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                                                                                                                                             Peer Review Policy


Hendricks Regional Health

Medical Staff Peer Review Policy

Subject:
Peer Review Activity

Policy:
Review of circumstances as outlined in this policy will be conducted by a peer physician(s) acting as agent(s) of the Hendricks Regional Health Board of Trustees and Medical Staff for purposes of fact finding and forwarded to the appropriate medical staff committee for further review and/or action when necessary.
Purpose:
To assist the medical staff in the development of strategies to continually enhance the quality of patient care at Hendricks Regional Health.

I. Circumstances for PHYSICIAN Peer Review

A.
Any aggregate or individual information derived from generic screens, medical staff monitors, adverse or serious adverse events, event notification (formerly) incident reports, complaints from patients, third party agencies or other sources of information within the hospital system that suggest possible deviation(s) from accepted standards of patient care, regulatory requirements or other policies that have been approved by the medical staff.

B. Performance of clinical procedures that fall outside the boundaries of documented competencies.

C. Potential clinical quality issue raised by another medical staff member.

D. Disruptive/inappropriate conduct displayed by a physician.  Examples of such conduct would include, but is not limited to, verbal or physical assaults of staff, patients, visitors, or other medical staff members, impertinent or inappropriate comments written in patient medical records or hospital records, or refusal to accept appropriate medical staff or committee assignments.

E. In the best interest of patient care and/or the orderly functioning of the hospital, whenever action must be taken immediately to suspend summarily all or any portion of the clinical privileges of a practitioner, such action shall be in accordance with Section II of the Corrective Action /Fair Hearing Plan.

F. This Policy shall not be interpreted to replace or supersede any provisions of the Medical Staff Bylaws and the documents associated therewith (e.g., Credentialing Manual, Corrective Action/Fair Hearing Plan).  To the extent that there is any conflict between this Policy and the Bylaws, the Bylaws shall control.
II.
Procedures for PHYSICIAN Case Review
A. Quality Resource Management (QRM) will note circumstances requiring review based upon standards developed by the QRM personnel in conjunction with applicable medical staff committees.

B. QRM will contact the chief of service or chairperson of the appropriate medical staff committee to inform him/her of the need for initial physician analysis, when the circumstances of the case appear to be physician-related. The service chief (chairperson) will be notified of non-sentinel events and requested to review the circumstances of the case.  Initial review will be completed in a timeframe that adequately assesses the issues and permits sufficient time to prepare a fair and complete evaluation of the case to the Committee.  In general, required review of non-sentinel events will be initiated within 4 weeks of notification of the service chair. This timeframe is waived when the circumstances requiring review represent a series of incidents that only become significant in aggregate over an extended period of time.  

If the review involves a serious adverse event the initial review will be initiated within five (5) days of recognition of the event.

C. The chief of service or committee chairperson may opt to conduct the review or delegate it to another physician member of the committee within the same specialty as the physician being reviewed.  In the event that equity of physician specialty cannot be accomplished with the existing physician members of the committee, the chair may utilize another member of the medical staff, or obtain appropriate review from an external peer review physician.

D. A standardized review worksheet sheet [See Appendix A] will be utilized by the physician reviewer to aid consistency in the review process.

E. If the findings from the initial review are to be presented for peer review discussion at committee, then the individual practitioner will be informed of the general question being investigated at least 48 hours in advance of the scheduled review. The physician may provide input to the committee via the service chief, but will not be present during this initial discussion in order to facilitate an open dialogue. 

NOTE:  If the review involves a serious adverse event, results of the review (including the root cause analysis) must be presented to the Board of Trustees for resolution within sixty (60) days of event.  This timeline may necessitate a called committee meeting to review the event and make recommendations.
F. Based on circumstances identified in the initial case review and with agreement of the committee chairperson and the initial physician reviewer, representatives of other health care disciplines, such as nursing, pharmacy, therapies, may be invited to participate in peer review discussions.   Should information be insufficient for the Committee to make a decision, the committee chair or designee shall gather additional facts surrounding the case from the physician being reviewed or other appropriate personnel. This may include a request for the physician to appear before the committee.

G. Once the findings of the review are discussed to the satisfaction of the full committee, the committee is to determine preliminarily what, if any, corrective action is recommended for the physician, based on the facts presented. 
H. The Chair/designee of the Committee will relay the findings of the Committee review to the affected practitioner who will have the opportunity to request an outside review of the case.  An appropriate reviewer will be sought as soon as arrangements can be made and the results of the independent reviewer will be forwarded to the Committee for further consideration.
I. Based on findings, the Committee will determine if any additional information is required prior to making a final determination.  The following action may be taken:
1.
No additional investigation or fact finding activity necessary – forward recommendations to the Medical Executive Committee.

2.
Additional investigation or fact gathering is necessary and an interdisciplinary group will complete investigation and present findings to the Committee.  The Committee as a whole will then render recommendations for actions to be taken and forward 
to the Medical Executive Committee.
IV.
Recommendations/Actions of Peer Review

Recommendations for disciplinary action(s) for a physician, based on peer review case findings, must be forwarded to the Medical Executive Committee (MEC) for review and approval, based on the Corrective Action/Fair Hearing Plan for Hendricks Regional Health.  

Examples of actions that could be recommended include but are not limited to: 

· Collegial discussion with physician involved

· Educational letter to physician involved with no response required

· Educational letter to physician involved with written response required

· Focused education on clinical procedure(s) through seminar and/or peer mentor arrangement

· Temporary limitation/restriction of clinical privileges

· Permanent limitation/restriction of clinical privileges

· Temporary suspension of all clinical privileges

· Permanent loss of all clinical privileges

· Loss of medical staff membership

Documentation stemming from peer review recommendations as described above will be placed in committee peer review minutes and, with full knowledge of the involved physician, physician-specific recommendations will be placed in the peer review file of the physician undergoing review. All such recommendations are subject to the provisions of the Medical Staff Bylaws and the procedures set forth therein regarding hearing and appeal rights of an adversely affected physician. If documentation is included in the individual’s file, the individual will have an opportunity to review it and respond in writing.
V.
NON-PHYSICIAN PEER REVIEW

A. If a patient event is determined to be unrelated to physician intervention(s), QRM will assume responsibilities to initiate investigational processes with the appropriate clinical disciplines involved.  

B. Nursing Services will discuss peer review investigations as a part of the Nursing Management meeting.

C. Findings and recommendation/actions of such non-physician peer review activity will be presented to the appropriate medical staff committee for review and acknowledgement.

VI.
Conflicts of Interest

Every attempt will be made to ensure that fair, equitable and non-biased procedures are utilized in all peer review proceedings. Conflicts stemming from social, political or business affiliations will be avoided when possible. Individuals involved in Peer Review activities shall be impartial peers and shall not have a conflict of interest with the subject of the Peer Review activity.  A peer would also exclude individuals with blood relationships, spousal relationships, employer/employee relationships, or other potential conflicts that might prevent the individuals from giving an impartial assessment, or give the appearance for the potential of bias for or against the subject of Peer Review.
On occasion, peer review activity may be discussed directly at MEC, to avoid potential conflict(s) of interest at the service committee level.  Likewise, when peer review discussion occurs at MEC, physician leaders with potential conflict(s) of interest are to be excused from the decision-making processes.  In the event that there is question whether a non-biased review can be accomplished within the confines of the medical staff at Hendricks Regional Health, an outside physician reviewer may be sought.

VII.
CONFIDENTIALITY

Peer review is held within the confines of the medical staff/quality committee structures of Hendricks Regional Health and therefore protected by IC 34-30-15 et seq. Informal conversations of peer review activities outside of the peer review committee structure are strictly prohibited.

Approved 1/2008
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