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BOARD OF DIRECTORS 

Katherine Burnworth, President | Laura Goodsell, Vice-President | James Garcia, Treasurer | Enola Berker, 
Secretary | Rodolfo Valdez, Director | Felipe Irigoyen, Director 

 

 AGENDA 
REGULAR MEETING OF THE BOARD OF DIRECTORS 

THURSDAY, FEBRUARY 12, 2026, 5:30 P.M. 
 

El Centro Regional Medical Center | MOB Conference Room 1&2 
1271 Ross Avenue, El Centro, CA. 92243 

 
Join Microsoft Teams 

Meeting ID: 232 149 618 152 03 
     Passcode: u3pS2fF9 

1. Call to Order – 5:30  

2. Roll Call 
 

3. Pledge of Allegiance 
 

4. Approval of Request for Remote Appearance by Board 
Member(s), if Applicable 

5. Discussion and Action to Appoint New Board Member For Unexpired Term 
of Former Director Arturo Proctor’s Term (through November 2026 Election 
Cycle), Subject to Attestation Qualifications 

6. SWEARING IN CEREMONY FOR NEW BOARD MEMBER 
 

7. Consider Approval of Agenda 
In the case of an emergency, items may be added to the agenda by a majority 
vote of the Board of Directors. An emergency is defined as a work stoppage, a 
crippling disaster, or other activity that severely imperils public health, safety, 
or both. Items on the agenda may be taken out of sequential order as their 
priority is determined by the Board of Directors. The Board may take action on 
any item appearing on the agenda. 
 

8. BOARD TRAINING: Critical Elements of Effective Governance by Jeff Bills 
with Confidence Consulting Part 4 (Estimated Time: One Hour) 
  

https://teams.microsoft.com/meet/23214961815203?p=tD6EN2sYa5ZdsGMUes


 

 

4896-9101-7869 

9. Public Comments 
At this time the Board will hear comments on any agenda item. If any person 
wishes to be heard, they shall stand; address the president, identify themself, 
and state the subject for comment. Time limit for each speaker is 3 minutes 
individually per item to address the Board. Individuals who wish to speak on 
multiple items will be allowed four (4) minutes in total. A total of 15 minutes 
shall be allocated for each item for all members of the public. The board may 
find it necessary to limit the total time allowable for all public comments on items 
not appearing on the agenda at anyone one meeting to one hour. 

10. Board Comments 
Reports on meetings and events attended by Directors; Authorization for 
Director(s) attendance at upcoming meetings and/or events; Board of Directors 
comments. 

a. Brief reports by Directors on meetings and events attended 
b. Schedule of upcoming Board meetings and/or events 
c. Report by Merger Strategic Planning Ad-Hoc Committee 
d. Finance Committee Update 

 
11. Consent Calendar 

Any member of the Board may request that items for the Consent 
Calendar be removed for discussion. Items so removed shall be 
acted upon separately immediately following approval of items 
remaining on the Consent Calendar. 

a. Approve minutes for meetings of January 22, 2026 

12. Items for Discussion and/or Board Action: 
a. MEDICAL STAFF REPORT – Recommendations from the Medical 

Executive Committee for Medical Staff Membership and/or Clinical 
Privileges, policies/ procedures/forms, or other related 
recommendations. 
 

b. Staff Recommends Action to Authorize: IVHD Medical Staff Bylaws  
 

c. Staff Recommends Action to Authorize:  Authorize the Proposals from 
Johnson Controls Inc. for the replacement of the Service 
Compressor and maintenance of Starter Coolant Loop for Chiller #2. 
Presented by: Christopher R. Bjornberg 
Contract Value: $162,685.65   
Contract Term: One-time fee for labor and materials  
Budgeted: Yes 
Budgeted Classification: Repairs 
 

d. Review and Discussion: Imperial Valley Healthcare District Executive 
Summary 
 

e. Discussion and Possible Action to Approve Logo Refinement 
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Recommendations  
 
f. Discussion Regarding IVHD Committee Assignments 

 
13. Management Reports 

a. Finance: Carly C. Loper, MAcc – Chief Financial Officer 
b. Hospital Operations: Carol Bojorquez, MSN, RN – Chief Nursing Officer 
c. Clinics Operation: Carly Zamora MSN, RN – Chief of Clinic Operations 
d. Urgent Care: Tomas Virgen – Administrative Coordinator/ Support 

for AB 918 
e. Executive: Christopher R. Bjornberg – Chief Executive Officer 
f. Legal: Adriana Ochoa – General Counsel 

 
14. Items for Future Agenda 

This item is placed on the agenda to enable the Board to identify and schedule 
future items for discussion at upcoming meetings and/or identify press release 
opportunities. 

CLOSED SESSION  
a. CONFERENCE WITH LEGAL COUNSEL - EXISTING LITIGATION (Gov. Code 

54956.9(d)(1)) 
Case Name: Eduardo Sevilla v. Imperial Valley Healthcare District et al. 
Imperial County Superior Court Case No: ECU004201 
 

b. CONFERENCE WITH REAL PROPERTY NEGOTIATORS 
Property: El Centro Regional Medical Center, 1415 Ross Avenue El Centro, CA 
92243 and related healthcare facilities 
Agency negotiators: IVHD Ad Hoc (Katherine Burnworth, James Garcia, Laura 
Goodsell), Legal Counsel (Adriana Ochoa), IVHD CEO Christopher Bjornberg 

           Negotiating parties: Pablo Velez, ECRMC, City of El Centro 
Under negotiation: Closing conditions related to Asset Transfer Agreement 

c. CONFERENCE WITH LEGAL COUNSEL—ANTICIPATED LITIGATION (Gov. Code 
54956.9(d)(4)) 

i. One Potential Case 

15. Adjournment 
a. The next regular meeting of the Board will be held on February 26, 

2026, at 6:00 p.m. at Calexico Location, 601 Heber Ave. 
Calexico, Ca. 92231 

 

POSTING STATEMENT 
A copy of the agenda was posted February 6, 2026, at 601 Heber Avenue, Calexico, California 92231 
at 9:30 p.m. and other locations throughout the IVHD pursuant to CA Government code 54957.5. 
Disclosable public records and writings related to an agenda item distributed to all or a majority of the 
Board, including such records and written distributed less than 72 hours prior to this meeting are 
available for public inspection at the District Administrative Office where the IVHD meeting will take 
place. The agenda package and material related to an agenda item submitted after the packets 
distribution to the Board is available for public review in the lobby of the office where the Board meeting 
will take place. 
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In compliance with the Americans with Disabilities Act, if any individuals request special 
accommodations to attend and/or participate in District Board meetings please contact the District 
at (760)970- 6046. Notification of 48 hours prior to the meeting will enable the District to make 
reasonable accommodation to ensure accessibility to this meeting [28 CFR 35.102-35.104 ADA 
title II]. 
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MEETING MINUTES  
JANUARY 22, 2026 

REGULAR BOARD MEETING 
 

THE IMPERIAL VALLEY HEALTHCARE DISTRICT MET IN REGULAR SESSION ON THE 22nd OF 
JANUARY AT 207 W. LEGION ROAD CITY OF BRAWLEY, CA. ON THE DATE, HOUR AND PLACE 
DULY ESTABLISHED OR THE HOLDING OF SAID MEETING. 

 CLOSED SESSION – 6:00 p.m. 
a. CONFERENCE WITH LEGAL COUNSEL - EXISTING LITIGATION (Gov. Code 

54956.9(d)(1)) 
 Case Name: Amy Rye v. Pioneers Memorial Healthcare District, et. al. 

Imperial County Superior Court No. ECU0003894 
 

b. CONFERENCE WITH LEGAL COUNSEL - EXISTING LITIGATION (Gov. Code 
54956.9(d)(1)) 

 Case Name: Eduardo Sevilla v. Imperial Valley Healthcare District et al. 
Imperial County Superior Court Case No: ECU004201 
 

c. CONFERENCE WITH REAL PROPERTY NEGOTIATORS 
Property: El Centro Regional Medical Center, 1415 Ross Avenue El Centro, CA 
92243 and related healthcare facilities 
Agency negotiators: IVHD Ad Hoc (Katherine Burnworth, James Garcia, Laura 
Goodsell), Legal Counsel (Adriana Ochoa), IVHD CEO Christopher Bjornberg 
Negotiating parties: Pablo Velez, ECRMC, City of El Centro 
Under negotiation: Closing conditions related to Asset Transfer Agreement 

  
 BOARD RECONVENED INTO OPEN SESSION AT 6:38PM 

No reportable action taken in close session 

1. TO CALL ORDER: 
The regular meeting was called to order in open session at 6:38m by Katie Burnworth. 

2. ROLL CALL-DETERMINATION OF QUORUM: 
Vice-President Laura Goodsell 
Treasurer James Garcia 
Trustee Enola Berker 
Trustee Rodolfo Valdez 

 ABSENT: 
 Katie Burnworth – President 
 Felipe Irigoyen - Trustee 

 GUESTS: 
 Adriana Ochoa – Legal/Snell & Wilmer 
 Christopher R. Bjornberg - Chief Executive Officer 
 Tomas Virgen - Support for IVHD (AB 918) 
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3. PLEDGE OF ALLEGIANCE WAS LED BY DIRECTOR BURNWORTH. 

4. APPROVAL OF REQUEST FOR REMOTE APPEARANCE BY BOARD MEMBER(S) 
None 

 
5. CONSIDER APPROVAL OF AGENDA: 

Motion was made by Director Berker and second by Director Garcia to approve the agenda for January 
22, 2026. Motion passed by the following vote wit: 

 
AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 

6. PUBLIC COMMENT TIME: 
None 

7. BOARD COMMENTS: 
a. Brief reports by Directors on meetings and events attended. 

 
Director Berker reported that she attended the Woman’s Auxiliary meeting and they her to 
speak on the 27th to give a report on the status of the merge. 
  

b. Schedule of upcoming Board meetings and events. 
 
That will be discussed under item 9P. 
 

c. Report by Merger Strategic Planning Ad-Hoc Committee  

Attorney Adriana reported that there was nothing significant since the last board meeting. The Ad-
Hoc Committee continues to meet weekly to discuss progress of the merger and expect to have an 
update for the following meeting.  
 

d. Finance Committee Update. 
 
Directo Garcia reported that the finance committee met on the 19th at 10 a.m. and they reviewed 
the financials and they also recommend to move forward with recommendation to the board  
 
approve the following items: 
 
9A: Approval of Notable Annual Solutions Renewal Agreement subject to the changes of legal 
language changes tat was recommended by our legal and Carly Loper. 
 
9B: Renew contract with Agiliti Equipment Service Agreement with subject to revisions  
that you 
 
9C: Purchase of Canon Aplio i700 Ultrasound unit. 
 
9D: Renewal agreement between Rady Children's Hospital San Diego – Rady Children’s Specialists  
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of San Diego and Imperial Valley Healthcare District. 
 
9E: Law Offices of Stephenson, Acquisto & Colman Legal/Professional Services with the 
recommendation of correcting a typo. 
 

8. CONSENT CALENDAR: 
Motion was made by Director Berker and second by Director Valdez to approve the consent 
calendar items.  

a. Minutes for January 8, 2026 
b. PMH Expenses/Financial Report December 2025 

 
Motion passed by the following vote wit: 
 
AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 

9. ACTION ITEMS: 
a. Staff Recommends Action to Authorize: Approval of Notable Annual Solutions Renewal 

Agreement  
               Presented by: Carly Loper  

               Contract Value: $214,620 for a one-year term 

      $225,351 for a two-year term 
  Contract Term: Three years: December 29, 2025 – December 28, 2027 

               Budgeted: Yes 

               Budgeted Classification: Administration - Dues   

 
Motion was made by Director Berker and seconded by Garcia to approve Approval of Notable 
Annual Solutions Renewal Agreement. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 

 
b. Staff Recommends Action to Authorize: Renew contract with Agiliti Equipment Service 

Agreement.  
Presented by: Christopher R. Bjornberg 
Contract Value: Agiliti Equipment Service Coverage: 
       Monthly Cost: $33,358 
       18-month Total: $600,444 
Contract Term: 18 months 
Budgeted: Yes 
Budgeted Classification: Operational  
 
Motion was made by Director Berker and seconded by Garcia to approve Renew contract with 
Agiliti Equipment Service Agreement. Motion passed by the following wit: 
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AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

c. Staff Recommends Action to Authorize:  Purchase of Canon Aplio i700 Ultrasound unit. 
Presented by: Carly Zamora 
Contract Value: $104,000   
Contract Term: May be leased or purchased outright  
Budgeted: Yes 
Budgeted Classification: Operational 
 
Motion was made by Director Berker and seconded by Garcia to approve Purchase of Canon 
Aplio i700 Ultrasound unit. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

d. Staff Recommends Action to Authorize: Renewal agreement between Rady Children's 
Hospital San Diego – Rady Children’s Specialists of San Diego and Imperial Valley 
Healthcare District. 
Presented by: Carol Bojorquez   
Contract Value: The compensation remains as stated in Schedule A, with a rate of $295 per 
echocardiogram read.  
Contract Term: One-year term  
Budgeted: Yes 
Budgeted Classification: Professional Services Fees  
 
Motion was made by Director Berker and seconded by Garcia to approve Renewal agreement 
between Rady Children's Hospital San Diego – Rady Children’s Specialists of San Diego and 
Imperial Valley Healthcare District. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

e. Staff Recommends Action to Authorize: Law Offices of Stephenson, Acquisto & Colman 
Legal/Professional Services. 
Presented by: Carly Loper   
Contract Value: $25,000 est. per year. 20% on recovery pre-litigation and 25% of recovery 
post litigation. 
Contract Term: Commencement: February 2026 to February 2027–12 month.  
Budgeted: Yes 
Budgeted Classification: Purchased Services 
 
Motion was made by Director Berker and seconded by Garcia to approve Law Offices of 
Stephenson, Acquisto & Colman Legal/Professional Services. Motion passed by the 
following wit: 

 
    AYES: Goodsell, Garcia, Berker, Valdez 



 

4900-5959-2333 

 
NOES: None 
 

f. Discission and/or action on Benefits Broker 
 
Chris went over the proposal for the Employees Benefits Broker.  
 
Motion was made by Director Berker and seconded by Garcia to approve the Benefits Broker. 
Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

g. Consideration and Approval of Resolution No 2026-0122, Resolution of the Imperial Valley 
Healthcare District Authorizing Transfer of El Centro Regional Medical Center Frozen 
Retirement Income Plan 
 
Attorney Adriana went over Resolution No 2026-0122. 
 
Motion was made by Director Garcia and seconded by Berker to approve Consideration and 
Approval of Resolution No 2026-0122, Resolution of the Imperial Valley Healthcare District 
Authorizing Transfer of El Centro Regional Medical Center Frozen Retirement Income Plan. 
Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 

 
h. Staff Recommends Action to Authorize: Professional Services Agreement with WipFli LLP for 

Phase 2 Services 
Presented by: Dave Momberg, ECRMC 
Contract Value: $175,000 cap on cost for services 
 
Motion was made by Director Berker and seconded by Garcia to approve Professional Services 
Agreement with WipFli LLP for Phase 2 Services. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 

 
i. Action Item: Policy and Procedure: Intermediate NICU Bioethics and Bioethics Consultation 

 
Motion was made by Director Berker and seconded by Valdez to approve Intermediate NICU 
Bioethics and Bioethics Consultation. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

j. Action Item: Policy and Procedure: Preventing and Managing Wounds 
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Motion was made by Director Berker and seconded by Valez to approve Preventing and 
Managing Wounds. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

k. Action Item: Policy and Procedure: Intermediate NICU Inpatient Visitation 
 
Motion was made by Director Berker and seconded by Valdez to approve Intermediate NICU 
Inpatient Visitation. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

l. Action Item: Policy and Procedure: NICU Discharge Planning/Multidisciplinary Rounds 
 
Motion was made by Director Berker and seconded by Valdez to approve NICU Discharge 
Planning/Multidisciplinary Rounds. Motion passed by the following wit:  

 
AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

m. Action Item: Policy and Procedure: NICU Dietitian Discharge Planning 
 
Motion was made by Berker Valdez and seconded by Valez to approve a Policy and Procedure: 
NICU Dietitian Discharge Planning. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

n. Action Item: Policy and Procedure: Respiratory Care for Neonatal Patients 
 
Motion was made by Director Berker and seconded by Valdez to approve Policy and 
Procedure: Respiratory Care for Neonatal Patients. Motion passed by the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

o. Action Item: Policy and Procedure: Neonatal Nursery Admission, Transfer, and Discharge 
Criteria 
 
Motion was made by Director Berker and seconded by Valdez to approve Policy and 
Procedure: Neonatal Nursery Admission, Transfer, and Discharge Criteria. Motion passed by 
the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
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p. Proposed 2026 Calendar for Regular Board Meetings 

 
Attorney Adriana went over the 2026 Calendae Regular Board Meeting dates.  
 
We need to make a change to the Finance Committee dates for March, June, August and 
November. Those meetings need to be moved to the 4th Monday of the month. Also, the ACHD 
this year will conflict with the first meeting in October. The board can decide now whether to 
change or cancel the meeting and keep just one meeting in October. The months November 
and December only have one meeting because of the holidays, but changes can be made.  
 
The finance committee agreed to making the corrections and to change their meeting to 10am.  
 
The board agreed to remove the meeting for October 8th Regular Meeting from the calendar.  
 
Motion was made by Director Berker and seconded by Garcia to approve the proposed 2026 
Calendar for Regular Board Meetings with recommended changes.  Motion passed by the 
following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 

 
q. Approval of Amendment to Professional Services Agreement with Rami 

Jirjis, MD for Urology Services. 
 
Motion was made by Director Berker and seconded by Valdez to approve Amendment to 
Professional Services Agreement with Rami Jirjis, MD for Urology Services. Motion passed by 
the following wit: 
 

    AYES: Goodsell, Garcia, Berker, Valdez 
NOES: None 
 

10. MANAGEMENT REPORTS: 
a. Finance: Carly C. Loper, MAcc – Chief Financial Officer 

 
Presented under consent calendar. 
 

b. Hospital Operations: Carol Bojorquez, MSN, RN – Chief Nursing Officer 
 
Carol went over the January 2026 CNO Report.  
 

c. Clinics Operation: Carly Zamora MSN, RN – Chief of Clinic Operations 
 
Carly went over the Chief of Clinic Operations report 
 

d. Urgent Care: Tomas Virgen – Administrative Coordinator/ Support for AB 918 
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Thomas reported that the urgent care numbers doubled from the previous month. They saw 
869 patients for December. The office is open Monday-Friday 10am-7pm. They were able to 
keep 8 patients in Calexico and treat them in Urgent Care rather then send them to the ER  
 

e. Executive: Christopher R. Bjornberg – Chief Executive Officer 
 

Chris reported that a lot of their efforts have gone into the merger and all the team has been 
doing a lot of the type of work. One thing that he will say has actually worked out  really well as 
we started months ago with he combined executive teams coming together he thinks that’s 
really helped  and we are all working really well together and are able to have good 
conversations about things that need to happen and how they need to happen and really 
enjoys being part of and seeing how that’s coming together. It was a lot and everybody stepped 
up and made that happen and was very productive as far as what we’ve been able to 
accomplish. As we have slowly started to merge some of these processes together and thinks 
that’s going to be very beneficial to us as we get closer and closer. He also reported they will 
be coming to the next board meeting, the one after that will be more on the marketing side. 
They are looking at presenting to the board with regards to what the actual logo will look like 
and that is something that they are working on. It is not going to be very different it will be a 
small minor adjustment that will be presented and that will be brought to the board. There is 
a lot of work that goes on with the website as well. We’re looking at taking and pushing 
everything towards the IVHD website and doing an overhaul of the website. That way if 
someone tries to go on the ECRMC or PMH website it will automatically direct them to the 
new. The team is working on that. With the merger process it’s not in our hands. It’s out of our 
hands. We have done what we can.  We’re waiting for bondholder consent, and that is where 
we are at right now.    
 

f. Legal: Adriana Ochoa – General Counsel 
 
Adriana reported that she wanted to point out and congratulate the board that it’s almost for 
the day one year January 21 of last year the IVHD took over PMH and what year it has been 
what accomplishment for this board and your leadership to turn over the hospital board in a 
seamless way. Our asset transfer was approved and are very hopefully for a February or March 
closing date. As Chris noted, it’s out of our hands and we are waiting for bondholder consent.  
 
The notice of vacancy for Director Proctor seat was sent to the county on January 9th, and it has 
been posted to the website and 3 locations here at the hospital. Tomorrow will run 15 days of 
posting and declaration of the vacancy. Starting at the February 12th meeting you will have an 
opportunity to appoint a 7th board member to sit in Director Proctors seat which would run 
through the November 26th elections cycle. As of today, she has not received any additional 
applications other than the ones which she mentioned at the last board meeting. The board 
can expect to see an agenda item for appointment of a director or at least discussion at the 
next board meeting.    
    

11. ITEMS FOR FUTURE AGENDA: 
  Appointment of director 

12. ADJOURNMENT: 
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With no future business to discuss, Motion was made unanimously to adjourn meeting at 7:40p.m. 



 
 
DATE:               January 21, 2026 
 
TO:  Imperial Valley Healthcare District Board of Directors 
 
FROM:  Ramaiah Indudhara, M.D; Chief of Staff, Pioneers Memorial Hospital 
 
SUBJ:  PMH Medical Staff Recommendations for Approval  
 
ITEMS FOR CONSIDERATION: Recommendations from the Medical Executive Committee for Medical Staff 
Membership and/or Clinical Privileges, policies/procedures/forms or other related recommendations. 
 
SUMMARY AND BACKGROUND: The Medical Executive Committee, upon the recommendations of the Credentials 
Committee and the respective clinical services and/or chiefs and based on the completed credential files, policies and 
procedures, recommends that medical staff membership and/or clinical privileges be granted as outlined below: 
 
1. Recommendation for Initial Appointment to the Provisional Staff effective March 1, 2026 for the following: 

 
2. Recommend Reappointment effective March 1, 2026 for the following: 

• Anand, Veerinder, MD              Orthopedic Surgery 
• Hahm, Susan, MD                     General Surgery, Robotic Assisted Surgery 
• Kay, Brian, DO                          Pathology (Change to Active) 
• Magit, Anthony, MD                 Pediatric Otolaryngology 
• Martin, Andrew, MD                Teleradiology 
• Yao, Xu, MD                             Pathology 
• Garcia, Daniel, CRNA               Nurse Anesthetist 
• Moore, Evan, PA                       Physician Assistant 
• Noriega, Christina, FNP            Family Nurse Practitioner 

 
3. Recommend Acceptance of Resignation effective January 31, 2026 as follows: 

• Mohamed Omar, Yasser, MD         Internal Medicine 
• Tehrani, Benjamin, DPM                 Podiatry 

 
4. Recommend Release from Proctoring effective February 1, 2026 for the following: 

• Quinones Vargas, Irmaris, MD      Nephrology 
 
5. Recommend acceptance of the following policies/forms: 

• Arthrogram Protocols (CLN-00511) 
• Arthrogram X-ray  (CLN-00500) 
• Crash Cart Exchange Program  (CLN-00268) 
• Diet Manual (CLN-02103) 
• Hospital Emergency Codes  (EOC-00175) 
• Nursing Discharge Instructions (CLN-01042) 
• Redisclosure of PHI  (DPS-00320) 
• Standards of Practice for Registered Dietitian Nutritionist (CLN-02196) 
• Transfusion Service Quality Program (TRM-002) 
• Transport of Adult Patients Within Facility (CLN-01103) 
• U/S Lower Extremity Arterial and Venous Ultrasound Studies (CLN-00571) overa 
• Ultrasound Probe Cleaning (CLN-00895) 
•  Xray Fluoro Gastrointestinal Tract Protocol (CLN-00513) 

 
Note: not all of these policies require Board approval. Only those requiring this approval will be 
forwarded to the Governing Body..  
 
 

 

• Aubuchon, Thomas, MD              Emergency Medicine 
• Wang, Ruth, MD                          Internal Medicine 
• Castelhano, Ashley, PA               Physician Assistant 

        

 



 
6. Joint Medical Staff Bylaws were approved in the meetings by both facilities. These will require approval by the 

Board of Directors for Imperial Valley Healthcare District. 
 
7. Mr. Bjornberg stated that we continue to work towards the merger on the 24th of January. We are also working 

with Cerner to merge the medical records for both facilities into one.   
 
8. Mr. Velez reported that we are working on the seismic compliance and noted that the path of travel may require 

changes during the construction.  
 
9. Financial reports indicate that PMH had a good month in December. We are showing a positive of $3.9M overall 

for the first six months of the year. Expenses were lower but the legal fees were higher during this process. 
 

10. The transfer report was discussed. There were a total of 47566 ER Visits in 2025 and a total of 1376 transfers for 
the year which is 2.8% transfer rate. Patient Experience is 68.8, Communication with Nurses 83.3% and 
Communication with Doctors 86%. We have made huge improvements from two years ago and our ED Turn 
Around Time is down to 196 minutes which has also greatly reduced the number of Code Purple codes called. 

 
11. We are working on transitioning from DNV to Joint Commission for Accreditation. 

 
12. Clinical Service and Committee Reports:  

o Hospitalists – Dr. Papp noted that we are at goal for CMI, Length of Stay and Readmission Rates. 
o Medicine – Dr. Krutzik reports nothing additional from their meeting, already discussed here.  
o Pathology – Dr. Kay reported on the statistics for the department, noting one discrepancy. 
o Emergency Medicine – Dr. Nelson noted that they are working on goals for the year, authentic patient 

centeredness and becoming more efficient.   
o Surgery/Anesthesia/Pathology – Dr. Larra had no additional report.  
o OB/GYN – Dr. Bean reported that there were physician shortages which were covered by Locums. We 

hope to have enough coverage by March. 
o Pediatrics – Dr. Alshareef was not present, no meeting was held for the service.   
o Medical Imaging – Dr. Rapp was not present at the meeting. 
o Ambulatory Services – A post-merger provider meeting is being planned for February. Two MRI techs 

have been hired, one for PMH and one for ECRMC with a goal to expand hours and weekend services. 
o Credentials & Bylaws – Approved information above.  
o MSQC –approved policies as listed above.  
o Utilization Management – Reported was that the PMH Average Length of Stay for 4th quarter was 3.42. 

Case Mix Index is 1.48/1.64..  
 
 
RECOMMENDATION: That Imperial Valley Healthcare District Board of Directors approves each of the 
recommendations of the Medical Executive Committee for medical staff membership and clinical privileges as  
outlined above, policies and procedures as noted and authorize the chief executive officer to sign any documents to 
implement the same. 
 
 
Respectfully submitted,  
Ramaiah Indudhara, MD, MBA, FACS 
Chief of Staff, Pioneers Health Center. 
RI/cb          
 
 
 
 



POLICIES FOR APPROVAL AT BOARD
 Policy Policy No. Page # Revisions (see policy for full description) 
1.

Hospital Emergency Codes EOC-00175  1-7 

Revised header to IVHD.
 Replaced PMHD with PMH in the entire policy.  
 Added section 5.2.3 CODE NEO – Newborn Team 

consists of a NICU based intra-disciplinary team that 
responds to all neonatal emergencies at Pioneers 
Memorial Hospital. 

 Added section 5.2.4  To report a CODE NEO dial 4-4-
4-4 from any hospital phone and report the incident 
to the switchboard. The switchboard operator will 
announce it over the intercom system 

 Added section 5.2.5 The CODE NEO:-.The team 
consists of an NICU Advanced NRP RN, RCP, and a 
Pediatrician 

 Added section 5.2.6 Refer to policy CLN-02534, 
Neonatal "Code Neo" Guidelines. 
New reference added 6.15 PMH Code Neo – CLN-
02534

2. 

Redisclosure of Protected Health Information DPS-00320  8-10 

Revision of minor spelling and grammatical errors
Added references

 Updated header to reflect IVHD 
 Replaced PMHD with PMH 

Revised reference list – removed link to HHS page 
that no longer exists



Imperial Valley HealthCare District 
Policy No. EOC-00175Title: 

Hospital Emergency Codes Page 1 of 7

Current Author: Jorge Mendoza Effective: 5/30/1983

Latest Review/Revision Date: 09/2025 Manual: EOC / Emergency Management

The electronic version of this policy supersedes any printed copy.

Collaborating Departments: Facilities, Patient 
Registration, Safety/Security, NICU

Keywords: Hospital Incident Command System; 
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1.0 Purpose:
1.1 To establish standardized hospital emergency codes in accordance with the statewide 

emergency preparedness plan.

2.0 Scope: District wide

3.0 Policy:
3.1 All District employees shall be familiar with the PMH Emergency Codes and what role 

he/she will be responsible for in the event of an emergency.
3.2 Education on the PMH Emergency Codes will be provided for all new PMH employees 

and will be included in the annual orientation for current employees.
3.3 Emergency codes are only used on the main hospital campus; all employees are 

expected to be familiar with the responses. 

4.0 Definitions: Not applicable

5.0 Procedure:
5.1 CODE RED – Implement Fire Plan 

5.1.1 If you discover a fire, follow the RACE mnemonic:
5.1.1.1 R – Rescue 
5.1.1.2 A – Alarm
5.1.1.3 C – Contain/Confine
5.1.1.4 E – Extinguish 

5.1.2 To report a fire dial 4-4-4-4 from any hospital phone and report the incident to the 
switchboard. The switchboard operator will announce the CODE RED over the 
intercom system. In addition, a fire can be reported by pulling the lever on any 
red, wall-mounted pull station.

5.1.3 Available hospital employees will respond to the incident location.
5.1.4 Duties – Upon hearing the CODE RED, grab a fire extinguisher and report to the 

fire area. Follow the PASS (Pull, Aim, Squeeze, Sweep) procedure on how to 
properly use a fire extinguisher. Assist in removing patients in immediate danger 
to a safe area away from fire. Close all doors as you leave the fire area and turn 
on hallway lighting. If safe, fight fire until Fire Department arrives. Position 
yourself between the fire and a safe exit so as not to cut you off from escape.

5.2 CODE BLUE – Should be called for any potentially life-threatening medical condition
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5.2.1 To report a CODE BLUE dial 4-4-4-4 from any hospital phone and report the 
incident to the switchboard or push a code blue button in the room if applicable. 
The switchboard operator will announce it over the intercom system.

5.2.2 An ED nurse, ICU nurse, Cardiopulmonary Tech, Lab Phlebotomist, Radiology 
Tech, House Supervisor, and the ED Physician will respond on all CODE BLUE 
announcements.

5.2.3 CODE NEO – Newborn Team consists of a NICU based intra-disciplinary team 
that responds to all neonatal emergencies at Pioneers Memorial Hospital.

5.2.4  To report a CODE NEO dial 4-4-4-4 from any hospital phone and report the 
incident to the switchboard. The switchboard operator will announce it over the 
intercom system.

5.2.5 The CODE NEO:-.The team consists of an NICU Advanced NRP RN, RCP, and 
a Pediatrician.

5.2.6  
5.2.7 Refer to policy CLN-02534, Neonatal "Code Neo" Guidelines.

5.1CODE PINK – Infant abduction 
5.1.1 To report a CODE PINK dial 4-4-4-4 from any hospital phone and report the 

incident to the switchboard who will announce it over the intercom system. 
5.1.2 Proceed to the Exit doors nearest to your department or exits not yet monitored 

and secure exits.
5.1.3 Prevent anyone from exiting the hospital, if possible, without attempting to 

physically stop them from leaving.
5.1.4 Follow anyone that looks suspicious and report description to Security.
5.1.5 If you can safely follow the abductor to their vehicle, get a vehicle description as 

well with vehicle license numbers. 
5.2CODE YELLOW – Arrival of critical trauma patient in Emergency Department

5.2.1 A CODE YELLOW will be activated by the Emergency Department Charge Nurse 
or designee upon notification of an arriving critical trauma patient. 

5.2.2 Designated individuals will respond to the Emergency Department to stabilize the 
trauma patient upon arrival. The Trauma Team includes the ED Physician, ED 
Nurse, Radiology Tech, ICU Nurse, Cardiopulmonary Tech, Lab Phlebotomist, 
House Supervisor.

5.2.3 The goal is to quickly stabilize the patient and, if a staff Surgeon and an 
operating room with surgical staff are not readily available to provide definitive 
care, then prepare patient for immediate transfer to a higher-level Trauma Center 
in a neighboring jurisdiction. 

5.3 CODE TRIAGE – For internal and/or external disaster
5.3.1 Disasters can be from outside the hospital or within the hospital. A member of the 

Administrative Team or the House Supervisor (if after normal business hours) will 
evaluate the situation and determine the need to call a CODE TRIAGE after 
being notified by any department of a potential or actual disaster that will impact 
the continuation of services provided by the hospital.

5.3.2 When a CODE TRIAGE is announced, designated command staff will report to 
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the Hospital Command Center (HCC) in the classroom and review their 
respective Job Action Sheets that outline their responsibilities.

5.3.3 All management staff without a pre-assigned role should report to their home 
departments and conduct a status assessment and wait for further assignments.

5.3.4 All on-duty staff should report to their home department to ensure all staff is 
accounted for. Once accounted for, if a staff member can be released from their 
normal job assignment, they should report to the Manpower Pool in the 
Auditorium for additional instructions. Off-duty staff reporting in to assist should 
also report to the Manpower Pool for an assignment.

5.4 CODE GRAY – Actual or potential violent behavior on District property
5.4.1 PMH has a zero-tolerance policy for violence in the workplace. Any time a 

patient, visitor or staff member becomes violent a CODE GRAY should be called.
5.4.2 To report a CODE GRAY dial 4-4-4-4 from any hospital phone and report the 

incident to the switchboard who will announce it over the intercom system.
5.4.3 Each employee who can safely respond, should do so. Many times, just a show 

of force by the staff will stop the violence from happening. Staff should not put 
themselves at risk but should stay a safe distance away and verbally attempt to 
calm the person down.

5.4.4 The following personnel should respond:  Security, Maintenance, House 
Supervisor, other available personnel except for pregnant women and those who 
are currently caring for patients.

5.4.5 Of the responding personnel, only those who have had hands on training for 
crisis events shall physically intervene with the individual in crisis, if necessary, 
as a last resort, using reasonable and proportionate methods when considering 
the risk factors. 

5.5 CODE ORANGE – Hazardous material spill or leak
5.5.1 This could be a toxic chemical, gas, or nuclear/radiation hazard.
5.5.2 To report a CODE ORANGE dial 4-4-4-4 from any hospital phone and report the 

incident to the switchboard who will announce it over the intercom system.
5.5.3 The Administrative Team or House Supervisor (if after hours) will discuss the 

incident with staff from Facilities/Environmental Services to determine if our staff 
can manage the incident or if the County’s Hazardous Materials Team needs to 
be called via the 911 System.

5.5.4 If the CODE ORANGE involves multiple victims a CODE TRIAGE may also be 
called.

5.5.5 Those exposed may need to be decontaminated by the hospital decontamination 
team or the County’s Hazardous Materials Team.

5.5.6 If a CODE ORANGE is called, stay clear of the area, unless you are the 
designated staff to assess the situation and are wearing the appropriate Personal 
Protective Equipment to perform the task.

5.5.7 The Command Staff will make the decision to evacuate areas of the hospital if 
necessary.

5.6CODE BLACK – Bomb Threat

3



Imperial Valley HealthCare District 
Policy No. EOC-00175Title: 

Hospital Emergency Codes Page 4 of 7

Current Author: Jorge Mendoza Effective: 5/30/1983

Latest Review/Revision Date: 09/2025 Manual: EOC / Emergency Management

The electronic version of this policy supersedes any printed copy.

5.6.1 The hospital received a threat that a bomb or explosive device has been placed 
in the hospital.

5.6.2 If the threat is made by phone, staff should attempt to complete the Bomb Threat 
Checklist and ascertain as much information as possible about the caller and the 
explosive device. See Code Black: Bomb Threat Policy # EOC-00062 for 
checklist.

5.6.3 This information shall be forwarded to the Administrative Team or the House 
Supervisor (if after hours) who will determine the credibility of the threat.

5.6.4 If the threat is determined to be credible, the House Supervisor will call a CODE 
BLACK by dialing 4-4-4-4 from any hospital phone and report the incident to the 
switchboard who will announce it over the intercom system. 

5.6.5 If a CODE BLACK is announced, staff will be directed to perform a search of their 
areas for a suspicious package. Refer to Suspicious Envelopes & Packages 
Policy # EOC-00513. If a suspicious envelope or package is found, do not touch 
it; report the location of the package to the Administrative Team or House 
Supervisor who will contact the County’s Bomb Squad via the 911 System. 

5.6.6 A CODE TRIAGE may be called to bring Command Staff together in the 
Command Center to develop plans for evacuating the hospital in accordance with 
the Code Black: Bomb Threat Policy # EOC-00062.

5.7 CODE PURPLE – To avoid Emergency Department Diversion
5.7.1 This policy is activated when the Emergency Department’s capacity has been 

exceeded as a result of admitted patients being held due to staffing, space 
availability or technological resources.

5.7.2 This procedure will be used to mobilize personnel to facilitate the movement of 
admissions from the Emergency Department in an orderly manner and/or avoid a 
situation which may lead to Emergency Department Diversion.

5.7.3 This policy applies to the Emergency Department Director, Clinical Manager, 
Charge Nurse, Physician and the House Supervisor.

5.7.4 The House Supervisor will call 4-4-4-4 from any hospital phone and report a 
CODE PURPLE to the switchboard who will announce it over the intercom 
system with instructions for designated staff to report to the Nursing 
Administrative Office.

5.8 CODE STROKE – Arrival of a patient with signs and symptoms of a stroke
5.8.1 When a patient presents to the Emergency Department, or you are notified that a 

patient will be arriving via ambulance, with signs and symptoms of a stroke a 
CODE STROKE should be called.

5.8.2 To report a CODE STROKE dial 4-4-4-4 from any hospital phone and provide the 
switchboard with the expected time of arrival of the patient, for announcement 
over the intercom system.

5.8.3 The Radiology Department will clear the CT scanner as soon as possible and 
notify the in-house radiologist that a stroke patient has or will be arriving.

5.8.4 For walk-in patients arriving with signs and symptoms of a stroke, the Emergency 
Department Physician will immediately evaluate the patient to determine if a 
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CODE STROKE response is needed. 
5.9 CODE SILVER – Notification to staff that an individual is actively shooting persons in 

the hospital or on the campus
5.9.1 The first employee to identify an active shooter should immediately dial 4-4-4-4 

and report the incident with as much detailed information as possible to the 
switchboard who will announce it over the intercom system.

5.9.2 The Hospital Operator will immediately dial 911 and notify the Brawley Police 
Department. As much of the following should be provided to the dispatcher:
5.9.2.1 Exact location in the facility of the shooter
5.9.2.2 Number of shooters
5.9.2.3 Description of shooter(s)
5.9.2.4 Number and types of weapons
5.9.2.5 Number of potential victims

5.9.3 If an active shooter comes into the area where you are and enters your unit, 
office, or meeting room, you should (in order of preference and priority):
5.9.3.1 RUN (1st preference)
5.9.3.2 HIDE (2nd preference)
5.9.3.3 FIGHT (3rd preference)

5.9.4 Upon arrival of law enforcement, staff should do exactly as the officers instruct.
5.9.4.1 Do not approach officers with items in your hands (i.e. bags, jackets)
5.9.4.2 Keep hands visible at all times
5.9.4.3 Do not grab onto officers for help.
5.9.4.4 Hospital Command Staff will coordinate all further response activities 

with law enforcement to provide for treatment of victims and possible 
evacuation of the facility if ordered to do so.

5.10 Code Teal - Lock Down
5.10.1 Once the decision is made by Administration staff to lock down the facility for    

security purposes: Administration will instruct PBX to announce (Code Teal and 
Department location of Lockdown or Hospital-wide) on overhead intercom. 
Administration will then instruct that “All necessary entrances to be closed except 
the emergency room lobby entrance.” 
5.10.1.1 The announcement will be repeated at one-hour intervals by PBX.
5.10.1.2 As a matter of follow-up, if required, written or verbal instructions to all 

Department managers will follow.
5.10.2 Hospital employees are instructed that during a lock down all outside perimeter 

doors except the emergency room lobby entrance will be locked.
5.10.2.1 Signage stating “No Admittance Go to Emergency Entrance” will be 

placed on all outside perimeter doors to provide additional direction to 
the hospital’s Emergency Room entrance.

5.10.3 Hospital employees are instructed that they may not be allowed access to the 
facility unless they have their employee badge in their possession.
5.10.3.1 All buildings on the hospital campus shall lock their doors when notified 

of the lock down.
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5.10.3.2 When exiting the building through a side door during a lock down, Staff 
will make sure the doors lock behind them.

5.10.3.3 Do not prop any exit doors open during a lock down.
5.10.3.4 If a door is found propped open during a lock down procedure, lock it 

immediately or call Security to lock it.
5.10.3.5 All persons are directed to use the emergency room lobby entrance to 

the hospital. Under specific circumstances, when needed, 
Administration will post an alternative entrance.

5.10.4 When administration releases the lock down procedure, the PBX Operator will 
make the Announcement of “Code Teal and Location All Clear“ All hospital 
entrances are now open.” This announcement will be made 3 times at 5-second 
intervals by PBX. Doors will be unlocked, and signage removed.
5.10.4.1 If warranted, administration may send written notification to 

Department managers when a lock down is released.
5.11 CODE WHITE – Activation of the PMH Hospital Evacuation Plan

5.11.1 A CODE WHITE will be called to notify hospital staff of that there is a need for a 
partial or total evacuation of the facility.

5.11.2 The evacuation of any floor or building shall be initiated on order of the Incident 
Commander (according to the HICS and PMH EOPs) or by a Public Safety 
Officer (Police or Fire Department).

5.11.3 The PBX operator will announce overhead “Code White – Please report to your 
supervisor” and repeat three times.

5.11.4 If you are in immediate danger do not hesitate to move yourself and others to a 
safe location. 

5.11.5 If you are not in immediate danger, return to your department if it is safe to do so 
to receive further instructions 

6.0 References:
6.1 PMH Fire Plan – EOC-00330
6.2 PMH Code Blue – CLN-00142
6.3 PMH Infant or Child Abduction: Code Pink – CLN-01307
6.4 PMH Code Yellow – CLN-01925
6.5 PMH Emergency Operations Plan – EOC-00213
6.6 PMH Zero Tolerance for Violence in the Workplace – HRD-00020
6.7 PMH Workplace Violence Prevention Plan – EOC-00071
6.8 PMH Code Orange – EOC-00095
6.9 PMH Suspicious Envelopes & Packages Policy EOC-00513
6.10 PMH Code Black: Bomb Threat Policy EOC-00062
6.11 PMH Code Purple – ED Overcrowding CLN-00269
6.12 PMH Code Stroke – CLN-01928
6.13 PMH Code Silver – EOC-00184
6.14 PMH Code White – EOC-00185
6.15 PMH Code Neo – CLN-02534
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7.0 Attachment List: Not applicable

8.0 Summary of Revisions:
8.1 Revised header to IVHD.
8.2 Replaced PMHD with PMH in the entire policy. 
8.3 Added section 5.2.3 CODE NEO – Newborn Team consists of a NICU based intra-

disciplinary team that responds to all neonatal emergencies at Pioneers Memorial 
Hospital.

8.4 Added section 5.2.4  To report a CODE NEO dial 4-4-4-4 from any hospital phone and 
report the incident to the switchboard. The switchboard operator will announce it over 
the intercom system

8.5 Added section 5.2.5 The CODE NEO:-.The team consists of an NICU Advanced NRP 
RN, RCP, and a Pediatrician

8.6 Added section 5.2.6 Refer to policy CLN-02534, Neonatal "Code Neo" Guidelines.
8.7 New reference added 6.15 PMH Code Neo – CLN-02534
8.8 Revised with no further changes. 
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Note:  

1.0 Purpose:   
1.1 The policy will govern the redisclosure of information obtained by Pioneers Memorial 

Hospital (PMH) from other healthcare providers, PMH not being the originator of the 
information. 

 
2.0 Scope:  District wide 

3.0 Policy: 
3.1 A patient's medical record will often contain reports, transcribed notes and other 

documents that were created by another provider and sent to the current attending or 
referring provider. Even though the treating provider might not have created all the 
information in the patient's medical record, these requests are acceptable because 
HIPAA requires that all valid authorizations contain a statement that says, "information 
used or disclosed pursuant to the authorization may be subject to redisclosure by the 
recipient and no longer be protected by this rule". This rule pertains to electronic as well 
as paper-based records. 

3.2 Providers should remember that all information contained in the record should be treated 
the same - with a few exceptions. Information created by another provider relating to 
mental health/ drug and alcohol abuse is not subject to redisclosure because of The 
Confidentiality of Alcohol and Drug Abuse Patient Records rules. Some states also have 
laws that address redisclosure of information that may be more stringent than HIPAA. If 
this is the case, then state law or regulation will prevail.  Information that may be 
determined detrimental to the safety, health or well-being of the patient may be 
submitted to the patient in summary form. 

3.3 Otherwise, valid authorizations relating to the incorporated information should follow the 
same procedures as an authorization for information created by the current provider. 
This means that the Minimum Necessary standards still apply. Likewise, providers 
should remember that exceptions to requests for the record still apply if the individual 
makes a request to view his or her record. Lastly, patients who view their record and 
request an amendment to any incorporated information should be directed to the facility 
where the information originated. PMH cannot amend, change or request change for 
records that were not originally created by them. 

3.4 PMH is not required 
record sets if an LIP determines that access to such information would not be in the best 
interest of the patient or another individual. The originator of the information may be 
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given the opportunity to give a summary form to the patient in lieu of the original 
document. 

4.0 Definitions: PMH - Pioneers Memorial Hospital 

5.0 Procedure: 
5.1  

5.1.1 For Routine and Recurring Disclosures, PMH will: 
5.1.1.1 Determine who is requesting the information and the purpose for the 

request. If the request is not compatible with the purpose for which it 
-  

5.1.1.2 Confirm that the applicable PMH policies permit the requested use 
and/or disclosure. 

5.1.1.3 Identify the type and amount of information that is necessary to respond 
to the request; and 

5.1.1.4 If the disclosure is one that must be included in the PMH accounting of 
disclosures, include required documentation in an accounting log. 

5.2 -Routine Basis 
5.2.1 For Non-Routine Disclosures, PMH will: 

5.2.1.1 Determine who is requesting the information and the purpose for the 
request. If the request is compatible with the purpose for which it was 

above previous section. 
5.2.1.2 Determine which information of the individual is within the scope of the 

request, and what PMH policies apply to the requested use. 
5.2.2 If the information requested can be disclosed under the applicable policies, limit 

the amount of information to the minimum amount necessary to respond to the 
request; 

5.3 Designated Record Sets 
5.3.1 The medical records and billing records about individuals maintained by or for a 

covered health care provider; the enrollment, payment, claims adjudication, and 
case or medical management record systems maintained by or used, in whole or 
in part, by or for the health plan or health care provider to make decisions about 
individuals. 

5.3.2 For purposes of this definition, the term record means any item, collection, or 
grouping of information that includes protected health information and is 
maintained, collected, used, or disseminated by PMH to make healthcare 
decisions regarding that patient. 

5.4 Individually identifiable health information is information that is a subset of health 
information, including demographic information collected from an individual, and: 
5.4.1 Is created or received by PMH and 
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5.4.2 Relates to the past, present, or future physical or mental health or condition of an 
individual; the provision of health care to an individual; or the past, present, or 
future payment for the provision of health care to an individual; and 

5.4.3 That identifies the individual; or with respect to which there is a reasonable basis 
to believe the information can be used to identify the individual. 

6.0 References:   
6.1 45 C.F.R. §§ 164.502(b), 164.514(d).  
6.2 45 C.F.R. § 164.514(d)(3). 
6.3 45 C.F.R. § 164.504(e)(2)(i).  
 

7.0 Attachment List:  Not applicable 

8.0 Summary of revisions:  
8.1 Revision of minor spelling and grammatical errors 
8.2 Added references 
8.3 Updated header to reflect IVHD 
8.4 Replaced PMHD with PMH 
8.5 Revised reference list  removed link to HHS page that no longer exists 
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Imperial Valley Healthcare District DBA Pioneers Memorial Hospital 
 
 
CONSENT AGENDA 
 
BOARD MEETING DATE: 02/2026    
 
 
SUBJECT: IVHD Medical Staff Bylaws  
 
BACKGROUND: Revised Medical Staff Bylaws which have been approved by the 
Medical Staff of both Pioneers Memorial Hospital and El Centro Regional Medical 
Center.  
 
KEY ISSUES: This document has been revised by an ad-hoc committee consisting of 
members of the Medical Staff from both facilities as well as legal counsel. 
 
CONTRACT VALUE:    

 
 

CONTRACT TERM:     
 
 
BUDGETED:     
 
 
BUDGET CLASSIFICATION:   Operational 
 
 
RESPONSIBLE ADMINISTRATOR:  
 
 
DATE SUBMITTED TO LEGAL: 1/2026   REVIEWED BY LEGAL:  
 
RECOMMENDED ACTION:    Approve the combined, renewed Medical Staff Bylaws for 
Imperial Valley Healthcare District Medical Staff. 



 

 1   

   

  
ARTICLE  I   PURPOSES AND TERMS    

   
1.1    Purpose   
These bylaws are adopted in  recognition of the interdependence and the responsibility of the Medical Staff, Administration, and the 
Board of Trustees to provide for the organization of the medical staff of the Imperial Valley Healthcare District and  to  provide  a  
framework  for  self- government  in  order  to  permit  the  medical  staff  to  discharge  its  responsibilities  in  matters involving the 
quality of medical care, and to govern the orderly  resolution of those purposes. These bylaws provide the professional and legal 
structure for medical staff operations, organized medical staff relations with the board of trustee, and relations with applicants to 
members of the medical staff. The organized medical staff both enforces and complies with these medical staff bylaws.   

  
These bylaws recognize that the organized medical staff has the authority to establish and maintain patient care standards, including 
full participation in the development of hospital- wide policy, involving the oversight of care, treatment, and services provided by 
members and others in the hospital. The medical staff is involved with all aspects of delivery of health care within the hospital 
including, but not limited to, the treatment and services delivered by practitioners credentialed and privileged through the 
mechanisms described in these bylaws and the functions of credentialing and peer review.   

   
These bylaws acknowledge that the provision of quality medical care in the hospital depends on the mutual accountability, 
interdependence, and responsibility of the medical staff and the hospital governing board for the proper performance of their 
respective obligations.  To that end, the Medical Staff acknowledges that the Board of Trustees must act to protect the quality of  
medical  care  provided  and  the  competency   of  the  Medical  Staff,  and  to  ensure  the responsible governance of the hospital.  
In adopting these Bylaws, the Medical Staff commits to exercise its responsibilities with diligence and good faith, and in approving 
these Bylaws, the  Board  of  Trustees  commits  to  supporting  the  Medical  Staffs   self-  governance  and independence  in  
conducting  the  affairs  of  the  Medical  Staff. Accordingly,  the  Board  of Trustees  will  not  assume   a  duty  or  responsibility   of  
the  Medical   Staff precipitously, unreasonably, or in bad faith; and will do so only in the reasonable and good faith belief that the 
Medical Staff has failed to fulfill a substantive duty or responsibility in matters pertaining to the quality of patient care.   
 
These bylaws are being adopted by the medical staff of Pioneers Memorial Hospital and El Centro Regional Medical Center to 
be effective concurrent with the merger of the Pioneers Memorial Hospital and El Centro Regional Medical Center.  

   
1.2    Terms (Definitions)   

   
 1.2-1   ADMINISTRATOR/CEO means the person appointed by the Board of Trustees to serve in an administrative   

capacity.   
  
1.2-2   ALLIED  HEALTH  PROFESSIONAL / ADVANCED PRACTICE PROVIDER (AHP/APP/APP)  means  an  individual  other  

than  a  licensed physician,   dentist,  clinical  psychologist   or  podiatrist,   who  exercises  independent judgment  
within  the  areas  of  his  or  her  professional  competence  and  the  limits established  by  the  Board of Trustees,  
the  Medical  Staff,  and  the  applicable  State Practice  Act,  who  is  qualified  to  render  direct  or  indirect  
medical,  dental, psychological,  or  podiatric  care  under  the  supervision  or  direction  of  a  Medical  Staff member  
possessing  privileges  to provide such care in the hospital and who may be eligible to exercise privileges and 
prerogatives in conformity with the policies adopted by the Medical Staff and Governing Body, these Bylaws and 
the Rules. AHP/APPs are not eligible for Medical Staff membership.   

   
1.2-3   AUTHORIZED REPRESENTATIVE or HOSPITAL'S AUTHORIZED REPRESENTATIVE  means the individual    designated 

by the hospital and approved by the Medical Executive Committee to provide information to and  request 
information from the National  Practitioner Data Bank according to the terms of these Bylaws.   

   
1.2-4   BOARD OF TRUSTEES means the governing body of the hospital.   
   
1.2-5   CHIEF MEDICAL OFFICER means a physician or surgeon employed by the Imperial Valley Healthcare District to 

provide necessary administrative support for the medical staff, communicate the views of the hospital 
administration to the medical staff, and serve as a liaison between the medical staff and the administration on 
particular issues. This position (standing alone) does not entitle its holder to vote on any matters of the medical staff 
or committee of the medical staff.   
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   The CMO shall provide guidance to the Medical Staff as needed with respect to hospital-related clinical affairs, 
quality, credentialing and strategic planning, and provided support to the Medical Staff with respect to clinical 
performance evaluation, in particular, OPPE and FPPE. Further, the CMO will participate as a member of the Imperial 
Valley Healthcare District Board of Trustees in considering and making determinations based upon the Medical 
Staff’s recommendations with regard to credentialing.   

   
The CMO shall support the Medical Staff in performing its peer review functions by identifying possible candidates 
for investigation and providing other assistance as requested by the Medical Staff, consistent with the Medical Staff 
Bylaws and California peer review statutes and regulations.  As a member of the Imperial Valley Healthcare District 
Board, the CMO is not eligible to participate in peer review hearings as a member of the hearing panel.   

   
1.2-6   CHIEF OF STAFF means the chief officer of the medical staff elected by members of the medical staff.   
   
1.2-7   CLINICAL PRIVILEGES or PRIVILEGES means the permission granted to medical staff members and allied health 

practitioners to provide patient care at the Hospital or any of its facilities, and including reasonable access to those 
hospital resources (including equipment, facilities and hospital personnel) which are necessary to effectively 
exercise those privileges.   

 
1.2-8   HOSPITAL means each of the hospitals, medical centers, clinics, and other facilities that provide patient care services 

by providers credentialed by this medical staff as part of the Imperial Valley Healthcare District. The foregoing 
includes but is not limited to the facilities previously licensed to Pioneers Memorial Hospital and El Centro Regional 
Medical Center.  

 
1.2-9   IN GOOD STANDING means a member who is not currently on suspension for a reason  other than delinquent 

medical records, has no pending Medical Staff recommendation or action which is cause for requesting a Medical 
Staff hearing, and no disciplinary action in effect for which the member was entitled to request a Medical Staff 
hearing. 

 
1.2-10   INVESTIGATION  means a process formally commenced  by the Medical Executive Committee to determine   the 

validity, if any, to a concern or complaint raised against a member of the medical staff.  An investigation is ongoing 
until either formal action is taken or the investigation is closed.  An investigation does not include   activity of the 
Physician Well Being Committee.   

   
1.2-11     LIMITED LICENSE PRACTITIONERS means dentists, clinical psychologists, and podiatrists.       
   
1.2 12     MEDICAL EXECUTIVE COMMITTEE means the executive committee of the medical staff which shall constitute  the 

governing body of the medical staff as described in these bylaws.   
   
1.2-13     MEDICAL STAFF or STAFF means  those   physicians   (MD  or  DO  or   their equivalent  as defined  in Section    2.2-

2(a)),  dentists,  podiatrists,  and clinical  psychologists who have been granted recognition as members of   the 
medical staff pursuant to the terms of these bylaws.   

   
1.2-14     MEDICAL STAFF YEAR means the period from 1 January to 31 December.   
   
1.2-15   MEMBER means, unless otherwise expressly limited, any physician (MD  or DO  or their equivalent as   defined 

In Section 2.2-2(a)), dentist, podiatrist, and clinical psychologist holding a current license to   practice within the 
scope of that license who is a member of the medical staff.    

   
1.2-16   PHYSICIAN  means an individual with an MD or DO degree or the equivalent degree (i.e., foreign) as recognized 

by the Medical Board of California (MBC) or the Board of Osteopathic Examiners (BOE), who is  licensed by either 
the MBC or the BOE.   

   
1.2- 17    PRACTITIONER means an individual licensed to practice one of the professions eligible for membership in the  

medical staff.   
   
1.2. 18   NAME of this organization is:  the Medical Staff of Imperial Valley Healthcare District. 
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1.2.19   TELEMEDICINE means   the   use   of   electronic   communication   or   other   communication technologies 

to provide or support clinical care by a practitioner at a distant site to patients located at an originating 
distant site.  Telemedicine Staff consists of practitioners who only provide diagnostic or treatment services to 
hospital patients via Telemedicine devices. Telemedicine devices include interactive (involving a real time or near 
real time two-way transfer of medical data and information) audio, video, or data communications (but do not 
include telephone or electronic mail communications) between physician and patients.  
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ARTICLE II    MEMBERSHIP   

    
2.1    NATURE OF MEMBERSHIP     
No physician, dentist,   podiatrist,  or  clinical  psychologist,   including  those  in  a medical administrative position by virtue of a 
contract with the hospital, shall admit or  provide medical or health-related  services  to patients in the hospital  unless the physician 
is a member of the medical staff or has been granted temporary privileges in accordance  with the procedures set forth in these 
bylaws. Medical staff membership shall confer only such clinical privileges and prerogatives as have been granted in accordance 
with these bylaws.   

   
2.2    QUALIFICATIONS FOR MEMBERSHIP     
Membership and privileges shall be granted, revoked or otherwise restricted or modified based only on criteria as set forth in these 
bylaws.   

   
2.2-1    General Qualifications  
Only physicians, dentists,  podiatrists,  and clinical  psychologists  shall be deemed to possess  basic qualifications for 
membership in the medical staff, except for the honorary and retired staff categories in which case these criteria shall only 
apply as deemed individually applicable by the medical staff, and who   
(a) document   their  (1)  current  licensure,   (2)  adequate   experience,   education,   and training, (3) current 

professional competence, (4) good judgment, and (5) current verified physical and mental health status, so as to 
demonstrate  to the satisfaction of the medical staff that they  are  professionally  and ethically  competent  and 
that  patients  treated  by them can reasonably expect to receive quality medical care;   

   
(b) are determined  (1) to adhere to the ethics of their respective professions, (2) to be able to work cooperatively  with 

others so as not to adversely affect patient care,  (3) to keep  as  confidential,  as  required  by  law,  all  information  
or  records  received  in  the physician- patient  relationship,  and  (4)  to  be  willing  to  participate  in  and  properly 
discharge those responsibilities determined by the medical staff;   

   

(c) maintain   in  force  professional liability  insurance in  not  less  than  the  minimum amounts, as stated  in the  
Medical  Staff  General  Rules  and  Regulations, and  as from time   to  time   may  be  jointly   determined  by  the   
Board   of  Trustees   and  Medical Executive Committee.   

   
(d) are certified, are  progressing  towards  certification  in the specialty and each of the subspecialties for which 

privileges are requested by (1)  boards  which  are  duly organized and recognized  by an American Board of Medical 
Specialties member board or (2) a board or association with equivalent requirements  approved by the Medical 
Board of California or (3) a board or association with an Accreditation Council for Graduate Medical Education-
approved postgraduate training program that provides complete training in that specialty or subspecialty. 
Applicants/Re-applicants who are progressing toward board certification must become board certified within five 
years of the initial granting of medical staff membership, unless extended for good cause by the Medical Executive 
Committee, and is within eligibility time-frame, or unless eligibility period is extended by the certifying board. 
 
Notwithstanding the foregoing and recognizing that certain members may have been “grandfathered” from the 
Board Certification requirements as of the date the former El Centro Regional Medical Center and Pioneers 
Memorial Hospital adopted requirements for Board Certification, if a current members of  the  medical  staff  was 
“grandfathered” from the Board Certification requirements when that requirement was adopted and cannot 
reasonably be expected  to pursue  board certification at this time, that member may be considered for renewal 
of medical staff membership and privileges  but only clinical privileges at that campus where they have held 
privileges and not for any additional privileges, if they can document sufficient training,  experience, and 
competence, and otherwise meet the requirements of medical  staff membership.   

   
2.2-2   Particular Qualifications    
(a) Physicians.  
 An applicant for physician membership in the medical staff, except for the honorary staff,  must  hold  an MD or DO  

degree  or their  equivalent  and a valid and unsuspended certificate to practice medicine  issued by the Medical   
Board of California or Osteopathic Medical Board of California. For the purpose   of this section, their equivalent   
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shall   mean   any  degree   (i.e.,   foreign) recognized  by  the   Medical   Board   of   California  or   the   American    
Board    of   Osteopathic Examiners.     

  
(b) Limited License Practitioners.   

(a) Dentists  - An  applicant   for  dental   membership  in  the  medical   staff, except  for  the   honorary  staff,  
must hold  a DDS  or equivalent   degree  and  a valid and unsuspended certificate  to practice  dentistry  
issued  by the Dental  
Board of California.   

   
(b) Podiatrists  - An applicant  for  podiatric  membership on the medical  staff, except   for  the   honorary   

staff,  must   hold   a  DPM   degree   and  a  valid   and unsuspended certificate   to   practice  podiatry   
issued  by  the Board  of  Podiatric Medicine.   

   
(c) Clinical Psychologists - An applicant  for clinical  psychologist membership on   the   medical   staff,   except   

for  the   honorary   staff,   must   hold   a  clinical psychologist degree,  have not less than two years clinical  
experience in a multi- disciplinary facility  licensed  or operated  by this or another state or by the United 
States  to  provide health  care  or  be  listed  in  the  latest  edition  of  the  National Register  of Health 
Service  Providers  in Psychology,  and hold a valid and unsuspended certificate to practice clinical 
psychology issued by the Board of Psychology.   

   
2.3      EFFECT OF OTHER AFFILIATIONS   
No person shall be entitled to membership in the medical staff merely because that person holds a certain degree, is licensed to 
practice in this or in any other state, is a member of any professional organization, is certified by any clinical board, or because such 
person had, or presently has, staff membership or privileges at another health care facility. Medical staff membership or clinical 
privileges shall not be conditioned or determined on the basis of an individual's participation or non-participation in a particular 
medical group, surgery center or other outpatient service facility, IPA, PPO, PHO, hospital-sponsored foundation, or other organization 
or in contracts with a third party which contracts with this hospital.  Subject to and except as provided with respect to exclusive 
contracts for particular services,  medical staff membership or clinical privileges shall not be revoked, denied, or otherwise infringed 
based on the member's professional or  business  interests.    Neither the existence of an actual or potential conflict of interest, nor 
the disclosure thereof, shall affect a member's medical staff membership or clinical privileges.   
   
2.4    NONDISCRIMINATION   
No aspect of medical staff membership or particular clinical privileges shall be denied on the basis of gender,  race, age, color,  
religion,  ancestry,  national  origin, disability, physical  or mental  impairment,  marital status,  or sexual  orientation  that does 
not pose a threat to the quality of patient care.   

   
2.5    RULES OF MEDICAL STAFF MEMBERSHIP     
Except for the honorary staff, the ongoing obligations and responsibilities of each member of the medical staff include:   

   
(a) providing patients with the quality of care meeting the professional standards of the medical staff, and the member's 

applicable specialty board;   
   
(b) abiding by the medical staff bylaws, medical staff rules and regulations, and  policies;   
   
(c) discharging  in  a  responsible  and  cooperative  manner  such  reasonable responsibilities and assignments imposed upon 

the member by virtue of medical staff membership, including committee assignments;   
   
(d) preparing and completing in timely fashion  medical records for all the patients to whom the member provides care in the 

hospital; performing, if granted the requisite privileges,  or arranging  for the performance  of, a history  and physical  on  
every patient  he/she  admits.    As detailed  in the  medical  staff  rules  and  regulations,  a medical history and physical 
examination shall be completed no more than 30 days before,  or  24  hours  after,  admission  or  registration,  but  prior  to  
surgery  or  a procedure requiring anesthesia services.   When the medical history and physical examination  is  completed  
within  30  days  before  admission  or  registration,  the physician  must  complete  and  document  an  updated  examination  
of  the  patient within 24 hours after admission or registration, but prior to surgery or a procedure requiring anesthesia 
services.  The updated examination of the patient, including changes in  the  patient's   condition,  must  be  completed  and  
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documented  by  a physician, an oral maxillofacial  surgeon,  or other professional  licensed individual in accordance with 
state law and Hospital policy.   

   
(e) Abiding by the lawful   ethical   principles of the California Medical Association; the members professional association and/or 

specialty board.    
   
(f) aiding  in any medical  staff approved  educational  programs  for medical  students, interns, resident physicians,  resident  

dentists,  staff physicians  and dentists,  nurses and other personnel;   
   
(g) working cooperatively  with members, nurses, hospital administration  and others so as not to adversely affect patient care;   
   
(h) Making   appropriate   arrangements   for   coverage   of  that   member's   patients   as approved  by the medical staff and 

consistent  with the General Rules and Regulations;   
   
(i) refusing to engage in improper inducements for patient referral;   
   
(j) participating in continuing education programs as determined by the medical staff;   
   
(k) participating  voluntarily in such emergency  service coverage or consultation  panels as recommended  by the medical staff 

and the member's  department(s);   
   
(l) serving as a proctor or other peer reviewer,  and otherwise  participating in medical staff peer review as reasonably 

requested by the member's  department or the Medical Executive Committee;     
(m) discharging such other staff obligations as may be lawfully established from time to time by the medical staff or Medical 

Executive Committee;       
 
(n)  Notify the Chief of Staff in writing no later than seven (7) calendar days from the occurrence of any of the following and 

provide such additional information as may be requested, regarding each of the following: 
(i) Revocation, limitation, or suspension of their professional license or DEA registration, any court order to cease 

or restrict their professional practice, any reprimand or other disciplinary action taken by any state or federal 
governmental agency relating to their professional license, or the imposition of terms of probation by any 
state. 

 
(ii) Recommendation to terminate or restrict staff membership or clinical privileges or  action that  summarily 

suspends or summary restricts or denies staff membership or privileges at any hospital or other health care 
institution, whether temporary or permanent. 

 
(iii) Receipt of an initial sanction, or notice of the commencement of an investigation, the filing of charges relating 

to health care matters or exclusion from participation or payment by any federally funded health care 
organization including Medicare or Medicaid (Medi-Cal), or other action by the Department of Health Human 
Services, or any law enforcement agency or health regulatory agency of the United States or the State of 
California. 

 
(iv) Lapse, cancellation or change of professional liability coverage including any change in amount or scope of 

coverage. 
 

(v) The development of any mental or physical condition or other situation that could compromise the 
provider’s  ability to perform the functions associated with their clinical privileges in a safe and effective 
manner. 

 
(vi) The filing of any criminal misdemeanor or felony charges, or the entry of a judgement, settlement or nolo 

contendre plea with respect to any criminal misdemeanor or felony charges, including but not limited to 
DUI charges . 
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In addition, members shall timely notify the Medical Staff Office of any significant changes in the information required  on 
appointment and reappointment. 

 
(o) providing  information  to  and/or  testifying  on  behalf  of  the  medical  staff  or  an accused   practitioner   regarding   any   

matter   under   an  investigation   pursuant   to paragraph 6.3.3, and those which are the subject of a hearing pursuant to 
Article VII.   
 

(p) Upon request of the Medical Executive Committee after it determines there is a reasonable concern regarding a member’s 
or applicant’s current health status that may affect the provider’s ability to provide safe, quality care and/or fulfill the 
member’s responsibilities as a member, to have an evaluation(s) and/or testing, which may include but not be limited to 
mental and/or physical examination, including but not limited to body fluid testing, by a professional or organization  
designated by the Medical Executive Committee, at the member’s expense.  

   
 2.6   VOLUNTARY PARTICIPATION ON EMERGENCY DEPARTMENT BACKUP CALL PANELS     
Participation on the emergency department backup call panel shall be voluntary. Membership on  the  medical  staff  shall  not  in 
any way  be contingent  on  an applicant's  willingness  to participate on the emergency department's backup call panel.   
Physicians contracted for Emergency Department back up call panels must adhere to the terms defined in the contract.      
 
2.7 STANDARDS OF PROFESSIONAL CONDUCT  
The Medical Staff of the Imperial Valley Healthcare District is committed to a work environment in which all individuals are treated 
with respect and dignity.  Each individual has the right to work in a professional atmosphere that promotes equal employment 
opportunities and prohibits discriminatory practices, including harassment.  Therefore, it is expected that all relationships among 
persons in the working environment will be business-like and free of bias, prejudice and harassment.   As a condition of membership 
and privileges, medical staff and allied health/advanced practice members shall continuously meet the requirements for 
professional conduct established in these bylaws.  Non-members (i.e. Allied Health/Advanced Practice Staff) with privileges will be 
held to the same conduct requirements as members.  Disruptive and inappropriate conduct can affect the quality of patient care.    
Refusal or failure to comply with these conduct requirements may result in corrective action in accordance with the Medical Staff 
Bylaws.       
  2.7-1  NONDISCRIMINATION   
 No aspect of medical staff membership or particular clinical privileges shall be denied on the basis of gender,  race, age, color,  religion,  
ancestry,  national  origin, disability, physical  or mental  impairment,  marital status,  or sexual  orientation  that does not pose a threat 
to the quality of patient care.   
  2.7-2 RETALIATION IS PROHIBITED             
 Reporting of all perceived incidents of discrimination, harassment , or disruptive conduct  is encouraged and it is the policy of the 
Imperial Valley Healthcare District Medical Staff to investigate such reports.  There is a ZERO TOLERANCE standard for retaliation 
against any individual who reports discrimination, or harassment, disruptive conduct or participates in an investigation of such reports.  
Anyone involved in any retaliatory acts may be subject to discipline and corrective action, pursuant to the Medical Staff Bylaws.  

2.7-3   DISRUPTIVE BEHAVIOR   
Disruptive and inappropriate medical staff member conduct affects or could affect the quality of patient care at the hospital and 
includes:   

(a) “Harassment”.  By a medical  staff member against any individual  involved  with the hospital (e.g., against 
another medical staff member, house staff, hospital employee or patient) on the  basis  of  race,  religion,  
color,  national  origin,  ancestry,  physical  disability,  mental disability, medical disability, marital status, sex 
or sexual orientation.   
 

(b)  “Intimidation”.   Deliberate physical,  visual  or  verbal  intimidation  or  challenge,  including  disseminating 
threats or pushing, grabbing or striking another person involved in the hospital; carrying a gun or other 
weapon in the hospital;   
"Sexual harassment".  Defined  as  unwelcome  verbal  or  physical  conduct of  a  sexual  or gender- based 
nature, which may include, not limited to, and includes   unwelcome advances, requests for sexual  favors, 
and any other verbal, visual, or physical conduct of a sexual nature when:    
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o Submission  to, or rejection of this conduct by an individual is used as a factor in decisions affecting 
hiring,  evaluation,  retention, promotion, or other aspects of   employment;     

o This   conduct   substantially   interferes   with   the   individual's employment or creates and/or 
perpetuates an intimidating, hostile, or offensive work environment.   

o Sexual harassment also includes conduct, which implies that employment, and/or employment 
benefits are conditioned upon acquiescence in sexual activities.    

o Verbal harassment.  Such as epithets, derogatory comments  or slurs     
o Physical harassment.  Such   as  unwelcome   touching,   assault,   or interference  with   movement  or  

work  
o Visual harassment.  Such  as  the  display  of derogatory   cartoons,  drawings,  or posters     

 
(c) “Disruptive Conduct”    May include, but is not limited to, behavior such as:  

o Attacks Verbal or Physical.  Leveled at other hospital personnel, physicians, vendors or patients, that are 
personal,   irrelevant, or beyond the bounds of fair professional conduct.  

o Impertinent and inappropriate comments (or illustrations) made in patient medical records, other 
official documents, employee and/or public display areas, impugning the quality of care in the hospital, 
or attacking particular employees, physicians, or hospital policies.  

o Non-constructive criticism that is addressed to its recipient in such a way as to intimidate, undermine 
confidence, belittle, or imply stupidity or incompetence.  

 
 The medical staff considers these types of conduct as unprofessional and members involved may be subject to corrective action, up 

to and including termination of medical staff membership and privileges.  
 

  2.7-4 INDIVIDUALS AND CONDUCT COVERED  
 These Standards of Conduct apply to all applicants/members of the Medical and Allied Health Professional (AHP)/Advanced Practice 
Practitioner (APP) Staff.   The described prohibited conduct is unacceptable in the workplace and in any work-related setting outside 
the workplace, such as during business trips, business meetings and business-related social events. Members who believe they are 
being subjected to such conduct, are urged to promptly advise the offender that his or her behavior is unwelcome and request that it 
be discontinued.   Often this action alone will resolve the problem.  It is recognized, however, that an individual may prefer to pursue 
the matter through informal or formal complaint procedures.  The Medical Staff encourages reporting of all perceived incidents of 
discrimination, harassment, retaliation, or disruptive behavior regardless of the offender’s identity or position.  Members who believe 
that they have been the victims of such conduct should discuss their concerns with the department Chair, co-chair or Chief of Staff.    
 
 2.7-5   REPORTING  
 Any reported allegations of harassment, discrimination, retaliation or disruptive behavior will be investigated promptly.  The 
investigation may include individual interviews with the parties involved and, where necessary, with individuals who may have 
observed the alleged conduct or may have other relevant knowledge.  If the incident involves possible harassment, discrimination, 
retaliation or disruptive behavior by a member of the Medical or AHP Staff, the written complaint will be forwarded for investigation 
to the Chief of Staff.  The Chief of Staff, Department Chair  or co-chairs and/or designee(s) shall  conduct an investigation pursuant to 
Medical Staff Bylaws.  Confidentiality will be maintained throughout the investigation process to the extent consistent with adequate 
investigation and appropriate corrective action.  
  
Misconduct constituting harassment, discrimination or retaliation will be dealt with appropriately.  Responsive action may include, 
for example, training, referral to Physician Well Being for assistance or counseling, may include disciplinary action such as warning, 
reprimand, and other corrective action pursuant to the Medical Staff Bylaws.   
 
Complaints of harassment, discrimination, retaliation or disruptive behavior which the maker knew or should have known to be false 
(as opposed to complaints which, even if unproven, are made in good faith), may be the subject of appropriate discipline.  
  
 2.7-6  REPORTING PROCESS  
 If a member of the medical staff is observed exhibiting any of the above described unacceptable behaviors, a notification form will be 
entered into the QRM system.  The information will be forwarded to the Medical Staff Services office, for notification of the Chief of 
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Staff, and/or the respective department chair or co-chairs regarding receipt of notification. The Chief of Staff and/or the respective 
department chair or co-chairs will review and investigate the incident.   

(1) The issue(s) will be reviewed and a determination for resolution will be made which may include the following, but 
not limited to:  

• Discussion with involved physician, which shall be documented as a memo to the file  
• Complaint determined to be a quality of care issue, refer to respective clinical department for Peer Review  
• Letter to the physician requesting information allowing the physician to respond in writing  
• Letter of reprimand to physician  
• Physician will be sent  information pertinent to the complaint, e.g. code of conduct, section of Rules and  
 Regulations, Bylaws that relate to conduct expected of the medical staff  
• Physician may be requested to attend the MEC to further discuss the issue/resolution  
• Physician may be referred to the Physician Well Being Committee Chair  
• Other resolutions as determined by the Chief of Staff/Department Chair or co-chairs 

 
(2) If it appears there may be an imminent danger to the health of any individual, the Chief of Staff or designee will also 
be notified verbally immediately, with the notification form submitted within five (5) business days.  
  
(3) Upon receipt of notification by the Chief of Staff, the observations will be investigated by the chief of staff and the 
respective department chair or co-chairs, or designees with documentation of such investigation. 

     
(4) The documented review of the alleged events should include a precise description of the event(s) from all possible 
observers. 
     
(5) If the evaluation confirms the reported behavior occurred and compromised or potentially compromised quality care, 
the involved member will be made  aware of the findings by the Chief of Staff or the department chair or co-chairs.  The 
initial approach should be collegial and helpful and the discussion should emphasize that such conduct is inappropriate 
and must cease.    
(6) The member will be made aware of the assistance offered by the Physician Well Being Committee (herein after 
referred to as “PWBC”).  If the affected practitioner is interested in meeting with the PWBC, a confidential discussion of 
the matter between the member, the Chief of Staff or designee and the chair of the PWBC will be scheduled.  
 
(7) Should a member voluntarily, in confidence, seek the assistance of the Physician Well Being Committee because of 
disruptive, discriminatory or harassing behavior, it is appropriate for the committee to provide assistance. The Chief of 
Staff will be informed.   
 
(8) The matter may be presented to the appropriate department chair  or co-chairs at the request of the member.   

  

 2.7-7  SUBSEQUENT EPISODES    
If the member continues a pattern of disruptive behavior, discriminatory or harassing behavior, the Chief of Staff or designee, will 
inform the member that he or she must meet with the PWBC and abide by an agreement, which may include but not be limited 
to progressive discipline, the member attending a PWBC – selected program, and/or other measures deemed appropriate by the 
PWBC.  This referral shall be in writing and a copy shall be maintained in the “Chief of Staff” confidential file under in the Medical 
Staff Services Office.  Refusal to meet with the PWBC or to enter into and comply with a PWBC proposed agreement sponsored 
program will result in a written referral to the Medical Executive Committee for action.  The Physician Well Being committee shall 
make a report and recommendation to the Medical Executive Committee of the incidents and the refusal. 
 
 2.7-8 PEER REVIEW RECORDS OR BEHAVIOR REVIEWS 
Notwithstanding any other provision of these bylaws of the rules and regulation, documentation relating to investigations of 
behavior, their conclusions, and any resulting corrective action shall be maintained by the medical staff office as peer review 
documents.  As the Medical Staff needs to assess whether there may be a pattern of conduct that may not have been identified 
with isolated incidents, the records of all reviews of behavior shall be retained for possible reassessment, such as upon further 
reported incidents and upon reappointment. 
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ARTICLE III    CATEGORIES OF MEMBERSHIP   

   
3.1    CATEGORIES   
The  categories  of  the  medical  staff  shall  include  the  following:   active,  courtesy,  consulting, provisional, honorary, temporary, 
community based and administrative. Each time membership is granted or renewed, the member's staff category shall be 
determined.   
   
3.2    ACTIVE STAFF     

3.2-1       Qualifications   
   

The active staff shall consist of members who:     
(a) meet the general qualifications for membership set forth in Section 2.2;   
   
(b) have offices  or  residences, which, in the opinion of the department and Medical Executive Committee, are located 

closely enough to the hospital to provide appropriate continuity of quality care;   
   
(c) care  for, or admit 12 or  more patients per year in this hospital or who seek care at the Imperial Valley Healthcare 

District and involved  in  medical  staff  functions,  medical staff meeting attendance as  determined  by  the medical 
staff, please refer to Section 12.6  for detailed Active Staff meeting attendance requirements;    
   

(d) have satisfactorily   completed   the   provisional   staff   status   requirements, including proctoring.   
   
3.2-2   Prerogatives    
Except as otherwise provided, the prerogatives of an active medical staff member who is in good standing shall be to:     
(a) admit  patients  and  exercise  such  clinical  privileges  as  are  granted  pursuant to Article V;   
    
(b) attend  all general and special meetings of the Medical Staff  and  vote on  medical  staff  bylaws  and  amendments, 

vote in Medical Staff elections and vote on all other matters presented   at  general  and  special  meetings   of  
the  medical  staff  or via ballot when provided as an alternative for voting and vote on  the department and 
committees to which the member is duly appointed; and   

 
(c) hold  staff,  division,  or  department  office  and  serve  as  a  voting  member of committees to which the member 

is duly appointed or elected by the medical staff or duly authorized  representative thereof, so long as the 
activities  required by the position fall within the member's scope of practice as authorized by law.   

   
3.2-3   Transfer of Active Staff Member     
After two (2) consecutive years in which a member of the active staff fails to regularly care for patients in this hospital 
or be regularly involved in medical staff functions as determined by  the  medical  staff,  that  member  shall  be  
automatically  transferred  to  the  appropriate category, if any, for which the member is qualified.   

   
3.3    COURTESY STAFF   

   
3.3-1   Qualifications     
The courtesy medical staff shall consist of members who:   
(a) meet the general qualifications set forth in subsections (a)-(b) of Section 3.2-1; in Section 2.2;   
   
(b) do not  care  for 12 or more  patients per year in the hospital,  or  are  not regularly involved  in  medical  staff 

functions  as  determined  by  the Medical Executive Committee;   
   
(c) are members in good standing of the active medical staff of another California licensed hospital, although 

exceptions to this requirement may be made by the Medical Executive Committee for good cause; and   
   
(d) have satisfactorily completed the requirements of the provisional category.   
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3.3-2   Prerogatives     
Except as otherwise provided, the courtesy staff member shall be entitled to:    
(a) admit or render care for the Imperial Valley Healthcare District patients within the limitations of Section 3.3-1(b) 

and exercise such clinical privileges as granted pursuant to Article V; and   
   
(b) are encouraged to attend general and special meetings of the medical staff but are not eligible to vote.  on medical 

staff matters, for officers or on bylaws amendments;   
   
(c) Are not eligible to vote on Medical Staff matters or hold office but may serve on committees, with the right to vote 

to be specified at the time of appointment. .    
   
3.3-3    Limitation     
Courtesy staff members who admit patients or care for more than 12 patients per year in the hospital as stated in Section 
3.3-1 (b) shall, upon review of the Medical Executive Committee, be obligated to seek membership in the appropriate staff 
category.    

   
3.4    CONSULTING STAFF   

   
3.4-1  Qualifications     
Any member of the medical staff in good standing may consult in that member's area of expertise; however, the consulting 
medical staff shall consist of practitioners who:     
(a) meet the general qualifications set  forth  in  Article 2.2;   
   
(b) possess adequate clinical and professional expertise;   
    
(c) are willing and able to come to the hospital on schedule or promptly respond  when called to render clinical services 

within their area of competence;     

(d) are members  in good standing  of the active  medical staff of another hospital licensed   by  California   or  another   
state,   although   exceptions   to  this requirement may be made by the Medical Executive Committee for good 
cause; and   

   
(e) have satisfactorily completed the requirements of the provisional category.   
   
3.4-2  Prerogatives     
The consulting medical staff member shall be entitled to:     
(a) exercise such clinical privileges as are granted pursuant to Article V; and   
   
(b) attend meetings of the medical staff and the department of which that person is a member, including open 

committee meetings and educational programs, but shall have  no right to vote at such meetings, except within 
committees when the right to vote is  specified at the time of appointment;   

   
(c) Consulting staff members shall not be eligible to admit patients to the hospital, vote on medical staff bylaws, vote 

for officers, hold office in the medical staff organization, but may serve on committees with the right to vote to be 
specified at the time of appointment.  

 
3.5    PROVISIONAL STAFF   

   
   3.5-1    Qualifications     

The provisional staff shall consist of members who meet the general medical staff membership qualifications set forth in 
Sections 3.2-1 (a)  and (b) or 3.4-l(a)-(d), and immediately prior to their application and appointment were not members (or 
were no longer members) of this medical staff. 
   
3.5-2   Prerogatives     
The provisional staff member shall be entitled to:     
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(a) admit patients  and exercise  such clinical  privileges as are granted  pursuant  to Article V; and   
   
(b) attend  meetings  of the medical  staff and the department of which that person  is a member,  including open  

committee meetings  and programs,  but shall have no right to vote at such meetings,  except  within committees 
when the right to vote is specified at the time of appointment.   

   
(c) Provisional staff members shall not be eligible to vote on bylaws amendments, vote  for officers or vote on any 

other Medical Staff  matter and may not hold office in the medical staff organization, but may serve on committees 
with the right to vote to be specified at the time of appointment.   

   
 3.5-3   Observation of Provisional Staff Member     
Each provisional staff member shall undergo a period of observation by designated monitors as    described  in these 
Bylaws.  The  purpose  of observation shall  be to evaluate  the  member's (1)    proficiency in the exercise  of clinical  
privileges  initially  granted  and (2) overall  eligibility   for continued staff  membership and  advancement within  staff  
categories. Observation of provisional staff members  shall follow  whatever  frequency and format  each department 
deems    appropriate in  order  to  adequately evaluate  the  provisional staff  member  including,  but  not    limited to, 
concurrent  or retrospective chart review,  mandatory consultation, and/or direct observation. Appropriate records shall 
be maintained. The results of the observation shall be communicated by the department chair  or co-chairs to the Medical 
Executive Committee.   

   
3.5-4    Term of Provisional Staff Status   

A member  shall  remain  in the  provisional  staff  for  a minimum  period  of 6 months, up to a maximum of 24 months if deemed 
necessary at the recommendation of the Medical  Executive Committee upon a determination of good cause, which determination 
shall not be subject to review pursuant to Articles VI or VII.  

 
   
3.5-5   Action at Conclusion of Provisional Staff Status   
(a) If the provisional staff member  has satisfactorily demonstrated the ability to exercise the  clinical  privileges initially  

granted  and  otherwise appears  qualified   for  continued medical  staff  membership, the  member  shall  be  
eligible  for  placement   in  the  active, courtesy   or  consulting  staff   as  appropriate,  upon   recommendation  of  
the   Medical Executive Committee; and   

   
(b) In all other cases,  the appropriate department shall  advise  the Medical Executive  Committee which, in turn, shall 

make its recommendation to the Board of Trustees regarding a modification or termination of clinical privileges or 
termination of medical staff membership.  If the Provisional staff member does not have adequate patient activity 
to evaluate clinical competency, it will be deemed a voluntary automatic resignation without the rights to the 
Medical Staff hearing and appeal procedures in Article VII of these Bylaws. 

 
3.6    COMMUNITY BASE/AFFILIATE STAFF   

3.6-1  Qualifications   
The Community Base/Affiliate Staff is a membership-only category, with no clinical privileges being granted, they do not 
intend to establish a practice at the Hospital.   The primary purpose of the Affiliate Staff is to promote professional and 
educational opportunities, and to permit these individuals to access Hospital services for their patients by referral of patients 
to Active Staff members for admission and care.    Community Base/Affiliate staff providers must apply for Medical Staff 
Membership by completion of a Medical Staff Application,  submit applications for reappointment, and provide 
evidence/attest to, the following: 
(a) Document their current  licensure,    
(b) Submission of CME documentation.  “CME Attestation” will be accepted, 
(c) Document education and training,  
(d) Attest to current, adequate physical and mental health status, 
(e) Willing to demonstrate, if asked,  they  are  professionally  and ethically competent  and that  patients  treated  by 

them can reasonably expect to receive quality medical care;  
(f) are determined  (1) to adhere to the ethics of their respective professions, (2) to be able to work cooperatively  with 

others so as not to adversely affect patient care,  (3) to keep  as  confidential,  as  required  by  law,  all  information  
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or  records  received  in  the physician- patient relationship,  and  (4)  to  be  willing  to  participate  in  and  properly 
discharge those responsibilities determined by the medical staff;   

(g) maintain   in  force  professional liability  insurance in  not  less  than  the  minimum amounts, as stated  in the  Medical  
Staff  Bylaws, General  Rules  and  Regulations, and  as from time   to  time   may  be  jointly   determined  by  the   
Board   of  Trustees   and  Medical Executive Committee.   

   
3.6-2    Prerogatives   
The Community Based/Affiliate Staff Members  must: 

(a)  maintain the confidentiality of patient information,  
(b) Pay staff dues and assessments if/as established by the Medical Executive Committee 

 
The Community Based/Affiliate Staff Members may: 
(a) Order outpatient diagnostic services for patients;      
(b) Make courtesy visits to patients;   
(c) Review the medical records and test results (via electronic access) for any of their patients who are referred.    
(d) Attend educational opportunities,  
(e) Be invited to department or committee meetings, (without a vote), unless otherwise provided by these Bylaws;  

             
 Community Based Affiliate Staff Members may not/will not:      

(a) Admit, treat, or consult on patients admitted to the Hospital;    
(b) Write orders or progress notes, make notations in the medical record, or otherwise participate in the provision or 

management of clinical care to patients while in the hospital;                 
(c) Exercise clinical privileges in the hospital;     
(d) Undergo Ongoing Professional Practice Evaluation or Focus Professional Practice Evaluation   
(e) Hold elected office;   
(f) Vote on medical  staff  bylaws  amendment, vote for officers or vote on any other medical staff matters presented  by 

ballot or  at  general or special  meetings   of  the  medical  staff  and / or department or committee meetings;  
(g) Attend general staff meetings.    

 
 3.6-3 Request for Clinical Privileges 
 Members who wish to exercise clinical privileges must request a change in staff category, apply for clinical privileges and submit 

all requested documentation, and shall have the burden of proof to establish qualifications for the membership category requested and 
clinical privileges, as outlined in Articles II and IV of these Bylaws.  

 
3.7   TELEMEDICINE STAFF   
  3.7-1   Qualifications   

The telemedicine staff category shall consist of practitioners who provide diagnostic or treatment services to hospital patients 
via Telemedicine devices.  Telemedicine devices include interactive (involving a real time or near real time two-way transfer 
of medical data and information), audio, video, or data communications, but do not include telephone or electronic mail 
communications, between physician and patients.    Telemedicine members shall:  (1) meet general qualifications set forth in 
Section 2.2;   (2) possess adequate clinical competency and professional Judgement in the requested specialty.   
 
3.7-2 Distant Site Credentialing 
The Medical Staff will accept Telemedicine credentialing information and documents from another accredited facility under 
a Distant Site Credentialing Agreement.  The Medical Staff will evaluate according to medical staff qualifications, with 
further acquisition of information per processes for completion of credentialing.  
 
3.7-3   Prerogatives   

Members  of  the  telemedicine  staff  may consult and refer patients but may not admit.  A telemedicine  staff member is 
required to pay medical staff Dues.  Except as may be designated by the Medical Executive Committee for the particular 
member of the telemedicine staff based upon a determination their services are required to meet an identified need, they 
are not  eligible to vote on Medical Staff matters, including but not limited to amendments to bylaws or  vote for officers 
and may not  hold  office  within  the Medical Staff organization,  or serve on any committees.   There is no right to a 
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hearing or further review to challenge the Medical Executive Committee’s determination that an exception is not 
necessary  to allow the member to vote, hold office or serve on a committee.  
 
3.7-4     Obligations   
Each member of the telemedicine staff shall abide with the Medical Staff Bylaws and Rules and Regulations and all 
other policies and procedures of the Medical Staff and the Hospital, as applicable to his/her activities in association 
with the hospital. Practitioners who wish to provide telemedicine services in rendering a diagnosis, providing 
interpretation of diagnostic exams, or  
otherwise providing clinical treatment to  a  patient  via  telemedicine,  shall  be  required  to  apply  for  and  be 
granted  clinical privileges for these  services.   Consideration of appropriate utilization of telemedicine equipment  by  
the  telemedicine  practitioner  shall  be  encompassed  in  granting  of clinical privileging decisions.   
   

3.8    HONORARY/RETIRED STAFF   
   3.8 -1  Qualifications   

  The honorary staff shall consist of physicians, dentists, podiatrists, and clinical psychologists   who  do  not  actively  practice  
at  the  hospital but  are  deemed deserving of membership by virtue of their outstanding reputation, noteworthy 
contributions to the health and medical sciences, or their previous long-standing service to the hospital, and who continue   
to  exemplify  high  standards   of professional and ethical conduct, or  are members who have retired from Active practice 
and, at the time of their retirement, were members in good standing of the Active medical staff and who continue to adhere 
to appropriate professional and ethical standards, as determined by the Medical Executive Committee.   

     
3.8-2     Prerogatives   
(a) Honorary staff  members  are  not  eligible  to  admit  patients  to the hospital or to exercise clinical privileges in the 

hospital, or to vote on any medical staff matter or hold office in this medical staff organization; 
(b)  Notwithstanding Section (a) above, may serve on committees  with or without vote at the discretion of the Medical 

Executive Committee;  
(c) They may attend staff and department meetings, including open committee meetings and educational programs; 
(d) Honorary Staff members are not eligible to vote but may serve on committees.   
 

3.9    TEMPORARY STAFF   
3.9-1  Qualifications   
The temporary staff shall consist of physicians, dentists, podiatrists, and clinical psychologists who do not practice at the 
hospital but are important resource individuals for medical staff quality assessment and improvement activities. Such 
persons shall be qualified to perform the functions for which they are made temporary members of the staff.   
   
3.9-2  Prerogatives   
(a) Temporary medical staff members shall be entitled to attend all meetings of committees to which they have been 

appointed for the limited purpose of carrying out quality assessment and improvement functions;  
(b) May not hold office in the medical staff organization or vote on medical staff matters; 
(c) May, however, serve on designated committees with or without vote at the discretion of the Medical Executive 

Committee. Finally, they may attend medical staff meetings outside of their committees, upon invitation.   
 

3.10 GRADUATE MEDICAL EDUCATION, (GME) RESIDENT STAFF 
 3.10-1  Qualifications   

(a) Imperial Valley Healthcare District participates in a graduate medical education (GME) program.  The organized 
medical staff has a defined process for the supervision of all trainees in this program carrying out patient care 
responsibilities by a licensed independent practitioner with appropriate clinical privileges.  

(b) GME Resident staff membership shall be held by post-doctoral trainees (residents and fellows) in training programs 
of teaching institutions who are not eligible for another staff category and who are either licensed or registered with 
the appropriate State of California licensing board.  All GME Resident staff members must obtain a license to practice 
medicine within the State of California when eligible.   

 
 3.10-2 Prerogatives / Limitations 
 (a) Appointment term shall be for one year, from date of initial appointment.   
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(b) Members of this category are not eligible to hold office within the medical staff, vote on bylaws amendments, vote 
for officers or vote on any other medical staff matters  but they may participate in committees of the medical staff 
in a non-voting capacity. 

    
 (c) All medical care provided by a GME Resident Staff member is under the supervision of members of the active,  
  courtesy, or consulting staff.   

 
(d) GME Residents must be supervised by teaching staff in such a way that the trainee assumes progressively increasing 

responsibility for patient care according to their level of training, ability, and experience.  
 
(e) Patient care shall be in accordance with the provision of a program approved by and in conformity with the 

Accreditation Council on Graduate Medical Education of the American Medical Association, the American 
Osteopathic Association, or the American Dental Association's Commission Dental Accreditation.   

 
3.10-3  Responsibility of the Supervising Physician  
 
(a) The supervising licensed independent physician represents resident staff in the development, review, and evaluation 

of resident staff patient care responsibilities at the training hospital including quality assessment and improvement, 
utilization review, risk management, and patient satisfaction.  

 
(b) There is a mechanism for effective communication between the committee(s) responsible for professional graduate 

education and the organized medical staff and the governing body.  The supervising licensed independent physician 
shall be advisory to the respective medical staff department and provide summarizing evaluations for each trainee.   
The chair or co-chairs of the respective medical staff department shall submit a report to the medical staff executive 
committee.  The medical executive committee will submit report to the hospital board.    

 
(c) The summary will include identification of mechanisms by which the supervisor(s) and graduate education program 

director make decisions about each participant’s progressive involvement and independence in specific patient care 
activities.  Also to be included:  safety and quality of patient care, treatment, and services provided by, and the 
related educational and supervisory needs of, the participants in professional graduate education programs at El 
Centro Regional Medical Center. 

   
(d) Communication to the organized medical staff and hospital board about the patient care, treatment, and services 

provided by, and the related educational and supervisory needs of, its participants in the professional graduate 
education programs is completed on a quarterly basis. 

 
(e) The organized medical staff delineates which participants in professional education programs may write patient care 

orders, the circumstances under which they may do so (without prohibiting licensed independent practitioners from 
writing orders), and what entries, if any, must be countersigned by a supervising licensed independent practitioner.   

 
(f) All procedures completed by program trainees must be completed under the direct or indirect oversight of a 

supervising licensed independent practitioner. 
 

3.11  LIMITATION OF PREROGATIVES  
The prerogatives set forth under each membership category are general in nature and may be subject to limitation  by special  
conditions  attached  to a particular  membership,  by other  sections of these bylaws and by the medical staff rules and regulations.   

   
 
3.12  GENERAL EXCEPTIONS TO PREROGATIVES 
 Regardless of the category of membership in the medical staff, limited license members shall only have the right to vote on matters 
within the scope of their licensure. In the event of a dispute over voting rights, that issue shall be determined by the chair or co-chairs 
of the meeting, subject to final decision by the Medical Executive Committee; and shall exercise clinical privileges only within the scope 
of their licensure and as set forth in Section 5.4.   
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3.13  MODIFICATION OF MEMBERSHIP  
On its own, upon recommendation of the department, or pursuant t o a request by a member under Section 4.6, the Medical Executive 
Committee may recommend a change in the medical staff category of a member consistent with the requirements of the bylaws.   
 
 
ARTICLE IV MEMBERSHIP AND MEMBERSHIP RENEWAL   

   
4.1    GENERAL    
Except as otherwise specified herein, no person (including persons engaged by the hospital in administratively responsible positions)  shall exercise 
clinical privileges in the hospital or via telemedicine link unless and until that person applies for and obtains membership on the medical staff and 
is granted privileges as set forth in these bylaws, or, with respect to allied health practitioners, has been granted  a  service  authorization  or  
privileges  under  applicable  medical  staff  policies.  By applying to the medical staff for initial membership or renewal of membership (or, in the 
case of members of the honorary/retired staff, by accepting membership in that category), the applicant acknowledges  responsibility to first review 
these bylaws and medical staff rules, regulations and policies, and agrees that throughout any period of membership  that person will comply with  
the  responsibilities   of  medical  staff  membership   and  with  the  bylaws,  rules  and regulations and policies of the medical staff as they exist and 
as they may be modified from time to time. Membership on the medical staff shall confer on the member only such clinical privileges as have been 
granted in accordance with these bylaws.   
   
4.2    BURDEN OF PRODUCING INFORMATION     
In connection  with   all   applications    for   initial   membership,    membership    renewal, advancement, or transfer, the applicant shall have the 
burden of producing information for an adequate evaluation of the applicant's qualifications and suitability for the clinical privileges and staff 
category requested, of resolving any reasonable doubts about these matters, and of satisfying requests for information.  To the extent consistent 
with law, this burden may include submission to a medical or psychological examination, at the applicant's expense, if deemed appropriate, by 
the Medical Executive Committee, which shall select three practitioners from which the candidate may select the examining practitioner.    
   
The applicant will be notified about any information that has not been received or that remains unverified.  If the applicant   fails to  provide the  
information  requested within  30  days of the request, the  application  shall  be  filed as  incomplete  and automatically  withdrawn   from 
consideration.   
   
4.3    AUTHORITY TO GRANT, DENY AND REVOKE MEMBERSHIP   
   
Approvals, denials and revocations of medical staff membership  and/or privileges  shall be made as set forth in these bylaws, but only after 
there has been a recommendation  from the medical staff, or as set forth in Section 6.3-6.   
   
4.4   DURATION OF MEMBERSHIP AND MEMBERSHIP RENEWAL   
Except as otherwise provided in these bylaws, initial membership on the medical staff shall be for a maximum period of two years.   
Approved membership renewals shall be for a period of up to two years.   
   
 4.5   APPLICATION FOR INITIAL MEMBERSHIP AND RENEWAL OF MEMBERSHIP   
   
 4.5-1    Application Form   
   An application form and credentialing process shall be approved by the Medical Executive Committee. In addition, the Medical Executive 
Committee may approve a pre-application form and policy that includes objective non-discretionary criteria to qualify to receive an application; any 
such failure to meet criteria in the pre-application policy  to receive an application not to be grounds for a hearing as not based upon an individualized 
assessment of the provider’s care or conduct. The application form shall require  detailed information which shall include, but not be limited 
to, information concerning:   
     

(a) the applicant's  qualifications, including, but not limited to, professional training and experience, current licensure, 
current DEA registration, certification of CPR training, and continuing medical education information related to the 
clinical privileges to be exercised by the applicant, this information will be verified by primary source verification;   

   
(b) peer references from the same or similar specialty familiar with the applicant and who can attest to (includes but not 

limited to), the applicant's current medical, clinical knowledge, technical and clinical skills, clinical judgement, 
interpersonal skills communication skill,  professionalism, these peer references will be verified by primary source 
verification;   

   
(c) requests for membership categories, departments, and clinical privileges;   
   
(d) past or pending challenges to any licensure or registration, i.e.,  professional disciplinary action, voluntary or involuntary 

denial, revocation, suspension, reduction, loss,  relinquishment of medical staff membership or privileges  or  any  
licensure  or  registration,  and  related  matters, this information will be verified by primary source verification;     
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(e) current  physical  and mental health status as it may relate to the applicant’s ability to perform obligations or requested 
privileges, or as otherwise permitted by law.;   

   
(f) evidence of any unusual pattern or an excessive number of professional liability actions resulting in a final judgment 

against the applicant, any final judgments  or settlements  made against  the applicant  in professional  liability cases,   
and any filed and served cases pending, this information will be verified by primary source verification;    

   
(g) professional liability coverage,  this information will be verified by primary source verification;    

   
(h) any past, pending or current exclusion or suspension from a state or a federal health care program,   and/or any  

investigation or  disciplinary action  by any  governmental agency relating  to the applicant’s professional license or 
practice; this information will be verified by primary source verification.   

  
(i) relevant practitioner-specific data as compared to aggregate data, when available;   

   
(j) Morbidity and mortality data, when available      

 
(k) Each application for initial membership on the medical staff shall be in writing, submitted on the prescribed form with 

all provisions completed (or accompanied by an explanation of why answers are unavailable), and signed by the 
applicant.   The explanation shall require approval of the department and the Medical Executive Committee. When an 
applicant requests an application form, that person shall be given a copy of (which may be via electronic access) these 
bylaws, the medical staff and department rules and regulations, and, copies  or  summaries  of  any  other applicable 
medical staff policies relating to clinical practice in the hospital.   

   
(l) Each initial applicant  or applicant  for reappointment must provide the name  of  a covering  physician, dentist  

podiatrist, psychiatrist or  group  with  the same   licensure    as   the   applicant    and   with   training    in   the   same   
specialty    or subspecialty with the same or similar  training  who must be a member  of the medical staff at the 
campus for which they are applying for privileges.  Written confirmation from the covering physician confirming that 
he/she agrees to be the covering physician will be obtained in the credentialing process.  Any member who is unable 
to obtain coverage may request an audience with the Medical Executive Committee to discuss and explain need for 
waiver.     

 
The Medical Executive Committee may at its sole discretion waive this requirement in special circumstances for the 
good of the community. e.g. the applicant  is the sole practitioner in his/her specialty or subspecialty or to allow for 
the expansion of services  at IVHD  to include  a new service for the hospital  or community.  The following exceptional 
conditions shall be considered: 
 
 
1) New sub-specialist joining the medical staff:   

a. Same specialty not currently on staff  
b. None (0) or one (1) of same specialty available 
c. requirement temporarily waived    

2) Surgeon may perform Outpatient Surgical procedures only, 
3) To schedule inpatient procedures, there must be an alternate, or Surgeon agrees to stay in town until patient 

is discharged  
4) New surgeon without backup will be proctored on outpatient cases performed 
 

(m) Each applicant   shall   have  a  valid  email   address   at  which  to  receive   electronic communications or alternate 
reliable way of communication.   

 
(n)  Each applicant is responsible for the accuracy and completeness of their applications for appointment and 

reappointment. Failure to disclose information requested on the application or requested by the Medical Staff on an 
application as part of the initial appointment or reappointment process application or providing false or misleading 
information may result in a decision that the application does not qualify for credentialing consideration or discipline, 
including but not limited to denial, suspension or termination of membership and/or privileges.  

  
4.5-2    Effect of Application   
In addition to the matters set forth in Section  4.1, by applying for membership on the medical staff each applicant:   
(a) signifies  willingness to appear for interviews in regard to the application;   
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(b) authorizes consultation with others  who have been associated  with the applicant  and who may have information bearing  on 
the applicant's competence, qualifications and performance, and  authorizes such  individuals and  organizations to candidly  
provide  all such information;   

   
(c) consents   to  inspection   of  all  records  and  documents that  may  be  material   to  an evaluation of  the  applicant's  

qualifications and  ability  to  carry  out  clinical  privileges requested,  and authorizes all individuals and organizations in custody 
of such records and documents to permit such inspection  and copying;   

   
(d) releases  from any liability,  to the fullest  extent  provided  by law, all persons  for their acts performed  in connection with 

investigating and evaluating the applicant;   
   
(e) releases from any liability, to the fullest extent provided by law, all individuals and organizations who provide information 

regarding the applicant,  including  otherwise confidential information;   
   
(f) consents  to the disclosure  to other  hospitals, medical  associations, licensing  boards, and  to  other  similar  organizations as  

required   by  law,  any  information regarding the applicant's professional or ethical  standing  that  the  hospital  or medical  
staff  may  have, and releases the medical  staff and hospital  from liability  for so doing to the fullest extent permitted by law;   

   
(g) if a requirement then  exists  for medical  staff  dues,  acknowledges responsibility for timely payment    of dues and assessments;     
 
(h) agrees to provide for continuous quality care for patients;   
   
(i) pledges   to   maintain   an   ethical   practice,   including  refraining   from   illegal   and unethical  inducements  for  patient   

referral,   providing  for  the  continuous  care  of  the applicant's patients,  seeking  consultation whenever necessary,  refraining  
from  failing  to disclose  to patients  when  another   surgeon  will be performing the procedures or services,  and refraining 
from delegating patient responsibility to nonqualified or inadequately supervised practitioners or allied health  practitioners; 
and   

   
(j) pledges to be bound by the medical  staff bylaws,  rules and regulations, and policies    approved  in accordance with the 

processes in these bylaws.  
   
(k) agrees that if membership and privileges are granted,  and for the duration  of medical staff  membership, the  member  has  an  

ongoing   and  continuous duty  to  report  in writing to  the Medical Staff Office within 14 days any and all information that 
would otherwise correct, change, modify or add to any information provided  in the application or most recent reapplication  
when   such  correction,  change,   modification  or  addition   may   reflect adversely  on current  qualifications for membership 
or privileges.   

  
(l) Agrees to participate in the mandatory Medical Staff Onboarding Orientation process.  Upon approval, the practitioner will be 

notified and scheduled for Onboarding Orientation.  At this time the practitioner will participate in the following:  (1) Tour of the 
hospital and, or Outpatient clinic, focusing on the area of practice, with introductions to key persons in those areas, as possible;  
(2) 30-minute department specific education with the following departments: Medical Staff Services, Health Information, Clinical 
Documentation & Inquiry, Case Management, Clinical Educators for EMR training.   During this process, the practitioners ID 
Badge will be obtained from HR, as well as the physician parking pass, and completion of the Positive Identification process will 
be confirmed.   This process must be completed prior to the start of seeing patients at IVHD.   

  
(m) Agrees and authorizes by consent, to a background investigation which includes records related to any criminal convictions 

felony, misdemeanor, department of motor vehicles, , military, education, licensing authorities, state and federal sanctioning 
authorities.   This background investigation will be obtained on initial appointment, and at triggers (unusual adverse 
information), thereafter.  

  
 
4.5-3    Verification of Information   
The applicant shall deliver a completely filled-in, signed, and dated application and supporting documents to the medical staff office and 
an advance payment of medical staff dues and/or application processing fees paid to the medical staff, as required.  
 
The medical staff office personnel, following the approved credentialing process, shall expeditiously seek to collect and/or verify the 
references, licensure status, and all other evidence submitted in support of the application. Upon approval of the Medical Executive 
Committee, portions of the verification process may be delegated to a credentials verification office.   
 
The Medical Staff Office serving  as the   authorized representative  shall query  the National  Practitioner  Data  Bank  regarding  the 
applicant  or member.  This information  shall be included in the  applicant's or  member's credentials  file.   
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The applicant shall  be  notified  of  any  problems  in  obtaining  the  information required and any additional requested information,   and  
it  shall  be  the  applicant's  obligation   to  obtain all reasonably   requested information.  Failure to provide any requested information 
within thirty (30) days of a request shall be deemed a voluntary withdrawal of the application.  
   
An application is considered complete when all the information requested has been received and verified.  An incomplete application will 

not be processed. When an application is deemed complete it will be forwarded to the department chair or department co-
chairs, as applicable, and credentials committee for review. 

 
4.5-4   Department Action  
After receipt of the application, the Department Chair or co-chairs, as applicable, to which the applicant has applied for privileges, shall 
review the application and supporting documentation, and may conduct a personal interview with the applicant at their discretion. The 
Department Chair or co-chairs, as applicable, shall evaluate all matters deemed relevant to a recommendation, including information 
concerning the applicant's provision of services within the scope of privileges granted, and shall transmit to the Credentials Committee a 
written report and recommendation as to appointment and, if appointment is recommended, as to membership category, department 
affiliation, clinical privileges to be granted, and any special conditions to be attached. The Department Chair or co-chairs, as applicable, may 
determine that further information and/or documents are required for the application to be deemed complete and return the incomplete 
application to the Medical Staff Office for collection of information and documents or may recommend that the Medical Executive 
Committee defer action on the application. 
 
4.5-5 Credentials Committee  
The Credentials Committee shall review the application, evaluate and verify the supporting documentation, the Department Chair's or co-
chairs’  report and recommendations, and other relevant information. The Credentials Committee may elect to interview the applicant and 
seek additional information. As soon as practicable, the Credentials Committee shall transmit to the Medical Executive Committee, a written 
report and its recommendations as to appointment and, if appointment is recommended, as to membership category, department 
affiliation, clinical privileges to be granted, and any special conditions to be attached to the appointment. The Credentials Committee may 
determine additional information or documents are required and return the application as incomplete to the Medical Staff Service 
Department. At any time, the Credentials Committee may request that the Medical Executive Committee defer action on the application. 
 

  
4.5-6   Medical Executive Committee Action     
At its next regular  meeting  after  receipt  of  the  chair’s or co-chairs, as applicable, report and recommendation, or as soon thereafter 
as is practicable, the Medical Executive Committee shall consider the report and any other relevant information. The Medical Executive 
Committee may request additional information, return the matter to the department for further investigation, and/or elect to interview 
the applicant.    

   
4.5-7       Effect of Medical Executive Committee Action     
(a) Favorable Recommendation: When the recommendation of the Medical Executive Committee is favorable to the applicant, it shall 

be immediately forwarded, together with supporting documentation, to the Board of Trustees or, in cases eligible for expedited 
processing, applicable committee duly appointed by the Board to handle expedited review and recommendation.     

(b) Adverse   Recommendation:    When   a   final   recommendation   of   the   Medical Executive  Committee  is  adverse  to  the  
applicant,  the  Board  of  Trustees  and  the applicant  shall be promptly informed by written  notice within 7 days.  The applicant 
shall then be entitled to procedural rights as provided in Article VII.   

 
4.5-8     Action on the Application   
At  the  next  regularly  scheduled  meeting,  the  Board  of  Trustees  may accept the recommendation of the Medical Executive Committee 
or may refer the matter back to the Medical Executive Committee for further consideration, stating the purpose for such referral and 
setting a reasonable time limit for making a subsequent recommendation. The following procedures shall apply with respect to action on 
the application:   
   
If the Medical Executive Committee issues a favorable recommendation, the Board of Trustees shall affirm the recommendation of the 
Medical   Executive   Committee   if   the   Medical   Executive   Committee's decision is supported by substantial evidence.   
(a) If the Board of Trustees concurs in that recommendation, the decision of the Board of Trustees shall be deemed final action.   
   
(b) The Board of Trustees may request additional information and return the application to the Medical Executive Committee.   
   
(c) If the tentative final action of the Board of Trustees is unfavorable, the administrator shall give the applicant written notice of 

the tentative adverse recommendation  and the  applicant  shall be entitled to the procedural rights set forth in Article VII. If 
procedural rights are waived by the applicant, the decision of the Board of Trustees shall be deemed final action.   

   
(d) In cases eligible for expedited processing,  favorable recommendation from the Medical Executive Committee will be forwarded 

to Board of Trustees for ratification by the Board  at its next regularly scheduled meeting. The ratification by the board shall be 
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deemed final. If the decision is adverse to the applicant, or the Board of Trustees fails to ratify the committee's decision, the 
matter shall be referred back to the Medical Executive Committee for evaluation.   

   

(e) In the event the recommendation of the Medical  Executive  Committee,  or any significant part of it, is unfavorable to the 
applicant the procedural rights set forth in Article VII shall apply.   

   
(f) If procedural rights are waived by the applicant, the recommendations  of the Medical Executive  Committee  shall  be forwarded  

to the Board of Trustees for  final  action,  which  shall  affirm  the  recommendation   of  the  Medical Executive Committee if 
the Medical Executive Committee's decision is supported   by  substantial   evidence.     The  board  may  request  additional 
supporting   documentation   from  the   Medical   Executive   Committee   and thereby delay a decision.   

   
(g) If the applicant requests a hearing following the adverse Medical Executive Committee   
 recommendation   pursuant  to  Section  4.5-7(b)  or  an  adverse Board of Trustees tentative final action pursuant to 4.5-7 (a) 

(3), the Board of Trustees shall take final action only after the applicant has exhausted all procedural  rights  as  established  by  
Article  VII.  After exhaustion  of  the procedures set forth in Article VII, the board shall make a final decision and may affirm, 
modify or reverse the decision, giving great weight to the decision of the  judicial review committee  but exercising its 
independent judgment in determining whether a practitioner was afforded a fair hearing as required by these Bylaws.  

 
 
(h) Applicants are ineligible for expedited processing if, at the time membership may be granted, any of the following has occurred:  

o The applicant submits an incomplete application, 
o The medical staff executive committee makes a final recommendation  that is adverse or has limitations, 
o The applicant is under sanction by a third-party payer, i.e., Medicare, Medi-Cal, etc.,  
 
The following situations shall result in ineligibility for the expedited process:   
o Current challenge or a previously successful challenge to licensure or registration, 
o Applicant has received an involuntary termination of medical staff membership at another organization,   
o The applicant has received involuntary limitation, reduction, denial, or loss of clinical privileges, 
o Determined there has been either a pattern, of, or an excessive number of professional liability actions resulting in final 

judgements against the applicant,     
o The application contains unexplained gaps in time, 
o The applicant has been named as a defendant in a criminal action and/or has been convicted of a crime.  
  

(1) The applicant has received involuntary limitation, reduction, denial, or loss of clinical privileges.    
 

4.5-9       Notice of Final Decision   
The decision to grant, deny, revise, or revoke privilege(s) is disseminated and made available to appropriate internal and external persons 
or entities, as defined and approved by the medical staff, hospital and applicable law.   Notice of the final decision shall be given to the  
Chief of Staff, the Medical Executive Committee, the chair and the co-chairs each department concerned, the applicant, and the Chief 
Executive Officer.  The decision and notice to grant or renew membership shall include, if applicable: (1) the staff category to which the 
applicant becomes a member; (2) the department to which that person is assigned; (3) the clinical privileges granted; and (4) any special 
conditions attached to the membership.   Notice of Privileges granted is also be distributed to all hospital departments involved via 
hospital intranet addressing current medical staff roster and privilege delineations.   
  
4.5-10      Reapplication After Adverse Membership Decision   
An applicant  who  has  received  a final  adverse  decision  regarding  membership  shall  not  be eligible to reapply to the medical staff 
for a period of two (2) years.   Any such reapplication shall be processed as an initial application, and the applicant shall submit such 
additional information as may be required to demonstrate that the basis for the earlier adverse action no longer exists.  A "final adverse" 
decision refers to a final decision under these bylaws  and the conclusion of judicial appeals.   
   
 
4.5-11    Timely Processing of Applications     
Applications for staff membership shall be considered in a timely manner by all persons and committees required by these bylaws to act 
thereon.  The following will provide a guideline for routine processing of applications:   
(a) Evaluation and review of all supporting documents will be conducted by the medical staff office personnel no later than 45 days 

from receipt of application.  Applicant will be notified of any/all missing items and requested to submit.  Application is considered 
incomplete pending receipt of all missing items; 

 
(b) Verification process of application will commence upon determination that all necessary documentation has been received and 

application is complete.  Verification on a complete application will commence no later than 7-days after receipt;   
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(c) Review and recommendation by the appropriate department chair(s) and co-chairs’,  as applicable, and the credentials 
committee  within 45 days of receipt of all required primary source verifications.  The department chair(s) or co-chairs,, at their 
discretion, may request the input of another member of the department or may request an interview of the applicant at the 
next available department meeting;   

   
(d) Review and recommendation by the Medical Executive Committee and Board of Trustees at their next regularly scheduled 

meetings; and;   
   
(e) Final action: 180 days after receipt of all necessary documentation by the Medical Staff Office, or 7 days after conclusion of 

hearings.   
   
Applications that remain incomplete 90 days after initial receipt by the medical staff office and written notice to the applicant, shall be 
considered withdrawn and no further processing will be performed.    

 
4.6    MEMBERSHIP REAPPOINTMENT AND REQUESTS FOR MODIFICATIONS OF STAFF STATUS OR PRIVILEGES   

   
4.6-1     Reappointment Application      
At least one hundred twenty (120) days prior to the expiration date of the current staff appointment (except for temporary membership), 
a reapplication form approved by the Medical Executive Committee shall be provided to the medical staff member or allied health 
member.  If an application for renewal of membership is not received within (30) days after the application has been mailed, written 
notice shall be promptly sent to the applicant advising that the application has not been received by the Medical Staff Office.  At least 
ninety (90) days prior to the expiration date, each medical staff or allied health member shall submit to the Medical Staff Office the 
completed application form for renewal of membership and/or renewal or modification of clinical privileges.  The reapplication form shall 
include all information necessary to update and evaluate the qualifications of the applicant including, but not limited to, the matters set 
forth in Section 4.5-1, as well as other relevant matters. Upon receipt of the application, the information shall be processed as set forth 
commencing at Section 4.5-3.   
   
A medical staff or allied health member who seeks a change in medical staff status or modification of clinical privileges  may submit 
such a request at any time upon a form approved by the Medical Executive Committee, except that such  application may not be filed 
within one year of the time a similar request has been denied, unless evidence is presented  of additional education, training, credentials, 
etc.   
   
4.6-2     Effect of Application     
The effect of an application for renewal of membership or modification of staff status or privileges is the same as that set forth in Section 
4.5-2.   
   
4.6-3     Standards and Procedure for Review   
When a staff member submits the first application for renewal of membership, and no more than every two years thereafter,  or when 
the member submits an application for modification of  staff  status  or  clinical  privileges,  the  member  shall  be  subject  to  an  in-
depth  review generally following the procedures set forth in Sections 4.5-3 through 4.5-11.   
  
 
4.6-4     Failure to File Application for Renewal of Membership     
Failure without good cause to file a completed application for reappointment shall result in automatic resignation  of  Medical Staff 
membership and clinical privileges at the end of the current appointment period. In the event membership terminates for the reasons 
set forth herein, the procedures set forth in Article VII shall not apply.   
   
A reappointment application received past the due date or following such automatic resignation shall be processed in the manner 
specified for applications for initial appointment,   except   that   the member    shall    not    be    required    to undergo initial proctoring 
requirements for clinical privileges that were previously granted by the medical staff.   
   
 

4.7    LEAVE OF ABSENCE   
 

4.7-1    Leave Status    
At the discretion of the Medical Executive Committee, a medical staff member may obtain a voluntary  leave  of  absence  from  the staff  
upon  submitting  a written  request  to  the  Medical Executive  Committee  stating the approximate  period of leave desired,  which may 
not exceed one (1) year. During the period of the leave, the member shall not exercise clinical privileges at the hospital, and membership 
rights and responsibilities shall be inactive, but the obligation to pay dues, if any, shall continue, unless waived by the medical staff.  The 
reason for the leave of absence shall be included in the request.   
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4.7-2     Termination of Leave     
At least 30 days prior to the termination of the leave of absence, or at any earlier time, the   medical staff member may request 
reinstatement of privileges by submitting a written notice to that effect to the Medical Executive Committee. The staff member shall 
submit a summary of relevant  activities  during  the  leave,  if  the  Medical Executive Committee  so  requests.  The member's department 
chair or co-chairs, as applicable,  shall make a recommendation  to the Medical Executive Committee  concerning the reinstatement  of  
the  member's privileges  and  prerogatives,  and  the  procedure  provided  in Sections 4.1 through 4.5-1 0 shall be followed.   
   
4.7-3    Failure to Request Reinstatement    
Failure, without good cause, to request reinstatement shall be deemed a voluntary resignation from the medical staff and shall result in 
automatic resignation of membership, privileges, and prerogatives. A request for medical staff membership subsequently received from 
a member so terminated shall be submitted and processed in the manner specified for applications for initial membership.   
   
4.7-4     Medical Leave of Absence     
The Medical Executive Committee shall determine the circumstances under which a particular medical staff member shall be granted a 
leave of absence for the purpose of obtaining treatment for a medical condition or disability.  In the discretion of the Medical Executive 
Committee, unless accompanied by a reportable restriction of privileges, the leave shall be deemed a medical leave which is not granted 
for a medical disciplinary cause or reason.   Reactivation  may  be  granted  subject  to  monitoring  and/or  proctoring   as  recommended   
by  the  department  and determined by the Medical Executive Committee, which shall not be deemed disciplinary action.  
    
4.7-5    Military Leave of Absence     
Requests for leave of absence to fulfill military service obligations shall be granted upon notice and review by the Medical Executive 
Committee.   Reactivation  of membership and  clinical  privileges  previously  held  shall  be  granted,  notwithstanding  the  provisions  of 
Sections 4.7-2 and 4.7-3, but may be granted subject to monitoring and/or proctoring as recommended by the department and 
determined by the Medical Executive Committee which shall not be deemed ,disciplinary action.   

  

ARTICLE V    CLINICAL PRIVILEGES   
   

5.1      EXERCISE OF PRIVILEGES    
Except as otherwise provided in these bylaws, a member providing clinical services at this hospital shall be entitled to exercise only those clinical 
privileges specifically granted. Said privileges and services must  be  hospital  specific,  within the  scope  of  any  license,  certificate or  other  legal 
credential authorizing practice in this state and consistent with any restrictions thereon, and shall be subject to the rules and regulations of the 
clinical department and the authority of the department chair or co-chairs, as applicable, and the medical staff.    Medical staff privileges may  be  
granted, continued, modified or terminated  by the governing body of this hospital only upon recommendation of the medical staff, and approval 
of the board of trustees in accordance with  the provisions of the medical staff bylaws.   

   
5.2    DELINEATION OF PRIVILEGES IN GENERAL   

   
5.2-1    Requests     
Each  application for  initial  membership or  renewal  of  membership to  the  medical  staff  must contain  a request for the specific  clinical  
privileges desired  or no longer desired  by the applicant. A request  by a member  for a modification of clinical  privileges may  be made  
at any time,  but such  requests  must  be supported  by documentation of training  and/or  experience supportive of the request.   
   
5.2-2    Basis for Privileges Determination   
(a) Requests  for clinical  privileges shall  be evaluated on the basis of the member's education, training,  experience, current  

demonstrated professional competence and judgment,  clinical  performance, current  health  status,  and the documented 
results  of  patient  care  and  other  professional  practice  review  and  monitoring which the department and Medical  Executive 
Committee deems appropriate. Privilege  determinations may also be based on pertinent  information concerning clinical  
performance obtained  from  other  sources,  especially other  institutions and health care settings  where a member  exercises  
clinical  privileges.   

   
(b) No  specific   privilege   may  be  granted  to  a  member   if  the  task,  procedure or activity  constituting the privilege  is not 

available within  the hospital  despite the member's qualifications or ability to perform  the requested  privilege.   
    
(c) The burden of providing sufficient information to evaluate a request and to demonstrate qualifications rests with the applicant.  

The provisions of Article IV apply to requests for privileges.   
 
5.2-3    Criteria for "Cross-Specialty" Privileges within the Hospital     
Any request  for clinical  privileges  that are either  new to the Hospital  or that overlap  more than one department shall  initially  be 
reviewed  by the appropriate departments, in order to establish the  need  for,  and  appropriateness of,  the  new  procedure or  services. 
The  Medical   Executive Committee shall  facilitate  the establishment of hospital-wide credentialing criteria  for  new  or trans-specialty  
procedures, with  the  input  of  all  appropriate departments, with  a  mechanism designed  to ensure  that quality  patient  care is 
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provided  for by all individuals with such clinical privileges.  In  establishing  the  criteria   for  such   clinical   privileges,  the  Medical   
Executive Committee  may   establish  an   ad-hoc   committee  with   representation  from   all  appropriate Departments.      
   

5.3    PROCTORING / FOCUSED PROFESSIONAL PERFORMANCE EVALUATION PROCTORING   
   
5.3-1     General Provisions     

Except as otherwise determined by the  Medical  Executive Committee, all initial  members  to the medical  staff and all members  granted  new 
clinical  privileges shall  be subject to a period  of initial FPPE proctoring.  During this period,    determination as to  suitability to continue  to exercise  
the clinical  privileges granted  in that department shall be determined.  Each   new member   or  recipient   of  new   clinical   privileges  shall   be  
assigned   to  a department   where  performance  on  an  appropriate  number   of  cases,  as  established  by  the respective  department, approved 
by the Medical   Executive  Committee, shall be conducted by the department chair or co-chairs, as applicable, or designee.   During  the  period  of 
proctoring the  respective department may accept reciprocal proctoring  performed   at  another  facility   where  the  member   has  medical   staff  
privileges, as follows:   (1) one proctored case must include care performed at one of the facilities that is part of the Hospital and the remainder of 
the required number of observed cases may be submitted by reciprocal proctoring from another accredited hospital, (must be CMS approved 
accrediting body, i.e., TJC, DNV, HFAP, URAC),  (2) except for the one case that must be performed at one of the facilities that is part of the Hospital 
for which a proctoring report is required, a proctoring summary will be accepted indicating the types, number, and outcomes of cases proctored,  
and,  (3) the cases proctored should reflect the privileges  granted at IVHD.  Additional proctoring may be required, in accordance with respective 
department rules and regulations.  

   
The member shall remain subject to initial FPPE proctoring until the Medical Executive Committee has been furnished with:   

(a) a report signed  by the chair  of the  co-chairs, as applicable, department(s) to which  the member  is assigned describing   the  
types  and  numbers   of  cases   observed   and  the  evaluation   of  the applicant's performance, a statement that  the  applicant  
appears  to  meet  all  of  the qualifications for unsupervised practice  in that department, has discharged  all of the responsibilities 
of staff membership, and has not exceeded  or abused the prerogatives of the category  to which  membership was granted;    

   
(b) Proctoring may be required at the discretion of the department  or Medical  Executive Committee  at any  time  during  the  

provisional  period, and  under those other circumstances outlined  in Section 6.2-2,  FPPE of Initial Privileges, in these Medical 
Staff Bylaws, and includes but not limited to:  
1)   as  a  condition   of  privilege  renewal   for  privileges  performed   so infrequently that  assessment  of current  

competence  is not feasible;  and   
2)  whenever the   department   or  the  Medical   Executive   Committee  determines   that   additional information  is  

needed   to  assess  a  practitioner's  current   competency.   
Proctoring in these circumstances in which there is inadequate information to evaluate competence shall not be deemed 

discipline and not grounds for the procedures in Article VII.  
   
 
5.3-2    Failure to Complete Proctoring     
If a new member fails within the time of provisional membership to furnish the certification required, or if a member exercising new 
clinical privileges fails to furnish such certification within   the   time   allowed   by   the   department, those   specific   clinical   privileges   
shall automatically be resigned and the member shall not be afforded the procedural rights provided in Article VII.    
   
(a) Failure to Complete Necessary Volume:  Any  initial  appointee  or member  exercising new  clinical  privileges  who  fails  to  

satisfactorily complete  the  required  number  of  proctored  cases within  the  time  frame  established  in  the  bylaws  and  
the  rules  and  regulations  shall  be deemed to have voluntarily  withdrawn  his or her request for membership  or the 
relevant privileges, and  he  or she shall  not  be afforded  the  procedural  rights  provided in Article  VII.  However, the 
department has discretion to extend the time for completion of proctoring in appropriate cases.   The inability to obtain 
such an extension shall not give rise to procedural rights described in Article VII.   

   
(b) Failure to Satisfactorily Complete Proctoring. If a practitioner completes the necessary volume of proctored cases but fails 

to perform satisfactorily during the proctoring period, the Medical Executive Committee, based on the recommendation of 
the department Chair or co-chairs, as applicable, may extend or recommend that the relevant privileges be revoked and the 
member shall be afforded the procedural rights as provided in Article VII.   

   
(c) The failure to complete proctoring for any specific privilege shall not, by itself, preclude advancement from provisional staff.  If 

advancement is approved by the Medical Executive Committee  before completion of proctoring, the proctoring will continue 
for the specified privileges.   The specific privileges may  be  voluntarily  relinquished  or  terminated  if proctoring is  not 
completed  within  a  reasonable  time  after  any  such  advancement.   Such voluntary relinquishment or termination of the 
privilege(s) does not entitle the member to procedural rights as described in Article VII.   

   
5.3-3   Medical Staff Advancement       
The failure to successfully complete proctoring for any specific clinical privileges shall not, of itself, preclude advancement in medical 
staff category of any member. If such advancement is granted absent such certification, continued proctorship on the uncertified 
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procedure shall continue for the specified time period at the determination of the department, and as approved by the Medical 
Executive Committee.   

    
5.4    CONDITIONS FOR PRIVILEGES OF LIMITED LICENSE PRACTITIONERS   

   
5.4-1   Admissions     
When dentists and any oral surgeons, podiatrists, clinical psychologists, who do not hold history and  physical  privileges  who  are  
members  of  the  medical  staff  admit  patients,  a  physician member of the medical staff with history and physical privileges must 
document and conduct or directly supervise the admitting history and physical examination (except the portion related to dentistry, 
podiatry or clinical psychology, and assume responsibility for the care of the patient's medical problems present at the time of admission 
or which may arise during hospitalization which are outside of the limited license practitioner's lawful scope of practice.   
   
5.4-2    Surgery     
Surgical procedures performed by dentists and podiatrists shall be under the overall supervision of the co-chairs of the department of 
surgery or the their  designee.   
   
5.4-3   Medical Appraisal     
All patients admitted for care in a hospital by a dentist, oral maxillofacial surgeon, podiatrist, or clinical psychologist shall receive the same 
basic medical appraisal as patients admitted to other services, and the dentists or oral maxillofacial surgeons, podiatrists, clinical 
psychologists shall seek consultation with a physician member to determine the patient's medical status and need for medical evaluation 
whenever the patient's clinical status indicates the presence of a medical problem. Where a dispute exists regarding proposed treatment 
between a physician member and a limited license practitioner based upon medical or surgical factors outside of the scope of licensure 
of the limited license practitioner, the treatment will be suspended insofar as possible while the dispute is resolved by the appropriate 
department(s).   
   
 

5.5   SECTION OMITTED 
 
5.6    TEMPORARY CLINICAL PRIVILEGES     
Temporary privileges may be considered under two circumstances:   (1) To fulfil an important patient care treatment, and service need;   
(2) When an applicant for new privileges with a complete application that raises no concerns is awaiting review and approval by the medical staff 
executive committee and the board of trustees (this includes the initial applicant, as well as the current member or AHP who is requesting one or 
more additional privileges).    There is no right to temporary privileges and a granting of temporary privileges is not binding or conclusive with 
respect to an applicant’s pending request for appointment or privileges.  Temporary privileges for applicants may be granted for no more than 120 
days.   
   
 5.6-1   Patient Care Needs   

(a) Important Patient Care Need   
  Temporary  clinical  privileges  may  be  granted  where  good  cause  exists  to  allow  a physician, dentist, podiatrist,  clinical 

psychologist or AHP to provide patient care treatment, service, and continuity of care, provided that the procedure described in 
this section, Section 5.6-4, has been completed.   

   
(b) Locum Tenens   
  Temporary clinical privileges may be granted to a person serving as a locum tenens in order to fulfill an important patient care 

need to provide continuity of care, provided that the procedure described in Article IV has been completed. Such privileges may 
attend only patients of the member for whom that person is providing locum tenens coverage, for a period not to exceed 90 days 
in a twelve-month period.  The Medical Executive Committee may recommend a longer period for good cause, not to exceed 120 
days.    

   
5.6-2     Pending Application for Medical Staff Membership and Privileges     
Temporary clinical  privileges may  be granted  to an applicant for new privileges while awaiting review and approval by the Medical 
Executive Committee provided that the procedure described  in Section  5.6-4(a)(2) has been  completed, and that 
  the applicant  has no current   or   previously  successful  challenge   to  professional  licensure   or   registration,  no involuntary  
termination  of  medical   staff   membership  at  any  other   organization,  and   no involuntary limitation, reduction, denial or loss of 
clinical privileges .  Such privileges shall not exceed a period of 120 days.   
   
5.6-3   Temporary Membership and Temporary Privileges Not Co-Extensive     
Temporary members of the medical staff pursuant to Section 5.6 are not, by virtue of such membership, granted temporary clinical 
privileges.   
   
5.6-4    Application and Review   
(a)  Pendency of Application. Upon  receipt  of  a  completed  Initial Application or request for additional privileges from  a physician,  

dentist,  podiatrist,   clinical  psychologist or AHP authorized  to practice  in California and a recommendation from the Credentials 



 

 25   

   

Committee and Department Chair or co-chairs, as applicable, for approving the application,  the  chief  executive  officer  on  the  
recommendation  of  either  the  applicable clinical department chairpersons, or the Chief of Staff or designee may grant 
temporary privileges    to  a  member  upon verification of the following consistent  with these Medical Staff Bylaw, 2.2:     

(1) current licensure 
(2) relevant training or experience  
(3) ability to perform the privileges requested 
(4) other criteria required by the medical staff bylaws. 
Query and evaluation of the National Practitioner Data Bank Report 
(5) a complete application 
(6) no current or previously successful challenge to licensure or registration 
(7) not subject to involuntary termination of medical staff membership at another organization 
(8) not subject to involuntary limitation, reduction, denial or loss of clinical privileges 
   
(b)Locum Tenens and to Fulfill an Important Patient  Care Need.  With respect to temporary privilege applications to fulfill an 
important patient care need or a locum tenens, only after  receipt of an application for clinical privileges and supporting 
documentation and    verification of: 

(1) current licensure, report has no sanction activity or any restriction against the medical license;   
(2) training and current competence for privileges requested;    
(3) OIG,       
(4) National    Practitioner   Data   Bank   report   obtained and does not contain  adverse information that the department chair 

or co-chairs, as applicable, or Chief of Staff determines  may  impact safe patient care or have  a  direct  bearing  on  the  
ability  to  perform   the  requested privileges,  

(5) Verification   of professional   liability insurance in the required amounts as established in these bylaws;   
(6) Verification that applicant has no sanction activity or any restriction against their medical license;   

 (7) The respective department chair, a co-chair, or designee, has contacted at least one person who:    -Has recently worked 
with the  applicant in the same or similar specialty;    -Has recently directly observed the applicant’s   professional performance 
 over a reasonable time;   -Provides   reliable   information   regarding   the   applicant's current professional competence 
 to  perform the privileges requested,  ethical  character,  and ability  to work  well  with others  so  as  not  to  adversely  
 affect  patient  care,  or  other criteria required by medical staff bylaws.   

 
  

( c)   Temporary clinical privileges sought for the care of specific patients are limited to a maximum of four (4) patients in any twelve month 
period and are limited to the duration of the patient's stay in the hospital. Temporary privileges to act as a locum tenens may not exceed 
sixty (60) day increments with a maximum to not exceed 180 days in a twelve month period. Temporary clinical privileges will not be 
granted to practitioners to act as primary surgeon, perform deliveries, or to act as the primary practitioner or licensed clinical psychologist 
for patients in the intensive care units. 

 
  

 (d) After reviewing the applicant's  file and supporting documents, Chief  of Staff (or designee) shall make a recommendation 
 regarding granting of temporary  privileges, the Chief Executive Officer (or designee) shall give final approval. Notice shall be 
 distributed as needed within the hospital.  

   
( e) The omission of any information, response or recommendation specified in this section shall preclude the granting of temporary 
privileges.   

   
5.6-5    General Conditions   
(a) If granted temporary privileges, the applicant shall act under the supervision of the department chair or co-chairs, as applicable,  

to which the applicant has been assigned, and shall ensure that  the  chair,  co-chair or their    designee,  is  kept  closely  informed  
as  to  the applicant's  activities within the hospital.   

   
(b) Temporary  privileges  shall automatically  terminate  at the end of the designated period,  unless  earlier  terminated  or 

suspended  under  Articles  VI and/or  VII of these bylaws or unless affirmatively renewed following the procedure as set forth 
in Section 5.6-4. A medical    staff   applicant's    temporary    privileges    shall automatically   terminate   if the applicant ’ s       
application for membership or the privileges is withdrawn.   As necessary, the appropriate department chair or, or applicable 
co-chairs, or in their absence, the chair of the Medical Executive Committee, shall assign a member of the medical staff to 
assume responsibility for the care of such member’s patient(s). The  wishes  of  the  patient  shall  be considered  in  the  choice  
of  a  replacement medical staff member.   

   
(c) Requirements for proctoring and monitoring, including  but not limited to those in Section 5.3, shall be imposed on such terms 

as may be appropriate under the circumstances upon any member granted temporary privileges by the Chief of Staff after 
consultation with the departmental chair, co-chairs or the their  designee.   

   



 

 26   

   

(d) All persons requesting or receiving temporary privileges shall be bound by the bylaws and rules and regulations of the medical 
staff.   

   
5.7   EMERGENCY PRIVILEGES   
In the case of an emergency involving a particular patient, any member of the medical staff with clinical privileges, to the degree permitted by the 
scope of the applicant’s license and regardless of department, staff status, or clinical privileges, shall be permitted to do everything reasonably 
possible to save the life of the patient or to save the patient from serious harm provided that the care provided is within the scope of the individual's 
license. The member shall  make every  reasonable  effort  to communicate  promptly  with the department  chair  or co-chairs, as applicable, or 
their designee concerning the need for emergency care and assistance by members of the medical staff with appropriate clinical privileges, and 
once the emergency has passed or assistance has been made available,  shall defer to the department  chair or co-chairs with respect to further 
care of the patient at the hospital.  
  
In the event of an emergency under subsection (a) any person shall be permitted to do whatever is reasonably possible to save the life of a patient 
or to save a patient from serious harm. Such persons shall promptly   yield such care to qualified  members   the medical  staff with approved clinical 
privileges when it becomes  reasonably available.   

   
Emergency privileges under subsection (a) shall not be used to force members to serve  on  emergency department call  panels.    
 

5.8     DISASTER PRIVILEGES   
 In the  case  of a disaster  in  which  the disaster  plan  has  been  activated  and/or the hospital is unable to handle the immediate  patient needs, 
the Hospital CEO, Chief of Staff   or his/her designee may grant disaster  privileges.  
(1) Authorization to grant.  In the  absence  of  the  Chief  of  Staff or  Chief  Executive  Officer, the Chief Medical Officer,  or his/her designee  

may grant the disaster privileges.  The granting of privileges under this section  shall  be  on  a  case-by-case  basis  at  the  sole  discretion   
of  the  individual authorized  to grant such privileges.   
 

(2) Determination.  An initial granting of disaster privileges is reviewed by a person authorized to grant disaster privileges within 72 hours 
to determine whether the disaster privileges should be continued.  The decision to continue or terminate privileges will be determined 
by the Chief of Staff or his/her designee, the Department Chair or co-chairs, or their designee, or in their absence, the CEO or his/her 
designee.  Continuation or termination of temporary disaster privileges will be communicated by the Medical Staff Office, Disaster 
Command Center, and to all hospital departments and supervisory personnel (including Disaster Team Leaders), and to the 
practitioner(s) to whom disaster privileges have been granted. 
 

(3) Verification process.  The credentials verification process of individuals who receive disaster privileges under this subsection has been 
developed in advance of a disaster situation, and shall be in accordance with these Bylaws. 
 

(4) Management/oversight of disaster privileged individuals.  There shall be oversight of the care, treatment, and services provided.  This 
 shall be accomplished by oversight by an IVHD medical staff member. This may consist of direct observation and/or clinical record 
 review. 

 
(5) Identification.  Each individual granted disaster privileges will be issued an IVHD name badge, to allow staff to readily identify them.  
 
(6) Verifications.  The medical  staff  has  a mechanism to ensure  that  the  verification process  of the   credentials   and   privileges   of   

individuals  who   receive    disaster privileges begins as soon as the immediate situation  is under control.   Those  authorized under  
subsection (a) may  grant  disaster  privileges  upon presentation of a valid  picture  ID  issued  by a state,  federal  or regulatory agency  
and at least one of the following:   
(a)    current   picture   hospital    ID   card   clearly   identifying professional designation.   
(b) A current California medical license to practice to practice in the state of California, or waiver by a federal, state, or municipal 

entity granting authority to practice out of state during a state or federal emergency.   
(c) When applicable, identification indicating that the individual is a member of a Disaster  Medical  Assistance  Team  (DMAT)  or  

MRC,  ESAR- VHP, or  other  recognized  state   or  federal   organizations  or groups.   
(d) Identification   indicating   that   the   individual    has   been    granted authority  by a federal, state, or municipal entity to render 

patient care in disaster  circumstances.   
(e) Verification by  current  hospital affiliation, or current peer,  of  knowledge regarding  the  volunteer's  ability   to  act  as  a 

licensed  independent practitioner during a disaster,   
(f) Current  professional  licensure  of those  providing  care  under  disaster  privileges  is verified  from the primary  source  as soon  

as the immediate  emergency  situation  is under control or within 72 hours from the time the volunteer  licensed independent  
practitioner   presents  to   the  hospital,  whichever   comes  first.  

(g) National Practitioner Data Bank, OIG 
 

(7) If primary  source verification cannot be completed within 72 hours of the practitioner's arrival due to extraordinary circumstances, the 
hospital  documents all of the following:   
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(a) The  reason(s)  verification could  not  be performed  within  72 hours of the  practitioner's arrival,   
(b) Evidence   of   the   licensed   independent  practitioner's  demonstrated ability to continue  to provide adequate  care, treatment 

and services.   
(c) Evidence  of an  attempt  to  perform  primary  source  verification as soon as possible.    
 

(8) Upon approval, Notification of Disaster Privileges granted,  will be distributed to all departments involved.  
 
5.9    HISTORY AND PHYSICAL PRIVILEGES   
Histories  and physicals can be conducted  or updated  and documented only pursuant  to specific privileges  granted  upon  request  to qualified  
physicians and  allied health staff  who  are  members   of  the  medical or allied health  staff,  or  seeking  temporary   privileges, acting within their 
scope of practice.   
   
Oral maxillofacial surgeons who have successfully completed a postgraduate program in oral maxillofacial surgery accredited by a nationally 
recognized accrediting body approved by the U.S. Office of Education and have been determined by the medical staff to be competent to do so, 
may be  granted   the  privileges   to  perform   a  history   and   physical  · examination   related   to   oral maxillofacial surgery. For patients with 
existing medical conditions or abnormal findings beyond the  surgical  indications,  a  physician  member  of  the  medical  staff  with  history  and  
physical privileges  must  conduct  or  directly  supervise  the  admitting  history  and  physical  examination, except the portion related to oral 
maxillofacial  surgery,  and assume responsibility for the care of the patient's medical problems present at the time of admission or which may arise 
during hospitalization which are outside of the oral maxillofacial surgeon's lawful scope of practice.   
   
Every patient receives a history and physical within twenty-four hours of admission, unless a previous history and physical performed within thirty 
days of admission (or registration if an outpatient procedure) is on record, in which case that history and physical will be updated within twenty-
four hours of admission. Every patient admitted for surgery must have a history and physical within 24 hours prior to surgery, unless a previous 
history and physical performed within thirty days prior to the surgery is on record, in which case that history and physical will be updated within 
twenty-four hours of the surgery.   

    
5.10   MODIFICATION  OF CLINICAL PRIVILEGES OR DEPARTMENT ASSIGNMENT   
On its own, upon recommendation of the, department, or pursuant to a request under Section 4.6-l, the Medical Executive Committee  may 
recommend a change  in  the  clinical  privileges  or  department  assignment(s)  of  a  member.  The Medical Executive Committee may also 
recommend that the granting of additional privileges to a current medical staff member be made subject to monitoring in accordance with 
procedures similar to those outlined in Section 5.3-1.   
   
5.11   LAPSE OF APPLICATION   
If a medical staff member requesting a modification of clinical privileges or department assignments fails to timely  furnish  the information  
reasonably  necessary  to evaluate  the request, the application shall be considered withdrawn, and the applicant shall not be entitled to a 
hearing as set forth in Article VII.   
 
ARTICLE VI  EVALUATION AND CORRECTIVE ACTION   
Peer review, fairly conducted, is essential to preserving the highest standards of medical practice.   

   
6.1       PEER REVIEW 

The medical staff committees, departments, department chairs and cochairs   are responsible for carrying out delegated review and quality 
improvement functions in accordance with the medical staff’s peer review policy. They may counsel, educate, refer for education or evaluation, 
issue letters of warning or censure, or institute retrospective or concurrent monitoring (so long as the practitioner is only required to provide 
reasonable notice of admissions and procedures) in the course of carrying out their duties without initiating formal corrective action 
proceedings. Comments, suggestions and warnings may be issued orally or in writing. The practitioner shall be given an opportunity to respond 
in writing and may be given an opportunity to meet with the committee. Any informal actions, monitoring or counseling shall be documented 
in the member’s file. Medical Executive Committee approval is not required for such actions, although the actions shall be reported to the 
Medical Executive Committee. This shall not be construed to confer any rights upon a practitioner to any routine monitoring and education 
prior to corrective action. These actions shall not constitute a restriction of privileges or grounds for any formal hearing or appeal rights under 
Article VII. 

 
6.2     ONGOING PEER REVIEW   
All Medical Staff and Allied Health Members are subject to evaluation based on medical staff peer review criteria, adopted consistent with these 
bylaws. Evaluation results are used in privileging, system improvement, and when warranted, corrective action.   

   
6.2-1   Peer Review Criteria     
Departments shall develop and routinely update peer review criteria based on current practices and standards of care, which shall be 
used in evaluating  those applying for membership and privileges and the performance of members and privileges holders.  Included in 
the departmental peer review criteria are the types of data to be collected for evaluation. At a minimum, departments shall, where 
relevant, collect and evaluate department members' data pertaining to:     
a) Operative and other clinical procedure(s) performed and their outcomes   
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b) Pattern of blood and pharmaceutical usage   
c) Requests for tests or procedures  
d) Appropriateness of clinical practice patterns  
e) Patterns of length of stay  
f) Significant departures from established patterns of clinical practice  
g) Morbidity and mortality   
h) Practitioner’s use of consultants 
   
In addition, each department  shall add and update department-specific  criteria at least annually for ongoing peer  review of department 
members.   Department  criteria are subject to the approval of the Medical Executive Committee.  Approved criteria as updated are made 
known and accessible to all members.   
   
6.2-2  Focused Professional Performance Evaluation  (FPPE) of Initial Privileges     
All initial grants of privileges shall be subject to FPPE proctoring,  under these bylaws  and otherwise reviewed  for compliance  with the 
relevant departmental  peer review criteria.  The purpose of a focused review is to determine if the practitioner’s performance and  
behavior meets the minimum standard of behavior or clinical care as is established by the Medical Staff.  FPPE is not considered a formal 
investigation as defined in the Medical Staff Bylaws and is not subject to rights afforded in a formal investigation.    
 
If the FPPE results in an action plan to recommend additional proctoring, monitoring, as stated above the FPPE is not considered a formal 
investigation as defined in the Medical Staff Bylaws and is not subject to rights afforded in a formal investigation.    
 
If the FPPE results in a recommendation for formal investigation, the process outlined in the Medical Staff Bylaws will be followed.  In 

 this circumstance, FPPE is an intensified assessment of data or events which relate to the performance or behavior of a specific 
 practitioner holding clinical privileges.    

 
The FPPE for cause process may be triggered: 
a) When a practitioner has the credentials to suggest competence, but additional information or a period of evaluation is needed to 

confirm competence in the organization’s setting. 
b) If questions arise regarding a currently privileged practitioner’s ability to provide safe, high quality patient care. 
c) Sentinel Event/Adverse Event 
d)  Behavior Issues 
e)  Trends in practice determined to be outside internal and/or external standards of care.  A trend is defined as: 

o A practitioner with three category III evaluations within a two year period.  
o Significant deviations in practice identified through the ongoing professional practice evaluation (OPPE) process. 

 
6.2-3 Initiation of FPPE for cause  
a) When an FPPE for cause is triggered by an unsatisfactory performance on OPPE, initial FPPE, or other PEER review concerns, a plan for 

the FPPE will be developed.   
 
b) This FPPE plan will include the cause of the FPPE Plan, planned period of observation, and nature of expected practice change, the 

specific actions and specific mechanism by which the monitoring will occur (e.g. peer observation, retrospective chart review, 
proctoring of procedures performed, etc.) required by the FPPE,  data to be collected during the FPPE, and any limitations on practice 
during the course of the FPPE, will be clearly defined by the Department Chair or co-chairs  to the physician-of-record.  The individual 
undergoing the FPPE will receive a copy of the FPPE plan.   

 
c) Following completion of the FPPE time period, the respective Chair  or co-chairs (or designee) will meet with the individual undergoing 

the FPPE and determine whether the FPPE was completed adequately and if further action needs to be taken. 
 
d) The respective Department Chair or co-chairs will notify the Medical Executive Committee regarding plan for initiation of FPPE.   Once 

the FPPE is completed, results will be reported within 90-days of initiation.   
 
e) The Medical Executive Committee will be informed of successful closure of FPPE, or, if FPPE is not successfully completed, 

recommendation regarding privileges will be forwarded by the Department, to the committee for discussion and action. 
 
f) If necessary, an extension of the FPPE may be approved by the respective Department Chair or co-chairs and Chief of Staff.  The 

practitioner will be notified as to the length of the extension which should not exceed an additional 60-days.  This shall be reported at 
the next regularly scheduled Medical Executive Committee meeting.     

 all members.   
 
6.2-4  Ongoing Professional Performance Evaluation (OPPE) of Members   
OPPE is the continuous evaluation of the practitioner’s professional performance in order to identify and resolve any potential problems  
with a practitioner’s performance. It allows the Medical Staff to identify professional practice trends that impact quality of care and  
patient safety on an ongoing basis, provides an evaluation of an individual practitioner’s performance and includes opportunities to  
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improve patient care based on recognized standards.  OPPE uses multiple sources of information for individual evaluation which is  
factored into the decision to maintain existing privilege(s), revise an existing privilege, or to revoke an existing privilege prior to or at the  
time of reappointment.  OPPE includes, but is not limited to review of the following: 
a) Direct observation 
b) Monitoring of diagnostic and prescribing patterns 
c) Compliance with hospital policies that have been approved by the Medical Executive Committee, Medical Staff Bylaws and Medical 

Staff Rules and Regulations 
d) Clinical Standards and the use of rates compared against established benchmarks 
e) Results of any required monitoring/proctoring 
f) Utilization data 
g) Core Measures Compliance 
h) National Patient Safety Goals 
i) The six areas of general competency (patient care, medical/clinical knowledge, practice-based learning, interpersonal and 

communication skills, professionalism, and system-based practice) 
j) Easily retrievable from existing databases whenever feasible. 
 
After initial granting of privileges, the professional practice and professional conduct of each department’s medical staff members will be  
evaluated at nine month intervals, or sooner if indicated, and on reappointment.  A performance summary that includes the performance 
data identified by the department for collection and review will be submitted to the department for review.   The Department Chair or co- 

chairs, applicable, shall report to the MEC the results of the review with any recommendations at the time of credentialing and when 
issues are identified.  If there are any concerns with a practitioner’s performance as a result of the OPPE, the concerns will be 
communicated to the practitioner and documented in his/her credentials file, and may result in a focused review and /or corrective 
action in accordance with these Medical Staff Bylaws.  

 
Each clinical department shall determine what performance data it will collect and review which then must be approved by the MEC on  
behalf of the Medical Staff.  Each department will determine the processes to the extent it will use to accumulate and review the data.   
To the extent a Medical Staff committee has been designated to fulfill the above department functions, the committee will fulfill those  
functions.  The committee will report the outcome of these reviews to the applicable department and the MEC. 
 
 6.2-5    Results of Review    
Information   resulting  from  OPPE of members   according  to  the  relevant department   criteria  and  analyzed  by  the  process  
established   in  these  bylaws  must  be acted  upon  by  the  department  and  forwarded  to  the  Medical  Executive  Committee.   
Resulting action can be,  but is not limited to:   
a) documenting   in  the  member's   credentials   file  the member's performance;     
b) identifying issues that require a focused evaluation;   
c) determining  that the privilege should be continued                       
d) recommending  to  the Medical  Executive  Committee  needed  changes  in   hospital systems to improve patient safety or the 

quality of patient care;          
e) recommending   limiting   a  privilege   or  privileges   or  other  corrective action described in these bylaws.   

The fact of the peer review and any recommendations and determinations pertaining to the member shall be included in the member's  
credentials  file and dealt with according to these bylaws.   
 
6.2-6    External Peer Review     
External peer review may be used as needed in the medical staff peer review process as delineated under these bylaws. The Medical  
Executive  Committee,  upon request from a Department  or  upon  its  own  motion,  in  evaluating  or  investigating  an  applicant,  
privileges holder, or member.  The Medical Executive Committee shall consider obtaining external peer review in the following 
circumstances:   
a) Committee  or  department  review(s)  that  could  affect  an  individual's membership or privileges do not provide a sufficiently clear 

basis for action;     
b) No   current   Medical   Staff   member   can   provide   the  necessary expertise in the clinical procedure or area under review;     
c) to promote impartial peer review;     
d) Upon  the request of the practitioner.   If requested by the practitioner, the cost will be underwritten by the practitioner; however, 

the selection will be approved by the department and ratified  by the Medical Executive Committee.   
   

6.3    CORRECTIVE ACTION   
   
6.3-1    Criteria for Initiation     
Any person may provide information to the medical staff about the conduct, performance, or competence of its members. When reliable 
information indicates a member may have exhibited acts, demeanor,  or conduct  reasonably likely to be (1) detrimental  to patient safety 
or to the delivery of quality patient care within the hospital; (2) unethical;  (3) contrary to the medical staff bylaws and rules or regulations;  
or (4) below applicable professional standards, a request for an investigation or action against such member may be initiated by the Chief 
of Staff, a department chair or co-chairs, or the Medical Executive Committee.   
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6.3-2   Initiation     
A  request  for  an  investigation   must  be  in  writing,  submitted  to  the  Medical  Executive Committee, and supported by reference to 
specific activities or conduct alleged. If the Medical Executive  Committee  initiates  the  request,  it  shall  make  an  appropriate  recording  
of  the reasons.    
   
6.3-3    Investigation     
If the Medical Executive Committee concludes an investigation is warranted, it shall direct an investigation   to   be   undertaken.   The   
Medical   Executive   Committee   may   conduct   the investigation itself, or may assign the task to an appropriate  Medical  Staff 
Officer, medical staff department, or standing or ad hoc committee of the medical staff. The Medical Executive Committee in its 
discretion may appoint practitioners who are not members of the medical staff as temporary members of the medical staff for the 
sole purpose of serving on a standing or ad hoc  committee,  and  not  for  the  purpose  of  granting  these  practitioners  temporary  
clinical privileges under Section 5.6, should circumstances warrant.   
   
If the investigation  is delegated to an officer of a committee other than the Medical Executive Committee, such officer or committee 
shall proceed with the investigation in a prompt manner and shall forward a written report of the investigation to the Medical  Executive  
Committee  as soon as practicable. The report may include recommendations for appropriate corrective action. The member shall be 
notified that an investigation is being conducted and shall be given an opportunity to provide information in a manner and upon such 
terms as the investigating body deems appropriate.   
   
The individual or body investigating the matter may, but is not obligated to, conduct interviews with persons involved; however, such 
investigation shall not constitute a hearing as that term is used in Article VII, nor shall the procedural  rules with respect to hearings or 
appeals  apply. Despite  the status  of any investigation,  at all times  the Medical  Executive  Committee  shall retain authority and 
discretion to take whatever action may be warranted by the circumstances, including summary suspension, termination of the 
investigative process, or other action.   

   
6.3-4    Executive Committee Action   
As soon as practicable   after  the  conclusion  of  the  investigation,   the  Medical  Executive Committee shall take action, 
which may include one or more of the following, without limitation:   
a) determining no corrective action be taken;  
   
b) referring the member to the Wellness Committee for evaluation and follow up as appropriate;   
   
c) deferring action for a reasonable time where circumstances warrant;   
   
d) issuing  letters  of  admonition,  letters   of  education,   censure,  reprimand,  or warning, although nothing herein shall be 

deemed to preclude department heads, the Chief of Staff or Medical Executive Committee from issuing informal written or oral 
warnings outside of the mechanism for corrective action. In the event such letters are issued, the affected member may make 
a written response, which shall be placed in the member's file;   

   
e) recommending the imposition  of terms of probation  or special limitation  upon continued medical staff membership  or exercise 

of clinical privileges, including, without limitation, requirements for co-admission, mandatory consultation, or monitoring;   
   
f) recommending reduction, modification, suspension or revocation of clinical privileges;   
   
g) recommending  reductions   of   membership  status   or   limitation  of   any prerogatives      directly  related to the member's 

delivery  of patient care;   
   
h) recommending   suspension,   revocation   or   probation   of   medical    staff membership;   
   
i) determining whether  the action  is taken  for any of the reasons  required  to be reported  pursuant  to Business  & Professions 

Code §805.01.   
 

j) taking other actions deemed appropriate under the circumstances.   
 

The date of the conclusion of the investigation shall be documented. 
  

6.3-5    Subsequent Action     
If corrective  action  as  set  forth  in  Section   7.2(a)- (l)     is  recommended  by  the  Medical Executive Committee, that recommendation 
shall be supported by substantial evidence and transmitted to the Board of Trustees.   
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So long as the recommendation  is supported  by substantial  evidence  the recommendation  of the Medical  Executive  Committee  shall  
be adopted  by the  board  as final action  unless the member requests a hearing, in which case the final decision shall be determined as 
set forth in Article VII.   
   
6.3-6    Initiation by Board of Trustees     

If the Medical  Executive Committee  fails to investigate  or take disciplinary  action, contrary to the weight of the evidence,- the Board of 
Trustees  may direct the Medical  Executive Committee  to initiate  investigation  or disciplinary  action, but only after consultation  with the 
Medical Executive Committee. The board's request for medical staff action shall be in writing and shall set forth the basis for the request. If the 
Medical Executive  Committee  fails to take action in response to that Board of Trustees direction, the ad hoc dispute mediation process set 
forth in these bylaws (unless immediate action is required to protect the health or safety or any individual, in which event the procedures for 
summary suspension shall apply). 
If the dispute mediation process does not result in action by the Medical Executive Committee, and the Board of Directors still believes action is 
necessary, then the Board of Directors may initiate an investigation or corrective action. However, the Board of Directors shall not initiate an 
investigation or corrective action under this section unless it has documented a reasonable and good faith belief that the medical staff has 
failed or declined to fulfill a substantive duty or responsibility pertaining to the quality or delivery of patient care. In addition, any investigation 
or corrective action by the Board of Directors must comply with Articles VI and VII of these medical staff bylaws, and the Board of Directors shall 
not act precipitously, unreasonably, or in bad faith. 

   
6.4   SUMMARY RESTRICTION OR SUSPENSION   

   
6.4-1     Criteria for Initiation     
Whenever a member's conduct is such that failure to take action may result in an imminent danger to the health of any individual, 
then the Chief of Staff, the Medical Executive Committee, or Chair or co-chair of the department  in which the member holds 
privileges may summarily restrict or suspend  the  medical  staff  membership  or  clinical  privileges  of  such  member. Unless 
otherwise stated, such summary restriction or suspension shall become effective immediately upon imposition, and the person 
or body responsible shall promptly give written notice to the Board of Trustees, the Medical Executive Committee  and the 
administrator.   In addition, the affected  medical  staff member  shall  be provided  with a written notice of the action which 
notice fully complies with the requirements of Section 6.4-2 below.   The summary restriction or suspension may be limited in 
duration and shall remain in effect for the period stated or, if none, until resolved as set forth herein.  Unless otherwise indicated 
by the terms of summary restriction or suspension, the member's patients shall be promptly assigned to another member by the 
department chair, a co-chair or by the Chief of Staff, considering where feasible, the wishes of the patient in the choice of 
substitute member.   
   
 
 
6.4-2    Written Notice of Summary Suspension   
The affected medical staff member may be verbally notified of the summary action and shall promptly be provided with written notice 
of such summary action. This initial written notice shall generally describe the reasons for the action. This initial notice shall not 
substitute for, but is in addition to, the notice required under Section 7.3-1 (which applies in all cases where the Medical Executive 
Committee does not immediately terminate the summary suspension). The notice under Section 7.3-1 may supplement the initial notice 
provided under this section, by including any additional relevant facts supporting the need for summary suspension or other corrective 
action.  
 
6.4-3    Medical Executive Committee Action   
Within ten (10) days after such summary restriction or suspension has been imposed, a meeting of the Medical Executive Committee (or 
a subcommittee with at least one member from his/her department  appointed  by the  chief  of staff)  shall  be convened  to  review  and  
consider  the action.  Upon  request,  the  member may attend  and  make  a statement  concerning  the issues under investigation, on 
such terms and conditions as the Medical Executive Committee may impose, although in no event shall any meeting of the Medical 
Executive Committee, with or without the member, constitute a hearing within the meaning of Article VII, nor shall any procedural rules 
apply. Upon at least three (3) days’ written notice, the member may be required to attend this meeting. The Medical Executive Committee 
may modify, continue, or terminate the summary restriction or suspension, but in any event it shall furnish the member with notice of its 
decision within two working days of the meeting.   
 
6.4-4    Procedural Rights   
Unless the Medical Executive Committee  terminates the summary restriction or suspension,  it shall remain in effect during the 
pendency of the corrective action, hearing and appeal process and the member shall be entitled to the procedural rights afforded  by 
Article VII.    
   
6.4-5    Initiation by Board of Trustees   
If  the  chief  of  staff, or designee, and  the  department chair or co-chairs  or designee in which the member holds privileges are not 
available to summarily restrict or suspend the member's membership or clinical privileges, the Board of Trustees or designee  may  
immediately   suspend  a  member's  privileges  if  a  failure  to  suspend  those privileges is likely to result in an imminent danger to 



 

 32   

   

the health of any person, provided that the Board of Trustees  (or designee)  made reasonable  attempts  to contact the Chief of Staff, 
or designee, and the head of the department  or designee before the suspension.   
   
Such  a  suspension  is  subject  to  ratification  by  the  Medical  Executive  Committee.  If  the Medical Executive Committee  does not  
ratify  such  a summary  suspension  within  two  working  days,  excluding  weekends  and holidays, the summary suspension shall 
terminate automatically. If the Medical Executive Committee does ratify the summary suspension, all other provisions under Section 
6.4 of these bylaws will apply. In this event, the date of imposition of the summary suspension shall be considered to be the date of 
ratification by the Medical Executive  Committee for purposes of compliance with notice and hearing requirements.   
  

6.5    AUTOMATIC SUSPENSION OR LIMITATION   
In the following instances, the member's privileges or membership shall  be suspended or limited as described, which action shall be final 
without a right to hearing or further review, except where a bona fide dispute exists as to whether the circumstances have occurred  that 
triggered the automatic action. If a hearing is requested, it shall be limited to whether the grounds for automatic suspension or restriction  
occurred: Evidence shall not include that the determination that lead to the action that triggered the automatic action was reasonable are 
warranted.  

6.5-1    Licensure   
(a) Revocation,    Suspension or Court Order to not Practice:   Whenever   a member's  license   or  other   legal credential 

authorizing practice in this state is revoked or suspended, or if there is a Court order not to practice,  medical staff membership  
and clinical privileges shall be automatically  revoked as of the date such action becomes effective.   

  
(b) Restriction:  Whenever a member's  license  or  other  legal  credential  authorizing practice  in  this  state  is limited  or 

restricted  by the  applicable  licensing  or certifying authority or restricted by a Court order,  any  clinical  privileges  which  
the member  has  been  granted  at the  hospital which are within the scope of said limitation or restriction shall be 
automatically limited or  restricted  in  a  similar  manner,  as of  the  date  such  action  becomes  effective  and throughout 
its term.   

     
(c) Probation:  Whenever a member is placed on probation by the applicable  licensing or  certifying  authority,  membership  

status  and  clinical  privileges  shall  automatically become subject  to the same terms and conditions  of the probation  as of 
the date such action becomes effective and throughout its term.   

   
(d) Expiration:    Whenever  a  member's  license  or  other  legal  credential  authorizing practice  in  this  state  expires,  his  or  

her  membership  and/or  clinical  privileges  shall become immediately suspended as of the date such action becomes 
effective.   Failure to renew the expired licensure within 90-days of Suspension, will result in the member's automatic 
termination of membership and privileges.  

  
6.5-2     Controlled Substances     
Whenever a member's DEA certificate is revoked, limited or suspended, the member shall automatically and correspondingly be divested 
of the right to prescribe medications covered by the certificate, as of the date such action becomes effective and throughout its term.   
   
Probation:   Whenever a member's DEA certificate is subject to probation, the member's  right to prescribe such medications shall 
automatically become subject to the same terms of the probation, as of the date such action becomes effective and throughout its 
term.   
   
Whenever a member's DEA certificate on file expires, the member shall automatically and correspondingly be divested of the right 
to prescribe medications covered by the certificate as of the  date such  action  becomes  effective  and throughout  its expired  term, 
UNLESS  the Medical  Staff Office has received  verification  from the Drug Enforcement  Administration that the DEA certificate  is 
still "active."  This can be the case in delays of renewal of valid certificates for up to six (6) months past the expiration date.   
 
In each of the above situations, the member shall submit a promptly submit a written plan to the  Medical Executive Committee to 
assure  the member’s patients promptly are prescribed medications. Failure to timely provide a plan acceptable to the Medical 
Executive Committee or the applicable department chair or co-chair shall result in automatic suspension of privileges pending receipt 
and approval of such plan.  

   
6.5-3    Medical Records     
Members of the medical staff are required to complete medical records within such reasonable time as may be prescribed by the 
Medical Staff Bylaws, General Rules and Regulations, and hospital policy and procedure that has been approved by the Medical Executive 
Committee.  A limited suspension in the form of withdrawal of admitting and other related privileges until medical records are 
completed, shall be imposed by the Chief of Staff, or the Chief of Staff’s designee, after notice of delinquency for failure to complete 
medical records within such period.   Review of the suspension list will occur at the next regularly scheduled Medical Executive 
Committee meeting.  
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For the purpose of this Section, related privileges means voluntary on-call service for the emergency room, scheduling surgery, assisting 
in surgery, consulting on hospital cases, and providing professional services within the hospital for future patients. Members whose 
privileges  have  been  suspended  for  delinquent  records  may  admit  patients  only  in  life- threatening situations.  The suspension 
shall continue until all delinquent records are complete.  Failure to complete delinquent medical records within 90 days, will result in 
automatic resignation of medical staff membership and clinical privileges.  
  
Bona fide vacation or illness may constitute an excuse subject to approval by the Chief of Staff or designee.   
   
6.5-4    Failure to Pay Dues/Assessments   
Dues and Fees assessed, as required under these Bylaws or applicable Medical Staff Rules or policies, will be collected at the time of 
pre-application, initial application and reappointment. Assessment for the pre-application is 50% of the application fee.   A pre-
application, initial application, or reappointment will be considered incomplete if the required dues and assessments have not been 
received by the Medical Staff Office. This action will result in, (1) Credentialing of Pre-application or initial application will not proceed 
until fees are submitted; (2) Reappointment will result in automatic resignation of membership and clinical privileges at the end of the 
current appointment period.    
  
6.5-5    Professional Liability Insurance     
Failure to maintain professional liability insurance shall result in the automatic suspension of a member's clinical privileges.  If within 
90-days after written warning of the delinquency, the member does not provide evidence of required professional liability insurance, 
the member's membership shall be automatically terminated.   
  
6.5-6     Failure to Satisfy Special Attendance Requirement     
Failure of a member without good cause to provide information or appear when requested by a medical staff committee as described 
in these bylaws shall result in the referral to the Medical Executive Committee.  Absent documented good cause as determined by the 
Medical Executive Committee, such failure shall result in the automatic suspension of all privileges. The automatic suspension shall 
remain in effect until the practitioner has provided requested information and/or satisfied the special attendance requirement.   
Privileges may be restored effective immediately by the Chief of Staff upon evidence of compliance, which shall be  confirmed by the 
Medical Executive Committee at the next regular scheduled meeting.  This section does not apply to attendance requirements for 
regular meetings such as department,   committee,   quarterly,   annual   meetings   and   continuing   medical   education programs.   
   
6.5-7 Felony Conviction or Plea 
A practitioner who has been convicted of, or who has pled guilty or no contest to, a felony related directly to his/her professional practice 
or patient relationships, within the past seven (7) years, shall not be entitled to apply for initial appointment to the medical staff.  If a 
member of the medical staff is convicted of, or pleads guilty or no contest to a felony directly related to his/her professional practice or 
patient relationships, the member’s medical staff membership and privileges shall be automatically suspended pending review by the 
Medical Executive Committee.  If the Medical Executive Committee confirms that the felony was directly related to the member’s 
professional practice or patient relationships, the member’s staff membership and privileges shall automatically terminate without right to 
a hearing.  If the Medical Executive Committee determines the felony was not directly related to the member’s professional practice or 
patient relationships, the member shall be permitted to request reinstatement. Such automatic actions shall be implemented following the 
criminal conviction or plea regardless of whether an appeal is filed. 
 
 
6.5-8    Medical Executive Committee Deliberation     
Within 7 business days after action is taken or warranted as described in Sections 6.5-1 through 6.5-6, the Medical Executive Committee 
shall convene to review and consider the facts, and may recommend any further corrective action as it may deem appropriate in 
accordance with these bylaws.   
   
6.5-9   Exclusion From Governmental Program(s)     
A practitioner who is excluded as a provider from any governmental health care program (including but not limited to Medicare and Medi-
Cal) may not apply for initial appointment to the medical staff.  If a member of the medical staff is excluded as a provider from such 
governmental program, the member’s membership and privileges shall be automatically terminated without right to a hearing.    

6.5-10  Criminal Charges 

All of the clinical privileges of an individual who is charged with a felony that constitutes a “crime against a person” or attempted “crime 
against a person”, as defined by California law, (e.g. murder, mayhem, robbery, assault, or battery, sex-related crimes) or is charged with 
a sex related misdemeanor (e.g. sexual assault, sexual battery, or indecent exposure), shall be automatically suspended pending the 
individual’s presentation for the Chief of Staff’s review and approval of a plan that would protect Hospital patients from risk of such 
charged conduct pending resolution of the criminal charges.  The cost of complying with such plan shall be at the individual’s sole cost 
and expense. 
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ARTICLE VII   HEARINGS AND APPELLATE REVIEWS   
   

7.1    GENERAL PROVISIONS     
7.1-1 Process to Challenge Quasi-Legislative Measures     
Any practitioner whose clinical privileges, staff membership or practice opportunities are adversely affected by a quasi-legislative bylaw, 
rule, regulation, policy or procedure adopted by the Medical Staff in accordance with these bylaws may challenge the measure by 
providing written notice to the Medical Executive Committee setting forth all information, reasons and arguments supporting the 
challenge.  Upon receipt of such a notice, the Medical Executive Committee shall conduct such review of the matter as it deems proper.  
Such review shall include an opportunity for the affected practitioner to address the Medical Executive Committee or at the discretion 
of the Medical Executive Committee, ad hoc sub-committee.  The Medical Executive Committee shall give the affected practitioner 
notice of its resolution of the issue with a copy to the Board of Trustees.  The Board of Trustees may conduct its own review of the 
matter following notice from the Medical Executive Committee.  Any disagreement between the Board of Trustees and the Medical 
Executive Committee shall be submitted to an Ad Hoc Dispute Mediation Committee.  This shall be the sole process for challenging a 
quaisi-legislative measure and there is no right to the hearing or appellate review procedures described in this Article VII for a quasi 
legislative measure.  
   
7.1-2    Exhaustion of Remedies     
If adverse action described in Section 7.2 is taken or recommended, the applicant or member must exhaust the remedies afforded by these 
bylaws before resorting to legal action.   
   
7.1-3    Application of Article     
For purposes of this Article, the term "member" may include "applicant" and those with temporary privileges, as it may be applicable 
under the circumstances, unless otherwise stated.  In addition to medical staff members and applicants, clinical psychologists who are 
providing or applying to provide professional services in the hospital, but are not members of the medical staff, are entitled to the 
hearing rights specified in this article.   
   
 
7.1-4    Timely Completion of Process     
The hearing and appeal process shall be completed within a reasonable time.   
   
7.1-5    Final Action     
Recommended adverse actions described in Section 7.2 shall become final only after the hearing and appellate rights set  forth in these 
bylaws have either been exhausted or waived, and only upon being adopted as final actions by the Board of Trustees.   
   

7.2    GROUNDS FOR HEARING     
Except as otherwise specified in these bylaws, any one or more of the following actions or recommended actions taken for a medical disciplinary 
case or reason shall be deemed actual or potential adverse action and constitute grounds for a hearing:   
   

(a) denial of medical staff membership;     
(b) denial of requested advancement in staff membership status, or category;    
(c) denial of renewal of medical staff membership;   
(d) demotion to lower medical staff category or membership status;    
(e) suspension of staff membership, which lasts longer than 14 consecutive days;   
(f) revocation of medical staff membership;    
(g) denial of requested clinical privileges;   
(h) involuntary reduction  or restriction of current clinical privileges for a cumulative total of  30 days or more in any 12 month period;    
(i) suspension of clinical privileges which last longer than 14 consecutive days;   
(j) termination of all clinical privileges;   
(k) involuntary imposition of significant consultation or monitoring requirements (excluding monitoring incidental to provisional 

status and Section 5.3); or     
(l) any other disciplinary action or recommendation imposed by the Medical Staff that must be reported to the Medical Board 

pursuant to California Business and Professions Code Section  805 and/or the National Practitioner Data Bank.  
   

 
7.3   REQUESTS FOR HEARING   

   
7.3-1    Notice of Action or Proposed Action     
In all cases in which action has been taken or a recommendation made as set forth in Section  7.2, the Chief of Staff or designee on behalf 

 of the  Medical Executive Committee shall give the member prompt written notice of:  
(a) the recommendation or final proposed action and that, except with respect to actions reported to Business &  
 Professions Code §805.01, such action , if adopted, shall be taken and reported to the Medical Board of California and/or to the 

National Practitioner Data Bank if required;  
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(b) the reasons for the proposed action including the acts or omissions with which the member is charged ;( 3) the right to request 
a hearing pursuant to Section 7.3-2, and that such hearing must be  requested within [30] days; and (4) a summary of the rights 
granted in the hearing pursuant to the medical staff bylaws.   

 
7.3-2   Request For Hearing     
The member shall have thirty (30) days following receipt of notice of such action to request a hearing. The request shall be in writing 
addressed to the Medical Executive Committee with a copy to the Board of Trustees. In the event the member does not request a 
hearing within the time and in the manner described, the member shall be deemed to have waived any right to a hearing and accepted 
the recommendation or action involved.   
   
7.3-3   Time and Place for Hearing   
Upon receipt for a request for hearing, the Medical Executive Committee shall schedule a hearing and, within 30 days give notice to the 
member of the time, place and date of the hearing.    Unless extended by the judicial review committee or hearing officer, the date of the 
commencement of the hearing shall be not less than  30- days from the date of notice,  nor more than 60-days from the date of receipt of 
the request by the Medical Executive Committee for a hearing; provided, however, that when the request is received from a member who 
is under summary suspension the hearing shall be held as soon as the arrangements may reasonably be made, so long as the member has 
at least 30-days from the date of notice to prepare for the hearing or waives this right.   

 
7.3-4    Notice of Hearing     
Together with the notice stating the place, time and date of the hearing, which date shall not be less than 30 days after the date of 
the notice unless waived by a member under summary suspension, the Chief of Staff or designee on behalf of the Medical Executive 
Committee shall provide the reasons for the recommended action, including the acts or omissions with which   the member is charged, 
a list of the charts in question, where applicable, and a list of the   witnesses (if any) expected to testify at the hearing on behalf of the 
Medical Executive Committee. The content of this list is subject to update pursuant to Section 7.4-1.   
   
7.3-5    Judicial Review Committee     
When a hearing is requested, the Chief of Staff as designee of the Medical Executive Committee shall appoint a judicial review committee  
composed of not less than three (3) members and two (2) alternates of the medical staff. The judicial review committee members shall 
be impartial, shall gain no direct financial benefit from the outcome, and shall not have acted as accusers, investigators, fact finders, 
initial decision makers or otherwise have not actively participated in the consideration of the matter leading up to the recommendation 
or action. Knowledge of the matter involved shall not preclude a member of the medical staff from serving as a member of the judicial 
review committee. In the event that it is not feasible to appoint a judicial review committee from the active medical staff, the Medical 
Executive Committee may appoint members from other staff categories or practitioners who are not members of the medical staff.  
Such appointment shall include designation of the chair. Membership on a judicial review committee shall consist of one member who 
shall have the same healing arts licensure as the accused,  and where feasible, the committee shall also include an individual practicing 
the same specialty as the member. It shall not be deemed feasible if there is not an individual in the same specialty as the member who 
is willing and able to serve. All other members shall have MD or DO degrees or their equivalent as defined in Section 2.22(a).   
   
7.3-6    Failure to Appear or Proceed     
Failure without good cause of the member to personally attend and proceed at such a hearing in an efficient and orderly manner shall be 
deemed to constitute voluntary acceptance of the recommendations or actions involved.   
   
7.3-7    Postponements and Extensions    
Once a request for hearing is initiated, postponements and extensions of time beyond the times permitted in these bylaws may be 
permitted by the hearing officer on a showing of good cause, or upon agreement of the parties. The Medical Executive Committee shall 
exercise ongoing oversight over the hearing to ensure the timely resolution of issues.   
   
7.3-8   Hearings Prompted By Board of Trustees Action   
 If the hearing is based upon an adverse decision or recommendation of the Board of Trustees, the Board of Trustees or its designee shall 
fulfill the duties assigned to the Medical Executive Committee or the Chief of Staff when the Medical Executive Committee is the body 
whose decision prompted the hearing.  This shall include, but not be limited to, preparing the notice of adverse action or recommended 
action and right to a hearing, scheduling the hearing, providing the notice of hearing and statement of charges, and designating the judicial 
review committee, presenter and witnesses.   

   

7.4   HEARING PROCEDURE   
7.4-1    Prehearing Procedure   
(a) If either side to the hearing requests in writing a list of witnesses, within 15-days of such request, and in no event less than 

10-days before commencement of the hearing, each party shall furnish to the other a written list of the names of the 
individuals, so far as is reasonably  known or anticipated, who are anticipated to give testimony or evidence in support of that 
party at the hearing. The member shall have the right to inspect and copy documents or other evidence upon which the 
charges are based, as well as all other evidence relevant to the charges. The member shall also have the right to receive at 
least thirty (30) days prior to the hearing a copy of the evidence forming the basis of the charges which is reasonably necessary 
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to enable the member to prepare a defense, including all evidence which was considered by the Medical Executive Committee 
in determining whether to proceed with the adverse action, and any exculpatory evidence in the possession of the hospital or 
medical staff. The member and the Medical Executive Committee shall have the right to receive all evidence that  will be made 
available to the Judicial Review Committee. Failure to disclose the identity of a witness or produce copies of all documents 
expected to be produced at least ten days before the commencement of the hearing shall constitute good cause for a 
continuance.   

   
The Medical Executive Committee shall have the right to inspect and copy any documents or other evidence relevant to the charges which 

the member possesses or controls at least thirty (30) days prior to the hearing.     
(b) The failure by either party to provide access to this information at least 30-days before the hearing shall constitute good cause 

for a continuance. The right to inspect and copy by either party does not extend to confidential information referring solely to 
individually identifiable members, other than the member under review.   

   
(c) The hearing officer shall consider and rule upon any request for access to information and may impose any safeguards the 

protection of the peer review process and justice requires. in so doing, the hearing officer shall consider:   
(1) whether the information sought may be introduced to support or defend the charges;   

(2) the exculpatory or inculpatory nature of the information sought, if any;     
(3) the burden imposed on the party in possession of the information sought, if access is granted; and     
(4) any previous requests for access to information submitted or resisted by the parties to the same proceeding.   

   
(d) The Medical Staff and member shall be entitled to a reasonable opportunity to question and challenge the impartiality of 

judicial review committee members and the hearing officer. Challenges to the impartiality of any judicial review committee 
member and the hearing officer shall be ruled on by the hearing officer.   
 

(e) It shall be the duty of the member and the Medical Executive Committee or its designee to exercise reasonable diligence in 
notifying the chair of the judicial review committee of any pending or anticipated procedural disputes as far in advance of the 
scheduled hearing as possible, in order that decisions concerning such matters may be made in advance of the hearing. 
Objections to any prehearing decisions may be succinctly made at the hearing.   

   
7.4-2    Representation     
The hearings provided for in these bylaws are for the purpose of intra-professional resolution of matters bearing on professional conduct, 
professional competency, or character.   
   
The member shall be entitled to representation by legal counsel in any phase of the hearing, if the member so chooses, and shall receive 
notice of the right to obtain representation by an attorney at law. In the absence of legal counsel, the member shall be entitled to be 
accompanied by and represented at the hearing by an individual of the member's choosing who is not also an attorney at law, and the 
Medical Executive Committee shall appoint a representative who is not an attorney to present its action or recommendation, the 
materials in support thereof, examine witnesses, and respond to appropriate questions. The Medical Executive Committee shall not be 
represented by an attorney at law if the member is not so represented.   
   
7.4-3   The Hearing Officer   
The Medical Executive Committee shall recommend to the Board or its designee a hearing officer to preside at the hearing. The hearing 
officer shall be an attorney at law qualified to preside over a quasi-judicial hearing, but attorneys from a firm regularly utilized by the 
hospital, the medical staff or the involved medical staff member or applicant for membership, for legal advice regarding their affairs and 
activities shall not be eligible to serve as hearing officer. The hearing officer shall gain no direct financial benefit from the outcome and 
must not act as a prosecuting officer or as an advocate. The hearing officer shall preside over the voir dire process and may question 
panel members directly, and shall make all rulings regarding service by the proposed hearing panel members or the hearing officer. The 
hearing officer shall endeavor to assure that all participants in the hearing have a reasonable opportunity to be heard and to present 
relevant oral and documentary evidence in an efficient and expeditious manner, and that proper decorum is maintained. The hearing 
officer shall be entitled to determine the order of or procedure for presenting evidence and argument during the hearing and shall have 
the authority and discretion to make all rulings on questions, which pertain to matters of law, procedure or the admissibility of evidence.   
   
The Hearing Officer's authority shall include, but not be limited to, making rulings with respect to requests and objections pertaining to 
the production of documents, requests for continuances, designation and exchange of proposed evidence, evidentiary disputes, witness 
issues including disputes regarding expert witnesses, and setting reasonable schedules for timing and/or completion of all matters 
related to the hearing.   
   
At the commencement of the hearing, the hearing officer may also apprise the judicial review committee of its right to terminate the 
hearing due to the member's failure to cooperate with the hearing process, but shall not independently make that determination or 
otherwise recommend such a termination at any other time. Except as provided above, if the hearing officer determines that either 
side in a hearing is not proceeding in an efficient and expeditious manner, the hearing officer may take such discretionary action as 
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seems warranted by the circumstances, including, but not limited to, limiting the scope of examination and cross-examination and 
setting fair and reasonable time limits on either side's presentation of its case.   
   
If requested by the judicial review committee, the hearing officer may participate in the deliberations of such committee and be a legal 
advisor to it, but the hearing officer shall not be entitled to vote.  The hearing officer may assist the committee with drafting the hearing 
committee’s decision.  
   
In all matters, the hearing officer shall act reasonably under the circumstances and in compliance with applicable legal principles. In 
making rulings, the hearing officer shall endeavor to promote a less formal, rather than more formal, hearing process and also to 
promote the swiftest possible resolution of the matter, consistent with the standards of fairness set forth in these Bylaws. When no 
attorney is accompanying any party to the proceedings, the hearing officer shall have authority to interpose any objections and to 
initiate rulings necessary to ensure a fair and efficient process.   

   
7.4-4    Record of the Hearing   
A court reporter shall be present to make a record of the hearing proceedings, and the pre- hearing proceedings if deemed appropriate 
by the hearing officer. The cost of attendance of the shorthand reporter shall be borne by the hospital, but the cost of the transcript, if 
any, shall be borne by the party requesting it. The judicial review committee may, but shall not be required to, order that oral evidence 
shall be taken only on oath administered by any person lawfully authorized to administer such oath.   

   

7.4-5   Rights of the Parties     
Within reasonable limitations, both sides at the hearing may call and examine witnesses for relevant testimony, introduce relevant exhibits 
or other documents, cross- examine or impeach witnesses who shall have testified orally on any matter relevant to the issues, and otherwise 
rebut evidence, as long as these rights are exercised in an efficient and expeditious manner. The member may be called by the Medical 
Executive Committee and examined as if under cross-examination.   
   
7.4-6   Miscellaneous Rules   
Judicial rules of evidence and procedure relating to the conduct of the hearing, examination of witnesses, and presentation of evidence 
shall not apply to a hearing conducted under this Article. Any relevant evidence, including hearsay, shall be admitted if it is the sort of 
evidence on which responsible persons are accustomed to rely in the conduct of serious affairs, regardless of the admissibility of such 
evidence in a court of law. The judicial review committee may interrogate the witnesses or call additional witnesses if it deems such 
action appropriate. At its discretion, the judicial review committee may request or permit both sides to file written arguments. The 
hearing process shall be completed within a reasonable time after the notice of the action is received, unless the hearing officer issues 
a written decision that the member or the Medical Executive Committee failed to provide information in a reasonable time or consented 
to the delay.  
 
Upon stipulation of the parties or upon the ruling of the Hearing Officer and concurrence by the judicial review committee, if the judicial 
review committee has been appointed, the proceedings may be held remotely via electronic access with audio and visual means  and 
recording.  The foregoing may include but not be limited to the evidentiary hearing session, deliberation, the taking of oaths, conducting 
any prehearing meetings such as voir dire and any other matter related to the hearing. The stipulation or ruling of the Hearing 
Officer/Arbitrator shall address procedural safeguards to assure the confidentiality of the proceedings and a fair process, including but 
not limited to how evidence will be managed.  

 
 
7.4-7   Burdens of Presenting Evidence and Proof   
(a) At the hearing the Medical Executive Committee shall have the initial duty to present evidence for each case or issue in support 

of its action or recommendation. The member shall be obligated to present evidence in response.   
   
(b) An applicant for membership or additional privileges  shall bear the burden of persuading the judicial review committee, by a   

preponderance of the evidence, of the applicant's qualifications by producing information  which allows for adequate 
evaluation and resolution of reasonable doubts concerning the  applicant's current qualifications for membership and 
privileges. An applicant shall not be permitted to introduce information or documents requested by the medical staff but not 
produced during the application process unless the applicant establishes that the information could not have been produced 
previously in the exercise of reasonable diligence.   

   
(c) Except as provided above for applicants, throughout the hearing, the Medical Executive Committee shall bear the burden of 

persuading the judicial review committee, by a preponderance of the evidence, that its action or recommendation is 
reasonable and warranted.   

   
7.4-8    Adjournment and Conclusion   
After consultation with the chair of the judicial review committee, the hearing officer may adjourn the hearing and reconvene the same 
without special notice at such times and intervals as may be reasonable and warranted, with due consideration for reaching an 
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expeditious conclusion to the hearing. Both the Medical Executive Committee and the member may submit a written statement at the 
close of the hearing. Upon conclusion of the presentation of oral and written evidence, or the receipt of closing written arguments, if 
submitted, the hearing shall be closed. The hearing shall not be deemed finally adjourned until the judicial review committee completes 
its deliberations.  
   
 
7.4-9   Basis for Decision   
The decision of the judicial review committee shall be based on the evidence introduced at the hearing, including all logical and 
reasonable inferences from the evidence and the testimony. The judicial review committee shall affirm the action or recommended 
action of the medical executive committee if its action or recommended action is one of the reasonable and warranted options based 
upon the evidence.  

   
7.4-10   Decision of the Judicial Review Committee   
Within 30- days after final adjournment of the hearing, the judicial review committee shall render a decision which shall be accompanied 
by a report in writing and shall be delivered to the Medical     Executive Committee. If the member is currently under suspension, however, 
the time for the decision and report shall be 15- days after final adjournment. A copy of said decision also shall be forwarded to the     
administrator, the Board of Trustees, and to the member. The report shall contain a concise     statement of the reasons in support of the 
decision including findings of fact and a conclusion articulating the connection between the evidence produced at the hearing and the 
conclusion reached. Both the member and the Medical Executive Committee shall be provided a written explanation of the procedure for 
appealing the decision   
   
The decision of the judicial review committee shall be subject to such rights of appeal or review as described in these bylaws, but shall 
otherwise be affirmed by the Board of Trustees as the final action if it is supported by greater weight of the evidence, following a fair 
procedure.   
 

7.5 APPEAL 
7.5-1 Time for Appeal 
Within thirty (30) days after receipt of the decision of the judicial review committee, either the member or the Medical  Executive 
Committee may request an appellate review. A written request for such review shall be delivered to the Chief of Staff, the administrator, 
and the other party in the hearing. If a request for appellate review is not requested within such period, that action or recommendation 
shall be affirmed by the Board of Trustees as the final action if it is supported by the greater weight of the evidence, following a fair 
procedure.   
   
7.5-2    Grounds for Appeal   
A written request for an appeal shall include an identification of the grounds for appeal and a clear and concise statement of the facts 
in support of the appeal. The grounds for appeal from the hearing shall be: (a) substantial noncompliance with the procedures required 
by these bylaws or applicable law which has created demonstrable prejudice; (b) the decision was not supported by the greater weight 
of the evidence based upon the hearing record or such additional information as may be permitted pursuant to Section 7.5-5.   
 
7.5-3    Time, Place and Notice   
If an appellate review is to be conducted, the appeal board shall, within thirty (30) days after receipt of notice of appeal, schedule a review 
date and cause each side to be given notice of the time, place and date of the appellate review. The date of appellate review shall not be 
less than thirty (30) nor more than sixty (60) days from the date of such notice, provided however, that when a request for appellate review 
concerns a member who is under suspension which is then in effect, the appellate review shall be held as soon as the arrangements may 
reasonably be made, not to exceed forty-five (45) days from the date of the notice. The time for appellate review may be extended by the 
appeal board for good cause.   
   
7.5-4    Appeal Board   
The Board of Trustees may sit as the appeal board, or it may appoint an appeal board which shall be composed of not less than [3] members 
of the Board of Trustees. Knowledge of the matter involved shall not preclude any person from serving as a member of the appeal board, 
so long as that person did not take part in a prior hearing on the same matter. The appeal board may select an attorney to assist it in the 
proceeding, but that attorney shall not be entitled to vote with respect to the appeal. The attorney firm selected by the Board of Trustees 
shall be neither the attorney firm that represented either party at the hearing before the judicial review committee nor the attorney who 
assisted the hearing panel or served as hearing officer.   
   
7.5-5    Appeal Procedure   
The proceeding by the appeal board shall be in the nature of an appellate hearing based upon the record of the hearing before the 
judicial review committee, provided that the appeal board may accept additional oral or written evidence, subject to a foundational 
showing that such evidence could not have been made available to the judicial review committee in the exercise of reasonable diligence 
and subject to the same rights of cross-examination or confrontation provided at the judicial review hearing; or the appeal board may 
remand the matter to the judicial review committee for the taking of further evidence and for decision., if feasible. Each party shall have 
the right to be represented by legal counsel, or any other representative designated by that party in connection with the appeal, to 
present a written statement in support of that party's position on appeal, and to personally appear and make oral argument. The appeal 
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board may thereupon conduct, at a time convenient to itself, deliberations outside the presence of the appellant and respondent and 
their representatives.    
   
The appeal board shall present to the Board of Trustees its written recommendations as to whether the Board of Trustees should affirm 
or reverse the judicial review committee decision consistent with the standard set forth in Section 7.5-6, or remand the matter to the 
judicial review committee for further review and decision.   
  
7.5-6    Decision   
(a) Except as provided in Section 7.5-6(b), within [30] days after the conclusion of the appellate review proceedings, the Board of 

Trustees shall render a final decision and shall affirm the decision of the judicial review committee if the judicial review 
committee's decision is the greater weight of the evidence, following a fair procedure.   

   
Should the Board of Trustees determine that the judicial review committee decision is not supported by the greater weight of 
evidence or that a fair procedure was not afforded, the board may modify or reverse the decision of the judicial review 
committee  and may instead, or shall, where a fair procedure has not been afforded, remand the matter to the judicial review 
committee, if feasible, for reconsideration, stating the purpose for the referral. The Board of Trustees shall carefully consider 
the recommendation of the Judicial Review Committee and shall not act arbitrarily or capriciously. The Board of Trustees may, 
however, exercise its independent judgment in determining whether a practitioner was afforded a fair hearing in compliance 
with the bylaws, rules or regulations and in determining whether the Judicial Review Committee’s findings with regard to any 
issues of conduct, behavior or compliance with bylaws, rules or policies were reasonable and warranted.  

(b) If the matter is remanded to the judicial review committee for further review and recommendation, the committee shall 
promptly conduct its review and make its recommendations to the Board of Trustees. This further review and the time 
required to report back shall not exceed thirty (30) days in duration except as the parties may otherwise agree or for good 
cause as jointly determined by the chair of the Board of Trustees and the judicial review committee.   

   
(c) The decision shall be in writing, shall specify the reasons for the action taken, shall include the text of the report which shall 

be made to the National Practitioner Data Bank and the Medical Board of California, if any, and shall be forwarded to the Chief 
of Staff, the medical executive and credential committee, the subject of the hearing, and the administrator.  

   
7.5-7    Right to One Hearing   
Except in circumstances where a new hearing is ordered by the Board of Trustees or a court because of procedural irregularities or 
otherwise for reasons not the fault of the member, no member shall be entitled to more than one evidentiary hearing and one appellate 
review on any matter which shall have been the subject of adverse action or recommendation.   

   
7.6       Exceptions to Hearing Rights   

   7.6.1   Hospital Contract Practitioners.   
 Removal of practitioners who provide care pursuant to an exclusive contract with the hospital shall be governed by the terms of 
their contracts with the hospital.  The hearing and review rights set forth in this Article VII do not apply to a practitioner whose application 
for Medical Staff membership and/or clinical privileges was not accepted, or whose membership and/or privileges were limited or 
terminated on the basis that the privileges sought or held are the subject of an exclusive contract. The hearing rights of this Article VII only 
shall apply if an action is taken which must be reported under Business and Professions Code Section 805 or National Practitioner Data 
Bank and/or privileges which are independent of the practitioner’s exclusive contract are removed or suspended.   

   7.6-2   Automatic Suspension or Limitation of Practice Privileges   
   No hearing is required when a member's license or legal credential to practice has been revoked or suspended as set forth in Section 6.5-

1(a). In other cases described in Sections 6.5-1 and 6.5-2, the issues which may be considered at a hearing, if requested, shall not include 
evidence designed to show that the determination by the licensing or credentialing authority or certifying authority was unwarranted, but 
only whether the member may continue practice in the hospital with those limitations imposed.   

     
 

   
7.7    NATIONAL PRACTITIONER DATA BANK REPORTING   

The authorized representative shall report an adverse action to the National Practitioner Data Bank only when required by law and 
regulation and only using the description set forth in the final action as adopted by the Board of Trustees. The authorized representative 
shall report any and all revisions of an adverse action, including, but not limited to, any expiration of the final action consistent with the 
terms of that final action.   
 

7.8 DISPUTING REPORT LANGUAGE 
If no hearing was requested, a member who is the subject of a proposed adverse action report to the Medical Board of California 
or the National Practitioner Data Bank may request an informal meeting to dispute the text of the report filed. The report dispute 
meeting shall not constitute a hearing and shall be limited to the issue of whether the report filed is consistent with the final 
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action issued. The meeting shall be attended by the subject of the report, the Chief of Staff, and the hospital’s authorized 
representative, or their respective designees. 

If a hearing was held, the dispute process shall be deemed to have been completed. 
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ARTICLE VIII   ALLIED HEALTH PROFESSIONAL/ ADVANCED PRACTICE PROFESSIONAL STAFF   
   

8.1     DEFINITIONS     
Allied Health Practitioner or Advanced Practice Practitioner (AHP/APP or APP), means a health care professional, other than a physician, dentist or 
podiatrist  who holds a license  or other legal credential, as required  by California law, to provide  certain professional services.   
   
AHP/APP or APP means those who may or may not be employees of the hospital,  and    are not eligible  for medical  staff membership, but are 
eligible for AHP/APP/APP Staff and have been granted  a service authorization to provide certain  clinical  services.   
   
Service Authorization means  the  permission granted  to an  Allied  Health  Staff  member  to provide  specified  patient  care  services  within  the  
member's qualifications and  scope  of practice.   
 
8.2 RESPONSIBILITIES  
Each AHP/APP shall:  
a) Meet those responsibilities required by the medical staff bylaws, rules and regulations and policies, if not so specified, meet those 

responsibilities specified in the bylaws, rules and regulations and policies for medical staff members as are generally applicable.   
 
b) Retain appropriate responsibility within the AHP/APP  area of professional competence for the care of each patient in the hospital for 

whom the AHP/APP is providing services.  
 
c) Participate, when requested, in patient care audit and other quality review, evaluation, and monitoring activities required, in evaluating 

AHP/APP applicants, in supervising initial AHP/APP appointees of the same specialty.  
   
8.3     QUALIFICATIONS   
An AHP/APP is eligible for a service authorization in this hospital if the practitioner:   
(a) Holds  a  license,  certificate, or  other  legal  credential   in  a  category   of  AHP/APPs which  the  Board  of  Trustees   has  identified   as  

eligible   to  apply  for  service authorizations; 
    

b) Documents  the  practitioner's  experience,  background,  training,   current competence, judgment,  and  ability  with  sufficient adequacy 
to demonstrate that any   patient   treated   by   the   practitioner  will  receive   care   of  the    generally recognized professional level of 
quality established by the medical  staff;     

c) Any AHP/APP will  automatically require, at a minimum, concurrent FPPE Proctoring on a minimum of the first ten (10) cases, to include a 
sampling of the privileges granted.  Other conditions may be implemented by the department Chair or co-chairs, as deemed appropriate;   

   
d) Is determined,  on the  basis  of documented  references:  to adhere strictly  to  the lawful ethics of the practitioner's  profession, to work 

cooperatively with others in the hospital setting so as not to affect adversely patient care, and to  be willing to commit to and regularly 
assist the medical staff in fulfilling its obligations related to patient care, within  the areas of the practitioner's professional  competence 
and credentials; and   

   
e) Agrees to comply with all medical staff bylaws, general rules and regulations, and department rules, and protocols  to the extent applicable 
 to the AHP/APP; and   
   
f) Maintains professional liability insurance with a suitable insurer, with minimum limits as determined  by the Medical   Executive  
 Committee,  in accordance  with these bylaws.     
   
8.3    CATEGORIES OF AHP/APP/APP’S ELIGIBLE TO APPLY FOR SERVICE AUTHORIZATIONS   
The categories of AHP/APP, based on occupation or profession, which shall be eligible to apply for Allied   Health   Staff   membership   and for  
service   authorization   in  the  hospital   and  the corresponding  service  authorization  prerogatives,  terms,  and  conditions  for  each  such  
AHP/APP  category shall be designated by the Board of Trustees, upon the recommendation of the Medical Executive Committee, and when 
approved by the Board of Trustees, shall be set forth in the medical staff rules and regulations or policy. .  Such actions by the Medical Executive 
Committee and the Board of Trustees shall be based upon the recommendations of the relevant departments for the designation of categories of 
AHP/APPs eligible to apply for service authorization and the delineation of corresponding service authorization prerogatives, terms, and conditions 
for each such AHP/APP category. The Medical Executive Committee, and Board of Trustees shall review the designation of categories of AHP/APPs 
eligible to apply for service authorizations at least annually and at other time when requested by the Medical Executive Committee.  
 
 
   
8.4     PROCEDURE FOR GRANTING SERVICE AUTHORIZATION   
All initial applications and renewal applications shall be processed in a parallel manner to that provided in Article IV, Membership and Membership 
Renewal, of these Medical Staff Bylaws.  Documentation to substantiate all requirements and qualifications must be submitted with the application.  
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Applications for initial granting and renewal shall be submitted for review by the Interdisciplinary Practice Committee and the respective assigned 
department for recommendations, which will then be forwarded to the Medical Executive Committee and Board of Trustees for final approval.   Each 
AHP/APP must apply for renewal of service authorization and practice privileges every two (2) years, in the same manner as described in Article IV. 
 

8.4-1  Granting Service Authorization  
(a) An AHP/APP whose scope of practice allows independent practice must provide services under the supervision of a medical 

staff member, or a specific group of medical staff members. 
 
(b) An AHP/APP must apply and qualify for a service authorization and must designate a physician member or specific group of 

medical staff members of the medical staff who, concurrently with the AHP/APP's application, agrees to be responsible for, 
supervise, collaborate with, to the extent necessary, for the general medical condition of patients for whom the AHP/APP 
proposes to render services in the hospital.   

 
  

8.4-2   Effect of Adverse Decision 
An AHP/APP  who has received  an  final adverse decision regarding their application for a service authorization, or withdrew  their  
application   for  a  service  authorization   following  an  adverse recommendation  by the Medical Executive Committee,  or after having 
been granted a  service authorization has received a final adverse decision resulting in termination of the authorization  or, has 
relinquished  their service authorization  following the issuance of a Medical Staff or Board of Trustees recommendation  adverse to their  
service   authorization,   shall  not  be  eligible  to  reapply  for  the  service authorization affected by such decision or recommendation 
for a period of at least twenty-four (24) months from the date that the adverse  decision  became final, the application was withdrawn, 
or the AHP/APP relinquished their service authorization.   
 
 8.4-3   Request for New Category of Service Authorization 
AHP/APP  who  does  not  have  licensure  or  certification  in  an  AHP/APP  category identified  as eligible for service  authorizations  may 
not apply  for  a  service Authorization   but  may  submit  a  written  request  to  the Administrator,   asking   the   Board   of   Trustees   to   
consider   designating   the appropriate category of AHP/APPs as eligible to apply for service authorizations. Upon receipt of such a request, 
the Board of Trustees shall forward a copy of the request to the Medical Executive  Committee  for its recommendation,  and shall also 
request the recommendation  of any affected department  or division.  The Board of Trustees shall consider such request and the Medical 
Executive  Committee's recommendation,  as well as the recommendation of any affected department or division, either before or at the 
time of its annual review of the categories of AHP/APPs., in accordance with these Bylaws.    
      
8.4-4   Assignment to Clinical Department 
Each AHP/APP who is granted a service authorization shall be assigned to the clinical department  appropriate  to  his/her  occupational   
or  professional  training  and, unless otherwise specified  in the  medical  staff  rules  and  regulations,  shall  be subject  to  terms  and  
conditions   that  parallel  those  specified  in  Article  II-Membership,  as they  may  logically  apply  to AHP/APPs  and  may  be appropriately 
tailored to the particular category of AHP/APPs.  Each AHP/APP who practices at IVHD must maintain communication with the relevant 
physician in order to enable the physician to assume responsibility, to the extent it is indicated, for the general medical condition  of the 
patient. Each AHP who does not practice independently shall be subject to the supervision of one or more members of the medical staff 
who have been approved to provide such supervision or direction by the Board of Directors upon recommendation of the Medical 
Executive Committee. 

   
8.5    PREROGATIVES  AND RESPONSIBILITIES  

8.5-1 Prerogatives  
The prerogatives which may be extended to a member of a particular category of AHP/APP shall be defined in the medical staff rules and 
regulations and/or policies. Such prerogatives may include:   

   
(a) Provision of specified patient care services subject to a medical staff member's responsibility, to the extent indicated, for the patient's  

general medical condition and under the general Article V of the medical staff, and, where the AHP/APP does not practice 
independently,  also under the supervision  and direction of a member of the Active medical staff who will supervise that category of 
AHP/APP.  AHP/APP services must be consistent with the service authorization granted to the AHP/APP and within the scope of the 
AHP/APP's  licensure or certification.   

   
(b) Service on medical staff and hospital committees  except as otherwise expressly provided  in the medical  staff  bylaws, rules and 

regulations.  An AHP/APP may not serve as chair of medical staff committees.   
   
(c) Attendance at meetings of the department to which the AHP/APP is assigned, as permitted by the department  rules and regulations, 

and attendance  at medical staff educational  programs in the AHP/APP's field of practice. An AHP/APP may not vote at department, 
division, committee meetings.   

 
  8.5-1 Responsibilities 
 
Each AHP shall: 
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(a) Meet those responsibilities required by the medical staff rules and regulations and if not so specified, meet those responsibilities specified in 
[Section 2.5 of Article II] as are generally applicable to the more limited practice of the AHP. 

(b) Retain appropriate responsibility within his or her area of professional competence for the care of each patient in the hospital for whom 
he or she is providing services. 

(c) Participate, when requested, in patient care audit and other quality review, evaluation, and monitoring activities required of AHPs, in 
evaluating AHP applicants, in supervising initial AHP appointees of his or her same occupation or profession or of an occupation or 
profession which is governed by a more limited scope of practice statute, and in discharging such other functions as may be required by 
the medical staff from time to time. 

 
 

8.6 CONTINUING COMPETENCY EVALUATION 
To provide continuous, measurable, and objective monitoring of AHP/APP practice,  all Allied Health Providers (AHP/APP’s) functioning in the hospital 
setting shall be subject to evaluation and monitoring by OPPE and FPPE, as described in Section 6 of these Bylaws.    Periodic chart review shall also 
be conducted by the supervising physician to ensure that appropriate and competent medical care is provided to patients in a variety of settings.   
 
Each AHP/APP granted privileges to practice at this facility will be reviewed by the supervising physician.  The charts selected for review, should be a 
representative sample of the patient contacts that the AHP/APP is encountering.  The reviewing physician will review the medical record and 
document findings utilizing the approved forms for this purpose.  Feedback will be provided to the AHP/APP by the reviewing physician. These reports 
will be reviewed by the Department Chair or co-chairs, as applicable, during the reappointment process of the AHP/APP.  It is the responsibility of 
the AHP/APP to assure the required documentation is completed and forms are forwarded to the Medical Staff Office. 
 
8.7   TERMINATION, SUSPENSION OR RESTRICTION OF SERVICE AUTHORIZATIONS                   

8.7-1    General Procedures   
(a) At any time, the Chief of Staff or Chief of the Department or Division to which the AHP/APP has been assigned may recommend 

to the Medical Executive Committee (MEC) that an AHP/APP's service authorization be terminated, suspended or restricted. 
After investigation (including, if appropriate, consultation with the Interdisciplinary Practice    Committee), if the Medical 
Executive Committee  agrees   that  corrective   action   is appropriate,   the   Medical   Executive  Committee  shall  recommend 
specific corrective  action  to  the  hospital's  Board  of  Trustees. A Notification Letter regarding the recommendation shall be 
sent by certified mail to the subject AHP/APP.  The notification Letter shall inform the AHP/APP of the recommendation  and 
the circumstances giving rise to the recommendation.   

   
(b) Nothing contained in  the  Medical  Staff  Bylaws  shall  be  interpreted to  entitle  an Allied  Health  Staff member,  except  for a 

clinical  psychologist, to the hearing  rights set forth in Articles  VI and VII However, an AHP/APP  shall have the right to challenge 
any  recommendation which  would  constitute grounds  for a. hearing  under  Section 7.2 of the Bylaws  (to the extent  that 
such  grounds  are applicable by analogy  to the Allied  Health  Staff)  by filing  a written  request  for  an  AHP/APP  Health  Staff  
hearing with the Medical  Executive Committee within fifteen  (15) days of receipt  of the Notification Letter.   Upon receipt of 
a request, the Medical Executive Committee or its designee, shall afford  the AHP/APP  an opportunity for an AHP/APP  Health  
Staff  hearing concerning the  grievance.   The hearing   need not  be  conducted according to  the procedural  rules  applicable 
to member  hearings; however  the purpose  of the AHP/APP Health  Staff  hearing  is to  allow  both  the  AHP/APP  and  the  
party  recommending the action the opportunity to discuss the situation and to produce  evidence  in support  of their respective 
positions. A record of the AHP/APP Health Staff hearing shall be made.   

   
(c) Within 30-days  following  the  AHP/APP  Health  Staff  hearing,  the  Medical  Executive Committee,  based on the AHP/APP 

Health Staff hearing and all other aspects of the investigation, shall make a final recommendation to the Board of Trustees, 
which shall be communicated  in writing, sent by certified mail, to the subject AHP/APP.   The final recommendation shall discuss 
the circumstances  giving rise to the recommendation  any pertinent  information  from the interview.  Prior to acting on the 
matter, the Board of Trustees may, in its discretion, offer the affected practitioner the right to appeal to the Board or a 
subcommittee  thereof.  The  Board  of  Trustees  shall  adopt  the  Medical Executive  Committee's recommendation,  so long 
as it is reasonable, appropriate under the  circumstances  and  supported  by greater weight of the evidence.  The final decision  
by the Board of Trustees shall become effective upon the date of its adoption. The AHP/APP shall be provided promptly with 
notice of the final action, sent by certified mail.   

   
8.7-2     Summary  Suspension   
   
(a) Notwithstanding  Section  8.7-1,  an  Allied  Health  Practitioner's service  authorization may be immediately  suspended or 

restricted where the failure to take such action may result in an imminent danger to the health of any individual. Such or 
restriction may be imposed by the Chief of Staff, the Medical Executive Committee, or the respective department chair or co-
chair, or designee, to which the Allied Health Practitioner has been assigned.  Unless otherwise stated, the summary action shall 
become effective immediately upon imposition, and the person responsible for taking such action shall promptly give written 
notice of the action to the Board of Trustees, the Medical Executive Committee, and the CEO.  The notice shall also inform the 
practitioner of the right to file a grievance. The practitioner's right to file a grievance and subsequent  
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interview procedures shall be in accordance  with Section 8.7-1, except that  all reasonable  efforts  shall  be made  to  ensure  
that the  practitioner  is given  an interview  and that  final  action  is taken  within  14-days  or as promptly  thereafter  as  
practicable.   

   
(b) The affected practitioner may be verbally notified of the action and shall be promptly notified  in writing  of the summary action. 

The notice shall include the reasons for  the  action  and  that  such  action  was  necessary  because  of  a  reasonable probability  
that failure to take the action could  result in imminent  danger to the health of an individual.   

   
(c) Within ten  (10) ) working days following the action, the Interdisciplinary Practice Committee shall meet  to  consider   the  matter  

and  make  a  recommendation   to  the  M e d i c a l Executive Committee  as to whether the summary suspension  should be 
vacated or continued pending the outcome of any interview with the affected practitioner.  Within ten (10) working days 
following the imposition of the action, the Medical Executive Committee shall meet and consider the matter in light of any 
recommendation forwarded from the Interdisciplinary Practice Committee or the Committee on Allied Health Practitioners. 
Within two (2) working days following the Medical Executive Committee's meeting,  the  Medical  Executive  Committee  shall  
provide  written notice  to  the  affected  practitioner  regarding  its  determination  on  whether  the summary  action  should  
be  vacated  or  continued  pending  the  outcome  of  any interview proceeding.   

   
8.7-3    Automatic Suspension, Termination or Restriction   
Notwithstanding  subsection  8.7-1, above, an AHP/APP 's service authorization shall automatically terminate in the event that:   
 
(a) The AHP/APP's certification, license, or other legal credential expires or is revoked or subject to a Court order that prohibits 

the AHP/APP from providing care.  
 

(b) With respect to an AHP/APP practice under physician supervision:    
(1) the medical staff membership  or privileges to supervise the AHP/APP of the  supervising   physician   is  terminated,  
 whether  such  termination   is voluntary or involuntary; or   
 
(2) the AHP/APP’s only  supervising physician no longer agrees to act in such capacity for any  reason,  or  the  relationship  

between  the  AHP/APP  and  the  AHP/APP’s only supervising physician is otherwise terminated, regardless of the 
reason therefore;   

   
(c) Where the AHP/APP's  service authorization  is automatically  terminated  for reasons specified  in above, the AHP/APP may 

apply for reinstatement  as soon as the AHP/APP has found another physician  medical staff member who agrees to supervise 
the AHP/APP and receives privileges  to do so. In this case, the Medical Executive Committee  may,  in its discretion, expedite 
the reapplication process.   

   
(d) Notwithstanding  subsection  8.7-1, above, in the event that the AHP/APP's  certification or license is restricted, suspended, or 

made the subject of an order of probation, the AHP/APP's service authorization shall automatically  be subject to the same 
restrictions, suspension, or conditions of probation.   

   
(e) Where the AHP/APP's privileges are automatically terminated, suspended, or restricted pursuant to this subsection, the notice 

and interview procedures under subsection 8.7-1 shall not apply and the AHP/APP shall have no right to an interview except, 
within the discretion of the Medical Executive Committee, regarding any factual dispute over whether or not the circumstances 
giving rise to the automatic termination, suspension, or restriction actually exist.   

  
(f) When the AHP/APP's employment with the hospital is terminated, their privileges automatically will terminate and the notice 

and interview procedures under subsection 8.7-1 shall not apply and the AHP/APP shall have no right to an interview.   
   

  8.7-4    Applicability of Section   
The rights afforded by this section shall not apply to any decision regarding whether a category of AHP/APP shall be eligible for a 
service authorization and the terms or conditions of such decision pursuant to Section 8.3 of this Article.   

   
8.8   REAPPLICATION   
Not more than every 2  years,  each  AHP/APP  on  the  Allied  Health  Staff  must  reapply  for  a  renewed  service authorization in accordance with 
Section 8.4, and in the same manner described in section 4.5 of these bylaws.   
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ARTICLE  IX   OFFICERS   

   
9.1    OFFICERS OF THE MEDICAL STAFF     

9.1-1   Identification   
The officers of the medical staff shall be the Chief of Staff, Vice Chief of Staff, Immediate Past Chief of Staff, and Secretary/Treasurer.   
   
9.1-2   Qualifications   
Officers  must be members  in good standing of the active medical  staff  at the time of their  nominations  and election,  and must  remain 
members  of the active staff in good standing, in accordance with these Medical Staff Bylaws  during  their term of office.  Failure to 
maintain such status shall create a vacancy in the office involved. All officers must be licensed as physicians and surgeons, Board certified, 
given the nature of their duties in office.   In addition to exercising their  responsibilities  pursuant  to  Section  14.6,  officers  shall  verbally  
disclose  all  actual  or potential conflicts of interest in the course of each medical staff meeting or other event where such a disclosure 
may be relevant.  Any potential conflicts so disclosed shall be resolved as set forth  in Section  14.6 and must be announced  in writing  
to those  with voting rights prior to election.   
 
9.1-3   Nominations   
(a) The medical staff election year shall be each even numbered medical staff year. i.e., nominations and elections  to be 

conducted in even years, with term to commence on January 1 of the immediately following January 1. A nominating 
committee shall be appointed by the Medical Executive Committee not later than 120 days prior to the annual staff meeting 
to be held during the election year or at least 45 days prior to any special election.    

   
(b) A nominating committee composed of an equal number of members who primarily practice at the hospital that 
previously was known as Pioneers Memorial Hospital and primarily practice as the hospital that previously was known as El 
Center Regional Medical Center.  It shall include the immediate past Chief of Staff, the current Chief of Staff and two Active 
staff members elected by the Medical Executive Committee. Although additional Active Staff many be nominated, unless 
the Vice Chief of Staff declines to run or does not meet criteria to serve as Chief of Staff, the Vice Chief of Staff automatically 
shall be nominated for Chief of Staff.    
 

( c) The members nominated by the nominating committee shall be sent to the voting members of the Medical Staff at least   
sixty (60) days prior to the date of the annual staff meeting or thirty (30) days prior to any special election. Further nominations 
may be made for any office by any voting member of the medical staff, provided that the name of the candidate is submitted 
in writing to the chair of the nominating committee,  is endorsed by the signature of at least 10% of other members who are 
eligible to vote, and bears the candidate's written consent. These nominations shall  be delivered  to the chair  of the  
nominating  committee,  c/o  the  Medical  Staff Office,  as soon  as reasonably  practicable,  but  at  least  thirty (30) days  
prior to  the date  of election.  If  any  nominations  are  made  in  this  manner,  the  voting  members  of  the medical staff 
shall be advised by notice delivered or mailed at least 10 days prior to the meeting. Conflict of interest Disclosure rules will 
apply. Nominees must disclose any conflicts of interest.   

 

(d) If there are disputes regarding the nomination or election process, including but not limited to if a nominee meets criteria 
to serve in the particular office pursuant to the rotation required by Section 9.2., or outcome, the matter shall be referred to 
the Medical Executive Committee, which shall have authority to resolve such disputes.  

   
9.1-4  Elections   
The Vice Chief of Staff elect shall automatically become a nominee for the Chief of Staff (unless he/she declines the position). The  
Vice Chief of Staff, and Secretary-Treasurer shall be voted upon and results announced at the annual meeting of the medical staff 
which falls during the election  year.   
   
In accordance  with Section 14.6, all nominees  for election shall disclose in writing to the nominating committee medical  staff  those  
current  or  impending  personal,  professional,  or  financial" affiliations  or relationships of which they are reasonably aware, including 
contractual, employment or other relationships with the hospital, which could foreseeably result in a conflict of interest with their 
activities  or  responsibilities  on  behalf of  the  medical  staff.   Such disclosure statement shall accompany the ballot.   
 
Voting shall be by secret written ballot, and authenticated sealed mail ballots may be counted. Written ballots shall include handwritten 
signatures on the envelope for comparison with signatures on file, when necessary.  
 
A nominee shall be elected upon receiving a majority of the valid votes cast.  
 
If no candidate for the office receives a majority vote on the first ballot, a run-off election shall be held promptly between the two 
candidates receiving the highest number of votes.  In the case of a tie on the second  ballot, the majority vote of the Medical  Executive  
Committee  shall  decide  the  election  by secret  written  ballot  at  its  next meeting or a special meeting called for that purpose.   
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9.1-5   Term of Elected Office   
Except for the initial officers who may have a term shorter than two years as a result of the merger date, each officer shall serve a two (2) 
year term, commencing on the first day of the medical staff year (January 1) following the election. Each officer shall serve in each office 
until the end of that officer's term, or until a successor is elected, unless that officer shall sooner resign or be removed from office. At the 
end of that officer's term, the Chief of Staff shall automatically assume the office of immediate past Chief of Staff.    
   
 
 9.1-6  Recall of Officers   
Any Medical  Staff  Officer  may  be removed  from  office  for  valid  cause,  including,  but  not limited to, gross neglect or misfeasance in 
office, or acts of moral turpitude. Recall of a Medical Staff Officer may be initiated by the Medical Executive Committee or shall be initiated 
by a petition signed by at least one-third of the members of the medical staff eligible to vote for officers.  Recall  shall  be considered  at a 
special  meeting  called  for that  purpose.  Recall shall require a two-thirds vote of the medical staff members eligible to vote for Medical 
Staff Officers who actually cast-vote at the special meeting in person or by mail ballot.   
   
9.1-7  Vacancies in Elected Office   
Vacancies in office occur upon the death or disability, resignation, or removal of the officer, or such officer's loss of membership in the 
medical staff. Vacancies, other than that of the Chief of Staff, shall be filled by appointment by the Medical Executive Committee until the 
next regular election. If there is a vacancy in the office of Chief of Staff, a nominating committee shall be immediately  appointed to elect 
a replacement Chief of Staff.  The Vice Chief of Staff  shall serve as an interim Chief of Staff until a member is elected from the Active Staff 
who primarily practices at the same general acute care location where the  Chief of Staff who vacated that position primarily practiced. 
Upon election, the new Chief of Staff shall serve out the remaining term of the prior Chief of Staff and the Interim Chief of Staff shall 
resume holding the position of  Vice Chief of Staff. While the vice Chief of staff is acting as the Interim Chief of Staff,   the  Medical  Executive 
Committee  may appoint an interim officer to fill this office.  
 

9.2    ROTATION OF OFFICERS HOSPITAL  
 

9.2-1  The initial Chief of Staff and Secretary/Treasurer shall be a members of the Active Staff who actively practiced at either the former 
Pioneers Memorial Hospital Medical Staff or the El Centro Regional Medical Center Medical Staff. If both Chief of Staff from those two 
former medical staffs wish to continue as the initial Chief of Staff, the two Chiefs of Staffs shall draw straws to determine who shall 
continue as Chief of Staff. The initial Immediate Past Chief of Staff shall be the member who was the Chief of Staff from what was the 
other medical staff prior to the merger and the Vice Chief of Staff shall be the Vice Chief of Staff from the same former medical staff as 
the Immediate Past Chief of Staff. The initial Vice Chief of Staff shall be the member who was Vice Chief of Staff at the same hospital as 
the initial Immediate Past Chief of Staff and the initial Secretary/Treasurer shall be the member who was Vice Chief at the same Hospital 
as the initial Chief of staff prior to the merger of the two medical staffs. Thereafter, Chiefs of Staff and other officers shall be nominated 
and elected as described in these bylaws, subject to a requirement that the subsequent officers must  alternate as between members the 
two campuses. E.g. if the current Chief of Staff and Secretary/Treasurer primarily practice at the campus that previously was Pioneers 
Memorial Hospital, then the next Chief of Staff and Secretary/Treasurer must primarily practice at the campus that previously was El 
Centro Regional Medical Center.  

9.2-2  An individual cannot serve as Chief of Staff more than one (1) term during a six (6) year period.  

 
9.3  DUTIES OF OFFICERS   

   
9.3-1   Chief of Staff   
The Chief of Staff shall serve as the chief officer of the medical staff. The duties required of the Chief of Staff shall include, but not be 
limited to:   
   
(a) enforcing the medical staff bylaws and rules and regulations, implementing sanctions where   indicated,   and   enforcing   

compliance   with   procedural   safeguards   where corrective action has been requested or initiated;   
   
(b) calling,  presiding  at,  and  being  responsible  for  the  agenda  of  all  meetings  of  the general medical staff and or special 

meetings of the  medical staff;   
   
(c) serving as a voting member and chair of the Medical Executive  Committee  and calling, presiding at, and being responsible for 

the  agenda of all meetings thereof;   
   
(d) serving  as an ex  officio  member  of all other  staff  department/committees  without vote,  unless  Chief  of  Staff  membership  

in  a  particular  department/committee  is required by these bylaws, or is otherwise a member of the department/committee;   
   
(e) interacting with the administrator in all matters of mutual concern within the hospital and Board of Trustees;   
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(f) appointing, in consultation with or subject to ratification by the Medical Executive Committee, committee members for all 

standing committees other than the Medical Executive Committee and  all ad hoc medical staff, special medical staff, liaison, or 
multidisciplinary committees, except where otherwise provided by these bylaws and, except where otherwise indicated, 
designating the chairs of committees;   

 
(g) representing  the  views  and  policies  of the  medical  staff  to the administration and Board of Trustees at every Board of 

Trustees meeting;   
         
(h) being  a  spokesperson  for  the  medical  staff  in  external  professional and public relations;   
   
   
(i) performing  such  other functions  as may  be assigned  to the Chief of Staff  by these bylaws, the medical staff, or by the Medical 

Executive Committee;   
   
(j) serving on liaison committees with the Board of Trustees and administration, as well as outside licensing or accreditation 

agencies;   
   
   
  
 
9.3-2   Vice Chief of Staff    
The Vice Chief of Staff shall assume all duties and authority of the Chief of Staff in the absence of the Chief of Staff.  The Vice Chief of Staff 
shall be a voting member of the Medical Executive Committee, shall attend and represent, at the direction of and in the absence of the 
Chief of Staff, the views and policies of the medical staff to the Board of Trustees at every Board of Trustees meeting.  The Vice Chief of 
Staff shall serve as Chair of the Bylaws Committee and shall perform such other duties as the Chief of Staff may assign or as may be 
delegated by these bylaws, or by the Medical Executive Committee.   

   
932-3    Immediate Past Chief of Staff   
The immediate past Chief of Staff shall be a voting member of the Medical Executive Committee and a and shall perform such other duties 
as may be assigned by the Chief of Staff or delegated by these bylaws, or by the Medical Executive Committee.  

 
9.3-4  Secretary-Treasurer   
The secretary-treasurer  shall be a voting member of the Medical Executive Committee.  The duties shall include, but not be limited to:   
(a) maintaining a roster of members;     
(b) assuring that accurate and complete minutes of all Medical Executive Committee and general medical staff meetings are kept;     
(c) calling meetings on the order of the Chief of Staff or Medical Executive Committee;     
(d) attending to all appropriate correspondence and notices on behalf of the medical staff    
(e) assuring that all funds  of  the medical  staff  are received  and   preparing  an annual proposed  budget of anticipated  income  

and expenditures,  for  approval  by   the medical staff, and preparing on a quarterly basis a financial statement in accordance 
with generally accepted accounting principles (GAAP), and recommending, where needed, the creation of a finance 
subcommittee to assist in these duties;   

(f) excusing absences from meetings on behalf of the Medical Executive Committee; and   
(g) performing such other duties as ordinarily pertains to the office or as may be assigned from time to time by the Chief of Staff or 

Medical Executive Committee.   
   

9.4   COMPENSATION  OF MEDICAL STAFF OFFICERS   
Medical Staff Officers should be compensated  for their work spent representing and leading the medical staff. Such compensation shall come from 
the medical staff bank account, for which the medical staff has sole responsibility. The payment to individual officers should be in the amount 
determined by the Medical Executive Committee. If the hospital provides any funds specifically earmarked  for  such  compensation,  those  funds  
should  be requested  and  accounted  for  in the medical staff budget for hospital approval. Payment to each officer under this provision shall be 
contingent upon each physician's proper performance of those duties, and the evaluation and determination  of the  quality  of  that  performance  
is in  the  sole  determination  of the  Medical Executive Committee.   
   
ARTICLE X   CLINICAL DEPARTMENTS AND DIVISIONS   
   
10.1  ORGANIZATION  OF CLINICAL DEPARTMENTS  AND DIVISIONS   
The   medical   staff   shall   be  organized   into  clinical   departments.  Each   department  shall   be  organized by the  Chief  of Staff  as a separate  
component of  the medical  staff  and shall  have  a chair  or co-chairs selected  and  entrusted  with  the authority, duties,  and  responsibilities 
specified  in Section 10.6.   A department may be further  divided,  as appropriate, into divisions  which shall  be directly responsible to the  
department within  which  it functions, and  which  shall  have  a division chief selected  and  entrusted  with  the  authority,  duties  and  
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responsibilities specified  in Section  10.7. When  appropriate, the Medical  Executive Committee may  recommend to the medical  staff  the creation,  
elimination, modification, or combination of departments or divisions.   
   
10.2  DEPARTMENTS  
The initial departments are:    . 

1) Anesthesia   
2) Emergency Medicine   
3) Medicine  
4) Pediatrics  
5) Obstetrics / Gynecology   
6) Radiology   
7) Surgery / Pathology   
8) Ambulatory Care  

 
Recognizing that with experience after the merger the foregoing departments may need revision, upon unanimous approval by the  Medical Executive 
Committee  and approval by the Board of Trustees, the departments listed above and the designation of which departments have co-chairs in Section 
10.6-1 may be revised, and that such revisions shall not be deemed amendments to the Bylaws, subject to the following:  
 
(a)          All members of the Active Medical Staff shall be notified after the Medical Executive Committee’s approval of the foregoing proposed 
revisions and the right to object to them before the approved revisions are submitted to the Board of Trustees for approval.  If the Active Staff 
submits a petition objecting to the proposed revision pursuant to Section 11.5-3 (a),  the proposed revision shall be deemed an amendment to the 
Bylaws that must be approved by the Medical Staff.  
(b)          Any revision of the proposed revisions pursuant to this Section must result in an equal number of Medical Executive Committee members 
who primarily practice at the facilities formerly known as Pioneers Memorial Hospital and El Centro Regional Medical Center.  
 
10.3   ASSIGNMENT TO DEPARTMENTS AND DIVISIONS   
Each  member  shall  be  assigned   membership in  at  least  one  department, or  division  within  a department, if any, within  such department, 
but may also be granted  membership and/or  clinical privileges  in other departments or divisions  consistent with practice privileges  granted.   
   
10.4  FUNCTIONS OF DEPARTMENTS   
The general functions of each department shall include:     
(a) Conducting  patient care reviews for the purpose of analyzing and evaluating  the quality and appropriateness of care and treatment  

provided  to patients  within the department. The number of such reviews to be conducted   during the year shall be as determined  by 
the Medical  Executive  Committee in consultation with other appropriate  committees. The department  shall  routinely  collect  
information  about  important  aspects  of patient care  provided  in  the  department,   periodically   assess  this  information,   and  develop 
objective  criteria for use in evaluating  patient  care.  Patient  care reviews  shall include all  clinical  work  performed   under  the  
jurisdiction   of  the  department,   regardless  of whether  the  member  whose  work  1s subject  to  such  review  1s a  member  of  that 
department.   

   
(b) Recommending to  the  Medical  Executive  Committee criteria   for  the  granting   of clinical  privileges and the performance of specified  

services  within the department.   
   
(f) submit  periodic  reports to the Medical  Executive Committee on its activities  and the status of pending applications;   
   
(g) Conducting,   participating   and   making    recommendations   regarding    continuing education programs  pertinent  to departmental 

clinical  practice;   
   
(h) Reviewing and  evaluating departmental adherence to: (1) medical  staff  policies  and procedures and (2) sound  principles of clinical  

practice;   
   
(i) Coordinate and manage patient  care treatment and services, provided  by the  department's members, with other practitioners,  with  

nursing  and other ancillary  patient care services.   
         
(j) Meeting  at least quarterly  for the purpose  of considering patient  care review  findings and the results  of the department's other  review  

and evaluation activities, as well  as reports on other department and staff functions.   
   
(k) Establishing such  committees or other  mechanisms as are necessary and desirable to perform  properly  the functions assigned  to it, 

including proctoring  protocols.   
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(l) Taking   appropriate  action   when   important  problems   in  patient   care  and  clinical performance or opportunities to improve  care 
are identified.   

   
(m) Accounting to  the  Medical  Executive Committee for  all  professional and  medical staff administrative activities within the department.   
   
(n) Appointing   such   committees   as  may   be  necessary   or   appropriate   to   conduct department functions.   
   
(o) Formulating  recommendations   for  departmental   rules  and  regulations  reasonably necessary for the proper discharge of its 

responsibilities  subject to the approval by the Medical Executive Committee and the medical staff;   
  
(p) Establishing priorities, communicate findings, conclusions, recommendations and actions for performance improvement and patient 

health outcomes;   
   
(q) Performing  peer review  in accordance  with  approved  Peer  Review Policy  and  as established/identified  by the medical staff and 

hospital leadership.   
   
 
10.5   FUNCTIONS OF DIVISIONS   
Subject  to  approval  of  the  Medical  Executive  Committee,  each  division  shall  perform  the functions assigned to it by its department chair. 
Such functions may include, without limitation, retrospective patient care reviews, evaluation of patient care practices (performance improvement 
and peer review), credentials   review  and  privileges   delineation,   and  continuing   education programs. The division shall transmit regular reports 
to the department chair on the conduct of its assigned functions.   
   
10.6    DEPARTMENT CO-CHAIRS  AND CHAIRS 
 

10.6-1    Qualifications   
With the exception of Pediatrics and Ambulatory care that each shall have one Department Chair, there shall be co-chairs of each 
department with a co-chair who primarily practices at the facility that formerly was El Centro Regional Medical Center and a co-chair who 
primarily practices at the  facility formerly was Pioneers Memorial Hospital.  Department Co-Chairs shall be members of the active staff 
and shall be qualified by licensure, training, experience and demonstrated ability in at least one of the clinical areas covered by the 
department. Department chairs and  co-chairs must be Board certified by an appropriate specialty board, and if there is no Active Staff 
who meets the foregoing requirements who is able to serve as chair or co-chair, must demonstrate   comparable   competence  as  
established  through   the credentialing process.   Additional qualifications shall include such attributes as the ability to understand the 
purposes and functions of the medical staff; a demonstrated willingness to ensure that patient welfare takes precedence over other 
concerns; a demonstrated willingness to abide by lawful and reasonable policies and procedures of the medical staff and hospital; 
administrative ability as applicable to their respective assignment; the ability to work with and motivate others toward achieving the 
objective of the medical staff and hospital; and demonstrated clinical competence in his/her field of practice.   Must have proven 
experience in medical staff leadership.    
  
Chairs and co-chairs may designate, subject to the Medical Executive Committee’s approval, vice-chairs to assist with specific functions 
and report back to the co-chair.  The Vice Chairs of Pediatrics and Ambulatory Care may act as the designee of their chair in the Chair’s 
absence. A  Vice Chair in a department with Co-chairs, may lead  Department meetings that only are address matters applicable co-chair’s 
campus during the co-chair’s temporary absence. Vice Chairs must be a member of the Active Staff who primarily practices at the campus 
where they have been appointed as a co-chair’s vice chair.  The vice chair term of office shall coincide with the co-chair who designated 
the vice chair. In addition to exercising their responsibilities pursuant to Section 14.6, all department co-chairs, and vice chairs  shall 
disclose all actual or potential conflicts of interest in writing prior to their election or appointment and verbally in the course of each 
department meeting or other event where such a disclosure may be relevant.  Any potential conflicts so disclosed shall be resolved as set 
forth in Section 14.6.   
   
 10.6-2    Selection   
 The process for electing Department chairs and co chairs shall be through such mechanism as the Department establishes in its Rules or 
policies that are approved by the Medical Executive Committee..  Vacancies due to any reason shall be as specified in the Department’s 
Rules or policies. If such Rules or policies are unclear or not specific to a situation or the outcome of an election or a Department fails to 
timely select a Chair or co-chair, the Medical Executive Committee shall resolve the matter. To promote continuity, the Medical Executive 
Committee shall designate approximately half of the Departments to elect their co-chairs in even number election years and the other half 
in odd number election years.  
   
10.6-3    Term of Office   
Each department chair, co-chair and vice-chair shall serve a 2 year term which coincides with the medical staff year or until their successors 
are chosen, unless they shall sooner resign, be removed from office,  or  lose  their  medical   staff   membership   or  clinical   privileges  
in  that  department. Department officers shall be eligible to succeed themselves.   
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10.6-4    Removal   
After appointment and ratification, removal of a department chair, co-chair, or  vice-chair from office may occur for cause by a two- thirds 
vote of the department members eligible to vote on departmental matters who cast votes.  Such removal must be approved by the 
Medical Executive Committee.   

 
  10.6-5    Duties   

As appropriate to the department, each co-chair shall have the following authority, duties and responsibilities. ,  and the vice-chair,  in the 
absence of the chair, shall assume all of them and shall otherwise perform such duties as may be assigned by the Medical Executive 
Committee:    
(a) act as presiding officer at departmental meetings;   
   
(b) report to the Medical  Executive  Committee  and to the Chief of Staff regarding  all clinically related, professional and 

administrative activities within the department;   
   
(c) generally and continuously monitor the quality of patient care and professional performance  rendered  by  members   with  

clinical  privileges  in  the department  through  a  planned  and  systematic  process;  oversee  and  maintain  the effective 
conduct of the patient care, evaluation, and monitoring functions delegated to  the  department   by  the  Medical   Executive   
Committee   in  coordination   and integration with organization wide quality assessment and improvement activities;   

 
(d) actively involved in the improvement of medical assessment, measurement,  and treatment of patients; 
   
(e) develop and implement departmental programs for retrospective patient care review, ongoing   monitoring  of practice,   

credentials   review   and   privilege   delineation, medical education, utilization review, and quality assessment and improvement  
and all other clinically related activities of the department;   

   
(f) be a member of the Medical Executive Committee,  be responsible for all clinically related activities of the department, give 

guidance on the overall medical policies of the medical staff and hospital and make specific recommendations and suggestions 
regarding the department;   

   
(g)  Evaluating  and   making   appropriate  recommendations  to  the   Medical   Executive Committee regarding the qualifications 
of applicants seeking  membership or renewal  of membership and clinical  privileges within that department;   

   
(h)  review  and  evaluate  the  qualifications of each  practitioner applying  for  initial membership, renewal  of membership, or 
modification of clinical  privileges, and, in connection therewith, obtain and consider  the recommendations of the respective 
departments;   

(i)   submit    required    reports    and   information   on   the   qualifications   of   each practitioner applying  for  membership or 
particular  clinical  privileges  including recommendations with    respect     to    membership,    membership    category, department 
affiliation, clinical  privileges, and special conditions;  investigate, review  and  report  on  matters  referred  by the  chief  of  staff  or  the 
Medical Executive    Committee    regarding    the     qualifications,    conduct, professional character  or competence of any applicant  or 
medical  staff member;    

(g) transmit to the Medical Executive Committee recommendations concerning practitioner appointment and classification,  
reappointment,   membership and criteria for clinical privileges   and, renewal of membership  in the department, criteria for 
clinical privileges,  monitoring of specified services, and corrective action with  respect to persons with clinical privileges in the 
department;   

 
(h) endeavor to enforce the medical staff bylaws, rules, policies and regulations  within the department;   
   
(i) implement   within   the   department   appropriate   actions   taken   by   the   Medical Executive Committee;   
   
(j) participate in every phase of administration of the department, including maintaining a quality  control  program,  as  

appropriate,  recommending  sufficient  number  of qualified and competent persons to provide care, treatment, and services, 
and space and other resources needed by the department;  cooperation with the nursing service and the hospital administration 
in matters such as personnel (including assisting in determining the qualifications and competence of department/service 
personnel who are not licensed independent practitioners and who provide patient care services), supplies, special regulations, 
standing orders and techniques;   

   
(k) assist  in  the  preparation  of  such  annual  reports,  including  budgetary  planning, pertaining   to  the  department   as  may   

be  required   by  the  Medical   Executive Committee;   
   
(l) assess and recommend to the Board of Trustees, through the Medical Executive Committee,  off-site  sources  for  needed  

patient  care,  treatment,  and  services  not provided by the department or the hospital;   
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(1)  integrate the department or service into the primary functions of the hospital, and coordinate and integrate interdepartmental  
and intradepartmental services;   

   
(m) develop and implement departmental policies and procedures that guide and support the provision of care,  treatment, and 

services in the department;   
   
(n) provide orientation and continuing education of all persons in the department or service;   

  
(o) recommend delineated clinical privileges for each member of the department;   

 
(p) determine the qualifications and competence of department or service personnel who are not licensed independent practitioner 

(i.e. allied health) and who provide patient care, treatment, and services;   
   
(q) recommend space and other resources needed by department;   
   
(r) appoint a special or ad hoc committee to perform specific functions within the scope of the department’s or department chair’s 

or co-chairs’ duties to report back the department or to the department chair or co-chairs as specified in the appointment of 
the committee;  

 

(s) perform such other duties commensurate with the office as may from time to time be       reasonably requested by the Chief of 
Staff or the Medical Executive  Committee.  

   
  

Each co-chair shall address the issues in this Section   10.6-5 that pertain solely to its campus. For issues that affect both campuses, 
the co-chairs shall agree upon which co-chair shall assume primary responsibility for that function, with all recommendations to 
be subject to the other co-chair’s agreement with the proposed recommendation or action. The co-chairs’ failure to agree on a 
recommendation or action shall be referred to the Chief of Staff to assist in resolving. If not resolved with the Chief of Staff’s 
assistance, the recommendation or action shall be referred to the Medical Executive Committee that shall have the ultimate 
responsibility on behalf of the Medical Staff to resolve the matter. Each co-chair shall chair such department meetings that are 
called to address issues at that co-chairs campus. Unless otherwise agreed by the co-chairs, the co-chairs shall rotate chairing 
department meetings that are joint meetings of the members of the two campuses.   

 
10.6-6    Compensation of Department Co-Chairs  
Department  Co-Chairs should  be compensated  for their  work  spent representing  and leading  the medical staff. Such compensation 
shall come from the medical staff bank account, for which the medical  staff has sole  responsibility.  The payment  to individual  physicians  
should  be in the amount determined by the Medical Executive Committee. If the hospital provides any funds specifically  earmarked for 
such compensation,  those funds should be requested and accounted for in  the  medical  staff  budget  for  hospital  approval. Payment  
to  each  physician  shall  be contingent upon each physician's  proper performance of those duties, and the evaluation and determination 
of the quality of that performance  is in the sole determination of the Medical Executive Committee.   

 
10.7    DIVISION CHIEFS    

Divisions may be established at the recommendation of the Department co-chairs and approved by the Medical Executive Committee, 
provided there are at least three (3) physicians in the proposed division.    
   
10.7-1   Qualifications   
Each  division  shall  have  a chief  who  shall  be a member  of  the  active  medical  staff  and  a member of the division, and shall be 
qualified by training, experience, and demonstrated current ability   in  the  clinical   area   covered   by  the   division.  In addition   to  
exercising   their responsibilities  pursuant  to Section  14.6,  division  chiefs  shall  verbally  disclose  all actual  or potential conflicts of 
interest in the course of each division meeting or other event where such a disclosure may be relevant.   Any potential conflicts so disclosed 
shall be resolved as set forth in Section 14.6.   
   
10.7-2   Selection   
Each division chief shall be elected by the division members  pursuant to  such mechanism as the medical staff may adopt.  Regardless of 
the mechanism utilized, In accordance with Section 14.6, all nominees for selection, appointment or election shall disclose in writing to 
the Medical Executive Committee and department co-chairs those current or impending personal, professional, or financial affiliations or 
relationships of which they are reasonably aware, including contractual, employment or other relationships with the hospital, which could 
foreseeably result in a conflict of interest with their activities or responsibilities on behalf of the medical staff.  Vacancies due to any reason 
shall be filled for the unexpired term by the department chair.   
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10.7-3   Term of Office   
Each division chief shall serve a two-year term which coincides with the medical staff year or until a successor is chosen,  unless the division 
chief shall sooner  resign or be removed from office or lose medical staff membership  or clinical  privileges in that division.  Division  chiefs 
shall be eligible to succeed themselves.  
   
10.7-4        Removal   
After appointment and ratification, a division chief may be removed by the division members eligible to vote and the Medical Executive 
Committee.   
   
10.7-5      Duties   
Each division chief shall:   
(a) act as presiding officer at division meetings;   
   
(b) assist in the development  and implementation,  in cooperation  with the department chair, of programs  to carry out the quality 

review,  and evaluation  and monitoring functions assigned to the division;   
   
(c) evaluate the clinical work performed in the division;   
   
(d) conduct  investigations  and submit reports and recommendations  to the department chair regarding the clinical privileges to 

be exercised within the division by members of or applicants to the medical staff; and   
  

(e) perform such other duties commensurate with the office as may from time to time be reasonably  requested    by  the  
department   chair,  department co-chair, the  Chief  of  Staff,  or  the  Medical Executive Committee.   

 

ARTICLE  XI    COMMITTEES   
     

11.1   DESIGNATION   
Medical staff committees shall include but not be limited to, meetings  of  departments  and  divisions,  meetings  of  committees established  under 
this  Article, Medical Staff Rules or Medical Staff policies  and  meetings  of special  or ad hoc committees  created  by the Chief of Staff, Medical 
Executive Committee  or by departments (pursuant to Sections 10.4(h) and (k) or department c co-chairs. The committees described in this Article 
shall be the standing committees of the medical staff.  Additional standing committees may be included in the  Medical Staff Rules or Medical Staff 
policies. Special  or  ad  hoc  committees   may  be  created  by  the  Chief of Staff, Department co-chairs or the Medical  Executive Committee to 
perform specified tasks. Unless otherwise specified, the chair and members of all committees  shall  be  appointed  by  and  may  be  removed  by  
the  chief  of  staff,  subject  to consultation  with  or ratification by  the  Medical  Executive  Committee.  In  accordance  with Section 14.6, all 
nominees for appointment to medical staff committees shall, at least 20 days prior to the date of appointment, disclose in writing to the Medical 
Executive Committee and the Chief of Staff those current or impending personal, professional, or financial affiliations or relationships of which they 
are reasonably aware, including contractual, employment or other relationships with the hospital, which could foreseeably result in a conflict of 
interest with their activities or responsibilities on behalf of the committee.  Medical staff committees shall be responsible to the Medical Executive 
Committee.   
   

11.1-2    Qualifications   
In addition to exercising the responsibilities pursuant to Section 14.6, committee members shall verbally disclose all actual or potential 
conflicts of interest in the course of each medical staff meeting or other  event  where such  a disclosure  may  be  relevant.  Any  potential  
conflicts  so disclosed shall be resolved as set forth in Section 14.6.   
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11.2   GENERAL PROVISIONS   
   
     11.2-1   Terms of Committee Members   
   Unless otherwise specified, committee  members shall be appointed  for a term of 2 years, and shall serve until the end of this period or 

until the member's successor is appointed, unless the member shall sooner resign or be removed from the committee.   
   
     11.2-2   Removal   
   If a member  of a committee ceases  to be a member  in good  standing of the medical  staff,  or loses  employment or  a  contract   

relationship  with  the  hospital pursuant to which the member provides services at the hospital and is no longer has an active practice in 
the community, suffers  a  loss  or  significant limitation of practice  privileges,  or if any other  good cause exists, that member  may be 
removed by the Medical  Executive Committee.   

   
     11.2-3   Vacancies   
   Unless  otherwise specifically provided, vacancies on any committee shall  be filled  in the same manner  in which an original  appointment 
 to such committee is made;  provided  however,  that if an  individual   who  obtains   membership  by  virtue  of  these  bylaws   is  removed   
 for  cause,  a successor may be selected  by the Medical  Executive Committee.   
   
11.3   MEDICAL EXECUTIVE COMMITTEE   
   

11.3-1    Composition   
The majority of voting Medical Executive Committee members are fully licensed doctors of medicine or osteopathy and may include other 
practitioners and any other individuals as determined by the organized medical staff.   All members of the organized medical staff, of any 
discipline or specialty, are eligible for membership on the medical executive committee.  
  
The committee consists of the following voting members:  
(a) The officers  of the medical  staff (Chief of Staff, Vice Chief of Staff, Secretary/Treasurer, Immediate Past Chief of Staff);   
(b) The department chairs and co-chairs; 
(c) Not more than two at-large members who are members of the Active Staff and only are appointed to assure an equal number 

of voting members who actively practice at the facilities that formerly were Pioneers Memorial Hospital and El Centro Regional 
Medical Center, their appointment to be by the Chief of Staff if such appointee(s) must be from that officer’s practice location 
and to be by the Vice Chief of staff if such appointee(s) must be from that officer’s practice location.  

 
The committee’s ex-officio non-voting members shall include the Chief Executive Officer, Chief Medical Officer (if there are two Chief 
Medical Officers, then both).  
 
At the committee’s discretion, invited Guests to the MEC may include the Chief Nursing Officer, Director Quality/Risk Management.  From 
time-to time, the Chief of Staff may invite other guests to join all or part of a particular meeting.  
 
A  Medical   Executive Committee member  can  be  removed   from  the  committee only  if  the medical   staff   acts  to  remove   that   
member   from   the  position   held  as  an  officer, chair or co-chair , or at-large member, which is as described in Sections  9.1-6 for the 
recall of officers,  or,  in the  case  of department co-chairs is described in Section  10.6-4.   

  
11.3-2         Duties   
The  organized  medical  staff  delegates authority  in accordance with  law  and  regulation to the Medical   Executive  Committee  to   
carry   out   medical   staff   responsibilities.    The   Medical Executive Committee carries  out  its  work  within  the  context  of the  
organization functions of governance, leadership, and performance improvement.  The Medical  Executive  Committee has the  primary   
authority   for  activities   related  to  self-governance of  the  medical   staff  and  for performance improvement of the professional services  
provided  by licensed  independent practitioners and other  practitioners privileged  through  the medical  staff  process.  The  Medical 
Executive Committee makes  recommendations, as  defined  in  these  bylaws,  to  the  Board  of Trustees  on, at least, all of the following: 
  
1) making recommendations  directly to the Board of Trustees on  the  organized  medical  staff  organization's structure,    
   
2) The process used to review credentials and delineate privileges;   

   
3) The delineation  of privileges  for each  practitioner  privileged  through  the medical staff process;   

   
4) The  executive   committee's  review  of  and  actions  on  reports  of  medical  staff committees, departments, and other    assigned 

activity groups.  
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5) provide leadership for measuring, assessing, and improving processes that primarily depend on the activities of the one or more 
medical staff and other practitioners credentialed and privileged through the medical staff process. 

 
6) provide leadership in activities related to oversight and establishment of protocols related to pain assessment, pain management 

and safe opioid prescribing; and the process of analyzing and improving  patient satisfaction and safety   
 
The  Medical Executive  Committee  shall  be  accountable  to  the  organized  medical  staff.   In addition to the foregoing, the duties of 
the Medical Executive Committee, are:   
   
(1) seeking out the views of the medical staff on all appropriate issues;   
   
(2) conveying   accurately  to  the  chief  executive  officer  and   to  the   Board  of Trustees  the  views  of  the  medical  staff on   all 

issues,  including  those relating  to safety and quality;   
   
(3) representing  and  acting  on  behalf  of  the  medical  staff  in  the  intervals  between medical  staff  meetings   within  the    

scope  of  its  responsibilities  as  defined  by  the medical staff and subject to such limitations as  may be imposed by these   
bylaws;   

   
(4) coordinating   and   implementing   the   professional   and   organizational   activities and policies of the medical staff;   
   
(5) receiving   and   acting   upon   reports   and   recommendations   from   medical   staff departments, divisions, committees,   and 

assigned activity groups;   
   
(6) recommending   actions   to   the   Board  of  Trustees  on   matters   of   a   medical-administrative nature;   
   
(7) developing   and  adopting   appropriate   policies   to  enable   privileges   holders   to maintain the level of     practice required  

under, and to more specifically  implement, these Bylaws;   
   
(8) establishing  appropriate  criteria  for  cross-specialty  privileges  in accordance  with Section 5.2-3;   
   
(9) making recommendations  to the  Board of Trustees, on  medical  staff membership,  the  process  used  to  review     

credentials   and  delineate  privileges,   the delineation of privileges for each practitioner privileges through the    
medical staff process, and the Medical Executive Committee's review of and actions on reports from medical staff   
committees, departments, regarding findings, conclusions, recommendations, and actions to improve 
performance  

 
(10) actively involved in the measurement, assessment of sentinel event data; 
   
(11) evaluating the medical care rendered to patients in the hospital;   
   
(12) participating in the development of all hospital policy, practice, and planning;   
   
(13) reviewing    the     qualifications,     credentials,     performance     and     professional competence, and  character  of  applicants 

and  staff  members,  and  making recommendations to  the  Board  of  Trustees   meeting  regarding  staff   membership  and 
renewals  of    membership,    assignments    to    departments,    clinical     privileges, and   corrective action;   

   
(14) taking   reasonable   steps   to   promote    ethical    conduct    and   competent    clinical performance on the part of all    members  

including the initiation  of and participation in medical  staff corrective or review  measures when wan-anted;   
   
(15) taking  reasonable steps  to develop  educational activities and programs that are related to the type or services and treatment 

offered by the hospital, and findings of performance improvement activities.  Programs will be developed for the medical  staff,  
other members of the healthcare team, as well as patients and families.   

   
(16) designating  such   committees  as  may   be  appropriate  or  necessary   to  assist   in carrying  out  the  duties  and  responsibilities 

of  the  medical  staff and/or the medical executive committee, including by not limited to making recommendations to the 
medical executive committee for approval or rejections of appointments and clinical privileges  and rules or policies applicable 
to particular campuses of the hospital;  

  
(17) reporting  to the medical  staff at each regular staff meeting;    

(18) assisting  in the obtaining and maintenance of accreditation;   
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(19) developing and  maintaining methods   for  the  protection and  care  of  patients  and others in the event of internal  or   external  
disaster;   

  
(20) appointing  such   special    or   ad   hoc   committees  as   may   seem   necessary  or appropriate  to   assist   the   Medical    
    Executive  Committee   in   carrying  out   its functions and  those  of the medical staff;   
(21) reviewing    the   quality    and   appropriateness  of   services   provided    by   contract physicians;   
   
(22) reviewing and approving the designation of the hospital's authorized representative for National  Practitioner Data Bank    

purposes;   
   

(23) establishing   a    mechanism    for    dispute     resolution    between     medical     staff members  (including   limited  license 
practitioners) involving the care of a patient;   

   

(24) affirmatively implementing, enforcing and  safeguarding the  self-governance rights of the medical  staff to the  fullest  extent    
permitted  by law, such rights of the medical staff including but not limited to the following:   

   

(a) initiating,   developing   and   adopting    medical    staff   bylaws,    rules    and regulations, and   amendments  thereto,    
subject    to   the   approval    of   the hospital governing    board,   which  approval    shall   not   be   unreasonably 
withheld;   

(b) selecting  and removing Medical  Staff Officers;   
(c) assessing    medical    staff   dues   and   utilizing    the   medical    staff   dues   as appropriate for the purposes of the 

medical staff;   

(d) retaining  and  being   represented   by   independent    legal   counsel   at   the expense of the medical staff;   
(e) establishing,     criteria  and standards for  medical  staff  membership  and  privileges,  and  for  enforcing those  criteria 

and standards;   

(f) establishing  clinical  criteria and standards  to oversee  and manage  quality  improvement,  utilization  review and  
other  medical  staff  functions  including,  but  not  limited  to,  periodic meetings of the medical staff and its 
committees and departments and review and analysis of patient medical records;   

(g) taking   such   action   as   appropriate   to   enforce   Section   14.9   of   these bylaws   regarding  the  prohibition   
against   retaliation   directed   towards   a member;   

   
(25) taking  such  other  steps  as  appropriate   to  meet  and  confer   in  good  faith   to resolve disputes  with the  governing     body, 

or any other person or entity, regarding any self- governance rights of the medical staff;   
   

(26) after  having   met  and  conferred   in  good  faith   to  remedy   any  dispute   under subsection(s) of this section,  exercising   its 
discretion as appropriate to resolve the dispute,  up  to  and  including  resort  to  resolution  of  the   matter  in  the     courts  as 
permitted by law;   

   

(27) reviewing the job description (e.g. qualifications, responsibilities, and reporting relationships) of medical  directorships in    the 
hospital both to assure their adequacy for medical  staff  purposes,  and to avoid  a conflict  of  duties  between  the     medical 
director and any medical staff leader;   

   

(28) provide upon request of a medical staff member, a listing of all medical directorship  position in the hospital;   
   
(29) participating in the interview and review of candidates  for position of  Chief Medical  Officer,  Chief Executive Officer, Chief 

Operating Officer, Chief Nursing Officer and the Chief Financial Officer  or medical director in the hospital, and recommend the 
approval or veto of the selection of any such candidate in  the  hospital;  and  in approving  or vetoing  the  selection  of  any  
such  candidate.   

   
(30) reviewing the performance of the hospital's Chief Medical Offer and medical  directors  periodically and transmitting the results 

of that review to the hospital board for its consideration;   
   
(31) fulfilling   such  other  duties   as  the  medical   staff  has  delegated   to  the Medical Executive Committee in these bylaws.   
   
(32) participating in the review of prospective clinical contracts that are clinical  in nature;   
   
(33) participate in the review of the annual budget process;   
   
(34) participate in the strategic planning process   
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(35) via a majority vote of the Medical Executive Committee, request the termination of an individual in a Chief Medical Officer or 

medical director position.  The Board of Trustees shall give great weight to the recommendation of the Medical Executive  
Committee.  Prior to removing an individual from a member of the administrative staff, the CEO shall meet and discuss the 
action with the Medical Executive Committee.   

 
(36)  upon identifying unresolved concerns with a member’s or AHP’s health that may adversely affect their ability to competently 

exercise their clinical privileges and fulfill their duties,  requiring a that the provider have a physical or mental health 
evaluation(s) at the provider’s expense by a practitioner(s) acceptable to the Medical Executive Committee and to release the 
results of such evaluation(s) (only as  may adversely affect the provider’s ability to competently exercise their clinical privileges, 
and fulfill their duties)  to the Medical Executive Committee or its designee, and to set deadlines for the foregoing with 
automatic suspension for failure to timely  comply pending compliance.  

 

(37)  interpret the Medical Staff’s Bylaws, Rules and Regulations and policies if the application or implementation of a particular 
situation is disputed or there is a request for clarification.   

 
   
11.3-3   Meetings   
The Medical Executive Committee shall meet as often as necessary,  but at least ten (10) times per year, and shall maintain a record of its 
proceedings and actions.   The Medical Executive Committee may create a schedule that is a combination of locations, and  remote and 
in person meetings and an alternative manner of approving actions between meetings as provided in Section 12.4-2 of these Bylaws. . 
The record shall also contain for each action taken, the number of persons who voted to approve, disapprove and who abstained..     

    
  
 
11.5  AD HOC DISPUTE MEDIATION COMMITTEE   
All  disputes   between   hospital  administration or  the  Board  of  Trustees and  the  medical   staff ("Party" or "Parties" as applicable) relating  to 
the medical  staffs rights of self-governance as set forth in California Business and Professions Code Section  2282.5  ("Dispute") that have not been 
resolved   by  prior   informal   meetings   and   discussions  shall   be  addressed   and   mediated   in accordance with the process  described in this 
Section.   In the event either Party determines that a Dispute  exists,  such  Party  shall  give  written  notice  to the other  Party,  stating  the nature  
of the Dispute.    Within  three  (3)  business  days  following receipt  of  such  notice,  both  Parties  shall appoint  representatives to  the committee 
as  provided   below.    Neither  Party  shall  initiate  any legal  action  related  to the Dispute  until  the committee has completed its efforts  to 
mediate  the Dispute.   

   
11.5-1         Composition   
An  ad  hoc  committee shall  be  comprised   of  three  (3)  members   appointed  by  the  Board  of Trustees, and  three  (3)  members  
appointed  by the Medical  Executive Committee.  The  six  (6) members  shall appoint  an outside  professional mediator  as the seventh  
member,  and the mediator shall  serve  as chair  of  the  committee, but  shall  have  no  vote.    The  Parties  shall  cooperate to select  
the  mediator   from  a  list  of  candidates provided   by  a  service  such  as  JAMS  (Judicial Arbitration and  Mediation Service)  or the  
American  Arbitration Association.   The  cost  of the mediator  shall be divided  equally  between  the Parties.   
   
11.5-2        Duties   
The  committee shall  receive  and  promptly   review  the  written  request(s) for  initiation   of  the Dispute  mediation process.   The 
committee may request  such assistance as it deems necessary to gather relevant  information and consider  the opposing  viewpoints.  
The committee then shall meet and  confer  in  good  faith  to  formulate a recommendation for  mediation of  the  Dispute.    The 
committee's efforts  shall continue for up to sixty (60) days.   After that period,  the mediator  shall prepare  a written  report  of the 
committee's findings  and recommendations and transmit  it to the Parties   if  the  committee  has  reached   consensus, or  the  committee  
may  ask  the  Parties   for additional time to consider  the Dispute.   Both Parties  must agree to any such  extension of time. If  the  
committee has  not  reached  consensus, but  chooses  not  to  request  additional   time,  the mediator  shall submit  a written  report 
outlining any areas of agreement and the remaining issues, but shall not make any recommendations.  Following  receipt  of the mediator's 
report, the Parties may   adopt   the  committee's  recommendations, agree   to  some   alternative  resolution  of  the Dispute,   or  refer  
the  Dispute   back  to  the  committee with  instructions for  further  mediation efforts.  Unless   requested  by  the  Parties   to  continue  
its  deliberations,  the  committee  shall dissolve  thirty (30) days after the mediator  has made his or her report to the Parties.   
   
11.5-3       Medical  Executive Committee - Medical  Staff Dispute  Resolution Process   
Disputes  between the Medical Executive Committee  and voting members  of the Active Staff, shall be resolved as follows:   
(a) If a majority of the members of the Active Staff sign a petition objecting to an action of the Medical Executive  Committee 

relating  to  these  Bylaws,  General  Medical  Staff  Rules  and  Regulations, policies or other official Medical Executive Committee 
actions, such petition shall  be transmitted  to the Medical  Executive  Committee  via the Chief  of Staff or the Medical Staff 
Office.  The foregoing may  include but not be limited to, removing and reassigning a duty or duties delegated to the Medical 



 

 57   

   

Executive Committee for an indefinite or stated period of time,  for  a reason  identified. This section shall not pertain to issues 
involving an individual provider’s credentialing, peer review, corrective action or discipline.  

   
(b) The  Medical  Executive  Committee  shall,  within  sixty  (60)  days  after  it receives such petition  via the Chief of Staff or Medical 

Staff Office,  meet with  representative  of  those  who  have  signed  the  petition  to  discuss  and attempt to resolve the matter 
by mutual agreement.   

   
(c) If the Medical Executive Committee and such representatives  cannot agree on the subject  matter of such petition,  a consultant  

or a mediator  may  be engaged, by mutual agreement of the Medical Executive Committee and such representatives, to assist 
in resolving the dispute.   If such consultant or a mediator  is  engaged,  the  parties  shall  share  equally  in  the  costs  of  such 
consultant or mediator is engaged, the parties shall share equally in the costs of such consultant or mediator, provided however, 
that in no event shall the consultant or mediator be the Board of Trustees or a representative thereof.   

   
(d) If a matter relating to these Bylaws or the General Medical Staff Rules and Regulations  or  policies  is not resolved  within  ninety 

(90) days after  such matter was transmitted to the Medical Executive Committee via the Chief of Staff or Medical Staff Office, 
the Medical Executive Committee and such representatives shall prepare separate written statements of their respective 
positions  and  submit  them to the  Board  of Trustees  within  no more than thirty (30) days thereafter, to be considered by the 
Board of Trustees for final decision.   

        
11.6    HEALTH INFORMATION MANAGEMENT COMMITTEE     

   
11.6-1  Composition   
The Health Information Management Committee shall consist of, insofar as possible, the Chair, at least one representative from each 
clinical department, but no less than two physician members, the nursing service, the medical records department, and information 
systems, and hospital administration.  The committee shall include Medical Staff members who practice at each of the two campuses 
that formerly were Pioneers Memorial Hospital and El Centro Regional Medical Center.  
   
 
11.6-2  Duties   
The duties of the Health Information Management committee shall include:     
(a) Review and evaluation of medical records, or a representative sample, to determine whether they:   

o properly describe the condition and diagnosis, the progress of the patient during hospitalization and at the time of    
discharge, the treatment and tests provided, the results thereof, and adequate identification of individuals     
responsible for orders given and treatment rendered; and   

  
o are sufficiently complete at all times to facilitate continuity of care and communications between individuals    providing 

patient care services in the hospital; and   
  
(b) Quality of medical history and physical examinations is monitored for 

o Accuracy  
o Timeliness  - completed within 24 hours  
o Content  to include, at a minimum:  chief complaint, details of present illness, relevant past, social and family history, physical 

examination, statement on conclusions. 
 

(c) review and make recommendations for medical staff and hospital policies, rules and regulations relating to medical records,  
including completion, forms and formats, filing, indexing, storage, destruction; and   

   
(d) provide  liaison  with  hospital  administration  and  medical  records  personnel  in the employ of the hospital   on matters 

relating to medical records practices.   
   
(e) provide input and guidance on development, maintenance  and ongoing support of an electronic medical  records systems   

   
11.6-3   MEETINGS   
The Health Information Management Committee shall meet as often as necessary  at the call of its chair, but at least quarterly. It shall 
maintain a permanent record of its proceedings and activities,  and  shall  report  to  the  Medical  Executive  Committee  as  necessary  
but  at  least quarterly.   

   
11.7    UTILIZATION REVIEW COMMITTEE   

   
11.7-1  Composition   
The utilization review committee shall consist of the chair and sufficient members to afford fair representation, at least one 
representative from each clinical department, but no less than two physician members, selected by the Chief of Staff. The committee 
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shall include Medical Staff members who practice at each of the two campuses that formerly were Pioneers Memorial Hospital and El 
Centro Regional Medical Center.  
The director of case management shall be a member of the utilization review committee.   
   
11.7-2    Duties   
The duties of the utilization review committee shall include:   
(a) conducting utilization review studies designed to evaluate the appropriateness of admissions  to the hospital, lengths of stay, 

discharge  practices, use of medical and hospital services and related factors which may contribute to the effective utilization 
of services. The committee shall communicate the results of its studies and other pertinent data    to    the    Medical    Executive     
Committee    and    shall    make recommendations for the utilization of resources and facilities commensurate with quality 
patient care and safety;   

   
(b) establishing  a  utilization  review  plan  which  shall  be  approved  by  the  Medical Executive Committee and reviewed no 

less than annually;    
   

(c) obtaining, reviewing, and evaluating information  and raw statistical data obtained or generated by the hospital's case 
management system;  

 

(d) oversee activities performed by physician advisors, including review of the medical necessity for admissions, 
extended stays, services rendered, and maintaining proper continuity of care upon discharge; 

 

(e) evaluating the medical necessity of continued hospital services for particular patients where appropriate, and 
ensuring that (i) the attending physician is consulted, and the availability of hospital facilities and services is 
considered prior to any decision that further inpatient stay is not medically necessary, and (ii) written notice of 
any decision that further inpatient care is not medically necessary is given within two (2) days following that 
determination; and 

 

(f)   recommend  education  and training and evaluation  of documentation  by clinical  to support coding and   case management   
    

  11.7-3   MEETINGS   
The utilization review committee shall meet as often as necessary at the call of its chair, but at least quarterly.  It shall maintain a 
record of its findings, proceedings and actions, and shall make a report of its activities and recommendations to the Medical Executive 
Committee.   

     
 
11.8     PHARMACY / THERAPEUTICS / MEDICATION ERROR REDUCTION PLAN (MERP)   

   
11.8-1    COMPOSITION   
 The pharmacy and therapeutics  committee shall consist of at least   2  representatives from the  medical  staff,  a 
representative  from   the pharmaceutical  service,  as well  as from  the nursing service, dietary director,  and hospital 
administration.  The committee shall include Medical Staff members who practice at each of the two campuses that formerly were 
Pioneers Memorial Hospital and El Centro Regional Medical Center.  
   

 
   

11.8-2    DUTIES   
The duties of the pharmacy and therapeutics committee shall include:   
(a) assisting in the formulation of professional practices and policies regarding the continuing evaluation, appraisal, selection, 

procurement, storage, distribution, use, safety procedures, and all other matters relating to drugs in the hospital, including 
antibiotic usage;   

   
(b) advising the medical staff and the pharmaceutical  service on matters pertaining to the choice of available drugs;   
   

(c) making  recommendations  concerning  drugs  to  be stocked  on  the  nursing  unit floors and by other services;   
   

(d) periodically  developing  and  reviewing  a formulary  or  drug  list for  use  in the hospital;   
   

(e) evaluating clinical data concerning new drugs or preparations requested for use in the hospital;   
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(f) establishing standards concerning the use and control of investigational drugs and of research in the use of recognized drugs;   
   
(g)      maintaining   a  record  of  all  activities  relating  to  pharmacy  and  therapeutics functions and submitting periodic reports and 

recommendations to the Medical Executive Committee concerning those activities;   

(h)      reviewing use of medications, all adverse drug reactions and medication errors; and   

(i)  developing proposed policies and procedures for, and continuously evaluating the appropriateness of blood and 
blood products usage, including the screening, distribution, handling and administration, and monitoring of blood 
and blood components’ effects on patients; 

DUTIES - Nutritional Support 
(a) advising the medical staff on matters pertaining to the choice of available enteral formulas;   

(b) periodically reviewing the formulas for standard use in the hospital;   
   
(c) annual review of the diet manual and making recommendations for change when necessary;   
   
(d) provide continuing liaison with medical  and nursing staff regarding nutritional care of patients and education of staff; and   
   
(e) review quality assurance clinical  indicators.   
    
11.8-3    Meetings   
The committee  shall meet as often as necessary at the call of its chair but at least quarterly.  It shall maintain a record of its proceedings 
and shall report its activities and recommendations to the Medical Executive Committee as needed but at least quarterly.   

   
11.9   INFECTION CONTROL COMMITTEE   

   
11.9-1    Composition   
The infection control committee membership shall consist of at least two (2) representatives of the medical staff to include infectious 
disease specialist (if available)/infection control officer, and physician representatives from pathology, medicine and surgery, as well as 
the  individual  employed  in a surveillance  or epidemiological  capacity, and a representative from pharmacy services.  It may include 
non-voting representatives from administration, nursing, lab/microbiology and other relevant hospital services.   The committee shall 
include Medical Staff members who practice at each of the two campuses that formerly were Pioneers Memorial Hospital and El Centro 
Regional Medical Center.  
   

 
11.9-2    Duties   

  The duties of the infection control committee shall include:     
(a) developing    a   hospital-wide    infection    control    program    and   maintaining surveillance over the program;   

 
(b) developing  a system for reporting, identifying  and analyzing the incidence  and cause of nosocomial infections, including 

assignment of responsibility for the ongoing collection and analytic review of such data, and follow up activities;   
   
(c) developing  and implementing  a preventive  and corrective program designed  to minimize  infection  hazards,  including  

establishing,  reviewing  and  evaluating aseptic,  isolation  and  sanitation  techniques  in  accordance  with  the  approved 
hospital-wide surveillance program and hospital and medical staff policies and procedures;   

   
(d) developing    written    policies    defining    special    indications    for    isolation requirements;   
   
(e)  coordinating action on findings from the medical staff's review of the clinical use of antibiotics;   
   
(f)    acting upon recommendations related to infection control received from the Chief of Staff, the Medical Executive  Committee,  

departments  and other committees; and   
   
(g)  reviewing sensitivities of organisms specific to the facility and proper utilization of appropriate drugs.   
 

  11.9-3   Meetings   
   The infection control committee  shall meet as often as necessary at the call of its chair but at least quarterly.  It shall maintain a record of 

its proceedings and shall submit reports of its activities and recommendations to the Medical Executive Committee.   
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11.10    CREDENTIALS COMMITTEE    
    
 11.10-1    Composition 

The committee shall consist of at least three (3)  members of the active medical staff appointed by Chief of Staff, in addition to the Vice 
Chief of Staff, who shall serve as Committee Chair. The committee shall  include an equal number of Medical Staff members who practice 
at each of the two campuses that formerly were Pioneers Memorial Hospital and El Centro Regional Medical Center.  

.  
  

   11.10-2    Duties  
(a)    Review and evaluate the qualifications of each practitioner applying for initial membership, renewal of membership, or 
 modification of clinical privileges, and, in connection therewith, obtain and consider the recommendations of the appropriate 
 departments;   
(b) Submit required reports and information on the qualifications of each practitioner applying for membership or particular clinical 
 privileges including recommendations with respect to membership, membership category, department affiliation, clinical 
 privileges, and special conditions;   
(c) Review and report on matters referred by the chief of staff or the medical executive committee regarding the qualifications, 
 conduct, professional character or competence of any applicant or medical staff member; and   
(d) Submit periodic reports to the medical executive committee on its activities and the status of pending applications.   
(e) The review and evaluation of qualifications of AHP/APP practitioners applying for initial membership, renewal of membership, or 
 modification of scope of service privileges, shall follow the same process as medical staff members, with addition of IDP chair 
 review (see 11.13 of these bylaws).  

  
11.10-3  Meetings   

   The committee shall meet monthly (except August), following a similar schedule as the Medical Executive Committee.    The 
Bylaws/Credentials Committee shall maintain a record  of its proceedings and shall  report  its activities  and recommendations to the 
Medical  Executive  Committee.   

   
 
11.11    PHYSICIAN WELL BEING COMMITTEE  
  
  11.11-1   Composition   

 The Physician Well Being Committee shall be comprised of no less than 3  members of the medical staff, a majority of which, including 
the chair, shall be physicians.  Insofar as possible, members of  this  committee  shall  not  serve  as  active  participants   on  other  peer  
review  or  quality assessment  and improvement  committees  while serving  on  this  committee.  When there is a conflict of interest, 
the committee chair will recuse the member  and   the Chief of Staff will appoint a substitute. In so far as possible, the committee shall 
include Medical Staff members who practice at each of the two campuses that formerly were Pioneers Memorial Hospital and El Centro 
Regional Medical Center.  
  
   
11.11-2   Duties     
(a) Purpose  
The purpose of the Physician Well Being committee process is:  

(1) to identify and address matters of individual health for members and other licensed provider who is credentialed by           
the medical staff. Any referred matters will first be evaluated for credibility of the complaint, allegation, or concern. 
(2) Facilitate the rehabilitation, rather than discipline, by assisting a practitioner to retain and to regain optimal professional 
 functioning that is consistent with protection of patients.   
(3) Provides education for licensed independent practitioners and other organization staff about illness and impairment 
 recognition issues specific to their professional practices, including at-risk criteria: mental and behavior health 
 problems, burnout, communication and interpersonal issues, physical and cognitive problems and alcohol and/or 
 substance use disorders.   

 
If at any time during the diagnosis, treatment, or rehabilitation phase of the process it is determined that a practitioner may be  unable to 
safely perform the privileges he or she has been granted, the matter is forwarded for appropriate corrective action that includes strict 
adherence to any state or federally mandated reporting requirements.  
  
The Physician Well Being process will facilitate confidential diagnosis, treatment, and rehabilitation of members and other licensed 
providers who are credentialed by the medical staff and who suffer from a potentially impairing condition, as well as, provide education 
related to prevention of physical, psychiatric, or emotional illness.   
 
(b) Process Addresses  

(1) Self referral by a licensed independent practitioner.  
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(2) Referral by others and maintaining informant confidentiality.  
  
(3) Referral of the licensed independent practitioner to appropriate professional internal or external resources for 

evaluation, diagnosis, and treatment of the condition or concern.  
  
(4) Maintenance of confidentiality of the physician or other licensed provider seeking referral or referred for assistance, 

except as limited by applicable law, ethical obligation, or when the health and safety of a patient is threatened.  
  
(5) Evaluation of the credibility of a complaint, allegation, or concern.  
  
(6) Monitoring the physician or other licensed provider who is credentialed by the medical staff and the safety of patients 

until the rehabilitation is complete and periodically thereafter, if required.  
  
(7) Reporting to the organized medical staff leadership instances in which a the physician or other licensed provider is 

providing unsafe treatment.  
  
(8) Initiation of appropriate actions when a the physician or other licensed provider fails to complete the required 

rehabilitation program.  
  

(c) Referrals.    
(1) Practitioners who are referred to a rehabilitation, treatment, evaluation program approved by the medical staff, must 

enroll in the program within 30-days of receipt of the notice to register for said program and complete the program 
timely, within the program established timeframe.   
 

(2) Other referral of the  physician or other licensed provider to appropriate professional internal or external resources for 
evaluation, diagnosis, and treatment of the condition or concern. 

  
(3) The practitioner must authorize the program to release information on the progress of the practitioner while in the 

program, monitoring the individual’s progress through rehabilitation or treatment programs.  
  

(d) Involvement.  
Medical Staff / AHP/APP member involvement with the Physician Well Being Committee is voluntary.  If a member refuses to 
participate with the Committee in the evaluation, monitoring, or health-related issues, then the issue will be referred to the 
appropriate Medical Staff Department/Committee/officer  for action.  

(e) Confidentiality of Information.    
All information received by the Physician Well Being Committee will be maintained in a separate confidential file stored in a 
locked area in the Medical Staff Office.  All health-related information will be maintained in a separate, confidential, and secure 
file.  
  

(f) Authority of the Physician Well Being Committee, Limitations.  
(1) The Committee shall not be involved in any quality of care review.   
(2) Any identified quality of care issues will be immediately referred to appropriate Medical Staff 

peer review committee.  
(3) The committee may not provide supervision of the clinical practice of a member.  
(4) The Committee has no authority to take disciplinary action.   

  
11.11-3    Meetings   

   The committee shall meet at least annually and as often as necessary. It shall maintain only such record of its proceedings as it deems 
 advisable, but shall report on its activities, to the Medical Executive Committee and Board of Trustees.   

  
11.12    BIOETHICS COMMITTEE   

   
 11.12-1  Composition   

The bioethics committee shall consist of a minimum of three (3) physicians including Medical Staff members who practice at each of the two campuses 
that formerly were Pioneers Memorial Hospital and El Centro Regional Medical Center.,  and includes the Committee Chair, appointed by the Chief 
of Staff and approved by the Medical Executive Committee.  Consultation committee shall include such other staff members as Physician-of –record, 
all consultants on case being referred for discussion.   It shall also include CEO, CMO, representatives from nursing, quality improvement, case 
management, social services.  Attendance may include, as needed, lay representatives from clergy, ethicists, attorney.   
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  11.12-2  Duties   
The bioethics committee shall serve primarily as an advisory committee, providing ethics consultations.  Committee shall participate in 
development of guidelines for consideration of cases having bioethical implications; development and implementation of procedures for the 
review of such cases; development and/or review of institutional policies, procedures regarding care and treatment of such cases.  Conduct 
periodic review of policies, protocols, procedures, pertaining to clinical ethics such as Advanced Directives, Withholding and Withdrawing Life-
Sustaining Treatments, Informed Consent, and Organ Procurement.    
 
The Bioethics committee will consider any bioethical issue that directly relates to the care and/or treatment of patients.  Its role does not extend 
to issues which, while may be ethical in nature, are not directly related to patient care.  The Committee shall have the authority to resolve conflicts 
as to whether an issue is bioethical in nature and requires consultation.  
 
The committee shall perform concurrent and/or retrospective review of cases for the evaluation of bioethical policies; consultation with 
concerned parties to facilitate communication and aid conflict resolution; and education of the hospital staff on issues in clinical ethics.   
 
 11.12-3 Recommendations 
Any recommendation resulting from a consultation is advisory and intended to enhance decision making, and in no way replace the patient, 
family, physician relationship.  Recommendations from the consultation will be discussed with the attending physician by the Chair, or designee.  
The basic concepts of the medical ethics that are considered by committee members in making a recommendation include: 

• Autonomy.  Respect for an individual’s right to self-determination as well as creating conditions necessary for autonomous choice, 
including disclosure of medical condition, privacy, confidentiality and respect for individual values 

• Beneficence.  Consideration to the best way to promote the patient’s welfare with the care team’s obligation to benefit the patient and 
to prevent and remove harm. 

• Non-maleficence.  Consideration of “doing-no-harm”, that needless harm or injury is not created for the patient either through 
commission or omission. 

• Justice.  The fair allocation of scarce resources. 
• Dignity.  The patient and the treatment team have the right to dignity. 
• Truthfulness and honesty.  The concept of informed consent. 
 

11.12-4   Consultations 
When needed, the bioethics committee can act as a resource and give assistance to those charged with decision-making in situations where there is 
disagreement among the patient, family, guardian, staff, physician, concerning appropriate patient care issues.  The goals of a consultation are:  

(a) To promote the patient’s right’s rights, autonomy, and self-determination in the context of medical decisions; 
(b) To promote shared decision making between patient, family, guardian, and their clinicians; 
(c) To promote the awareness of ethical issues among health professionals and provide an avenue for care providers, patients, and 

significant others; 
(d) To promote fair policies and procedures that maximize the likelihood of achieving good patient-centered outcomes; 
(e) To protect the integrity of the institution in its respect for the quality and value of human life. 
(f) When a Consultation is needed includes, but not limited to, the following situations: 

• Concerns about the competency of a patient; 
• Lack of Advance Directives, Living Will, or Health Care Power of Attorney, when a patient is unable to make important or life-

sustaining medical decisions,  due to incompetence or medical condition; 
• When there is family disagreement over life-sustaining treatments of a patient; 
• When there is patient/family/guardian disagreement over the medical care/treatment of a patient; 
• In cases where the patient/family/guardian are demanding extreme or inappropriate medical interventions; 
• When more help is needed in assisting family and clinical team with decisions; 
• When concerns about maintaining patient dignity and comfort are not being resolved; 
• When there is conflict regarding end-of-life decisions; 
• Questions concerning brain death, severe coma, persistent vegetative state;  
• In cases where issues of futility arise in conflict with patient, family, guardian wishes; 
• In difficult cases involving withholding or withdrawing treatment; 
• When family religious or cultural practices and beliefs are in opposition or conflict; 
• Major issue related to obtaining or failure to obtain appropriate consent;  
• In cases involving organ donation after cardiac death. 

 
11.12-5 Documentation of Consultation 
The Chair or designee shall document in the patient’s medical record a minimum of following:  

• Source of the referral 
• Ethical issues addressed, assessments, analysis 
• Justification supporting recommendations 
• Closing, resolution achieved or additional meeting needed. 
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11.12-6    Meetings   
Bioethics Consultation.  The committee recognizes that often a consultation request is prompted by an emergency or immediate need by 
caregivers to resolve a bioethical question or dilemma.  Committee consultation access will be available within 24 hours or as soon as 
possible. 

• During normal business hours consultation access may be requested through the medical staff services office.  Staff will facilitate 
scheduling of meeting, within 24 hours. 

• During weekends and holidays, access will be by direct conversation between requesting physician and Bioethics Committee Chair.  
Requesting physician will contact the Chair directly to discuss specifics of case.  Following discussion, the Chair has the authority to 
make a recommendation, or may refer case for Consultation, the next normal business day.  

 
Bioethics Committee.  Shall meet as often as necessary at the call of its chair. It shall maintain a record of its activities and report to the 
Medical Executive Committee.   
   

11.13  INTERDISCIPLINARY PRACTICE/ALLIED HEALTH PROFESSIONAL STAFF COMMITTEE   

11.13-1  Composition   
The interdisciplinary practice/allied health professional committee (IDPC/AHP/APP) shall consist of, at a minimum, the chief nursing 
officer, the administrator or designee, and an equal number of physicians, appointed by the Medical Executive Committee, and registered 
nurses, appointed by the chief nursing officer. In addition, when the hospital has a psychiatric unit and one or more clinical psychologists 
on its medical staff, one or more clinical psychologists shall be appointed by the Medical Executive Committee.   Licensed or certified 
health professionals other than registered nurses who perform functions requiring standardized procedures or a practice agreement shall 
be included in the committee. The chair of the committee shall be a physician member of the active medical staff appointed by the Chief 
of Staff and approved by the Medical Executive Committee. The committee shall  include Medical Staff members who practice at each of 
the two campuses that formerly were Pioneers Memorial Hospital and El Centro Regional Medical Center. 
   
11.13-2   Duties   
The IDPC/AHP/APP committee  shall  perform  functions  consistent   with  the  requirements   of  law  and regulation.  At a minimum, 
the committee  shall establish  written policies and procedures for interdisciplinary medical practice and exercise jurisdiction over 
issues related to granting of non-physician and advanced practice nurses service authorizations and implementation of standardized 
procedures as needed.  Activities shall include but not be limited to:   
(a) provision for securing recommendations  from members of the medical staff in the medical specialty    or clinical field of practice 

under review, and from persons in the appropriate  nonmedical  category who practice in the clinical field of specialty under 
review;          

   
(b) method for the approval of standardized procedures in which affirmative approval of the  administrator  or  designee  and  a  

majority  of  the  physician  members  and  a majority of the registered nurse members would be required and that prior to such 
approval, consultation shall be obtained from facility staff in the medical and nursing specialties under review;   

   
(c) providing  for  maintaining  clear  lines of  responsibility  for  the  nursing  service  for nursing care of patients and of the medical 

staff for medical services in the facility;   
   
(d) establishment of an  intended line  of  approval for  each  recommendation   of  the committee.   
   
(e) evaluating and making recommendations  regarding the need for and appropriateness of the performance of in-hospital services 

by allied health practitioners (AHP/APPs).   
     
(f) evaluating and making recommendations regarding the mechanism  for evaluating  the qualifications  and credentials  of 

AHP/APPs who are eligible to apply for and provide in-hospital services;   
   
(g) evaluating and making recommendations regarding the minimum  standards  of training,  education,  character,  competence,  

and overall fitness of AHP/APPs eligible to apply for the opportunity to perform in- hospital services;   
   
(h) evaluating and making recommendations regarding identification  of  in-hospital  services  which  may  be  performed  by  an  

AHP/APP,  or category of AHP/APPs, as well as any applicable terms and conditions thereon; and   
   
(i) evaluating and making recommendations regarding the  professional  responsibilities  of  AHP/APPs  who  have  been  

determined  eligible  to perform in-hospital services.   
   
(j) making recommendations    regarding   appropriate   monitoring,   supervision,   and evaluation of AHP/APPs who may be eligible 

to perform in-hospital services.   
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(k) evaluating and reporting  whether in-hospital  services  proposed to be performed  or actually performed  by AHP/APPs are 
inconsistent  with the rendering of quality medical care and with the responsibilities of members of the medical staff.   

   
(l) evaluating and reporting on the effectiveness  of supervision  requirements  imposed upon AHP/APPs who are rendering in-
 hospital  services.   
   
(m) periodically  evaluating  and  reporting  on  the  efficiency  and  effectiveness  of  in-hospital services performed by AHP/APPs.   
 

(n) Review and make recommendations regarding applications for initial granting and of renewal of clinical privileges for AHP/APP’s 
and make recommendations regarding the rescinding of such prerogatives.  

   
The IDPC/AHP/APP shall routinely report to the Board of Trustees through the Medical Executive Committee and, in addition, shall submit 
including an annual report of its activities directly to the Board of Trustees and the Medical Executive Committee.   

   
11.13-3   Meetings   
The IDPC/AHP/APP shall meet at the call of the chair at such intervals as the chair or the Medical Executive Committee may deem 
appropriate or at least quarterly,  and shall report its activities and recommendations to the Medical Executive Committee.   

   
 
11.14 BYLAWS COMMITTEE    
    
 11.14-1    Composition 
 The committee shall consist of at least three (3)  members of the active medical staff appointed by Chief of Staff, in addition to  the Vice 

Chief of Staff, who shall serve as Committee Chair.  The committee shall include Medical Staff members who practice at each of the two 
campuses that formerly were Pioneers Memorial Hospital and El Centro Regional Medical Center. 
  

   11.14-2    Duties  
    

   
(a) developing and submitting  recommendations to the Medical Executive Committee and medical staff for changes in medical 

staff bylaws and General Rules as necessary to reflect or improve current medical staff practices; and   
   
(b) reviewing  the  hospital  bylaws and  related policies,  which  shall  be provided  by the  hospital  and made available  by the 

Medical  Staff  Office  to any medical staff member   upon   request,      for  inconsistencies   and  conflicts   with  medical   staff 
documents and reporting issues and recommendations to the Medical Executive Committee for its review.   

 
11.14-3   Meeting  Frequency   
The committee shall meet to review the Bylaws at least once every year and shall meet as often as necessary at the call of its chair.  It shall 
maintain a record of its activities  and report to the Medical  Executive  Committee.   
 

11.15    MEDICAL STAFF ROLE IN EXCLUSIVE CONTRACTING   
The Board  of Trustees  may determine, as a matter  of policy  and  in accordance with state and federal  law, that  certain  hospital  clinical  facilities  
may  be used  only  on an exclusive  basis  in accordance with  written   contracts   between  the  hospital   and  qualified  professionals, or  in  a 
limited  fashion  pursuant  to  a closed/limited staff  policy.   The  medical executive committee   will review  and make recommendations to the 
Board of Trustees regarding quality  of care issues related to such exclusive arrangements in the following  situations:   
(a) the  decision  to execute  an  exclusive contract  in  a previously open department or service;   
(b) the  decision   to  renew  or  modify  an  exclusive  contract   in  a particular department or service;   
(c) the decision  to  terminate an exclusive contract  in a particular  department or service.   
(d) The medical executive committee shall also review and make recommendations to the Board of Trustees regarding quality of care issues 

related to the selection, performance evaluation, and any change in retention or replacement of physicians with whom the hospital has a 
contract. Prior to any decision being made, the Board of Trustees shall be required to review and approve the recommendations of the 
medical executive committee regarding these contracts, which approval shall not be unreasonably withheld.   

   
11.16   TISSUE  REVIEW FUNCTION   
The tissue review function shall be performed by the Pathology Department.  The function shall include review of surgical cases in which a specimen 
(tissue or non-tissue) is removed and all cases in which there is a major discrepancy between the pre-operative and post-operative (including 
pathologic) diagnosis.   The Medical Executive Committee may describe a system by which the tissue review function shall be coordinated with 
departmental medical/surgical case review.  The results of the tissue review shall be reported as often as necessary to the medical executive 
committee, but at least quarterly. 
       
ARTICLE  XII MEETINGS     
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12.1     STAFF MEETINGS   
   

12.1-1     Annual Meeting   
There shall  be an annual meeting of the medical  staff.  The  chief  of  staff,  or  such  other  officers,  department  or  division  heads,  or 
committee  chairs  as the  chief  of staff  or Medical  Executive  Committee  may designate,  shall present reports on actions taken during 
the preceding year and on other matters of interest and importance to the members.  Notice of this meeting and its agenda items shall 
be given to the members at least 10 days prior to the meeting held in December.  
  
12.1-2    Regular Meetings   
In addition to the Annual meeting, there shall be at least one regular meetings of the general medical staff such that there are biannual 
meetings of the general medical staff semi-annually. The date,  place  and  time  of  the  regular  meetings  shall  be  determined  by  the  
Medical  Executive Committee,  and  adequate  notice shall be given to the members.  Such notices may also be posted in medical staff 
common areas such as Medical Staff Offices, dining rooms, and lounges.   

   
12.1-3     Agenda   
The order of business at a meeting of the medical staff shall be determined by the O and Medical Executive Committee. The agenda may 
include, insofar as feasible:     
(a) reading and acceptance of the minutes of the last regular and all special meetings held since the last regular meeting;   
   
(b) administrative  reports  from  the Chief of Staff,  departments,  and committees, and the administrator;   
   
(c) election of officers and others when required by these bylaws, provided that members may vote in person by attending the 

meeting or may submit their own secret verified ballot through a process specified by the Medical Executive Committee;  
   
(d) reports by responsible officers, committees and departments on the overall results of patient  care  audits  and  other  quality   

review,   evaluation,   and  monitoring activities of the staff and on the fulfillment of other required staff functions;   
(e)   old business; and   
   
(f) new  business.   Any  item  of  new  business  that  is  not  urgent  or  emergent,  as determined by the medical staff, may be 

placed on the agenda for the next meeting.   
   

12.1-4   Special Meetings   
Special meetings of the medical staff may be called at any time by the Chief of Staff or the Medical  Executive  Committee,  or shall  be 
called  upon  the  written  request  of  10%  of  the members of the active medical staff. The person calling or requesting the special 
meeting shall state the purpose of such meeting in writing. The meeting shall be scheduled by the Medical    
   
Medical Executive Committee within 30 days after receipt of such request. No later than 10 days prior to the meeting, notice shall be 
mailed or delivered to the members of the staff which includes the stated purpose of the meeting.  No business shall be transacted at any 
special  meeting except that stated in the notice calling the meeting.   
   

12.2   COMMITTEE  AND DEPARTMENT MEETINGS   
12.2-1    Regular Meetings   
Except as otherwise  specified  in  these  bylaws,  the  chairs  of  committees,  departments  and divisions may establish  the times for the 
holding  of regular meetings.  Notice of all meetings and their agenda items shall be given to the members.  Reasonable notice of any 
meeting and its agenda items shall  be  provided  electronically  to  each  medical  staff  member.    
   
12.2-2    Special Meetings   
A special meeting of any medical staff committee, department or division may be called by the chair or co-chairs, thereof, the Medical 
Executive Committee, or the Chief of Staff, or shall be called by written request of one-third of the current members, eligible to vote, but 
not less than 2 members and not less than forty-eight (48) hours notice unless the Chief of Staff determines an urgent situation requires 
more immediately meeting by the Medical Executive Committee.  

  
12.3   QUORUM     

12.3-1    Staff Meetings   
(a) The presence of 20% of the total members of the active medical staff will constitute a quorum at any regular or special meeting 

for the purpose of amending these bylaws, the general rules and regulations of the medical staff, or for the election of medical 
staff officers.     

   
   
12.3-2    Department and Committee Meetings   
A  quorum  of   fifty percent (50%)  of  the  voting  members  shall  be  required  for  Medical  Executive Committee meetings. For other 
committees and departments, a  quorum shall  consist  of  two (2) of the voting members.  
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12.4   VOTING AND MANNER OF ACTION   

12.4-1   Voting   
Unless otherwise  specified  in these bylaws,  only  members of the Active Staff may vote in medical staff department committee meetings, 
or staff elections. Voting  may be accomplished by email or  other  electronic and/or  telephone means  where  permitted by  the  chair  
of  the  meeting   on either  an  individual   or  group  basis,  so  long  as  adequate  precautions are  in  place  to  ensure authentication 
and security.  At the request of a member, voting shall be by secret ballot.  
   
12.4-2    Manner of Action   
Except  as otherwise specified, the  action  of  a majority  of  the  v o t i n g members  present  and voting  at a meeting  at which  a quorum  
is present  shall  be the action  of the group.   A meeting  at which  a quorum  is initially present  may  continue  to transact  business  
notwithstanding the  withdrawal of members, if any action  taken is approved by at least a majority  of the required  quorum  for such 
meeting,  or such greater  number  as  may  be  specifically required   by  these  bylaws.   Valid action  may be taken without  a meeting  
by a committee if it is acknowledged in writing, setting forth the action so taken, which is signed by at least two-thirds of the voting 
members  entitled to vote.   
   

12.5   MINUTES   
Except  as otherwise specified  herein,  minutes  of meetings  shall  be prepared  and retained.   They shall  include,  at  a  minimum, a  record  of  the  
attendance of  members  and  the  vote  taken  on significant  matters.  Members who were entitled to attend the meeting shall be entitled to review 
the meeting minutes by scheduling a meeting to do so in the Medical Staff Office. Further, the minutes shall include  the names of those who disclosed  
potential conflicts  of interest  and those  who abstained  and/or  recused  themselves.  Minutes  of all medical staff  meetings  (except  the  minutes  
relating  to peer  review  and  matters  discussed  in executive session),  shall  be available  to any  voting  member  upon  request,  by visiting  the  
Medical  Staff Office  and  reviewing the  minutes   in  the  applicable meeting   file.    The chair or co-chairs, as applicable, of each medical staff 
department and committee will submit a report to the Medical Executive Committee.   

                                                                                         ·   
12.6    ATTENDANCE REQUIREMENTS   

   
12.6-1   Regular  Attendance   
Except as stated below, each member of the Active staff shall meet the following meeting requirements. Failure to satisfy the meeting 
attendance requirements may result in a change in staff status upon reappointment.    
(a) Attend at least twenty-five percent of the annual and annual general staff meeting in the two year appointment cycle,  e.g., if 

there are two annual meetings and two general staff meetings, required to attend at least one, and     
(b) At least fifty 50  percent of all meetings of each department, division, and committee to which the member is assigned.   
(c) In the event a practitioner is unable to attend his/her assigned department or committee meeting, the agenda, minutes, and 

handouts of the meeting will be available for review by the practitioner for 15-days following the meeting.  Practitioner must 
sign and date acknowledging review.  Practitioner will be given credit for “attendance” for doing so in this matter for one (1) 
meeting per year.  This does not include Section 12.6-3 Special Attendance.    

   
Additionally: 
(a) Each member of the consulting or courtesy staff and members of the provisional staff who qualify under criteria applicable to 

courtesy or consulting members shall be required to attend such meetings as may be determined by the Medical Executive 
Committee;  

(b) Temporary members of the medical staff under Section 5.6 are excluded from meetings requirements.   
    
12.6-2   Absence from Meetings   
Any member who is compelled to be absent from any medical staff, department, division, or committee meeting shall promptly provide 
to the regular presiding officer thereof the reason for such absence. Unless excused for good cause by the presiding officer of the 
department, division, or committee, or the secretary-treasurer for medical staff meetings, failure to meet the attendance requirements 
may be grounds for removal from such committee or for corrective action.   
   
12.6-3    Special Attendance   
At the discretion  of  the  chair  or  presiding  officer,  when  a member's practice  or  conduct  is scheduled for discussion  at a department,  
division,  or committee  meeting, the member may be requested to attend. If a suspected deviation from standard clinical practice or 
conduct is involved, the notice shall be given at least 7  days prior to the meeting,  shall include the time and place of  the meeting,  a 
general indication of the issue involved and state that attendance is required. Failure of a member to appear and respond at any meeting 
to which notice was given that attendance was required, , unless excused  by the Medical Executive Committee upon a showing of good 
cause, shall result in an automatic suspension of all of the practitioner’s clinical privileges until such time that the attendance and response 
requirement is satisfied.  On a case-by-case basis, the Department Chair and Chief of staff may agree to terminate the suspension upon 
receipt of the practitioner’s written response that addresses the issues that were to be discussed at the meeting and which provides an 
acceptable explanation for failure to attend the required meeting  

 
12.7  VIRTUAL MEETINGS 
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A committee or department meeting action may be conducted by email, telephone conference or conferencing software such as Zoom or similar, 
which shall be deemed to constitute a meeting for the matters communicated.  Record of the action shall be prepared as minutes of the meeting.  

 
12.8   CONDUCT OF MEETINGS     
Medical Staff and committee meetings shall be run in a manner determined by the individual who is the chair of the meeting. When parliamentary 
procedure is needed, as determined by the chair or evidenced by a majority vote of those attending the meeting, the latest edition of Robert’s Rules 
of Order shall determine procedure,  however, technical or non-substantive  departures from such rules shall not invalidate action taken at such a 
meeting.   
   
12.9   CLOSED/EXECUTIVE SESSION   
Closed/ Executive  session  is a meeting of a medical  staff committee,  department,  or division, or of the medical staff as a whole at which only 
voting medical staff members may be present unless others are expressly requested by the member presiding at the meeting to attend. Executive 
session may be called by the presiding member at the request of any medical staff committee member,  and shall  be called by the presiding  member  
pursuant  to a duly adopted motion. Executive session may be called, at the discretion of the chair, to discuss peer review issues, personnel issues, 
matters directly impacting self-governance  or any other sensitive issues requiring confidentiality.   Any person  (member,  administrative staff,  etc.)  
may be excluded from  an executive session  at the  direction of the  chair  or  by vote  of the members  of the department, division  or committee.  
Minutes of executive session only may be reviewed by those who were permitted to attend the executive session.  
   
 
ARTICLE XIII  CONFIDENTIALITY, IMMUNITY AND RELEASES   

   
13.1   AUTHORIZATION AND CONDITIONS   
By applying for or exercising clinical privileges within this hospital, an applicant:   
(a) authorizes representatives of the hospital and the medical staff to solicit, provide, and act upon information bearing upon, or reasonably 

believed to bear upon, the applicant's professional ability and qualifications;   
(b) authorizes   persons   and  organizations   to  provide   information   concerning   such practitioner to the medical  staff;     
(c) agrees to be bound  by the provisions  of this Article  and to waive all legal claims against any representative of the medical staff or the 

hospital who would be immune from liability under Section 13.3 of this Article;    
(d) acknowledges   that  the  provisions  of  this  Article  are  express  conditions   to  an application  for medical staff membership,  the 
 continuation  of such membership,  and to the exercise of clinical privileges at this hospital.   
 
13.2   CONFIDENTIALITY  OF INFORMATION   

   
13.2-1   General   

Records and proceedings of all medical staff committees having the responsibility of evaluation and  improvement  of  quality  of  care  
rendered  in  this  hospital,  including,  but not  limited  to, meetings of the medical staff meeting as a committee of the whole, meetings of 
departments and  divisions,  meetings of committees  established  under Article XI, and meetings of special or ad hoc committees  created by 
the Medical Executive Committee  or by departments  and including information regarding any member or applicant to this medical staff shall, 
to the fullest extent permitted  by law,  be  confidential.  Any  person  attending  the  meeting  will  not  disclose  any discussions or outcomes 
that occurred during the meeting. Dissemination of such information and records shall only be made where expressly required by law, pursuant 
to officially adopted policies of the medical staff or, where no officially adopted policy exists, only with the express approval of the Medical 
Executive Committee or its designee. 

 
   
13.2-2   Breach of Confidentiality   
As effective peer review and consideration of the qualifications of medical staff members and applicants  to perform  specific  procedures  
must be based on free and candid discussions,  any breach  of  confidentiality   of  the  discussions  or  deliberations   of  medical  staff   
departments, divisions,  or  committees,  except  in conjunction  with  other  hospital,  professional  society,  or licensing authority, is 
outside appropriate standards of conduct for this medical staff, violates the medical staff bylaws, and will be deemed disruptive to the 
operations of the hospital. If it is determined that such a breach has occurred, the Medical  Executive  Committee  may undertake such 
corrective action as it deems appropriate.   

   
13.3   IMMUNITY FROM LIABILITY   

   
13.3-1   For Action Taken   
The medical staff, hospital and each  representative  of the  medical  staff  and  hospital  shall  be immune,  to the  fullest  extent allowed 
by law, from liability to an applicant or member for damages or other relief for  any  action  taken  or  statements  or  recommendations   
made  within  the  scope  of  duties exercised as a representative of the medical staff or hospital.   
   
13.3-2   For Providing Information   
The medical staff, hospital and each representative of the medical staff and hospital and all third parties shall be immune, to the fullest 
extent allowed by law, from liability to an applicant or member for damages or other  relief  by  reason  of  providing  information  to  a  
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representative  of  the  medical  staff  or hospital concerning such person who is, or has been, an applicant to or member of the staff or 
who did, or does, exercise clinical privileges or provide services at this hospital.   
   

13.4   ACTIVITIES AND INFORMATION COVERED   
The confidentiality and immunity provided by this Article shall apply to all acts, communications, reports, recommendations or disclosures 
performed or made in connection with this or any other health care facility's or organization's activities concerning, but not limited to:   
   
(a)    application for appointment, reappointment or clinical privileges;   
(b)   corrective action;   
(c) hearings and appellate reviews;    
(d) utilization reviews;   
(e) other department, or division, committee, or medical staff activities related to monitoring  and  maintaining  quality  patient  

care  and  appropriate  professional conduct;   
(f) queries  and  reports  concerning  the  National  Practitioner  Data  Bank,  peer review organization,  the Medical Board of 

California, and similar queries and reports.   
   
 

 
13.5   RELEASES   
Each applicant or member shall, upon request of the medical staff or hospital, execute general and specific releases in accordance with the 
express provisions and general intent of this Article. Execution of such releases shall not be deemed a prerequisite to the effectiveness of this 
Article.   
   
13.6   INDEMNIFICATION   
The hospital shall indemnify, defend and hold harmless the medical staff and its individual members  and  its  and those who provide services at the 
request of the medical staff or its representatives  (e.g.  expert  witnesses,  lay  committee  members, hearing officers) from and against losses and 
expenses (including attorneys' fees, judgments, settlements,  and all other costs, direct or indirect) incurred or suffered by reason of or based upon  
any threatened,  pending  or completed  action,  suit,  proceeding,  investigation,  or other dispute relating or pertaining to any alleged act or failure 
to act within the scope of peer review or quality assessment   or activities  related to establishing standards, policies and/or procedures pursuant  
to  the  self-governing  medical  staff  provisions,  including,  but  not  limited  to,  (1) activities  as a members of any medical staff committee.  (2) as 
a member of or witness in the peer review or hearing process, (3) as a member of or witness for the hospital  board  or any hospital  task force,  
group,  or committee,  and (4) as a person providing  information  to  any  medical  staff  or  hospital  group,  officer,  board  member  or employee 
for the purpose of aiding in the evaluation  of the qualifications, fitness or character of a medical staff member, AHP or applicant. The medical staff, 
member or other person covered by this Section may seek indemnification  for such losses and expenses  under this bylaws provision, statutory and 
case law, any available liability insurance or otherwise as the medical staff or member sees fit, and concurrently or in such sequence as the medical 
staff or member may choose. Payment of any losses or expenses by the medical staff, member or other person covered by this Section is not a 
condition precedent to the hospital's indemnification obligations hereunder.   A party may request that a dispute relating to the application of this 
provision be referred to the Ad Hoc Dispute Mediation Committee.   
 

13.7 PATIENT PRIVACY 
13.7-1 Commitment to Privacy Rule Compliance 

The use and disclosure of health information is governed, in part, by the Standards for Privacy of Individually Identifiable Health Information 
adopted by the U.S. Department of Health and Human Services pursuant to the Health Insurance Portability and Accountability Act of 1996, as it 
may be amended from time to time 

(the “Privacy Rule”). Medical staff members shall protect the privacy of patients’ 
health information as required by the Privacy Rule and applicable state law. Further, the medical staff is committed to complying with the 
Privacy Rule in a manner that reasonably minimizes disruption to quality patient care. 

13.7-2 Organized Health Care Arrangement 
The Privacy Rule permits multiple covered entities that provide care in a clinically integrated care setting, such as the hospital setting, to declare 
themselves an Organized Health Care Arrangement (“OHCA”). OHCA status generally permits its health care provider participants to use and 
disclose health information for purposes of treatment, payment and health care operations of the arrangement. Such activities include peer 
review, credentialing, quality assurance and utilization review. As such, OHCA status protects patient privacy while minimizing disruption 
to quality patient care. Accordingly, by applying for and exercising clinical privileges at the Hospital, each medical staff member and Allied Health 
Professional agrees to participate in the hospital’s OHCA. As such, all members of the medical staff or Allied Health Professional shall abide by 
the hospital’s privacy policies and procedures. 

13.7-3 Joint Notice of Privacy Practices 
The Privacy Rule requires a health care provider that is a Covered Entity (as defined in the Privacy Rule) to deliver a notice of privacy practices to 
a patient no later than the provider’s first date of service to the patient. Health care providers that participate in an OHCA may comply with this 
requirement by joint notice. The implementation of a joint notice streamlines compliance with the Privacy Rule. 
Accordingly, with respect to Protected Health Information (as defined in the Privacy Rule) created or received by a medical staff member or Allied 
Health Professional in connection with his or her provision of services in the hospital, by applying for and exercising clinical privileges at the 
hospital, each medical staff member and Allied Health Professional agrees to abide by the terms of the joint Notice of Privacy Practices of the 
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hospital and the medical staff then in effect. 
 

13.7-4 Discipline 
Whenever a medical staff member or Allied Health Professional uses or discloses health information in a manner inconsistent with the hospital’s 
privacy policies, the  and procedures or Joint Notice of Privacy Practices, the member may be disciplined in accordance with the medical staff bylaws 
 
ARTICLE XIV   GENERAL PROVISIONS   

     
 

14.1 MEDICAL STAFF RULES AND REGULATIONS AND POLICIES 
The Medical Executive Committee is hereby authorized to establish Medical Staff rules and regulations and policies as provided in 
this Article. 

 
14.2 GENERAL RULES AND REGULATIONS 
The Medical Executive Committee, propose the adoption, amendment, or repeal of the General Medical Staff rules and regulations 
for approval by the Board, following notice to the members of the Active Staff. General Medical Staff rules and regulations shall 
become effective when approved by the Board – which approval shall not be unreasonably withheld. If the Board withholds its 
approval for a General rule and regulation recommended by the Medical Executive Committee, the Medical Executive Committee 
may submit the matter to an Ad Hoc Dispute Mediation Committee for mediation If there is a conflict between the bylaws and the 
rules and regulations, the bylaws shall prevail. The mechanism described herein shall be the sole method for the initiation, adoption, 
amendment, or repeal of the medical staff rules and regulations. 

 
14.3 ADOPTION AND INCORPORATION OF POLICIES, PROCEDURES, CRITERIA AND STANDARDS 
All policies, procedures, criteria, standards, or other documents for use in medical staff activities, including but not limited to, 
membership, privileges, quality assurance, utilization review, and review and analysis of patient medical records shall be approved 
by the Medical Executive Committee and the Board of Directors. Conflicts between the medical staff and Board of Directors with 
regard to policy and procedure changes that cannot be resolved through informal means shall be 
referred to the Ad Hoc Mediation Committee. Upon adoption, such documents shall be deemed part of the medical staff bylaws, 
rules and regulations. 

 
14.4 DEPARTMENT CLINICAL SERVICE RULES 
A clinical service may propose rules applicable to that service to the Medical Executive Committee. Clinical service rules shall 
become effective upon approval by the Medical Executive Committee and the Board. The Board shall not unreasonably withhold 
its approval. If the Board does not approve a proposed clinical service rule, the Medical Executive Committee may submit the 
matter to an Ad Hoc Dispute Mediation Committee for mediation as provided in Section 11.5. If there is a conflict between the 
bylaws and the clinical service rules, the bylaws shall prevail. 

 
 

14.5 PETITION 
The members of the Active Staff, by a written petition signed by at least one- third (1/3) of the members of the Active Staff 
members of the medical staff who are in good standing, , may petition the Medical Executive Committee to initiate a proposal to 
adopt, amend or repeal a Rule or policy. Such petition shall identify exact language to be added, changed or deleted. If the Medical 
Executive Committee agrees with the proposed change, it may recommend the change following the processes in these Bylaws.  If 
the Medical Executive Committee does not agree with the proposed change, the Medical Executive Committee shall meet with the 
proponents of the proposed change to discuss and attempt to resolve the disagreement. If the disagreement has not been resolved 
in one hundred eighty (180) days from the date the proposal was delivered to the Medical Executive Committee, the Chief of Staff 
shall call a special meeting of the Active Staff to consider the proposal. Subsequent to following the process this Section 14.5, the 
organized medical staff shall have the propose revisions to the rules or  policies directly to the governing body subject to the 
following: (i) The adoption or amendment must be in writing and signed by at least two-thirds (2/3) of the Active Staff who are in 
good standing, and (ii) the adoption or amendment cannot contravene or be inconsistent with federal, state, or local law, 
regulation, or accreditation standards set forth by The Joint Commission. 

 
 

14.5.    Urgent Amendment of Rules   
The Medical Executive Committee. with the approval of the Board of Trustees may adopt amendments to general medical staff rules or 
departments rules provisionally without notice to the general  medical  staff  upon  a  documented  need  for  an  urgent  amendment  to  
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comply  with applicable law or regulatory agency.   Following notice of such action, members of the active staff, by petition signed by at 
least one-third of such members, may ask the Medical Executive Committee to reconsider such changes.   

       
14.2   DUES OR ASSESSMENTS   
The Medical Executive Committee shall have the power to decide the amount of annual dues or assessments, if any, for each category of medical 
staff membership.  
  
All Active, Courtesy, Consulting, Provisional, Community Based, Telemedicine and Allied Health, Advances Practice Professional Staff member shall 
be required to pay a pre-application, initial application fee and bi-annual dues. Amount shall be determined by the Medical Executive Committee and 
approved by the voting members of the organized medical staff.    (See details in Medical Staff Process:  Collection of Medical Staff Fees, Dues, 
Assessments.) 

Failure to pay such dues shall result in those actions specified in of these Bylaws.   Additional fees may be assessed on members for specific reasons 
as outlined in this section.     

14.2-1    Medical Staff Funds    
Medical Staff funds, regardless from what source (i.e., medical staff dues, hospital funds) shall be under the sole control of the Medical 
Staff.  All medical staff members may at all reasonable times inspect  all  bank statements  and  the  quarterly  financial  statements  
prepared pursuant  to  Section  9.2-4.    Use of the medical staff funds will be determined  by the Medical Executive Committee.   
  
14.2-2  Application Fees  
(a) Pre-Application Fee.  A non-refundable fee will be due at the time of Pre-Application.  The remainder of the non-fundable fee is 

due and payable at the time of submission of initial application.   
  
(b) Initial Application Fee.  All Medial Staff and AHP/APP Practitioner applicants for shall be required to pay a non-refundable 

application fee, due and payable upon submission of application.  
 

14.2-3 Reapplication Fee (Dues)  
(a) Medical Staff Members and AHP/APP Staff Members shall be required to pay a non-refundable reapplication fee every two-years, 

due and payable upon submission of reappointment application.  
       

(b) Allied Health Professional Staff Members shall be required to pay a non-refundable reapplication fee equal to 50% of the amount 
required of Medical Staff Members, also due and payable upon submission of reappointment application.  
 

 14.2-4  Other Fees, Assessments (Medical Staff, AHP/APP members).    
When submitting a new application, following automatic resignation/termination for any of the reasons noted below, an additional $100 
fee assessment shall be charged.  (This is in addition to Application fee described above.)  
Failure to complete delinquent medical records, Failure to pay dues, and/or assessments,  Failure to maintain professional liability 
  insurance  

   
14.3    AUTHORITY TO ACT   
Any member or members who act in the name of this medical staff without proper authority shall be subject  to  such  disciplinary  action  as  the  
Medical  Executive  Committee  may  deem appropriate.     
   
14.4   DIVISION OF FEES   
Any division of fees by members of the medical staff is forbidden and any such division of fees shall be cause for exclusion or expulsion from the 
medical staff.   
   
14.5   NOTICES     
Except where specific notice provisions are otherwise provided in these bylaws, any and all notices, demands,  requests  required or permitted  
to be mailed  shall  be in writing  properly sealed, and shall be sent through United States Postal Service, first-class postage prepaid. An alternative 
delivery mechanism may be used if it is reliable, as expeditious, and if evidence of its use is obtained.  Notice to the medical  staff or officers  or 
committees  thereof,  shall  be addressed as follows:   

   
Chief of the  Medical  Staff,  
c/o Medical Staff Services   
1415 Ross Avenue   
El Centro, California  92243   
 
Or  
 
Chief of Staff  
c/o Medical Staff Services  
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207 West Legion Road 
Brawley, CA 92221 
   

Mailed notices to a member, applicant or other party, shall be to the addressee at the address as it last appears in the official records of the medical 
staff or the hospital.   
 
14.6   DISCLOSURE OF INTEREST AND CONFLICT OF INTEREST RESOLUTION   
For the purposes of these bylaws, Conflict of Interest means a personal or financial interest or conflicting fiduciary obligation that makes it difficult, 
as a practical matter, for the individual to act in the best interests of the medical staff without regard to the individual's private or personal interest.  
Such an interest may also be held by an immediate family member of that individual, including that individual's spouse, domestic partner, child or 
parent.   
   
The disclosure of an interest, as set forth in these bylaws, does not automatically mean that an actual conflict of interest exists. Whether a disclosed 
interest constitutes a conflict is determined as set forth below.   
   

14.6-1   Application     
(a) In order to encourage unbiased, responsible management and decision-making, all medical staff leaders, including officers, 

department chairs, department co-chairs, , division chairs, medical staff representatives, and medical staff members serving on 
committees shall comply with the disclosure of interest and conflict of interest requirements as relevant to the position held 
and the circumstances, consistent with these bylaws.   

 
(b) These  bylaws  shall  be  the  unique  and  exclusive  mechanism  for  discerning  and acting  upon  conflicts  of  interest  applicable  

to  medical  staff  members.    Only  those medical  staff members  who  also serve  on the  governing  body  may  be required  
to adhere to a disclosure and conflict of interest policy, if any, of the governing body.   

   
14.6-2   General Requirements   
(a) No  member  may  exercise  any  leadership  or  committee  role  unless  or  until  the member  completes  the  Disclosure  of  

Interest  Form  approved  by  the  Medical Executive Committee as consistent with these bylaws.   This form shall be updated by  
such  members  within  thirty  (30)  days   of  the  occurrence  of  any  changes relating to statements on that form. This form 
shall be available for viewing by any member of the medical staff access if upon submitting to the Medical Staff Office an 
attestation that the access is for  bona  fide  medical  staff purposes  and  not  for  individual  personal  use. Nor may the 
information be shared with non-medical staff members.   

   
(b) Members  holding  any  leadership  or  committee  role  must  disclose their  potential conflict of  interest  relevant  to  the  

subject  under  discussion  when they  address  a medical  staff body and prior to voting upon the subject where a potential 
conflict of interest exists.   

   
14.6-3   Information to be Disclosed     
Potential conflicts include, but are not limited to current or impending:     
(a) Competitive   or  personal  relationships,  activities,   or  interests  that  may  influence  a member's decisions or actions;   
   
(b) Grants  or other  financial,  academic  or professional  relationships  involving  research relating to decisions  under review;   
   
(c) Ownership  or investment  interests in excess of $5,000  or 5% of the whole, whichever is less, in any hospital, hospital system, 

and/or ambulatory health facility;   
   
(d) Ownership   or  investment   interests   in  excess   of  $5,000   or  5%   of  the   whole, whichever  is less,  in any  company  that  

furnishes  goods  or  services  to the  hospital or is seeking  to provide goods or services to the hospital;   
   
(e) Employment, consulting or other personal  compensation agreement  with any hospital or ambulatory  health   
 facility;   
   
(f) Ownership  or  investment   interests   in  excess   of  $5,000   or  5%  of  the   whole, whichever  is less, or a director,  trustee,  

officer  or key employee  in, a managed  care company  that contracts with or could contract with the hospital;   
   
(g) Receipt  of  gifts  including   goods,  services,   or  honoraria  from  the  hospital  or  any company   or  person  who  contracts  

with  or  otherwise  sells  or  may  sell  directly  or indirectly to the hospital, in excess of $100.   
   
(h) Employment, consulting  or other personal  compensation agreement  with any quality assurance, credentialing,  and/or 

utilization  review  entity, including  but not limited  to any third party payor, quality improvement organization, or the Medical 
Board of California.   
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(i) Any other  personal  or financial  interest  or conflicting fiduciary  obligation  that  may raise a conflict of  interest.   
   
14.6-4    Conflict  Resolution   
(a) Not all disclosures of a potential conflict of interest  requires the member's abstention or recusal, however,  a member  may  

abstain  from  voting  on any  issue.   A member shall  be  recused if  the  member  reasonably   believes  that  the  member's 
ability  to render a fair and independent  decision  is or may be affected  by a conflict  of interest. A recused  member  shall not 
be counted  in determining the quorum  for that vote but may  answer   questions   or  otherwise   provide   information   about   
the  matter   after disclosing  the conflict.   A recused member  must not be present for the remainder  of the deliberations or 
the vote.   

   
(b) If  a  member   has  not  voluntarily   recused   him/herself  and   a  majority   of  voting members  of  the committee  or in the 

staff  meeting  vote that  the  member  should  be excused  from discussion  or voting due to conflict of interest, the chair of the 
meeting hall excuse the member.   

   
(c) If   a   member    discloses    a   potential    conflict    of   interest   and   requests    a   vote regarding  excusing  that member,  the 

member  shall  leave the room  while the issue is being    discussed and voted upon.   
   

(d) The minutes  of the meeting  shall include  the names  of those who disclosed  potential conflicts and those who abstained shall 
be recused themselves.   

   
14.6-5   Corrective Action   
Medical  staff members  who fail to comply  with all provisions  of these  bylaws concerning  actual or  potential   conflicts   of  interest   
shall   be  subject   to  corrective   action   under  these   bylaws, including  but not limited to removal from the medical staff position.   
   

14.7   NOMINATION OF MEDICAL STAFF REPRESENTATIVES   
Candidates for positions as medical  staff  representatives to  local,  state  and  national  hospital medical   staff  sections   should   be  approved by 
the Medical Executive Committee.   
   
14.8   MEDICAL STAFF CREDENTIALS FILES   

   
14.8-1   Insertion  of Adverse Information   
The following applies to actions relating to requests for insertion  of adverse  information into the medical  staff member's credentials file.   
Any  person  may provide  information to the medical  staff about the conduct,  performance or competence of  its members.   
(a) When  a request  is made  for insertion  of adverse  information into  the medical  staff member's credentials file, the respective  

department chair or co-chairs, as applicable, and Chief of Staff shall  review such a request.   
   

(b) After such  a review a decision will be made by the respective department chair or co-chairs, as applicable, and Chief of Staff to:   

(1) not insert the information;    
(2) notify the member  of the adverse  information by a written summary  and offer the opportunity to rebut this  
 assertion  before  it is entered  into the member's file;  
(3) insert the information along  with a notation  that a request  has been  made  to the Medical  Executive Committee 

for an investigation as outlined  in Section 6.3-2  of these bylaws.   
   

(c) This decision shall be reported to the Medical  Executive Committee. The Medical Executive Committee, when so informed, 
 may either ratify or initiate contrary actions to this decision  by a majority  vote.   
   
14.8-2   Review of Adverse Information at the Time of Reappraisal and Renewal of Membership   
The following applies  to  the  review  of  adverse   information  in  the  medical  staff  member's credentials file at the time of reappraisal 
and renewal  of membership.   
   
(a) Prior  to  recommendation  on  renewal   of  membership,  the department, as part of its reappraisal function,   

may review any adverse information in the credentials file pertaining to a member.   
   

(b) Following   this  review,   the  departments  may  determine whether documentation in the file warrants further action.   
   
(c) With respect to such adverse information,  if it does not appear that an investigation and/or adverse action at the time of 

membership renewal is warranted, the department shall so inform the Medical Executive Committee.   
   
However,  if  an  investigation  and/or  adverse  action  at  the  time  of  membership renewal  is  warranted,  the  department  shall  so  

inform  the Medical Executive Committee, which shall take such action as it deems reasonable and warranted in accordance 
with these Bylaws.  
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14.8-3    Confidentiality   
The  following  applies  to  records  of  the  medical  staff  and  its  departments,  divisions,  and committees responsible for the evaluation 
and improvement of patient care:   
   
(a) The records of the medical staff and its departments and committees responsible for the evaluation and  improvement of the 

quality of patient care rendered in the hospital shall be maintained as confidential.   
   
(b) Access to such records shall be limited to duly appointed officers and committees of the medical  staff for the sole purpose of 

discharging  medical staff responsibilities and subject to the requirement that confidentiality be maintained.   
   
(c) Information which is disclosed to the governing body of the hospital or its appointed representatives-in order   that   the   

governing   body   may   discharge   its   lawful obligations and responsibilities-shall be maintained by that body as confidential.   
   
(d) Information contained in the credentials file of any member may be disclosed with the member's consent, or to any medical 

staff or professional licensing board, or as required by law. However, any disclosure outside of the medical staff that is not 
required by law or regulation shall require the authorization of the Chief of Staff and the concerned department chair or co-
chairs  and notice to the member.   

   
(e) A medical staff member shall be granted access to the individual’s credentials file, subject to the following  provisions:   
   

(1) timely notice of such shall  be made by the member  to the Chief of Staff or the Chief of Staff's designee;   
   
(2) the member may review, and receive a copy of, only those documents provided by or  addressed  personally    
 to  the  member.   
   

(f) in the event a notice of action or proposed  action  is filed against  a member,  access to that member's credentials file shall be 
governed  by the medical staff hearing and appeals sections of these bylaws.  
 

14.9   PUNITIVE OR RETALIATION PROHIBITED   
(a) Neither   the   medical   staff,   its   members,  committees  or  department  heads,   the governing  body,  its chief  administrative 

officer,  or any other  employee or agent  of the hospital  or medical  staff, may engage  in any punitive  or retaliatory  action 
against any  member  of the  medical  staff  because  that  member  claims  a right  or  privilege afforded  by, or seeks 
implementation of any provision of, these medical  staff bylaws.   

   
(b) The medical  staff recognizes  and embraces  that it is the public policy of the State of California  that  a  physician  and  surgeon  

be  encouraged   to  advocate  for  medically appropriate health care for their patients. To advocate  for medically  appropriate  
health care  includes,  but  is not  limited  to, the  ability  of a physician  to protest  a decision, policy, or practice that the physician, 
consistent with that degree of learning and skill ordinarily  possessed  by  reputable  physicians  practicing  according  to the  
applicable legal standard  of care,  reasonably  believes  impairs  the physician's ability to provide medically   appropriate   health  
care  to  their  patients.  No  person,  including   but  not limited to the medical staff, the hospital, its employees, agents, directors 
or owners, shall retaliate against or penalize any member for such advocacy or prohibit, restrict or in any way discourage such 
advocacy, nor shall any person prohibit, restrict, or in any way discourage a member from communicating  to a patient 
information  in furtherance  of medically appropriate  health care.  

   
(c)   Notwithstanding the foregoing sections (a) and (b),   if the member exercises those rights in a manner that violates the Code 

of Conduct or medical staff’s standards, such as exercised in bad faith or in an abusive or disruptive manner, this section  does 
not preclude  corrective  and/or  disciplinary action as authorized by these medical  staff bylaws for such conduct.  

   
14.10   MEDICAL STAFF REPRESENTATION  BY LEGAL COUNSEL   
Upon  the authorization of the medical  staff, or of the Medical  Executive Committee acting  on its behalf,  the medical  staff  may retain  and be 
represented by independent legal  counsel  who,  to the extent  practicable, shall  not  be employed  by a law  firm  representing the  hospital.   The  
medical staff  shall  enter  into  a written  engagement letter  with  the  individual  selected  to  be independent legal  counsel  affirming that  the  
medical  staff,  not  the  hospital, is the  counsel's  client,  that the counsel represents  solely  the interests  of the medical  staff,  and  that  the 
attorney-client privilege of confidentiality applicable to all communications between  the counsel  and  the medical  staff  is held solely  by the 
medical  staff, regardless  of whether  the medical  staff or a third  party  pays the counsel's  fees.   In the event the counsel  is paid for by a third  
party, the counsel  shall also provide a written  assurance to the medical  staff  that there  will  be no interference by the third  party  with the  
counsel's independence of professional judgment or with  the  attorney-client relationship, as required  by State Bar of California Rules of 
Professional Conduct, Rule 3-310.   
   
 
ARTICLE XV ADOPTION AND AMENDMENT OF BYLAWS   
   



 

 74   

   

15.1 ADOPTION, AMENDMENT OR REPEAL OF BYLAWS 
Proposals to adopt, amend or repeal Bylaws may be initiated by either of the following methods: 

(a) The Medical Executive Committee, with the recommendation of the Bylaws Committee, Chief of 
Staff or on its own motion, may recommend adoption, amendment or repeal of bylaws to the voting 
members of the Medical Staff as provided in this article. 

(b) The members of the Active Staff, by a written petition signed by at least one- third (1/3) of the members of the Active 
Staff in good standing  who are entitled to vote, may petition the Medical Executive Committee to initiate a 
proposal to amend, or repeal these bylaws. Such petition shall identify exact language to be added, changed or 
deleted. If the Medical Executive Committee agrees with the proposed change, it may recommend the change as 
provided in point (a) above. If the Medical Executive Committee does not agree with the proposed change, the 
Medical Executive Committee shall meet with the proponents of the proposed change to discuss and attempt to 
resolve the disagreement. If the disagreement has not been resolved in one hundred eighty (180) days from the 
date the proposal was delivered to the Medical Executive Committee, the Chief of Staff shall call a special meeting 
of the Active Staff to consider the proposal.  

             ( c)    Subsequent to following the process in Section (b), the organized medical staff shall have the ability to adopt 
medical staff bylaws, rules and regulations, and/or policies, and/or amendments thereto, and propose them 
directly to the governing body subject to the following: (i) The adoption or amendment must be in writing and 
signed by at least two-thirds (2/3) of the members of the Active Staff  medical staff in good standing, and (ii) the 
adoption or amendment cannot contravene or be inconsistent with federal, state, or local law, regulation, or 
accreditation standards set forth by The Joint Commission. 

   
   
15.2   ACTION ON BYLAW CHANGE    
The b y l a w s change  shall  require  an affirmative vote  of  at more than 50% majority of votes cast, by members, voting  in person, or electronic 
vote, or by written ballot, provided that at least fourteen (14) days’ advance written notice, accompanied by the proposed Bylaws and/or alterations, 
has been given.   Voting cannot be delegated to another person.    
   
15.3   APPROVAL     
Bylaw changes adopted  by the medical  staff  shall  become effective  following approval  by the Board  of Trustees, which approval  shall  not be 
withheld unreasonably or automatically within 60  days if no action is taken by the Board  of Trustees.    
   

After bylaws, rules and regulations and medical staff policies are approved, medical staff members  are provided  with copies   of  the  revisions   
in  the  bylaws,   rules  and  regulations  and  medical   staff  policies through such mechanism as the medical executive committee decides is 
reasonable and reliable.   If Board  approval  is withheld, the  reasons  for  doing  so shall  be specified  by the  Board  of Trustees  in writing,  
and shall be forwarded to the Chief of Staff, the Medical  Executive Committee and the Bylaws Committee.   At the request of the Medical 
Executive Committee, the Board’s disapproval shall be submitted to the Ad Hoc Dispute Mediation Committee for mediation as 
provided in in these Bylaws. 

 
 
15.4   TECHNICAL CORRECTIONS TO BYLAWS 
The Medical Executive Committee shall have the authority to adopt such corrections to the Bylaws as are in it judgment strictly technical 
clarification or renumbering, or necessary to correct punctuation,  spelling or other grammar errors. After adoption, such corrections shall be  
communicated to the Medical Staff and to the Board of Trustees.  Technical  corrections are effective immediately upon adoption by the Medical 
Executive Committee but are subject to reversal by vote of the Board of Trustees or by a majority vote of the Active Staff within sixty (60) days of 
adoptions.  

 
15.5 EXCLUSIVITY     
The   mechanism  described  herein   shall   be  the   sole   method   for   the   initiation,  adoption, amendment, or repeal of the medical  staff bylaws.   
   
15.6   EFFECT OF THE BYLAWS    

(a) These  bylaws  may  not  be unilaterally  amended  or  repealed  by the medical  staff or  Board of Trustees.   
(b) No  medical  staff  governing  document   and  no  hospital  corporate   bylaws  or  other hospital governing  document  shall 

include any provision  purporting to allow unilateral amendment  of the medical staff bylaws or other medical staff governing 
document.    

(c) Hospital  shall assure that its corporate  bylaws,  policy,  rules,  or other  hospital  requirements  shall not  conflict with medical 
staff bylaw provisions,  rules, regulations  and/or policies and procedures. To the extent of any inconsistency, the Medical Staff 
Bylaws, rules and policies shall control. 
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15.7   SUCCESSOR IN INTEREST/AFFILIATIONS   
   

15.7-1        Successor in Interest   
These  bylaws,  and privileges  of individual  members of the medical  staff  accorded  under  these bylaws,  will be binding  upon  the medical  
staff,  and the Board  of Trustees  of any successor in interest  in this  hospital,  except  where  hospital  medical  staffs  are being  combined.  
In the event that the staffs are being combined, the medical  staffs shall work together  to develop  new bylaws which  will govern  the 
combined medical  staffs,  subject  to the approval  of the hospital's Board of Trustees  or  its  successor  in interest.  Until  such  time  as the  
new  bylaws  are  approved, to the extent there may be differences,  the existing  bylaws of each institution will remain in effect.   

   
15.7-2   Affiliations   
Affiliations between  the hospital  and other  hospitals, health care systems  or other entities  shall not, in and of themselves, affect these 

bylaws.    
 

15.7   CONSTRUCTION OF TERMS AND HEADINGS   
The captions or headings in these bylaws are for convenience only and are not intended to limit or define the scope of or affect any of 
the substantive provisions of these bylaws. These bylaws apply with equal force to both genders wherever either term is used.   
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ARTICLE XVI SIGNATURES 

 
 
 

   
   ADOPTED by the Medical Staff on        APPROVED by the Board of Trustees on   
   
    _____________  ___, 2026           ___________ __, 2026 
    

 
 
    ________________________________     _______________________________________ 
   .,Chief of Staff              On behalf Board of Trustees    
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IMPERIAL VALLEY HEALTHCARE DISTRICT EXECUTIVE SUMMARY 
 
 
Following the creation of the IMPERIAL VALLEY HEALTHCARE DISTRICT, IVHD wishes to consolidate the two 
separate Pioneers Memorial Healthcare District and El Centro Regional Medical Center EMR environments into one 
consolidated EMR environment. After joint discussions between Oracle Health and IVHD, it was determined by 
IVHD that El Centro will be built as a new location within the existing Pioneers logical domain.  The professional 
services for the effort have been combined (bundled) with desired technologies to reduce the overall cost of the 
professional services needed and provide the latest EMR technology and functionalities to increase value for the 
district. IMPERIAL VALLEY HEALTHCARE DISTRICT will be eligible for significant financial incentives as a result of 
executing this agreement.  Our goal at Oracle Health is to maintain our long-term partnership with IVHD while 
providing the most innovative technologies and next-generation EHR, laying the foundation for the future of IVHD.   
 
Core Items: This proposal supports IMPERIAL VALLEY HEALTHCARE DISTRICT from an operational and new 
technology standpoint, while consolidating both EMR systems. This proposal includes a contractual combination of 
all the legacy contracts for Pioneers and El Centro, the services needed to build/combine El Centro as a new facility 
in the Pioneers logical domain, and new technologies desired by IVHD to maximize the experience across the 
continuum of care and provide optimal value to patients, providers, and EMR users under the IVHD organization.  
 

• Consolidation of the Master agreements: A new master agreement for IMPERIAL VALLEY HEALTHCARE 
DISTRICT has been created that combines the existing Pioneers Memorial and El Centro master schedules 
(as well as any other Ordering Documents executed post go-live). The scope of each solution has been 
validated and adjusted to account for the most up-to-date status of IVHD. This new agreement combines 
both master schedules and establishes a new master agreement for IVHD.  By creating and executing this 
new consolidated agreement, it will create consolidated invoicing as desired by IVHD.  It also will increase 
the scope of use metrics for solutions that were previously only included in one of the facilities and allow 
for use of the solutions at both hospital sites as appropriate under the new IVHD agreement.  
 

• The consolidated IVHD agreement termination date will be 12/31/2032, which meets in the 
middle of the two individual master agreement schedule end dates for Pioneers and El Centro. 

 
• Professional Services for combination of the EMR environments: Professional services are included to 

build, test, train, and go-live with El Centro to be built as a new location within the existing Pioneers 
Memorial logical domain. Scope of services will be included in the IVHD Ordering Document for reference 
and review. Out of Scope items identified during the project will be additions to this proposal which could 
incur additional hours/cost. The Professional Services amount shown in this summary will be priced in a 
Fee for Service model and are overall estimates which could require adjustments estimated at +/-10% as 
we finalize the scope and Ordering Documents.  
 

• Through this bundling process, Oracle was able to reduce the overall cost of the 
professional services effort from a total of $5.9M down to an estimated $4M, which is 
approximately a 32% decrease and a savings of over $1.9M.  

 
• Professional services payment schedule: 

• 25% due at consolidation project kickoff 
• Remaining 75% of services costs will be spread throughout the life of the term and 

included in the capital cost of the FTF (spread over the contract term through 
12/31/2032) 
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• Scope of Use:  IMPERIAL VALLEY HEALTHCARE DISTRICT scope is a combination of the metrics across 
both facilities (Pioneers and El Centro). Below is a list of solutions currently contracted at one facility but 
not the other facility. The scope of use metrics will be modified to accommodate use of the solutions 
across both IVHD facilities. 
 

• Solutions Live at El Centro only and will be implemented at Pioneers 
• Flywire payments 
• Anesthesia Management 
• 724 Downtime Viewer 
• Oncology 

 
• Solutions Live at Pioneers only and will be implemented at El Centro 

• Contract Management 
• Bridge Blood Bank Management 

 
• Overall Pricing Considerations:  

 
• Professional Services 

 
• EMR Consolidation Professional Services (approximate estimate) – $4M 
• New Solution Implementations - $0 

• New OH Ambulatory EMR implementation - $0 
• Oracle Health AI Data Intelligence Platform Implementation- $0 
• Oracle Health Patient Portal Implementation- $0 
• Flywire Implementation - PION- $0 
• VDI Services- $0 
• UCC implementation- $0 
• Ambulatory Med Scanning Services- $0 
• CareAware Connect for Nursing Implementation- $0 
• Orders and Results Hub Services- $0 

 
• SaaS – recurring monthly subscription fees 

 
• Overall Bundle includes all new technologies listed below 

• $750K Annual (excluding Fusion ERP) 
• New Technologies Included 

• Oracle Fusion (ERP and Supply Chain) 
• Oracle Health Patient Portal 
• Oracle Health AI Data Intelligence Platform (OH AIDP) 
• Oracle Health New Ambulatory EMR 
• Clinical AI Agent (previously contracted) 
• Flywire Payments and ePayments Plus 
• Virtual Desktop Integration (Professional Services) 
• Unified Consumer Communications (UCC) 
• Ambulatory Medication Scanning (Professional Services) 
• CareAware Connect for Nursing 
• Orders and Results Hub 

 
These incentives represent a strategic opportunity for IMPERIAL VALLEY HEALTHCARE DISTRICT to secure 
long-term cost savings and added value through proactive bundling.  Per standard Oracle policy, the quotes do 
have an expiration date to align with the end of the Oracle fiscal year.  
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APPENDIX FOR NEW TECHNOLOGIES 
 
New Technologies 
 

Oracle Health Patient Portal 
 

o Oracle Health Patient Portal is a secure, web-based and mobile-enabled platform that empowers patients 
to actively manage their healthcare. It provides patients and their authorized representatives with convenient, 
real-time access to their personal health information, communication with care teams, self-service tools, and 
streamlined access to appointments, billing, and educational resources. Oracle Health Patient Portal provides a 
unified, person-centric portal, one that frees providers, populations of patients, members and consumers from 
managing healthcare in isolation, and puts the person at the center. The new portal provides a reimagined 
end-to-end experience for patients and will provide IMPERIAL VALLEY HEALTHCARE DISTRICT with an 
encompassing portal enabling individuals to engage with their care providers and access their health 
information online, on their own terms. Patients can exchange messages with their clinicians, search for new 
healthcare providers, schedule appointments, view their lab results and prescriptions, pay their bills, and so 
much more. Administrators can customize portal features to accommodate business and patient needs. 
 

o Key Features 
 

§ Health Records Access: View diagnostic results, medication lists, allergies, immunizations, and visit 
summaries. 

§ Appointment Management: Request, schedule, reschedule, or cancel appointments; receive 
reminders and directions. 

§ Secure Messaging: Communicate securely with providers, care teams, and administrative staff. 
§ Prescription Management: Request prescription refills and review medication instructions. 
§ Billing and Payments: Review statements and make payments (where integrated with billing 

solutions). 
§ Online Forms: Complete pre-visit registration, consent, and intake questionnaires digitally. 
§ Virtual Health Support: Access to telehealth visits and related patient instructions (when enabled). 
§ Proxy/Family Access: Manage dependents’ and family members’ health information with proper 

authorization. 
§ Notifications & Reminders: Receive timely alerts via email, SMS, or app. 
§ Multilingual and Accessibility Support: Designed for inclusivity and compliance with accessibility 

standards. 
 

o Provider/Organization Capabilities 
 

§ Customization: Tailor branding, patient content, and workflows. 
§ Integration: Natively integrates with Oracle Health EHR for real-time data synchronization and 

interoperability. 
§ Reporting & Analytics: Track usage metrics, engagement, and identify opportunities for 

enhancement. 
§ Security & Compliance: Supports HIPAA, GDPR, and other relevant security and privacy standards; 

includes audit logging and consent management. 
 

o Benefits 
 

§ Improves patient satisfaction and engagement by increasing transparency and convenience 
§ Reduces administrative workload by streamlining scheduling, triage, and routine communications. 
§ Supports better health outcomes through timely access to care information and education. 
§ Enables digital transformation and scalability for healthcare organizations 
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Oracle Health AI Data Intelligence Platform (OH AIDP) 
 

o Oracle Health Data AI Intelligence Data Platform will assist IMPERIAL VALLEY HEALTHCARE DISTRICT 
navigate industry changes, regulations, and patient expectations. HDI will provide the foundation for IMPERIAL 
VALLEY HEALTHCARE DISTRICT to support your organization now, and scale as you grow in the future and 
focus more on population health and value-based care. IMPERIAL VALLEY HEALTHCARE DISTRICT will be able 
to manage all quality expectations in one single place, support providers by giving them patient insights at the 
point of care, enhance care management programs, and deliver analytics and powerful insights with a data 
warehouse to manage all data sources across the entire IMPERIAL VALLEY HEALTHCARE DISTRICT 
organization.  
• Oracle Health Clinical Intelligence 
• Oracle Health Analytics Intelligence 
• Oracle Health Care Coordination Intelligence 
• Licensing for the following: 

o Oracle Health Cost Accounting 
o Oracle Health Ambulatory Quality Reporting 
o Oracle Health Data Foundation 
o Oracle Health Data Acquisition 
o Oracle Health Data Service 
o Oracle Health EHR Operational and Clinical Reporting 
o Oracle Health Hospital Quality Reporting 
o Oracle Health MIPS Qualified Registry Reporting 
o Oracle Population Health Analytics Reporting 

§ ACO 
§ BPCI-A 
§ HEDIS 
§ Cost and Utilization 

o Oracle Population Health EMPI 
 

o Oracle Health Data Intelligence ROI Examples  
 

§ Improved Quality Reporting & Regulatory Compliance 
• Scenario: OHDI automates and streamlines CMS and other mandatory quality reporting. 
• Labor savings in manual data abstraction/reporting: 
• Old method: 1 FTE analyst, $70,000/year 
• OHDI automation can save: 0.75 FTE 
• Annual cost savings: 0.75 × $70,000 = $52,500 

 
§ Reduced Readmission Rates through Predictive Analytics 

• Scenario: By identifying high-risk patients using OHDI analytics, targeted interventions can 
reduce inpatient readmissions. 

• Assumptions: 
o Average readmission cost: $10,000 per episode 
o OHDI-enabled care coordination reduces readmissions by 4 per year 

• Annual cost avoidance: 4 × $10,000 = $40,000 
 

§ Optimized Staffing through Real-Time Analytics 
• Scenario: Advanced analytics for census and workload help better align nurse staffing with 

actual needs, reducing overtime. 
• Assumptions: 

o Reduction in overtime hours: 400 hours/year 
o Overtime premium: $60/hour 

• Annual overtime cost saved: 400 × $60 = $24,000 
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§ Revenue Capture Improvement 
• Scenario: OHDI identifies documentation gaps or missed billing opportunities through 

advanced data mapping and alerts. 
• Assumptions: 

o Recovered or captured charges: $30,000/year 
 

§ Time Saved on Data Queries/Research 
• Scenario: Clinicians and quality analysts spend less time generating ad-hoc reports and find 

insights faster. 
• Estimated analyst time saved: 10 hours/week × 52 weeks = 520 hours/year 
• Analyst wage: $35/hour 
• Annual value of time saved: 520 × $35 = $18,200 

 
Health Data Intelligence ROI Summary Table 

BENEFIT ANNUAL ESTIMATED SAVINGS 

QUALITY REPORTING/COMPLIANCE $52,500 

REDUCED READMISSIONS $40,000 

OVERTIME/NURSE STAFFING OPTIMIZATION $24,000 

IMPROVED REVENUE CAPTURE $30,000 

ANALYST PRODUCTIVITY $18,200 

TOTAL ANNUAL ROI ESTIMATE $164,700 

 
 
LINK TO DEMO: https://videohub.oracle.com/media/HDI%20Overview%3A%20Future%20of%20Value-
based%20Care/1_xqn974zi 
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Clinical AI Agent 
 

o Both Pioneers and El Centro already use CAA, but the expansion of 50K notes signed by Pioneers on 12/18/25 
are included in the bundle calculations to provide the most value when reducing the overall Professional 
Services amount 
 

o Oracle Health Clinical AI Agent is an intelligent, secure, enterprise-grade virtual assistant designed to 
empower healthcare professionals by automating routine tasks, surfacing clinical insights, and improving care 
team workflows. Seamlessly integrated within Oracle Health’s ecosystem, the solution leverages advanced 
artificial intelligence and natural language processing (NLP) to support informed and efficient clinical decision-
making. 
 

o Key Features 
 

§ Conversational Clinical Assistant: Enables clinicians to use natural language queries to retrieve 
patient records, diagnostics, medication history, and care plans directly within the EHR. 

§ Real-Time Summarization: Generates concise patient summaries and extracts key clinical 
information from documentation, lab results, and historical data. 

§ Task Automation: Assists with order entry, documentation drafting, messaging, and other repetitive 
workflows to minimize administrative burden. 

§ Proactive Clinical Insights: Surfaces relevant alerts, evidence-backed suggestions, and care gaps at 
the point of care, tailored to provider specialty and workflow. 

§ Care Team Communication: Facilitates secure, contextually aware communication among providers 
with intelligent routing and prioritization. 

§ Decision Support: Provides guideline-based recommendations and clinical reminders, supporting 
compliance and quality initiatives. 

§ Workflow Integration: Embedded in clinical workflows within Oracle Health EHR, with minimal 
disruption and intuitive UX. 

§ Scalable and Configurable: Supports configuration for department- and organization-specific needs, 
with enterprise-grade governance. 

 
o Security & Compliance 

 
§ Privacy: Patient data is processed securely according to HIPAA and relevant regulations. 
§ Auditability: All interactions are logged and auditable to support compliance and quality assurance. 
§ Role-Based Access: Follows granular role and context-based access controls to ensure appropriate 

data use. 
 

o Benefits 
 

§ Boosts Clinical Efficiency: Reduces time spent on data retrieval and documentation, allowing 
providers to focus on patient care. 

§ Enhances Decision-Making: Delivers real-time, actionable insights at the point of care, improving 
safety and outcomes. 

§ Improves Provider Experience: Streamlines communication, reduces cognitive load, and minimizes 
workflow interruptions. 

§ Supports Scalability: Adapts to evolving organizational needs with continuous updates and learning 
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Flywire and ePayments Plus 
 

o Flywire is a global payment and receivables platform designed to simplify complex international transactions, 
primarily in sectors like healthcare, education, and business. Flywire helps organizations securely accept and 
reconcile cross-border payments, improving financial operations and delivering a tailored, localized experience 
for payers worldwide. 
 

o Key Features 
§ Global Payment Network: Accepts payments in 140+ currencies from 240+ countries using local 

payment methods (bank transfers, credit/debit cards, e-wallets). 
§ Payment Management: Provides end-to-end visibility and transparency into each transaction, with 

real-time tracking and automatic reconciliation. 
§ Payer Experience: Offers a user-friendly interface, localized payment options, multilingual support, 

and clear communication of costs and compliance requirements. 
§ Compliance & Security: Integrates anti-fraud screening, regulatory compliance measures (KYC, 

AML), and robust security standards (PCI DSS, GDPR). 
§ Integration Capabilities: Can integrate with ERP, CRM, and billing systems, including Oracle 

solutions, to streamline payment posting and reconciliation. 
§ Support & Service: Delivers global payer and client support with dedicated service teams and multi-

channel communication. 
 

o Use Cases 
§ Healthcare: Facilitates patient payments for international or complex billing situations, streamlining 

financial clearance for providers. 
 

o Benefits 
§ Reduces Payment Complexity: Minimizes manual work, currency conversion challenges, and 

payment delays. 
§ Improves Cash Flow: Accelerates receivables and provides real-time payment status updates. 
§ Enhances Payer Satisfaction: Offers transparency, flexibility, and local payment experience for 

patients, students, and customers worldwide. 
§ Strengthens Compliance: Helps organizations meet global regulatory requirements and safeguard 

sensitive data. 
 

o Security & Compliance 
§ All transactions are encrypted and monitored for fraud. 
§ Adheres to industry-leading standards including PCI DSS and GDPR. 
§ Supports detailed audit logs, payer verification, and risk management protocols. 

 
 
 
 
 
 
 
 
 
 
 
 
 



   
 

 8 

  

CareAware Connect Nursing  
(Previously Board Approved for Pioneers – December 2025) 

 
o CareAware Connect Nursing is a mobile health IT solution primarily used on smartphones or wireless devices. 

It provides nurses and clinical staff with secure access to critical information, communication tools, and 
workflow management functionality at the point of care. 
 

o Key Capabilities 
 

§ Secure Messaging: Enables HIPAA-compliant, encrypted messaging for secure communication 
among clinical teams 

§ Patient Information Access: Provides real-time and mobile access to patient lists, demographics, 
vital signs, reports, and care plans 

§ Task and Alert Management: Allows nurses to receive, acknowledge, and manage alerts and tasks 
assigned to them 

§ Barcode Scanning: Facilitates medication administration and patient identification via integrated 
barcode scanning 

§ Nurse Call Integration: Integrates alerts from nurse call systems to the mobile device, allowing rapid 
response and closing of the communication loop 

§ Collaboration Tools: Includes voice calling, role-based texting, directory lookup, and on-call 
scheduling integration 
 

o Business Benefits 
 

§ Improved Communication: Reduces delays and manual handoffs by centralizing nurse 
communication and alert management 

§ Enhanced Patient Safety: Supports accurate patient identification and closed-loop medication 
administration 

§ Increased Efficiency: Streamlines daily nursing activities and minimizes time spent on non-patient-
facing tasks. 

§ Better Collaboration: Helps coordinate care more effectively among interdisciplinary care teams 
 

o Care Aware Connect Nursing ROI Examples 

§ Reduced Communication Delays 
• Time saved per nurse per shift: 30 minutes (0.5 hours) 
• Nurses affected: 50 
• Annual shifts per nurse: 250 
• Total time saved/year: 50 nurses × 0.5 hours/shift × 250 shifts = 6,250 hours 
• Average hourly wage: $40 
• Potential annual productivity gain: 6,250 × $40 = $250,000 

§ Improved Patient Throughput 
• Reduced average bed turnaround time: 10 minutes (0.167 hours) 
• Admissions per day: 25 
• Total hours saved/day: 0.167 × 25 = 4.17 hours 
• Annual time saved: 4.17 × 365 = 1,521 hours 
• Average hourly rate: $40 
• Annual cost savings: 1,521 × $40 = $60,840 

§ Reduced Sentinel Events/Medication Errors 
• Sentinel events avoided annually: 2 
• Cost per event: $75,000 
• Total savings: 2 × $75,000 = $150,000 

§ Decreased Nurse Turnover and Burnout 
• Reduction in nurse turnover: 3 nurses/year (scaled to a smaller workforce) 
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• Cost per turnover: $30,000 
• Total savings: 3 × $30,000 = $90,000 

§ Paperwork and Overhead Reduction 
• Annual savings on supplies and administrative work: $25,000 (scaled to a smaller staff 

size) 
 

CareAware Connect ROI Summary Table 

BENEFIT ANNUAL ESTIMATED SAVINGS 

Improved Productivity $250,000 

Better Patient Throughput $60,840 

Reduced Sentinel Events/Errors $150,000 

Lower Nurse Turnover $90,000 

Less Paperwork/Admin Costs $25,000 

Total Annual ROI Estimate $575,840 
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Virtual Desktop Integration 
 

o Virtual desktop Integration (VDI) refers to the delivery and management of desktop environments via 
virtualization technologies, enabling users to securely access workspaces from any device, anywhere. Oracle 
supports VDI through solutions that integrate with enterprise applications, such as Oracle Fusion Cloud 
Applications, and with leading VDI technologies to ensure secure, scalable, and compliant access to critical 
business systems. 
 

o Key Features 
 

§ Centralized Desktop Management: Provision, maintain, and update desktop environments from a 
central location to streamline IT operations and ensure consistent security protocols. 

§ Remote and Flexible Access: Empower employees, contractors, and partners to access business 
applications—including ERP, SCM, HCM, and custom applications—from virtually any device (laptop, 
tablet, or smartphone). 

§ Security and Compliance: Strengthen endpoint security with multi-factor authentication, data 
encryption in transit and at rest, policy-based access controls, and separation of corporate and 
personal data. 

§ Seamless Integration: Integrates with Oracle’s cloud and on-premises applications, supporting single 
sign-on (SSO) and federated identity management for unified user experiences. 

§ Scalability: Rapidly scale virtual desktop capacity up or down to meet business needs or support 
temporary, seasonal, or remote work scenarios. 

§ High Availability: Ensure business continuity with redundancy, backup, and failover capabilities. 
§ User Experience: Delivers consistent, high-performance user experiences with support for 

collaboration, productivity, and real-time applications. 
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Oracle Health New Ambulatory EMR (Consulting Services) 
 

o Oracle Health’s New Ambulatory Electronic Medical Record (EMR) is a next-generation, cloud-delivered 
solution tailored for outpatient and physician practices. Designed to streamline clinical workflows, improve 
interoperability, and enhance both provider and patient experiences, this EMR leverages Oracle’s cloud 
infrastructure and healthcare expertise to deliver modern, intelligent, and scalable ambulatory care capabilities. 
 

o Key Features 
 

§ Cloud-Native Architecture 
• Built on Oracle Cloud Infrastructure (OCI) for maximum security, scalability, and high 

availability. 
• Enables continuous innovation with regular, seamless updates. 

§ Modern, Intuitive User Experience 
• Redesigned workflows and UIs minimize clicks and data entry, with context-aware decision 

support. 
• Personalization for roles, specialties, and individual user preferences. 

§ Comprehensive Clinical Documentation 
• Streamlined tools for capturing structured notes, progress summaries, orders, results, and 

referrals. 
• Supports dictation, voice recognition, and smart templates. 

§ Integrated Ordering and Results 
• Direct integration for medication, lab, and imaging orders with result management inside 

workflows. 
• Decision support enables safe, evidence-based ordering and follow-through. 

§ Scheduling and Registration 
• Embedded appointment scheduling, patient registration, eligibility, & check-in. 
• Supports same-day and future appointments, including virtual care visits. 

§ Patient Engagement 
• Integrated with Oracle Health Patient Portal for secure messaging, visit summaries, 

appointment management, and online forms. 
• Enables digital intake and pre-visit questionnaires. 

§ Interoperability 
• FHIR APIs, HL7, Direct Messaging, and other standards-based interfaces for seamless 

connection to other EHRs, HIEs, and ancillary systems. 
• Designed to support referrals and information exchange across care settings. 

§ Billing and Revenue Cycle Integration 
• Embedded charge capture, coding, claims processing, and real-time eligibility verification. 

§ Mobile and Remote Access 
• Responsive, device-agnostic access for clinicians on laptops, tablets, and mobile devices. 

§ Benefits 
• Provider Efficiency & Satisfaction: Optimized workflows reduce charting time and cognitive 

burden. 
• Clinical Quality and Safety: Embedded best-practice guidelines and safeguards support safer, 

higher-quality care. 
• Patient Engagement: Empowers patients with access, communication, and self-service tools. 
• Scalability & Innovation: Easily scales to organizations of all sizes and rapidly evolves with 

advancing technologies. 
• Security & Compliance: HIPAA-ready architecture, with role-based access, encryption, and 

comprehensive audit logging. 
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Fusion ERP & Supply Chain 
 

o Oracle Fusion Cloud ERP and Oracle Fusion Cloud Supply Chain & Manufacturing (SCM) are integrated, 
SaaS-based solutions designed to help organizations modernize, automate, and unify their financial and 
supply chain operations. Both platforms are part of Oracle Fusion Cloud Applications Suite, offering a 
comprehensive, scalable, and secure environment for global enterprises. 
 

o Oracle Fusion Cloud ERP 
 

§ Oracle Fusion Cloud ERP provides a complete, modern solution for managing core finance and 
business processes, including: 

§ Financials: Core accounting, payables, receivables, asset management, cash management, and 
expense reporting. 

§ Procurement: Centralized sourcing, purchasing, supplier management, and contracts. 
§ Project Management: Project planning, tracking, costing, and resource management. 
§ Risk Management & Compliance: Embedded controls, audits, and advanced analytics for proactive 

risk mitigation and regulatory compliance. 
§ Enterprise Performance Management (EPM): Budgeting, forecasting, scenario modeling, and 

reporting. 
§ Automation & AI: Process automation, intelligent approvals, anomaly detection, and advanced 

analytics for greater efficiency. 
 

o Oracle Fusion Cloud Supply Chain & Manufacturing (SCM) 
 

§ Oracle Fusion Cloud SCM enables organizations to streamline and optimize their entire supply chain 
from planning to execution, including: 

§ Product Lifecycle Management (PLM): Centralized product data and collaboration on innovation. 
§ Supply Chain Planning: Demand forecasting, supply planning, inventory optimization. 
§ Inventory Management: Real-time visibility, automated replenishment, and global inventory control. 
§ Order Management: Omni-channel order capture, promising, fulfillment orchestration. 
§ Manufacturing: Shop floor execution, quality management, and operational visibility. 
§ Logistics: Transportation, warehouse management, and global trade compliance. 
§ Procurement: Supplier collaboration, sourcing, contracts (integrated with ERP procurement). 
§ Maintenance: Asset monitoring, predictive maintenance, and cost control for manufacturing 

environments. 
 

o Key Benefits 
 

§ Unified Platform: Shared data model and user experience across ERP and SCM functions. 
§ Agility & Innovation: Continuous updates and embedded emerging technologies (AI, ML, 

automation). 
§ Global Compliance: Support for complex regulations, multi-currency, and localization needs. 
§ Security & Scalability: Enterprise-grade security, privacy controls, and performance at scale. 
§ Business Insights: Advanced analytics and dashboards for real-time operational intelligence. 
§ Extensibility: Open APIs and low-code tools for quick adaptation to business needs. 
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Unified Consumer Communications (UCC) 
 

o Unified Consumer Communications refers to a comprehensive, cloud-based platform or strategy that 
enables organizations to manage, coordinate, and deliver all forms of outbound and inbound customer 
communications from a single, integrated system. Within the Oracle ecosystem—particularly in healthcare, 
financial services, utilities, and retail—these solutions ensure consumers receive timely, consistent, and 
personalized information across all channels (email, SMS, voice, portal, mobile app, and more). 
 

o Key Features 
 

§ Omnichannel Delivery: 
• Supports real-time and scheduled communications via SMS, email, push notifications, 

automated voice, direct mail, and secure portals. 
• Ensures message delivery based on consumer preference and channel availability. 

§ Personalization and Segmentation: 
• Leverages consumer profiles and behavioral data to tailor messaging, timing, and frequency. 
• Facilitates targeted outreach (e.g., reminders, notifications, marketing campaigns, billing, 

appointment scheduling, healthcare follow-ups). 
§ Workflow Automation: 

• Automates complex communication workflows such as confirmations, appointment 
reminders, pre-visit instructions, billing notices, and more. 

• Allows for conditional triggers and escalations based on consumer response or status. 
§ Centralized Template Management: 

• Manages reusable, organization-approved templates for consistent branding and regulatory 
compliance. 

• Supports dynamic content and localization for multi-language delivery. 
§ Interaction Tracking and Analytics: 

• Captures delivery, engagement, and response metrics to monitor impact and refine 
communication strategies. 

• Integrates with consumer data platforms, CRMs, and analytics solutions for 360-degree 
consumer insights. 

§ Compliance and Opt-in/Opt-out Management: 
• Adheres to industry regulations (e.g., HIPAA, GDPR, TCPA). 
• Includes robust consent management, audit logs, and consumer preference handling. 

§ Integration with Enterprise Systems: 
• Connects to EHRs, ERP, CRM, scheduling, billing, and customer service apps. 
• Offers APIs and connectors for real-time and batch data exchange 

 
o Benefits 

 
§ Improved Engagement and Satisfaction: Delivers relevant, timely, and actionable communications 

that strengthen consumer relationships. 
§ Operational Efficiency: Centralizes and automates outreach, reducing manual work and the risk of 

communication gaps. 
§ Brand Consistency: Ensures that communications reflect organizational standards and messaging. 
§ Enhanced Compliance: Simplifies regulatory adherence and audit readiness with supervised 

processes and detailed logging. 
§ Data-Driven Optimization: Empowers organizations to refine strategies based on measurable 

outcomes. 
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Orders Results Hub 
 

o Orders and Results Hub is a centralized clinical platform that streamlines the ordering, tracking, and 
management of diagnostic tests and procedures, as well as the review and follow-up of results. Designed to 
enable safer, more efficient, and more coordinated care, the hub integrates seamlessly with Oracle Health’s 
electronic health record (EHR) and other clinical workflows, serving as a “single source of truth” for ordering 
and result management across care settings. 
 

o Key Features 
 

§ Comprehensive Order Entry: 
• Unified entry point for medications, laboratory tests, imaging, pathology, and consult orders. 
• Standardized order sets, protocol-driven pathways, and clinical decision support to guide 

appropriate ordering at the point of care. 
• Role- and specialty-based views for clinicians, nursing, and ancillary staff. 

§ Real-Time Order Tracking: 
• End-to-end status visibility (ordered, scheduled, in process, resulted, reviewed) for every 

order and specimen. 
• Notifications and flags for urgent, overdue, or abnormal results. 

§ Results Management: 
• Consolidated view of results from multiple sources—labs, radiology, pathology, and external 

systems. 
• Customizable dashboards for reviewing, trending, comparing, and graphing results. 
• Integrated result acknowledgment, documentation, and follow-up tasks. 
• Advanced filtering and search for faster access to relevant clinical data. 

§ Clinical Decision Support: 
• Embedded alerts for duplicate testing, allergies, lab value criticality, and age/gender-based 

reference ranges. 
• Guidance for evidence-based ordering and downstream management. 

§ Cross-Setting Integration: 
• Unified access to orders/results for ambulatory, inpatient, and specialty care. 
• Standards-based interoperability (FHIR, HL7) for receiving and sending orders/results to 

external systems or health information exchanges (HIEs). 
§ Provider and Patient Engagement: 

• Patient-facing results delivery and education through the Oracle Health Patient Portal. 
• Provider notifications and acknowledgment workflows to close the loop on critical results. 

§ Audit and Compliance: 
• Comprehensive audit trails, time stamps, and documentation for orders and results review. 
• Facilitates regulatory compliance with requirements for result notification and follow-up. 

 
o Benefits 

 
§ Clinical Efficiency: Single workspace for comprehensive order and result management enhances 

provider productivity. 
§ Patient Safety & Quality: Reduces errors, closes communication gaps, and ensures timely follow-up 

on critical findings. 
§ Coordinated Care: Enables smoother transitions and cross-team collaboration. 
§ Regulatory Readiness: Supports compliance with standards for result management and 

communication. 
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Logo Refinement 
Recommendations



Overview of Recommendations

• Keep gradient logo!

• Change EKG line

• Adopt alternate logos when gradient 
logo does not work

• Adopt new block lettering fonts and 
formats for hospital names
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Solvable Logo Challenge #1

Not a normal or 
healthy EKG

Adopt a healthy 
EKG line
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Solvable Logo Challenge #2

• The gradient color blend does not work when we have to sew 
it into apparel or use it for small items

• Not a common occurrence
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Two-Color Logo Alternatives
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Two-Color Logo Alternatives
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One-Color Logo Alternatives

7



Back to the gradient logo

• Works great 95% of the time
• Keep the gradient colors!
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New Name Fonts + Revised EGK Logos
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New Name Fonts with Logos on Top
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Examples
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Examples
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Examples
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Examples
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Recommendations

❑Keep gradient logo

❑Adopt the normal EKG line

❑Approve alternate one- and two-color logos for 
situations incompatible with gradient logos

❑Adopt new fonts and formats for hospital and 
clinic names

15
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