjers that indicate the need for
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performance monitoring. The MEC, the Patient SaistaluationCommittee, the Clinical
Practice Peer Review Committee, the Chief of S&éhior Vice President for Clinical
Affairs/Chief Medical Officer and department chaiay independently request a FPPE of an
active medical staff member and/or practitionethim event concerns related to quality and/or
patient safety arise.

4.2 The medical staff will also engage in ongoing pssfenal practice evaluation (OPPE) to
identify professional practice trends that affegcality of care and patient safety. Information
from this evaluation process will be factored itite decision to maintain existing privileges,
to revise existing privileges, or to revoke an gngg privilege prior to or at the time of
reappointment. OPPE shall be undertaken as p#reahedical staff's evaluation,
measurement, and improvement of medical staff mewmt@/or practitioner’s current clinical
competency. In addition, each medical staff menalpel/or practitioner may be subject to
FPPE when issues affecting the provision of safg uality patient care are identified
through the OPPE process, the peer review prooease identified through reports
involving quality or patient safety . Decisionsassign a period of performance monitoring
or evaluation to further assess current competenust be based on the evaluation of an
individual's current clinical competence, practimhavior, and ability to perform a specific
privilege.

|
Section 5. Reappointment

5.1 Criteria for Reappointment

5.1.1 Itis the policy of the hospital to approve forppaintment and/or renewal of
privileges only those medical staff members angractitioners who meet the
criteria for initial appointment as identified i Ill, Section 2. The MEC must
also determine that the medical staff member amutétitioner provide effective
care that is consistent with the hospital standezdarding ongoing quality and the
hospital performance improvement program. The o#ditaff member and/or
practitioner must provide the information enumetatePart 1ll, Section 5.2 below.
All reappointments and renewals of clinical prigids are for a period not to exceed
twenty-four (24) months. The granting of new opaxded clinical privileges to
existing medical staff members and/or practitiorveitsfollow the steps described in
Part Ill, Section 3 above concerning the initiaming of new clinical privileges in
Part I, Section 4 above concerning focused psifeml practice evaluation. A
suitable peer shall substitute for the departmbairdn the evaluation of current
competency of the department chair, and recommpprbpriate action to the
credentials committee.

5.2 Information Collection and Verification

5.2.1 From appointee: On or before four (4) months practhe date of expiration of a
medical staff appointment or grant of privilegesepresentative from the medical
staff office notifies the medical staff member andiractitioner of the date of
expiration and supplies him/her with an applicafionreappointment for
membership and/or privileges. At least ninety (@lendar days prior to this date
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the medical staff member and/or practitioner masirn the following to the medical
staff office:

a. A completed reapplication form, which includes cdsbg information to update
his/her file on items listed in his/her originalpdipation, any required new,
additional, or clarifying information, and any recpd fees or dues;

b. Information concerning continuing training and eatian internal and external to
the hospital during the preceding period; and

c. By signing the reapplication form, agreement toghme terms as identified in
Part Ill, Section 3.2 above.

5.2.2 From internal and/or external sources: The meditdf office collects and verifies
information regarding each medical staff member@ngractitioner’'s professional
and collegial activities.

5.2.3 The following information is also required:

a. A summary of clinical activity at this hospital feach appointee due for
reappointment;

b. Performance and conduct in this hospital and dibatthcare organizations in
which the medical staff member and/or practitiomas provided substantial
clinical care since the last reappointment, inalgdbatient care, medical/clinical
knowledge, practice-based learning and improveneter,personal and
communication skills, professionalism, and systexsddl practice;

c. Documentation of any required hours of continuirggdinal education activity
per state licensure requirements;

d. Timely and accurate completion of medical recordsampliance with the rules
and regulations;

e. Compliance with all applicable bylaws, policiedes) regulations, and
procedures of the hospital and medical staff;

f.  Any significant gaps in employment or practice sitite previous appointment
or reappointment;

g. Verification of current licensure;

h. NPDB query, OIG query for excluded individuals/&as, and query of the
EPLS;

i. When sufficient peer review data is not availablevaluate competency, one or
more peer recommendations, as selected by the Mestaff Credentials
Committee, chosen from medical staff member(s)@nabactitioner(s) who
have observed the applicant’s clinical and protesaiperformance and can
evaluate the applicant’s current medical/clinicabwledge, technical and
clinical skills, clinical judgment, interpersonddilss, communication skills, and
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5.3

professionalism as well as the physical, mentaleandtional ability to perform
requested privileges; and

j-  Malpractice history for the past four (4) yearsjehhis primary source verified
by the medical staff office with the applicant’slpractice carrier(s).

5.2.4 Failure, without good cause, to provide aguested information, at least sixty (60)
calendar days prior to the expiration of appointiweiti result in a cessation of
processing of the application and automatic expinadf appointment when the
appointment period is concluded. Once the infolonas received, the medical staff
office verifies this additional information and ifis the applicant of any additional
information that may be needed to resolve any doabbut performance or material
in the credentials file.

Evaluation of Application for Reappointment of Meenbhip and/or Privileges

5.3.1 Expedited review of reappointment applications Wélcategorized as described in
Part Ill, Section 3.3.1 above.

5.3.2 The reappointment application will be reviewed aated upon as described in Part
I, Sections 3.3.3 through 3.3.8 above. For thgopse of reappointment an
“adverse recommendation” by the Board as usediinlPaSection 3 means a
recommendation or action to deny reappointment deny or restrict requested
clinical privileges or any action which would elgithe applicant to the procedural
rights provided in Part Il of these bylaws as appiaie.

5.3.3 The terms “applicant” and “appointment” as usethina Part Il shall be read
respectively, as “staff appointee” and reappointthas appropriate.

Section 6.

Clinical Privileges

6.1

6.2

Exercise of privileges

A medical staff member and/or practitioner provglaiinical services at the hospital may
exercise only those privileges granted to him/hethie Board or emergency or disaster
privileges as described herein. Privileges magriaated by the Board upon
recommendation of the MEC to practitioners whoravemembers of the medical staff. Such
individuals may be Advanced Practice Nurses (ARM)tified Registered Nurse Anesthetist
(CRNA), Physician Assistants (PA), physicians seg\short locum tenens positions,
telemedicine physicians, or residents or fellowsaming such as residents moonlighting in
the hospital, or others deemed appropriate by tB€ Mnd Board.

Requests

When applicable, each application for appointmemeappointment to the medical staff
must contain a request for the specific clinicavifgges the applicant desires. Specific
requests must also be submitted for temporarylpges and for modifications of privileges
in the interim between reappointments and/or gngmif privileges.
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6.3 Basis for Privileges Determination

6.3.1 Requests for clinical privileges will be considemdy when accompanied by
evidence of education, training, experience, amdahestrated current competence as
specified by the hospital in its Board approvetecia for clinical privileges.

6.3.2 Requests for clinical privileges will be consistgrvaluated on the basis of prior
and continuing education, training, experiencdization practice patterns, current
ability to perform the privileges requested, anthdastrated current competence,
ability, and judgment. Additional factors that nizg used in determining privileges
are patient care needs and the hospital’'s capatalgupport the type of privileges
being requested and the availability of qualified@rage in the applicant’s absence.
The basis for privileges determinations to be madmnnection with periodic
reappointment or a requested change in privilegest mclude documented clinical
performance and results of the practitioner’s pemnce improvement program
activities. Privileges determinations will alsoltesed on pertinent information from
other sources, such as peers and/or faculty friwer astitutions and health care
settings where the practitioner exercises clinicalileges.

6.3.3 The procedure by which requests for clinical pagis are processed are as outlined
in Part Ill, Section 3 above.

6.4 Special Conditions for Dental Privileges

Requests for clinical privileges for dentists precessed in the same manner as all other
privilege requests. Privileges for surgical praged performed by dentists and/or oral and
maxillofacial surgeons will require that all denpatients receive a basic medical evaluation
(history and physical) by a physician member ofrtleglical staff with privileges to perform
such an evaluation, which will be recorded in thedinal record. Oral and maxillofacial
surgeons may be granted the privilege of performaihgstory and physical on their own
patients upon submission of documentation of cotiguleof an accredited postgraduate
residency in oral and maxillofacial surgery and dastrated current competence.

6.5 Special conditions for allied health practition@&$iP) eligible for clinical privileges without
membership

6.5.1 Practitioners permitted by law and the hospitgrovide patient care services
independently and/or under the supervision or toe®f a physician and who are
not medical staff members must have delineatedtaliprivileges. These
individuals shall include, but shall not necesgdii limited to: advanced practice
nurses (APN); physician assistants (PA); and éedtifegistered nurse anesthetists
(CRNA), if they are delegated prescriptive authoihey are providing anesthesia
services in a physician, dental or podiatric ofsetting, and/or they are providing
anesthesia services independent of any anestHagiaficare approved by an
anesthesiologist.

6.5.2 Requests for privileges from such practitionerspgozessed in the same manner as
requests for clinical privileges by providers dbigi for medical staff membership,
with the exception that such practitioners areatigible for membership on the
medical staff and do not have the rights and mgek of such membership, AHPs
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shall not have the same fair hearing and appeakpsoas members of the medical
staff. Only those categories of practitioners appd by the Board for providing
services at the hospital are eligible to applydiavileges. Allied health practitioners
in this category may, subject to any licensure ireqouents or other limitations,
exercise independent judgment only within the acédkeir professional
competence and participate directly in the meditahagement of patients under the
supervision of a physician who has been accordedgues to provide such care.
The privileges of an AHP shall terminate immediatalithout the AHP hearing and
appeal rights in Part 1l, in the event that the lyiment of the AHP with the hospital
is terminated for any reason or if the employmeamitact or sponsorship of the AHP
with a physician member of the medical staff orgation is terminated for any
reason.

6.5.3 Each APN who applies for clinical privileges muatwk a collaborative practice
agreement signed by the practitioner’s supervipimgsician. An APN may only
enter into a collaborative practice agreement with supervision/collaborating
physician. CRNAs are not required to enter intolaborative practice agreement
unless (a) they are delegated prescriptive auth@lkj they are providing anesthesia
services in a physician, dental or podiatric ofetting; or (c) they are providing
anesthesia services independent of any anestHagiafpcare approved by an
anesthesiologist.

6.5.4 A PA may provide medical/surgical services delegidng the supervising physician
when such services are within his/her skills anithiwithe current scope of practice
of the supervising physician. The physician/PAnesdhall establish written practice
guidelines, including guidelines regarding predorgauthority where applicable,
that are individual to the PA in the practice settand keep those guidelines current
and available in the supervising physician’s officdocation where the PA is
practicing. PAs shall not perform any medical pohoe or other task delegated by a
supervising physician until written notice of the@oyment and the assumption of
supervisory control of the PA by the supervisinggtian is received and
acknowledged by the lllinois Department of Profesal and Financial Regulation.
PAs shall not perform medical procedures indepethdenwithout the supervision
of a supervising physician.

6.5.5 A collaborating or supervising physician may detedamited prescriptive authority
or drugs and controlled substances categorizedfad8le I, IV or V controlled
substances to an APN, CRNA or PA. In order togibs Schedule IlI, IV or V
controlled substance, the APN, CRNA or PA must inbdamid-level practitioner
controlled substances license, a copy of which megirovided. Before the APN,
CRNA or PA may exercise delegated prescriptive @it the collaborating or
supervising physician must file the required noti€delegation of prescriptive
authority with the lllinois Department of Professab and Financial Regulation. The
collaborating or supervising physician must alstfydhe Illinois Department of
Professional and Financial Regulation in the etlesitan APN, CRNA or PA’s
delegated prescriptive authority is revoked.

6.5.6 An adverse recommendation at any stage in the gsowpof an initial application

for clinical privileges or a renewal of clinicalipiteges shall not be grounds for
hearing and appeal under Part Il.
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6.6 Special Conditions for Podiatric Privileges

Requests for clinical privileges for podiatriste @arocessed in the same manner as all other
privilege requests. Podiatrists may do history pimgsical examinations on their own
patients and may independently admit patients witk@nificant medical co-morbidities
upon submission of documentation of completionroaecredited postgraduate residency in
podiatric medicine and surgery and demonstrategtcucompetence. If a patient has
significant medical co-morbidities, the podiatristist co-admit the patient with another
member of the active medical staff.

6.7 Special Conditions for Residents or Fellows in firj

6.7.1 Residents or fellows in training in the hospitalshot normally hold membership
on the medical staff and shall not normally be tgdrspecific clinical privileges.
Rather, they shall be permitted to function clitlicanly in accordance with the
supervision policies developed by the residendnpitig program directors in
conjunction with the Graduate Medical Education @uottee. The protocols must
delineate the roles, responsibilities, and pattané activities of residents and fellows
including which types of residents may write patiesre orders, under what
circumstances they may do so, and what entriepergsing physician must
countersign. The protocol must also describe teehanisms through which
residency training program directors and supersgisagke decisions about a
resident’s progressive involvement and independendelivering patient care and
how these decisions will be communicated to appaitgmedical staff and hospital
leaders.

6.7.2 The Graduate Medical Education Committee must conicate periodically with the
MEC and the Board about the performance of itslesgBs, patient safety issues, and
quality of patient care and must work with the M&Gssure that all supervising
physicians possess clinical privileges commensuwyitetheir supervision activities.

6.8 Telemedicine Privileges

6.8.1 Requests for telemedicine privileges at the hokttita includes patient care,
treatment, and services will be processed thromghod the following mechanisms:

a. The hospital fully privileges and credentials tlmaqgbitioner; or

b. The hospital privileges practitioners using credgimg information from the
distant site if the distant site is a Medicare-ggrating hospital.

6.9 Temporary Privileges

The President, Loyola University Medical Centerdesignee, acting on behalf of the Board
and based on the recommendation of the Chief df &talesignee, may grant temporary
privileges provided the medical staff office isebb verify the applicant’s current licensure
and competence. Temporary privileges may be giaméy to fulfill an important patient
care, treatment or service need.

6.9.1 Care of specific patients: An appropriately licethéndividual with required
professional liability insurance who is not an aggoht for membership may be
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granted temporary privileges for the care of spegidtients at the written request of
the appropriate department chair.

6.9.2 Fulfillment of Patient Care Commitments: In theusnal circumstance where
clinical commitments of the hospital cannot be ethe medical staff, temporary
privileges may be granted to an appropriate indiido ensure fulfillment of said
commitments. Granting of temporary privileges$uidill patient care commitments
requires:

a. Written documentation of need by the appropriafgadenent chair and
request for temporary privileges;

b. An applicant must have training and experiencewmatld ordinarily qualify
them for a faculty and staff appointment;

C. Formal application to the medical staff must be enadthe usual manner;

d. The application will be processed according toeheedical staff bylaws
including all primary source verification, verifigan of malpractice history
and letters of recommendation by the Chief of Stafffice;

e. The temporary privileges shall be time limited. eTihitial granting of
privileges shall be for no longer than one hundwegiaty (120) days; and

f. The temporary privileges will not confer any rigbtsexpectation of a
faculty appointment or a regular staff appointriarthe future.

6.9.3 Important Patient Care, Treatment of Service Nekeinporary privileges may be
granted on a case by case basis when an impogaenpcare, treatment or service
need exists that mandates an immediate authomztatipractice, for a limited period
of time, not to exceed one hundred-twenty (120¢rddr days, while the full
credentials information is verified and approved.

6.9.4 Clean Application Awaiting Approval: Temporary yiteges will not be granted for
applicants with clean applications awaiting apptovienese applications will be
processed through the expedited credentialing psoce

6.9.5 Special requirements of consultation and repontiiag be imposed as part of the
granting of temporary privileges. Except in undsilgumstances, temporary
privileges will not be granted unless the individoas agreed in writing to abide by
the bylaws, rules, and regulations and policiethefmedical staff and hospital in all
matters relating to his/her temporary privileg¥ghether or not such written
agreement is obtained, these bylaws, rules, regn& and policies control all
matters relating to the exercise of clinical pegeés.

6.9.6 Termination of temporary privileges: The Presigdé&olola University Medical
Center, acting on behalf of the Board and aftesatiation with the Chief of Staff,
may terminate any or all of the individual’s pragles based upon the discovery of
any information or the occurrence of any event ndture which raises questions
about an individual’s privileges. When a patietifes or wellbeing is endangered,
any person entitled to impose precautionary suspensider these medical staff
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bylaws may affect the termination. In the evenay such termination, the
individual’s patients then will be assigned to d@otmedical staff member and/or
practitioner by the President, Loyola Universitydital Center or his/her designee.
The wishes of the patient shall be considered, vilsasible, in choosing a substitute
health care provider.

6.9.7 Rights of the individual with temporary privilegegn individual is not entitled to
the procedural rights afforded in Part Il of thegtaws because his/her request for
temporary privileges is refused or because alhgr@art of his/her temporary
privileges are terminated or suspended unlessebisidn is based on clinical
incompetence or unprofessional conduct.

6.9.8 Emergency Privileges: In the case of a medicalrgemey, any individual is
authorized to do everything possible to save thieipis life or to save the patient
from serious harm, to the degree permitted bynhevidual’s license, regardless of
department affiliation, staff category, or levelpsivileges. An individual exercising
emergency privileges is obligated to summon alkcdtative assistance deemed
necessary and to arrange appropriate follow-up.

6.9.9 Disaster Privileges:

a. If the institution’s disaster plan has been actdadnd the organization is
unable to meet immediate patient needs, the Prasideyola University
Medical Center and other individuals as identifiethe institution’s disaster
plan with similar authority, may on a case by daasis, consistent with
medical licensing and other relevant state statgt@st disaster privileges to
selected AHPs. These practitioners must presealicagovernment-issued
photo identification issued by a state or fedegalney (e.g., driver’s license
or passport) and at least one of the following:

A current picture hospital ID card that clearlyrtifies professional
designation;

A current license to practice;
Primary source verification of the license;

Identification indicating that the individual isneember of a Disaster
Medical Assistance Team (DMAT), or Medical Rese@m@ps (MRC),
Emergency System for Advance Registration of VaentHealth
Professionals (ESAR-VHP), or other recognized stafederal
organizations or groups;

Identification indicating that the individual hasdm granted authority to
render patient care, treatment, and services astdis circumstances (such
authority having been granted by a federal, statejunicipal entity); or

Identification by a current hospital or medicalfstaember(s) who possesses

personal knowledge regarding the volunteer’s atiititact as a licensed
independent practitioner during a disaster.
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b. The medical staff oversees the professional pedao® of volunteer
practitioners who have been granted disaster pges by direct observation,
mentoring, or clinical record review. The orgatiza makes a decision
(based on information obtained regarding the peif@sl practice of the
volunteer) within seventy-two (72) hours whethesaditer recovery
privileges should be continued.

C. Primary source verification of licensure beginsagn as the immediate
situation is under control, and is completed witkgwventy-two (72) hours
from the time the volunteer practitioner preseatthe organization.

d. Once the immediate situation has passed and stemdeation has been
made consistent with the institution’s disastenptae practitioner’s disaster
privileges will terminate immediately.

e. Any individual identified in the institution’s dister plan with the authority
to grant disaster privileges shall also have thbaity to terminate disaster
privileges. Such authority may be exercised instble discretion of the
hospital and will not give rise to the procedurghts afforded in Part Il of
these bylaws.

Section 7.

Reapplication after Modifications of Membership Statusor Privileges
and Exhaustion of Remedies

7.1

7.2

Reapplication after adverse credentials decision

Except as otherwise determined by the MEC or Baardedical staff member and/or
practitioner who has received a final adverse d&tisr who has resigned or withdrawn an
application for appointment or reappointment onicll privileges while under investigation
or to avoid an investigation is not eligible topply to the medical staff or for clinical
privileges for a period of five (5) years from ttkate of the notice of the final adverse
decision or the effective date of the resignatioamplication withdrawal. Any application
received within five (5) years from the dates @& ttotice of the final adverse decision or the
effective date of the resignation or applicatiothdrawal is ineligible to be processed and
the applicant will not be entitled to exercise finecedural rights contained in Part Il of these
bylaws.

Request for modification of appointment statusrorileges

A department chair, either in connection with m@iptment or at any other time, may
request a modification of staff category, departhaesignment, or clinical privileges of a
medical staff member by submitting a written requeshe chairman of the Medical Staff
Credentials Committee. All requests for additiociadical privileges must be accompanied
by information demonstrating additional educatitaining, and current clinical competence
in the specific privileges requested. A medicaffsnember and/or practitioner who
determines that he/she no longer exercises, orwighrestrict or limit the exercise of,
particular privileges that he/she has been grastiall send written notice to the department
chair who shall forward the request to the chairimitine Medical Staff Credentials
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7.3

7.4

7.5

Committee, and MEC. A copy of this notice shalimeduded in the medical staff member
and/or practitioner’s credentials file.

Resignation of staff appointment or privileges

A medical staff member and/or practitioner whoheis to resign his/her staff appointment
and/or clinical privileges must provide written iwetto the appropriate department chair and
Chief of Staff. The resignation shall specify #ftective date. A medical staff member
and/or practitioner who resigns his/her staff appoent and/or clinical privileges is
obligated to fully and accurately complete all pmr$ of all medical records for which he/she
is responsible prior to the effective date of reaigpn. Failure to do so shall result in an
entry in the medical staff member and/or practeits credentials file acknowledging the
resignation and indicating that it became effectimder unfavorable circumstances.

Exhaustion of administrative remedies

Every medical staff member and/or practitioneeagrthat he/she will exhaust all the
administrative remedies afforded in the variougdiees of these medical staff bylaws,
including the Governance and the Investigation r€&ive Action, Hearing and Appeal Plan
sections before initiating legal action againsttibspital or its agents.

Reporting requirements

The President, Loyola University Medical Centehsher designee shall be responsible for
assuring that the hospital satisfies its obligatiader the Health Care Quality Improvement
Act of 1986 and its successor statutes and ang igpbrting requirements, if applicable.
Actions that must be reported include any neggireéessional review action against a
physician related to clinical incompetence or misluct that leads to a denial of appointment
and/or reappointment; reduction in clinical prigéss for greater than thirty (30) calendar
days; resignation, surrender of privileges, or ptanece of privilege reduction either during
an investigation or to avoid an investigation.

Section 8.

L eave of Absence

8.1

8.2

Requests for leave of absence will be processedghrthe faculty employment mechanism.

A medical staff member and/or practitioner who nasufrom a leave of absence of one year
or longer, must reapply for membership on the naditaff and clinical privileges pursuant
to Part 11l of these bylaws.

Section 9.

Practitioners Providing Contracted Services

9.1

Requests for telemedicine privileges at the hoktiitd includes patient care, treatment, and
services will be processed through one of the fallg mechanisms:
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a. The hospital fully privileges and credentials tiaqgbitioner; or

b. The hospital privileges practitioners using credgimg information from the distant
site if the distant site is a Medicare-participgthrospital.

9.2 Qualifications

An individual who is or will be providing specifigprofessional services pursuant to a
contract or a letter of agreement with the hospitast meet the same qualifications, must be
processed in the same manner, and must fulfithallobligations of his/her appointment
category as any other applicant or staff appointee.

9.3 The terms of the medical staff bylaws will goverscatplinary action taken by or
recommended by the MEC.

9.4 Effect of contract or employment expiration or teration

The effect of expiration or other termination afantract upon a medical staff member
and/or practitioner’s staff appointment and clihjgavileges will be governed solely by the
terms of the medical staff member and/or pract@rncontract with the hospital. If the
contract or the employment agreement is silenhemtatter, then contract expiration or
other termination alone will not affect the medistdff member and/or practitioner’s staff
appointment status or clinical privileges.
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Section 1. Organization and Functions of the Staff

1.1 Organization of the Medical Staff

The medical staff shall be organized as a depatatiezed staff including departments that
correspond to the academic departments of Loyoladisity of Chicago, Stritch School of
Medicine as may be changed from time to time. €hily those departments include
anesthesiology, preventive medicine and epidemyglemergency medicine, family
medicine, medicine, neurological surgery, neurojagpstetrics and gynecology,
ophthalmology, orthopaedic surgery and rehabititgtbtolaryngology, pathology, pediatrics,
psychiatry and behavioral neurosciences, radiolagiation oncology, surgery, thoracic and
cardiovascular surgery, and urology. The acadeepartment chair shall head each clinical
department with overall responsibility for the siyigion and satisfactory discharge of
assigned functions by direction of the MEC.

1.2 Responsibilities for Medical Staff Functions
The organized medical staff is actively involvedhe measurement, assessment, and
improvement of the functions outlined in Part \&cBon 1.3 with the ultimate responsibility
lying with MEC. The MEC may create committees &ofprm certain prescribed functions.
This process may include periodic reports as apj@i@pto the appropriate department,
division, or committee and elevating issues of eondo the MEC as needed to ensure
adherence to regulatory accreditation complianckagupropriate standards of medical care.
1.2.1 Description of Medical Staff Functions

The medical staff, acting as a whole or through mittee, is responsible for the
following activities:

1.2.2 The development, refinement, measurement, assegsanerimprovement of
hospital and practitioner activities that inclutiat are not limited to the following:

a. Strategic planning;
b. Medical Staff Bylaws and Rules and Regulati@weaw and revisions;
c. Practitioner Wellness Medical assessment amathtient of patients;

d. Use of information about adverse privilegingidens for any practitioner
privileged through the medical staff process;

e. Use and management of medications;
f. Use of blood and blood components;
g. Operative and other procedures;

h. Infection control,
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1.2.3

124

i. Education of patients and families;
j. Health information Management;

k. Quality of medical histories and physical exaatins Appropriateness of clinical
practice patterns;

I.  Use of developed criteria for autopsies;
m. Sentinel events;

n. Emergency preparedness;

0. Patient safety;

p. Patient satisfaction;

g. Clinical contracts.

The Credentials Process

Qualifications and outcomes of practitioners inahgdnembers of the medical staff,
and advanced practice practitioners.

Supervison and graded responsibilities of gradongdical and dental education
trainees.

1.3 Responsibilities of Department Chairs or designees

a.

b.

To oversee all clinically-related activities of thepartment;

To oversee all administratively-related activitéshe department, unless otherwise
provided by the hospital;

To provide ongoing surveillance of the performaatall individuals in the medical
staff department who have been granted clinicailpges;

To recommend to the Medical Staff Credentials Cottemithe criteria for requesting
clinical privileges that are relevant to the camved in the medical staff
department;

To recommend clinical privileges for each membethefdepartment and other
licensed independent practitioners practicing \pitliileges within the scope of the
department;

To assess and recommend to the MEC and hospitahetiation off-site sources for
needed patient care services not provided by thboalestaff department or the
hospital;

To integrate the department into the primary fuoreiof the hospital;
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P.

To coordinate and integrate interdepartmental atvrddepartmental services and
communications;

To develop and implement medical staff and hospibdities and procedures that
guide and support the provision of patient cargises;

To recommend to the hospital administrator suffitiiumbers of qualified and
competent persons to provide patient care andcgervi

To provide input to the hospital administrator netijag the qualifications and
competence of department or service personnel wehoa AHPs but provide patient
care, treatment, and services;

To continually assess and improve the quality oé ciieatment, and services;

To maintain quality control programs as appropriate

To orient and continuously educate all personkéndepartment or service;

To make recommendations to the MEC and hospitairdsiration for space and
other resources needed by the medical staff depattta provide patient care

services; and

Oversight of the OPPE and FPPE process for themrtiment members.

1.4 Responsibilities of the Senior Vice President foniCal Affairs/Chief Medical Officer

14.1

14.2

143

The Senior Vice President for Clinical Affairs/ChMedical Officer is the primary
officer of the medical staff and is the medicaffsaadvocate and representative in
its relationships to the Board and the adminigiratif the hospital. The Senior Vice
President for Clinical Affairs/Chief Medical Officen collaboration with the
medical staff, is responsible for developing anglementing systems which foster
innovation, ensure the effective and safe deliwgnynedical care, and facilitate
improvement in patient outcomes and satisfactidige Senior Vice President for
Clinical Affairs/Chief Medical Officer, in collabation with the Chief of Staff, is
responsible for the appointment of medical stafhinottee chairs.

The Senior Vice President for Clinical Affairs/ChMedical Officer is responsible
for providing leadership in the conceptualizatidayelopment, implementation and
measurement of the hospital’'s approach to qualdsient safety, adverse event
reduction and clinical effectiveness. The ChieStdff reports to the Senior Vice
President for Clinical Affairs/Chief Medical Office In the absence of the Chief of
Staff, Senior Vice President for Clinical Affairdi@f Medical Officer or designee
shall assume all duties and have the authoritiefhief of Staff.

The Senior Vice President for Clinical Affairs/ChMedical Officer may
independently request a FPPE of an active mediatilrmeember and/or practitioner
in the event concerns related to quality and/cepasafety arise.
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1.6

Responsibilities of the Chief of Staff

1.5.1 The Chief of Staff provides direction to and ovessenedical staff activities related
to assessing and promoting continuous improvennethtei quality of clinical services
and all other functions of the medical staff adinatl in the medical staff bylaws,
rules and regulations and policies. The Chieftaff@ommunicates and represents
the opinions and concerns of the medical stgaffisnddividual members on
organizational and indivdual matters affecting hi@s@dministratyion, the MEC and
the Board. The Chief of Staff shall be involvadgconjunction with the department
chair, in the evaluation and administration of fitexmer impairment issues. The
Chief of Staff shall exercise such authority commwate with the office as set forth
in the medical staff bylaws.

1.5.2 The Chief of Staff shall represent the interesthefmedical staff to the MEC and
the Board.

1.5.3 The Chief of Staff may independently request a FBPdh active medical staff
member and/or practitioner in the event conceriaga@ to quality and/or patient
safety arise.

Responsibilities of the Chair of the MEC

Call and preside at all Medical Executive Committegetings of the medical staff.

Section 2. Medical Staff Committees
2.1 Joint Conference Committee
2.1.1 Composition: The Joint Conference Committee stwikist of the Chief of Staff,
the Senior Vice President for Clinical Affairs/Chiedical Officer and an equal
number of Board members.
2.1.2 Responsibilities: The Joint Conference Committesdl e the conflict resolution
mechanism where there are differences of opinitwdsen the MEC and the Board.
The Joint Conference Committee may also be caljgtid Chair of the MEC, the
Chair of the Board, or the President of Loyola @nsity Medical Center to discuss
issues pertinent to all parties.
2.2 General language governing committees

The following shall be the standing committeeshef inedical staff: Medical Executive
Committee, Medical Staff Credentials Committee, &8y Committee, Graduate Medical
Education Committee, ICU/Critical Care Committedprmatics Committee, Quality and
Patient Safety Council, Perioperative Executive @uttee, Pharmacy and Therapeutics
Committee, Blood Usage Committee, Clinical Pracheer Review Committee, Patient
Safety Evaluation Committee and Utilization Reviéammittee. These committees shall
meet as often as necessary to fulfill their resiiiliittes. They shall maintain a permanent
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record of their proceedings and actions and sbpbnt their activities, findings and
recommendations to the MEC. The Chief of Staff mpgoint additionahd hoc committees
for specific purposesAd hoc committees will cease to meet when they have aptshed
their appointed purpose or on a date set by thef@hiStaff when establishing the
committee. The Chief of Staff, the Senior Vicedtdent for Clinical Affairs/Chief Medical
Officer, and the President, Loyola University Medi€enter, or their designees, are
officio members of all standing aad hoc committees unless otherwise specified in the
committee description below.

Committee members may be removed from the comniigebe Chief of Staff or by action
of the MEC for failure to remain a member of thedinal staff in good standing or for failure
to adequately participate in the activities of teenmittee. Any vacancy in any committee
shall be filled for the remaining portion of thertein the same manner in which the original
appointment was made. The chair of any medic#l adanmittee other than MEC, shall be
appointed by the Senior Vice President for Clinisthirs/Chief Medical Officer.

Description of the MEC is in Part I: Governanceg¢t®n 6.2.
2.3 Credentials Committee

Description of the Credentials Committee is Piirt Credentials Procedures Manual, Section
1.

2.4 Bylaws Committee

2.4.1 Composition: The Bylaws Committee shall consisatdeast five (5) members of
the medical staff. The Chief of Staff shall appaire hospital representatives to the
committee.

2.4.2 Responsibilities: The committee shall be respdeddr conducting periodic review
and revision of the medical staff bylaws, rulegutations and policies. The
committee shall also be responsible for submittimigten recommendations to the
MEC and to the Board for amendments to the mediedf bylaws, rules, regulations
and policies.

2.5 ICU/Critical Care Committee

2.5.1 Composition: The ICU/Critical Care Committee slralhsist of at least three (3)
members of the medical staff. The Chief of Sta#Hlsappoint the hospital
representatives to the committee.

2.5.2 Responsibilities: The committee has the respditgibor overseeing the care
provided in the Coronary Care, Intensive Care,Rost Critical Care Units. The
committee will review the treatment of individuases, and may suggest that
attending physicians seek consultations when apiptep The committee will
establish an in-service teaching program for hasp#rsonnel and medical staff
associated with these special care units.

2.6 Graduate Medical Education Committee

2.6.1 Composition: The Graduate Medical Education Corgrithall consist of the Chief
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of Staff, the Designated Institutional Official (@), representative program
directors, residents nominated by their peers dndrastrators as determined
appropriate to the function of the committee. ®@thembers may be appointed as
appropriate. The DIO shall serve as the chaihefdommittee.

2.6.2 Responsibilities: The committee is responsiblarieuring ACGME standards in
collaboration with the DIO, and meeting or excegdimpectations with respect to
resident education and training.

2.6.3 The Graduate Medical Education Committee shall camoate with the medical
staff and the Board about the safety and qualityatient care, treatment, and
services provided by, and related educational apdrsisory needs of, the
participants in professional graduate medical etiloigal programs.

2.7 Informatics Committee

2.7.1 Composition: The Informatics Committee shall censf at least one (1)
representative from the medical staff. The Pregjdeoyola University Medical
Center shall appoint the hospital representatiwése committee.

2.7.2 Responsibilities: The committee shall be respdedir conducting a monthly
review of currently maintained medical recordsdeuae that they properly describe
the condition and progress of the patient, theityual medical histories and clinical
examinations, the therapy provided, the resultsetifeand the identification of
responsibility for all actions taken; and that tlaeg sufficiently complete at all times
in the event of transfer of physician responsipildr patient care. It shall also
conduct a review of records of selected dischapg@nts to determine the
promptness, pertinence, adequacy and completdmeent. The committee shall
report to the MEC assuring that all medical recoedlect realistic documentation of
medical events. The committee shall develop, revenforce and maintain
surveillance at least quarterly over enforcememedlical staff and hospital policies
and rules related to medical records including detian, preparation, forms, format,
and recommend methods of enforcement thereof aawthels therein. Finally, the
committee shall serve as a liaison with hospitahiadstration, nursing services, and
medical record professionals in the utilizatiorthed hospital on matters relating to
medical record practices and information managepkamning.

2.8 Perioperative Executive Committee

2.8.1 Composition: The Perioperative Executive Commiise@ multidisciplinary
committee that shall consist of the Chief of Stif§ department chair of Surgery,
the department chair of Anesthesiology, the medizaktor of Anesthesia
perioperative services, the medical director ofgBuy perioperative services,
hospital administrators as determined approprathe function of the committee.
The Chief of Staff shall appoint the hospital reygratatives to the committee. The
President, Loyola University Medical Center, origase shall also serve asan
officio member.

2.8.2 Responsibilities: The committee is responsiblepf@icy and procedures concerning

operating room management and function. It is edsponsible for operating room
operations and the function of operating room supg®@as such as surgical
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reprocessing, the surgical admitting center anghtist anesthesia care unit. The
committee also has administrative oversight conngrpolicies and protocols
dealing with patient safety and quality of patieate.

2.8.3 The Surgical and Other Invasive Procedures Comenittall be a subcommittee of
the Perioperative Executive Committee and shabndfs activities to the
Perioperative Executive Committee.

2.9 Pharmacy and Therapeutics Committee

2.9.1 Composition: The Pharmacy and Therapeutics Cormenitt a multidisciplinary
committee that shall consist of at least one (I)nber of the medical staff, members
of pharmacy administration, and members of hospdatinistration. The chair shall
be appointed by the Senior Vice President for €ihAffairs/Chief Medical Officer.

2.9.2 Responsibilities: The committee is responsiblepfaicy and procedures concerning
pharmacy management and function. It is also resipte for the hospital’s drug
formulary. The committee also has administrativersight concerning policies and
protocols dealing with patient safety and qualitpatient care.

2.9.3 The Medication Use Safety Improvement Committed! sleea subcommittee of the
Pharmacy and Therapeutics Committee and shalltrépa@ctivities to the Pharmacy
and Therapeutics Committee.

2.10 Blood Usage Committee

2.10.1 Composition: The Blood Usage Committee is a misitiglinary committee that
shall consist of at least six (6) medical staff rhens, hospital administration, a
representative from the Center for Clinical Effeetiess, and hospital administrators
as determined appropriate to the function of tharodtee.

2.10.2 Responsibilities: The committee is responsibletierimprovement of all
dimensions of performance in blood and blood corepbnsage. The committee is
also responsible for policies and procedures congiblood and blood component
usage. The committee also has administrative mfgrsoncerning policies and
protocols dealing with patient safety and qualitpatient care.

2.11 Utilization Review Committee

2.11.1 Composition: The Utilization Review Committee isaltidisciplinary committee
that shall consist of at least seven (7) mediedf stembers and hospital
administrators as determined appropriate to thetiom of the committee.

2.11.2 Responsibilities: The committee is concerned waittoverall perspective regarding
the use of health care services, addressing urilieation as well as over-utilization
of services. The committee is responsible forewung UR statistics, avoidable
stay/delay trend reports, transfer reports, cagedatia and other applicable
information. When warranted, the committee disiifds the data to appropriate
individuals or departments and requests actiomdisated.
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2.12 Clinical Practice Peer Review Committee

2.12.1 Composition: The Clinical Practice Review Comndtsall consist of at least four
(4) members of the medical staff.

2.12.2 Responsibilities: The committee is responsiblecfimmducting all medical staff peer
review activities. The committee may independerdtyuest a FPPE of an active
medical staff member and/or practitioner in thenéw®ncerns related to quality
and/or patient safety arise.

2.13 Patient Safety Evaluation Committee

2.13.1 Composition: The Senior Vice President for ClihigHairs/Chief Medical Officer
is the chair of the committee. The Chief of Siaff member.

2.13.2 Responsibilities: The Patient Safety Evaluatiom@uttee evaluates and
investigates events and occurrences associateamiisulting in any adverse
clinical outcome or adverse impact on patient fatt®n; identifies all sentinel
events; identifies aspects of clinical care or pdiga performance that requires
focused review in order to ensure patient safegintains systems for the reporting,
tracking, and trending of events and other risk ag@ment investigations/activities.
The Patient Safety Evaluation Committee may inddpatly request a FPPE of an
active medical staff member and/or practitionethim event concerns related to
guality and/or patient safety arise.

2.14 Quality and Patient Safety Council (QPSC)

2.14.1 Composition: This is a medical staff committee sdanembership is determined by
the Chief Quality Officer or designee in collabawatwith the President, Loyola
University Medical Center. The committee is chaiby the Chief Quality Officer
or designee.

2.14.2 Responsibilities: The committee provides lead@rslyi overseeing, coordinating,
and directing organizational quality, performanogiovement, and patient safety
activities by identifying, prioritizing and re-pritizing activities. The committee is a
peer-protected body with a direct reporting relatup to the MEC and the Quality
and Patient Safety Council of Loyola University Nted Center.

2.14.3 The following subcommittees shall report theirates to the QPSC: Infection
Control Committee, Pain Management Committee, Bmvirent of Care Committee,
CPR Committee, Patient Experience Committee, angihg Quality and Safety
Council.

2.15 The following committees have medical staff repnégton, but shall be standing

committees of the hospital: Ethics Committee, @a@ommittee, Transplant Committee,
and Trauma Committee.
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Section 3.

Confidentiality, Immunity, Releases, and Conflict of I nterest

3.1

3.2

3.3

Confidentiality of Information
To the fullest extent permitted by law, the follogishall be kept confidential:

a. Information submitted, collected, or prepared by apresentative of this or any
other healthcare facility or organization or metataff for the purposes of assessing,
reviewing, evaluating, monitoring, or improving theality and efficiency of
healthcare provided;

b. Evaluations of current clinical competence and ifjoations for staff
appointment/affiliation and/or clinical privileges specified services; and

C. Contributions to teaching or clinical researchgeterminations that healthcare
services were indicated or performed in complianite an applicable standard of
care.

This information will not be disseminated to anyartieer than a representative of the
hospital or to other healthcare facilities or oligations of health professionals engaged in
official, authorized activities for which the infoation is needed. Such confidentiality shall
also extend to information provided by third pastidcach practitioner expressly
acknowledges that violations of confidentiality yicdeed here are grounds for immediate and
permanent revocation of medical staff appointmdfiltédion and/or clinical privileges or
specified services.

Immunity from Liability

No representative of the hospital shall be liabla practitioner for damages or other relief
for any decision, opinion, action, statement, aoramendation made within the scope of
his/her duties as an official representative ofttbspital or medical staff. No representative
of the hospital shall be liable for providing infieation, opinion, counsel, or services to a
representative or to any healthcare facility oramigation of health professionals concerning
said practitioner. The absolute immunity protewsiafforded in these bylaws are in addition
to those prescribed by applicable state and fethral

Covered Activities

The confidentiality and immunity provided by thigiele apply to all information or
disclosures performed or made in connection withdhany other healthcare facility’s or
organization’s activities concerning, but not liedtto:

a. Applications for appointment/affiliation, clinicgkivileges, or specified services;

b. Periodic reappraisals for renewed appointmentti#itins, clinical privileges, or
specified services;

C. Corrective or disciplinary actions;
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d. Hearings and appellate reviews;

e. Quality assessment and performance improvementfpeiew activities;
f. Utilization review and improvement activities;

g. Claims reviews;

h. Risk management and liability prevention activitiasd

i Other hospital, committee, department, or stafivdiets related to monitoring and
maintaining quality and efficient patient care apgropriate professional conduct.

3.4 Releases

When requested by the Chief of Staff or designaeh @ractitioner shall execute general and
specific releases. Failure to execute such redestsa| result in an application for
appointment, reappointment, or clinical priviledpesng deemed voluntarily withdrawn and
not processed further.

3.5 Conflict of Interest

A member of the medical staff requested to perfarboard designated medical staff
responsibility (such as credentialing, peer revigworrective action) may have a conflict of
interest if they may not be able to render an wsdaaopinion. An absolute conflict of
interest would result if the physician is the pd®i under review, his/her spouse, or his/her
first degree relative (parent, sibling, or childotential conflicts of interest are either due to
a provider’s involvement in the patient’s care resated to the issues under review or
because of a relationship with the physician inedlas a direct competitor, partner or key
referral source. It is the obligation of the indival physician to disclose to the affected
committee the potential conflict. It is the resgitility of the committee to determine on a
case by case basis if a potential conflict is sari&il enough to prevent the individual from
participating. When a potential conflict is iddietil, the committee chair will be informed in
advance and make the determination if a substamardlict exists. When either an absolute
or substantial potential conflict is determinecekist, the individual may not participate or be
present during the discussion or decisions ottaer th provide specific information
requested.

3.6 Peer Review

“Peer Review” refers to any and all activities aotduct which involve efforts to reduce
morbidity and mortality, improve patient care ogage in professional discipline. These
activities and conduct include, but are not limited the evaluation of medical care, the
making of recommendations in credentialing andngéeliion of privileges for physicians,
dentist and podiatrists or allied health profesaisiseeking or holding such clinical
privileges at a medical center facility, addresshmegyquality of care provided to patients, the
evaluation of appointment and reappointment apidica and qualifications of physicians,
dentists and podiatrists or allied health professie the evaluations of complaints, incidents
and other similar communications filed against merastwf the medical staff and others
granted clinical privileges. They also include theeipt, review, analysis, acting on and
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issuance of incident reports, quality and utiliaatreview functions, and other functions and
activities related thereto or referenced or desdri any peer review policy, as may be
performed by the medical staff or the Board digeotl on their behalf and by those assisting
the medical staff and Board in its peer reviewndtitis and conduct including, without
limitation, employees, designees, representatagasnts, attorneys, consultants, investigators,
experts, assistants, clerks, staff and any othaopeor organization who assist in performing
peer review functions, conduct or activities.

3.7 Peer Review Committees

“Peer Review Committees” means a committee, sedtiiorsion, department of the medical
staff as well as the medical staff and/or the Bpattten participating in any peer review
function, conduct or activity as defined in thegtatvs. Included are those serving as
members of a Peer Review Committee or their emplaygesignees, representatives, agents,
attorneys, consultants, investigators, expertsstasss, clerks, staff and any other person or
organization, whether internal or external, whastgee Peer Review Committee in
performing its peer review functions, conduct dnaiies. All reports, studies, analyses,
recommendations, and other similar communicatidnighvare authorized, requested or
reviewed by a Peer Review Committee or personsgoti behalf of a Peer Review
Committee shall be treated as strictly confidergiad not subject to discovery nor admissible
as evidence consistent with those protections @dibunder the lllinois Medical Studies Act.
If a Peer Review Committee deems appropriate, jt sezk assistance from other Peer
Review Committees or other committees or individuaside or outside the hospital. As an
example a Peer Review Committee shall include,awittimitation: the MEC, all clinical
departments and divisions, the Medical Staff CrédeEnCommittee, the Quality and Patient
Safety Council, Infection Control Committee, Cliai¢ractice Peer Review Committee, the
Patient Safety Evaluation Committee, the Boardahdther committees when performing
peer review functions, conduct or activities.

3.8 Patient Safety Evaluation System

Patient Safety Evaluation System (“PSES”) meangdiiection, management or analysis of
information for reporting to or by a patient safetganization for patient safety activities
including, but not limited to, efforts to improvatent safety and the quality of patient safety
delivery, the collection and analysis of patierfesawork product, the development and
dissemination of information, maintenance of coafitiality and security measures and all
other activities relating to improving patient ggfe

3.9 Patient Safety Work Product

Patient safety work product means any data, rep@dsrds, memoranda, analyses, including
root cause analysis, or oral or written statemeshiish are assembled or developed by a
patient safety organization for the conduct ofgrdtsafety activities and which could result

in improved patient safety, healthcare quality ealthcare outcomes or which identify the
fact of reporting to a patient safety organization.
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Part V: Definitions
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Definitions

The following definitions are used throughout thbgkaws. Part Il lfvestigations, Corrective Action,
Hearing and Appeal Plan) also contains definitiovisich are specific to that Part.

Allied Health Practitioner (AHP): A licensed practitioner other than a dentistpoptrist, oral and
maxillofacial surgeon, physician, podiatrist, oygsologists who has been granted clinical privikege
the hospital. AHPs are not members of the medied.

Board Certified or Board Certification: Certification as a specialist or subspecialist lmgwifying

board that is recognized as such by the Americardof Medical Specialties, the American Osteogathi
Association, or the American Dental Association@@nission on Dental Accreditation, or certification
by the American Board of Podiatric Surgery.

Board Eligibleor Board Eligibility: A medical staff member’s eligibility to sit foné certification
examination offered by a certifying board thatasagnized as such by the American Board of Medical
Specialties, the American Osteopathic Associatioem American Dental Association’s Commission on
Dental Accreditation, or the American Board of Radc Surgery.

Dentist: An individual licensed in lllinois to practice mkistry.

Ex Officio: Service on a committee by virtue of an officgosition held. Unless otherwise expressly
provided,ex officio members are without vote and are not countedtiriaéning the existence of a
quorum.

Focused Professional Practice Evaluation (FPPE): The time-limited evaluation of a medical staff
member’s or AHP’s competence in performing spediicical privilege(s) and professional behavior.

Medical Staff or Staff: Those dentists, optometrists, oral and maxillialegurgeons, physicians,
podiatrists, psychologists, podiatrists, and dattotevel medical directors admitted to practicthat
hospital in accordance with these bylaws.

Medical Staff Member or Staff Member: A member of the medical staff.

Ongoing Professional Practice Evaluation (OPPE): Ongoing collection, verification and evaluatidn o
data relevant to a medical staff member or AHRE@A competence and professional behavior.

Optometrist: An individual licensed in lllinois to practice tmmetry.

Oral and Maxillofacial Surgeon: An individual who has successfully completedsidency program in
oral and maxillofacial surgery accredited by theekitan Dental Association’s Commission on Dental
Accreditation, and who is licensed in lllinois taptice dentistry and oral and maxillofacial suyger

Physician: An individual who is licensed in lllinois to priéme allopathic or osteopathic medicine.

Podiatrist: An individual who is licensed in lllinois to prame podiatric medicine and surgery.
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Practitioner: An individual licensed in lllinois in a professidhat is eligible for allied health
practitioner status.

Psychologist: An individual licensed in lllinois to practiceymhology.

Rules: All medical staff policies, the rules and regidas, and hospital policies applicable to medical
staff members and practitioners in the hospitdlectively.

Rulesand Regulations: The rules and regulations of the medical staéfpheld in accordance with these
bylaws.
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