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PREAMBLE

WHEREAS, University Hospital is a health care entity of the University of Medicine and
Dentistry of New Jersey (UMDNJ), licensed by the State of New Jersey to provide
health care services, organized under the laws of the State of New Jersey "Medical and
Dental Education Act of 1970" and in conformance with the requirements of The Joint
Commission (TJC) ; and

WHEREAS, its purpose is to serve as an acute care Hospital providing patient care,
medical education programs, and research as the primary teaching Hospital of the
UMDNJ-New Jersey Medical School; and the UMDNJ-New Jersey Dental School; and

WHEREAS, it is recognized that one of the aims and goals of the Medical Staff is to
strive for optimal achievable quality patient care in the Hospital, and that the Medical
Staff must cooperate with and is subject to the ultimate authority of the Board of
Trustees through the President, the Dean of UMDNJ-New Jersey Medical School, and
the Chief Executive Officer of University Hospital, and that the cooperative efforts of the
Medical Staff, Management and the Board of Trustees are necessary to fulfill the
Hospital's aims and goals in providing optimal achievable patient care to patients in the
Hospital; and goals in providing optimal achievable patient care to patients in the
Hospital; and the Medical Staff endorses and supports the vision & Mission Statements
adopted by University Hospital; and

WHEREAS, it is the intent and purpose of these Bylaws that the initiation and conduct
of professional review actions hereunder comply in all material respects with the
provisions of S 412 of the HCQI Act of 1986,

THEREFORE, the physicians and dentists, and other practitioners providing health care
services in the University Hospital hereby organize themselves into a Medical Staff in
conformity with the following Bylaws and Rules and Regulations approved by the
Medical Staff and by the Board of Trustees to facilitate the aims, goals and purposes
listed above.
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UNIVERSITY HOSPITAL MEDICAL STAFF
MISSION STATEMENT

To promote quality medical care and the spirit of cooperation amongst our peers in
striving to achieve medical and academic excellence.

The Medical Staff of University Hospital shall provide educational guidance to members

of the Medical Staff, serve community and the hospital through participation and sharing
medical expertise with our colleagues.
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ARTICLE I-NAME

The name of this organization shall be the Medical Staff of University Hospital,
University of Medicine and Dentistry of New Jersey.

-1

ARTICLE IllI- PURPOSE

2.1

Purposes of the Medical Staff

The organized Medical Staff is self-governing and provides the oversight of care,
treatment and services provided by practitioners with privileges; provides for a uniform
quality of patient care, treatment and services; and reports to and is accountable to the
Board of Trustees.

The purpose of the organized medical staff is:

2.1-1

2.1-2

2.1-3

2.1-4

2.1-5

To ensure that the organized Medical Staff is provides to all patients admitted to
or treated in any of the facilities, departments or services of the University
Hospital, a uniform standard of quality patient care, treatment, and services;

To ensure that designated members of the organized medical staff who have
independent privileges provide oversight of care, treatment, and services
provided by practitioners with privileges;

To ensure accountability of the organized Medical Staff to the Board of Trustees
for the quality of the medical care and service provided to patients. The Chief of
Service or designee shall ensure an optimal level of professional performance of
all practitioners authorized to practice in the University Hospital through the
appropriate clinical delineation of privileges through the focused professional
practice evaluation through ongoing professional practice, evaluation, and
through an objective review and evaluation of each practitioner's performance in
the Hospital,

To report to The Board of Trustees the results of focused professional practice
evaluations, ongoing professional practice evaluations, and performance
improvement (PI) activities that are in accordance with the University Hospital's
Pl Plan;

To provide an appropriate educational setting that will assist in maintaining
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patient care standards, and that will lead to continuous advancement in
professional knowledge and skill for the organized Medical Staff, and all health
care professional students and trainees;

2.1-6 To initiate, develop, amend and approve Medical Staff Bylaws and Rules and
Regulations;

2.1-7 To provide a mechanism whereby issues concerning the organized Medical Staff
and Hospital may be discussed by the Medical Staff with the Board of Trustees
and the Chief Executive Officer (CEO).

2.2 Responsibilities/Performance

The organized Medical Staff is accountable to the Board of Trustees for the quality of
medical care and services provided to patients.

The Medical Staff is organized, enforces, and complies with the Medical Staff Bylaws
and Rules and Regulations in a manner approved by the Board of Trustees through the
UH Board of Directors.

The Medical Staff Bylaws and Rules and Regulations, and Policies do not conflict with
the Bylaws of the Board of Trustees.

Neither the organized Medical Staff nor the Board of Trustees may unilaterally amend
the Medical Staff Bylaws and Rules and Regulations.

The responsibilities of the organized Medical Staff, through the Medical Executive
Committee (MEC) are:

2.2-1 To account for the quality and appropriateness of patient care rendered by all
licensed independent practitioners who are privileged by The University Hospital
to provide patient care services in the hospital by establishing and maintaining
criteria and standards for:

¢ medical staff membership;

e oversight responsibilities for practitioners with independent privileges;
and

e patient care standards, credentialing, and delineation of clinical
privileges.

2.2-2 To develop a mechanism for:
¢ selecting and removing officers of the organized Medical Staff;
e establishing a Continuing Medical Education Program that addresses

the needs identified through the PI program;
e implementing corrective actions with respect to practitioners and other
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Medical Staff members, as warranted;
¢ identifying community health needs, institutional goals, and programs
that will meet those needs.

2.3 Ethical Behavior

All members of the organized Medical Staff shall conduct their professional activities in
accordance with the ethical code(s) of their respective organized professional
associations in accordance with the laws and regulations covering physician practice.

-1

ARTICLE IlII-STAFF APPOINTMENTS AND REAPPOINTMENTS

The Board of Trustees shall make appointments, reappointments or revoke
appointments and grant, revoke or restrict clinical privileges of the Medical Staff. The
Board of Trustees shall act only after there has been a recommendation from the
Medical Executive Committee as provided in these Bylaws.

3.1 Nature of Appointment

Appointment to the organized Medical Staff is a privilege extended by the Board of
Trustees and is not a right of any practitioner. Appointment to the Medical Staff or the
exercise of temporary privileges shall be extended only to professionally competent
practitioners who continuously meet the qualifications, standards and requirements set
forth in these Bylaws and in the Rules and Regulations.

3.2 Credentialing and Privileging Process

The Medical Staff Office will conduct primary source verification to assure evidence of
current licensure, relevant training or experience, current competence and the ability to
perform the privileges requested. This will include the six areas of “General
Competencies” which include: Patient Care, Medical/Clinical Knowledge, Practice-
based Learning and Improvement, Interpersonal and Communication Skills,
Professionalism and Systems- based Practice. At a minimum , the following items will
be verified: licensure, challenges to licensure, relevant education for both medical
school and graduate medical education training, board status, malpractice claims
history, affiliation(s) at other health care institutions [i.e.. regarding the voluntary or
involuntary relinquishment of medical staff membership or limitation, reduction,
suspension of or loss of clinical privileges], clinical competence and the ability to
perform the privileges requested will be determined by professional reference
guestionnaires and a confidential evaluation sent to an individual in the same specialty
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in an authoritative position. The Medical Staff Office will also query the NPDB (National
Practitioner Data Bank), the OIG (Office of Inspector General), EPLS (Excluded Parties
List System) and NJ Debarment and other sources, including the NJDHHS. Each
practitioner will be required to submit original governmental photo ID. Individuals who
are listed on either the OIG or EPLS list of excluded providers cannot be granted clinical
privileges as a member of the organized Medical Staff of University Hospital.

The Hospital Administration, in conjunction with the Chief of Service, Credentials
Committee, MEC and Chief Medical Officer shall make a thorough and independent
evaluation of each application to include verification of all credentials and documents.
No practitioner shall be automatically entitled to appointment or reappointment to the
Medical Staff or to exercise clinical privileges because of membership in any
professional organization, board certification, or past or existing staff appointment at the
University Hospital or at another health care facility. Further information regarding the
applicant's performance at any other health care facility will be checked with the
Department of Health and Human Services.

3.3 Nondiscrimination

Appointment to the organized medical staff or any aspect of clinical privileges shall not
be denied to any individual for reason of sex, race, national origin, creed, color, age,
marital status, sexual orientation, or disability except where that disability renders the
person incapable, despite reasonable accommodation, of performing the essential
functions of the medical staff appointment.

3.4 Appointment

Only fully licensed independent practitioners; MD’s, DO’s DPM’s, DMD’s and DDS'’s
who are currently licensed to practice in the State of New Jersey and who abide by the
provisions described below shall be qualified for appointment to the organized medical
staff. These practitioners shall:

e Be currently board certified in their specialty area or must be within five years of
becoming exam admissible to take certification boards in their specialty. In
extraordinary instances, and after providing sufficient justification to the
Credentials Committee, a Department Chairperson or Chief of Service may
recommend to the MEC the appointment of a candidate who does not have
active board certification in his or her specialty and has been exam eligible for
more than 5 years;

e The applicant shall document at a minimum, current competence, his/her

qualifications and/or certification in his/her specialty(ies), training, education and
the ability to perform the privileges requested;
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e The applicant shall demonstrate to the Hospital and the Board of Directors that
any patient treated by the applicant will receive care at the generally recognized
professional level established by the Hospital;

o The applicant shall establish to the Hospital, on the basis of documented
professional references that they have satisfactorily demonstrated the adherence
to the six areas of “General Competencies” developed by the Accreditation
Council for Graduate Medical Education (ACGME) and the American Board of
Medical Specialties (ABMS). Included are: patient care, medical/clinical
knowledge, practice based learning and improvement, interpersonal and
communication skills, professionalism and systems-based practice;

» The applicant shall provide to the Medical Staff Office, department Chairperson,
and Credentials Committee information including, but not limited to: challenges
to any licensure or registration, voluntary and involuntary relinquishment of any
license or registration, voluntary and involuntary termination of medical staff
membership, voluntary and involuntary limitation, reduction, denial of or loss of
clinical privileges, any professional liability actions, documentation of health
status or sanctions by a government or third party payer against the applicant;

e The applicant shall hold or initiate the process for a faculty appointment at the
New Jersey Medical School or New Jersey Dental School, unless exempt, as
provided for elsewhere in these Bylaws.

3.5 Basic Responsibilities of Staff Appointees
Each new appointee to the organized medical staff shall:

e Achieve board certification within five years of becoming exam admissible and
maintain active certification within his or her specialty unless a specific exemption
has been made by the Medical Executive Committee;

e Provide patients with care at the generally recognized level of quality within the
appointee's delineated clinical privileges;

e Be informed of and abide by the current Medical Staff Rules and Regulations,
Bylaws, and current policies of the Hospital;

e Maintain and respect the confidentiality of patient health information (PHI) as
required by state and federal law and as required by the Hospital policies and

procedures, including, but not limited to the Health Insurance Portability and
Accountability Act (HIPAA);

» Perform such medical staff service, committee, and hospital functions for which
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he or she is responsible by appointment, election or otherwise in the University
Hospital,

e Prepare and complete, in timely fashion, according to the requirements of the
Department of Health and Senior Services (DOHSS) and existing Hospital policy,
the medical and other required records for all patients of UH for whom patient
care has been provided by the medical staff member or in any way provides care
to in the Hospital;

e Pay the required bi-annual medical staff dues.

3.6 Initial Appointment
3.6-1 Application Form
Burden of Proof

The applicant shall:

» Produce adequate information on a signed application form to enable evaluation
of education, training, experience, clinical competency, and the ability to perform
privileges requested,;

» Provide documentation of all challenges to licensure, including the reporting of
past, present or pending liability actions and documentation of clinical
competence;

» If requested, appear for interview(s);

e Sign a statement that the applicant has agreed to abide by the current Bylaws,
Policies, and Rules and Regulations of the Medical Staff;

e Authorize representatives of the Hospital to review records and documents about
the applicant's license, training, clinical competence, and health status;

e Provide two current professional references, in the same discipline, who can
attest to the applicant's mastery of the six competencies established by the
ACGME and ABMS;

e Provide the contact information of someone in a supervisory role and in the
same discipline who can complete a Confidential Evaluation as it relates to the
applicant’s request for privileges and the six general competencies;

e Provide documentation of continuing relevant medical training, education and
experience which qualify the applicant for the privileges requested,;
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Provide information regarding any challenges to any licensure or registration,
including but not limited to the voluntary or involuntary relinquishment of
licensure or registration; provide information regarding medical staff membership
including, but not limited to, whether the applicant's appointment status and/or
clinical privileges at another health care institution have ever been revoked,
suspended, reduced, not renewed, or voluntarily relinquished for any reason,
whether there has been termination of medical staff membership, limitation of,
reduction of, loss of, denial of, or adverse actions against any clinical privileges
at any hospital or healthcare facility; and provide information regarding any
involvement in a professional liability action or any sanction by a government or
other third party payor;

Provide information about current and professional liability insurance coverage;

Release from liability all representatives of the hospital and of its medical staff for
any actions performed (in good faith and without malice) in evaluating the
application. This may include a review of privileged or confidential information;

Authorize the hospital to consult with members of the medical staff of other heath
care institutions with which the applicant has been associated and with others
that may have information bearing on the competence, character and ethical
gualifications of the applicant. The applicant shall consent to the Hospital’'s
review of all records and documents that may be material to an evaluation of the
professional qualifications and competence of the applicant's professional
qualifications;

Initial Appointment

Application Form

Each application for appointment and reappointment shall be in writing or electronically
submitted on a prescribed form or in the prescribed format to the Medical Staff office.
The application covers the applicant's basic qualifications. It shall also include, but is
not limited to the following:

A statement that the applicant has agreed to abide by the current Bylaws,
Policies, and Rules and Regulations of the Staff.

A statement that the applicant is willing to appear for interviews about the
application, during which the applicant may need to provide information about the
applicant's education, experience, physical and/or mental health.

A consent form signed by the applicant so that representatives of the Hospital

can inspect records and documents about the applicant's license, training, clinical
competence, and health status.
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Description by the applicant indicating which staff category, service, and specific
clinical privileges the applicant desires.

Two or more peer references who can attest to applicant's training, clinical
competence, ability to work with others, and ethical standards.

Documentation of continuing training, education and experience which qualifies
the Medical Staff appointee for the privileges requested.

Information about whether the applicant's appointment, status and/or clinical
privileges at another health care institution have ever been revoked, suspended,
reduced, not renewed, or voluntarily relinquished for any reason.

Information about the applicant's involvement in any professional liability action,
whether filed, pending or resolved, including details about malpractice insurance
claims, suits, and settlements.

Information about any prior, existing or pending challenges to licensure or
registration(s); voluntary relinquishment or reduction of applicant's professional
licensure or registration; or any past action on professional license or registration.

Information about applicant's current professional liability insurance coverage.

Information about whether the applicant has a prior, current or pending
sanction(s) by a government or third party payor which limits the practitioner’s
ability to provide medical care to patients.

Specific information about the staff member's professional ethics, qualifications,
and ability that may bear on his/her ability to provide good patient care in the
Hospital; and including a review of performance improvement data.

Information about compliance with medical records activity.

Information about any adverse actions relating to credentialing or privileges due
to peer review activities.

A statement that the applicant shall hold and keep harmless and indemnify the
Hospital, its representatives and third parties, representatives of governmental
agencies, partnerships, associations, and corporations from any and all claims
and liability arising from communications, reports, recommendations, or
disclosures about the applicant/appointee when they are requested by the
Hospital as part of the following:

e Applications for appointment or clinical privileges, including temporary

privileges.
e Reviews undertaken for reappointment or change in clinical privileges.
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e Any disciplinary actions.
e Patient care evaluations.
e Utilization reviews

e A statement that the applicant has applied for or has a faculty appointment at
NJMS or NJDS and verification by the department Chairperson or Chief of
Service, unless exempted as provided elsewhere.

3.7 Processing the Application

There will be a process for the Medical Staff/Adjunct applicant to present an official
governmental issued identification to the Chairperson or designee to assure that the
person submitting the application is the one named on the documents. This document
must be attested to by the Chairman or designee, or must be notarized.

3.7-1  Action by Chief of Service

The designated Chief of Service shall review the application and supporting
documentation. The Chief of Service shall, at his or her discretion, conduct a personal
interview with the applicant. The Chief of Service for other areas in which the applicant
seeks privileges may, at his or her discretion, also require a personal interview with the
applicant. They shall then transmit to the Credentials Committee, on the prescribed
form, a written report and recommendation as to staff appointment and, if appointment
is recommended, as to staff category and service, clinical privileges to be granted, and
any special conditions to be attached to the appointment. A Chief of Service may also
recommend deferring action on the application. The reason for each recommendation
shall be stated and supported by reference to the completed application and all other
documentation considered by the Chief of Service, all of which shall be transmitted with
the report.

3.7-2 Credentials Committee Action

The members of the Credentials Committee shall review the material contained within
the application, the supporting documentation, the report and recommendations of the
Chief of Service, and such other information available to it that may be relevant to
consideration of the applicant's qualifications for the staff category and clinical privileges
requested. The Credentials Committee shall transmit to the MEC, on the prescribed
form, a written report and recommendations as to staff appointment and, if appointment
is recommended, as to staff category and service, clinical privileges to be granted, and
any special conditions to be attached to the appointment. The Credentials Committee
may also recommend that the MEC defer action on the application. The reason for
each recommendation shall be stated and supported by references to the completed
application and other documentation considered by the Committee.

3.7-3 Medical Executive Committee Action
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At its next regular meeting, after receipt of the Credentials Committee
recommendations, the MEC shall consider the report and such other information
available to it that may be relevant to the applicant's qualifications for the staff category,
service and clinical privileges requested.

MEC Options:

Deferral - Action by the MEC to defer the application for further consideration must
be followed up at their next regularly scheduled meeting with a recommendation
for either provisional appointment with specified clinical privileges, or for rejection
for staff appointment.

Favorable Recommendation - When the recommendation of the MEC is favorable,
the MEC, through the Dean and UH Board of Directors, shall promptly forward it
together with all supporting documentation, to the Board of Trustees. Any
minority views shall be made in writing, supported by reasons and references,
and transmitted with the majority report, if so requested.

Adverse Recommendation - When the recommendation of the MEC is adverse to
the applicant, the CEO shall immediately so inform the practitioner by special
notice, and he or she shall be entitled to the procedural rights as provided in
Article VI. The applicant shall exercise his or her procedural rights prior to
submission of the adverse recommendation to the Trustees.

3.7-4 Board of Trustees Action

Favorable Recommendation - On favorable MEC recommendation, the Board of
Trustees or the Committee or Body designated to act on its behalf shall, in whole
or part, accept or reject a favorable recommendation of the MEC, or refer the
recommendation back to the MEC for further consideration stating the reasons
for such referral and setting a time limit within which the MEC must review the
case. If the recommendation is favorable the CEO will notify the applicant.

Adverse Recommendation - If the Board of Trustees or the Committee or Body
designated to act on its behalf's action is adverse to the applicant, the CEO of the
Hospital shall promptly so inform the applicant by special notice and he or she
shall be entitled to the procedural rights as provided in Article VI.

3.7-5 Reapplication after Adverse Appointment Decision
An applicant who has received an adverse decision regarding appointment shall
ordinarily not be reconsidered for application to the Staff for a period of one year after

notice of such decision is sent. Any such reapplication shall be processed as an initial
application and the applicant shall submit such additional information as the Staff, The
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Board of Trustees, or the Committee or Body designated to act on its behalf may
require to show that the basis for the earlier adverse action no longer exists.

3.7-6  Time Periods for Processing

The Chief of the service to which the applicant is applying shall be responsible for
providing application forms to and receiving completed forms from all applicants and
forwarding these forms to the Medical Staff Office. The Hospital Administration in
conjunction with the Chief of Service and the Chairperson of the Credentials Committee
are responsible for verification of all statements and documents contained in the
application. The verification process shall include but is not limited to querying the
National Practitioner Data Bank for all new applicants and every two years for Medical
Staff members who apply for reappointment. Verification shall ordinarily be completed
within 90 days following receipt of the application. Once verified and complete, the
application shall be transmitted to the appropriate Chief of Service who shall transmit it
to the Credentials Committee, with recommendation(s) within 30 days following receipt.
The Credentials Committee shall review the application and transmit its
recommendation(s) within 30 days following receipt to the MEC, which will act on it at its
next regularly scheduled meeting. The recommendation of the MEC shall be forwarded
to the Board of Trustees or the Committee or Body designated to act on its behalf
through the Dean and the UH Board of Directors to be acted on, respectively, at their
next regularly scheduled meeting.

3.8 Reappointment Process

Reappointments to the Staff shall be for a period not to exceed 24 months.

3.8-1 Reappointment Application

The Medical Staff Office, at least 150 days prior to the expiration of the present staff
appointment, shall provide each staff member with a reappointment application. Staff
members desiring reappointment shall complete the application and send it, within 30
days of receipt, to the Medical Staff Office, which will forward it to the Chief of Service
for review.

Failure to return the completed application, after written warning of imminent expiration
from the Medical Staff Office, shall result in expiration of membership at the end of the
current term.

3.8-2  The reappointment application form shall be a prescribed form and shall
contain information necessary to maintain as current the credentials file on the staff
member's health care activities. This information shall include, without limitation,
information about:

e Current licensure, professional performance, judgment, clinical and/or
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technical skills;

Adherence to membership requirements as stated in the Bylaws; (Refer to
Bylaws Section 3.5 and the Rules and Regulations).

Current physical and mental health status;

The name and address of any other health care organization or practice setting
where the staff member has been affiliated with in the past five years;

Membership, awards, or other honors conferred or granted by any professional
health care societies, institutions or organizations;

Sanctions of any kind imposed by a government or other third party payor or

any other health care institutions, professional health care organization, or
licensing authority including: those related to NJMS (eg. Faculty practice plan
or professional corporation), previously successful or currently pending
challenges to any licensure or registration (state, district, or DEA) or the
voluntary relinquishment of such licensure or registration; voluntary or
involuntary termination of Medical Staff membership or voluntary or
involuntary limitation, reduction, or loss of clinical privileges at another
hospital.

Details about malpractice insurance, claims, suits, and settlements;

Such other specific information about the staff member's professional ethics,
gualifications, and ability that may bear on his ability to provide good patient
care in the Hospital; and including a review of performance improvement
data.

A statement that the applicant shall hold and keep harmless and indemnify the
Hospital, its representatives and third parties, reports recommendations, or
disclosures about the applicant/appointee when they are requested by the
Hospital.

Continuing training, education and experience, and competency which
gualifies the Medical Staff appointee for the privileges sought on
reappointment; and proof of attendance at continuing medical education
(CME) programs or courses, as required by the New Jersey State Board of
Medical Examiners as a condition for biennial registration.

Up-to-date medical records activity.
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e Peer review activities, to ensure appropriate reappointment according to TJC
and as defined by departmental policy.

3.8.3 Verification of Information

The Hospital Administration, in conjunction with the Chief of Service and the
Chairperson of the Credentials Committee shall, in timely fashion, seek to clarify and
verify the additional information made available on each reappointment application form
and to collect any other materials or information deemed pertinent, including information
regarding the staff member's professional activities, performance and conduct. When
collection and verification is accomplished, the Medical Staff Office shall transmit the
information form and supporting materials to the Chief of each service in which the staff
member requests privileges.

3.8-4  Action by Chief of Service

The Chief of Service shall review the reapplication and the staff member's file and shall
transmit to the Credentials Committee, on the prescribed form, the report and
recommendation that appointment be either renewed, renewed with modified staff
category and/or clinical privileges, or terminated. If the decision is adverse, the specific
reasons to support the decision must be submitted for review. A Chief of Service may
also recommend deferral of action, giving specific reasons for such.

3.8-5 Credentials Committee Action

The Credentials Committee shall review each reapplication form and all other pertinent
information available on each member being considered for reappointment, including
the recommendation of each Service in which the staff member has requested
privileges, and shall transmit to the MEC, in a timely fashion, its report and
recommendation that appointment be either renewed, renewed with modified staff
category and/or clinical privileges, or terminated. If the decision is adverse the specific
reasons to support the decision must be submitted for review. Any minority views shall
also be reduced to writing and transmitted with the majority report, if so requested.

3.8-6 MEC Action

The MEC shall review the Credentials Committee recommendation and all other
relevant information available to it and shall forward to the Dean and the Board of
Trustees or the Committee or Body designated to act on their behalf, its report and
recommendation that appointment be either renewed, renewed with modified staff
category and/or clinical privileges, or terminated. If the decision is adverse the specific
reasons to support the decision must be submitted for review. The Committee may also
defer action. Any minority views shall also be reduced to writing and transmitted with
the majority report, if so requested.

3.8-7  Final Processing and Board Action

Page 18 of 76



UH Medical Staff Bylaws - October 2008

Thereafter, the procedure provided in Article 1ll, Section 3.7-4 shall be followed. For
purposes of reappointment, the terms "applicant” and "appointment” as used in those
sections shall be read, respectively, as "staff member" and "reappointment”.

3.8-8  Time Periods for Processing

Transmittal of the reappointment application form to a staff member and his return of it
shall be carried out in a timely fashion, in accordance with Article Ill, Section 3.8-1.
Except for good cause, each person, service and committee required by these Bylaws
to act thereon shall complete such action in timely fashion such that all reports and
recommendations concerning the reappointment of a staff member shall have been
transmitted to the MEC for its consideration and action and to the Board of Trustees or
the Committee or Body designated to act on its behalf all prior to the expiration date of
the staff membership of the member being considered for reappointment.

3.8-9  Requests for Modification of Appointment

A staff member may, either in connection with reappointment or at any other time,
request modification of his staff category, service assignment or clinical privileges by
submitting a written application on the prescribed form. Such application shall be
processed in the same manner as provided for reappointment.

3.8-10 Notification of Change in Privileges at Another Hospital

In the event of a change in privileges at another hospital, the Staff member must notify
the Medical Staff Office at University Hospital in writing within seven (7) working days
following notice of such change.

3.8-11 Non-Faculty “Open Staff” Status

New appointment to the Medical Staff requires simultaneous application for or
appointment to the faculty. In the event of a non-faculty status, the department
Chairperson or Chief of Service shall provide the MEC with a written request for waiver
of faculty appointment, with reasons for such. Such a waiver of faculty appointment
requires the approval of MEC.

3.9 Leave of Absence

a. Voluntary
A staff appointee may obtain a voluntary leave of absence from the Staff
by submitting written notice to the Chief of Service stating the exact period
of time of leave, which may not exceed one year. The Chief of Service
shall then convey this information to the Medical Staff Office and the CEO.
During the period of a leave, the staff appointee's privileges and
prerogatives shall be inactive.
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b. Compliance with Health Care Quality Improvement Act of 1986
The above leave of absence is non-reportable under the state or federal
reporting systems providing such actions are/were not taken because the
applicant was under investigation.

3.10 Termination of Leave

At least 120 days prior to the termination of the leave, or at any earlier time, the staff
appointee may request reinstatement of his or her privileges and prerogatives by
submitting a written request to that effect to the Chief of Service for transmittal to the
Chairperson of the MEC. The staff appointee shall submit a written summary of his or
her relevant activities during the leave. The MEC shall process the request in the usual
manner for appointments and reappointments to make recommendations to the Dean
and the Board of Trustees or the committee or body designated to act on their behalf,
through the UH Board of Directors concerning reinstatement of the members' privileges
and prerogatives. Failure, without good cause, to request reinstatement or to provide a
requested summary of activities as required above shall be deemed a voluntary
resignation from the Staff and shall result in automatic termination of Staff membership,
privileges, and prerogatives. A practitioner whose membership is so terminated shall be
entitled to the procedural rights provided in Article VI for the sole purpose of determining
the issue of good cause. A request for staff membership subsequently received from a
staff member so terminated shall be submitted and processed in the manner specified
for applications for initial appointments.

3.11 Resignation from Medical Staff
3.11-1 Non-Reappointment

A staff member who wishes to terminate his staff membership at the end of a period of
appointment may do so by failure to reapply. Notification of desire to terminate is
desirable, and should be submitted to the appropriate Chief of Service who shall so
inform the Medical Staff Office and the CEO.

3.11-2 Resignation

A staff member who for any reason can no longer comply with the applicable
gualifications for and responsibilities of membership on the Staff, and who does not
desire a voluntary leave of absence, must submit, in writing, a request for modification
of Staff status as per Article Ill, Section 3.8-9 or must submit, in writing, a resignation
from the Staff, stating the effective date of such resignation. Such notification shall be
submitted to the appropriate Chief of Service and transmitted in the same manner as in
Section 3.11-1.

3.11-3 Loss of Faculty Appointment
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A staff member who loses his/her faculty appointment to the New Jersey Medical
School or New Jersey Dental School loses membership on the Medical Staff as of the
date of notification of the Medical Staff Office by the respective school unless exempted
as provided for elsewhere in these Bylaws.

A staff member who does not receive his faculty appointment to the New Jersey
Medical School or the New Jersey Dental School within a year of appointment to the
Hospital loses membership on the medical staff as of the date of notification of the
Medical Staff Office by the respective school unless exempted as provided for
elsewhere in these Bylaws.

3.11-4 Compliance with Health Care Quality Improvement Act of 1986
The above non-reappointments or resignations are non reportable under the state or
federal reporting systems providing such actions are/were not taken because the

applicant was under investigation, had a payor or other regulatory sanction or loss of
license.

V-1

ARTICLE IV-CATEGORIES OF THE STAFF

4.1 Categories

The staff shall include Provisional, Attending, Associate Attending, Courtesy,
Consulting, Affiliate, Honorary, and Adjunct.

4.2 Provisional Staff
4.2-1 Initial Appointment

All initial appointments to the medical staff shall be provisional for up to one year period.
Each provisional appointee shall be assigned to a department and shall be observed by
the Chief of Service or designee to determine his or her suitability for full appointment to
the medical staff. At the end of the provisional year, the Chief of Service shall
recommend appointment to full status or to terminate.

4.2-2  Qualifications
The provisional Staff shall consist of practitioners serving in a provisional status as

specified above, each of whom shall meet the basic qualifications set forth in Article lll,
Section 4.
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Prerogatives

The prerogatives of a Provisional Staff appointee shall be to:
Admit patients to the Hospital as permitted by the Chief of Service.
Exercise such clinical privileges as are granted to him or her pursuant to Article V.
Vote on all matters presented at meetings of the Service and committees of which

4.2-4

he or she is appointed.

Limitations

Provisional Staff appointees shall not be eligible to vote other than (c) above or to hold a
medical staff office.

4.3

4.3-1

Attending Staff

Qualifications

The Attending Staff shall consist of practitioners, each of whom:

4.3-2

Shall be either a member of the faculty of the New Jersey Medical School or the
New Jersey Dental School. Upon recommendation of the Dean, under
extraordinary circumstances, when needed for patient care, exemptions to this
requirement may be granted by the MEC, and may include, but are not limited to
Physician Specialists.

Meets the basic qualifications set forth in Article III; and

Has an office and/or residence close enough, as determined by the Board of
Trustees, to the Hospital to provide continuous care to his or her patients; and

Regularly admits patients to, or is otherwise regularly involved in the care of
Hospital patients.

Prerogatives

The prerogative of an Attending Staff appointee shall be to:

Admit patients in accordance with the Staff Bylaws, Rules and Regulations, and
Hospital policies;

Exercise such clinical privileges as are granted to him or her pursuant to Article
Vi

Actively participate in the quality assessment activities required of the staff, in
supervising provisional appointees where appropriate, in emergency services
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coverage, and in discharging such other Staff functions as may be required from
time to time; and

Satisfy the requirements set forth in Article X for attendance at meetings of the
Staff and of the department and committees to which he or she is appointed.

Vote on all matters presented at meetings of the service and committees to

which appointed; vote on matters presented at regular staff meetings; be eligible
for election to office of the Medical Staff.

Associate Attending Staff

Qualifications

The Associate Attending Staff shall consist of practitioners, each of whom:

4.4-2

4.4-3

Shall be a member of the faculty of the New Jersey Medical School or the New
Jersey Dental School or any other clinical service established by the MEC and
approved by the UMDNJ Board of Trustees.

Meets the basic qualifications set forth in Article Ill, Section 4.

Devotes, in general, a minimum of twenty-two (22) working days per year in the
Hospital.

Prerogatives

Associate Attending Staff shall admit patients to the Hospital under the same
conditions as specified in Section 4.3-2 for Attending Staff appointees;

Exercise such clinical privileges as are granted to him or her pursuant to Article
V; and

Vote on all matters presented at meetings of the service and committees to
which he or she is appointed.

Limitations

Associate Attending Staff appointees shall not be eligible to hold a medical staff office or
to vote other than (c) above.

4.5

4.5-1

Courtesy Staff

Qualifications

The Courtesy Staff shall consist of practitioners, each of whom meets the basic
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qualifications set forth in Article Ill, Section 4, but, who do not regularly admit patients to
the Hospital or are not regularly involved in the care of Hospital patients.

Each member of the Courtesy Staff shall be a member of the faculty of the
New Jersey Medical School or the New Jersey Dental School or any other
clinical service established by the MEC and approved by the Dean and the
UMDNJ Board of Trustees or the committee or body designated to act on
their behalf.

45-2  Prerogatives
The prerogatives of Courtesy Staff appointees shall be to:

Admit patients to the Hospital within the limitations provided in Section 4.3-2 (a)
for Attending Staff appointees.

Exercise such clinical privileges as are granted to him or her pursuant to Article
V.

Attend meetings of the Staff and the Service of which he or she is an appointee
and any Staff or Hospital education programs.

45-3  Limitations
Courtesy Staff appointees shall not be eligible to vote or to hold office.
45-4  Responsibilities

Each appointee of the Courtesy Staff shall be required to discharge the basic
responsibilities specified in Article I, Section 4.

4.6 Consulting Staff
4.6-1  Qualifications

Consulting Staff shall consist of a special category of practitioners each of whom must
present documented evidence of his or her qualifications within the specialty.

Must present documented evidence of his or her qualifications within the
specialty. Each member of the Consulting Staff shall be either a member of the
faculty of the New Jersey Medical School or the New Jersey Dental School.
Upon recommendation of the Dean, under extraordinary circumstances, when
needed for patient care, exemptions to this requirement may be granted as
specified under Temporary Privileges, Section V, by the MEC.

This category may include non-clinicians who provide non-clinical consultative
services such as in the area of medical ethics. These individuals may not have
licensure qualifications for medical practice but must possess or demonstrate all
other qualifications for appointment as stated in Section lll.
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4.6-2  Prerogatives

Prerogatives of a Consulting Staff appointee shall be to consult on patients by special
invitation of a Staff appointee.

4.6-3 Limitations

Consulting Staff appointees shall not admit patients to the Hospital nor be the
practitioner of primary care to any patient within the Hospital.

Consulting Staff appointees shall not hold office nor be eligible to vote.

4.6-4  Responsibilities

Consulting Staff responsibility shall be limited solely to his or her rendered consultation
and ramifications, thereto.

4.7 Affiliate Staff

The Affiliate Staff shall consist of practitioners who do not wish to have admitting or
clinical privileges, or to manage the care of their patients in the University Hospital.

Applicants for Affiliate Staff membership shall meet the both NJ and TJC regulatory
requirements for credentialing as it pertains to primary source verification. They shall
be appointed to a specific department and be responsible to the appropriate
Department Chairperson. They shall have no admitting, operating, consulting privileges
and have no patient care duties in the UH. Provided that they comply with Epic
Training, they may view information regarding their patients, but they may not enter
orders or write noted in the medical record.

Since they have no direct patient care responsibilities at UH, Affiliate Staff members
may be appointed and reappointed pursuant to an abbreviated application process and
shall not be entitled to a Fair Hearing and Appeal Process set forth in these Bylaws,
Article VI.

4.8 Honorary Staff (Emeritus)
4.8-1  Qualifications

Honorary Staff shall consist of practitioners recognized for their outstanding reputation,
their noteworthy contribution to the health and medical sciences, or their previous
longstanding service to the Hospital. These may be physicians or dentists who have
retired from active practice and, by virtue of age, health or other valid reason, qualify for
an Emeritus position.
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Honorary Staff are not eligible to participate in patient care, vote, hold office, or hold
standing committee appointments. They may, however, participate in the Hospital's
teaching programs only insofar as such participation does not involve the practice of
medicine or dentistry.

4.9 Adjunct Staff
4.9-1 Qualifications

The members of the Adjunct Staff are Allied Health Professionals as defined by the
scope of the individual's specific license or certification. The Adjunct Staff shall consist
of licensed practitioners permitted by law and by the Hospital to provide specific patient
care services within their scope of practice and training as defined by the Medical
Executive Committee of the Hospital. They include, but are not limited to Physician
Assistants, Advanced Nurse Practitioners, Certified Registered Nurse Anesthetists and
Psychologists. They shall not have the privilege to admit patients, and may attend
patients only in collaboration with a physician member of the medical staff, within the
scope of practice of the collaborating physician as defined by the Medical Executive
Committee of the Hospital, to the extent permitted by New Jersey statutes, rules and
regulations.

4.9-2 Applicants for Appointment to Adjunct Staff shall:

a) Hold a license, certificate or other legal credentials in a category of
Adjunct Staff, which the Board of Trustees has identified as eligible to
apply for practice privileges.

b) Document their experience, background, training, identity, demonstrated
ability, judgment and the ability to perform the privileges requested.

C) Be determined, on the basis of documented peer references to adhere
strictly to the ethics of their respective professions.

The Adjunct Staff shall be subject to reappraisal and redelineation of clinical privileges
every other year. They will have their performance evaluated and privileges renewed in
accordance with the Hospital’s policies and procedures.

No Adjunct Staff member shall provide medical, surgical or other services in the
Hospital as an employee of a physician medical staff member until and unless the
physician staff member has been granted the privilege of utilizing the adjunct staff
professional within the Hospital and the adjunct staff professional has been screened
and approved by the appropriate Hospital department.

A member of the Adjunct Staff who is required to have a sponsoring physician may not
exercise any clinical privileges if there no longer is a sponsoring physician. In the event
that a member of this staff who is required to have a sponsoring physician no longer is
sponsored by that physician, the member immediately shall notify the Chief Medical
Officer and provide the name and written agreement of the new sponsoring physician.
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4.9-3 Appointments

The qualification and credentials of the Adjunct Staff will be reviewed and approved by
the appropriate Departmental Chairperson or his/her designee and, in the case of an
APN, by the Nursing Executive.

4.9-4 Prerogatives

Adjunct Staff may provide only such patient care services as are specifically designated
by the Board of Trustees. Such services must be provided under the supervision of a
member of the medical staff and must be consistent with limitations stated in these
Bylaws and all applicable statutes and regulations.

The Adjunct Staff shall be subject to disciplinary action, when indicated, according to
the Hospital's Policies and Procedures and Rules and Regulations. The hearing and
appeals process set forth in Section VI if these Bylaws shall apply.

4.9-5 Limitations

Members of the Adjunct Staff shall not be entitled to vote or hold office.

V-1

ARTICLE V-DELINEATION OF CLINICAL PRIVILEGES

Exercise of Privileges

Every practitioner providing clinical services at this Hospital, by virtue of his or her staff
appointment or otherwise, shall, in connection with such practice and, except as
provided in Article V, be entitled to exercise only those clinical privileges or services
specifically granted to him or her by the Board of Trustees.

5.2 Delineation of Privileges in General
5.2-1 Request

Each application for appointment and reappointment to the Staff must contain a request
for the specific clinical privileges desired by the applicant. A request by a Staff
appointee for a modification of privileges including but not limited to the use of approved
new technologies or new techniques must be supported by documentation of training
and experience supportive of the request.
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5.2-2  Basis for Delineation of Privileges

The decision about clinical privileges, granted or modified on initial appointment,
reappointment, or otherwise, is based on the practitioner's education, training,
performance, demonstrated ability and judgment, written observations about the
practitioner's clinical performance and results from the patient care evaluations and
quality assessment reviews about the practitioner, as required by these Bylaws. In
addition, information from other institutions about the practitioner's clinical performance
can be added to the file established for the applicant and used in this determination. An
oral and maxillofacial surgeon possessing both a dental and medical degree may be
credentialed as both a physician and as a dentist. (Refer to Section VII, 7.3)

5.2-3 Procedure

All requests for clinical privileges shall be evaluated and granted, modified or denied
pursuant to, and as part of, the procedures outlined in Article IlI.

5.3 Special Conditions for Privileges for Oral and Maxillofacial
Surgeons and General Dentists

Requests for clinical privileges from oral and maxillofacial surgeons and general
dentists shall be processed and granted in the manner specified in Article 1ll. Surgical
procedures performed by oral and maxillofacial surgeons and general dentists shall be
under the supervision of the Chief of Service for the Department of Dental Medicine or
his/her designee. All dental patients shall receive the same basic medical evaluation as
patients admitted to other surgical services. A physician or oral and maxillofacial
surgeon appointed to the Medical Staff shall be responsible for the history and physical
examination of dental patients upon their admission. A physician, or an oral and
maxillofacial surgeon possessing both a dental and medical degree, on the Medical
Staff should be responsible for the care of active medical problems existing at the time
of the dental patient’'s admission or arising during hospitalization. The physician shall
also analyze the medical risks and benefits of the proposed treatment as they relate to
the existing medical problem.

54 Special Conditions for Privileges for Podiatrists

Requests for clinical privileges from podiatrists shall be processed and granted in the
manner specified in Article Ill. Surgical procedures performed by podiatrists shall be
under the supervision of the Chief of Service for Podiatry or his designee. All podiatric
patients shall receive the same basic medical evaluation as patients admitted to other
surgical services. A physician appointed to the Medical Staff shall be responsible for
the history and physical examination of podiatric patients upon their admission. A
physician on the Medical Staff shall be responsible for co-managing all podiatric
patients at all times during their hospitalization. The physician shall also analyze the
medical risks and benefits of the proposed treatment as they relate to the existing
medical problems. The Chief of Service for Podiatry reports administratively to the UH
Chief Medical Officer.
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5.5 Temporary Appointment with Privileges

Temporary Appointment with Privileges — Time Limited for Important Patient Care
Need

Upon review of the above and the positive recommendation from the Credentials
Committee Chairperson (or designee) and from the Chief Medical Officer (or designee),
the CEO (or designee), shall have the authority to grant temporary privileges to a
practitioner providing there is an important patient care need that requires immediate
authorization to practice for a limited period of time. Examples include, but are not
limited to:

. A practitioner who has necessary skills to provide care to a specific patient(s)
that a currently privileged practitioner does not possess;

. Serving as a locum tenens for a current member of the medical staff. In some
instances with an urgent patient care need, and at the request of the
Chairperson, a locum tenens may have a temporary appointment renewed once
for an additional 120 days. The verification and recommendation process is
identical to the initial appointment;

. Acting as a preceptor for the instruction of medical staff members/students in a
particular procedure/modality which may involve hands-on care of a patient;

. Court ordered evaluation of a registered patient.

5.5-2  Temporary Privileges for a New Applicant

The CEO of the University Hospital, or designee, upon written request of the
Chairperson of the Department involved, shall have the authority to grant temporary
privileges to a new applicant for a period not to exceed 120 days in duration provided
there is verification by the Medical Staff Office of the following:

e Documentation of current licensure, education, relevant training or experience,

Documentation of current competence;
e Proof of ability to perform the privileges requested;
e Proof of identification and other criteria as set forth in Article III;

The application must include, but is not limited to the following:
Verified references verified,;
e Proof that the applicant has not been subject to a current pending or
previously successful challenge to licensure or registration;
e Proof that the applicant has not been subject to voluntary or involuntary
termination of medical staff membership at another organization;

Page 29 of 76



UH Medical Staff Bylaws - October 2008

e Proof that the applicant has not been subject to voluntary or involuntary
relinquishment, limitation, reduction, denial or loss of clinical privileges at any
health care facility;

e Proof that the applicant has been evaluated or it is determined that there has
been either an unusual pattern of, or an excessive number of professional
liability actions resulting in a final judgment against the applicant;

e Documentation of all primary source verifications, and the results of the
National Practitioner Data Bank Query.

Temporary privileges granted under this Article shall continue, unless terminated, as
provided in Article VI until action on the application is taken by the Board of Trustees,
but in no event shall exceed 120 days. Provisional status will commence at the time of
temporary appointment.

Application for Privileges

Temporary privileges may be granted only when the information obtained and
available reasonably supports a favorable determination regarding the requesting
individual's qualifications to exercise the privileges requested. The Department
Chairperson shall submit in writing to the Medical Staff Office specific delineation
of the physician’s temporary clinical privileges. In exercising such privileges, the
applicant shall be under the supervision of the Chairperson of the Department to
which he/she is assigned.

Conditions of Practice
Special requirements of consultation and reporting may be imposed by the
Chairperson of the Department responsible for supervision of individual granted
temporary privileges.

Termination
The CEO or designee, after consultation with the supervising Department
Chairperson and the Chief Medical Officer may immediately terminate the
temporary privileges under the following circumstances:

e The discovery of any adverse information,

e The occurrence of any event of a professionally questionable nature
pertinent to a practitioner’s qualifications or ability to exercise any or all of
the temporary privileges granted;

e Failure of the practitioner to comply with the special conditions under which
temporary privileges were granted.

In the event of any such termination, the practitioner's patients then in the
University Hospital shall be assigned to another practitioner by the supervising
Chairperson. The wishes of the patient shall be considered, where feasible, in
choosing a substitute practitioner. A practitioner shall not be entitled to the
procedural rights set forth in Article VI because of their inability to obtain
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temporary privileges or because of any termination, suspension or reduction of
temporary privileges unless he/she is a new applicant.

Rights of the Practitioner
A practitioner shall not be entitled to the procedural rights afforded by Article VI
because of his inability to obtain privileges or because of any termination due to
above reasons or due to inability to obtain faculty appointment except as
waivered.

5.6 Emergency Privileges - Disaster Privileges

Disaster privileges may be granted by the CEO or designee when The Disaster Plan is
activated and the University Hospital Medical Staff is unable to provide for the
immediate patient needs. This can be a major local or regional, medical, traumatic,
biohazardous or environmental occurrence, which results in or may result in the
presentation of more casualties than the normal resources available at the University
Hospital can be safely accommodated. Temporary privileges may be granted to a LIP
with a current medical license in New Jersey who presents any of the following:

e A current picture hospital ID card from a New Jersey Institution;

e A current medical license and a valid state, federal or regulatory agency
picture ID;

e Identification indicating membership in a Disaster Medical Assistance Team
(DMAT)

e |dentification from a federal, state, or municipal entity indicating the individual
has been granted authority to render patient care in emergency
circumstances; and

e Presentation by current hospital medical staff members with personal
knowledge regarding the practitioner’s identity.

The LIP granted disaster privileges shall work under the supervision of the Chief
Medical Officer or his/her designee. Primary source verification of the credentials and
privileges are to begin once the disaster situation is deemed under control.

Vi-1

ARTICLE VI-DISCIPLINARY ACTIONS

6.1 Summary Suspension
6.1-1  Criteria and Initiation
Whenever an immediate action needs to be taken to protect the health and safety of

any patient(s) or to reduce the substantial likelihood of immediate injury or damage to
the health or safety of any patient, employee or other person present in the Hospital,

Page 31 of 76



UH Medical Staff Bylaws - October 2008

then, on the recommendation of their Chief of Service or the Chief Medical Officer, the
President of the Medical Staff, the CEO, and the Chairperson of the MEC or their
respective designees, by majority agreement, shall have the authority to summarily
suspend the staff appointment status or all or any portion of the clinical privileges of
such practitioner. Such summary suspension shall become effective immediately when
imposed, and subsequently the CEO shall give notice of the suspension to the
practitioner. The notice of a practitioner's summary suspension shall be in writing, by
certified mail, return receipt requested or by personal delivery, and regular mail. If
certified mail, return receipt requested or personal delivery is not practicable, the chair
shall notify the practitioner by any other means reasonably calculated to give notice to
the practitioner (email).

The terms of the summary suspension shall remain in effect pending a meeting of the
MEC as described in Section 6.1-2.

Immediately upon the imposition of a summary suspension, the responsible Chief of
Service shall make provisions for alternative medical care for those Hospital patients of
the suspended practitioner.

6.1-2 Medical Executive Committee Action

As soon as possible after such summary suspension, but not to exceed three (3)
business days, a meeting of a subcommittee of the MEC, composed of three (3) to five
(5) members approved by the Chairperson of the MEC, as recommended by the Chief
Medical Officer and the President of the Medical Staff, shall be convened to review and
consider the action taken. The subcommittee may recommend to the CEO termination
of the terms of the summary suspension or conversion to an adverse professional
action as referenced in Section 6.4. The suspended practitioner has the right to present
a written statement of explanation or to meet with the subcommittee prior to the
subcommittee’s meeting. The suspended practitioner shall not be present when the
subcommittee meets.

6.2 Automatic Suspension

Practitioners must report any of the circumstances described below to the CEO, through
the Chief of Service or the Chief Medical Officer, within 24 hours of their occurrence. As
soon as possible, but not to exceed 30 days after automatic suspension, the MEC, or
sub-committee thereof, shall convene to review and consider the facts under which the
adverse action was taken. The MEC may then recommend termination of the
suspension or further corrective action including the recommendation that Adverse
Action, as articulated in Section 6.4, be taken.

6.2-1 License

A staff appointee whose license, certificate or other legal credential authorizing him or
her to practice in this state is, or will be revoked, suspended or modified, may
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immediately and automatically be suspended from practicing in the Hospital by the CEO
or designee.

6.2-2 Drug Enforcement Administration (DEA) and Controlled Dangerous
Substance (CDS) Numbers

A practitioner whose DEA and/or CDS number is revoked or suspended shall
immediately and automatically be divested by the CEO, or designee, of his or her right
to prescribe medications covered by such number.

6.2-3  Conviction of a Felony

A practitioner convicted of a felony, whether it is related to the practice of medicine or
not, is subject to suspension from the Staff by the CEO.

6.2-4  Medical Record Delinquency

An automatic suspension or other appropriate penalties of a practitioner's admitting
privileges may, after written warning of delinquency, be imposed by the CEO, or
designee, for failure to complete medical records in a timely fashion as delineated by
current Hospital policy and State Health Department requirements. Such suspension
and associated penalties shall continue until such records are completed, unless the
practitioner satisfies the CEO that he or she has a justifiable excuse for such omissions.
Three continuous months of suspension or three suspensions in any twelve-month
period may constitute grounds for termination of all privileges and attending status.
Failure to complete charts as required may constitute grounds for deeming the
physician “not in good standing by reason of failure to complete medical records”, for
purposes of responding to inquiries as to the physician’s privileges.

6.2-5 Loss of Privileges in Another Facility

Practitioners whose privileges have been suspended or revoked in another health care
facility for conduct that may require that immediate action be taken to protect the life of
any patient(s) or to reduce the substantial likelihood of immediate injury or damage to
the health or safety of any patient, employee or other person present in the Hospital are
subject to automatic suspension.

6.2.6  Appearance on Regulatory Reports

Any practitioner who is adversely listed in any health care regulatory reporting system,

including, but not limited to the Office of the Inspector General (OIG) or the Government
Services Agency (GSA) listing of excluded parties is subject to automatic suspension.

6.3 Initiating Corrective Action in Non-Emergent Situations
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6.3-1 Criteria for Initiation

Whenever the activities or professional conduct of any practitioner with clinical
privileges are detrimental to patient safety, or to the delivery of quality patient care, or
are disruptive to the Hospital's operations, corrective action against such practitioner
may be requested by the responsible Chief of Service, the Chief Medical Officer, the
MEC, the CEO, the Board of Directors, or any officer of the Medical Staff, or their
designees.

6.3-2 Requests and Notices

All requests for corrective action shall be in writing, submitted to the MEC, and
supported by reference to the specific activities or conduct which constitute the grounds
for the request. The Chairperson of the MEC shall promptly notify the CEO, in writing,
of all requests for corrective action received by the Committee and shall continue to
keep the CEO fully informed of all action taken in conjunction therewith.

6.4 Adverse Professional Review Actions

The following recommendations or actions shall, if deemed adverse to the practitioner,
entitle the practitioner to a hearing:

Denial of initial staff appointment

Denial of reappointment

Suspension of staff membership

Revocation of staff membership

Denial of requested advancement in staff category
Reduction in staff category

Limitation of the right to admit patients

Denial of requested service/section affiliation
Denial of requested clinical privileges

Reduction in clinical privileges

Suspension of clinical privileges

Revocation of clinical privileges

Individual requirement of consultation/supervision
Summary suspension that has not been terminated

6.4-1  Exceptions
Neither the issuance of warning, or a summary suspension that has not been
terminated or requests to appear before a Committee, or a letter of admonition,
or a letter of reprimand, nor the denial, termination or reduction of temporary
privileges, nor any other actions except those specified in 6.4-1 above shall give
rise to any right to a hearing.

Withdrawal of a practitioner's privileges for grounds unrelated to professional clinical
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capability and exercise of clinical privileges must comply with the usual personnel
policies of the Hospital or the terms of such practitioner's employment
agreement, if any. To the extent that the grounds for removal include matters
relating to competence in performing professional clinical tasks or in exercising
clinical privileges, resolution of the practitioner's medical staff privileges shall be
in accordance with Article V.

Special Notice of Adverse Professional Review Action of the

Practitioner

A practitioner who receives an adverse recommendation or action described in Section
6.4 of this article shall, within 10 business days, be given special notice of such action
by the CEO. Such notice shall:

6.6

6.6-1

Briefly state the grounds upon which the adverse action is based and include,
where appropriate, a list of specific or representative patient records in question
or the other reasons or subject matter forming the basis for the adverse
professional review recommendation.

Advise the practitioner of the right to a hearing pursuant to Article VI and the
procedures described therein. The practitioner shall be advised that an advisor
or legal representative may accompany him or her to the hearing.

Specify that within 30 calendar days following the date of the notice of adverse
action the practitioner must request a hearing, in writing, to the CEO of University
Hospital.

State that failure to request a hearing within the specified time shall constitute a
waiver of rights to a hearing and to an appellate review in a matter.

State that upon receipt of his or her request for a hearing, the practitioner will be
notified of the date, time, and place of the hearing.

Hearing Procedures

Notice of Time and Place for Hearing

Upon receipt of a timely request for hearing from the practitioner, the CEO shall deliver
such request to the Chairperson of the MEC. The hearing date shall be between 30
calendar days and, 60 calendar days, from the date of receipt of the practitioner’s
request for a fair hearing. A practitioner under suspension is entitled to a fair hearing no
later than 14 business days after receipt by the CEO of his or her request for a hearing.
At least 7 business days prior to the hearing, the CEO shall send the practitioner, by
certified mail, return receipt requested, special notice of the time, place and date of the
hearing. The hearing notice shall also contain a preliminary list of expected witnesses,
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if any, to testify at the hearing on behalf of the MEC or the Board of Directors,
depending on whose action prompted the request for hearing.

Statement Issues and Events

The notice of hearing shall contain a concise statement of the basis for the adverse
action against the practitioner, including any alleged acts or omissions and a list, by
number, where applicable, of the patients records in question and/or the other reasons
or subject matter forming the basis for the adverse recommendation or action which is
the subject of the hearing.

6.6.2 Appointment of Hearing Committee

The hearing shall be conducted by a Hearing Committee consisting of the six-at-
large members and one officer of the MEC. The President of the Medical Staff
may not sit on the hearing body,

All members of the Hearing Committee have an affirmative duty to reveal the
basis for any conflict of interest, including, but not limited to personal or familial
relationships with either the practitioner, a complainant, a patient or a witness.
Such conflicts may be grounds for disqualification from the Hearing Committee.

Hearing committee members shall not include those who occupy the rank of
Dean or Chairperson/Chief of Service or are in direct economic competition with
the physician involved.

Any individual who has participated in initiating or investigating underlying
matters at issue may be disqualified from serving on a Hearing Committee.

Any vacancies that occur, for any reason, after the Hearing Committee has been
appointed, shall have replacements selected by the President of the Medical
Staff.

The practitioner shall have the right to challenge one or more members of the
hearing committee for cause by written application to the presiding officer, whose
decision on the matter shall be final. Failure to make such application within ten
(10) business days of notice to challenge the membership of the hearing
committee shall constitute waiver of the right to challenge.

6.6-3  Presiding Officer

The Presiding Officer shall be one of the following Officers of the Organized Medical
Staff: President-Elect, Secretary/Treasurer, or Immediate Past President, and shall be
selected by the President of the Medical Staff. The Presiding Officer of the Hearing
Committee shall act to maintain decorum and to ensure that all participants in the
hearing have a reasonable opportunity to present relevant oral and documentary
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evidence. The Presiding Officer shall determine the order of procedure during the
hearing and shall make all rulings on matters of procedure, and the admissibility of
evidence. The Presiding Officer may be assisted in the performance of these duties by
a representative from the Attorney General's Office or legal counsel.

6.6-4

6.6-5

Representation

The personal presence of the practitioner who requested the hearing is required.
A practitioner who fails, without good cause, to appear and proceed at such
hearing, shall be deemed to have waived his or her rights to the hearing and to
have accepted the adverse action at issue.

The Practitioner who requested the hearing shall be entitled to be represented by
an advisor or legal representative admitted to practice in New Jersey. The
advisor may be a member of the Medical Staff in good standing, a member of a
local professional society or other person chosen by the practitioner. The
practitioner must inform the Hearing Committee within ten (10) calendar days of
receiving notice if an advisor or attorney is to be present at the hearing. In the
event The Practitioner chooses not to use his or her advisor or legal
representative to represent him or her at the hearing, the Practitioner may elect
to have his or her counsel or advisor present as an observer at the Hearing.

Rights of Parties

During a hearing, each of the parties shall have the right to:

6.6-6

Call and examine witnesses who voluntarily agree to appear on behalf of the
participants. Notice is hereby given to the participants that neither the Medical
Staff nor the Hospital has the legal power of subpoena.

Introduce exhibits and documents relevant to the issues. The Practitioner shall
bear the reproduction costs for any documents requested from the Hospital, the
New Jersey Medical School or any part of the University.

Cross-examine any witness on any matter relevant to the issues.

Rebut any evidence.

If the practitioner who requested the hearing does not testify in his own behalf, he
may be called and examined as if under cross-examination by the Hearing

Committee.

Procedure and Evidence

The hearing need not be conducted strictly according to rules of law relating to the
examination of witnesses or presentation of evidence. Any relevant matter upon which
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responsible persons customarily rely shall be admitted, regardless of the admissibility of
such evidence in a court of law. All parties shall, prior to or during the hearing, be
entitled to submit memoranda concerning an issue of law or fact and such memoranda
shall become part of the hearing record. The Presiding Officer may, but shall not be
required to, order that oral evidence be taken only on oath or affirmation by a person
designated by the Presiding Officer and entitled to notarize documents in the state
where the hearing is held.

6.6-7 Official Notice

In reaching a decision, the Hearing Committee may take official notice, either before or
after submission of the matter for decision, of any generally accepted technical or
scientific matter relating to the issues under consideration and of any facts that may be
judicially noticed by the courts of the State of New Jersey. Parties present at the
hearing shall be informed of matters to be noticed and those matters shall be included
in the hearing record. Any party shall be given opportunity on timely request, to request
that a matter be officially noticed and to refute the officially noticed matters by evidence
or by written or oral presentation of authority, the manner of such refutation to be
determined by the Hearing Committee. The Committee shall also be entitled to
consider all other information that can be considered pursuant to the Medical Staff
Bylaws, in connection with applications for appointment or reappointment to the Medical
Staff and for clinical privileges.

6.6-8 Record of Hearing

A permanent record of the hearing shall be kept. The Hearing Committee may select
the method to be used for making the record, such as court reporter or electronic
recording unit if the material recorded is to be reduced to writing promptly after the
Hearing. The practitioner shall bear the cost of recording and transcription fees and
copies of the record for use by the practitioner. The Hospital may obtain a copy of the
record upon payment of any reasonable charges or fees.

6.6-9  Postponements

Postponement of the hearing shall be granted by the Hearing Committee only upon a
showing of good cause and only if the request is made as soon as is reasonably
practical.

6.6-10 Presence of Hearing Committee Members and Vote

A majority of the Hearing Committee must be present throughout the hearing and
deliberations. All voting will be determined by a simple majority.

6.6-11 Recess and Adjournment

The Hearing Committee may recess the hearing and reconvene the same for the
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convenience of the participants or for the purpose of obtaining new or additional
evidence or consultation. Upon conclusion of its deliberation, the Presiding Officer shall
declare the hearing finally adjourned.

6.6-12 Hearing Committee Report and Further Action

Within 10 business days after final adjournment of the hearing, the Hearing Committee
shall make a written report of its findings and recommendations in the matter and shall
forward the same, together with the hearing record and all other documentation
considered by it, to the CEO, President of Medical Staff the CMO and the MEC whose
adverse professional review recommendation or action occasioned the hearing. All
findings and recommendations by the Hearing Committee shall be supported by
reference to the hearing record and the other documentation by it. The Hearing
Committee report shall specifically affirm, reverse or modify the adverse professional
review recommendation or action, which was reviewed. If the adverse professional
review recommendation or action is affirmed, the Hearing Committee report shall
include a statement that it is the reasonable belief of the Hearing Committee that the
action taken or recommended is warranted by the facts, as presented at the hearing.

6.6-13 Action on Hearing Committee Report

Within 10 business days after receipt of the report of the Hearing Committee, the MEC
shall consider same and affirm, modify or reverse the Committee's determination in this
matter. The Chairperson of the MEC shall transmit the result, together with the hearing
record, the report of the Hearing Committee and all other documentation considered, to
the Board of Directors, with a copy to the CEO, President of Medical Staff and the CMO.

6.6-14 Notice and Effect of Result

The CEO shall promptly send a copy of the decision of the MEC to the
practitioner by certified mail, return receipt requested, and to the Chief of Service
of the department in which the individual practices.

If the result of the MEC is adverse to the practitioner in any of the respects listed
in Section 6.4 the CEO, by certified mail, return receipt requested, shall inform
the practitioner of the right to request an appellate review by the Board of
Directors as provided in Section 6.7 below.

The practitioner is entitled to a copy of the record of the Hearing Committee at
the practitioner’s request and expense.

6.7 Appellate Review

6.7-1  Request for Appellate Review
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A practitioner shall have 14 calendar days following his receipt of adverse action
to file a written request for an appellate review. Such request shall be delivered
to the CEO either in person or by certified or registered mail and may include a
request for a copy of the report and record of the Hearing Committee and all
other material, favorable or unfavorable, if not previously forwarded, that was
considered in making the adverse action or result.

A practitioner who fails to request an appellate review within the time and in the
manner specified above waives any right to such review.

6.7-2  Notice of Time and Place for Appellate Review

Upon receipt of a timely request for appellate review, the CEO shall deliver such
request to the Board of Directors. As soon as practicable, the Board or subcommittee
thereof (described below), shall schedule and arrange for an appellate review which
shall be between 14 and 21 business days from the date of receipt of the appellate
review request,

Any Board member who has participated in initiation or investigation of the matters at
issue shall be disqualified from considering the appeal. At least 7 business days prior to
the appellate review, the CEO shall inform the practitioner by certified mail, return
receipt requested, of the time, place and date of the appellate review. The time for the
appellate review may be extended by the appellate review body for good cause and if
such request is made as soon as is reasonably practical.

6.7-3  Appellate Review Body

The Board of Directors or sub-committee thereof shall determine whether the appellate
review shall be conducted by the Board, as a whole, or by an appellate review
committee of 5 members of the Board appointed by the Chairperson of the Board or the
Chairperson's designee. If a committee is appointed, one of its members shall be
designated as The Presiding Officer by the Chairperson of the Board of Directors.

6.7-4  Appellate Proceedings

The proceedings by the appellate body shall be based upon the record of the hearing
before the Hearing Committee, that Committee's report, the decision of the MEC and all
subsequent results and actions thereon. The appellate review body shall also consider
any written statements and such other material as may be presented and accepted, as
described below.

a. Written Statements by the Parties
The practitioner seeking the appellate review may submit a written
statement detailing the findings of fact, conclusions, and procedural
matters with which the practitioner disagrees, and reasons for such
disagreement. This written statement may cover any matters raised at
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any step in the hearing process, and legal counsel may assist in its
preparation. At least 5 copies of the statement shall be submitted to the
appellate review body, with additional copies to the MEC, the President
of the Medical Staff, the CEO & the CMO. The written statement must
be provided at least five (5) calendar days prior to the scheduled date of
the appellate review, except if such time limit is waived by the appellate
body. A written statement in reply may be submitted by the MEC,
through its representative. If submitted, the CEO shall provide a copy
thereof to the practitioner at least 3 calendar days prior to the scheduled
date of the appellate review.

b. Presiding Officer
The Presiding Officer of the appellate review body shall determine the
order of procedure during the review, make all required rulings and
maintain decorum.

c. Oral Statement
The appellate review body, at its sole discretion, may allow, in
exceptional circumstances, the parties or their representatives to
personally appear and make oral statements in favor of their positions.
Any party or representative so appearing shall be required to answer
guestions offered by any member of the appellate review body.

d. Consideration of New or Additional Matters
New or additional matters or evidence not raised or presented during
the original hearing or in the hearing report and not otherwise reflected
in the record shall be introduced at the appellate review, only in
exceptional circumstances, at the discretion of the appellate review
body following an explanation as to why it was not presented earlier.

e. Presence of Members and Vote
A majority of the appellate review body must be present throughout the
review and deliberations. If a member of the review body is absent from
any part of the proceedings, that member shall not be permitted to
participate in the deliberations or the decision.

f. Recesses and Adjournment
The appellate review body may recess the review proceedings and
reconvene the same without additional notice for good cause. Upon the
conclusion of oral statements, if allowed, the appellate review body shall
conduct its deliberations outside the presence of the parties. Upon the
conclusion of those deliberations, the appellate review shall be ended.

g. Action Taken

The appellate review body may recommend that the Board of Directors
as a whole, affirm, modify or reverse results or action taken by the MEC,
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or at its discretion, may remand the matter back to the MEC for further
review and recommendation. The MEC shall provide its
recommendation to the Appellate Review Body within 14 business days
as in accordance with its instructions. Within 7 business days after
receipt of such recommendations from the MEC, the appellate review
body shall make its recommendation to the entire Board.

6.7-5 Final Decision of the Board of Directors

Within 14 business days after the receipt of the recommendation of the appellate review
body, the Board shall render a final decision and the matter shall be finally closed. If the
appellate review body consists of the entire Board, then its action shall (after any
referral) be the final action of the Board. Special notice of final action, which shall
include a statement of the basis of the decision, shall promptly be given to the
practitioner and the MEC, CEO, President of the Medical Staff and the CMO. The
CEO shall report as required by state and/or federal law, any final adverse professional
review action.

6.8 General Provisions
Practitioner's Right to Limit Number of Hearings and Reviews
Notwithstanding any other provision of the Medical Staff Bylaws or of this plan, no

practitioner shall be entitled, as a right, to more than one evidentiary hearing and
appellate review with respect to an adverse recommendation or action.

6.9 Release

By requesting a hearing or appellate review, a practitioner agrees to be bound by the
provisions of the Medical Staff Bylaws relating to immunity of the University and its
representatives from liability in all matters relating thereto.

6.10 Waiver

If, within 30 calendar days after receipt of special notice of an adverse recommendation,
action, or result, a practitioner fails to make a required request or appearance or
otherwise fails to proceed with the matter, he/she shall be deemed to have consented to
such adverse recommendation, action or result and to have voluntarily waived all rights
to which he/she might otherwise have been entitled under the Medical Staff Bylaws then
in effect.

6.11 Misconduct Reporting

In accordance with University policy implementing the requirements of Title IV of Public
Law 99-660 (the Health Care Quality Improvement Act of 1986) and the Professional
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Medical Conduct Reform Act of 1989 of the State of New Jersey, all reportable
disciplinary actions will be transmitted to the National Practitioner Data Bank (NPDB)
and/or the Review Panel of the Board of Medical Examiners of New Jersey by the CEO
or his designee in full compliance with the specific requirements and time frames set
forth for each. Disciplinary actions not related to professional competence or
professional conduct as required by the foregoing laws will not be reported to the NPBD
or to the State. The staff member will be notified that such notification has taken place.

VIl-1

ARTICLE VII-CLINICAL SERVICES

7.1 Organization of Clinical Services

Each service shall be organized as a separate part of the staff and shall be
administered by a Chief of Service (Chairperson). Each Department of the New Jersey
Medical School and the New Jersey Dental School that provides clinical services shall
be a Service of the Hospital. The Chief of each Service thus created may be the
Chairperson of the respective Department of the NJMS or NJDS, pursuant to the
Bylaws of the University of Medicine and Dentistry of New Jersey, as cited in Article IX,
Section 2-1 of these Bylaws. In addition, Services may be established by the MEC, as
provided for in Article VII, Section 2-2. In such cases, the Chief of Service shall be
appointed by the MEC, as provided for in Article IX, Section 2-1, subject to approval by
the Board of Trustees. Each Chief of Service shall be a member of the MEC and shall
have the authority, duties, and responsibilities as specified in Article VII, Section 4.

Each section or division shall be organized as a subspecialty within a service and shall
be directly responsible to the service within which it functions. A Section or Division
Chief shall be appointed who has the authority, duties, and responsibilities as specified
in Article VII, Section 5.

When titles, services, sections, or divisions are established, renamed or deleted by the

Board of Trustees, the list of current Services and Sections/Divisions in these Bylaws
shall be administratively revised to incorporate these changes.

7.2 Designations
7.2-1  Current Hospital Services

A. Anesthesiology

1. Critical Care Medicine

2. Obstetrical Anesthesiology

3. Pain Management

4, Surgical Anesthesiology/Non-Surgical Anesthesiolgy

Page 43 of 76



OOw

Emergency Medicine

Family Medicine

Dental Medicine

1. Oral Maxillofacial Surgery

2. Hospital Dentistry/Oral Medicine
3. Pediatric Dentistry/Special Care Dentistry
Pathology and Laboratory Medicine
Anatomical Pathology

Autopsy Pathology

Blood Banking & Immunohematology
Chemical Pathology

Clinical Microscopy

Clinical Pathology
Cytopathology
Dermatopathology

Flow Cytometry

10. Hematopathogy

11. Immunopathology

12.  Microbiology

13.  Molecular Pathology

14.  Nephropathology

15.  Neuropathology

16.  Pediatric Pathology

17. Radioisotopic Pathology

18.  Serology & Immunology

19.  Surgical Pathology

Medicine
Allergy/Immunology/Rheumatology
Cardiology

Dermatology

Endocrinology
Gastroenterology/Hepatology
General Internal Medicine
Geriatric Medicine

Infectious Diseases

Nephrology
Oncology/Hematology

11. Pulmonary Diseases
Neurosciences

©CoNouh~wNE
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1. Adult
2. Pediatric
Neurosurgery

Obstetrics & Gynecology & W