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This Document presents Rules for the medical staff of facilities operated by the Vancouver Island Health Authority.     
These Rules are promulgated by the Board of Directors of the Vancouver Island Health Authority pursuant to the authority and requirements of the Hospital Act and its Regulations, and the Health Authorities Act.  Medical Staff Rules outline the details of the Organization of the medical staff and the day-to-day processes by which the medical staff provides patient care.  The Board’s obligation to patient care includes supporting the medical staff through the provision of adequate and appropriate resources.
The medical staff must be organized in conformity with the Medical Staff Bylaws, these Medical Staff Rules and Medical Staff Policies and Procedures.
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DEFINITIONS:
	Administrator on-Call
	The senior administrator who acts as the primary VIHA contact outside regular working hours and who can be reached through the VIHA main switchboard.


	Appointment
	The process by which a physician, dentist, midwife or nurse practitioner becomes a member of the medical staff of the Vancouver Island Health Authority (VIHA).


	Best Possible Medication History (BPMH)
	A “snapshot” of the patient’s current medication, obtained through a systematic process of interviewing the patient or family and review of at least one other reliable source of information. The BPMH documents all current prescription and non-prescription medication, including drug name, dose (amount or volume), route, frequency and duration.


	Board of Directors
	The governing body of the VIHA.


	Bylaws
	The VIHA Medical Staff Bylaws.


	Chief Executive Officer (CEO)
	The person engaged by the VIHA to provide  leadership to the health authority and to carry out the day-to-day management of the facilities and programs operated by the health authority in accordance with the bylaws, rules and policies of the Vancouver Island Health Authority.


	Chief Medical Officer (CMO)
	The Senior Medical Administrator appointed by the Chief Executive Officer (CEO), currently titled Vice President  Medicine, Quality & Academic Affairs


	Chief Nursing Officer (CNO)
	A Registered Nurse employed by VIHA who has health-authority wide responsibility and is accountable for providing senior leadership and strategic direction for the professional practice of nursing and allied health.


	Computerized Provider Order Entry (CPOE)
	The process of order placement into the Electronic Health Record (see below) by a care provider or designated medical staff member using either single orders or groups of orders (electronic clinical order sets).
 

	Dentist
	A member of the medical staff duly licensed by the College of Dental Surgeons of B.C. and entitled to practice dentistry in British Columbia.


	Department
	A major component of the medical staff composed of members with common clinical or specialty interest.


	Department Head
	The member of the medical staff appointed by VIHA, and responsible to the CMO or CNO, as appropriate, to lead the clinical, academic, quality-improvement and governance activities of a Department.


	 Disruptive Behaviour
	Inappropriate behaviour that interferes with respectful operations in the workplace, team and patient communication, team morale, or patient care and satisfaction by hindering or preventing staff from carrying out their professional responsibilities to the best of their abilities. 


	Division
	A component of a Department composed of members with a clearly defined sub-specialty interest.


	Division Head
	A member of the Active Medical Staff, appointed by a Department Head to lead the clinical, academic, quality-improvement and governance  activities of a Division.


	Electronic Health Record (EHR)
	An IHealth-based summative electronic document replacing the traditional health record of a patient, client, or resident. The EHR is specifically designed to support clinicians by providing access to complete and accurate health data, alerts, reminders, clinical decision support, links to relevant clinical databases and other aids.


	Electronic Medical Record (EMR)
	A summative electronic document replacing the traditional health record of a patient in a private practitioner’s office or clinic setting.  An EMR contains patient medical information that can be accessed electronically and linked with other databases, such as an EHR.


	Enhanced Medical Staff Support (EMSS)
	An administrative team that supports medical leaders by assisting them to address professional practice issues in the workplace by enhancing their capacity to identify, understand, manage and resolve these issues effectively.


	Executive Medical Director (EMD)
	A member of the Medical Administration, appointed by VIHA, who usually works in a dyad-partnership with an executive administrator and reports directly to the CMO. The EMD is responsible for leadership in operations, quality-improvement or medical-governance. Credentialing and privileging as a Practitioner in Island Health is an asset, but not a requirement.


	Facility
	A health care facility as defined by the Hospital Act and its Regulation of B.C.


	Fellow 
	A physician who has completed specialist residency training recognized by a university program who has been accepted by VIHA for further training in a clinical discipline.


	Freedom of Information and Protection of Privacy Act ("FOIPPA")
	A provincial act ("FOIPPA") that regulates the information and privacy practices of "public bodies" such as provincial government ministries, local governments, crown corporations, local police forces, hospitals and schools.


	Health Authority Medical Advisory Committee (HAMAC)
	The advisory committee to VIHA on medical, dental, midwifery and nurse practitioner practice matters, as described in Article 8 of the Medical Staff Bylaws.


	Health Record
	A digital or hard-copy version of the patient medical chart.


	IHealth
	The platform VIHA uses to access, edit and manage a patient EHR.


	Interdisciplinary Team
	The integrated group of practitioners, nurses and allied health professionals involved in the care of a patient.


	Local Medical Advisory Committee (LMAC)
	A local advisory committee to the HAMAC on medical, dental, midwifery and nurse practitioner clinical practice and governance matters, as described in Article 8 of the Medical Staff Bylaws.


	Local Quality and Operations Committee (LQOC)
	A local committee composed of medical and administrative leaders responsible for quality assurance, quality improvement, and operational efficiency and effectiveness at a given site.


	Medical Care
	For the purposes of this document, medical care includes the clinical services provided by physicians, dentists, midwives and nurse practitioners.


	Medical Director 
	A member of the Medical Administration who reports directly to an Executive Medical Director and who normally holds Privileges as a member of the medical staff.


	Medical Lead
	A member of the Medical Administration who reports directly to a Medical Director and who normally holds Privileges as a member of the medical staff.


	Medical Planning and Credentials Committee (MPCC) 

	A sub-committee of the HAMAC responsible for making recommendations on credentialing, privileging, appointment, reappointment and regular review of members of the Medical Staff.

	Medical Staff
	The physicians, dentists, midwives and nurse practitioners who have been appointed to the medical staff, and who hold a permit to practice medicine, dentistry, midwifery, or nursing as a nurse practitioner in the facilities and programs operated by VIHA.


	Medical Staff Association 
	The practitioner-advocacy arm of the Medical Staff, comprised of all members of the medical staff, whose professional interests are represented by their elected officials as outlined in Article 11 of the Bylaws.


	Medical Staff Rules (Rules)
	The Rules approved by the Board of Directors governing the day-to-day management of the medical staff in the facilities and programs operated by VIHA .


	Medical Student
	A physician-in-training who has not yet received a degree to practice Medicine.


	Midwife
	A member of the medical staff duly licensed by the College of Midwives of B.C. and entitled to practice midwifery in British Columbia.


	Most Responsible Practitioner (MRP)
	The Practitioner who undertakes the overall responsibility for the management and coordination of care for a patient or resident admitted to a VIHA owned or operated facility.


	Nurse Practitioner
	A member of the medical staff duly licensed by the College of Registered Nurses of British Columbia and entitled to practice as a nurse practitioner in British Columbia.


	Oral and Maxillofacial Surgeon
	A dentist who holds a specialty certificate from the College of Dental Surgeons of British Columbia authorizing practice in oral and maxillofacial surgery.


	Patient-Centred Care
	Care that places the patient and family at the centre of clinical decision making to ensure that the patient’s voice, wishes and well-being are fundamental to the plan of care.


	Physician
	A member of the medical staff duly licensed by the College of Physicians and Surgeons of B.C. and entitled to practice medicine in British Columbia.


	Practitioner
	A physician, dentist, midwife or nurse practitioner who is a member of the medical staff of VIHA .


	Primary Department
	The Department to which a member of the medical staff is assigned according to training, and the specialty in which the member delivers the majority of care to patients.


	Privileges
	[bookmark: _Toc486247364]A permit to practice medicine, dentistry, midwifery or nursing as a nurse practitioner in the facilities and programs operated by the health authority and granted by VIHA to a member of the medical staff, as set forth in the Hospital Act and its Regulation.  Privileges describe and define the scope and limits of each practitioner’s permit to practice in the facilities and programs of the health authority.


	Program
	An ongoing care-delivery system under the jurisdiction of the VIHA for coordinating a specified type of patient care.


	Regulation
	The Regulation made under the authority of the Hospital Act.


	Section
	A component of a Division composed of members with clearly defined sub-specialty interests.


	Senior Medical Administrator 
	The physician, appointed by the CEO, responsible for the coordination and direction of the activities of the medical staff, currently titled Vice President Medicine, Quality and Academic Affairs, also known as the Chief Medical Officer. This physician serves as the director of medical practice within VIHA.


	Temporary Privileges 
	A permit to practice in the facilities and programs operated by VIHA that is granted to a member of the medical staff for a specified period of time in order to provide a specific service.


	Regulatory College
	The discipline-specific regulatory body for a member of the medical staff.


	Resident
	A physician-in-training who has received a medical degree and who is undertaking additional specialty training in a facility owned or operated by VIHA.


	Section Head
	A member of the Active Medical Staff appointed by a Division or Department Head to lead the clinical, academic, quality-improvement and governance  activities of a Section.


	Trainee 
	A licensed practitioner who has applied to and been accepted by VIHA for further clinical training.


	Unprofessional Behaviour
	Behaviour that contravenes the code of professional conduct of a practitioner’s regulatory college or professional association, or Island Health policy.






[bookmark: _Toc517336343][bookmark: _Toc517442473]Article 1: Good Medical Practice
[bookmark: _Toc448390233][bookmark: _Toc487040613][bookmark: _Toc517336344][bookmark: _Toc517442474]Preamble
The Medical Staff are essential to the delivery of effective care to patients and their families across the Vancouver Island Health Authority (VIHA).  The Medical Staff maintain their respected status by modeling the ethics, values and professionalism expected by society, regulatory bodies, VIHA, and other healthcare team members.

The care Medical Staff provide is guided by the principles and practice of continuous quality improvement. VIHA has endorsed the Triple Aim of the Institute for Healthcare Improvement (IHI) as a guiding principle.  Its three major elements focus on improving the health of the population, reducing the cost per capita of healthcare and improving both the patient experience of care.   VIHA has also embraced as a 4thguiding principle that of improving the provider experience, which is included in the VIHA concept of a ‘quadruple aim’. 
VIHA has adopted a set of core values (CARE) that reflect the organization’s commitment to serve the different communities across its diverse geography:  Courage—to do the right thing; Aspire— to the highest level of quality and safety; Respect—to value each individual and bring trust to every relationship; and Empathy—to give the kind of care we would want for our loved ones. VIHA has adopted a learning organization philosophy embracing creativity, innovation and excellence in service delivery.
[bookmark: _Toc517336345][bookmark: _Toc517442475]Appointment and Accountability
The Board of Directors (the Board) is ultimately responsibleaccountable for the quality of medical care and provision of appropriate resources, in the facilitiesFacilities and programsPrograms operated by the Vancouver Island Health Authority.  This responsibilityaccountability extends to the Chief Executive Officer (CEO)), who is the Board of Directors’Board’s representative, as outlined in Section 3(1) of the Hospital Act Regulation section 3(1).. The Board grants Privileges to appropriately-qualified Medical Staff members and employs the CEO to conduct the day-to-day affairs to ensure effective operation of the Facilities and Programs operated by VIHA.
The members of the medical staff are accountable to the Head of the Department and/or Chief of medical staff of the facility to which they are assigned for the quality of medical care in the facilities operated by the Vancouver Island Health Authority.  

The Hospital Act Regulation requires the Board to organize a Medical Staff in conformity with the Medical Staff Bylaws (Bylaws), the Medical Staff Rules (Rules) and VIHA’s policies and procedures.  

Members of the medical staffMedical Staff are required to adhere to, and are offered the protections of, the B.C. Freedom of Information and Protection of Privacy Act (FOIPPA) and other applicable legislation respecting personal privacy. 




[bookmark: _Toc224709372]
Vancouver Island Health Authority Medical Staff Rules  	Page 3 
Vancouver Island Health Authority Medical Staff Rules	Page 57 
[bookmark: _Toc245195330]DEFINITIONS
Readers are referred to the Bylaws for Definitions not listed here.
Chief of Medical Staff - A member of the Active medical staff responsible for the assurance of the quality of medical care provided by members of the medical staff within a non-departmentalized facility or a community hospital and for providing local medical input into operational decisions.  The Senior Medical Administrator in consultation with the local medical staff will appoint these individuals.
Clinical Fellows - Physicians who have already completed a residency and are currently recognized by a university program who applied to and have been accepted by the Vancouver Island Health Authority for further training in a clinical discipline.
Clinical Trainees - Those physicians, dentists or midwives who applied to and have been accepted by VIHA for further clinical training. 
Consultation - The medical opinion of another member of the medical staff.  Consultation does not mean transfer of care. 
Delegated Medical Function - A delegated medical function is a medical act that, with the agreement of the relevant Department (i.e. the Department responsible for permitting health care professionals to perform the delegated medical function), has been formally transferred to a professional in that Department, in the interest of good patient care and efficient use of health care resources.  A delegated medical function is part of the specialized skills inventory of the affected health professional.
Disruptive Behavior - Behaviors that are unprofessional, uncooperative and/or contentious that create a hostile work environment and/or could reasonably be expected to interfere with the delivery of safe patient care. 
Executive Medical Director – A physician member of the Medical Administration directly reporting to the Senior Medical Administrator.
Medical Staff Association - The body of all members of the medical staff whose professional interests are represented by their elected officials as per article 10 of the Bylaws.
Most Responsible Practitioner - The practitioner who has accepted the overall responsibility for the management and coordination of care of the patient.
Senior Medical Administrator – Chief Medical Officer or delegate.
Site Chief - The member of the medical staff appointed by the Department Head in consultation with local medical staff to be in charge of and responsible for the relevant medical operation of a single site or a group of amalgamated sites.

[bookmark: _Toc224709373][bookmark: _Toc245195331]SECTION 1 - AUTHORITY TO MAKE RULES
1.1 The authority and process to make and amend Medical Staff Rules is set out in Article 12 of the Medical Staff Bylaws.
1.2  Amendments to the Rules require approval by both the Health Authority Medical Advisory Committee (HAMAC) and the Board.   
1.3 [bookmark: _Toc224709374] Any recommendations from the HAMAC to change the Rules require a motion at a duly constituted and advertised meeting that is passed by at least half of the delegates attending the meeting. 
[bookmark: _Toc245195332]SECTION 2 - RESPONSIBILITY FOR THE PROVISION OF MEDICAL CARE
2.1 Each member of the medical staff has the duty to comply with Article 5 of the Medical Staff Bylaws including the responsibility to ensure the patient is continuously under appropriate and available medical staff care.  Details of coverage will be determined by departments, divisions and sections including availability to be on site in a reasonable response time as determined by the urgency of patient need.
When, in the opinion of the These Rules are established by the Board upon the recommendation of the Health Authority Medical Advisory Committee (HAMAC) pursuant to Article 12 of the Bylaws. The Rules govern the relationship between VIHA and the Medical Staff, and address requirements laid out in the Hospital Act and its Regulation.  The Rules also address the accountability Medical Staff members have for their day-to-day practice in the Facilities and Programs operated by Island Health. The Rules apply to all members of the Medical Staff whether they are independent practitioners, contracted practitioners or employees.

The members of the Medical Staff are accountable for the quality of medical care they provide in the Facilities and Programs operated by VIHA.  The Rules detail the responsibilities of Medical Staff in an organization committed to excellent care.  The Rules promote positive interactions with colleagues, medical and administrative leaders, other healthcare professionals and other team members. This ensures appropriate support for team members to work to their full professional scope of practice while meeting individual and organizational goals and objectives. 
[bookmark: _Toc448394329][bookmark: _Toc478479268][bookmark: _Toc479168447][bookmark: _Toc479168613][bookmark: _Toc480288290][bookmark: _Toc487040619][bookmark: _Toc517336346][bookmark: _Toc517442476]Patient Privacy & Confidentiality
Medical Staff have a duty of confidentiality to patients. FOIPPA applies to the collection, use, disclosure, and care of patients’, clients’ and residents’ personal information, as well as that of employees and volunteers.  Use or disclosure of personal information about an individual cannot occur without that individual’s consent unless the information meets specific exceptions as outlined in FOIPPA. Individuals have the right to review and ask for corrections to their personal information.
[bookmark: _Toc489515234][bookmark: _Toc517336347][bookmark: _Toc517442477]Respectful Workplace Policy
1.4.1 VIHA and its Medical Staff are committed to ensuring that all individuals, whether patients, clients, residents, visitors or staff are:
· treated with dignity and respect, free from discrimination and harassment; and
· supported in managing workplace conflict.
1.4.2 [bookmark: _Toc517336348]VIHA and its Medical Staff are committed to providing a workplace and service environment that respects and promotes human rights and personal dignity. To this end, Medical Staff are required to conduct themselves, and to be treated, in accordance with the VIHA Respectful Workplace Policy.
	Transitions of Care & Patient Safety
1.5.1 [bookmark: _Toc448390251][bookmark: _Toc473638859][bookmark: _Toc474141784][bookmark: _Toc474141996][bookmark: _Toc474142597][bookmark: _Toc478479270][bookmark: _Toc479168449][bookmark: _Toc479168615][bookmark: _Toc480288304][bookmark: _Toc480534327][bookmark: _Toc487040633][bookmark: _Toc489515244]Most Responsible Practitioner (MRP), clinical resources are not available for the appropriate and safe care of the patient:)
(a) The practitioner shall be responsible to identify the patient who requires transfer, the resources needed, provide relevant medical information and ensure appropriate communication with the accepting physician.  This must be in keeping with clinical policies and procedures where they apply (e.g. No Refusal Policy, BC Bedline). 
(b) The transfer of the patient to a facility with adequate resources shall be the responsibility of local administration as per established policies.
2.2 The practitioner shall report apparent inappropriate delays and/or concerns to the Department Head and/or to the Senior Medical Administrator on call. 
2.3 	The Department, Division or Section Head, with the agreement of their members, shall ensure that there is a reasonable on-call schedule.  The provision of emergency call must be considered in context of the volume, complexity and location of the call.
(a) When a Department includes Members whose practices are sufficiently distinct from those of other Members, either by reason of specialty of practice or by geographic distinction, as to preclude participation by all Members in a common on-call rota covering the practices of all Members, the Department shall designate separate on-call rotas to assure the continuous availability of on-call services for the appropriate groupings of practices within the same maximum on call frequency.
(b) Where Members are a common clinical specialty practice in different communities, a common on-call rota may be established by the Department, provided a clinical service delivery model is established to ensure that patients have access to the on-call Member as necessary.
(c) All Members shall participate in departmental, divisional or sectional on-call rosters at the facility(s) in which they conduct active medical practice, except in special circumstances as set out below and only with the agreement of the Senior Medical Administrator.
Department Heads, with
The MRP is the Medical Staff member who agrees to be the primary care provider for a patient admitted to a VIHA-operated Facility. The MRP is established on the basis of whose scope of practice is best suited to treat the most responsible diagnosis at the time of admission. The MRP is determined either prior to the admission for planned surgical admission or subspecialty intervention and treatment, or at the time a decision to admit is made in the Emergency Department. 
The responsibility for patient care is outlined in Article 5 of the Bylaws. Only Medical Staff with Privileges to admit patients can be the MRP. 
The MRP is the Practitioner responsible for the overall care of a patient admitted to a Facility.  The MRP works within a multidisciplinary team to deliver care and treatment to the patient. 
Consultation is a process whereby the MRP or another consultant asks a colleague for advice or help in managing the care of a patient. Those consulted are expected to collaborate expeditiously in providing this assistance.
If the patient’s medical condition warrants consultation with other members of the Medical Staff, the MRP coordinates and facilitates that care. 
During a patient’s admission, the role of the MRP may be transferred, based upon the agreementchanging acuity and nature of the patient’s medical condition. 
The MRP is responsible to:
Accept patients for admission from the Emergency Department Members, shall have the right to excuse an individual Member(ED) or following acceptance of the Departmenta transfer-of-care request from on-callanother Practitioner;
Complete and document a full assessment for admission, including a full history, physical examination and continuing-care orders;
Work collaboratively with team members to develop a Best Possible Medication History (BPMH) and order appropriate medications;
Provide daily care for acute patients and care as appropriate for ALC patients, completing progress notes and overseeing the patient’s care, either directly or through an on-call group. Responsibility for Residential Care patients is addressed in Article 3;
Communicate with the patient and the patient’s primary-care Practitioner regarding medical conditions, tests and planned consultations, including test results. This information may be shared with other parties only with the patient’s consent or as required by law;
Work collaboratively with healthcare team members;
When necessary, clarify and resolve apparent treatment or management conflicts among care providers;
Facilitate and coordinate discharge to the community and communication with the primary-care Practitioner, where present, as well as with community support teams; and
Ensure medication reconciliation and prescriptions are available upon discharge until the patient can be followed in the community.
1.5.2 [bookmark: _Toc489515245][bookmark: _Toc517336350]Most Responsible Practitioner for Admissions from the Emergency Department (ED)
When a patient requires admission from the ED, the emergency physician (EP) will request a Practitioner, either directly or through that Practitioner’s on-call group, to assume the role of MRP. This request will be based on selecting the practitioner or service that customarily manages patients with the most-responsible diagnosis necessitating the admission. 
A Practitioner with admitting privileges must be available personally or through an on-call service to accept the MRP role. Once a patient has been accepted, the Practitioner assumes primary responsibility for the care and disposition of the patient up to the time that transfer-of-care is accepted by another Practitioner or the patient is discharged back to the community.
If, prior to accepting MRP but after personally seeing and assessing the patient, the Practitioner does not believe he/she is the most appropriate Practitioner for the role of MRP, the Practitioner may liaise directly with an alternate service or with the referring EP regarding the most appropriate Practitioner or service to assume MRP responsibility.
Where an admission disagreement persists, the EP shall contact the Head(s) of the Division(s) or Department(s) to which the Practitioners in dispute are assigned. If this is not possible or unsuccessful, the EP should contact the Site Chief of Staff (or designate).   After hours, a Senior Medical Director is also available to the VIHA Executive-on-Call, who can provide assistance.  At the earliest opportunity during regular working hours the incident shall be reviewed by the appropriate Department Head(s), who will determine next steps to prevent further conflict, up to and including reporting the incident to the HAMAC Chair and CMO if necessary.   
1.5.3 [bookmark: _Toc473638861][bookmark: _Toc474141786][bookmark: _Toc474141998][bookmark: _Toc474142599][bookmark: _Toc478479272][bookmark: _Toc479168451][bookmark: _Toc479168617][bookmark: _Toc480288306][bookmark: _Toc480534329][bookmark: _Toc489515246][bookmark: _Toc517336351][bookmark: _Toc448390253]Most Responsible Practitioner for Care in Out-Patient Facilities
Only Practitioners with appropriate Privileges may write orders for patients who require medical or mental-health treatment in out-patient Facilities operated by VIHA. 
A Practitioner wishing to treat a patient in an out-patient Facility must be designated as the MRP and maintain responsibility for all subsequent care ordered and carried out in the Facility, whether or not the Practitioner is physically present at the site.
In exceptional circumstances, the CMO or designate may authorize a non-privileged Practitioner to order or provide care in an out-patient Facility, as determined on a case-by-case basis.
1.5.4 [bookmark: _Consultations_and_Transfer][bookmark: _Toc473638862][bookmark: _Toc474141787][bookmark: _Toc474141999][bookmark: _Toc474142600][bookmark: _Toc478479273][bookmark: _Toc479168452][bookmark: _Toc479168618][bookmark: _Toc480288307][bookmark: _Toc480534330][bookmark: _Toc489515247][bookmark: _Toc517336352]Consultations and Transfer of Care
The MRP should make a consultation request directly to the consulting Practitioner.  In the case of an urgent or emergent situation, another healthcare professional may request the consultation on behalf of the MRP.
A consultation is a request for a professional opinion, advice or support in the management of a patient. The consultant shall provide an in-person evaluation of the patient, a review of all necessary documentation and the provision of a timely, dictated or legible report, using the VIHA EHR wherever it is implemented. The evaluation should provide a clinical opinion, recommendations for management and/or treatment, and the basis for the advice given. The consulting Practitioner shall notify the MRP on completion of the consultation in a timely and mutually acceptable manner.
A consultation may result in an opinion only or an expectation of continued management in the area of specialized knowledge being sought; this will be determined through a conversation between the MRP and consulting Practitioner.  If the consulting Practitioner agrees to provide direct and continuing care to the patient for those aspects of care related to the consulting Practitioner’s expertise, this shall be acknowledged directly in the patient’s clinical record. Direct care includes ongoing evaluation and treatment of the patient’s condition and communication with the patient, family, MRP, other Practitioners involved in the patient’s care and the multidisciplinary team, as appropriate.
A transfer-of-care request is a direct Practitioner-to-Practitioner conversation to transfer MRP status or specific care responsibilities to another Practitioner.  Practitioners making such a request shall provide a detailed report summarizing the care given to the patient up to the point of transfer, including orders, medications, and the care plan in place at the time of transfer. Transfer-of-care does not occur until the accepting Practitioner provides written or verbal acceptance documented in the patient health record.
Reportsin special
0. All consultations and transfer-of-care documents shall follow best-practice guidelines established by the Royal College of Physicians and Surgeons of Canada (RCPSC) or the College of Family Physicians Canada (CFPC). Where IHealth is implemented in a VIHA Facility, these documents must also meet or exceed IHealth documentation standards. These reports are subject to practice audits to ensure compliance with documentation standards.
Copies of reports must respect provincial and VIHA privacy and confidentiality guidelines. Recipients to be copied must be identified in the body of the report.
Urgency of Consultation
0. To ensure timely information transfer and intervention, urgent (consultation within 12 hours) or emergent (consultation within two hours) requests for consultation must be made by direct Practitioner-to-Practitioner contact. The actual required response time is dependent on the condition of the patient. 
1.5.5 [bookmark: _Toc448390254][bookmark: _Toc473638864][bookmark: _Toc474141789][bookmark: _Toc474142001][bookmark: _Toc474142602][bookmark: _Toc478479275][bookmark: _Toc479168453][bookmark: _Toc479168619][bookmark: _Toc480288308][bookmark: _Toc480534331][bookmark: _Toc489515248][bookmark: _Toc517336353]Admission of Patients
The care of every patient, whether admitted to an in-patient bed or cared for in an out-patient Facility, shall be directed by an appropriately privileged MRP. 
Patients admitted for in-patient dental surgery by a member of the Dentistry staff shall be admitted under the care of a physician or nurse practitioner on the Active Medical staff who shall act as the MRP. For day-surgery dental procedures, a complete, recently-documented medical history and physical exam performed by a duly-licensed physician or nurse practitioner is an acceptable substitute, provided the documentation accompanies or precedes the patient to day surgery.
A complete medical history and physical examination is required for all admitted patients within 12 hours of admission. In VIHA Facilities that have implemented the EHR, the history and physical must  be entered into IHealth.
Patients admitted through the ED or transferred to a higher level of care must have an initial admission note that includes the presenting problem requiring admission, the results of physical examination and ancillary investigations, as well as an initial care plan provided by the MRP or delegate. In VIHA Facilities that have implemented the EHR, the initial admission note must be entered into IHealth.
If a patient is readmitted to an acute-care Facility within two weeks for the same reason as for the previous admission, a new admission note must be completed, including new historical and physical findings since the last admission, a review of allergies and medications, and a mental status assessment.
(d) In circumstances according to criteria determined by the Department which may include, but not be limited to:
(i) Age of the Department Member;
(ii) Seniority of the Department Member;
Health concerns;
(iii) Extraordinary personal circumstances; and/or
(iv) Other contributions made to the Department by the Department Member.
(e) When a Member(s) is excused from on-call responsibilities, the Department Members shall be responsible for ensuring that on-call coverage is maintained.  If the remaining Department Members cannot maintain on-call coverage, the Department Head shall be responsible for the development of alternative arrangements for maintaining on-call coverage.
(f) All Departments shall develop a governance document with respect to call rota expectations within their Department, Division, Section or Site.  The Department Head, or Chief of Staff of a Facility with call schedules specific to the Facility, shall assign each Member to a reasonable on-call schedule.  No Member shall be required to be on-call more frequently than one-in-five unless the Member specifically agrees otherwise.
(g) When on-call, Members will be expected to maintain acceptable levels of availability.  Departments that deal with life/limb/organ threatening emergencies shall delineate the method of obtaining assistance when the first Member on-call cannot respond within these timeframes.
(h) When circumstances do not allow on-call coverage that is consistent with safe patient care, the Senior Medical Administrator, or Chief of Medical Staff together with the relevant Department, Division or Section Head shall assist in making alternative arrangements.
(i) Temporary changes in the availability of regional/facility resources may alter the requirement to providerequiring an emergency on-call coverage at a department, division or section level.  In planning for such changes, the relevant Department, Division or Section Head, the affected members and the relevant Program Directors shall meet to determine an appropriate level of on-call emergency coverage reflecting the altered level of resources provided.
2.4 Medical staff members may enter into contractual arrangements with VIHA for the provision of availability to respond to the emergent care needs of new and unassigned patients within contractually defined anticipated response times.  Such contracts do not supersede the responsibilities of members as described above in Section 2.4 and its subsidiary sections.  Medical staff members may, for the sake of expediency, fulfill their Departmental on-call responsibilities concurrently with their contracted availability.
2.5 Remuneration for on-call availability shall be based on a contract with VIHA and shall be in accordance with contractual rates for on-call availability as may be established from time to time through the negotiation of a provincial medical on-call availability program.
2.6 Members of the medical staff when not available to provide care to their patients shall indicate the name(s) of the practitioner(s) assuming responsibility for each patient’s care in accordance with the Most Responsible Practitioner Policy.  
2.7 Delegated Functions
(a) The Board must approve all delegated medical acts before they can be performed within the Facilities and Programs of VIHA as in keeping with Section 11 of this document.  
(b) Delegated medical functions are decided by mutual agreement between the relevant Department and VIHA administration andadmission, where applicable through legislation, the appropriate regulatory bodies.
(c) Delegated medical functions are recommended by the Chief of the relevant Department and HAMAC and approved by the Board.
(d) Health care professionals of the relevant Department, with proven and continuing competence in accordance with VIHA guidelines, perform delegated medical functions.
(e) Education for delegated medical functions “certification of competence” is developed by the relevant Department and medical education services in conjunction with the relevant medical and health care professionals.  Education Programs for delegated medical functions certification of competence include:
(i) A written policy that identifies the delegated medical function and any limitation associated with it;
(ii) Prerequisite skills required to meet objectives;
(iii) Objectives that are achievable, measurable and time limited;
(iv) The knowledge, theory and competence required for safe practice;
(v) A plan for evaluation that demonstrates theoretical knowledge of the procedure and competence in performance; and
(vi) A specified date for re-certification, where applicable.
(f) Delegation of selected medical functions takes place by means of certification by Members.
(g) Administrators within the relevant Department ensure that records are maintained of the relevant health care professionals qualified to perform delegated medical functions.
(h) The relevant Department monitors performance of delegated medical functions through a quality assurance/risk management program and reports regularly to the appropriate Department Chief, HAMAC and the Board, subject to Section 51 of the Evidence Act.
2.8 Disciplinary procedures for dealing with inadequacy of medical care quality and non-compliance with Medical Staff Bylaws, Rules and policies shall be established by the HAMAC through the Discipline Committee as outlined in section 15.9.  
[bookmark: _Toc224709375][bookmark: _Toc245195333]SECTION 3 - ADMISSION, TRANSFER AND DISCHARGE OF PATIENTS
3.1 Admission of Patients
(a) Every patient shall be attended by an appropriately privileged physician or midwife member who has primary responsibility for the care of the patient.  This practitioner shall be identified as the “Most Responsible Practitioner”.
(b) Patients admitted as an inpatient for Dental Surgery being provided by a dentist shall be admitted under a physician member of the medical staff with admitting privileges who shall be the Most Responsible Practitioner (MRP).  For those dental procedures done as a day surgery encounter an accompanying recent History and Physical by a duly licensed practitioner is acceptable.
(c) Patients admitted to a facility when there has been no predetermined MRP, shall be assigned to a consenting available member of the medical staff with the appropriate skills, training and privileges to meet the patient’s health care needs in accordance with local MRP policy.  
(d) A medical history and complete physical examination is required for all patients receiving inpatient care at the time the patient is admitted and in an approved modality for the Electronic Health Record.  The documentation should include:
(i) Identifying provider and patient information;
(ii) Distribution of copies to the referring physician and/or family physician or others;
(iii) Date of admission;
(iv) Date and time of service;
(v) Introduction/chief complaint;
(vi) History of present illness;
(vii) Past health history;
(viii) Family history;
(ix) Social history;
(x) Allergies;
(xi) Medications;
(xii) Review of systems;
(xiii) Physical examination;
(xiv) Mental status examination, if appropriate;
(xv) Diagnostic findings on admission;
(xvi) Diagnoses;
(xvii) Advance directives, if appropriate;
(xviii) Treatment plan; and
(xix) Estimated length of stay.
(e) When a patient requires admission in emergency circumstances, the practitioner who initially assesses and determines that the patient requires admission is responsible for legibly documenting a pertinent physical examination, diagnostic and treatment plans.   The Most Responsible Practitioner must provide full documentation for each emergency patient within 24 hours of admission.
(f) The admitting practitioner shall provide a history and indicate in both the history and order sheet (or equivalent) a note of special precautions regarding the care of the patient (e.g. infectious disease, emotional disturbance, elder alert, chemical dependency, potential suicide, history of violence, history of seizures, etc.) at the time of admission or booking. 
(g) When a patient is readmitted to an acute care facility within 2 weeks for the same reason, a History and Physical must be completed to include pertinent new findings and at a minimum to include a review of medications, review of symptoms, physical examination and mental status.
3.2 Admission from an emergency department
(a) The practitioner who initially assesses and determines that the patient requires admission is responsible for documenting clinical findings, the diagnosis and treatment plan.  
(b) The Most Responsible Practitioner must provide full documentation for each emergency patient within 24 hours of admission.
The Most Responsible Practitioner must provide admission orders including medication reconciliation at the time of admission.  In circumstances where a different physiciana Practitioner other than the MRP has provided holding orders, the MRP must provide complete admission orders within 812 hours of admission.  Where appropriate additional history regarding the present illness, a revised problem list, a revised management plan, and initiation of a discharge plan should occur at the same time.  admission.
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It isThe MRP shall verbally contact the duty of the Most Responsible Practitioner to contact the practitioner to whom he/she wishes to transfer care. will be transferred. The transfer of MRP status (other than following “on-call”) from one practitionerPractitioner to another shall be duly recorded onin the Health Record.  This includes transfers to another Facility.  The MRP shall inform the receiving site about the health record.  patient’s condition and must be informed which Practitioner has agreed to accept MRP responsibility.  The transfer shall be followed by an expedited written or dictated summary. In the case of inter-Facility transfers, the summary shall accompany or precede the patient.
If a member of the medical staffPractitioner wishes to withdraw from involvement in a patient’s care when services are still required, the member shall  patient care after a duty of care has been established, that Practitioner must arrange for another practitionerPractitioner with appropriate qualifications to assume responsibility for thethat care of the patient and then inform the patient.  If the practitioner .  A Practitioner who cannot find another practitioner who is qualified Practitioner willing to assume care, the original medical staff member will continue to provide care to the patient.  The practitioner who is seeking to withdraw service may discuss options must meet with the appropriate medical administrator to determine what other options may be Division or Department Head to arrange ongoing coverage.  Failure to do so constitutes patient abandonment.
Where a patient is transferred to another Facility for administrative rather than medical reasons (e.g., lack of available beds at the sending Facility), the MRP, if not assuming the MRP role at the new Facility, shall speak to the receiving Practitioner directly to provide information regarding the plan of care. The Administrator-on-Call at the receiving site will coordinate this  conversation to ensure safe and timely access to necessary services.  
A competent patient, or their legal representative, has the right to request a change of practitionerPractitioner. That practitionerPractitioner shall cooperate in transferring responsibility for care of that patient to another practitionerPractitioner with appropriate privilegesPrivileges who is acceptable to the patient.  If an acceptable practitionerPractitioner cannot be found by the treating Practitioner, the appropriate medical administratorSite Medical Director/Chief of Staff shall assist the patient in finding another practitioner who will agree to continue to Practitioner to provide care to the patient.  If a willing practitionerPractitioner cannot be found, the appropriate medical administratorDepartment Head, Division Head or delegate will discuss options with the patient. Until an alternate Practitioner has accepted responsibility for the patient, the Practitioner providing current care must continue to do so for the patient.
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Before a patient is to be transferredrepatriated to another hospital or facility for medical reasons,a referring Facility, clinical, operational and administrative preparation, including required documentation, must be completed.
Where repatriation occurs between two acute-care Facilities, verbal communication between the Most Responsiblesending Practitioner shall ensure that there is an appropriately qualified practitioner on staff at and the receiving site who is fully informed about Practitioner is required.  Acknowledgment of this conversation and acceptance of the patient’s condition and who is prepared to assume responsibility for the patient’s care. transfer must be documented in the Health Record  by the sending and receiving Practitioners.
(a) A transfer summary is required in all cases where a patient is being transferred to another facility.  The transfer summary should be dictated immediately prior to or upon patient transfer.
(b) At the time of transfer, the Most Responsible Practitioner or delegate shall sign the transfer order and should complete the transfer summary in an approved modality for the Electronic Health Record. The transfer summary should include the following:
(i) Identifying information;
(ii) Distribution of copies to the referring physician and/or family physician or others;
(iii) Date of admission;
(iv) Date of discharge;
(v) Admission diagnoses;
At a minimum, a transfer note, but preferably a discharge summary, completed by the sending Practitioner must accompany the patient upon transfer either as a legible, signed and dated hardcopy delivered with the patient or, where both sites have deployed IHealth, by entry into the EHR.
Medication reconciliation and review is a required element of the accompanying documentation delivered with the patient undergoing repatriation.
The sending Practitioner must provide sufficient notification, as outlined in VIHA standard-operating procedures, to enable operational planning for the repatriation. 
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(vi) Details ofA discharge medications, including reasons for giving or altering medications, frequency, dosage and proposed length of treatment;
(vii) Allergies;
(viii) Brief summary of the management of each of the active medical problems during the admission; including major investigations, treatments and outcomes;
(ix) Reason for transfer, patient disposition and advanced directives.
(c) In those instances where plan informs care planning from the time a patient is transferred to another facility for administrative rather than medical reasons, e.g. lack of beds, the Most Responsible Practitioner may choose to be relieved of the responsibility for ongoing care of that patient and hospital employees shall ensure the move is completed in accordance with established policy and procedure.  It will be up to the Executive Medical Director to ensure an MRP is available at the receiving facility.  
3.3 Discharge of Patients 
At the time ofadmitted until discharge, the Most Responsible Practitioner or delegate shall provide .  The MRP shall document a discharge order and should complete theplan into the patient’s health record within 24 hours of admission. The plan should be updated as part of daily care-planning.
The MRP or delegate on-call shall provide a discharge summary in an approved modality for the Electronic Health Record.  The order and complete a discharge summary should include the following:using a discharge template approved by HAMAC.  The summary shall include information about the course in hospital, current and discontinued medications, follow-up plans, patient disposition, advance directives, and recommendations to community Practitioners and healthcare professionals. The discharge summary shall conform to IHealth documentation policy in Facilities where IHealth has been deployed.
(i) Identifying patient and provider information;
(ii) DistributionA required component of copies to the referring physician and/or family physician or others;
(iii) Date of admission;
(iv) Date of discharge;
(v) Admission diagnoses;
(vi) Discharge diagnoses;
(vii) Complications;
(viii) Allergies;
(ix) Details of discharge medications, including reasons for giving or altering medications, frequency, dosage and proposed length of treatment;
(x) Brief summary of the management of each of the active medical problems during the admission; including major investigations, treatments and outcomes; and
Follow process includes provision of follow-up instructions and specific plans after discharge, including post-discharge plan to the patient, caregivers and medical Practitioner. These instructions should include a list of follow-upall appointments made with consultants, furtherany pending outpatient investigations, and outstanding tests, patient disposition and advanced directives if applicable; and any home and community care supports arranged or needing to be arranged.
(a)  A Discharge Summarydischarge summary is required for:
All all in-patient discharges regardless of length of stay except for uncomplicated , all deaths and all obstetrics and newborns.  The prenatal record is considered to be cases, except for those patients with:
0. An uncomplicated daycare or short-stay surgery;
An uncomplicated obstetrical delivery; 
An uncomplicated neonatal admission; or
A short admission where HAMAC and the Board have approved an abbreviated discharge documentation process.
For uncomplicated obstetrical admissions, the British Columbia (BC) Antenatal Record Part 1 and 2 shall become an integral part of the patient record.    The BCRPC Labor,BC Labour and Birth Summary andRecord, together with the BC Newborn Record Part 1 and 2 must be completed and placed in the health record by the physician/midwifeMRP and will form the discharge summary in uncomplicated deliveries.
A combined operative report and discharge summary, including follow-up plans, is required for uncomplicated daycare and short- stay surgery and for uncomplicated surgical cases with a length of stay of less than 48 hours.
To ensure continuity of care and patient safety, the discharge summary should be completed at the time of discharge but must be completed within two (2) days of discharge, with the expectation that Island Health will ensure the delivery of copies to appropriate recipients within two (2) days following completion.  
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(ii) All complicated Obstetrics and Newborns.
(b) The Discharge Summary must be completed within 5 days of patient discharge.
1.5.9 
(c) An operative report is required for all invasive procedures except those documented as part of a medical imaging procedure.
(d) The Operative Report/Procedural Report.  The report must be documented in an approved modality suitable for the Electronic Health Recorddictated immediately upon completion of the procedure.  The operative report should include:
(i) Identifying patient and provider information;
(ii) Distribution of copies to the referring physician and/or family physician or others;
(iii) Date of admission;
(iv) Date of procedure;
(v) Preoperative diagnosis/indications;
(vi) Proposed procedure;
Postan operative diagnosis;or other high-risk procedure. If the operative report will not be placed in the health record immediately after dictation, then a progress note must be entered in the health record immediately after the procedure to provide pertinent information to the next care provider(s).
The operative report must contain, at a minimum:
0. The patient’s name and health-record number; 
The name of the primary surgeon and assistant(s); 
The names of Practitioners who should receive a copy of the report;
Date and time of admission; 
Date of procedure;
Pre-operative and post-operative diagnosis;
Proposed procedure(s) and indications; 
Operative procedure(s) performed; and
Description of procedure performed including Operative complications, if any; 
The patient’s condition of patientbefore, during and at conclusion of operative procedure, estimatedimmediately after the operation;
Estimated blood loss; and specimens 
Specimens removed. and their disposition (e.g., to pathology).
For medical-imaging and laboratory-medicine procedures, or for other minimally invasive procedures, a procedure note is required in lieu of an operative report.
Operative and procedural reports shall be documented in a VIHA-approved template and format.  Where the IHealth platform is in use, the report must be completed in the EHR.
A combined OR/Dischargeoperative report and discharge summary including follow-up plans is required for Day Care Surgery, is required for daycare and short- stay uncomplicated surgery and uncomplicated surgical cases with a length of stay of less than 48 hours.
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4.1 Consultation shall be initiated by the Most Responsible Practitioner or another practitioner involved in the care of the patient. Communication shall always be from practitioner to practitioner. 
4.2 The Consultant shall examine the patient and the health record as appropriate.    The findings, opinions and recommendations must be communicated to the practitioner who requested the consultation.  The consultation shall be documented in an approved modality suitable for the Electronic Health Record.  The consultation report must include the following:
(a) Identifying provider and patient information;
(b) Distribution of copies to the referring physician and/or family physician or others;
(c) Date of admission or outpatient encounter;
(d) Date of consultation;
(e) Introduction/chief complaint;
(f) History of present illness;
(g) Allergies;
(h) Medications;
(i) Diagnoses; 
(j) Recommendations.
4.3 The consultation report may also include as appropriate the following:
(a) Past health history;
(b) Family history;
(c) Social history;
(d) Review of systems;
(e) Physical examination;
(f) Mental status examination;
(g) Diagnostic findings; and
(h) Advanced directives.
4.4 A Department or Division Head or a Site Chief may request or require a practitioner with privileges in his/her department or division to obtain a consult when, in the opinion of the Department of Division Head:
(a) Diagnosis of the patient is in doubt after reasonable investigation; or
(b) Patient does not appear to be responding to the prescribed treatment; or
(c) Patient’s condition is serious enough to be considered life threatening; or
(d) There are other circumstances, which in the opinion of the Department or Division Head require consultation.
4.5 The Senior Medical Administrator or Chief of Medical Staff may direct a Department or Division Head to obtain a consultation as outlined in 4.4 (a), (b) or (c).
4.6 Consultation shall be obtained by the most responsible practitioner when required by government policy or law, Medical Staff Bylaws or Rules, or Department policy as approved by the HAMAC.  
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This section refers to all scheduled medical, surgical and interventional treatments or procedures (hereinafter called “procedure(s)”) that require booking through VIHA booking services.
1.5.10 Booking Requirements
(a) Booking requests shall be requested by, or on behalf of, the practitioner who has the authority to perform or request the procedure(s).
Booking requests shall be submitted in accordance with approved VIHA booking request forms, processes and timelines.
Required documentation, in accordance with established VIHA standards, shall be submitted at the time of the booking request.
(b) If scheduled treatments or procedures are cancelled for administrative reasons, hospital staff shall be responsible for rebooking the procedure(s) in consultation with the practitioner and for notification of the patient and the practitioner.
1.5.11 Consent Requirements 
Subject to applicable legislation, the VIHA Health Care Consent policies and procedures as well as applicable legislation will be followed at all times when obtaining and documenting consent for all electively scheduled procedure(s).
5.1 For any individual not involved with care of the patient, patient consent is always required before observation of any procedure(s) is allowed.
1.5.12   Requirements for Surgical Procedures
A surgeon shall be the Most Responsible Practitioner for peri-operative management of the patient and for the performance of any surgical procedure.
(a) When surgery is performed by a dentist (DDS), it is the responsibility of the dentist to arrange coverage by an MRP with admitting privileges to manage and coordinate the care of any inpatients.  For outpatient or day surgery patients the dentist may provide a history and physical from a medical practitioner and the dentist will act as MRP in these situations.
(b) Surgery will be performed with the assistance of a second health professional when so required by VIHA policy. 
(c) The manager or supervisor of the operating room has the authority to cancel any procedure(s) if there are insufficient operational resources.  The operation will be rescheduled in consultation with the Most Responsible Practitioner with the main considerations being the patient’s interests and the optimum use of the operating room suite.  
(d) Prior to the commencement of emergency procedure(s) in the operating room, a physician must ensure documentation including a brief history, clinical status, and indication(s) for the procedure(s) has been performed. 
(e) An anesthetic record must be completed prior to the patient leaving the operating room/post anesthetic recovery area.  
(f) A post procedure note detailing any unusual circumstances related to the anesthetic shall be documented by the anesthetist (or delegate). This note must identify the specific practitioners who require copies of the report.  
(g) Before leaving the operating room, the surgeon shall ensure that the appropriate pathology requisition(s) for examination of tissues or other material has been completed. 
(h) The surgical record of operation must be completed within 24 hours of the procedure. 
(i) Any patient deaths that occur in the operating room/post anesthetic recovery area must be reported to the Coroner at the time of death in accordance with the Coroners Act.  All such cases shall be referred for review by the relevant quality and patient safety committee(s).
5.2 Requirements for Non-Surgical Treatments/Procedures 
(a) On completion of non-surgical treatment(s) or procedure(s), the practitioner shall document a progress note on the patient record, describing the treatment(s) or procedure(s), the outcome and any unusual circumstances. 
(b) A post procedure note detailing any unusual circumstances related to incidents of clinical significance shall be documented by the practitioner. This note must identify the specific practitioners who require copies of the report.  
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1.6 Health Records are 
1.6.1 [bookmark: _Toc479168459][bookmark: _Toc479168625][bookmark: _Toc480288314][bookmark: _Toc480534337][bookmark: _Toc489515254][bookmark: _Toc517336359][bookmark: _Toc448390260]Both paper-based and electronic Health records are those documents compiled by the medical and professional staff of VIHAIsland Health to document care provided to patients/, clients and residents.  MembersThe responsibility of the medical staff involved in patient care shall be responsible for the preparation and legibility ofPractitioners to complete their component of a Health Record remains regardless of the format in which the Health Record is maintained.  The Clinical Documentation Policy outlines the health recordaccuracy and integrity of clinical documentation required of Practitioners.   All Medical Staff shall comply with this policy. 
1.6.2 [bookmark: _Toc479168460][bookmark: _Toc479168626][bookmark: _Toc480288315][bookmark: _Toc480534338][bookmark: _Toc489515255][bookmark: _Toc517336360]Medical Staff shall use Computerized Provider Order Entry (CPOE) to place, manage and monitor orders electronically in the Electronic Health Record (EHR) at all VIHA Facilities where CPOE has been implemented.  VIHA is responsible to provide education and training for the use of CPOE and the EHR.
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AllOnly Practitioners with admitting or consulting Privileges may sign off or authenticate orders for medical treatment shall be documented and signedin Facilities operated by a practitioner with appropriate medical staff privileges. VIHA. 
An order for medical care may be dictated over the telephone to a registered nurse, licensed practical nurse or registered psychiatric nurse.  An order dictated over the telephone shall be writtendocumented over the name of the ordering practitioner and be signedPractitioner by the person to whom they arethe order is dictated.  The ordering practitioner shallPractitioner must sign the order in the paper health record or authenticate such orders as soon as possibleit in the EHR within 24 hours of the order having been dictated.  
(a) OrdersA Practitioner may be faxed if signed by a medical practitioner.
Telephonegive telephone orders pertaining to other professional staff in disciplines, e.g. such as medical imaging, laboratory medicine, occupational therapy, physical therapy, respiratory therapy, dietary, or pharmacy, etc., may be given by the medical practitioner to a member of that discipline who shall document and sign the orders onin the EHR, or in the Physicians Order Sheethealth record where paper-based charts are in use, over the name of the ordering practitioner.  The ordering practitioner shall authenticate such orders as soon as possible.Practitioner.  
Paper-based orders may be faxed. Practitioners must sign off in the fax that they have specifically written or approved the orders submitted in this manner.
In an emergency a practitionerPractitioner may give verbal orders for treatment orders to other members of the care team who shall transcribedocument and sign the order onto the chart over the practitioner’s name per on behalf of the writer’s name.    Such orders Practitioner.  Following the emergency situation, the ordering Practitioner shall be countersign these orders as soon as possible. In Facilities where CPOE is implemented, the Practitioner shall ensure the orders are entered into the EHR and authenticated by the ordering practitioner as soon as possiblePractitioner.
All ordersOrders for treatment shall have the name printed and only be legibly written, dated, timed, numbered (with the professional body’s license number), and signedgiven by a staff member of a professional practice group as definedmembers of a health profession identified in the Health Professions Act and in accordance with the standards of thethat member’s College.  Orders shall be legible, clearly identify the date and time of the order, the member’s full name and College identification number, and signature or electronic authentication. 
Medication orders willshall follow the acceptable standard according to the policies of the HAMAC with respect to legibility, use of standards outlined in the VIHA Medication Orders policy . Orders shall be legible, accurate, contain only approved abbreviations, and adherenceadhere to VIHA’s formulary policies of the hospital.
Practitioners prescribing medication shall comply with sectionSection 19 of the Controlled Drugs and Substances Act,  (1996) and other federal and provincial legislation pertaining to the use of drugs.  All Medication Policies and Procedures will be followed as approved by HAMAC through the Pharmacy and Therapeutics subcommittee.
No drug, whether supplied by the hospitalVIHA or not, may be administered to a patient without an order from a health professionalPractitioner authorized to administer medications. prescribe that drug. This may include practitionersPractitioners outside the scope of this document these Rules, including nurse practitionersnurses and pharmacists as per local policy.. 
(b) Only those drugs approved by the HAMAC and listed in the hospital formulary shall be available for prescribing by practitioners. All other medications, including investigational drugs, may be used as per existing policies.  
A Practitioner using Clinical Order Sets, includingwhether preprinted orders, may be used by a medical department or division following approval by the Medical Quality Committeeof HAMAC. The practitioneror prepopulated in the EHR, is responsible for signing preprinted ordersor authenticating them.   
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Progress notes for acute -care patients shouldshall be documented at leastby the MRP daily and, or more often if the patientfrequently as determined by the evolving condition warrants.  of the patient. 
Progress notes should describe;shall document: 
0. DateThe date and time of service;assessment or intervention; 
Any material change in the patient’s condition; 
	Active monitoring, investigation and measuringtreatment, including the management of a problem list; and
AnticipatedAny revision to the anticipated date of discharge, discharge plan or prognosis. 
Progress notes for Alternative-Level-of-Care (ALC) patients must be documented as often asin response to a change in the patient’s condition warrants.
1.6.5 [bookmark: _Toc479168463][bookmark: _Toc479168629][bookmark: _Toc480288318][bookmark: _Toc480534341][bookmark: _Toc489515258]Completion of Health Records
Health records containing all relevant documents should be completed and validated by all involved practitionersPractitioners as soon as they become available.  All health records must be completed according to policies that have been formally acceptedPractitioners shall comply with the VIHA Health Records Policy approved by HAMAC and by the Board.  
The Health Record will be accepted for filinghealth record may be filed as incomplete only under the following extenuating circumstances (extended:
0. Medical Leave of Absence,  greater than three months; 
Resignation,  from the VIHA Medical Staff; 
Retirement, ; and 
Death) and only if the Physician is unable to complete the records assigned.  .
If the physician responsibleMRP is no longer available to complete the chart(s),health record(s) due to circumstances outlined in Article 1.6.5.2 above, the appropriate Division Head, Department ChiefHead or Chief of Staff will be responsible for reviewingshall review the record and providingprovide written authorization for filingto file the health record Health Record as incomplete.
If the practitionerPractitioner is unable to complete and validate the health recordHealth Record because all relevant documents and reports are not available or completed, the Practitioner shall notify the Health Records Department is to be notified.directly.  
Prior to planned absences, the practitionerPractitioner shall complete all outstanding patienthealth records (as per Section 3.4(a))..  Practitioners who have notified Medical Administration in advance ofthe Health Records Department in writing prior to their absence shallwill not lose privilegesreceive an administrative suspension for incomplete records identified during their absence.  Outstanding records shall be completed within 14 days afterof the practitioner’sPractitioner’s return (as per Section 3.4(a)).. 
Locum tenens practitionersPractitioners (locum tenens) are responsible to complete the Health Records of patients for the completion of whom they have been MRP during the locum-tenens period. The Practitioner the locum tenens replaced is responsible to complete health records of patients they have been caring for.  When possible, records left incomplete shall be completed by the medical staff member replaced by the locum tenens.  
WrittenThe Health Records Department shall provide the responsible Practitioner with written notification of failure to complete records shall be provided to the responsible practitioner by the Health Records Department.  Within 14 days of issuance of this notice, the practitionerincomplete health records. The Practitioner shall complete the identified records.   A 7 within 14 days of this notice being issued. Should the records remain incomplete after that time, a seven-day pre-noticenotification of automaticadministrative suspension will be issued should the.  Subsequent failure to complete outstanding records remain incomplete.  Failure to do so mayshall result in thean administrative suspension of all hospital privilegesPrivileges except for thethat the Practitioner shall continue to provide ongoing care offor patients already inadmitted to hospital and to fulfill medical department on-call obligations until the records are completedcomplete.  
Repeated failure to comply with the above regulations incurringAfter a Practitioner receives three automatic suspensions in any consecutive 12-month period, HAMAC may impose an automatic full suspension on 3 occasions during any 12-month period may result in a suspension of for up to 30 days of all privileges following a review by the HAMAC.  
(a) [bookmark: _Toc479168464][bookmark: _Toc479168630][bookmark: _Toc480288319][bookmark: _Toc480534342][bookmark: _Toc489515259]Physicians whose privileges remain suspended more than 30 days will be reported to the BC College of Physicians & Surgeons.
1.6.6 Release of Health Records 
Health recordsAll health records maintained in VIHA-operated Facilities, paper-based or electronic, are owned bythe property of VIHA and are. They shall not to be copied or removed from a facility VIHA Facility without the express written permission of the Director, Health Records Services (or designate), or Department, as ordered by the courts.outlined in VIHA health-records policy. 
Community -based paper health records may travel with the patient, family or caregiver during the provision of care. 
All available VIHA records of any patient shall be available to Community-based Electronic Medical Records (EMR) may be electronically transferred to or accessed by a practitionerPractitioner currently involved in the care of that patient. 
A Practitioner may access all available VIHA patient health records as long as the Practitioner is MRP or has been asked by the MRP to be clinically involved in that patient’s care.  
Confidentiality of patient medical information is paramount.of utmost importance.  Practitioners must respect and shall adhere to relevant organizational: 
0. Federal or provincial legislation governing privacy and access to health records; and
VIHA policies governing privacy and access to health records.
[bookmark: _Toc473532868][bookmark: _Toc473532956][bookmark: _Toc473638870][bookmark: _Toc517336362][bookmark: _Toc517442480][bookmark: _Toc224709379][bookmark: _Toc245195337]SECTION 7 – QUALITY ASSURANCE, QUALITY IMPROVEMENT AND PEER REVIEW
1.7 Quality assurance, quality improvement and peer reviews are processes that ensure appropriate standards and patterns of medical care are created and maintained throughout VIHA.  Medical staff are required to participate on quality committees relevant to their area of expertise as requested. Medical Staff Membership and Privileges
1.7.1 [bookmark: _Toc442960292]Well-defined processes for application and maintenance of Medical Staff membership and Privileges within Facilities operated by VIHA are essential.  Terms and criteria for appointment and membership are detailed in Article 3 of the Bylaws. Procedures for application, appointment and review are detailed in Articles 4 of the Bylaws.  VIHA supports consistency and transparency in these processes.  
1.7.2 [bookmark: _Toc517336363][bookmark: _Toc489515261]Procedure to Address Application Requests when No Vacancy Is Declared
The procedures for application, appointment and review are set out in Article 4 of the Bylaws.
Individuals who submit unsolicited letters of intent to apply for membership on the Medical Staff will be notified in writing that no vacancy exists. A copy of each letter will be sent to the appropriate Department or Division Head for information.
1.7.3 An unsolicited letter of intent to apply for membership on the Medical Staff does not constitute an application 
7.1 Departments shall be responsible for monitoring the quality of patient care and services provided by its Members.  Department members shall participate in a program of structured quality assurance regarding the care provided to patients by its Members, which shall at minimum include:
(a) Patient clinical outcomes;
(b) Legislatively mandated reviews;
(c) Adverse clinical events arising from patient care; and
(d) Mortality in acute care environments.
7.2 Quality assurance activities of Departments shall be performed in accordance with Section 51 of the Evidence Act.
7.3 The recommendations of Departmental quality assurance activities shall be reported to the Quality Committee of the HAMAC.  Local medical advisory committees shall be involved in this process.
7.4 The specific quality assurance activities of the Department shall be described in the Department policies and procedures.
Quality improvement activities are the shared responsibilityArticle 4.1.3 of the Quality and Patient Safety portfolio.  Departments and their members are expected to participate in these multi-disciplinary processesBylaws.
[bookmark: _Toc473638872][bookmark: _Toc473638873][bookmark: _Toc474141796][bookmark: _Toc474142008][bookmark: _Toc474142609][bookmark: _Toc478479282][bookmark: _Toc479168466][bookmark: _Toc479168632][bookmark: _Toc480288321][bookmark: _Toc480534344][bookmark: _Toc489515262][bookmark: _Toc224709380][bookmark: _Toc245195338]SECTION 8 – MEDICAL STAFF MEMBERSHIP AND PRIVILEGES
1.7.4 [bookmark: _Toc442960294]Appointment to the Medical Staff 
Terms and criteria for appointmentAppointment to the medical staff Medical Staff, as well as procedures for application and review, are detailed in Articles 3 and 4 of the Medical Staff Bylaws.
(a) Members of the medical staff are appointedAppointments to the clinical Department(s) of medical staff of VIHA. 
(b) The local medical advisory committee (LMAC), as the governing committee for local medical staff, will recommend to the HAMAC the scope of privileges being requested in specific facilities based on the local need for the Member to complement local medical services.
(c) Active Staff privileges may be limited in scope as defined by a Department, through its Department Head, subject to review and approval by the Medical Planning and Credentials Committee.  
8.1 Procedural Privileges
(a) Physicians, Dentists and Midwives who are being or have been appointed to the medical staff must apply to the Board for procedural privileges.  The HAMAC will make recommendations to the Board based on input of the LMAC in which the privileges are being requested and input of the relevant Department Chief.
(b) All procedural privileges require documentation of training and experience.  The granting of Procedural Privileges to a Member is dependent on the training, experience and qualifications of the Member requesting such Procedural Privileges as well as the service needs of the local medical staff and the ability of VIHA to provide adequate resources and staff to perform such a procedure.
Procedural privileges may be granted to a Member on the basis of adequate documentation provided by another British Columbia Staff are Health -Authority or Facility where that Physician has obtained such procedural privilegeswide.
(c) As part of the annual review (or otherwise as per Article 4.4.4 of the Bylaws) of all privileges, maintenance of procedural privileges will be determined by the Department Head’s evaluation of proven competence and ongoing expertise as well as program requirements.
8.2 Basic Procedural Privileges
(a) Certain procedural privileges will be defined by the Medical Planning and Credentials Committee as Basic Procedural Privileges and will be automatically granted to all Members within defined Departmental, Division or Section categories.
(b) Basic Procedural privileges will be reviewed and amended as directed by the Medical Planning and Credentials Committee based on input of the relevant Chief of the Department/Site/Division.
8.3 Advanced Procedural Privileges
(a) The Medical Planning and Credentials Committee will define certain procedural privileges that require additional training, e.g. Anesthesia conducted by general practitioners. 
(b) These procedures may also include a group of related procedures (e.g. advanced laparoscopic general surgery) and will relate to the specific training, demonstrated expertise and current practice of the applicant member of the medical staff.
(c) Advanced Procedural privileges will be reviewed and amended as directed by the Medical Planning and Credentials Committee based on input from the relevant Chief of the Department/Site/Division.
8.4 Specific Procedural Privileges
(a) Specific Procedural Privileges require an individual application process in the following situations:
(i) The introduction of a new technology for which training has not previously been available to the specialty;
(ii) A request for privileges outside the applicant’s specialty area;
(iii) A request by a non-Specialist for procedural privileges in a specialist area;
(iv) A request for privileges generally not included in a specific staff category as defined in the Bylaws; and/or
(v) Procedural privileges not included as basic or advanced privileges.
(b) The Department Chief, in consultation with the Chief of the specialty Division and/or Site (if applicable) in which the procedural privilege is requested, will determine and evaluate the training and experience required or gained by an applicant to support his or her request for Specific Procedural Privileges.  This may include supervision of the procedure by qualified physicians for a number of cases.
(c) The training and experience requirements will be determined as a standard for all new applicants.
(d) In exceptional circumstances the Department Head may determine and evaluate the training and experience on an individual basis if the applicant does not meet the standard for new applicants but can demonstrate training and experience of a similar validity.
(e) Where Specific Procedural Privileges have been granted, the Board in consultation with the HAMAC and Department Head may specify the frequency at which such a procedure should be performed for this specific procedural privilege to be retained by the Member.
Privileges define the scope and location of a Practitioner’s permit to practice in Facilities and Programs operated by VIHA. The Board may grant Privileges for more than one Facility or Program after considering the recommendation of HAMAC.
Procedural Privileges are a permit to perform specific operations or procedures in Facilities and Programs operated by VIHA. Procedural privileges are:
0. Assessed using specialty-specific British Columbia Provincial Privileging Dictionaries; and   
Granted by the Board on the recommendation of HAMAC after an affirmative review of the training and competence of the Practitioner, the service needs of VIHA, and the available resources in a specific Facility or Program operated by VIHA.  
The Department Head, or delegate, shall re-evaluate procedural privileges during the reappointment cycle to confirm the Practitioner’s maintenance of competence, the ongoing service needs of VIHA, and the available resources in a specific Facility or Program operated by VIHA.
Each Practitioner will be assigned to a Primary Department.  HAMAC shall consider requests for cross-appointment to other Departments on the advice of the Department Heads involved. Cross-appointments will be based on the Participant’s ability to fulfill membership responsibilities in each Department to which the Practitioner is assigned.
An active or consulting staff member may apply for Privileges in another Facility or Program operated by VIHA. Additional privileges may be granted by the Board following review of a recommendation by HAMAC. 
The process for specialist recruitment to the Medical Staff is defined in VIHA Policy #3.1.2: Specialist Physician Recruitment. The appointment of a specialist requires completion of a VIHA Impact Analysis  and is governed by  Article 3.1.5 of the Bylaws. 
1.7.5 [bookmark: _Toc473292828][bookmark: _Toc473293282][bookmark: _Toc473292829][bookmark: _Toc473293283][bookmark: _Toc517336364][bookmark: _Toc458763380]Medical Staff Categories 
Medical Staff categories are identified in Article 6 of the Bylaws. The Rules provide further details about some of these categories. The Medical Staff categories are as follows:
0. Provisional staff;
Active staff;
Associate staff;
Consulting staff;
Temporary staff;
Locum tenens staff;
Scientific and Research staff; and
Honourary staff.
1.7.6 [bookmark: _Toc489515266]Locum Tenens Staff
(a) Appointments for locum tenens are governed by Article 6.6 in the Medical Staff Bylaws and are subject to approval of the Department Head.  
The granting of a locum tenens appointment providesArticle 6.6 of the Bylaws defines the Locum Tenens Staff category and scope of practice.  These Rules further define privilege activation or de-activation, maintenance of privileges and responsibilities for Locum Tenens Staff, as well as the role of Provisional, Active or Consulting Staff members seeking a locum tenens.
Members of the Locum Tenens Staff are appointed for a specified period of time, not to exceed twelve months, for the purpose of replacing a member of the Provisional, Active, or Consulting Staff during a period of absence.  
Members of the Locum Tenens Staff may only replace an absent member of the Provisional, Active or Consulting Staff. “Absent” means being away from hospital or institution practice for a vacation, educational leave, illness or Board-approved leave of absence.
Members of the Locum Tenens Staff may cover on-call shifts only when they are providing locum coverage for an absent member for the specified period of the absence.
A request for Locum Tenens Staff for a period of less than 48 hours will only be approved in urgent circumstances.
While Locum Tenens Staff privileges may be granted for up to twelve months, each consecutive period of locum coverage must be approved in advance in order to activate privileges.  When the approved period of coverage concludes, privileges are deactivated. For each subsequent locum-tenens coverage period a Provisional, Active or Consulting Staff member must submit a completed locum scheduling form to the Credentialing & Privileging Office confirming coverage dates, which then must be approved by the Division or Department Head prior to privilege re-activation.
A period of absence of more than 6 weeks is defined as a leave of absence (LOA) and must be recommended for approval by the Department Head, MPCC, and HAMAC to the Board (refer to Article 1.7.14 of these rules).
Appointment to the Locum Tenens staff conveys no preferential access to status or privilege in seeking a future appointment to any other category of the medical staff at some later time.Medical Staff
(b) The Physician who will be replaced by the Locum Tenens has the responsibility to determine what aspects of his/her practice the Locum Tenens is prepared and qualified to cover and for making arrangements with other qualified Practitioners to attend to those aspects of the practice that the Locum Tenens will not be covering.
1.7.7 The medical staff member who will be replaced by a Application & Maintenance of Locum Privileges 
A Provisional, Active or Consulting Staff member must advise the Credentialing & Privileging Office  of the specific dates of any upcoming locum tenens and the relevantrequirement. The request must be approved by the Division or Department Head, Site  in advance.
Minimum lead times for Locum Tenens category privileges are:
0. New Applicants:   6 weeks 
Current Locum Tenens Staff requesting additional site privileges:  2-4 weeks.
In situations requiring urgent Locum Tenens appointment, the Chief or Chief of Staff Medical Officer (CMO), or designate, may grant interim privileges while the application is processed.
Upon approval by the Division or Department Head, applicants who have not previously held Island Health Medical Staff privileges will be provided an application package for new locum tenens privileges.  The completed application package must be approved by the Division or Department Head, following which it will be forwarded to MPCC and HAMAC for a recommendation to the Board for approval.  
Performance appraisals will be completed annually or at the conclusion of the locum period, as determined by the Division or Department Head, and placed on the locum’s personnel file. 
1.7.8 Responsibilities of the Medical Staff Member Requesting a Locum Tenens
The Medical Staff member is responsible to notify the Credentialing & Privileging Office of an upcoming locum tenens arrangement by forwarding the completed locum scheduling form, indicating start and end dates, within the required shall familiarize the locum tenens with minimum lead time. 
The Medical Staff member must be absent from the hospital or institution for the full period of locum coverage, except to permit orientation and patient handover.
The Medical Staff member is responsible for the orientation of the locum-tenens practitioner to the facility and , including orientation to program policies and procedures necessary for the medical care of patientsrequired to support provision of care to patients.  If the Medical Staff member is unavailable to fulfil these responsibilities, the Division or Department Head shall assign the responsibility to another member of the Medical Staff.
The Medical Staff member must confirm that the requirement for EHR competency has been attained by the locum-tenens practitioner.  Locum tenens privileges will not be activated without confirmation of competency and/or completion of mandatory training.    
The Medical Staff member is responsible for the completion of any health records the Locum Tenens practitioner fails to complete while providing locum-tenens coverage.
1.7.9 Responsibilities of Locum Tenens Practitioner
Locum Tenens privileges are granted to a specific physician for a defined period of time.  
New Locum Tenens Staff must ensure EHR education modules are completed and competency has been achieved. Failure to do so may result in not receiving privileges in time to cover the desired locum.
Locum Tenens Staff members are responsible for the completion of all health records of patients for whom they have been caring.  Failure to complete health records will result in a review of privileges by the Division or Department Head, which may impact the ability to obtain future Locum Tenens privileges.
Locum Tenens Staff may not assign their locum coverage to another Practitioner with Locum Tenens privileges. 
The term of the locum ends automatically when the regular Medical Staff member returns to practice.  Any requests to provide future locum tenens coverage must be sent to the Credentialing & Privileging Office for approval.
1.7.10 [bookmark: _Toc489515267][bookmark: _Toc517336365]Temporary Appointments to Medical Staff 
Appointments for temporary medical staff are governed by Article 6.5 in the Medical Staff Bylaws.   The purpose of these appointments an Appointment to the Temporary Medical Staff is to fill a temporarytime-limited service need. Further details are outlined in Article 6.5 of the Bylaws.
The granting of a temporary medical staff appointment providesAppointment to the Temporary staff conveys no preferential access tostatus or privilege in seeking a future appointment to any other category of the medical staff at some later timeMedical Staff.
(a) Documentation
(i) Applications for temporary staff privileges are to be completed on the prescribed forms before being processed according to the Bylaws.  
Temporary privileges may be granted without application to Physicians for limited situations such as Under normal circumstances, a Temporary staff appointment must follow the policies and procedures used for any other Medical Staff appointment; in special or urgent circumstances, however, where temporary Medical Staff may need to be appointed quickly, the EVP & CMO, on the authority of the CEO, may  grant Temporary Privileges for a specified purpose and period of time. Examples include: 
0. privileges required for organ retrieval, education, demonstration of medical; 
demonstrating equipment, etc. or new procedures; 
Temporary privileges granted without application providing care during mass casualties; or 
meeting a time-limited clinical need that temporarily overwhelms a Department’s capacity to provide adequate coverage. 
(ii) This appointment shall be granted by the Senior Medical Administrator based on his/her assessment of the emergent need to grant such privileges and of the appropriate training and experience of the individual.
8.5 Urgent Appointment to Temporary Medical Staff
(a) Pursuant to Article 4.1.4 of the Bylaws, Temporary Procedural Privileges, including Basic, Advanced and Specific Procedural Privileges, may be granted to an applicant for membership on the medical staff or to a physician duly qualified and licensed in British Columbia under special or urgent circumstances such as a medical emergency or where there is a demonstrated need for the applicant to begin to provide clinical services in advance of a Board meeting to consider the application.
The temporary appointment must be ratified or terminated by the Board at its next scheduled meeting. 
1.7.11 [bookmark: _Toc517336366]If the next Board meeting falls in advance of the Medical Planning and Credentials Committee meeting to consider the temporary member’s application for Interim Appointment, the Board may, on the advice of the Senior Medical Administrator, extend the Temporary 
[bookmark: _Toc517336367]Interim Appointment is a term used by the VIHA HAMAC, MPCC and Medical and Academic Affairs Department to describe privileges granted to an applicant whose clinical services are required while an application is still proceeding through the approval process, which is outlined in Article 2.18 of these Rules.
[bookmark: _Toc517336368]When circumstances require privileges to practice in a Facility or Program operated by VIHA before a final application can be reviewed by HAMAC and approved by the Board, the EVP & CMO may grant an Interim Appointment to the Medical Staff. The MPCC must have already reviewed the application to ensure completeness and the Department Head or delegate must have obtained favourable reports, including verbal reports, from the referees identified in Article 4 of the Bylaws.  
[bookmark: _Toc517336369]The Interim Appointment shall remain in effect until the Board has an opportunity to review HAMAC’s recommendation and reach a decision, or for up to three (3) months, whichever period is shorter.
[bookmark: _Toc517336370]An Interim Appointment may be renewed once if the EVP &CMO is satisfied that extenuating circumstances justify the renewal.
[bookmark: _Toc517336371]The purpose of the Interim Appointment shall be indicated clearly in writing to the Practitioner and the applicable Department Head.
[bookmark: _Toc517336372]Interim Appointments permit applicants to practice for the defined term in the Medical Staff category to which they have applied.
[bookmark: _Toc517336373]An Interim Appointment conveys no preferential status or privilege in seeking a future appointment to any category of the Medical Staff.
[bookmark: _Toc517336374][bookmark: _Toc517336375]The application of a Practitioner granted an Interim Appointment must be reviewed at the next HAMAC meeting and forwarded to the Board for decision at the Board’s next scheduled Board meeting. 
In the event that the Board terminatesdoes not approve the appointment to temporary medical staffof an applicant with an Interim Appointment, the applicant or temporary member shall cease all clinical activity in VIHAthe Facilities and Programs operated by VIHA and immediately transfer the ongoing care of any patient under his/her careadmitted patients to another medical staffan appropriate member of Medical Staff.
8.6 [bookmark: _Toc517336376]In-depth Performance Evaluations
(a) In-depth review is the periodic, or ongoing, evaluation of a medical staff member’s practice and performance and occurs in addition to, or in conjunction with, the member’s annual review (or otherwise as per Article 4.4.4 of the Bylaws).  Each member must undergo this review at the following times:
(i) Application for change in category of medical staff appointment including change from Provisional to Active status;
(ii) At the first anniversary of the Members’ appointment to the Active medical staff;
(iii) At an interval to be determined by the Department Head of the primary Department to which the Member has been appointed, in consultation with the Heads of other Departments to which the Member may also be appointed, but no less frequently than every 3 years at the time of re-application for Appointment to the medical staff.
(b) The intent of in-depth review is quality improvement and the process is designed to be educational and potentially corrective.  In-depth reviews should be performed in accordance with disclosure safeguards found in Section 51 of the Evidence Act.
(c) Any recommendations involving a change of privileges resulting from the in-depth review will be sent to the HAMAC via its credentialing process.
(d) In depth reviews will be held where concerns are identified with quality of care, interpersonal communications, documentation standards, or at the discretion of the Department Head and Site Chief where an opportunity for improvement is identified.  They may be regularly scheduled as part of a continuing professional development plan. 
(e) The process for a performance review will be coordinated through the member’s Department Head and Site Chief with input from the Division Chief as required.  The review will include review of any or all of the following:
(i) Inpatient and outpatient clinical documentation for quality, accuracy and timeliness;
(ii) Complications, morbidity and mortality review;
(iii) Incident reports and complaints;
(iv) Continuing medical education including updates specific to departmental and/or program requirements;
(v) Patient satisfaction data;
(vi) Procedural privilege evaluation including frequency of procedures done;
(vii) Direct observation of procedural and assessment skills;
(viii) Compliance with bylaws, rules and departmental policies and procedures;
(ix) Communication with medical colleagues and other members of the health care team and health authority staff with whom the member works; and 
(x) Utilization/quality management data.
(f) The performance review will be coordinated by the Department Head in discussion with the Executive Medical Director and may be completed by:
(i) Department Head;
(ii) Division Chief;
(iii) Site Chief;
(iv) Chief of Staff;
(v) Departmental subcommittee;
(vi) Delegated representative of the Department Head;
(vii) Another appropriate body of the medical staff; or
(viii) External reviewers appointed by the Department as approved by the HAMAC on the recommendation of the Department Head, Executive Medical Director or Senior Medical Administrator.
(g) The Department Head or delegate will discuss the results and recommendations of the in-depth review with the medical staff member before any report is sent to the Medical Planning and Credentials Committee for further action.  A copy of the final report will be provided to the member. 
(h) Should the member of the medical staff have concerns with the report, the concerns should be addressed through the Medical Staff Association and/or the HAMAC Executive Committee as necessary.
(i) The process of performance review shall be monitored and audited by the Medical Planning and Credentials Committee for consistency, validity and the process and results of such audit shall be reported to the HAMAC.
8.7 Leave of Absence
(a) Any absence from practice for a period exceeding 6 weeks shall be considered a leave of absence and requires approval of the Board as per Article 4.7.2 of the Medical Staff Bylaws.  The Board may delegate authority to grant this to the Senior Medical Administrator.
(b) In considering granting a leave of absence the Board shall consider Department Rules, the advice of the Chief of the Department and the impact the leave of absence will have on the ongoing ability of the Department members to provide ongoing care to the population their Department is serving.
[bookmark: _Toc224709381][bookmark: _Toc245195339]SECTION 9 – ORGAN DONATION AND RETRIEVAL
9.1 VIHA and its medical staff will cooperate with the British Columbia Transplant Society in supporting the provincial program for organ donation and retrieval.
9.2 Membership and Appointment
The Board of Directors through the Chief Executive Officer or delegate may grant temporary privileges to physicians for situations such as organ retrieval.
1.7.12 Responsibility for Patient Care
In the event of organ donation, responsibility for the maintenance of the physiological status of the organ donor may be transferred, at the discretion of the Most Responsible Practitioner, to a physician member of the Organ Retrieval Team.
Consent for organ and tissue donation shall be validated through the British Columbia Transplant Society Registry or obtained through the patient’s next of kin in accordance with the Human Tissue Gift Act and Regulations.
Organ donation, after the declaration of neurological death, permits the Most Responsible Practitioner to transfer to and/or share responsibility with the Organ Retrieval Team. Standard protocols available from the Organ Retrieval Team may be followed and orders may be given to a registered nurse or a respiratory therapist for the maintenance of the physiological status of the donor.
[bookmark: _Toc224709382][bookmark: _Toc245195340]SECTION 10 – PRONOUNCEMENT OF DEATH, AUTOPSY AND PATHOLOGY
10.1 Only a physician member of the medical staff may pronounce a neurological or unexpected death.  Either a physician member of the medical staff or qualified practitioner may pronounce death in other circumstances.
10.2 No autopsy shall be performed without an order of the Coroner or the written consent of the appropriate relative or legally authorized agent of the patient.
1.7.13 In appropriate cases, the Most Responsible Practitioner shall make all reasonable efforts to obtain permission for the performance of an autopsy.
1.7.14 All tissue or material of diagnostic value shall be sent to the Department of Pathology.
10.3 Pathology specimens including body tissues, organs, material and foreign bodies shall not be released without due authorization of the Head of the Department of Laboratory Services or delegate.
10.4 A physician member of the medical staff shall complete the medical certificate of death or stillbirth.
10.5 Deaths shall be reported to the Coroner in accordance with the requirements of the Coroner’s Act.
[bookmark: _Toc224709383][bookmark: _Toc245195341]SECTION 11 – DELEGATION OF A MEDICAL ACT
11.1 The delegation of a medical act to a health professional other than another physician may be appropriate in certain restricted circumstances in the interest of good patient care.  Such delegation does not absolve the physician of responsibility for the care of the patient but rather widens the circle of responsibility for the safe performance of the procedure.  Responsibility is shared between the delegating physician and the professional who performs the delegated act. 
11.2 The medical act must be clearly defined and circumscribed with the degree of medical supervision indicated.  The professional who will perform the delegated act must be in agreement.  Competency requirements of individuals and the scope of practice of a professional group must be determined to decide what additional training is needed.  A physician with relevant expertise must ensure the required knowledge and skill are appropriately taught.  A non-physician may carry out the teaching, but not the examination for competence.  Re-evaluation and, if necessary, re-training of all professionals who perform delegated medical acts should be carried out on a regular basis as required to maintain professional competency and an appropriate standard of care. 
11.3 The Board of Directors must approve all delegated medical acts before they can be performed within the facilities and programs of VIHA.
[bookmark: _Toc224709384][bookmark: _Toc245195342]SECTION 12 – POSTGRADUATE TRAINING PROGRAMS
12.1 Resident Staff
(a) Appointments
1.7.15 All appointments to Resident Staff shall be made through the office of Medical Postgraduate Education in conjunctionClinical Fellows
[bookmark: _Toc517336377]Appointments: Clinical Fellows are physicians who have applied to and been accepted by VIHA for further training in a clinical discipline.  They must have medical liability insurance acceptable to VIHA, be licensed by the College of Physicians & Surgeons of British Columbia and be registered with the Faculty of Medicine at the University of British Columbia and the College of Physicians & Surgeons of BC. 
(b) Resident Staff
Resident Staff may attend patients under the supervision of a member of the Active, Temporary, Locum or Provisional medical staff of the department responsible for supervision of their work in the hospital.  They may carry out such duties as are assigned to them by the medical staff member to whom they have been assigned. (Further details of Resident Staff roles and responsibilities are contained in the Residents Manual available through the office of Medical Postgraduate Education.)
12.2 Clinical Fellows
(a) Appointments
Clinical Fellows must have adequate medical liability insurance, be licensed by the College of Physicians & Surgeons of BC and be registered with the Faculty of Medicine at the University of British Columbia..  Clinical Fellows shall be accepted only if supported by the appropriate Department Chief concerned andHead, recommended by the Medical Planning and Credentials Committee, the HAMAC and approved by the Board of Directors. . This process is congruent with the requirements for an appointment to the Medical Staff.
(b) [bookmark: _Toc517336378]Clinical Fellows
Scope of Practice: Clinical Fellows may attend patients under the supervision of a member of the Active, Locum, Temporary, Provisional, Consulting or Consultant medical staffLocum Medical Staff of the department responsible for supervision of their work in the hospitalFacilities operated by VIHA.  They may carry out such duties as are assigned to them by the Head of the Department or delegate to whom they have been assigned. They may not admit patients under their name.. They may not vote at medical staffMedical Staff or Department meetings.
1.7.16 [bookmark: _Toc517336379][bookmark: _Toc517336380]Clinical Trainees
(c) Appointments
: Clinical Trainees are those physicians, dentists, midwives or nurse practitioners who have applied to and been accepted by VIHA for further clinical training. They must have adequate liability insurance and be licensed by the College of Physicians and Surgeons of BCBritish Columbia, the College of Dentistry of BCBritish Columbia,  the College of Midwives of British Columbia, or the College of Midwives of BC.Registered Nurses of British Columbia.  Clinical Trainees shall be accepted only if supported by the appropriate Department Head concerned and, recommended by the Medical Planning and Credentials Committee, the HAMAC and approved by the Board of Directors. .   This process is congruent with the requirements for an appointment to the Medical Staff.
(d) [bookmark: _Toc517336381]Clinical Traineeships
The purposeScope of Clinical Traineeship is to provide a licensed physician, dentist or midwife an opportunity to maintain or enhance their clinical skills. Practice: Clinical Trainees may attend patients under the supervision of a member of the Active or Provisional medical staffMedical Staff of the department responsible for supervision of their work in the hospital.  They may carry out such duties as are assigned to them by the Department Head or delegate to whom they have been assigned.  They may not admit patients.  They may not vote at medical staffMedical Staff or Department meetings. 
1.7.17 Medical Students
[bookmark: _Toc517336382]All medical students Medical, Midwifery, Dentistry and Nurse Practitioner Students on Required Rotations 
0. All Medical, Midwifery, Dentistry and Nurse Practitioner Students working within a Facility, Programhospital, program or Departmentdepartment must be registered withthrough the applicable clinical Faculty of Medicine at the University of British Columbia and the College of Physicians & Surgeons of BC. , be attending a WHO/FAIMER-recognized medical school, or be attending a school with which VIHA has an affiliation agreement.  
Medical students They must hold a valid educational license from their professional College in British Columbia.  
Students may attend patients under the direct supervision of a member of the Active, Locum, Temporary or Provisional medical staff, Consulting or Locum Medical Staff, Resident staff or a Clinical Fellow in the department responsible for their training program.  
MedicalOrders written by students must ensure that orders arehave been discussed in advance with and the supervisor prior to being implemented and must be countersigned byat the supervising physician, resident or fellow.earliest opportunity, within 24 hours at the latest.  
Medical studentsStudents shall not sign certificates of death and.  
Students shall not discharge patients without appropriate review by a qualified physician.member of the medical staff.  
(e) Medical students are not permitted to dictate final versions of discharge summaries or consultation letters.  Learning how to prepare discharge summaries or consultation letters under supervision has potential educational value and should be encouraged.
[bookmark: _Toc224709385][bookmark: _Toc245195343]SECTION 13 –MEDICAL STAFF ASSOCIATION
1.7.18 Purpose
The Although not members of the Medical Staff Association, students must abide by the policies and guidelines of VIHA and its Medical Staff.
[bookmark: _Toc517336383]Medical, Midwifery, Dentistry and Nurse Practitioner Students on Elective Clinical Rotations 
0. [bookmark: _Toc517336384]Medical, Midwifery, Dentistry and Nurse Practitioner Students, Residents and Clinical Fellows from the University of British Columbia (UBC) and from medical schools outside of British Columbia may be authorized by the CMO to do elective clinical rotations at facilities and programs of VIHA.
All electives must be approved and registered through the applicable clinical Faculty at the University of British Columbia and be licensed by the applicable College in British Columbia. The scope of practice and requirements for supervision shall be the same as constitutedfor those on required rotations.
1.7.19 [bookmark: _Toc442960301][bookmark: _Toc473638878][bookmark: _Toc474141801][bookmark: _Toc474142013][bookmark: _Toc474142614][bookmark: _Toc478479287][bookmark: _Toc479168471][bookmark: _Toc479168637][bookmark: _Toc480288326][bookmark: _Toc480534349][bookmark: _Toc489515269][bookmark: _Toc517336385]Leave of Absence 
 An absence from Medical Staff practice for a period between six (6) weeks and 12 months is considered a Leave of Absence (LOA). Each LOA requires approval by the Board as outlined in Article 104.7.2 of the Medical Staff Bylaws is the association of all members of the medical staff responsible for representing the interests of 
[bookmark: _Toc517336387].
  Where the LOA was granted for medical staff and to assure effective communications between the reasons or because a Practitioner’s registration status has been changed to Temporarily Inactive by the applicable College, supporting documentation must be received from an independent medical staff, administration and the Board of Directors of the Health Authority.practitioner acceptable to the EVP & CMO and from the applicable College that the Practitioner is fit to return to work. The documentation shall include what restrictions, if any, apply to the resumption of independent practice. 

13.1 Meetings of the Medical Staff Association
(a) Annual General Meeting
(i) An Annual General Meeting shall be held every 12 months at which time officers shall be declared for the ensuing year.  
(ii) The President shall ensure a notice is sent to all members of the medical staff at least 28 days prior to the annual meeting announcing the time and place of the meeting.
(iii) An annual report from the officers and committees shall be presented in writing.
(iv) Representatives of the Board shall be invited to attend.
(b) Special Meetings
(i) A special meeting shall be called by the President of the medical staff or at the request of 25% of the members of the medical staff eligible to vote and shall be held within 14 days of receipt of the request.
(ii) At a special meeting, no business shall be transacted except as explicitly stated in the notice calling the meeting.
(iii) The President shall ensure a notice is sent to all members of the medical staff at least 7 business days before the special meeting and shall contain the purpose of the meeting.
The Chief Executive Officer shall be given notice of each Medical Staff Meeting and the Chief Executive Officer or an appropriate delegate shall attend all meetings of the medical staff.
13.2 Organization
1.7.20 Officers
The elected officers of VIHA  Policy # 3.3.1P provides additional and guidance on processes related to LOA.
1.7.21 [bookmark: _Toc473638879][bookmark: _Toc442960302][bookmark: _Toc473638880][bookmark: _Toc474141802][bookmark: _Toc474142014][bookmark: _Toc474142615][bookmark: _Toc478479288][bookmark: _Toc479168472][bookmark: _Toc479168638][bookmark: _Toc480288327][bookmark: _Toc480534350][bookmark: _Toc489515270][bookmark: _Toc517336389]Reappointment to the Medical Staff Association shall consist of:
(i) President
Vice-President
(ii) Secretary
(iii) Treasurer
OfficersThe process for reappointment is set out in Article 4.4 of the Medical Staff AssociationBylaws.
VIHA Policy #3.3.2P provides additional information and guidance on processes related to Reappointment.
1.7.22 [bookmark: _Toc442960303][bookmark: _Toc473638882][bookmark: _Toc474141804][bookmark: _Toc474142016][bookmark: _Toc474142617][bookmark: _Toc478479290][bookmark: _Toc479168474][bookmark: _Toc479168640][bookmark: _Toc480288329][bookmark: _Toc480534352][bookmark: _Toc489515272][bookmark: _Toc517336390]Maintenance of Current Practitioner Information 
Practitioners shall be voting inform VIHA of any changes that may affect their ability to practice as members of the HAMAC and Medical Staff, including but not limited to changes to licensure, professional liability insurance coverage, health, qualifications, professional misconduct and immigration status.
Practitioners shall constitutekeep the officers of the VIHA Medical and Academic Affairs Department updated on any changes to their contact information, including home, office or practice location addresses, email addresses and telephone number(s).
1.7.23 [bookmark: _Toc442960304][bookmark: _Toc473638883][bookmark: _Toc474141805][bookmark: _Toc474142017][bookmark: _Toc474142618][bookmark: _Toc478479291][bookmark: _Toc479168475][bookmark: _Toc479168641][bookmark: _Toc480288330][bookmark: _Toc480534353][bookmark: _Toc489515273][bookmark: _Toc517336391]In-Depth Practitioner Reviews
[bookmark: _Toc517336392]Periodic reviews are meant to be a collaborative, positive approach to professional growth and development. The ultimate goal with periodic reviews is to provide Practitioners with objective data that will assist them in continually improving their clinical and professional skills, in addition to recognizing excellence and in turn providing high quality, safe patient care. 
In-depth reviews are primarily for the review process when considering moving a Practitioner from provisional to active staff category, or for locum tenens completing the first 6 to 12 months of service. Theyare intended to be used for periodic reviews of all Practitioners on a three year basis, The process for reviews is set out in Article 4.5 of the Bylaws.  
[bookmark: _Toc489515274][bookmark: _Toc517336393]The recommended format of the periodic performance review is based on the CanMEDS Framework and will include a self-assessment to be completed and brought to the review meeting with the Department Head or delegate.  The Department Head may seek input from sources including a health record review, outcome measures, incident reports or complaints, multi-sourced feedback from team members, and interviews with appropriate senior staff. 
[bookmark: _Toc517336394]The practice and performance review may be completed by:
0. A Department Head
A Division Head
The Chief of Staff Associationof the local Facility, or
An external reviewer, approved by the HAMAC on the recommendation of the Department Head, Executive CommitteeMedical Director or EMD & CMO.
(b) The Medical Staff Association will endeavor to ensure there is representation from across the entirety of VIHA in the slate of Officers.
13.3 Medical Staff Association Executive Committee
Purpose
(i) To represent the interests of medical staff members as elected representatives.
To provide day-to-day The Department Head or delegate shall discuss the results and recommendations of the in-depth review with the Medical Staff member, who will be provided a copy of the review findings and recommendations. A member’s concerns with the review should be addressed through the CMO and ultimately HAMAC as necessary.
The MPCC, as defined in Article 2.5.9.22, shall support to Local Medical Staff Associationsthe process for performance-reviews and report any concerns regarding consistency, validity and procedural fairness to HAMAC.
1.7.24 [bookmark: _Toc479168476][bookmark: _Toc479168642][bookmark: _Toc480288331][bookmark: _Toc480534354][bookmark: _Toc489515275][bookmark: _Toc517336395]Mid-Term Changes to Privileges
[bookmark: _Toc517336396]A mid-term request for additional Privileges or extension of Privileges will be considered according to the process set out in Article 4.3 of the Bylaws.
In the event that a member wishes to resign from the Medical Staff, change membership status, or substantially reduce the scope of his/her practice within the Facilities or Programs operated by Island Health, the member must provide 60 days prior written notice to Island Health unless waived by the Board.

2 [bookmark: _Toc442960310][bookmark: _Toc448390268][bookmark: _Toc517336397][bookmark: _Toc517442481]Organizationissues of medical professional  of the Medical Staff
2. [bookmark: _Toc517336398][bookmark: _Toc517442482][bookmark: _Toc448390270][bookmark: _Toc448390269]Medical and Academic Affairs (MAA)
Medical and Academic Affairs is the administrative department that supports the Medical Staff Organization and its leaders by developing and implementing policies and procedures that support:
0. Effective recruitment;
Credentialing and privileging;
Onboarding and orientation;
Quality and performance improvement;
Medical Staff governance;
Contract management. and remuneration and;
(b) Responsible to
This Continuing professional development
Medical staff wellness and resilience

2.0.1 [bookmark: _Toc517336400]Chief of Staff
[bookmark: _Toc517336401]The Chief of Staff (CoS) is a physician leader appointed to a Facility rather than to a Department or Program. 
[bookmark: _Toc517336402]The CoS is the on-site Deputy of the CMO.
[bookmark: _Toc517336403]The CoS may act as the Chair of the Local Medical Advisory Committee (LMAC). In this role the CoS reports to the Chair of HAMAC.
Each site will not necessarily have a unique Chief of Staff.  
The CoS collaborates directly with VIHA Department Heads and Division Heads to:
0. Monitor and enhance medical governance within the Facility.  
Act as the liaison for all Department Heads at the Facility 
Exercise emergency executive function for a Department Head as required.
The CoS:
0.  Co-develops and co-implements plans to engage and support Facility Practitioners and staff through change;
 Engages administrative and medical leaders to anticipate, assess, monitor and prioritize Facility needs within the available resources; and
Assists in the management of Practitioner professional behaviour and discipline in the Facility, in collaboration with the applicable Division or Department Head, LMAC, HAMAC, and the CMO.
[bookmark: _Toc517336404]The CoS also may maintain a separate operational role as the Facility’s Site Medical Director. 
2.1 [bookmark: _Toc517442483]Organization of the Medical Staff
2.1.1 [bookmark: _Toc517336406]VIHA maintains a medical leadership structure in support of governance and clinical operations of the Health Authority. A description of the current structure can be found (link).
2.1.2 [bookmark: _Toc517336407]In accordance with Article 7 of the Bylaws, the Board, upon the advice of the HAMAC, shall organize the Medical Staff into Departments, Divisions and Sections.
2.1.3 [bookmark: _Toc517336408]All members of the Medical Staff shall belong to at least one Department and maintain privileges in at least one site, as outlined in Article 2.9.15 of these Rules.  
2.1.4 [bookmark: _Toc473638891][bookmark: _Toc474141814][bookmark: _Toc474142026][bookmark: _Toc474142627][bookmark: _Toc478479300][bookmark: _Toc479168487][bookmark: _Toc479168653][bookmark: _Toc480288342][bookmark: _Toc480534365][bookmark: _Toc489515283][bookmark: _Toc517336409]Departments 
The Medical Staff Departments in VIHA shall be:
0. Pathology and Laboratory Medicine;
Imaging Medicine;
Medicine;
Psychiatry;
Maternity Care & Pediatrics;
Primary Care;
Surgery;
Anesthesiology, Pain & Perioperative Medicine; and
Emergency & Critical Care Medicine.
Departments are Health-Authority wide structures. Activity within Departments is specific to each site.  
[bookmark: _Toc517336410]All Departments will not necessarily have members or Division Heads at every site, reflecting local requirements and resource availability.  
2.1.5 [bookmark: _Toc517336411]Divisions
[bookmark: _Toc517336412]Departments may be further organized into Divisions. 
[bookmark: _Toc517336413]At tertiary-care Facilities, Divisions may be organized into Sections. 
[bookmark: _Toc517336414]Divisions are clinically-defined specialty groups within a Department.  
[bookmark: _Toc517336415]Divisions will not necessarily have members at every site, reflecting local requirements and resource availability.
[bookmark: _Toc517336416]Two Divisions, the Division of Public Health & Preventative Medicine and the Division of Nurse Practitioners, are VIHA-wide stand-alone Divisions, with voting membership on the HAMAC.
2.1.6 [bookmark: _Toc473638893][bookmark: _Toc474141816][bookmark: _Toc474142028][bookmark: _Toc474142629][bookmark: _Toc478479302][bookmark: _Toc479168489][bookmark: _Toc479168655][bookmark: _Toc480288344][bookmark: _Toc480534367][bookmark: _Toc489515285][bookmark: _Toc517336417]Sections 
[bookmark: _Toc517336418]Sections are clinically-defined sub-specialty groups of Practitioners within a Division.  
[bookmark: _Toc517336419]All Sections will not necessarily have members at every site, which reflects both local need and resource availability.
2.1.7 [bookmark: _Toc473638895][bookmark: _Toc474141818][bookmark: _Toc474142030][bookmark: _Toc474142631][bookmark: _Toc478479304][bookmark: _Toc479168491][bookmark: _Toc479168657][bookmark: _Toc480288346][bookmark: _Toc480534369][bookmark: _Toc489515287][bookmark: _Toc517336420]Meetings is 
[bookmark: _Toc517336421]Each Department shall meet two times per year, and at the call of the Department Head to conduct its administrative affairs as outlined in Article 7.2 of the Bylaws.
[bookmark: _Toc517336422]Department Heads shall meet with their Division Heads at a minimum of four (4) times per year.
[bookmark: _Toc517336423]Each Division shall meet a minimum of five (5) times per year at the call of the Division Head to conduct its administrative affairs as they pertain to its geographical mandate.
[bookmark: _Toc517336424]Each Section shall meet at the call of the Section Head a minimum of three (3) times per year.
[bookmark: _Toc517336425]Meetings may be in person, by video or teleconference.
[bookmark: _Toc517336426]Active Members of Medical Staff are required to attend at least 70% of primary departmental/divisional meetings.
[bookmark: _Toc517336427]Departmental Leadership meetings shall follow the meeting governance and operations processes as outlined in Article 2.5 (A) of these Rules.
2.2 [bookmark: _Toc517336428][bookmark: _Toc517442484]Medical Staff Departmental Leadership
2.2.1 [bookmark: _Toc517336429]In VIHA, the Bylaws define and the Rules amplify  clarify the roles and responsibilities of Practitioners and their leaders as Department, Division and Section Heads. These leaders provide assurance of public safety by ensuring each practitioner in a department is currently qualified and privileged to provide care and that the care provided is in the patient’s best interest.
2.2.2 Physician-leadership oversight roles are articulated in this Article of the Rules and address:
0. Standards of Care & documentation;
Recruitment, resource planning;
Privileging;
Performance monitoring & improvement;
Education and research;
Professional Competence and Behaviour; 
Individual Provider Quality; and 
Medical staff wellness and resilience

2.2.3 Department Heads 
The responsibilities of the Department Head are outlined in Article 7.2 of the Bylaws.  
The Department Head has VIHA-wide responsibilities.
The Department Head shall be an Active-Staff member of the applicable Department who provides governance and leadership to Department members in accordance with the Bylaws and Rules.  
The Department Head shall be selected on the basis of qualifications, training, leadership experience and demonstrated clinical, teaching and administrative ability.
Where a Department Head vacancy exists, a search committee shall be struck.
The search committee shall act in an advisory role to the CMO. 
Following the search process, the Department Head shall be appointed by the Board upon the recommendation of the CMO and HAMAC after considering the advice of the search committee. Members of the HAMAC and the applicable Department will be represented on the committee.
The Department Head reports to the CMO.
The term of appointment for a Department Head shall be five (5) years, renewable once.
The Department Head or delegate attends all meetings of the HAMAC as a voting member and participates on HAMAC sub-committees at the request of the HAMAC Chair.
The Department Head shall identify an Assistant Head to assume the responsibilities of the role in the Department Head’s absence.
In addition to those duties outlined in Article 7.2 of the Bylaws, the Department Head shall: 
0. Lead the development of procedures to create and routinely monitor medical practice standards, including the use of standards for practice assessment;
Monitor and anticipate Department workforce needs, and collaborate with Medical and Academic Affairs to help address those needs those needs through effective recruitment; 
Lead the implementation of procedures to support Department members to participate in medical education and research;  
Ensure the Department workforce plan provides sufficient staff to meet clinical requirements while accommodating medical-education and research activities;
Monitor and facilitate improved quality of practice for individual Department members; 
Collaborate in the development of robust Practitioner recruitment.
Attend to Credentialing and Privileging requirements; 
Implement a process for periodic in-depth Practitioner review;
Oversee Continuing Professional Development (CPD), including implementation of an annual CPD plan for the Department; and
Collaborate with the Enhanced Medical Staff Support (EMSS) team to support the development and maintenance of positive Departmental relationships and working environments.
The CMO shall be responsible to the medical staff.for conducting a regular performance review of each Department Head.  
In the final year of a Department Head’s term, a Committee shall be struck to review and provide recommendations regarding future appointment.
The Board of Directors, on the recommendation of the CMO or in its sole discretion, may suspend or terminate the appointment of a Department Head.  Prior to such suspension or termination, reasonable notice shall be given to the Department Head, the CMO and the HAMAC.
If a Department Head resigns or is removed, the Assistant Department Head shall assume the responsibilities of the Department Head until a successor has been appointed.  In the absence of an Assistant Department Head, the CMO may assume or delegate this role after consultation with the HAMAC Chair. 
If a Department Head selection committee fails to identify or recommend a suitable candidate for Department Head, the Board shall delegate the responsibilities of the Department Head to the CMO or another Member recommended by the CMO, on an interim basis.
2.2.4 [bookmark: _Toc517336431][bookmark: _Toc489515290]Division Head
[bookmark: _Toc517336432]The responsibilities of the Division Head are outlined in Article 7.2 of the Bylaws.  
[bookmark: _Toc517336433]The Division Head generally fulfils the same role for the Division as the Department Head does for the Department.
[bookmark: _Toc517336434]Division Heads have cross-Facility responsibilities.
[bookmark: _Toc517336435]The Division Head shall be an Active Staff member of the Division who provides governance and leadership to Department members in accordance with the Bylaws and Rules
[bookmark: _Toc517336436]The Division Head shall be selected on the basis of qualifications, training, leadership experience and demonstrated clinical, teaching and administrative ability.
[bookmark: _Toc517336437]The Division Head is appointed by and reports to the applicable Department Head after consultation with Division members.
[bookmark: _Toc517336438]The Division Head collaborates with the Department Head to ensure the provision of high-quality clinical services by Practitioners within the Division.
[bookmark: _Toc517336439]The Division Head assists the Department Head by completing QPID activities for the Division.
[bookmark: _Toc517336440]The Division Head attends and participates on committees in consultation with the Department Head.
The term of appointment for a Division Head shall be five (5) years, renewable once.
2.2.5 [bookmark: _Toc517336442]Section Head
[bookmark: _Toc517336443]The responsibilities of the Section Head are outlined in Article 7.2 of the Bylaws.  
[bookmark: _Toc517336444]The Section Head generally fulfils the same role for the Section as the Division Head does for the Division.
[bookmark: _Toc517336445]Section Heads may have cross-Facility responsibilities.
[bookmark: _Toc517336446]The Section Head is an Active Staff member of the Section who provides governance and leadership to Section members in accordance with the Bylaws and Rules.
[bookmark: _Toc517336447]The Section Head shall be selected on the basis of qualifications, training, leadership experience, and demonstrated clinical, teaching and administrative ability.
[bookmark: _Toc517336448]The Section Head shall be appointed by the Division Head after consultation with Section members. 
[bookmark: _Toc517336449]The Section Head collaborates with the Division Head to ensure the provision of high quality clinical services by Practitioners within the Section.
[bookmark: _Toc517336450]The accountabilities of the Section Head are similar to those of the Division Head, but at the Section level.
[bookmark: _Toc517336451]The Section Head assists the Division Head by completing QPID activities for the Division.
[bookmark: _Toc517336452]The Section Head attends and participates on committees in consultation with the Division Head.
[bookmark: _Toc517336453]The term of appointment for a Section Head shall five (5) years, renewable once.
2.2.6 [bookmark: _Toc517336455]On-call coverage for admitted patients
Practitioners with MRP Privileges to practice in Facilities operated by VIHA have a professional obligation to be continuously available to meet the medical needs of their admitted patients. 
Groups of Practitioners with a similar scope of practice may join together in call-groups to share the requirements of after-hours care. These Practitioners shall create an on-call rota to ensure 24-hour coverage for the group’s in-patients in a manner acceptable to the group and the CMO.
[bookmark: _Toc448390272][bookmark: _Toc473638899][bookmark: _Toc474141822][bookmark: _Toc474142034][bookmark: _Toc474142635][bookmark: _Toc478479308][bookmark: _Toc479168498][bookmark: _Toc479168664][bookmark: _Toc480288353][bookmark: _Toc480534376][bookmark: _Toc489515294]On-call Responsibilities for Emergency-Department (ED) patients or admitted patients who require urgent consultation from non-MRP Practitioners 
[bookmark: _Toc517336456]Unless specifically excluded by the HAMAC, all Departments, Divisions and Sections are required to provide continuous on-call coverage to manage:
0. ED patients who require urgent consultation or in-patient admission; and 
Patients already admitted to hospital whose condition necessitates urgent intervention or consultation by a Practitioner other than the MRP.
[bookmark: _Toc517336457]Unless specifically excluded by the HAMAC on advice from the applicable Department Head, all Department members are required to participate equitably in fulfilling the on-call responsibilities of the Department.
[bookmark: _Toc517336458]Facility-based resources shall be distributed preferentially among Practitioners who provide equitable on-call coverage or other essential services required by VIHA. This applies most specifically to Facility resources used by the Practitioner to generate clinical income.
[bookmark: _Toc517336459]The Department Head or delegate shall develop a list of Practitioners belonging to each call group within the Department, and maintain an on-call rota that shall be provided in advance to the VIHA switchboard. 
[bookmark: _Toc517336460]Wherever possible, call-group members should share equivalent qualifications to ensure consistency of patient care.
[bookmark: _Toc517336461]Where community size or Practitioner numbers necessitates a call group whose Practitioners have different skillsets, the call-group members must establish a group on-call strategy to ensure all medical needs of the patient are met.
[bookmark: _Toc517336462]Where call-group members practice in different communities, the members may establish a cross-community on-call rota, provided a clinical service-delivery model is established to ensure patients have local access to the on-call member as required.   A cross-community on-call rota requires Department-Head approval after consultation with the applicable geographical Division Head(s).
[bookmark: _Toc517336463]The method of Practitioner compensation, whether through fee-for-service, alternate payment contract or sessional payment, has no bearing on the individual or collective requirement to provide continuous on-call coverage. 
[bookmark: _Toc517336464]The availability, or lack thereof, of a Medical On-Call Availability Program (MOCAP) contract has no bearing on the individual or collective requirement to provide continuous on-call coverage.
2.2.7 [bookmark: _Toc517336465]On-call scheduling
[bookmark: _Toc517336466]The establishment of an on-call schedule is mandatory for each call group and must:
0. [bookmark: _Toc517336467]Provide a Practitioner available to assess and treat the patient(s) at all times;
[bookmark: _Toc517336469]Be maintained in up-to-date fashion at all times;
Identify the Practitioner by name, including up-to-date expedited contact information;
Identify the Practitioner responsible for maintaining the on-call list, including contact information;
Be made available in a manner, time and format acceptable to VIHA in order to distribute it to necessary recipients; and
Be submitted by the Department Head or delegate at least 28 days prior to the date on-call is to be provided. Changes to the call schedule must be clearly disseminated in advance to all necessary recipients.
The frequency of call is determined by both the needs of the patient and the size of the on-call group. 
[bookmark: _Toc517336470]On-call Practitioners shall maintain availability dictated by the patient’s condition and clinical requirements.
[bookmark: _Toc517336471]Departments and Divisions that deal with life, limb, and organ-threatening emergencies shall establish a process to obtain assistance when the first on-call member cannot respond within an appropriate timeframe. 
2.2.8 [bookmark: _Toc517336472]On-call exemptions
A Practitioner may be exempted from providing on-call coverage only when approved by the Board, acting on the advice of the HAMAC and the applicable Department Head. 
[bookmark: _Toc517336473]In an urgent situation or in an emergency, the CMO may grant a temporary exemption from providing on-call coverage. In this circumstance, the Department Head or delegate shall exercise all means available to find a replacement.
The Department Head, in consultation with the Division Heads and Department members, shall establish written criteria for requesting an exemption for its members from on-call responsibilities. A Department or Division can only request an exemption for a member if the other Department or Division members are prepared to fulfil that member’s on-call obligations.
Criteria for partial or full exemptions may include, but are not limited to:
0. Age of the member;
Health concerns;
Extraordinary personal circumstances; or
Other offsetting contributions by the member to the Department or Division.
The Department Head shall provide the HAMAC with reasons for a proposed exemption, any changes to an already-existing exemption and the potential consequences of an exemption, which will assist the HAMAC to provide an appropriate recommendation to the Board.
2.3 [bookmark: _Toc448390273][bookmark: _Toc517442485]Medical Staff Association  
The Health Authority Medical Staff Association (HAMSA) is a VIHA-wide entity operating in accordance with Article 11 of the Bylaws.  
2.3.1 [bookmark: _Toc489515296]Purpose

The HAMSA shall consist of all members of the Medical Staff, and shall:
0. represent the views of its members both individually and collectively; and  
be responsible for effective communication with the Medical Staff, Administration and the Board.  
2.3.2 [bookmark: _Toc489515297][bookmark: _Toc517336474]Composition
(i) President (chair)
(ii) Vice-President
0. Secretary
(iii) Treasurer
Other members of the medical staff as decided by The HAMSA will be represented by the elected officers, including Presidents of the members of Site Medical Staff Associations. 
(iv) [bookmark: _Toc489515298][bookmark: _Toc517336475]Local Medical Staff Associations.
(c) Term
The term shall be 3 years.

(d) Quorum
A simple majority will constitute a quorum.
2.3.3 Association (LMSA) Meetings
Meetings of the LMSAs will be held at least quarterly or at four times per year. One meeting will be an annual general meeting where officers of the LMSA shall be elected for the call of the chair.  coming year. 
The Chief Executive Officer of VIHA CEO and the Senior Medical Administrator or delegate(s) will CMO or their delegates shall be invited to attend theseat least one of the meetings. per year. 
A Special meeting of the LMSA may be called at the request of at least 10% of the membership of the LMSA who are eligible to vote (current privileges held).
Notification of a meeting must be given at least seven (7) days and not more than 60 days before the meeting.
Where applicable, notice of a general meeting must include any special resolution to be submitted for consideration.
2.3.4 [bookmark: _Toc489515299]Duties of the Local Medical Staff Association
The LMSA shall:
Advise the HAMAC and VIHA Medical Staff through the LMSA Executive Committee of the concerns and opinions of the medical staff its members;
ArrangeSet the rate and arrange for the collection of annual fees and administer medical stafffrom all members; 
Administer LMSA funds, where deemed appropriate as determined by the membership;
Create and administer programs of interest to the medical staff members, which are applicable to of the entire Medical Staff Associationlocally, regionally or Island-wide;
Meet at the call of the ChairPresident to nominate a candidate to fill any position vacated during the term of office in accordance with Article 10 of the Medical Staff Bylaws;
(i) Prepare a list of candidates for the elected positions of officers of the medical staff for the Annual Meeting of the medical staff.  At least 1 person shall be proposed for each position;
(ii) Invite nominations from the members of the medical staff through a notice provided to each member at least 1 month prior to voting.  Any nominations must be received 7 days prior to the meeting; and
Ensure a fair and equitable system of voting for officers by all members of the medical staff through a mail-in ballot or similar process.the LMSA Executive; 
13.4 Local Medical Staff Associations
Prepare a list of candidates for the LMSA Executive for presentation at the annual meeting of the Medical Staff Association; and
Invite nominations from the members of Medical Staff through a written notice provided to each member at least one month prior to voting; Nominations must be received seven days prior to the meeting.
The Medical Staff shall be informed at regular general meetings of the business, advice and recommendations provided by the HAMAC.  Department and committee reports released by the HAMAC may be presented at these meetings.
2.3.5 [bookmark: _Toc489515300]Attendance
Medical Staff members are encouraged and expected to attend 50% or more of their LMSA meetings in a calendar year to stay informed and to ensure that their voice is considered in conducting the business of the LMSA.  
A simple majority (50%+1) shall constitute a quorum for voting purposes.
2.3.6 Officers
The officers of LMSA Executive shall consist of:
0. President/Chair
Vice-President
Secretary/Treasurer
Officers shall serve a term of one year in a given position and may be re-elected for a maximum of three consecutive years in office.
The duties of elected officers are outlined in Article 11.2 of the Bylaws.
To prevent the perception or allegation of conflict of interest, LMSA Officers may not simultaneously hold a VIHA leadership role as Medical Director, Medical Lead, Department Head, Division Head or Section Head.
The LMSA president or delegate sits as a voting member of the LMAC and LQOC at facilities within the jurisdiction of the LMSA. 
2.3.7 [bookmark: _Toc489515303]HAMSA Executive Committee (HEC)
Purpose
2.3.7.1.1 This Committee is responsible to the Medical Staff of Island Health.
2.3.7.1.2 The HEC:
0. Represents the collective voice of the Medical Staff members;
Supports and advises LMSAs in their ongoing work; and 
Works with the Health Authority to establish Island-wide medical-staff engagement strategies. 

CompositionAssociation will be 
2.3.7.1.3 The HAMSA Executive Committee is composed of all LMSA Presidents or their delegates.
2.3.7.1.4 Officers of HAMSA Executive Committee include:
0. Chair
0. Vice-Chair
0. Secretary
distinct local medical staff associations.  DeterminationOfficers shall be elected for a one-year term in and may be re-elected for a maximum of three consecutive years in that office. The Chair of the number and locationHAMSA Executive Committee sits on HAMAC as a voting member.
The duties of elected officers are outlined in Article 11.2 of the Bylaws.
A simple majority (50%+1) will constitute a quorum.
Meetings shall occur at least four times annually and at the call of the Chair.
The VIHA CEO, CMO and HAMAC Chair or their delegates may be invited to attend or may request to attend these meetings. 
Duties
2.3.7.1.5 LocalThe HAMSA:
0. Advises the HAMAC and VIHA of the concerns and opinions of its members and advocates on their behalf;
Provides a forum for LMSAs to discuss and develop initiatives and ideas of mutual interest;
Encourages members of the Medical Staff Associationsto run for office on the LMSA Executive Committees; and
Ensures that each LMSA prepares a list of candidates for its Executive positions and conducts a fair and timely election process.
To prevent the perception or allegation of conflict of interest, HAMSA Officers may not simultaneously hold a VIHA leadership role as Medical Director, Medical Lead, Department Head, Division Head or Section Head.
2.4 [bookmark: _Toc448390282][bookmark: _Toc448390285][bookmark: _Toc517336476][bookmark: _Toc517442486]Medical Staff Committees
[bookmark: _Governance_and_Operations][bookmark: _Toc473638906][bookmark: _Toc474141828][bookmark: _Toc474142040][bookmark: _Toc474142641][bookmark: _Toc478479314][bookmark: _Toc479168505][bookmark: _Toc479168671][bookmark: _Toc480288360][bookmark: _Toc480534383][bookmark: _Toc489515305]General Principles of Governance and Operation: 
2.4.1 A simple majority of voting members (50% +1) shall constitute a quorum for the HAMAC and all its subcommittees.  A meeting may take place without quorum but no business can be carried out or motions made.
2.4.2 Voting at all Medical-Staff committee meetings is limited to those members of the Medical Staff whose appointment category permits them to do so.
(a) Meetings will be determined at the annual general meeting. 
2.4.3 Each of the Local Medical Staff Associations shall elect a President. operate by consensus. Where applicable the Presidentconsensus is not possible, motions will be a member of the Localdecided by a simple majority vote of members present in person or by proxy.  In case of a tie, the Chair shall cast the deciding vote.
2.4.4 Where a procedural query or process dispute arises at a Medical-Staff committee meeting, the most current version of Roberts Rules of Order shall be followed. 
2.4.5 All meetings will be minuted and in accordance with the Medical Staff Committee Governance Standards.
2.4.6 Each HAMAC sub-committee chair shall provide the names of all committee members to the HAMAC secretariat annually and when changes occur.
2.4.7 The office of the CMO provides secretariat support to the HAMAC and its sub-committees as described in the Bylaws.
2.4.8 All Medical Staff Committees are subcommittees of the HAMAC and report regularly to the HAMAC on proceedings at meetings.
2.4.9 Health Authority Medical Advisory Committee.  Additional officers will be at the discretion of the Local Association.
Duties
AdvisePurpose and Responsibilities
The HAMAC is the senior advisory committee of the Medical Staff Association throughas defined in Article 8 of the Bylaws. 
The HAMAC makes recommendations to the Board with respect to: 
0. Appointment and review of members of the VIHA Medical Staff, including the delineation of clinical and procedural Privileges; 
The quality, effectiveness, and availability of medical care provided within VIHA Facilities and Programs; 
The establishment and maintenance of professional standards in Facilities and Programs operated by VIHA in compliance with all relevant legislation, the Bylaws, Rules and policies;
The resources required by the Medical Staff to meet the needs of the population served by VIHA including, but not limited to, the availability and adequacy of existing resources to provide appropriate patient care;
Continuing Professional Development (CPD) of the Medical Staff;
The professional and ethical conduct of members of the Medical Staff; and
Disciplinary measures for violation of the Bylaws, Rules and policies governing the conduct of the Medical Staff.
The HAMAC receives information from its subcommittees, medical Departments and clinical programs, and provides advice to the Board on based on that information.      
Appointments to HAMAC:
0. The Chair and Vice-Chair of the HAMAC are appointed by the Board on the recommendation of the HAMAC and the CMO.  
The Chair and Vice-Chair shall normally be selected from among the voting members of the HAMAC but may be selected from other members of the Active Medical Staff.  The Chair and Vice-Chair are appointed for a term of not more than three (3) years and may be reappointed for up to three (3) consecutive terms.  
Voting Members:
0. Chair of the HAMAC
Vice-Chair of the HAMAC 
Vice President Medicine, Quality and Academic Affairs
Each VIHA Department Head or delegate 
One LMAC Chair from each of the four geographies
One MSA representative from each of the four geographies, one of whom shall be the HAMSA Executive Committee of the concerns and opinions of the local medical staff members;Chair
Chief Medical Health Officer 
Chief Medical Information Officer 
Non-voting Members:
0. President and CEO
All Executive Medical Directors of Island Health 
HAMAC standing subcommittee Chairs 
General Legal Counsel & Chief Risk Officer
Executive Vice-President, Quality, Safety & Experience
Other members of the senior administrative or Medical Staff of VIHA as appropriate and as agreed between the HAMAC Chair and CMO.
The HAMAC shall review and ratify its voting and non-voting membership at the annual HAMAC Planning Meeting. Between Annual Planning meetings membership may change based on the appointment of new incumbents into voting and non-voting positions.
The HAMAC Executive Committee shall be appointed by the Chair of HAMAC in consultation with the CMO and with input from the HAMAC. The HAMAC Executive membership will be ratified at the Annual HAMAC Planning Meeting.
The Executive Committee shall plan, develop, prioritize and finalize the agenda items for each regular meeting, as well deal with business arising between meetings at the request of the Chair or CMO.  
The executive committee shall be comprised of:
0. Chair of the HAMAC 
0. Vice-Chair of the HAMAC
(i) Chief Medical OfficerArrange for collection of annual fees and administer medical staff funds at the local site; and
(ii) Create and administer programs of interest to the medical staff members at the local site.
0. 
0. One MSA representative who is a voting member on the HAMAC
0. Two Department Heads

Regular Meetings
(iii) Regular meetings of the local medical staff shall be held at the call of the Local President or at the request of 25% of the members of the medical staff eligible to vote at the local site and shall be held within 14 days of receipt of such a request.
(iv) The President shall post a notice for members of the medical staff at least 3 days prior to a meeting announcing the time and place of the meeting.
(v) Regular meetings shall inform the medical staff of actions recommended by the HAMAC and the Local Medical Advisory Committee.  Department and committee reports may be presented at these meetings.
2.4.10 Attendance
Active and provisional medical staff members should attend at least 50% of the local medical staff meetings in a calendar year.

(b) Quorum
A quorum shall be determined by local policy.  

(c) Membership Dues
Membership dues at each local site shall be recommended by the elected officers of the medical staff and determined by a vote at the Annual General Meeting.  Members of the medical staff shall pay annual membership dues as applicable for their local site.  Payment of membership dues is a requirement to retain membership on the medical staff.  Payment shall be made within 2 months following the Annual General Meeting. Late fees may be applied at the discretion of the Medical Staff Association Executive Committee.  
	
[bookmark: _Toc224709386][bookmark: _Toc245195344]SECTION 14 – ORGANIZATION OF MEDICAL STAFF
14.1 Purpose
(a) In accordance with Article 7 of the Bylaws, the Board of Directors, upon the advice of the HAMAC, shall organize the medical staff into departments, divisions and sections as warranted by the professional resources of the medical staff and resource availability.
(b) All members of the medical staff will belong to at least one Department and one local Site.  Members may belong to more than one Department and have privileges at more than one local site depending upon local need, resources and interest.  Privileges will be site specific.
(c) In instances where individuals are recruited to serve in a leadership position, the Board pursuant to article 6.1 of the Bylaws, will be requested to make an exemption from requirement of initial appointment to provisional staff. This exemption of article 6.1.5 of the Bylaws allows the leader to hold office and vote at medical staff and departmental meetings.
(d) The purpose of organizing the medical staff into clinical departments, divisions and sections includes the following:
(i) Undertake quality improvement, quality assurance and peer review;
(ii) Promote professional development and continuous medical education;
(iii) Participate in strategic resource planning; and
(iv) Support the medical staff through specific activities and plans to promote the wellbeing of Members.
(e) Physician wellbeing will be a focus of all medical leaders working together to:
(i) Promote health and wellness among Members;
(ii) Encourage a healthy, respectful workplace; and
(iii) Develop strategies and supports for timely respectful intervention for medical professionals with compromised health and wellbeing including, but not limited to mental illness, substance dependency or severe professional fatigue.
14.2 Meetings
(a) Each Department, Division and Section shall meet at least 4a minimum of five times per year to conduct its administrative affairs.
(b) Althoughin alignment with the scheduled meetings may be in person or by video- or teleconferencing, Departments are encouraged to hold at least 1 in-person meeting per year. 
(c) Minutes shall be kept of each meeting and shall include a record of attendance.  Minutes shall be available to the Senior Medical Administrator and to the HAMAC on request.
(d) Voting on all motions shall be by a show of hands or by secret ballot if ordered by the meeting chair.  Motions will be decided by a simple majority of those present.  In case of a tie, the meeting chair shall have the deciding vote.
(e) A quorum shall be defined in the terms of reference of the Department, Division or Section.  The default is 50% of voting members.
14.3 Departments 
(a) Effective September 1, 2016 Medical staff Departments in VIHA shall be:
(i) Anesthesiology, Pain and Perioperative Medicine
(ii) Emergency & Critical Care Medicine
(iii) Laboratory & Imaging Medicine
(iv) Maternity Care & Pediatrics
(v) Medicine
(vi) Primary Care
(vii) Psychiatry
(viii) Surgery
(b) All departments will not necessarily be constituted at every site reflecting both local need and resource availability.  At sites of sufficient size and with adequate resources, individual Departments may be further organized into Divisions of clearly defined specialty interests.
(c) All leaders that have VIHA-wide responsibilities will be recognized as “Heads” or “Directors”.
14.4 Department Head Appointment and Selection
(a) Each Department Head shall be a member of the Active staff of that department and shall be appointed by the Board of Directors.  Department Heads shall be selected on the basis of qualifications of training, experience and demonstrated ability in clinical skills, teaching and administrative activities.
(b) The term of appointment for a Department Head shall not be less than 1 year and shall not exceed 5 years.  The Board may reappoint a Department Head for 1 consecutive additional term on the recommendation of the HAMAC. 
(c) The Senior Medical Administrator and/or the Executive Medical Director shall be responsible for conducting an annual performance review of each Department Head. In the third year of appointment, a review committee shall be convened in accordance with Section 15.7 of these Rules.  The report from this committee shall include a recommendation regarding the re-appointment or non re-appointment of the Department Head for a further 3-year term.
(d) When a vacancy exists in a position of Department Head and that vacancy is to be filled by a regular appointment by the Board, a Search Committee shall be convened in accordance with section 15.7 of these Rules. The HAMAC shall recommend to the Board the appointment of a new Department Head following consideration of the Search Committee’s recommendations.
(e) The Board may, on the recommendation of the HAMAC, or in its sole discretion, suspend or terminate the appointment of any Department Head.  Prior to such suspension or termination, reasonable notice shall be given to such Department Head and to the HAMAC.
(f) In the absence of a Department Head, the Executive Medical Director will assume the responsibilities of the Department Head.  The Executive Medical Director may designate a member of the Department as Acting Department Head awaiting the results of the Search and Selection Committee.
(g) In the event of failure of the Department Head selection process to identify and recommend a candidate for Department Head suitable to the Board for Appointment, the Board shall delegate the responsibilities of the Department Head to the Senior Medical Administrator, or another Member recommended by the Senior Medical Administrator, on an interim basis.
14.5 Responsibilities of Department Heads
(a) Administration
(i) Work in collaboration with the administrative lead to develop annual operating objectives for the Department;
(ii) Arrange and chair Departmental meetings as required in these Rules; 
(iii) Participate in regional committees as agreed to in discussion with the Executive Medical Director;
(iv) Direct the organization of the medical staff assigned to their department to assure the quality of medical care.  This includes agreement on recommendations made to the Medical Planning and Credentials Committee on leaves of absence, transition to retirement and cooperatively arranging vacation and educational leaves;
(v) Identify one of the Site Chiefs or Division Heads as the Vice Department Head to serve in his/her absence;
(vi) Convey the advice, relevant information, opinions and duly passed motions in two directions – both from Department members to the Health Authority and HAMAC and vice versa from the Health Authority and HAMAC to members of the department.
(b) Credentialing
(i) Review and make recommendations to the Medical Planning and Credentials Committee concerning the annual review and assignment of procedural privileges to all members of the department.  This includes recommending the appointment of clinical fellows, temporary staff privileges and locum tenens privileges;
(ii) Review with the department and the relevant Executive Medical Director, personnel requirements of the department and recommend to the Medical Planning and Credentials Committee a plan for the department;
(iii) Advise the HAMAC regarding the appointment of Site Chiefs, Division and Section Heads.  Development and maintenance of specific job descriptions will be developed in collaboration with the Executive Medical Director;
(iv) Develop, review and recommend Regulations and Policies concerning the delineation of clinical privileges for department members to the Health Authority and Local Medical Advisory Committees.
(c) Quality
(i) Develop with the members of the department, standards of clinical practice for the department and ensure that the department members work within established standards; 
(ii) Establish a quality assurance/quality improvement structure and program within the department, which carries out the functions of review, evaluation and analysis of the quality of medical care and utilization of facility resources.  This includes monitoring and evaluation of the utilization of VIHA resources by Members of the Department in order to ensure effective and efficient use of these resources;
(iii) Advise the Health Authority and Local Medical Advisory Committees with respect to the quality of medical care provided to patients and the level of compliance with professional standards of medical care by all members of the department.   This includes coordinating performance reviews as outlined in Section 8.9 of these Rules.
(d) Education and Development
(i) Ensure that programs for the Continuing Medical Education of department members are established;
(ii) Ensure that all new department members are appropriately oriented to facilities, programs and services prior to commencement of duties;
(iii) Ensure that all members of the department are aware of the professional standards for medical care as set out in the Medical Staff Bylaws, Rules and Policies;
(iv) If applicable, working with the University of British Columbia and Island Medical Program to ensure that education programs and research activities are being sufficiently promoted and supported.
2.4.11 Divisions
(e) Divisions are clinically defined sub-specialty professional groups of practitioners within given Departments.  
(f) All Divisions will not necessarily be constituted at every site and will reflect both local need and resource availability.
14.6 Division Head Appointment and Selection
(a) Division Heads shall be appointed by the Department Head after consultation with Division members.
(b) Each Division Head shall be a member of the Active or Provisional Staff and selected on the basis of qualifications of training, experience and demonstrated ability in clinical, teaching and administrative abilities.
(c) The term of appointment for a Division Head shall not be less than 1 year and shall not exceed 5 years.  The Department Head may reappoint a Division Head for 1 consecutive additional term on the recommendation of the Division members.  This may be extended in exceptional circumstances as determined by the Executive Medical Director.
14.7 Responsibilities of Division Heads
(a) The Division Head shall report to the Department Head on all clinical, educational, research and administrative matters within the Division;
(b) The responsibilities of the .  Division Head shall be focused on the specific clinical activities of the Division;
(c) The Division Head shall chair Divisional meetings.
14.8 Medical Director
Medical Directors have multi-site responsibilities.  The Medical Director shall be appointed by the Senior Medical Administrator in consultation with the Executive Medical Director and administrative lead for the portfolio.
14.9 Geographic Sections  

This section suspended effective September 30, 2016
[bookmark: _Toc224709387][bookmark: _Toc245195345]SECTION 15 – MEDICAL STAFF COMMITTEES
15.1 [bookmark: _Toc224709388]The Health Authority Medical Advisory Committee
(a) Purpose and Responsibility
(i) The terms of reference of the Health Authority Medical Advisory Committee (HAMAC) and the ability to create other committees reporting to the HAMAC are outlined in Articles 8 and 9 of the Medical Staff Bylaws.
(ii) The HAMAC makes recommendations to the Board of Directors with respect to cancellation, suspension, restriction, non-renewal, or maintenance of the privileges of all members of the medical staff to practice within the facilities and programs operated by the Vancouver Island Health Authority.
(iii) The HAMAC provides advice to the Board of Directors and to the CEO on:
A. Provision of medical care within the facilities and programs operated by the Vancouver Island Health Authority;
B. Monitoring of the quality and effectiveness of medical care provided within the facilities and programs operated by the Vancouver Island Health Authority;
C. Adequacy of medical staff resources;
D. Continuing education of the members of the medical staff; and
E. Planning goals for meeting the medical care needs of the population served by the Vancouver Island Health Authority.
Duties, as outlined in Section 8.3 of the Medical Staff Bylaws, are to be performed directly or through subcommittees enacted by the HAMAC. 
(b) Composition – Voting Members
(i) All medical staff Department Heads as per Article 8.2.1.1 of the Medical Staff Bylaws;
(ii) One LMAC Chair/Chief of Staff representative from each geography as per Article 8.2.1.1 of the Medical Staff Bylaws;
(iii) One Medical Staff Associations representative from each geography as per Article 8.2.1.2 of the Medical Staff Bylaws;  
(iv) The Chief Medical Health Officer as per Article 8.2.1.3 of the Medical Staff Bylaws; 
(v) Senior Medical Administrator as per Article 8.2.1.4 of the Medical Staff Bylaws; 
(vi) The Chief Medical Information Officer; and 
(vii) The HAMAC Chair who is appointed by the Board of Directors after considering the recommendation of the HAMAC, as per Article 8.2.2 of the Medical Staff Bylaws
(c) Composition – Non-voting Members
(i) The CEO as per Article 8.2.1.5 of the Medical Staff Bylaws;
(ii) All Executive Medical Directors of Island Health;
(iii) The General Legal Counsel and Chief Risk Officer;
(iv) The Executive Vice President, Quality, Safety and Experience; and
(v) Other members of the senior administrative or medical staff of Island Health as appropriate and as agreed by the HAMAC Chair and Senior Medical Administrator. 
(d) Meetings
(i) Under normal circumstances, the agenda and related material will be distributed to the members not less than 1 week before the meeting.
(ii) All voting members are free to suggest additions to the agenda.   Whenever possible, adequate notice should be given to the Chair or the Senior Medical Administrator so there will be an opportunity to develop background information needed to support the discussion.
Meetings of the HAMAC shall be held a minimum of 6 times per year at the call of the Chair.  One of theseof the five meetings will be designated as the organizational meeting as per (e)outlined below.:
0. The agenda and related material will be distributed to the membership not less than one week before any regular meeting.
Attendance at regular meetings of the HAMAC will be limited to the membership as set out in the membership composition or by invitation of the HAMAC Chair or Executive.
There is no maximum term for voting, non-voting and executive members of the HAMAC.  

Executive Committee
2.4.11.1.1 Special Meetings 
0. The HAMAC may meet at the call of the to addressChair to deal with special issues or urgent issues.  In such event, a formal agenda need not be issued.  All members will be advised of the purpose of the meetingmatters.  The special Meetings are held at the call of the Chair or by request of a majority of members of the HAMAC Executive.
Attendance atA minimum of four days’ notice is required for special meetings unless otherwise noted within these Rules.
(iii) All members may attend special meetings of the HAMAC will be limited to the members as set out above.  Alternates and other persons will attend only atbut a quorum of voting members of the HAMAC is required for the meeting to proceed. Others may attend by invitation of the Chair.
All standing subcommittees will meet a minimum of 5 times per year at or the call of their chair and as outlined in the committee’s terms of reference unless there are special circumstances as agreed by the HAMAC ChairHAMAC Executive.

2.4.11.1.2 	Organizational Meeting
0. Annually, one of the meetings of the HAMAC shall behold a face-to-face meeting open to attendance from all committee andthe HAMAC members, all Chairs of HAMAC subcommittees and others at the discretion of the HAMAC Chair or the Executive.
0. In compliance with the Bylaws, a video-conference meeting will be construed as a face-to-face meeting.  
0. Quorum for the organizational meeting will be a simple majority of the regular HAMAC voting membership.
(iv) The meeting will be for the purpose of receiving reports and confirming membership of the HAMAC and its’ subcommittees. Standing subcommittee members.
0. The agenda for the meeting will include reports from all HAMAC standing committee chairs that willshall include, but not be limited toat a minimum, work completed over the previous year, and goals and challenges for the coming year.
Representation on the HAMAC and its subcommittees for appointed medical leaders for the following year will be determined by a vote of all medical leaders at the meeting for the 4 major committees - the HAMAC, Medical Planning and Credentials subcommittee, Medical Quality subcommittee and Pharmacy and Therapeutics subcommittee.  Determining factors for committee assignment will include personal interest, maintenance of continuity and regional/portfolio representation on all committees.  Each of the following groups would be expected to have approximately one-quarter of their leaders on each of the 4 committees:

A. Executive Medical Directors
B. Department Heads/Medical Directors
C. Nanaimo and South Island MAC Chairs and Vice-Chairs
D. Chiefs of Staff for Community Sites
E. Chiefs of Staff for Rural Sites
Role and Responsibilities of the HAMAC Chair
2.4.11.1.3 	The Chair:
0. Acts as the principle spokesperson for the HAMAC in liaisonsliaising with the CEO, the CMO and the Board of Directors; 
Presides at all meetings of the HAMAC and its Executive Subcommittee, unless absent, at which time the Vice-Chair presides;
Manages the affairs of the HAMAC between meetings, ensuring the Committeethat committee responsibilities are discharged in a timely manner;
(v) Coordinates and ensures timely reporting to HAMAC of the other standing committees of the Medical Staff (Quality, Medical Planning & Credentials and Pharmacy &Therapeutics) in order to provide direct communication to the Board on matters concerning each committee.
Oversees the secretariat in coordinating and ensuring timely reporting by the subcommittees to HAMAC;
Serves as an ex-officio non-voting member of all HAMAC subcommittees of which he/she is not a member;
In consultation withOversees the Senior Medical Administrator appoints a Vice-Chair from voting membersannual confirmation of the HAMAC membership and appoints subcommittee Chairs;
Communicates broadly to the HAMAC and its supporting Committee structure anyMedical Staff on business decisions, motions and all concerns and issues identifiedadvice provided by the Authority; andHAMAC;
AttendsReports to and attends meetings of the Board of Directors.; and
(e) Executive Committee
An executivePerforms other duties as required by the CEO or the Board. 

Local Medical Advisory Committees (LMACs) 
0. The LMAC is a site-specific committee chaired by the Chief of Staff and Site Medical Director, who shall report to the HAMAC on its minuted business and approved motions. 
(i) Where two acute-care sites function as one, a combined LMAC may be formed to deal with urgent issues and issues arising between meetings.  The executive committee shall be comprised of:
A. Chair of HAMAC
0. Vice-Chair of HAMAC who is appointed by the Board of Directors after considering the on the recommendation of the HAMAC, as per Article 8.2.2 of the Medical Staff Bylaws.
Senior	LMAC Membership
0. The Chair who is the Chief of Staff and Site Medical AdministratorDirector;
One Medical Staff AssociationThe President of the four geographiessite MSA;
B. Two Other site-specific members of the medical staff Department Heads

(ii) The Executive Committee will be appointed by the Chair of HAMAC with consultation and input from the HAMAC and serve a 1-year term.  Any disputes with the proposed membership will be dealt with by a vote of the HAMAC.
(iii) The Executive Committee will prepare agendas for each meeting with input from the Senior Medical Administrator and the Chief Executive Officer.
(f) or Island Standing Subcommittees of the HAMAC shall be:
(i) Medical Quality Committee (MQC);
(ii) Medical Planning and Credentials Committee (MPC);
(iii) Legislative Committee (Legislative Committee);
(iv) Local Medical Advisory Committees; and
(v) Continuing Professional Development Committee.
(g) Quorum
A simple majority of voting members shall constitute a quorum for the HAMAC and all its subcommittees.
(h) Voting
Motions will be decided by a simple majority of those present.  In case of a tie, the meeting chair shall have the deciding vote.
(i) Rules of Order
All meetings of the HAMAC and its subcommittees shall be conducted utilizing the most current version of Roberts Rules of Order.
15.2 Health Authority Medical Quality Committee
Quality assurance, quality improvement, implementation and review of clinical practice guidelines and peer performance reviews are processes which ensure that administration as deemed appropriate standards of care and patterns of medical practice are created and sustained throughout VIHA. It is recognized that the provision of safe care and high quality care to patients is a multidisciplinary task requiring an integrated set of solutions in which the medical staff must be highly engagedby the chair.
Each Medical Department, Division and Section is expected to assist in the development and operation of adequate systems of quality assurance, quality improvement and peer review and to participate in the resulting processes. Where necessary, discussion and reports leading to quality findings and recommendations are protected under Section 51 of the Evidence Act.
(a) Purpose and Duties
(i) Quality Assurance & Improvement
A. Receive, review, and evaluate all reports, findings and recommendations provided by LMACs or VIHA-wide medical quality committees (e.g. Laboratory Medicine Quality Committee) and make recommendations to HAMAC and the VIHA Combined Quality Council (CQC) for solutions.
B. Four members of this committee will be selected from within the committee membership to sit on the VIHA Combined Quality Council (CQC) Executive. All members will sit on the VIHA CQC Advisory Group.
C. While the VIHA CQC will provide overall direction of quality programs, this committee will provide expert opinions and recommendations regarding medical practice as it relates to the provision of safe and appropriate medical care.  This includes participation in the development of medical standards within VIHA, practice guidelines, and policy implementation strategies.
D. Will maintain an environmental scan of issues relating to quality emanating from medical journals and medical governance bodies, such as the CMPA and physician Colleges.
(ii) Clinical Practice Guidelines 
A. Will assist in the development and fostering of a mechanism to provide timely access to published clinical practice guidelines, protocols and Standards of Care for medical practice within VIHA.
B.  Will foster, where established medical guidelines and Standards of Care exist in other recognized jurisdictions, processes to provide the medical staff with access to these information sources.
C. Will authorize, monitor and review medical practice guidelines and regulations developed within VIHA and released through the VIHA CQC, ensuring compliance with policies/legislation of appropriate regulatory bodies.
(iii) Peer Review
A. Receive, review and evaluate all reports, findings and recommendations provided directly from physician review panels established at the Department level.
B. Adjudicate in matters of substantive physician practice concerns regarding adherence to established policies, guidelines, protocols and Standards of Care. Matters of physician behaviour, interpersonal relationships and discipline are managed by the Discipline Committee.
C. Should the committee require a member of the medical staff to provide a formal written response as part of the process of peer review the following procedure shall be followed:
a)	The Chair of the committee shall detail the concerns in writing to the member(s).
(b)	The member(s) after the relevant portions of the health record are available, shall respond in writing to the issues presented within a reasonable time period designated by the Chair of the committee.
(c)	After review of the written response, the member(s) may be required to attend a committee meeting to address issues to the committee’s satisfaction.
(d)	Failure of a member to provide a written response or to appear at a committee meeting when requested shall be reported to the Senior Medical Administrator for consideration of disciplinary action.
D. If the committee determines a member would benefit from educational or other remedial action, the committee recommendation(s) will be directed to relevant Department Head to ensure compliance and follow-up, arranging for a subsequent report to the committee regarding the results of such subsequent assessment.
(b) Composition
(i) Executive Medical Director, Quality Research and Safety;
Representative Chairs of VIHA LMACs, one from each of Each site will determine the membership of the LMAC from Department, Division and Section Heads in their site or geography.
	Frequency of LMAC Meetings 
0. The LMAC will meet a minimum of 6 times per year or at the call of the Chief of Staff.
0. The following VIHA Facilities shall establish and maintain LMACs:
(1) Cowichan District Hospital
(2) Nanaimo Regional General Hospital
(ii) North, Central and South Island, or delegate;
(iii) Up to three (3) appointed medical leaders as determined yearly at the organizational meeting of the HAMAC as outlined in Section 15.1(e);
(iv) Up to three (3) other interested medical staff  members, selected annually;
(v) HAMAC, MPC, and P&T committee medical members may attend as non-voting members providing one week’s advance notice of intention to attend.
(c) Voting
Although consensus is the expected method for determining processes, official motions where necessary will be decided by a simple majority of those present and eligible to vote. In the case of a tie, the Chair shall cast the deciding vote. When votes are taken, the voting results will be appended to the motion.
(d) Reporting
(i) Received reports may contain materials meeting Section 51 of the Evidence Act definitions. These reports will be secured by the Secretariat of the VIHA CQC for retention.
(ii) Findings and recommendations of the MQC will be sent to the Chair of HAMAC and the Chair of VIHA CQC for insertion into their respective agenda.
(iii) Directives and policy decisions will be enacted under the auspices of the VIHA CQC through its Secretariat.
(e) Meetings
Bi-monthly meetings will be held and additionally at the call of the Chair.
15.3 Medical Planning and Credentials Committee
(a) Purpose
(i) Ensure that the process for credentialing members of the medical staff is consistent with the requirements identified in the Medical Staff Bylaws; 
(ii) Identify new and emergent opportunities; and
(iii) Ensure that medical staff planning is congruent with the population health care needs within VIHA and is consistent with the VIHA strategic plan and operational priorities.
(iv) Ensure that medical staff planning and recruitment is consistent, where appropriate, with VIHA’s academic mandate to support educational and research endeavours of undergraduate and post-graduate students.
(b) [bookmark: OLE_LINK4]Composition - Voting
(i) The Chair, selected by HAMAC 
(ii) An Island Health Executive Medical Director Representative
(iii) The Medical Director, Credentialing & Privileging and Medical Staff Recruitment & Retention

(iv) All medical staff Department Heads or delegate 

(c) Composition – Non-voting
(i) An Island Health Executive Director Representative
(ii) The Medical Affairs, Corporate Director 
(iii) The Medical Affairs, Manager, Credentialing & Privileging
(iv) The Medical Affairs, Manager, Medical Staff Recruitment & Retention
(v) Up to four Members at Large
(d) Voting
Motions will be decided by a simple majority of those present.  In case of a tie, the meeting chair shall have the deciding vote.
(e) Duties
(i) Ensure fair processes and policies are in place for recruitment of new members of medical staff at all sites and ensure these policies are followed in recruitment efforts;
(ii) Review and make recommendations regarding personnel resource plans for all Departments and Divisions of the medical staff and ensure that such plans are updated on an annual basis.  This plan will be recognized as the Physician Resource Plan;
(iii) Review submissions from each LMAC in regards to credentialing at their site in order to formally recommend to the HAMAC individual clinical privileges for each applicant.  These privileges are to be commensurate with the education, experience, competence, judgment and character of the applicant;
(iv) Recommend the assignment of an applicant to a primary Department and to a Division(s) and Section(s) and/or other clinical Departments (if applicable);
(v) In conjunction with the relevant Department Head(s) recommend the Basic, Advanced and Specific Procedural Privileges for which the applicant has demonstrated competency and which the applicant may exercise in VIHA facilities with the endorsement of one or more LMACs;
(vi) Review and make recommendations regarding criteria for the introduction of new individual clinical privileges or the extension of existing privileges, ensuring that patient care programs are involved in the process when appropriate and the new programs are congruent with existing policies and procedures;
(vii) Ensure that the annual review of privileges for all medical staff is completed and forwarded to the HAMAC in a timely manner;
(viii) Ensure that in-depth reviews are completed by Department Heads and their recommendations made available to the member reviewed and to the HAMAC;
(ix) Review and make recommendations regarding all applications for leaves of absence; and
(x) Ensure that appropriate representation is present for discussions relating to medical staff resources planning and credentialing issues as they relate to departments, divisions, sections, programs and facilities.
15.4 Pharmacy and Therapeutics Committee  
Pharmacy and Therapeutics Committee dissolved effective June 28, 2016
15.5 Local Medical Advisory Committee
(a) Purpose
(i) Monitor the quality of medical care within a geographic area or designated facility or facilities;
(ii) Make recommendations to the HAMAC on the availability of resources;
(iii) Make recommendations to the HAMAC, institute and monitor development of programs and services at local sites and facilities;
(iv) Enforce the Medical Staff Bylaws, Rules and policies; and
(v) Liaise with other local medical advisory committees and community health care providers to assist the HAMAC in meeting goals outlined by VIHA.
(b) Composition
Members are appointed by the HAMAC for a 3-year term in consultation with the Local Medical Advisory Committee and should include:
(i) Representative members of the local medical staff;
(ii) Site Chiefs;
(iii) Elected representation of the local medical staff; and
(iv) Administrative and professional staff as appropriate.
(c) Chair
(i) The Chair for community sites will be appointed for a defined term by the HAMAC from a list of nominees submitted by their Local Medical Advisory Committee.  This individual will be recognized as the Chief of Staff at their respective site.  Sites include:
· Cowichan & District General Hospital
(3)  (Campbell River General Hospital and Comox Valley Hospital)
· St. Joseph’s General Hospital
(4) Saanich Peninsula Hospital
(5) South Island Tertiary Hospitals (Victoria General Hospital and Royal Jubilee Hospital)
(6) West Coast General Hospital
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(ii) The Chairmandate for rural sites will be appointed for a defined term by the HAMAC from a list of nominees submitted by theeach standing subcommittee of the HAMAC is outlined in these Rules.  The Board, on the advice of the HAMAC, may establish other committees as well as additional Local Medical Advisory Committee.  This individual will be recognized as the Chief of Staff at their respective site.  Sites include:
· Lady Minto Hospital
· Tofino General Hospital
· Mount Waddington area
· Sooke
· Mount Arrowsmith
· Chemainus Health Care Centre
· Ladysmith Community Health Centre
(iii) The Chair for Nanaimo Regional Hospital and the South Island will be appointed by the HAMAC for a defined term from a list of nominees submitted by their Local Medical Advisory committee.  These individuals will be recognized as Chief of Staff for their facility.
(iv) The Chairs shall be delegated in consultation with the CEO or Senior Medical Administrator to approve temporary privileges at their sitesCommittees as an extension of Bylaw 4.1.4 until the Board considers the matter.
(d) Voting
Motions will be decided by a simple majority of those present.  In case of a tie, the meeting chair shall have the deciding vote.
(e) Duties
2.4.11.1.4 Ensure the quality assurance and quality improvement programs are outlined in place in cooperation with regional efforts;Article 10.1 of the Bylaws.
(i) [bookmark: _Toc517336478]Facilitate the dissemination of information to medical staff at the local site;
(ii) Assess the medical staff resources for the geographic area or designated facility or facilities and to make recommendations to the HAMAC Medical Planning and Credentials Committee (MPC);
(iii) Collaborate with the HAMAC and its subcommittees to deal with site issues pertaining to:
· Pharmacy and Therapeutics
· Health Records
· Infection Control
· Quality of Medical Care
· Utilization Management
· Patient Care Programs
· Physician Resource Planning 
· Emergent Services

(iv) Work in collaboration with the HAMAC MPC to review applications for Membership on the medical staff for the right to exercise some or all of the clinical privileges recommended by HAMAC MPC to the Board for approval in the site as well as applications by current Members of the medical staff to exercise some or all of their currently approved clinical privileges in that site.
15.6 Continuing Professional Development Committee
2.4.12 Purpose
(i) Advise the Medical Director of Continuing Professional Development on the organization, provision and evaluation of Continuing Professional Development programming for VIHA medical staff.
(ii) Committee members will be expected to provide some or all of the following:  expertise in medical education, ability to identify communities’ learning needs, ability to represent a constituency, historical perspective and an ability to facilitate funding, organization and marketing.
(iii) Advise the HAMAC on the appointment and review of the Medical Director of Continuing Professional Development.
(b) Composition
(i) Medical Director of Continuing Professional Development (Chair);
(ii) VIHA South Island Family Medicine Coordinator;
(iii) One representative of the Quality and Patient Safety program;
(iv) At least 4 Physicians (one each from South, Central and North Island and at least one consulting specialist);
(v) Head of VIHA Library Services;
(vi) The Director of Education, Professional Practice (or delegate); and
(vii) Others as determined by the committee.
(c) Chair
Chair and Vice-Chair Appointments to Standing Subcommittees
0. The Chair shall beof the standing subcommittee is appointed by the HAMAC from eligible members of the Medical Staff.  
0. The Chair is appointed for a term of not more than three (3) years and may be re-appointedremain in the position for up to three (3) consecutive terms, for a total of nine (9) years.

(d) Meetings
Meetings shall be held quarterly and at the call of the Chair.
(e) Voting
Motions will be decided by a simple majority of those present.  In case of a tie, the meeting chair shall have the deciding vote.
(f) Duties
(i) Assist the Medical Director of Continuing Professional Development in communication with medical programs and individual members of the medical staff;
(ii) Support the Medical Director of Continuing Professional Development in the organization, provision and evaluation of Continuing Professional Development programming for VIHA medical staff;
(iii) Identify through medical staff quality assurance activities the educational opportunities for quality improvement; and
(iv) Liaise with individuals, groups and institutions outside the VIHA to identify educational needs and opportunities.
15.7 Search Committee for Medical Department Heads
(a) Purpose
Coordinate the search and review process for each Medical Department Head.

(b) Composition
The committee membership shall be specific for each search or review process. Individual membership for each Search Committee will be established by medical administration in consultation with the clinical department and be approved by the HAMAC.  Membership shall consist of:
0. A Vice-chair is appointed by the Chair of the standing subcommittee and is selected from the voting membership of that standing subcommittee.  
0. The Vice-chair of the standing subcommittee is appointed for a term of not more than three (3) years and may remain in the position for up to three (3) consecutive terms, for a total of nine (9) years.
[bookmark: _Toc517336479]Role and Responsibilities of Chair of Standing Subcommittees
2.4.12.1.1 The Chair of HAMAC or delegate;shall:
0. One elected officerAct as the principle spokesperson for the standing subcommittee; 
Preside at all meetings of the standing subcommittee;
Manage the affairs of the standing subcommittee between meetings, ensuring the committee responsibilities are discharged in a timely manner; and
Ensure the appropriate and timely reporting of minuted business and approved motions of the standing subcommittee to the HAMAC.
2.4.12.1.2 The Vice Chair assumes the role of Chair in the Chair’s absence.  
Medical Planning and Credentials Committee (MPCC) 
2.4.12.1.3 Purpose and Responsibilities
0. The role of the MPCC is outlined in Article 4.3 of the Bylaws.
The MPCC is responsible for reporting and making recommendations to the HAMAC on:
(1) Medical Staff Association who is a HAMAC memberrecruitment;
(2) Three members of the Credentialing, privileging, appointment and reappointment;
(3) Medical Department for which a Head is being sought selected by Staff performance review and;
(4) Medical Staff recognition. 
In addition, the MPCC is responsible for:
(5) Facilitating resolution of recruitment and privileging issues that cannot be resolved at the Department;   or Division level.
(i) Senior Medical Administrator or delegate;
(6) Providing advice on projects and initiatives undertaken by Medical and Academic Affairs related to the Medical Staff.
[bookmark: _Toc517336480]Voting Members
2.4.12.1.4 Voting members shall be as follows:
0. Chair
An operational Executive Medical Director to whom the Department Head reports; and
(ii) Senior non-medical administrator relevant to the department for which a Head is being sought or reviewed.
Medical Director, Credentialing, Privileging and Medical Staff Recruitment & Retention
Each Department Head or delegate
[bookmark: _Toc517336481]Non-Voting Members
0. An operational Executive Director 
0. Director Medical Staff Support 
0. Manager Credentialing & Privileging and Medical Staff Recruitment & Retention
0. Two Members-at-Large
[bookmark: _Toc517336482]Frequency of Meetings
0. The MPCC will meet a minimum of 10 times per year ensuring that the meeting is scheduled to align with HAMAC reporting requirements.  Additional meetings may take place at the call of the chair.   
Legislative Committee (LC)
2.4.12.1.5 Purpose and Responsibilities
0. The Legislative Committee (LC) makes recommendations to the HAMAC on the development, implementation, monitoring and revision of the VIHA Medical Staff Bylaws, Rules and Policies.  
0.  Changes to the Bylaws must be approved in writing by the CEO, Board Chair and Minister of Health. Changes to the Rules must be approved in writing by the Board. 
0. The Rules should undergo regular review and renewal to reflect changes in the clinical-practice environment. 
[bookmark: _Toc517336483]Voting Members
0. Chair of the Legislative Committee
0. A minimum of 5 voting members of the HAMAC 
0. The Vice President Medicine, Quality and Academic Affairs (or delegate) 
0. Other professionalmembers of the Medical and/or hospital staff as the Committee deems appropriate to the position.. 
(c) [bookmark: _Toc517336484]Chair
Non-Voting Members
0. Consultants and advisors as deemed appropriate by the HAMAC
[bookmark: _Toc517336485]Frequency of Meetings
The Senior Medical Administrator or his/her delegate shall chair each Search or ReviewLegislative Committee.
(d) Meetings
0. The committee shall meet as required andto meet its purposes and responsibilities at the call of the Chair. 
(e) [bookmark: _Toc517336486]Voting
Motions will be decided by a simple majority of those present.  In case of a tie, the meeting chair shall have the deciding vote.
Duties of each Search Medical Education Committee (MEC)
2.4.12.1.6 [bookmark: _Toc517336487]Purpose and Responsibilities 
0. The MEC supports the HAMAC by addressing policy and procedures related to clinical-trainee education and medical staff continuing professional development as outlined in Article 9.3.6 of the Bylaws. 
Specifically, the MEC is responsible for making recommendations and reporting to the HAMAC on:
0. Educational opportunities for Medical Staff, Clinical Fellows, Residents, and Students working in VIHA;
Logistical matters relating to Clinical Fellows, Clinical Trainees, Residents and Students, such as the provision of on-call facilities, health protection services, and code of conduct;
Assisting Divisions, Departments and programs in the planning and coordination of educational activities;
Advising the HAMAC of rounds, clinical conferences, lectures and symposia being given by each Department;
Assisting Divisions, Departments and programs in setting policies for continuing professional development; and
Providing representation on the VIHA Library Committee:.
Voting Members
0. MEC Chair;
A representative from each Department responsible for learners;
A representative from the Division of Public Health and Preventative Medicine; and
A medical-staff representative of the First Nations Health Authority. 
Non-Voting Members
0. Three learner representatives; 
0. A representative from rural and remote sites;
0. The Regional Associate Dean for the Island Medical Program; and
0. Consultants and advisors as the Committee deems appropriate. 
Frequency of Meetings
0. The MEC will meet a minimum of four (4) times per year ensuring that each meeting is scheduled to align with HAMAC to meet reporting requirements.  Additional meetings may take place at the call of the chair.   
Health Authority Medical Quality Committee (HAMQC)
0. Reporting to the HAMAC, the HAMQC aligns with the VIHA Quality Improvement structure and committees to provide advice and guidance on those aspects of quality improvement and patient safety that fall within the purview of the VIHA Medical Staff.
0. The HAMQC is responsible for the making recommendations to the HAMAC on:
82. Medical staff quality assurance data and measures;
82. Medical quality improvement initiatives;
82. Development and implementation of VIHA QA/QI programs; and
82. Medical Staff-related issues identified by HAMAC that impact the quality of patient care.
[bookmark: _Toc517336488]Voting Members: 
0. The Chair of the HAMQC;
0. Three (3) Department Heads or delegate;  
0. Four (4) Chiefs of Staff/Site Medical Director or delegate (one from each geography);
0. Medical Director, Residential Care, or delegate;
0. A Medical Staff Association president; and
0. A medical staff representative from the First Nations Health Authority.
 Non-Voting Members
0. Vice President Medicine, Quality and Academic Affairs;
0. A representative from the Combined Quality Oversight Council (CQOC);
0. A representative from the Quality Operations Council (QOC);
0. The Chief Medical Information Officer or delegate;
0. An Island Health medical staff learner; and
0. An approved patient representative.
[bookmark: _Toc517336490]Frequency of meetings
0. The HAMQC will meet a minimum of 6 times per year far enough in advance of scheduled HAMAC meetings to ensure timely reporting to the HAMAC. Additional meetings may take place at the call of the chair.   
These collaborative committees provide advice and recommendations to HAMAC on: 
0. Medical-Staff workforce planning; 
Credentialing and privileging;
Individual provider practice quality and performance enhancement; 
Professional development; 
Practice standards and documentation;
Medical education and research; and 
Meeting standards of professional behaviour.
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 Department Head Search Committee (DHSC)
The DHSC works with the Chief Medical Officer and Medical Affairs staff to:
0. Develop a position description for the Department Head withincluding a list of therequired qualifications to be met;; 
Arrange to advertiseAdvertise the position in accordance with established VIHA protocols;
Coordinate the search and review process;
Review documents receivedapplications and documentation from all candidateseach candidate;
Develop a short list of candidates to be interviewed;
Organize and conduct aan interview process for each short-listed candidate on the shortlist to be interviewed by the committee; and other members of the Medical, Hospital and Administrative staff; and
Report its recommendations to the HAMAC.
Legislative  

[bookmark: _Toc517336492]Disciplinary Review Committee (DRC)
2.4.12.1.7 [bookmark: _Toc517336493]Purpose and Responsibilities
Review and recommend revisions to Medical Staff Bylaws, Rules and Policies.

(f) Composition
The committee membership shall be established by the HAMAC as required for each review process.  Membership shall include:
(i) At least 3 physician members of the HAMAC;  
(ii) At least 1 elected officer of the medical staff;
(iii) Senior Medical Administrator or delegate;
(iv) Other members of the Medical and/or hospital staff as deemed appropriate.
(g) Chair
The Chair shall be appointed by the HAMAC for each review process.

(h) Meetings
The committee shall meet as required and at the call of the Chair.
(i) Voting
Motions will be decided by a simple majority of those present.  In case of a tie, the meeting chair shall have the deciding vote.
(j) Duties
(i) Review Medical Staff Bylaws, Rules, and Policies as requested by the HAMAC;
(ii) Review the effects of legislation on the quality of medical care and/or the performance of medical staff as requested by the HAMAC;
(iii) Seek the advice of experts as deemed necessary by the committee; and 
(iv) Report its findings and recommendations to the HAMAC.
15.8 Discipline Committee
(a) Purpose
0. ActA DRC may be constituted to act as the investigative arm of HAMAC whenfor issues ofrequiring potential disciplinary action are forwarded to HAMAC as part of the process envisionedas described in Article 1112.2.2 of the Bylaws.  This includesThese include but isare not limited to issues relating to disruptive behavior and credentialing.  The exception is this committeeunprofessional behaviour or clinical competence.  The DRC does not address summary restriction/ or suspension as outlined in Article 1112.2.1 of the Bylaws where in keeping with Article 11.2.1.5, which requires that the entire HAMAC will review these matters.
(b) [bookmark: _Toc517336494]General Considerations
In consideration of the need for the Board of Directors to be able to take remedial action certain principles will be applied by the medical staff and administration in developing advice on such matters for transmission to the Board.  The remedial actions that may be considered include:
98. Reprimand;
(i) Restriction, modification, suspension or revocationIn the interest of privileges; or 
(ii) Non-renewal of privileges.
0. Theprocedural fairness and due process the following principles includewill govern the work of the DRC:
99. Lawfulness – A disciplinary procedure must meet the criteria of procedural fairness as determined by the jurisprudence of the Court, and the provisions of relevant legislation and bylaws.
99. Efficiency – A procedure should allow the resolution of an issue in a timely fashion, without undue expense and administrative dislocation.  The procedure should operate in a smooth and predictable way, while at the same time respecting the duty of fairness to the practitioner who is subject to the procedure.
99. Clarity – The process should be understandable and made known to all of the parties from the time when practitioners are initially given privileges.
99. Legitimacy – All participants should perceive the process as legitimate.  In particular, the process should be seen as legitimate by the medical staff.
99. Timeliness – Proceedings should be concluded in a timely fashion in order to ensure protection of patients, and to ensure the member of the medical staff is not unfairly prejudiced bysubject to any long-term uncertainty that could have adverse affects onadversely affect the reputation and income of the member of the medical staff.  Matters should be concluded in the shortest possible time compatible with the full and careful consideration of the issue.  The time constraints dictated by legislation shall be respected.
0. The remedial actions that the DRC may consider and recommend include:
100. Reprimand;
100. Restriction, modification, suspension or revocation of privileges; and
100. Non-renewal of privileges.
2.4.12.1.8 [bookmark: _Toc517336495]Composition of the DRC
0. Members are appointed as required by the HAMAC executive committee from the entire physician membership of the HAMAC and its subcommittees.  Membership will include:
101. One member of the HAMAC executive committee who shall serve as chair; and 
101. Two other neutral members of the HAMAC or its subcommittees who would be expected to be independent and neutral of the issue being considered; and.
(i) [bookmark: _Toc517336496]Additional member(s) may be appointed as alternates should there be a matter that would be predicted to take a fairly long process to ensure that the committee that makes a recommendation has at least 3 voting members present.  
2.4.12.1.9 Meetings of the DRC
0. The committee shall meet as required and at the call of the Chair.
(i) The Senior Medical Administrator shall provide administrative support.
(ii) Time spent serving at the committee meetings, including time spent preparing and compiling reports, will be recompensed at sessional rates.
(iii) As per Article 8.3.2.4 of the Bylaws the committee has the authority to require a medical staff member to appear before the committee whenever necessary to carry out its duties. 
0. The member of the medical staff being investigated Meetings shall be conducted in-camera.  
0. All committee members must be present for all meetings.
2.4.12.1.10 [bookmark: _Toc517336497]Process
0. A member under investigation has the right to be heard by the DRC and can choose to have legal counsel and/or an elected member of the Medical Staff Association present at any stage of the proceedingthat time.
(iv) Meetings will be conducted in-camera.  All committee members, including any alternate who serves in a voting capacity, must be present for all meetings.
(c) Voting
Motions will be decided by a simple majority of those present.  In case of a tie, the meeting chair shall have the deciding vote.
(d) Duties
(i) Investigate issues of potential discipline in a timely manner.  The timeframe for reporting back will be determined at the time of constitution of the committee and will reflect on the urgency of the matter;
0. A report summarizing the allegations, findings and recommendations of the DRC will be presentedforwarded to the HAMAC Chair of HAMAC.  The Chair of.  Where discipline is recommended the HAMAC will determine if the matter needs to be dealt with atChair shall schedule a special meeting of the HAMAC or at the next regularly scheduled meeting;to review the recommendations of the DRC. 
0. At the special HAMAC meeting at which the matter will be discussed, the Chair of the Discipline Committee will present the findings of the Committee and its recommendation.any recommendations.  The member under investigation will havehas the opportunityright to respondappear at the special meeting and make submissions to the findings and recommendation.  The member will not introduce new evidence at this time.HAMAC. 
0. Upon completion ofFollowing presentation of the findings andDRC recommendations and a review of any submissions made to the HAMAC, the member under investigation, the members of the Discipline Committee and any others who would self-declare themselves to be inwith a declared conflict willof interest shall be excused from the deliberations.further deliberation.  The Chair or Vice-Chair of the HAMAC will be the sole arbiter of issues ofwhether a conflict of interest exists.
0. For matters of clarification only, the Chair of the Discipline Committee may be asked back to the meeting during the deliberationsdeliberation.  The member under investigation will be afforded the opportunity to be present and respond during the clarification.
0. The HAMAC will choosevote to either accept (in whole or with modifications), modify or reject the recommendation recommendations of the discipline committee.DRC.  
0. Where HAMAC accepts the recommendation recommendations in whole or with modificationsmodification, the decision of the HAMAC will be communicated in writing to the member of the medical staff and forwarded to the Board for consideration. The member of the medical staff must be given at least seven days’ notice in writing of any recommendation to the Board of Directors and of the date and time at which the recommendation will be considered in-camera by the Board of Directors. The member of the medical staff has the right to be heard at this meeting. All documentation provided to the Board must be made available to the member of the medical staff at the time notice is given. The Board of Directors must convey its decision to the member of the medical staff in writing within seven days.
2.5 [bookmark: _Toc448390287][bookmark: _Toc517336498][bookmark: _Toc517442487]Teaching, Education and Research
[bookmark: _Toc448390288]Medical Students and Residents are not members of the Medical Staff as defined in the Bylaws.  
VIHA has entered into an affiliation agreement with the University of British Columbia that defines the processes for the placement of and responsibilities for training of UBC health-discipline students and residents within its Facilities and Programs. 
Learner categories, undergraduate and postgraduate are defined by the College of Physicians and Surgeons of BC (CPSBC) and the College of Midwives of BC (CMBC). 
2.5.1 [bookmark: _Toc517336499]Undergraduate Learners 
Undergraduate learners include medical students and midwifery students.  
In preparation for training at VIHA students are required to complete specific onboarding requirements as mandated by both UBC and Island Health.  
2.5.2 Medical Students 
Must have an educational license from the College of Physicians and Surgeons of BC (CPSBC) in order to train in VIHA Facilities and Programs.
May participate in the care of patients under the direct supervision of a Medical-Staff member, or under the supervision of a Fellow or Resident who is under direct supervision of the Medical-Staff member.
May perform Procedures under supervision of a Practitioner.  They shall not be permitted to attempt Procedures they are inadequately trained to perform or those with any significant potential risk.
Must ensure that orders are discussed in advance with and countersigned by the supervising Practitioner, Fellow or resident .
May not discharge, on their own, a patient from a ward in the hospital, from the Emergency Department, or the Outpatient Department. Patients can only be discharged once approval has been given by an attending Practitioner, Fellow or resident.
May not sign birth and death certificates, mental health certificates or other medico-legal documents.
May not sign prescriptions.
May not dictate final versions of discharge summaries or consultation letters.
Are expected to be on call, but must be directly supervised at all times.
2.5.3 Midwifery students (UBC: Midwifery Policies and Procedures) 
May participate in the care of patients under the direct supervision of a Midwife member of the Medical Staff.
Will complete clinical placements during years two, three and four under the supervision of a Midwife.
Will attend antenatal or postnatal encounters.  These include clinic, home and hospital in addition to intra-partum and perioperative care.
May be responsible for chart entries during clinic or during a labour, birth or postpartum encounter.  The student is responsible to ensure the appropriate registered Midwife signs off their notes.   
Are expected to be on call.
May attend Department meetings, practice meetings, educational forums, peer-review sessions, phone consultations with clients and consultants, and prenatal classes.
2.5.4 [bookmark: _Toc517336500]Postgraduate Learners (CPSBC: Postgraduate )
Postgraduate learners include Residents, Fellows and Clinical Trainees.  All postgraduate learners must have an educational license from the College of Physicians and Surgeons of BC in order to train in VIHA Facilities and Programs. In preparation for training at Island Health they are required to complete specific onboarding requirements as mandated by both UBC and Island Health. 
2.5.5 Residents (UBC Resident Policies and Procedures)
May participate in care of patients under the direct supervision of a member of the Medical Staff, or under the supervision of a more senior Resident who is under direct supervision of the Medical Staff member.
May carry out such duties as assigned by the supervising Medical Staff member.
Must advise patients of their trainee status.
Shall notify their supervisor of their patient assessments and actions taken to provide care. Notification requires direct contact and should be documented in the patient record.
May not sign birth or death certificates and may not request autopsies.
May not admit patients to a Facility except under the direction of a member of the Medical Staff.
Are expected to participate in dictation requirements.  All dictated notes must contain the supervising or MRP Practitioner’s name.
May be allowed to prescribe any medications, including narcotics  under supervision. The name of the supervising Practitioner is to be printed on the prescription.   
Are expected to be on call.
Are expected to attend Departmental clinical conferences and rounds regularly.
2.5.6 Fellows
A Fellow is a post-graduate MD pursuing further clinical or research training in a specialty or sub-specialty.  Fellows have successfully met all the requirements for specialist licensure in their home country.
A Fellow may participate in VIHA facilities under the following circumstances: 
0. They are approved by the appropriate Department or Division Head; and 
They are recommended by the HAMAC and approved by the Board of Directors.
 Once approved, Fellows:
0. may attend patients under the supervision of a member of the Medical Staff of the Department responsible for their supervision;
0. may carry out such duties as are assigned to them by the Department Head or delegate to whom they have been assigned;
0. may not admit patients under their name; and
0. may not vote at Medical Staff or Department meetings.
2.5.7 [bookmark: _Toc473638911][bookmark: _Toc474141833][bookmark: _Toc474142045][bookmark: _Toc474142646][bookmark: _Toc478479319][bookmark: _Toc479168510][bookmark: _Toc479168676][bookmark: _Toc480288380][bookmark: _Toc480534388][bookmark: _Toc489515310][bookmark: _Toc517336501]Medical Staff Preceptors and Supervisors:
The UBC affiliation agreement stipulates that the Faculty of Medicine shall provide suitable appointments to the University for those Medical-Staff members who are involved in teaching programs of the University, subject to the University’s policies and procedures. 
To be involved in the teaching of UBC medical students and residents, Practitioners shall apply for and maintain an appointment with the UBC Faculty of Medicine. 
All Medical-Staff members are expected to participate in teaching as a condition of their appointment.
Medical-Staff members are not responsible for onboarding or verifying that learners have met all the onboarding requirements as mandated by UBC and VIHA.
Practitioners involved in teaching activities are responsible for ensuring that all learners are engaging in activities appropriate to their level of training.  Learners are not to be placed in situations that may compromise safety.
Medical-Staff members must advise patients or their designates when residents or students may be involved in their care and obtain consent for such participation. 
Supervisors and preceptors must be available by phone or pager, when not available in person, to respond in a timely manner and be available to attend to the patient in an emergency. When not immediately available, they must ensure that an appropriate alternate Medical-Staff member is available and has agreed to provide supervision.
Supervisors and preceptors shall assess, review and document trainee competence in accordance with UBC policies.
2.5.8 [bookmark: _Toc473638912][bookmark: _Toc474141834][bookmark: _Toc474142046][bookmark: _Toc474142647][bookmark: _Toc478479320][bookmark: _Toc479168511][bookmark: _Toc479168677][bookmark: _Toc480288381][bookmark: _Toc480534389][bookmark: _Toc489515311][bookmark: _Toc517336502]Research
VIHA views research as a core component of its mandate and encourages Medical Staff to contribute to the generation and application of evidence that will improve the quality of care provided. The requirements and resources available for conducting research in VIHA are as follows:
0. Individuals conducting research at Island Health must comply with Policy 25.3 Research Integrity, as well as any other applicable VIHA research policies and procedures. 
Research conducted at VIHA requires VIHA Research Ethics approval.  
Approval must be obtained from all VIHA Department(s) involved in the support or conduct of the research project. 
Individuals conducting clinical research at VIHA, including interventions involving human research participants, must be trained in Good Clinical Practice (GCP) as defined by the International Council on Harmonization (ICH). 
3 
Residential Facilities Operating under the Hospital Act
[bookmark: _Toc448390292]VIHA operates a number of residential care facilities under Part 2 of the Hospital Act.  The VIHA Medical Staff Rules apply to practitioners providing care in VIHA-operated residential-care facilities. This section highlights unique rules that guide the care of patients in these facilities.
3. [bookmark: _Toc464823620][bookmark: _Toc479168515][bookmark: _Toc479168681][bookmark: _Toc480288399][bookmark: _Toc480534392][bookmark: _Toc489515313][bookmark: _Toc517336504][bookmark: _Toc517442489]Most Responsible Practitioner (MRP)
The care of every resident shall be directed and authorized by an appropriately-privileged Practitioner who will hold primary responsibility for the care of the patient.  This Practitioner shall be identified as the MRP.
MRPs are identified as Practitioners who agree to accept patients within a residential care Facility under their medical direction. The MRP may be determined either prior to, or at the time of, admission. 
The MRP is a shared-care role in delivery of health and treatment services to patients. The MRP is the Practitioner responsible for directing and coordinating the care of a patient admitted to a Facility.    However, in urgent situations where the MRP is not immediately available other duly-qualified Practitioners may provide immediate care to patients.  The MRP shall be informed subsequently of such care. 
During a patient’s Facility stay, the role of the MRP may be transferred, as outlined below.
The MRP:
0. Admits or accepts patients from acute care sites, other Facilities, the community or from another Practitioner;
Reviews documentation and augments it as required to ensure that a full medical assessment is completed, including admission and continuing-care orders;
Works collaboratively with pharmacists and nurses to complete a Best Possible Medication History (BPMH) and orders appropriate medications.  Discharge orders from acute-care Facilities shall be considered valid for up to seven (7) days, pending confirmation by the MRP;
Provides periodic care, completes progress notes and oversees the patient’s care in the Facility, either directly or through an on-call group;
Communicates with the resident, their next of kin and legally-appointed Representative regarding medical conditions, any tests or consultations planned, and the results of such tests or consultations; 
Works collaboratively with healthcare team members;
When necessary, resolves apparent treatment or management conflicts among shared-care providers;
Attends each newly admitted resident or resident readmitted from acute care to assess, conduct a review of documents and confirm admission orders within seven (7) days of admission or re-admission;
Proactively visits each resident with an interval between visits of no more than 90 days;
Attends annual multi-disciplinary care conference reviews whenever possible;
Conducts meaningful medication reviews in consultation with pharmacy and nursing staff on a regular basis, with an interval between reviews of no more than six months;
In the case of an unexpected death (including those resulting from an accident, whether recent or remote), notifies the Coroner of the circumstances of such death;
In collaboration with the resident (or designate) along with the health care team, participates in Advance Care Planning.  Such planning should be completed and documented in a timely manner, preferably no later than the time of the admission care-conference review.  Thereafter it should be updated as clinically indicated and at least annually. Although having an advance directive cannot be mandatory as per s. 19.91  of the Health Care (Consent) and Facilities( Admission) Act, planning can and should still be discussed;
Should a discharge from a Facility occur, the MRP facilitates and coordinates the discharge to the community and ensures communication with the primary-care Practitioner in the community, where present, as well as with community home-support teams; and
Should a discharge occur, ensure medication reconciliation and prescriptions are available upon discharge until the patient can be followed in the community.
3.0.1 [bookmark: _Toc464823622][bookmark: _Toc479168516][bookmark: _Toc479168682][bookmark: _Toc480288400][bookmark: _Toc480534393][bookmark: _Toc489515314][bookmark: _Toc517336505]Most Responsible Practitioner for Residential Care Facilities
Only Practitioners with appropriate Privileges may write orders and manage residents who require treatment in licensed residential care facilities operated by Island Health. 
These Practitioners are designated as MRP and retain primary responsibility for all subsequent care ordered and carried out in the licensed Facility, whether or not the MRP is physically present at the Facility.
In exceptional circumstances, the CEO, through the CMO, or designate, may authorize a non-privileged Practitioner to order or provide care in a licensed Facility, as determined on a case-by-case basis.
In any Island Health Facility with a contracted Medical Coordinator, the Medical Coordinator may provide direct care to residents without prior consultation with the MRP.  Such care is limited to:
0. Medication changes, following a multidisciplinary care conference review, when the MRP has been invited and not been able to attend and where there is a consensus that the change is in the best interest of the resident.  In such cases the resident or their substitute decision maker must have been included in reaching consensus;  
Referral for a psychiatric consultation where nursing staff and the Medical Coordinator deem it necessary for the ongoing care of the resident or the safety and protection of other residents or staff;
Medical orders to comply with infection-control requirements or recommendations of the Medical Health Officer;
Routine medical orders where the MRP has failed to respond to requests for care; and
Urgent medical care where the MRP is not available or has failed to respond to requests for care.
(1) When care has been provided based on any provisions in article 3.5.2.4 above, the MRP shall be informed in due course either by telephone or in writing (via written order on the chart, facsimile, or by entry in an EHR if implemented at the site).  
3.0.2 [bookmark: _Toc464823623][bookmark: _Toc479168517][bookmark: _Toc479168683][bookmark: _Toc480288401][bookmark: _Toc480534394][bookmark: _Toc489515315][bookmark: _Toc517336506]Consultations, Shared Care and Transfer of Care
A consultation request should be made directly from the requesting Practitioner to the consultant.  In the case of a consultant who visits the Facility on a regular basis, the request may be made through the care team with the approval of the MRP.
A consultation is a request for a professional opinion in the management of a patient. Consultations may be on-site or off-site.  
An on-site consultation must include  an in-person evaluation of the patient, a review of all necessary documentation and the provision of a timely, dictated or legible written report in keeping with IHealth standards. It shall include both opinions and recommendations for management and treatment, as well as the basis for that advice. The consultant will notify the requesting Practitioner on completion of the consultation, either through direct communication or through the care team.
In the case of an off-site consultation at the consultant’s office, documentation and communication shall comply with the guidelines set forth by the College of Physicians and Surgeons of BC.
When available, the MRP may make a request for shared care with a nurse Practitioner.  This request implies assistance with management of the resident, with the expectation of ongoing co-management.   This includes regular evaluation and assessment of the resident’s condition and communication with the resident, family and other healthcare professionals by the nurse practitioner.  On-going and regular communication between the nurse practitioner and the MRP is expected.  
A transfer-of-care request is a Practitioner-to-Practitioner request to transfer MRP status or other specific shared-care responsibilities to another Practitioner.  Practitioners making such a request shall supply a summary report detailing the medical care plan for the resident in place at the time of transfer. The transfer of MRP status (other than “on-call”) from one Practitioner to another shall be duly recorded on the Health Record. Transfer-of-care does not occur until the accepting Practitioner documents acceptance in the patient record. 
In those instances where a resident is transferred to another Facility the MRP, if not resuming care at the new location, shall ensure the transfer is completed in accordance with established policy and shall contact the receiving Practitioner to provide information regarding the plan of care and complete a discharge summary. 
3.0.3 [bookmark: _Toc479168518][bookmark: _Toc479168684][bookmark: _Toc480288402][bookmark: _Toc480534395][bookmark: _Toc489515316][bookmark: _Toc517336507]Reports
All consultations, referrals-of-care and transfers-of-care reports shall follow best-practice guidelines of the Royal College of Physicians and Surgeons of Canada (RPSC) and the College of Family Physicians of Canada (CFPC), and must meet or exceed the expectations of Island Health as identified in IHealth documentation standards. These reports are subject to practice audit to ensure compliance with standards.
Copies of reports must respect patient privacy and confidentiality guidelines. Recipients to be copied must be identified in the body of the report.
3.0.4 [bookmark: _Toc464823627][bookmark: _Toc479168521][bookmark: _Toc479168687][bookmark: _Toc480288405][bookmark: _Toc480534398][bookmark: _Toc489515319][bookmark: _Toc517336508]Discharge of Residents
The MRP (or delegate) shall provide a discharge order and complete the discharge summary in compliance with IHealth documentation policy, including communication about the course in the Facility, medications, follow-up plans, resident disposition and any advance care plans to the community Practitioners and healthcare professionals.
A discharge summary is required for:
0. All resident discharges regardless of length of stay; and
All deaths. 
To ensure continuity of care and patient safety, the discharge summary for residents returning to the community should be completed at the time of discharge but must be completed within seven (7) days of discharge, with the expectation that Island Health will ensure the delivery of copies to appropriate recipients within two (2) days following completion.  

4 [bookmark: _Toc517336509][bookmark: _Toc517442490]Regulated Provision of Care
4. [bookmark: _Toc517336510][bookmark: _Toc517442491]Organ Donation and Retrieval 
VIHA and its Medical Staff shall cooperate with the British Columbia Transplant Society in supporting the provincial program for organ donation and retrieval.
4.0.1 [bookmark: _Toc474141843][bookmark: _Toc474142054][bookmark: _Toc474142655][bookmark: _Toc478479328][bookmark: _Toc479168525][bookmark: _Toc479168690][bookmark: _Toc480288408][bookmark: _Toc480534401][bookmark: _Toc489515322][bookmark: _Toc517336511]Membership and Appointment
In cases where, under special or urgent circumstances, such as organ retrieval, temporary Medical Staff Privileges are required, the CEO may, in consultation with the Senior Medical Administrator, grant such appointments with specific conditions and for a designated purpose and period of time.  These appointments must be ratified or terminated by the Board of Directors at its next meeting.
4.0.2 [bookmark: _Toc474141844][bookmark: _Toc474142055][bookmark: _Toc474142656][bookmark: _Toc478479329][bookmark: _Toc479168526][bookmark: _Toc479168691][bookmark: _Toc480288409][bookmark: _Toc480534402][bookmark: _Toc489515323][bookmark: _Toc517336512]Responsibility for Patient Care
In the event of organ donation, responsibility for the maintenance of the physiological status of the organ donor may be transferred, at the discretion of the Most Responsible Practitioner, to a physician member of the Organ Retrieval Team.
Consent for organ and tissue donation shall be validated through the British Columbia Transplant Society Registry or obtained through the patient’s next of kin in accordance with the Human Tissue Gift Act and Regulations.
Organ donation, after the declaration of neurological death, permits the Most Responsible Practitioner to transfer to or share responsibility with the Organ Retrieval Team. Standard protocols available from the Organ Retrieval Team may be followed and orders may be given to a registered nurse or a respiratory therapist for the maintenance of the physiological status of the donor.
4. [bookmark: _Toc517336513][bookmark: _Toc517442492]Delegation of a Medical Act 
4.1.1 [bookmark: _Toc489515325][bookmark: _Toc517336514]The delegation of a medical act to a registered member of another health profession defined under the Health Professions Act may be appropriate in certain restricted circumstances.  Such delegation does not absolve the Medical Staff member of responsibility for the care of the patient but rather widens the circle of responsibility for the safe performance of the procedure.  Responsibility is shared between the delegating Practitioner and the person who performs the delegated act. 
4.1.2 [bookmark: _Toc489515326][bookmark: _Toc517336515]The delegated medical act must be clearly defined and circumscribed by the degree of medical supervision required.  The person to perform the act must agree to the delegation.  Competency requirements of individuals and the scope of practice of a professional group must be determined to decide what additional training is needed.  A Practitioner with relevant expertise must ensure the required knowledge and skill are taught appropriately.  A non- Medical-Staff practitioner may carry out the teaching, but not the examination for competence.  Re-evaluation and, if necessary, re-training of all professionals who perform delegated medical acts should be conducted on a regular basis as required to maintain professional competency and an acceptable standard of care. 
4.1.3 [bookmark: _Toc489515327][bookmark: _Toc517336516]The Board of Directors, on the advice of the HAMAC, must approve all delegated medical acts before they can be performed within VIHA Facilities and Programs.
4.2 [bookmark: _Toc517336517][bookmark: _Toc517442493]Scheduled Treatments and Procedures 
This Article refers to all scheduled medical, surgical and interventional treatments or procedures (hereinafter called “Procedure(s)”) that are scheduled through VIHA booking services.
4.2.1 [bookmark: _Toc489515329][bookmark: _Toc517336518]Booking Requirements
Booking requests shall be requested on behalf of the patient by the Practitioner or delegate who has the authority to perform or request the procedure(s).
Booking requests shall be submitted in accordance with approved VIHA booking request forms, processes and timelines.
Required documentation, in accordance with established VIHA standards, shall be submitted at the time of the booking request.
If scheduled treatments or Procedures are cancelled for administrative reasons, VIHA staff shall be responsible for rebooking the procedure(s) in consultation with the Practitioner and for notification of both the patient and the Practitioner, including the reason(s) for the cancellation.
4.2.2 [bookmark: _Toc489515330][bookmark: _Toc517336519]Consent Requirements 
VIHA consent policies and procedures as well as applicable legislation shall be followed at all times when obtaining and documenting consent for all electively scheduled procedures.
[bookmark: _Toc489515331][bookmark: _Toc517336520]For any individual not involved in the care of the patient, patient consent is always required before observation of any procedure(s) is allowed.
4.2.3 [bookmark: _Toc489515332][bookmark: _Toc517336521]Requirements for Surgical Procedures
A surgeon shall be the Most Responsible Practitioner for peri-operative management of the patient and for the performance of any surgical procedure.
When surgery performed by a Dentist will result in hospital admission, the Dentist is responsible to arrange admission by a Medical-Staff member with admitting Privileges.  For outpatient or day surgery, the Dentist may provide a written or electronic history and physical exam from a medical Practitioner. The Dentist will act as MRP in these situations.
Surgery shall only be performed with the assistance of a second Medical-Staff member where VIHA policy so requires. 
The manager or supervisor of the operating room may cancel any procedure(s) if there are insufficient resources or staff to proceed.  The operation shall be rescheduled in consultation with the MRP based on the primary considerations of the patient’s well-being and the optimum management of the operating room facilities.  
Prior to the commencement of any emergency surgery or procedure in the operating room, a Medical Staff member must ensure written or electronic documentation is available, including a brief history and physical exam, the patient’s clinical status, and indication for the procedure to be performed. 
An anesthetic record must be completed before the patient leaves the operating room or post-anesthetic recovery area.  
The anesthesiologist or delegate shall document any unusual circumstances related to the anesthetic or post-anesthetic recovery and specify those Practitioners who require copies of the documentation.  
Before leaving the operating room, the surgeon shall ensure that the required pathology requisitions have been completed by the OR staff. 
The surgical record of operation must be dictated or written within 24 hours of the procedure, but preferably immediately post-procedure. 
In compliance with the Coroners Act, any patient deaths that occur in the operating room or post anesthetic recovery area must be reported to the Coroner at the time of death.  All such cases shall be referred to the Surgical Quality Council for review.
4.2.4 [bookmark: _Toc517336522]Requirements for Non-Surgical Treatments and Procedures 
On completion of a non-surgical treatment or procedure the Practitioner shall document a progress note on the patient record, describing the treatment or procedure , and the outcome. This note shall include any unusual circumstances or incidents of clinical significance related to the treatment or procedure. This note must identify those Practitioners who require copies of the report.
4.3  Pronouncement of Death, Autopsy and Pathology 
4.3.1 [bookmark: _Toc489515334][bookmark: _Toc517336524]VIHA policy governs those personnel who may pronounce an expected death. Only a member of the Medical Staff may pronounce a neurological or unexpected death.  Only a physician or nurse-practitioner member of the medical staff may provide certification of death or stillbirth. 
4.3.2 [bookmark: _Toc489515335][bookmark: _Toc517336525]No autopsy shall be performed without a Coroner’s order or the written consent of the appropriate relative or legally-authorized agent of the patient.
4.3.3 [bookmark: _Toc489515336][bookmark: _Toc517336526]In appropriate cases, the Most Responsible Practitioner shall make all reasonable efforts to obtain permission for the performance of an autopsy.
4.3.4 [bookmark: _Toc489515337][bookmark: _Toc517336527]All tissue or material of diagnostic value shall be sent to the Department of Pathology.
4.3.5 [bookmark: _Toc489515338][bookmark: _Toc517336528]Pathology specimens including body tissues, organs, material and foreign bodies shall not be released without due authorization by the Head of the Department of Laboratory Services or delegate.
4.3.6 [bookmark: _Toc489515340][bookmark: _Toc517336529]Where the manner of death meets reporting requirements outlined in the Coroner’s Act, the death must be reported to the Coroner.
[bookmark: _Reporting_and_How]
[bookmark: _MPCC_Committee][bookmark: _Legislative_Committee][bookmark: _Medical_Education_and]
[bookmark: _Health_Authority_Medical][bookmark: _Oversight_Committee][bookmark: _Local_Advisory_Committee][bookmark: _Purpose_and_Responsibilities][bookmark: _Ad_Hoc_Department][bookmark: _Ad_Hoc_Disciplinary]

4.  Reporting & Managing Unprofessional Behaviour
4.4.1 [bookmark: _Toc517336531]Purpose
To encourage the prompt identification and management of behaviour that is contrary to the VIHA Respectful Workplace Policy or the Code of Ethics of a practitioner’s professional regulatory body, which may adversely affect the delivery of safe patient care in any facility operated by VIHA, and;
To provide transparent processes to manage unprofessional behaviour by members of the Medical Staff, including those in leadership positions. 
4.4.2 [bookmark: _Toc517336532]Principles
[bookmark: _Toc517336533]Breach of standard for professional or respectful behaviour will be addressed in a consistent, equitable and timely manner.
[bookmark: _Toc517336534]All reports of unprofessional behaviour, received verbally or in writing, will be considered carefully and addressed.  
[bookmark: _Toc517336535]Where perceived unprofessional behaviour is observed or experienced in a VIHA Facility, it should be reported to a Division Head, Department Head, or Site Chief of Staff.  The medical leader who first receives such a report is responsible to ensure it is investigated.  The medical staff member will have 7 days to notify the HAMAC chair of an appeal of the decision.  If there is no notification of an appeal within this 7 days, the determination of HAMAC will be considered binding and and followed up in a timely manner.  
Where perceived unprofessional behaviour involves a medical leader, it should be reported directly to the CMO or designate.  If a perceived lack of psychological or physical safety exists, Medical Staff may report concerns to the CEO through the process outlined in the VIHA Safe Reporting Policy . The Safe Reporting Policy provides that a review of the conduct of any person associated with VIHA, including a member of the Medical Staff, may be initiated through the VIHA Safe Reporting Officer or General Counsel. The Safe Reporting Policy does not replace established procedures for managing unprofessional conduct as set out herein. 
[bookmark: _Toc517336536]Reports of unprofessional behaviour will be investigated as soon as possible, usually within two to four weeks.
[bookmark: _Toc517336537]Retaliation of any kind against a reporter of unprofessional behaviour is expressly forbidden and will result in disciplinary action against the perpetrator. 
[bookmark: _Toc517336538]The review of a serious allegation involving a member of the Medical Staff shall be conducted in consultation with the CMO’s Office. In cases where the cancellation, suspension, restriction or non-renewal of Privileges may be warranted, the matter shall be referred to the HAMAC, who shall make recommendations to the Board and CEO in accordance with Article 12 of the Bylaws.  
4.4.3 [bookmark: _Toc517336539]Managing Unprofessional Behaviour
Unprofessional behaviour is not tolerated in Island Health. Management of this behaviour requires a transparent investigative, evaluative and reporting system, known to the practitioner from the outset and supporting a culture of just application of consequence. Detailed processes to support the fair and timely management of unprofessional behaviour are identified in Article 4.8 of these Rules.
4.4.4 [bookmark: _Toc517336540]Managing Issues of Clinical Competence 
Oversight of professional competence includes professionalism, judgement, and performance to expected standards within the Department. Assessment of competence is much more than the evaluation of technical skill.
Concerns arising from clinical practice which suggest possible deficiencies of competence are a key obligation of Medical Staff Leadership to both monitor and address. Due process in the means of assessing and evaluating competence are described in Article 4.8 of these Rules.
4.4.5 [bookmark: _Toc517336541]Whistle Blowing Policy
Island Health expects all Practitioners to report suspected wrongdoing through appropriate administrative channels. Alternately, individuals may report suspected wrongdoing to the Designated Central Point of Contact (DCPC) as defined within the VIHA Whistle Blower policy, or the independent-third-party reporting service.
Reports under this policy must be made in good faith and based on reasonable grounds.
4.5 [bookmark: _Toc517336542][bookmark: _Toc517442496]Managing Unprofessional Behaviour or Failure to meet standards of care: Overview of Process 
At all stages of this process, the medical leader must investigate the complaint and determine its seriousness and impact. Based on these findings, an assignment of the appropriate stage of intervention, outlined below, will be confirmed. If the physician whose behaviour or care is felt to be inappropriate is a medical leader, the issue will be escalated to the medical leader to whom that physician reports.  
4.5.1 [bookmark: _Toc489515408][bookmark: _Toc517336543]Interventions have the goal of remediation and will generally follow a staged approach, outlined below:
Stage Zero: This stage of intervention refers to discussions between medical staff members regarding minor incidents involving either behaviour or clinical care. These discussions may occur between the medical practitioner and the person who has the concern, or may involve the local medical leader at the request of that person. The medical staff member or medical leader believes the issue can be resolved by a casual conversation with the medical staff member under discussion. If the individuals involved resolve their conflict mutually, then no further intervention is necessary. Otherwise a Stage 1 intervention is warranted. Although documentation is at the discretion of the person addressing the incident, medical leaders are encouraged to record the subject, date, time and location of the conversation in the confidential medical staff database managed by EMSS. An email or memo thanking the physician for the discussion is often an effective way of doing this.

Stage decision communicated to the Board of Directors as a One: This stage is warranted for first-time behaviours or questionable clinical practice that is perceived to be significant or where Stage Zero intervention has been ineffective.  The Division Head, Department Head, or Chief of Staff will formally meet with the medical staff member.  During the meeting, the medical leader will describe the incident as reported, seek a response from the member, ensure that the member understands how others have interpreted the behaviour or clinical decision, consider mitigating factors and identify the corrective action(s) needed to resolve the issue.  The medical leader is required to document the content of the meeting, decisions that were reached regarding corrective action(s), schedule for follow-up meetings, and potential consequences if the identified behaviour or questionable practice continues. Failure to comply with such recommendation; is grounds for escalation. The medical leader shall provide a copy of the documentation to the medical staff member and forward a copy to EMSS for storage in the confidential medical staff database. A template for documentation will be provided by EMSS to the medical leader.
(ii) Should the HAMAC reject the recommendation of the Discipline Committee the matter will be taken directly to appeal.
(e) Appeal
(i) An appeal will occur whenever either 
A. The HAMAC rejects the recommendation of the discipline committee; 
B. The medical staff member appeals the decision of the HAMAC.
(ii) Upon determination of an appeal, a special meeting of the HAMAC will be organized within 14 days of the initiation of the appeal process. 
(iii) At least 7 days notification of the date of the appeal will be given to the medical staff member under investigation.  The report of the Discipline Committee and all evidence collected during the process will be given to the medical staff member under investigation and the entire HAMAC membership.
(iv) The Chair of the Discipline Committee will have up to 1 hour to make a presentation to the HAMAC.
(v) The medical staff member under investigation will have up to 1 hour to make a presentation to the HAMAC.
(vi) Both presentations may include other individuals felt to be of relevance for HAMAC to make its determination as long as these presentations reasonably stay within the allotted timeframe.
(vii) HAMAC will make a determination as to the recommendation being forwarded to the Board of Directors as per Article 11.2.2 of the Bylaws.  This determination will be done with the exclusion of members of the Discipline Committee and any other HAMAC members who self-declare themselves to be in conflict.  The Chair or Vice-chair of the HAMAC will be the sole arbiter of issues of conflict of interest.
[bookmark: _Toc245195346]SECTION 16– RESIDENTIAL CARE
16.1 This section applies to VIHA residential facilities operating under the Hospital Act.
16.2 Medical care of residents in VIHA Long Term Care facilities differs in many aspects from medical care provided to patients in an acute care setting.  Those differences are recognized in this section.
16.3 Admission, Transfer and Discharge of Residents 
(a) Every resident shall be attended by a member of the medical staff who has admitting privileges to residential care and who has primary responsibility for the care of the resident.
(b) Prior to admission of a resident, the resident’s physician shall submit a legible, complete and updated medical record as required by the Health Authority.
(c) The resident’s physician shall note special precautions regarding the care of the patient on the order sheet in the patient’s record at the time of admission (e.g. infectious disease, emotional disturbance, etc.).
(d) Prior to admission, the resident’s physician shall assess the resident with regard to the risk of tuberculosis or other communicable disease which may pose a risk to staff or other patients and act in accordance with Provincial guidelines.
16.4 Resident Care
(a) The MRP shall visit the newly admitted resident within 7 days and thereafter at least every 90 days, or more frequently if clinically indicated.
(b) If, in the opinion of the nurse in charge, the condition of the resident changes significantly, the MRP or delegate shall be informed and shall act according to the urgency of the situation.
(c) Progress notes shall be recorded in the health record by the practitioner at each visit.  Written progress notes shall be made in the health record at least every 90 days.  If the resident is seen in the practitioner’s private office, then the practitioner shall forward to the facility all relevant investigation results and any new treatment orders arising from the visit.
(d) All orders for medical treatment shall be legibly written and signed by a practitioner with medical staff privileges. An order for medical care may be dictated over the telephone to a nurse. An order dictated over the telephone shall be written over the name of the ordering practitioner and be signed by the person to whom they are dictated.  Such orders shall be signed by the ordering practitioner as soon as possible.  Orders may be faxed if signed by a medical practitioner.
(e) Orders pertaining to other professional disciplines, e.g. occupational therapist, physical therapist, dietician, pharmacist, etc., may be given by the medical practitioner to a member of that discipline who shall write the orders on the Physicians Order Sheet.  Such orders shall be signed by the ordering practitioner as soon as possible.
(f) The MRP shall carry out a Drug Review every 90 days or more frequently if necessary, in collaboration with the medical coordinator, pharmacist and nurse, as appropriate. Medications shall be re‑authorized as required by the Pharmacy and Therapeutics Committee by updating and signing the drug profile or rewriting drug orders on the order sheet.
(g) All orders for controlled drugs and antibiotics shall be written with a stated limit as to the number of doses, or the hours or days of administration. Telephone orders for controlled drugs shall be countersigned by the ordering practitioner within 7 days. For drug orders written without such dosage or time limit, an automatic stop order shall be in effect.
(h) The MRP shall be invited to attend interdisciplinary conferences to discuss and plan resident care. In the absence of the MRP, the Medical Coordinator shall make recommendations regarding care to the multidisciplinary team and submit the recommendations to the MRP for approval.
(i) Advance care planning should be discussed with each resident or responsible family member, either prior to of shortly after admission. Choices for care, when stated, should be documented in an Advance Directive and can also include an order regarding cardiopulmonary resuscitation. Documentation of advance care planning discussions should be written in the resident’s chart.
(j) The MRP or delegate shall visit to pronounce death within a reasonable time after notification. In the event of an expected death, the MRP may transfer the responsibility for "pronouncement of death" to a registered nurse in charge of the resident's care, provided the MRP has visited the resident within the previous 30 days and documented on the resident’s chart that death may be expected shortly. In the event of an unexpected death, death due to unnatural cause, or death with unusual circumstances, the MRP or delegate is required to attend for the purpose of “pronouncement of death” and to review the circumstances surrounding the death. Completion of a “Certificate of Death” remains the responsibility of the MRP in all circumstances.  Physicians pronouncing death shall record the time, date and cause of death (if known) on progress notes.
(k) The MRP or delegate shall notify the Coroner of deaths that require notification under the Coroner's Act.
(l) The MRP or delegate shall obtain a consultation when appropriate in all cases in which the diagnosis is obscure or when there is doubt regarding Investigation or therapy. Where a consultation is required urgently and the MRP or delegate is not available, the Medical Coordinator, the Medical Director or a Senior Administrator may authorize a consultation.
(m) Practitioners requested to see patients in consultation shall be members of the VIHA medical staff or VIHA Allied Health Staff and shall provide a written report for the resident’s chart.
(n) The MRP shall visit the resident within a week of the resident returning from acute care and provide an update in the resident’s chart, recording relevant events that occurred during admission to acute care, changes in the resident’s physical findings and health status and to the plan or care for the resident.
(o) Dentists treating residents shall enter in the resident's health record a description of every dental treatment or procedure performed immediately following the provision of care.
16.5 Health Records
(a) A complete medical history and physical examination shall be provided by the MRP for each resident prior to admission. No resident shall be admitted without this information.
(b) The admission history shall include where available:
(i) List of current diagnoses/problems;
(ii) Past medical problems, illnesses, surgery;
(iii) Allergies and drug sensitivities;
(iv) Record of a recent physical examination (performed within the previous 3 months);
(v) Mental status assessment;
(vi) Results of appropriate laboratory tests;
(vii) Management plan including drug orders;
(viii) Summary or copies of consultant reports; and
(ix) Drug profiles.
(c) Progress notes shall be documented at each visit and at least every 90 days thereafter.  For Long Term Care patients, orders for drugs shall be reviewed and renewed as required by the Pharmacy and Therapeutics Committee by the ordering practitioner and/or the MRP.  
(d) Progress notes shall be sufficient to describe changes in the resident's condition, reasons for change of treatment and outcome of treatment.
(e) A practitioner shall participate in a multidisciplinary assessment of the resident, which shall be documented annually.
(f) Within 30 days following the death or discharge of a resident, the MRP shall complete and sign the resident's discharge summary stating the final diagnosis therein.
[bookmark: _Toc224709389][bookmark: _Toc245195347]SECTION 17 – PROFESSIONAL CONDUCT AND DISRUPTIVE BEHAVIOUR
17.1 Authority
(a) The authority to manage disruptive physician behaviour lies in the Hospital Act, under the Hospital Act Regulations, Sections 4, 5 and 6 and the delegation of that authority to VIHA through the Medical Staff Bylaws to its Board of Directors and the HAMAC. 
Every practitioner with privileges in the Health Authority will be required to read and acknowledge the 
Stage 2: This stage of intervention is warranted for behaviour that is of greater severity or where a Stage 1 intervention has been ineffective. It also applies to known aberrancy from accepted clinical practice or where professional judgment/actions risk patient well-being or safety. The Division Head, Department Head, or Chief of Staff shall inform Medical-Staff-Governance Executive Medical Director (EMD). The EMD in collaboration with the Department Head and Chief of Staff will follow the same process as in Stage 1, and will develop a contract between the member and Medical Affairs that includes methods of remediation and redress, which may include but not be limited to voluntary changes in practice, supervision of aspects of practice by another member of medical staff, specific educational or behavioural interventions and internal or external in depth review. The EMD will notify the member that another incident may result in a review by HAMAC. Failure to comply with such recommendation is grounds for escalation including, depending upon the nature of the issue, summary suspension of privileges and referral to HAMAC. The medical leader shall provide a copy of the documentation to the medical staff member and forward a copy to EMSS for storage in the confidential medical staff database. A template for documentation will be provided by EMSS to the medical leader.

Stage 3: This stage of intervention is required for behaviour or questionable practice that has continued despite previous interventions, or that presents a serious or potentially-serious problem that adversely affects, or may adversely affect, the care of patients, or the safety and security of patients or staff. Stage 3 interventions occur if the situation does not require immediate suspension to protect the safety and best interests of patients or staff. The Department Head together with the Chief of Staff or Medical-Staff-Governance EMD will inform the Chief Medical Officer and the Chair of HAMAC.  The office of the Chief Medical Officer is responsible to manage Stage 3 investigations. The medical leader shall provide a copy of the documentation to the medical staff member and a copy to EMSS for storage in the confidential medical staff database. A template for documentation will be provided by EMSS to the medical leader.

(b) Principles of Partnership Governing Professionalism (Appendix A) annually.
17.2 Purpose
(a) Acknowledge the right to work in a safe, cooperative and respectful health care environment, by ensuring that members of the medical staff conduct themselves in accordance with the Principles of Partnership Governing Professionalism (Appendix A).
(b) Encourage the prompt identification of behaviour that is contrary to the Principles of Partnership Governing Professionalism or which is disruptive or potentially disruptive to the delivery of safe patient care.
(c) Provide a formal procedure for dealing with disruptive behaviour by members of the medical staff.
17.3 Effects of Disruptive Behaviour
Disruptive, intimidating or abusive behaviour may affect the quality of care by:
(a) Deflecting the physician’s attention from the patient, therefore impairing clinical judgment and performance;
(b) Increasing the likelihood of errors by leading others to avoid the disruptive physician, to hesitate to ask for help or clarification of orders or to make suggestions about patient care;
(c) Undermining patient’s confidence in the physician or hospital;
(d) Creating a working environment that undermines recruitment and retention efforts for physicians and other staff; and/or
(e) Affecting the reputation of individual physicians, the caring professions and the stature of the Health Authority.
17.4 Documentation of Disruptive Behaviour
(a) It is the policy of the medical staff that all persons within the facilities and programs operated by VIHA be treated with courtesy, respect and dignity. To this end, medical staff members are required to conduct themselves in accordance with this policy.
(b) Where this policy is not observed, the matter will be addressed as outlined below in a consistent, equitable and timely manner.  Confidentiality will be maintained to the degree permitted by law.
(c) All reported disruptive behaviours will be considered carefully and reviewed whether received orally or in writing.  The individual receiving the complaint or the complainant will transcribe any oral complaint to a written format.  Both parties should agree upon the document.  
(d) When perceived disruptive behaviour is observed or experienced it should be reported as a matter of priority to the Department Head, Chief of Staff, Division/ Site Chief or Medical Director.  
(e) Reports of disruptive behaviour will be examined for their validity as soon as possible so that an appropriate judgment about the timing of intervention can be made.   This shall be done in a reasonable time, usually within 2 weeks.  It is important to note that although a complaint may be valid it does not mean that it merits further action; it simply means that it was at least worthy of investigation.  It is entirely possible that upon investigation a valid complaint may have no merit because the evidence that was gathered in the investigation did not support the complaint.  
(f) Reporters of disruptive behaviour and subjects of complaints will be informed that reprisals will not be tolerated. In the event of a legal process, their names and statements may be disclosed.
17.5 Process to Manage Disruptive Behaviour
(a) General Principles
 Interventions will follow a staged approach with the intention of remediation:
(i) Stage One interventions are warranted for first time behaviours that are perceived as being of low severity.
Stage Two interventions are warranted for behaviour that is of moderate severity or where stage one intervention has been ineffective.
(ii) Stage Three interventions are required for behaviour that has continued despite previous interventions or where there is concern about self-injury or harm to others.
Crisis Intervention is required in the event of the: The sudden appearance of behaviour that is too egregious for a staged response., or where a serious problem or potential problem adversely affects or may adversely affect patient care or the safety and security of patients or staff and immediate action is required.  These situations will be addressed in accordance with Article 11 of the Bylaws. 
4.5.2 [bookmark: _Toc517336544][bookmark: _Toc489515410]Uniform Approach for Managing Unprofessional Behaviour 
(b) Documentation Requirements
(i) Having met with the subject of the complaint, for those concerns warranting further action, the Department Head, Chief of Staff or Medical Director will document:
A. A description of the behaviour; 
B. A description of the discussion with the Staff Member;
C. An indication that the Member has been informed that the behaviour is perceived as being disruptive;
D. Evidence that mitigating factors have been considered;
E. Specific documentation of resources offered or mandated to assist changing behaviours;
F. Stage One, Two, ThreeReports from other professionals (therapists, coaches, etc.) who have been engaged as part of any remediation; and
G. Documentation that the consequences of continued disruptive behaviour have been openly and clearly outlined to the Member.
 Crisis Interventions shall remain in the Medical Staff member’s file permanently.  This documentation will be forwarded to the subject of the complaint and through the Department Head to the securely maintained within the EMSS officeChief Medical Officer for inclusion in the practitioner’s file.  A copy of the original complaint will also be forwarded to the Senior Medical Administrator for inclusion in the practitioner’s file.
If at any stage of intervention, the Medical Staff member disputes the reported behaviour, disagrees that the behaviour complained of was unprofessional, or the parties are unable to resolve the complaint, the complaint may be referred to the LMAC or the Discipline Subcommittee of the HAMAC for further investigation. 
Any retributive behaviour by a Medical Staff member against a complainant shall result in immediate escalation of the disciplinary process.
4.5.3 Managing Unprofessional Behaviour or Failure to Meet Standards of Care: Stage One Intervention
The Division Head, Department Head, or Chief of Staff or /Site-Medical Director will accomplishshall:
(c) meet with the following:
0. DescribeMedical Staff member involved to describe the alleged incident to the Member and explain explicitly why the observedreported behaviour or care is considered disruptiveunprofessional or inadequate;
Provideprovide the MemberMedical Staff member with an opportunity to respond;
Assistassist the MemberMedical Staff member to understand how others have interpreted or received the behaviour;
Provideprovide supportive counselling either personally or through a third party, as appropriate;
In collaboration in discussion with the MemberMedical Staff member, decide the format and substance of a resolution to the complaint, including a possible response to the reporter in order to bring the complaint to resolution;if relevant; and
(i) Documentprepare the discussion and intended follow up;
(ii) Submit feedback to the Member; 
Submit a summary of the situation and actions taken to the Senior Medical Administratordocumentation as set out above.
This process should be completed within 4 weeks of receiving the complaint. if possible. 
4.5.4 [bookmark: _Toc489515412][bookmark: _Toc517336545]Managing Unprofessional Behaviour or Failure to Meet Standards of Care: Stage Two Intervention
The Division Head, Department Head, or Chief of Staff or /Site-Medical Director will immediately informshall follow the appropriate Executive Medical Directorprocess set forth under Stage One Intervention.
(d) The Executive Medical Director in collaboration with the Division Head, Department Head, or Chief of Staff, and Division/ Site Chiefs where appropriate will:
(i) Describe the incident/Site-Medical Director shall then work with the Medical Staff member to the Member and explain explicitly why the observed behaviour is considered disruptive;
(ii) Provide the practitioner with an opportunity to respond;
(iii) Assist the practitioner to understand how others have interpreted the behaviour;
(iv) Provide supportive counselling either personally or through a third party;
(v) In collaboration with the practitioner, decide the format and substance of a response to the reporter.
Developdevelop a contract between the MemberMedical Staff member and VIHA, which will include the following elements:: 
0. Methodmethod of redress (counsellingincluding but not limited to education, practice supervision, coaching, counselling, psychological or other medical testing, leadership training, substance abuseuse therapy, written project, or tutorial sessions, etc);) including consideration of referring the Medical Staff member to an external resource such as the Practitioner Health Program, or retraining or supervision of practice in another program with regular reports to be received by the Department Head and EMSS;
Methodmethod of monitoring for change/progress;
Descriptiondescription of behaviour benchmarks;
Timeframetime frame within which progress must be demonstrable; and
Consequencesconsequences for lack of progress or non -compliance;.
(vi) DocumentThe Division Head, Department Head or Chief of Staff/Site-Medical Director shall notify the above in the practitioner’s file.
Notify the MemberMedical Staff member in writing that another incident maywill result in review of behaviour by the Discipline Subcommittee of the HAMAC in accordance with the Bylaws and that continuation of privileges will impact on Medical Staff Privileges may be discusseddetermined at that time.
(e) [bookmark: _Toc489515413][bookmark: _Toc517336546]Consider referring the physicianManaging Unprofessional Behaviour or Failure to an external resource such as the Physician Health Program with regular reports to be received by the Executive Medical Director.
4.5.5 Meet Standards of Care: Stage Three Intervention
The Division Head, Department Head, or Chief of Staff or /Site-Medical Director shall immediately inform the Senior Medical AdministratorCMO and Chair of HAMAC who willshall schedule a review of the complaint by the Discipline Subcommittee (DSC) of the HAMAC.
(f) The Discipline Subcommittee will be expected to:
The DSC shall:
0. Review the behavioural and/or clinical care history of the MemberMedical Staff member; and
Recommend other rehabilitation strategies or recommend disciplinary action as appropriate.
Disciplinary action that the DSC and HAMAC may be recommended includerecommend includes but is not limited to:
0. Restriction of privileges/modification, suspension, revocation, or refusal to renew a Medical Staff member’s Privileges to practice within VIHA;.
(i) Direct supervision of practice;
(ii) Suspension of privileges on a time limited basis;
(iii) Revocation of privileges;
0. setting conditions, such as a requirement to complete a course or other remedial training, or a requirement to undergo an audit, or external reviews of the Medical Staff member’s practice.
Action on these recommendations willshall follow the process outlined in Section 15.9Article 11.2 of these Rulesthe Bylaws.
4.5.6 [bookmark: _Toc489515414][bookmark: _Toc517336547]Managing Unprofessional Behaviour: Crisis Intervention
(g) Where behavior is warranted to require a crisis behaviour is too egregious or care deemed too unsafe to warrant staged intervention, the Division Head, Department Head, or Chief of Staff or Division// Site Chief Medical Director shall request the Senior Medical AdministratorCMO or his/her delegate to consider immediately suspending the Member’s privilegessummary suspension of Privileges as per Article 11.2.1 of the Bylaws.
(h) Circumstances may include but are not limited to:
(i) Abandonment of a patient admitted to a VIHA facility under The CEO is also authorized to suspend per the care ofBylaws.Where the member;
The alleged commission by the member of a criminal offence related to the exercising ofCMO or CEO are not immediately available, any medical staff leader has the Member’s privileges, as evidenced byauthority to suspend the laying of criminal charges;Practitioner, and shall notify the CMO or CEO verbally and in writing of the suspension as soon as circumstances permit. 
The provision
(ii) Crisis intervention is required in the event of the sudden appearance of behaviour or aberrency of clinical care, the exercising of clinical privileges, or the fulfillment of contractual arrangementspractice that is too egregious for a staged response. For all crisis situations, medical leaders must contact the provision of patient care by the Member while impaired, including but not limited to impairment by drugs or alcohol.
(i) In such circumstances, the Department Head, Chief of Staff or Division/Site Chief shall:
(i) ArrangeMedical Officer for an alternative practitioner to provide care for the suspended Member’s patients as necessary; and
(ii) Arrange security as required.


APPENDIX A - PRINCIPLES OF PARTNERSHIP GOVERNING PROFESSIONALISM
[bookmark: _Toc245195348]Introduction
VIHA and __________________________________ [insert name of medical staff member] recognize their considerable interdependence in the rapidly changing healthcare environment.  The provision of high quality, cost-effective healthcare depends in large part upon the ability of all members of the Health Care Team to develop trust, communicate well, collaborate effectively, be mutually supportive, and work effectively as part of a team.
[bookmark: _Toc245195349]Principles
In order to accomplish these goals, I agree to the following principles and guidelines. I also agree to work collaboratively to promote them in the organization and in the community.
1) Respectful Treatment
I agree to treat all members of the healthcare provider team and all direct and indirect recipients of healthcare (patients, their families, visitors) in a respectful, dignified manner at all times.  
2) Language
I agree to use respectful language at all times. 
3) Behavior
I agree to behave respectfully toward others at all times, and to refrain from any behavior that is disrespectful, profane, vulgar, intimidating, demeaning, harassing, humiliating, or sexually inappropriate.  This includes but is not limited to: obscene gestures, violation of reasonable personal space, yelling, throwing of objects, menacing gestures, unwanted or sexual touching, degrading or sexually-oriented jokes or comments, or requests for personal or sexual favors.  It also includes making inappropriate comments regarding other physicians, hospital employees, other providers, or patients.
4) Confidentiality and Privacy
I agree to maintain complete confidentiality of patient care information at all times, in a manner consistent with generally accepted principles of medical confidentiality.  I recognize that practitioners and hospital staff have the right to have personal or performance problems and concerns about competence discussed in a confidential manner in a private setting.  I agree to maintain this confidentiality and to seek proper, professional, objective arenas in which to deal with thesedirection. These issues.  
5) Responsible Work Practice
As part of responsible work practice, I agree to be available to respond to calls as deemed appropriate to maintaining good quality of patient care. I agree to notify appropriate personnel if unable to attend work. I also agree to attend meetings as required by my department(s).
6) Respectful Communication and Feedback
Verbal and written communication, including chart notes and other documents, will be respectful and professional in language and tone.  I recognize the need for an organizational chain of command, in order for VIHA facilities to run smoothly and efficiently.  I recognize the need for each input from others regarding quality and performance.  However, significant concerns about performance need to be made through appropriate channels, i.e. to supervisors, and not directly to employees. I agree to take these concerns about employee performance or hospital issues through the appropriate chain of command.  I agree to engage other parties in constructive and timely dialogue and to work collaboratively to address these issuesdealt with as expeditiously as possible.
7) Supporting Rules and Regulations
I recognize the need for certain rules and regulations for all to follow, in order to assure the smooth, harmonious, and safe functioning of VIHA facilities, both clinically and otherwise.  I agree to abide by these regulations, including those that relate to safety, scheduling, confidentiality, documentation, and the like.
8) No Retribution
I agree not to engage in any behavior that could reasonably be considered retributive, such as: making implied or direct threats, physically-intimidating behavior, withholding information, refusing to speak to coworkers, or attempting to find out who might have registered a complaint.
The foregoing Principles of Partnership are acknowledged and agreed to this ____ day of ____________, 20___ by:
	

	Name:  [Insert name of medical staff member]





A-2
			
Island Health Medical Staff Rules – DRAFT13		Page 68				
image1.jpeg
island health




