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MEDICAL STAFF BYLAWS
OF
MARY WASHINGTON HOSPITAL, INC. AND MEDICORP AT STAFFORD LLC

ADOPTION

1. These Medical Staff Bylaws are adopted and made effective for each Hospital upon approval of its
Board of Trustees, superseding and replacing any and all previous Medical Staff Bylaws, and
henceforth all activities and actions of the Medical Staff and of each individual who is appointed or
reappointed to the Mary Washington Hospital, Inc. or MediCorp at Stafford LLC (dba Stafford Hospital
Center) Medical Staff, or who is exercising Clinical Privileges at Mary Washington Hospital, Inc. or
shall be taken under and pursuant to the requirements of these bylaws.

2. The present rules and regulations and policies or procedures of the Medical Staff of Mary Washington
Hospital, Inc. and MediCorp at Stafford LLC are hereby readopted and placed into effect insofar as
they are consistent with these bylaws, until such time as they are amended in accordance with the
terms of these bylaws.

Mary Washington Hospital Stafford Hospital Center

Adopted: April 1998 Adopted: October 15, 2008
Reviewed Without Revision: April 2001

Revised: September 10, 2002; December 13, 2005;
January 24, 2007; May 30, 2007; February 19, 2008;
October 15, 2008

Chair, Medical Executive Committee Chair, Medical Executive Committee

Chief Executive Officer Chief Executive Officer



PREAMBLE

WHEREAS, each Hospital's Board of Trustees recognizes that each Physician, Dentist and
Podiatrist appointed to the Medical Staff has responsibility for the exercise of professional judgment in the
care and treatment of patients, and

WHEREAS, the Board, in accordance with legal and accreditation requirements, has delegated to
the organized Medical Staff through its committees and Departments the duties and responsibilities as set
forth in these Bylaws and Policy on Allied Health Professionals the responsibility for establishing a
uniform standard of quality patient care, treatment, and services; for supervising and monitoring the
quality of care, treatment, and services provided by practitioners with Clinical Privileges; and for making
recommendations concerning application for appointment, reappointment and Clinical Privileges; and

WHEREAS, the Medical Staff recognizes and accepts the responsibility for self governance and
responsibilities in the efforts of the Hospital to foster prevention, amelioration and cure of iliness, disease
and injury, and to provide or assist in providing medical education and continuing medical education for
Medical Staff Appointees, other health care professionals, and residents, interns, medical students and
nurses;

THEREFORE, to discharge those duties and responsibilities, and to provide for an orderly
process concerning matters of election, meetings, duties and procedures, the officers, Departments and
committees of the Medical Staff as described in these bylaws assume responsibility for fulfilling those
duties and functions delegated to them by the Board of Trustees.



ARTICLE |
DEFINITIONS
The following definitions shall apply to terms used in these bylaws:

1) “Appointee” means any Physician, Dentist and Podiatrist who has been granted Medical Staff
appointment and Clinical Privileges by the Board to practice at one or both of the Hospitals.

2) “Board” means either the Board of Trustees of Mary Washington Hospital, Inc. or the Board of
Trustees MediCorp at Stafford Hospital LLC (dba Stafford Hospital Center) each of which has overall
responsibility for conduct of the respective Hospitals.

3) “Chief Executive Officer” means the chief officer of MediCorp Health System or the CEQO’s designee.

4) “Chief of Service”, “Service Chief” or “Department Chief’” means the individual who has overall
responsibility for the management of one of the clinical Departments of the Medical Staff.

5) “Clinical Privileges” or “privileges” means the authorization granted by the Board to an applicant,
Medical Staff Appointee or licensed independent practitioner to render specific patient care services
in one of the Hospitals within defined limits.

6) “Conflict of Interest” means any situation in which, because of an individual's dual interests, a serious
risk arises that the individual will not be able to exercise independent or objective judgment.

7) “Dentist” includes a doctor of dental surgery (“D.D.S.”) and doctor of dental medicine (“D.M.D.").
8) “Division” means an optional subspecialty component of a Medical Staff Department.
9) “Ex Officio” means by virtue of an office or position held, with voting rights unless otherwise specified.

10) “Executive Committee” means the Executive Committee of the Medical Staff, unless specifically
written “Executive Committee of the Board.”

11) “Good standing” means a Medical Staff Appointee who is not under suspension or any restriction
regarding staff appointment or admitting or Clinical Privileges at the Hospital and/or at any other
health care facility or organization.

12) “Hospital” means the facility where the applicant, Medical Staff Appointee, or licensed independent
practitioner seeks or holds appointment to the Medical Staff and/or Clinical Privileges, Mary
Washington Hospital, Inc. or MediCorp at Stafford LLC (dba Stafford Hospital Center).

13) “Medical Staff” means all Physicians, Dentists and Podiatrists who are given privileges to treat
patients at the Hospital.

14) “Oral Surgeon” is an individual who has completed a postgraduate oral/maxillofacial program.
15) “Physicians” includes both doctors of medicine (“M.D.s”) and doctors of osteopathy (“D.O.s").
16) “Podiatrist” means a doctor of podiatric medicine (“D.P.M.").

17) “President of the Hospital” means either the President of Mary Washington Hospital or the President
of Stafford Hospital Center depending upon the facility and Medical Staff Appointee involved.



18) “Professional review action” means an action or recommendation of a Professional review body which
is taken or made in the conduct of a Professional review activity, which is based on the competence
or professional conduct of a staff Appointee, and which affects or may affect adversely the Clinical
Privileges or appointment of the staff Appointee.

19) “Professional review activity” means a peer review activity of a Professional Review Body with
respect to an individual Medical Staff applicant or Appointee (a) to determine whether the Medical
Staff applicant or Appointee may have Clinical Privileges with respect to his/her appointment; (b) to
determine the scope or conditions of those Clinical Privileges and appointment; and (c) to change or
modify such privileges and/or appointment.

20) “Professional review body” means a health care entity (such as the Hospital) and the Hospital
governing body or any Hospital or MediCorp Health System committee that conducts Professional
review activity, and includes any committee of the Medical Staff when assisting the governing body in
a professional peer review activity.

21) “Self-government” means the duty of Medical Staff leaders, committees and Departments of the
Medical Staff to initiate and carry out the functions delegated by the Board and to fulfill the obligations
provided for in these bylaws.

22) “System” or “MediCorp Health System” includes inpatient or ambulatory services provided by Mary
Washington Hospital, Inc., Stafford Hospital Center, Fredericksburg Ambulatory Surgery Center, and
other MediCorp Health System facilities that provide medical services to patients.

23) “Unassigned patient” means any individual who comes to the Hospital for care and treatment who
does not have an attending Physician; or whose attending Physician or designated alternate is
unavailable to attend the patient; or who does not want the prior attending Physician to provide
him/her care while a patient at the Hospital.

24) “Voluntary” or “automatic relinquishment” of Medical Staff appointment and/or Clinical Privileges
means a lapse in appointment and/or Clinical Privileges deemed to occur as a result of stated
conditions.

Words used in these bylaws shall be read as the masculine or feminine gender, and as the singular or
plural, as the content requires. The captions or headings are for convenience only and are not intended to
limit or define the scope or effect of any provision of these bylaws.



ARTICLE Il

CATEGORIES OF THE MEDICAL STAFF

All appointments to the Medical Staff shall be made by the Board and shall be to one of the following
categories of the staff. All Appointees shall be assigned to a specific clinical Department, but shall be
eligible for Clinical Privileges in other Departments as applied for and recommended pursuant to these
bylaws and the Policy on Medical Staff Appointment, Reappointment and Clinical Privileges and approved
by the Board. All initial appointments to the Medical Staff regardless of the category of the staff to which
appointment is made and all initial Clinical Privileges shall be provisional for twelve (12) months from the
date of the appointment (the appointment term may be longer or shorter) as recommended by the
Credentials Committee.

ARTICLE Il - PART A: ACTIVE STAFF

1.

The Active Staff shall consist of those Physicians, Dentists and Podiatrists who regularly attend,
admit or are involved in the treatment of patients at the Hospital. By accepting appointment to the
Active Staff, each Appointee shall agree to assume all the functions and responsibilities of
appointment to the Active Staff, including where appropriate, care for unassigned patients,
emergency service care, consultation and teaching assignments, and participation in quality
assessment and monitoring activities, including the evaluation of provisional Appointees. They shall
be located close enough to the Hospital to fulfill their responsibilities and to provide timely and
continuous care for their patients in the Hospital.

Active Staff Appointees shall be entitled to vote, hold office, serve as Chiefs of Departments, as
chairpersons of clinical Divisions and as chairpersons and members of Medical Staff committees.
They shall be encouraged to attend Medical Staff and Department/Division and committee meetings
as appropriate and to pay staff dues.

Initial Active Staff Appointments and Clinical Privileges shall be provisional for at least twelve (12)
months. Provisional appointees shall not be entitled to serve as chairpersons of clinical Divisions or
staff committees. They shall be ineligible to hold Medical Staff office or serve as Chiefs of
Departments, but may be appointed to committees.

In order to remain on the Active Staff, an individual must assume reasonable service, Medical Staff
committee and Hospital responsibilities. Failure to fulfill such responsibilities shall cause the Medical
Staff appointment of the individual to lapse at the end of the appointment period. In such a situation,
the individual must reapply and appointment shall be made only if the Executive Committee and the
Board are satisfied that the individual is willing to discharge the above responsibilities.

Active Staff are authorized to access patient information via the electronic patient information system,
as permitted by law and Hospital policy.

ARTICLE Il - PART B: CONSULTING STAFF

1.

The Consulting Staff shall consist of Physicians, Dentists or Podiatrists of recognized distinction and
expertise in an area underserved by Appointees to the Medical Staff, as determined by the Medical
Executive Committee. Appointment to this category shall authorize the Appointee to have the
authority to provide independent acute care services to in-patients.

Appointment to the Consulting Staff does not entitle the Appointee to admit patients, to vote, to hold
staff offices, or to serve on Medical Staff committees. Consulting Staff Appointees shall be
encouraged to attend Medical Staff and Department/Division meetings as appropriate and required to
pay staff dues.



Clinical Privileges granted to Consulting Staff Appointees shall be provisional for at least the first
twelve (12) months of their appointment.

Consulting Staff are authorized to access patient information via the electronic patient information
system, as permitted by law and Hospital policy.

ARTICLE Il - PART C: AFFILIATE STAFF

1.

10.

The Affiliate Staff shall consist of Physicians, Dentists or Podiatrists of demonstrated competence
qualified for staff appointment who intend to be involved in the care of patients on a limited basis. The
Affiliate Staff category shall not be used as a mechanism to avoid the obligations of Active Staff
appointment.

An Affiliate is not afforded acute care admitting, attending or primary surgical privileges. An Affiliate
may provide inpatient consultations, be the primary practitioner for outpatient diagnostic or invasive
procedures and serve as a surgical assistant to an Active Staff Appointee consistent with approved
Clinical Privileges.

If an Affiliate is involved in the care of more than twelve (12) patients per year, the Affiliate may be
required to transfer to the Active Staff. Refusal to accept transfer shall be deemed a voluntary
relinquishment of appointment and Clinical Privileges.

Affiliates must have an association with an Active Appointee/on-call group with acute care privileges
in the same specialty to ensure continuity of patient care. Failure to maintain an ongoing association
shall be deemed a voluntary relinquishment of appointment and Clinical Privileges.

An Affiliate must be able to provide proof of an acceptable relationship to support assessment of the
Affiliate’s current clinical competence. Examples of possible relationships include: partnership with a
member of the Active Staff; Active category appointment at another institution deemed acceptable by
the Credentials Committee; membership in a NCQA accredited health plan; Physician AMA
accreditation; or other program deemed by the Credentials Committee as an equivalent.

An Affiliate must be willing to participate in the Emergency Department’s outlying referral roster.

Affiliates may not vote or hold office. They may, but are not required to, attend staff meetings,
Department or Division meetings and committee meetings. They must pay Medical Staff dues and
assessments.

An Affiliate Physician may, but is not required to, be included on the ED unassigned call roster for
patients treated and released from the ED and/or being discharged from the Hospitalist Service.
Affiliate Staff are not required to take primary call.

Clinical Privileges granted to Affiliate Staff Appointees shall be provisional for at least the first twelve
(12) months of their appointment.

Affiliate Staff are authorized to access patient information via the electronic patient information
system, as permitted by law and Hospital policy.



ARTICLE Il - PART D: REFERRAL STAFF
(Revised January 24, 2007)

1.

The Referral Staff shall consist of those Physicians who desire to be associated with the Hospital, but
who do not desire inpatient Clinical Privileges. Clinical Privileges available to Referral Staff are limited
to being authorized to perform a History & Physical (H&P) and ordering outpatient treatment
(example, infusion services). The primary purpose of the Referral Staff is to provide physicians the
opportunity to access the Hospital for outpatient services, promote professional and educational
opportunities, including continuing medical education endeavors, and to permit such individuals to
access inpatient Hospital services for their patients by direct referral of patients to other Appointees
on the Medical Staff.

Individuals requesting Referral Staff appointment shall be required to submit an application for initial
appointment and for reappointment every two (2) years as prescribed by the Policy on Medical Staff
Appointment, Reappointment and Clinical Privileges. They are encouraged to attend educational
activities of the Medical Staff and the Hospital. Referral Staff will be surveyed annually to verify their
continued interest in appointment to the Referral Staff.

Referral Staff Appointees shall be ineligible to vote or hold office unless otherwise specified in the
Medical Staff Bylaws. Referral Staff shall be ineligible to serve on Medical Staff committees. They
shall be required to pay any staff dues and assessments as determined by the Medical Executive
Committee.

Referral Staff are authorized to access patient information via the on-line patient information system.

Referral Staff may visit their hospitalized patients on a social basis and may review the inpatient
medical record but are not authorized to write orders or progress notes.

A History and Physical (H&P) performed in the office of a Referral physician may be used as the
inpatient H&P conditioned upon the H&P being performed within the timeframe outlined in the
Medical Staff Rules & Regulations and the Hospital H&P Standard. Referral Staff are authorized to
use the Hospital's transcription service for H&Ps.

A Referral Physician may, at his/her discretion, be included on the ED unassigned call roster for
patients treated and released from the ED and/or being discharged from the Hospitalist Service.

Any Referral Staff Appointee who desires to transfer to another staff category and/or to request
Clinical Privileges must meet the qualifications, standards and requirements for appointment and
Clinical Privileges as set forth in the Policy on Medical Staff Appointment, Reappointment and Clinical
Privileges and these bylaws.

ARTICLE Il — PART E: COURTESY STAFF
(Adopted January 24, 2007)

1.

The Courtesy Staff shall consist of those physicians who desire to be associated with the Hospital,
but who do not desire inpatient privileges or to write orders for outpatient treatment/therapy (example,
infusion services).

Individuals requesting Courtesy Staff appointment shall be required to submit an application for initial
appointment and for reappointment as prescribed by the Policy on Medical Staff Appointment,
Reappointment and Clinical Privileges. They shall meet threshold qualifications for staff appointment
except they shall be exempt from the professional liability insurance and board certification
requirements. Courtesy Staff will be surveyed annually to verify their continued interest in
appointment to the Courtesy Staff.



10.

11.

Courtesy Staff are encouraged to attend continuing medical educational activities sponsored by the
Hospital.

Courtesy Staff Appointees shall be ineligible to vote, hold office, or serve on Medical Staff
committees, unless specifically invited to participate in a committee.

Courtesy Staff shall be required to pay staff dues and assessments as established by the Medical
Executive Committee.

Courtesy Staff are authorized to access patient information via the on-line patient information system.

Courtesy Staff may visit their hospitalized patients on a social basis and may review the inpatient
medical record but are not authorized to write orders or progress notes.

Patient information from the office of the Courtesy Staff Appointee may be forwarded to the Hospital
medical record to serve as reference information only. Courtesy Staff do not have Clinical Privileges,
including the privilege to perform a History & Physical.

A Courtesy Staff Appointee may, at his/her discretion, be included on the ED unassigned call roster
for patients treated and released from the ED and/or being discharged from the Hospitalist Service.

The grant of appointment to physicians as Courtesy Staff Appointees is a courtesy only, which may
be terminated by the Board upon recommendation of the Executive Committee with thirty (30) days
written notice, without rights to a hearing or appeal as set forth in the Policy on Medical Staff
Appointment, Reappointment and Clinical Privileges.

Any Courtesy Staff Appointee who desires to transfer to another staff category and to request Clinical
Privileges must meet the qualifications, standards, and requirements for appointment and Clinical
Privileges as set forth in the Policy on Medical Staff Appointment, Reappointment and Clinical
Privileges and these bylaws.

ARTICLE Il - PART F: HONORARY STAFF

1.

The Honorary Staff shall consist of Medical Staff Appointees who have retired from active Hospital
practice or other Physicians, Dentists or Podiatrists or scientists who are of outstanding reputation,
not necessarily residing in the community.

Persons appointed to the Honorary Staff shall not be eligible to admit or attend patients, to vote, to
hold office, and may be appointed to Medical Staff committees. They may, but are not required to
attend any Medical Staff meetings. Honorary Staff shall not be required to pay Medical Staff dues or
assessments.



ARTICLE Il

STRUCTURE OF THE MEDICAL STAFF

ARTICLE Il - PART A: GENERAL

Section 1. Medical Staff Year:
For the purpose of these bylaws the Medical Staff year commences on the 1st day of January and ends
on the 31st day of December each year.

Section 2. Dues:

The Medical Staff shall pay annual staff dues to the Hospital's Medical Staff account as may be required
by the Executive Committee and approved by the Board from time to time. Signatories to this account
shall be the President and Vice President.

Section 3. Officers:
The officers of the Medical Staff shall be the President and Vice President.

Section 4. Qualifications of Officers, Chiefs, Credentials Chair, Division Chairs and Clinical

Medical Directors:

Only those Active Staff Appointees who satisfy the following criteria shall be eligible to serve as Medical

Staff officers, Department chiefs, Division chairpersons, committee chairpersons and Clinical Medical

Directors:

1. while serving as a medical staff officer or department chief, the officer or chief shall not serve as a
medical staff officer, department chief/chair, or credentials chair at any other hospital, including
another MediCorp hospital,

2. shall be certified by an appropriate specialty board or has affirmatively established comparable
competence through the credentialing process;

3. be appointed in good standing to the Active Staff of the Hospital and continue so during their term of
office;

4. have no pending adverse recommendations concerning staff appointment or Clinical Privileges;

5. have demonstrated interest in maintaining quality medical care by the Hospital;

6. not be presently serving as a Medical Staff or corporate officer, Department chief, Division
chairperson, committee chairperson or in another formal leadership role at another Hospital or health
care facility, and shall not so serve during the term of office;

7. have constructively participated in Medical Staff affairs, including peer review activities;

8. have demonstrated leadership ability;

9. be willing to discharge faithfully the duties and responsibilities of the position to which the individual is
elected or appointed;

10. be knowledgeable concerning the duties of the office;

11. possess written and oral communication skills;



12. possess and have demonstrated an ability for harmonious, professional interpersonal relationships;

13. do not have an employment or other contractual arrangement with another competing Hospital, health
care system or entity, or payor organization not affiliated with this Hospital or otherwise have any
business interest that would cause the individual’s interests to conflict with the Hospital’'s commitment
to the community or would provide incentives or encouragement, direct or indirect, for the Physician
to refer patients to other facilities for reasons unrelated to clear patient preference or medical needs;
and

14. devote the time necessary to fulfill responsibilities of the position including, but not limited to,
preparing for and attending relevant meetings.

All Medical Staff officers, Department chiefs, credentials chair, Division chairpersons, committee
chairpersons and medical directors must possess at least the above qualifications and maintain such
gualifications during their term of office. Failure to do so shall automatically create a vacancy in the office
involved.

Section 5. President of the Medical Staff:

The President shall:

1. act as the principal elected official of the Medical Staff and the Hospital, in coordination and
cooperation with the Department Chiefs, the President of the Hospital, and Chief Executive Officer in

matters of mutual concern involving the Hospital and MediCorp Health System;

2. call, preside at and be responsible for the agenda of all regular and special meetings of the Medical
Staff;

3. make recommendations for appointment of Medical Staff to standing and/or ad-hoc committees, as
may be established, except the Executive and Credentials Committees, in accordance with the
provisions of these bylaws;

4. serve as Chairperson of the Executive Committee;

5. may attend any standing or ad-hoc Committee meeting without vote, unless otherwise stipulated in
these Bylaws;

6. represent the views, policies, needs and grievances of the Medical Staff and report on the medical
activities of the staff to the Board, the President of the Hospital, and to the Chief Executive Officer;

7. provide day-to-day liaison on medical matters with the Chief Executive Officer, Credentials Chair,
Department Chiefs, President of the Hospital and the Board; and

8. receive and interpret the policies of the Board to the Medical Staff and report to the Board on the

performance and maintenance of quality with respect to the delegated responsibility of the Medical
Staff to provide medical care.
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Section 6. Vice President of the Medical Staff:

The Vice President shall:

1. assume all the duties and have the authority of the President of the Medical Staff in the event of the
President’s temporary inability to perform due to illness, absence from the community or unavailability

for any other reason;

2. collect staff dues and funds, and make disbursements authorized by the Executive Committee or its
designee;

3. call meetings on order of the President of the Medical Staff;

4. serve on the Executive Committee;

5. automatically succeed the President, should the office of President become vacated for any reason;
6. perform such duties as are assigned by the President; and

7. serve as an Ex Officio member of the Credentials Committee (with vote).

Section 7. Election of Officers:
Nominating Committee:

1. At least three (3) months before the scheduled date of the next Medical Staff election, the President
of the Medical Staff shall appoint a Nominating Committee consisting of five (5) Active Staff
Appointees.

2. Nomination and Election of Officers:
a) The Nominating Committee shall prepare a slate of nominees for each office.

b) Nominations for officers of the Medical Staff shall be presented by the Nominating Committee and
by any other Medical Staff Appointee prior to each annual meeting. Any nomination made by an
Appointee other than the Nominating Committee must be submitted, in writing, to the Nominating
Committee at least three (3) days prior to the election. In order to be included on the ballot as a
candidate, each nominee must possess all the qualifications set forth in Section 4 of this Part.

¢) The candidates who receive a majority vote of those Medical Staff Appointees eligible to vote and
present at the meeting at the time the vote is taken shall be elected. The vote shall be by written
secret ballot if there is more than one (1) candidate. The election of each officer shall become
effective at the start of the next Medical Staff year. No officer shall serve in the same office for
more than four (4) successive years without a lapse of one (1) year.

d) In any election, if there are three (3) or more candidates for an office and no candidate receives a
majority vote, there shall then be successive balloting such that the name of the candidate
receiving the fewest votes is omitted from each successive slate until a majority is obtained by
one (1) candidate.
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Section 8. Conflict of Interest:

1. In any instance where an Officer, Service Chief, Division Chairperson, Clinical Medical Director,
Committee Chairperson, or member of any Medical Staff committee has or reasonably could be
perceived to have a Conflict of Interest or to be biased in any matter involving another Medical Staff
Appointee that comes before such individual or committee, or in any instance where any such
individual or committee member initiated the request for review involving that Appointee, such
individual or member shall not participate in the discussion or voting on the matter, and shall be
excused from any meeting during that time, although that individual or committee member may be
asked, and may answer, any questions concerning the matter before leaving. As a matter of
procedure, the chairperson of that committee designated to make such a review shall inquire, prior to
any discussion of the matter, whether any member has any Conflict of Interest or bias. The existence
of a potential Conflict of Interest or bias on the part of any committee member may be called to the
attention of the chairperson by any committee member with knowledge of the matter.

2. A Department Chief or Division chairperson, as the case may be, shall have a duty to delegate review
of applications for appointment, reappointment or Clinical Privileges, or questions that may arise to
another member of the Department, if the Department chief or Division chairperson has a Conflict of
Interest with the individual under review, or could be reasonably perceived to be biased.

Section 9. Removal of Officers:

1. The Executive Committee, by a two-thirds (2/3) vote of the full voting membership of the Committee,
may remove any Medical Staff officer for conduct detrimental to the interests of the Hospital or
MediCorp Health System, or if the officer is suffering from a physical or mental infirmity that renders
the individual incapable of fulfilling the duties of that office, provided that notice of the meeting at
which such action shall be decided is given in writing to such officer at least ten (10) days prior to the
date of the meeting. The officer shall be afforded the opportunity to speak prior to the taking of any
vote on such removal.

2. An officer who is found by the Board to no longer meet any of the qualifications set forth in Section 4
of this Part shall automatically relinquish his/her office.

Section 10. Vacancies in Office:

If there is a vacancy in the office of the President of the Medical Staff prior to the expiration of the
President’s term, the Vice President shall assume the duties and authority of the President for the
remainder of the unexpired term. If there is a vacancy in any other office, the Executive Committee shall
appoint another Appointee possessing the qualifications set forth in Section 4 of this Part to serve out the
remainder of the unexpired term.

ARTICLE Il - PART B: MEETINGS OF THE MEDICAL STAFF

Section 1. Annual Staff Meeting:
Medical Staff officers for the ensuing year shall be elected at the Annual Meeting of the Medical Staff in
November.

Section 2. Regular Staff Meetings:

The Medical Staff shall hold regular meetings on dates set at the beginning of the year by the President of
the Medical Staff, for the purpose of receiving and acting on Medical Staff reports and recommendations,
to receive reports from management and to act on any other matters placed on the agenda by the
President.
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Section 3. Special Staff Meetings:

Special meetings of the Medical Staff may be called at any time by the President of the Medical Staff, a
majority of the Executive Committee, or a petition signed by not less than one-fourth (1/4) of the voting
staff. In the event that it is necessary for the staff to act on a question without being able to meet, the
voting staff may be presented with the question by ballot. The ballot may be distributed in hard copy or
electronically. All proposed amendments to the Medical Staff Bylaws shall be conducted in accordance
with the ballot procedures described in Medical Staff Bylaws Article X, “Medical Staff Bylaws Amendment
Process”. These procedures shall also be used for election of Medical Staff Officers and may be used for
other issues at the discretion of the Medical Staff President.

Section 4. Quorum:
The presence of one-fourth (1/4) of the persons eligible to vote shall constitute a quorum for any regular
or special meeting of the Medical Staff.

Section 5. Agenda:
The agenda at any regular or special Medical Staff meeting and its conduct shall be set by the President
of the Medical Staff.

Section 6. Minutes:

Minutes of each meeting of each department and each committee shall be prepared and shall include a
record of the attendance of members, a summary of recommendations made, and the votes taken on
each matter. Copies thereof shall be promptly forwarded to the Executive Committee. A permanent file of
the minutes of each department, division and each committee meeting shall be maintained by the
Hospital.

ARTICLE Il - PART C: DEPARTMENT AND COMMITTEE MEETINGS
Section 1. Department Meetings:

1. Members of each Department shall meet as a Department at the discretion of the Department Chief,
but not less than four (4) times each year at times set by the Chief of the Department to review and
evaluate the clinical work of the Department, to consider the findings of ongoing quality assessment,
monitoring and performance improvement activities, and to discuss any other matters concerning the
Department. The agenda for the meeting and its general conduct shall be set by the Chief. Each
Department shall maintain a permanent record of its findings, proceedings and actions, and shall
make a report after each meeting to the Executive Committee, the President of the Hospital, and the
Chief Executive Officer. Divisions within Departments shall meet at the call of the Division
chairperson.

2. If meeting as a full Department does not best achieve the functions previously described, the Chief,
with the agreement of the Division chair(s), may waive the four (4) meetings of the full Department. In
this case, the Department’s specialty Divisions shall meet not less than four (4) times per year.
Waiver of the full Department meetings shall not be interpreted as relinquishment of the Department
Chief’'s responsibility to maintain appropriate oversight regarding assigned Division activities or to
maintain appropriate communication with the Division chairs and Appointees.

-13 -



Section 2. Committee Meetings:

All committees shall meet at least quarterly, unless otherwise specified, at a time set by the chairperson
of the committee. The agenda for the meeting and its general conduct shall be set by the chairperson.
Each committee shall maintain a permanent record of its findings, proceedings and actions, and shall
make a report after each meeting to the Executive Committee, the President of the Hospital and the Chief
Executive Officer.

Section 3. Special Department and Committee Meetings:

1. A special meeting of any Department, Division or committee may be called by or at the request of the
appropriate Chief or chairperson, the President of the Medical Staff or by a petition signed by not less
than one-fourth (1/4) of the members of the Department or committee.

2. Inthe event that it is necessary for a Department or committee to act on a question without being able
to meet, the voting members may be presented with the question via ballot and their vote returned to
the Chief or chairperson of the Department or committee. When using a ballot process, the voting
process shall be conducted using the procedures for amending the Medical Staff Bylaws as described
in Medical Staff Bylaws Article X, paragraph three (3). Such a vote shall be binding so long as the
question is voted on by a majority of the Department or committee members eligible to vote.

Section 4. Quorum:

Unless stated otherwise in Medical Staff Bylaws Section VI, Parts A-F (Medical Staff Committees), the
presence of one-fourth (1/4) of the total membership of the Department or committee eligible to vote at
any regular or special meeting (but in no event less than two (2) members) shall constitute a quorum.
Once a quorum is established, the business of the meeting may continue and all actions taken shall be
binding even though less than a quorum exists at a later time in the meeting. Proxy votes are not allowed.
The Chair is not obligated to proceed with a vote if a quorum is not present at the time of the vote. If a
guorum is not present, or the Chair feels that an issue is best addressed by providing members the
opportunity to vote via ballot, the ballot process shall be conducted using the procedures for amending
the Medical Staff Bylaws as described in Medical Staff Bylaws Article X, paragraph three (3).

Section 5. Minutes:

Minutes of each meeting of each department and each committee shall be prepared and shall include a
record of the attendance of members, a summary of recommendations made, and the votes taken on
each matter. The minutes shall be signed by the presiding officer and recording secretary; copies thereof
shall be promptly forwarded to the Executive Committee. A permanent file of the minutes of each
department, division and each committee meeting shall be maintained by the Hospital.

ARTICLE Il - PART D: PROVISIONS COMMON TO ALL MEETINGS

Section 1. Notice of Meetings:

Notice of meetings of the Medical Staff and regular meetings of Departments, Divisions and committees
shall be provided to the Medical Staff in advance of such meetings. Such notice shall state the date, time
and place of the meeting. Notice shall be deemed delivered when it is distributed to Medical Staff
mailboxes at the Hospital or sent via the electronic information system. Such distribution shall be deemed
to be actual notice and the failure to retrieve a meeting notice shall not be an acceptable excuse for
nonattendance. The actual attendance of any individual at any meeting shall constitute a waiver of that
individual's notice of said meeting.

-14 -



Section 2. Attendance Requirements:

1. Each Active Staff Appointee is expected routinely to attend all Medical Staff meetings and applicable
Department, Division and committee meetings. Attendance shall be recorded as “present” or
“absent.” Medical Staff Appointees are accountable for communicating with the appropriate meeting
chair if they anticipate being consistently absent from assigned meetings. Meeting attendance shall
be evaluated at the time of reappointment. Failure to attend meetings may result in category
reassignment.

2. Any Medical Staff Appointee whose clinical work is scheduled for discussion at a regular Department
or Division meeting shall be notified that his/her attendance is expected and shall be invited to
present the case. The Chief of the Department or Division chair shall give the individual at least five
(5) days’ advance written notice of the time and place of the meeting at which attendance is
expected. If the individual makes a timely request for postponement, supported by an adequate
showing that the absence will be unavoidable, the presentation may be postponed by the Department
Chief (or by the Executive Committee if the Department Chief is the individual involved) until not later
than the next regularly scheduled meeting. Otherwise, the pertinent clinical information shall be
presented and discussed as scheduled.

3. Whenever there is an apparent or suspected serious deviation from standard clinical practice or
expected professional behavior involving any Appointee, the appropriate Department Chief or
Division Chair shall notify the individual that the individual is required to attend a meeting to consider
the matter. The conference shall be held with the Department Chief and, if appropriate, the Division
Chair. The chairperson of the Credentials Committee, the Division Chair or other Medical Staff leader
may attend the meeting at the invitation of the Department Chief. The notice to the Appointee
regarding this conference shall be given personally or in writing at least five (5) days prior to the
conference and shall inform the Appointee that attendance at the meeting is mandatory.

4. The failure of an individual to attend a conference to which notice was given that attendance was
mandatory shall be reported to the Executive Committee. Unless excused by the Executive
Committee upon showing of good cause, such failure shall constitute voluntary relinquishment of all
or such portion of the individual’'s admitting privileges as the Executive Committee may direct. Such
relinquishment shall remain in effect until the matter is resolved.

5. Apparent or suspected deviations from expected professional behavior shall be addressed in
accordance with the Medical Staff and Allied Health Professionals Conduct Policy.

6. Persons appointed to the Consulting or Affiliate Staff categories of the Medical Staff shall be
permitted to attend and participate in departmental meetings, but shall not be required to do so as a
condition of continued staff appointment.

Section 3. Rules of Order:
The Chair shall be responsible for the orderly conduct of the meeting.

Section 4. Voting:
Any individual who, by virtue of position, attends a meeting in more than one (1) capacity shall be entitled
to only one (1) vote.
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ARTICLE IV

OTHER MEDICAL STAFF DOCUMENTS

Section 1. Contents of Other Documents:

1.

In addition to the Medical Staff Bylaws, policies and Rules and Regulations exist that apply to all
members of the Medical Staff and other individuals who have been granted Clinical Privileges or a
scope of practice. All Medical Staff policies and Rules and Regulations will be considered an integral
part of the Medical Staff Bylaws.

The Credentialing Policy will address, but is not limited to, the following matters: qualifications for
appointment, the process for granting initial appointment, Clinical Privileges, reappointment, collegial
interventions, the investigation process and the process for hearing and appeals.

The Policy for Allied Health Professionals will address the following matters as they relate to allied
health professionals: the process for determining the need for new classes of allied health
professionals, qualifications for practice, the process for granting Clinical Privileges or a scope of
practice initially and on an ongoing basis, collegial intervention, suspensions, and procedural rights.

An amendment to the Credentialing Policy, the Allied Health Professionals Policy or the Rules and
Regulations may be made by a majority vote of the members of the Medical Executive Committee
present and voting at any meeting of that committee where a quorum exists. At least 14 days prior the
Medical Executive Committee vote on an amendment to the Credentialing Policy, Allied Health
Professionals Policy, or the Rules and Regulations, notice will be distributed in written or electronic
form and mailed to each Medical Executive Committee member. Any member of the Medical Staff, or
any allied health professional, if applicable, may submit written comments to the Medical Executive
Committee. The Credentialing Policy, Allied Health Professionals Policy or the Rules and Regulations
also may be amended by the Board, as outlined in each of these documents.

All other policies of the Medical Staff may be adopted and amended by a majority vote of the Medical
Executive Committee. No prior notice is required.

Adoption of and changes to the Credentialing Policy, the Rules and Regulations, and other Medical
Staff policies will become effective only when approved by the Board.
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ARTICLE V
CLINICAL DEPARTMENTS
ARTICLE V — PART A1 LIST OF MARY WASHINGTON HOSPITAL DEPARTMENTS

Clinical services shall be provided in clinical Departments. In order to accomplish this, the following
clinical Departments are established. Additional Departments or Divisions of Departments, as required
from time to time, may be established by the Board after considering recommendations from the
Executive Committee. Representation by Division members at consolidated Department meetings,
including voting privileges, may be more specifically defined in a Department’s Rules and Regulations, if
adopted.

1. Diagnostic and Support Services
e Anesthesia

Emergency Medicine

Pathology

Radiology

2. Surgical Services
Cardio-Thoracic
Dentistry

ENT

General Surgery
Neurosurgery
Ophthalmology
Oral Maxillofacial Surgery
Orthopedic
Plastic Surgery
Podiatry
Urology

3. Medical Services
e Cardiology
e Primary & Subspecialty Medicine
e Psychiatry

4. OB-Gyn
5. Pediatrics
ARTICLE V — PART A2: LIST OF STAFFORD HOSPITAL CENTER DEPARTMENTS

Clinical services shall be provided in clinical Departments. In order to accomplish this, the following
clinical Departments are established. Additional Departments or Divisions or Departments, as required
from time to time, may be established by the Board after considering recommendations from the
Executive Committee. Representation by Division members at consolidated Department meetings,
including voting privileges, may be more specifically defined in a Department’s Rules and Regulations, if
adopted.

1. Diagnostic and Support Services
e Anesthesia
e  Emergency Medicine
e  Pathology
e Radiology
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2. Surgical Services
e  General Surgery
e  Orthopaedics
e OB-Gyn

3. Medical Services
e  All Adult Primary & Subspecialty Medicine
. Newborn Medical Services

ARTICLE V — PART B: FUNCTIONS OF DEPARTMENTS

1.

Each clinical Department Chief shall recommend to the Credentials Committee written criteria for the
assignment of Clinical Privileges within the Department and each of its Divisions. Such criteria shall
be consistent with and subject to the bylaws, policies, rules and regulations of the Medical Staff and
the Hospital. These criteria shall be effective when approved by the Board. Clinical Privileges shall be
based upon demonstrated competence, training and experience within the specialties covered by the
Department.

Each Department (or Division), with the guidance of the Physician Quality Management Committee
(“PQM-C"), shall monitor and evaluate medical care on a retrospective, concurrent or prospective
basis in all major clinical activities of the Department or Division. Priority shall be given to clinical
services that are high volume and high risk. This monitoring and evaluation includes:

a) the identification and collection of information about important aspects of patient care provided in
the Department;

b) the identification of the performance indicators used to monitor the quality and appropriateness of
the important aspects of care;

c) evaluation of the quality and appropriateness of care.

Each Department (or Division) shall recommend, subject to approval and adoption by the Executive
Committee and Board, objective criteria that reflect current knowledge and clinical experience. These
criteria shall be used by each Department or Division or by the Hospital's quality assessment program
to monitor and evaluate patient care. This includes providing clear direction to non-Medical Staff who
support data collection. When important problems in patient care and clinical performance or
opportunities to improve care are identified, each Department or Division shall document the actions
taken and evaluate the effectiveness of such actions.

In discharging these functions, each Department and Division shall submit recommendations to the
Medical Executive Committee, PQM-C or other appropriate committees handling utilization and/or
guality management. The Credentials Committee shall be notified whenever further investigation and
action is indicated, involving any individual member of the Department. Copies of these
recommendations shall be filed with the Executive Committee, the President of the Hospital, and the
Chief Executive Officer.
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ARTICLE V — PART C: DEPARTMENT/SERVICE CHIEFS

1.

The Chief of each Department shall be an appointee to the Active Staff who possesses the
qualifications set forth in Article Ill, Part A, and Section 4 of these bylaws and elected by a majority
vote of the Active members of the Department. After the election is held, the individual elected is
subject to Board approval prior to assuming the position. Department Chiefs shall serve a term as
established by the Department up to, but not exceeding, five (5) years with no limitation on total terms
served. Each Department shall establish procedures for identifying candidates. The procedures shall
be ratified by the Medical Executive Committee.

Approximately six (6) months prior to the end of the incumbent Chief's term, members of the
Department shall be notified of the opportunity and process for electing a Chief. Prior to election, the
Department shall seek the advice and counsel of the Medical Staff President, the President of the
Hospital, and Chief Executive Officer. All applicants for Chief will be interviewed by a management-
physician team with four (4) members appointed by the Medical Staff President, of which at least two
(2) shall be Active Staff of the Department, and four (4) members appointed by Hospital leadership.
Applicants who meet the required qualifications will be presented to the appropriate Medical Staff
Department for election. The Department shall be afforded the opportunity for feedback from the
Interview Team about the relative qualifications of the applicant(s) in a manner considered
appropriate by the Department.

If a Chief vacancy occurs, the Department, following advice and counsel of the Medical Staff
President, the President of the Hospital, and Chief Executive Officer, will appoint an interim Chief who
must possess the qualifications set forth in Article 1ll, Part A and Section 4 of these Bylaws. The
appointed interim Chief must be ratified by a majority vote of the Department at the next Department
meeting, no later than one (1) month after the appointment.

All concerns regarding a specific Chief's performance, or related to any of the issue(s) addressed in
the Medical Staff Bylaws, including but not limited to issues related to election, removal and roles or
responsibilities of the Chief position should be forwarded to the Medical Staff President. The Medical
Staff President, in collaboration with the President of the Hospital and Chief Executive Officer or
his/her designee, shall meet with the appropriate individuals to discuss the concerns and will develop
a course of action. If they are unable to resolve the issues(s), the Medical Staff President shall refer
the issues(s) to the Medical Executive Committee. If the Medical Staff Executive Committee is
unsuccessful in resolving the issues(s) directly, the issue(s), accompanied by the recommendation of
the Medical Executive Committee, will be referred to the Board Medical Affairs Committee.

Department Chiefs may be removed from office by the Medical Executive Committee upon receipt of
a recommendation of two-thirds (2/3) vote of the Active members of the Department, or in the
absence of such recommendation, the Medical Executive Committee may remove a Chief on its own
by a two-thirds (2/3) vote of the Medical Executive Committee if either of the following occurs:

e The Chief ceases to be a member in good standing of the Medical Staff
o The Chief suffers an involuntary loss or significant limitation of practice privileges that directly
affects the Chief’s ability to carry out the responsibilities of Chief

If removal is required, or a vacancy occurs, a new election will be held according to established
departmental procedures within six (6) months.
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ARTICLE V — PART D: FUNCTIONS OF DEPARTMENT/SERVICE CHIEFS

Each Chief shall assume responsibility for the following roles and responsibilities outlined below
personally or via delegations to an appropriate Division Chair(s) or Medical Director(s). The Department
Chief, following input from the affected Division(s), shall delineate the roles, responsibilities, and authority
delegated by the Chief to Division Chairs and/or Medical Directors. In addition to the general roles and
responsibilities outlined below, each Department may, at their discretion and in collaboration with the
Chief Medical Officer, develop a Chief Position Description that defines qualifications, roles,
responsibilities and authority specific to the Department’s scope of clinical services. The Department-
specific Job Description shall be developed by the representatives from the Divisions assigned to the
Department in collaboration with the Department Chief and Chief Medical Officer and approved by the
Department, Medical Executive Committee and Board of Trustees.

1. clinically related activities of the Department;
2. administratively related activities of the Department, unless otherwise provided by the Hospital,

3. continuing surveillance of the professional performance of all individuals in the Department who have
delineated Clinical Privileges;

4. recommending to the Medical Staff the criteria for Clinical Privileges that are relevant to the care
provided in the Department;

5. recommending Clinical Privileges for Appointees assigned to the Department to include making a
report to the Credentials Committee concerning the appointment, reappointment, and delineation of
Clinical Privileges for all applicants seeking Clinical Privileges in the Department;

6. assessing and recommending to Medical Staff leadership and other relevant Hospital authority off-site
sources for needed patient care, treatment, and services not provided by the Department or the
organization;

7. the integration of the Department and relevant services into the primary functions of the organization;

8. the coordination and integration of interDepartmental and intraDepartmental services;

9. the development and implementation of policies and procedures that guide and support the provision
of care, treatment, and services;

10. the recommendation for a sufficient number of qualified and competent persons to provide care,
treatment, and services;

11. the determination of the qualifications and competence of Department or service staff who are not
LIPs and who provide patient care, treatment and services;

12. the continuous assessment and improvement of the quality of care, treatment, and services;
13. the maintenance of appropriate quality control programs, if applicable;
14. the orientation and continuing education of all persons in the Department or service;

15. recommendations for space and other resources needed by the Department or services including
assisting with prioritization of space and resources;

16. shall service as a member of the Executive Committee;
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17.

18.

19.

20.

21.

22.

23.

appoint ad hoc committees, work groups, and teams as necessary to carry out continuous
performance assessment and improvement activities;

be responsible for the evaluation of all provisional Appointees and report thereon to the Credentials
Committee;

assist the Hospital, in accordance with the provisions of these bylaws, with respect to the granting of
temporary privileges within the Department, and with the evaluation of requests for temporary
privileges;

be responsible within the Department for the enforcement of the MediCorp Health System, Hospital
and Medical Staff bylaws, policies, rules and regulations;

be responsible for implementation within the Department of actions taken by the Board and the
Executive Committee;

assist Hospital management in the preparation of reports and such budget planning pertaining to the
Department; and

establish Divisions or sections within the Department, subject to the approval of the Executive
Committee and the Board.

ARTICLE V — PART E: DIVISION CHAIRS

1.

Division chairs shall be Appointees of the Active Staff, approved by the Board, who possess
qualifications outlined at Article 1ll, Part A, Section 4 of these bylaws.

The Chair shall be responsible for assisting the Department Chief with Department functions as
delegated by the Chief and outlined in Article V — Part D of these bylaws. The Chair's primary
responsibility shall be to assist with development of qualification criteria for Clinical Privileges
exercised by the Division, peer review and performance improvement. This includes being the first
contact for credentials review and peer review for the Division and submitting opinions and
recommendations to the Department Chief. It shall be the Chair’'s responsibility to inform the Chief of
quality concerns identified by the Division.

If the Division has been granted a position on the Medical Executive Committee, the Chair shall
assume responsibility for attending the Executive Committee meetings.

Concerns regarding the performance of the chair should be forwarded to the appropriate Service
Chief who shall review the concerns with the Chair. Prior to election the current Division Chair shall
appoint a nominating committee which shall include the Department Chief. In lieu of a nominating
committee, the Division may stipulate that the Division Chair is appointed by the Department Chief.
The Chief shall make good faith efforts to solicit input from the Division prior to appointment. A
Department Chief may concurrently serve as Division Chair. The election or appointment of the Chair
shall occur annually. Unless otherwise provided in the Department’s rules and regulations, there shall
be no limit on the number of total terms served.

A Division Chair may be removed by a two-thirds (2/3) vote of the Division or by a two-thirds (2/3)

vote of the Medical Executive Committee upon recommendation of the Department Chief, following
input from the effected Division.
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ARTICLE V — PART F: CLINICAL MEDICAL DIRECTORS

Management, in consultation with the appropriate Service Chief, may determine that Medical Directorship
positions, with defined duties, are necessary to provide medical expertise and direction beyond that
provided by Service Chiefs or other elected Medical Staff positions. Medical oversight for Medical Director
Positions shall be assigned to an appropriate Service Chief. The process for selection or removal of
Medical Directors shall be at the discretion of management with input provided by the Service Chief.
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ARTICLE VI

COMMITTEES OF THE MEDICAL STAFF

ARTICLE VI - PART A: APPOINTMENT

Section 1. Chairpersons:

1.

All committee chairpersons, unless otherwise provided for in these bylaws, shall be appointed by the
Board after receiving and considering recommendations from the President of the Medical Staff.
Unless otherwise provided in these bylaws, all chairpersons shall be selected based on the criteria
set forth in Article Ill, Part A, Section 4 of these bylaws. Such appointments will be made by the
Board, at its first meeting after the end of the Medical Staff year, for an initial term of one (1) year.

Except as otherwise provided in these bylaws, after serving an initial term a chairperson may be
reappointed by the Board from year to year for a maximum of three (3) additional yearly terms upon
recommendation from the President of the Medical Staff, President of the Hospital, and the Chief
Executive Officer.

Section 2. Members:

1.

Except as otherwise provided for in these bylaws, or other Policy as may be established by the
Medical Staff, members of each Medical Staff committee shall be appointed yearly by the President of
each Hospital's Medical Staff, in consultation with the President of the Hospital and Chief Executive
Officer, not more than thirty (30) days after the annual meeting of the Medical Staff, and there shall be
no limitation in the number of terms they may serve. All appointed members may be removed and
vacancies filled at the discretion of the President of the Medical Staff.

Unless otherwise specified the President of the Hospital, Chief Executive Officer, Chief Medical
Officer, and the President of the Medical Staff or their respective designees shall be members, Ex
Officio, without vote, on all committees.

ARTICLE VI - PART B1: EXECUTIVE COMMITTEE

Section 1A. Composition of Mary Washington Hospital (MWH) Executive Committee:

1.

The Executive Committee shall consist of the officers of the Medical Staff, the Chief of each clinical
Department and representatives from each of the following medical specialties: Anesthesia, Adult
Hospitalist, Cardiology, Emergency Medicine, General Surgery, Medicine, Obstetrics/Gynecology,
Orthopedic Surgery, Pathology, Pediatrics, Psychiatry and Radiology. Other representatives may be
appointed by the Executive Committee. No Active Staff Appointee shall be ineligible for membership
solely based on professional discipline or specialty.

The President of the Medical Staff shall be Chairperson of the Executive Committee.

The MediCorp Chief Executive Officer/Hospital President and Chief Operating Officer, and MediCorp
Health System Chief Nursing Officer shall be members, ex-officio without vote.

The physician serving on the Credentials Committee as Chair or Vice Chair shall be a member ex-
officio with vote on matters pertaining to credentialing.

The Physician Quality Management Chair shall be a member ex-officio with vote on matters
pertaining to Physician Quality Management Committee recommendations and duties.
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The Chief Medical Officer shall be a member ex-officio with vote.

The Sr. Vice President for Hospital Operations, Vice President Nursing, Vice President Clinical
Support, and others as invited by the Medical Executive Committee shall attend without vote.

A majority of voting Executive Committee members shall be fully licensed Physicians appointed to the
Active category of the Medical Staff.

Attendance shall be required at seventy-five percent (75%) of all meetings. Designated alternates,
approved in advance by the Board, may attend when a committee member must be absent. The
designated alternate shall have voting privileges. If neither the committee member nor the designated
alternate can attend a meeting, the member may request another Appointee to attend in his/her
place. This alternate representative, however, shall not have voting privileges. The committee
members’ failure to meet this attendance requirement shall result in removal from the Committee.

Section 1B. Composition of Stafford Hospital Center (SHC) Executive Committee:

1.

The Executive Committee shall consist of the officers of the Medical Staff, the Chief of each clinical
Department, the Division chairs or their designated representative, a Hospitalist physician
representative, a community based physician representing the Medical Services Department, and the
additional physician and hospital leadership representatives listed below. No Active Staff Appointee
shall be ineligible for membership solely based on professional discipline or specialty.

The President of the Medical Staff shall be the Chairperson of the Executive Committee.

The MediCorp Chief Executive Officer, President of Stafford Hospital Center, and MediCorp Health
System Chief Nursing Officer shall be members, ex-officio without vote.

The physician serving on the Credentials Committee as Chair or Vice-Chair shall be a member ex-
officio with vote on matters pertaining to credentialing.

The Physician Quality Management Committee Chairperson or his designee shall be a member ex-
officio with vote on matters pertaining to Physician Quality Management Committee
recommendations and duties.

The Chief Medical officer shall be a member ex-officio with vote.

The Sr. Vice President for Hospital Operations, Hospital's Medical Director, Administrative Director
Nursing Services, Administrative Director Professional and Support Services, and others as invited by
the Medical Executive Committee may attend without vote.

A majority of voting Executive Committee members shall be fully licensed Physicians appointed to the
Active category of the Medical Staff.

Attendance shall be required at seventy-five percent (75%) of all meetings. Designated alternates,
approved in advance by the Board, may attend when a committee member must be absent. The
designated alternate shall have voting privileges. If neither the committee member nor the designated
alternated can attend a meeting, the member may request another Appointee to attend in his/her
place. This alternate representative, however, shall not have voting privileges. The committee
member’s failure to meet this attendance requirement shall result in removal from the Committee.

-24-



Section 2. Duties:
The duties of the Executive Committee shall be:

1.

10.

11.

12.

13.

14.

15.

16.

to represent and act on behalf of the organized Medical Staff between Medical Staff meetings in all
matters, without requirement of subsequent approval by the staff, subject only to any limitations
imposed by these bylaws;

to coordinate the activities and general policies of the various Departments;

to receive and act upon those Department, committee and other assigned activity group reports as
specified in these bylaws, and make recommendations concerning them to the President of the
Hospital, Chief Executive Officer and the Board;

to implement policies of MediCorp Health System and the Hospital that affect the Medical Staff;

to provide effective communication and liaison among the Medical Staff, the President of the Hospital,
the Chief Executive Officer and the Board,;

to keep the Medical Staff abreast of applicable accreditation and regulatory requirements affecting the
Hospital and MediCorp Health System;

to enforce MediCorp Health System, Hospital and Medical Staff rules in the best interest of patient
care and of the Hospital, with regard to all persons who hold appointment to the Medical Staff;

to refer situations involving questions of the clinical competence, patient care and treatment, case
management, or inappropriate behavior of any Medical Staff Appointee to the Credentials Committee
and review and act on the reports and recommendations submitted by the Credentials Committee;

to refer situations involving questions of the inappropriate behavior of any individual with Clinical
Privileges to the Professional Conduct Committee and review and act on the reports and
recommendations submitted by the Professional Conduct Committee;

to be responsible for participation of the Medical Staff in Performance improvement Activities;

to review the Bylaws, policies, rules and regulations, and associated documents of the Medical Staff,
including but not limited to the mechanisms designed to evaluate the credentials and to delineate the
Clinical Privileges of Medical Staff applicants and Appointees, to terminate Medical Staff appointment
and Clinical Privileges and to provide a fair hearing, and to recommend such changes as may be
necessary or desirable to the Board;

to determine minimum continuing education requirements for Appointees to the staff;

to review, through support of the Credentials Committee, the credentials of all applicants and make
recommendations for appointment to the Medical Staff, assignment to Departments and delineation of
Clinical Privileges;

to review all information available regarding the performance and clinical competence of persons who
hold appointments to the Medical Staff and as a result of such review make recommendations
regarding status changes, reappointment, and Clinical Privileges;

to organize and establish priorities pertaining to the Medical Staff's participation in organizational
performance improvement processes;

in conjunction with the Physician Quality Management Committee, to establish peer review guidelines
and periodically evaluate and revise such activities;
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17. to recommend Medical Staff structure and processes necessary to fulfill duties and functions

assigned by the Board; and

18. to make recommendation for the Board’s consideration about the opening and closing of clinical

services.

Section 3. Meetings, Reports and Recommendations:

1.

The Executive Committee shall meet no less than ten (10) times each year or more often if necessary
to transact pending business. Recommendations of the Executive Committee shall be transmitted to
the Board. The Chairperson of the Executive Committee shall be available to meet with the Board or
its applicable committee on all recommendations that the Executive Committee may make.

Between meetings of the Executive Committee, an ad hoc committee composed of the officers of the
Medical Staff and the Department Chiefs shall be empowered to act in situations of urgent or
confidential concern where not prohibited by these bylaws.

ARTICLE VI - PART C: MARY WASHINGTON HOSPITAL (MWH) AND STAFFORD HOSPITAL
CENTER (SHC) CREDENTIALS COMMITTEE CREDENTIALS COMMITTEE

Section 1. Composition:

1.

The MWH and SHC Credentials Committee shall consist of the two (2) most recent Past Presidents
of each Hospital who are still Appointees to the Hospital's Active Staff, the Medical Staff Vice
Presidents and two (2) Appointees from the Active Medical Staff of each Hospital, all of whom shall
be voting members of the Committee. The Executive Committee of each Hospital shall appoint the
two (2) at-large active medical staff members of the Committee. The Executive Committee of SHC
also shall appoint two (2) active SHC medical staff members to serve on the Committee until Past
Presidents of Stafford Hospital Center’'s Medical Staff are available for committee membership. The
Department Chiefs of each Hospital also shall be non-voting members of this committee and their
primary role on the committee shall be to present applicants for Medical Staff appointment,
reappointment and privileges at each Hospital. If the Committee members do not have the clinical
expertise required for a specific issue, the Committee is authorized to solicit consultation from staff
currently appointed / privileged by MWH-SHC or from an appropriate external source.

The Chair and Vice Chair shall be an Active Staff Appointee of MWH and SHC appointed by the Chief
Executive Officer following endorsement by the MWH-SHC Credentials Committee and Medical
Executive Committees of MWH and SHC. The Chair and Vice Chair must meet the qualifications for
the Credentials Chair position as outlined in Article II, Part A, Section 4, of the Medical Staff Bylaws.
Prior experience on the Credentials Committee or holding a leadership position at a MediCorp
Hospital is required. The Chair shall serve a five (5) year term with no limit on number of terms
served. The Chair shall be a member ex-officio without vote on the MWH and SHC Board Medical
Affairs Committees.

The incumbent Chair, with input from the Credentials Committee, shall recommend to the MediCorp
Health System Chief Executive Officer one member of the Committee to serve as the Vice Chair. The
Vice Chair’s duties will include fulfilling the duties of the Chair in the Chair's absence, assisting with
the Chair's duties as assigned, and gaining the experience and knowledge required to assume the
Chair position. The Vice Chair shall serve a two (2) year term with no limit on number of terms
served. The Chair and Vice Chair, through their mutual agreement, shall each serve as the primary
Credentials Committee contact for either MWH or SHC and serve on the appropriate Medical
Executive Committee (MEC) as a member ex-officio of the MEC with vote on matters pertaining to the
credentialing.
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10.

The Chairman of the Board of Trustees of MediCorp Health System shall appoint one individual to
serve as a liaison between the Credentials Committee and the Board, without vote.

Service on this committee shall be considered as the primary Medical Staff obligation of each
member of the committee, except the Department Chiefs, and other Medical Staff duties shall not
interfere. If at any time the continued workability of the committee is threatened by the inability or
unwillingness of any of the Past Presidents or other appointed members to serve, another individual
shall be appointed to fill the vacancy by the appropriate Hospital's Medical Staff President following
consultation with the Credentials Committee Chair and Vice Chair and endorsement of the
appropriate Medical Executive Committee.

Attendance shall be required at seventy five percent (75%) of all meetings. Failure to meet this
attendance requirement shall result in removal from the Committee.

Members of the Credentials Committee appointed by the Medical Executive Committee shall serve a
one (1) year term with no limitation on the number of terms served. The term for the members serving
by virtue of being a Past President will conclude when the Immediate Past President rotates onto the
Committee.

In the event the Chair position becomes vacant, the Vice Chair shall assume the duties of the Chair
pending appointment of a new Chair. The Chief Executive Officer shall proceed with appointment of a
Chair of the Credentials Committee consistent with the process described in paragraph two (2) of this
section. There shall be no limitation on the number of terms the Chair may serve. Removal of the
Chair shall be at the discretion of the MediCorp Health System Chief Executive Officer with approval
of the MediCorp Health System Board.

The primary role of the Credentials Committee Chair shall be as a meeting facilitator. The Chair shall
vote only in the event of a tie.

The Board of Trustees, following recommendation of the Credentials Committee and Medical
Executive Committees may waive term limits and/or the Active Staff category requirement for any
member of the Credentials Committee, including the Chair and Vice Chair, if the waiver is considered
to promote patient care and safety and the orderly and efficient operations of the credentialing
process.

Section 2. Duties:
The duties of the Credentials Committee shall be:

1.

to review the credentials of all applicants for Medical Staff appointment, reappointment and Clinical
Privileges at each Hospital, to make investigations of and interview such applicants as may be
necessary, and to make a written report of its findings and recommendations;

to review the credentials of all applicants who request to practice at either Hospital as Allied Health
Professionals, to conduct investigations of and interview such applicants as may be necessary, and
to make a written report of its findings and recommendations; and

to review, as questions arise, all information available regarding the clinical competence and behavior
of persons currently appointed to the Medical Staff, granted privileges at either Hospital, and of those
practicing as Allied Health Professionals and, as a result of such review, to make a written report of
its findings and recommendations.
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Section 3. Meetings, Reports and Recommendations:

1. The Credentials Committee shall meet as often as necessary to accomplish its duties, shall maintain
a permanent record of its proceedings and actions, and shall report its recommendations to the
Executive Committee, the President of the Hospital, the Chief Executive Officer and the Board. The
Chairperson of the Credentials Committee shall be available to meet with the Board or its committee
on all recommendations that the Credentials Committee may make.

2. A quorum is defined as those voting members present and voting, but in no event shall constitute less
than two (2) members.

ARTICLE VI — PART D: MARY WASHINGTON HOSPITAL (MWH) AND STAFFORD HOSPITAL
CENTER (SHC) PRACTITIONER HEALTH RESOURCE GROUP (PHRG)
(Approved and Organized September 2002)

Section 1. Composition:

The chairperson of the PHRG shall be the Chief Medical Officer (‘CMQ”). The PHRG shall also include:
a) a minimum of three (3) MWH Medical Staff Appointees recommended by the Medical Leadership
Council and approved by the MWH Executive Committee and Board of Trustees, and b) a minimum of
two (2) SHC Medical Staff Appointees recommended by the CMO and approved by the Executive
Committee and Stafford Hospital Center Board of Trustees. One of the members shall be the MWH
Medical Director of Behavioral Health Care / Division of Psychiatry.

1. There shall be no limitation on years of service on the PHRG.

2. PHRG members must be willing to become educated on a wide variety of issues affecting practitioner
health.

3. The PHRG will meet as often as required to meet their objectives. PHRG members must be willing to
meet on an as needed basis on short notice.

4. Concerns regarding the performance of PHRG members should be referred to the Chief Medical
Officer who shall have the authority to remove a member.

5. In the event the position of Chief Medical Officer becomes vacant, the CEO shall designate one of the
PHRG members as interim chair.

Section 2. Duties:

1. Assumes responsibility for recommending to the Medical Staffs and Boards of Trustees processes to
identify and manage matters of individual health that are separate from the disciplinary function.
Health includes the physical, mental, and emotional well being of the practitioner as it relates to the
safe and orderly delivery of patient care.

2. Educates the Medical Staffs and other organization staff about illness and impairment recognition
issues specific to practitioners appointed to the medical and allied health professional staff and
maintains the confidentiality of informants.

3. Ensures the organization has a process available to practitioners for self-referral and to address
referrals by other organization staff.

4. Evaluates the credibility of the complaint, allegation or concern.
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Facilitates referral of the affected practitioner to appropriate professional internal or external
resources for diagnosis and treatment of the condition or concern.

Maintains confidentiality of the practitioner who seeks or is referred for assistance except as limited
by law, ethical obligation, or when patient safety is threatened.

Monitors the affected practitioner’s performance until the rehabilitation, including aftercare program,
or conditions of appointment are complete.

Reports to appropriate medical and Hospital leadership instances in which a practitioner’s
performance is considered unsafe.

Section 3. Reports and Recommendations:
The PHRG shall seek the input of the Medical Executive Committees on any policies and procedures
implemented by the PHRG.

ARTICLE VI — PART E: MARY WASHINGTON HOSPITAL (MWH) AND STAFFORD HOSPITAL
CENTER (SHC) MEDICAL STAFF BYLAWS, RULES & REGULATIONS & STANDARDS COMMITTEE

Section 1: Composition:

1.

The Committee shall be composed of the current Medical Staff Officers of Mary Washington Hospital
and Stafford Hospital Center and the Health System Chief Medical Officer (CMO) or the CMO's
designee.

The Committee members shall select a member of the Medical Staff who is not currently serving as a
Medical Staff Officer or Department Chief at any Hospital to serve as Chair. The Chair shall have
prior medical staff leadership experience at Mary Washington Hospital or Stafford Hospital Center as
a Medical Staff Officer or Department Chief. The Chair must hold current medical staff appointment,
which may include Honorary Staff appointment, at Mary Washington Hospital or Stafford Hospital
Center. The Chair will serve a two (2) year term with no limit on terms served. The role of the Chair
shall be to serve as a facilitator and work with appropriate hospital staff and legal counsel, when
deemed necessary, to develop recommendations and working drafts to present to the Committee.

The Committee may request the assistance of other Medical Staff members on an ad-hoc basis.

Section 2: Duties

The duties of the Committee, which shall function as a subcommittee of the Mary Washington Hospital
and Stafford Hospital Center Medical Executive Committees shall be to:

1.

Provide a formal structure for conducting periodic review and revision to documents that establish
medical staff practice at Mary Washington Hospital and Stafford Hospital Center including: medical
staff bylaws; rules & regulations and policies/standards.

Submit recommendations to the Medical Executive Committees for revisions to these documents as
required to meet regulatory / accreditation standards.

Receive and evaluate requests or recommendations from the Medical Executive Committees, other

Medical Staff Committees, or Medical Staff members related to the scope of documents outlined in
Article VI, Part F, Section 2-1 above.
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4.

Prior to submitting recommendations to the Medical Staff Executive Committee regarding a Medical
Staff Committee’s composition or duties, the Bylaws Committee shall solicit input from the affected
Committee(s).

Section 3. Reports and Recommendations:

1.

The Committee shall meet on an ad-hoc basis as frequently as necessary to fulfill the Committee’s
duties.

All reports and recommendations shall be submitted to the Mary Washington Hospital and Stafford
Hospital Center Medical Executive Committees.

ARTICLE VI — PART F: THE MARY WASHINGTON HOSPITAL (MWH) AND STAFFORD HOSPITAL
CENTER (SHC) PHYSICIAN QUALITY MANAGEMENT COMMITTEE (* PQM-C”)
(Approved December 2005, Organized January 2006)

Section 1. Composition:

1.

10.

The POQM will be composed of a representative group of Active Medical Staff appointed by the PQM
Chair or elected by their Division with approval by the Appointee’s Hospital Board of Trustees.

The PQM-C shall have at least one representative from the Hospitals’ Medical Staff Departments and
shall include representatives from the following services: Anesthesia, Emergency Medicine, Adult
Hospitalist Services, Pathology, Radiology, Obstetrics & Gynecology, Pediatrics, at least three (3)
representatives from the Department of Surgery, and at least three (3) representatives from the
Department of Medicine. A Physician serving on the Credentials, Medical Executive, or Board
Medical Affairs Committee(s) at either Hospital is ineligible to serve on the PQM-C.

The Chief Medical Officer (CMO) or his/her designee shall be an ex-officio member without vote.
When the committee is considering referring a matter to the Credentials Committee, the CMO will be
recused. The primary role of the CMO shall be to communicate the Committee’s concerns and/or
requests for improvement regarding Hospital operations.

A Medical Support Services (MSS) representative shall serve as a recorder. MSS staff supporting the
peer review function shall attend to assist with record review and data interpretation.

The MediCorp Health System Vice President, Quality and Medical Directors for Mary Washington
Hospital and Stafford Medical Center shall be members ex-officio without vote.

Other Physicians or Hospital staff may be invited to attend on an as needed basis without vote.
Members shall serve three (3) year terms with a maximum two (2) consecutive terms.

The Chair of PQM shall serve a five (5) year term with a two (2) term limit.

The PQM Committee elects the Chair from among the applicants with review by the MEC and
appointment by the System Board. Applicants must meet criteria at Article 1ll, Part A, Section 4 of the
Medical Staff Bylaws, except that Physicians in any staff category, including Honorary Staff, are
eligible to serve as PQM-C Chair.

When a vacancy occurs, the PQM-C shall appoint an interim Chair and the application process will

begin. When a vacancy occurs in the PQM-C membership, the vacancy will be approved in
accordance with Part E, Section 1.1 of this Article.
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11.

The primary role of the PQM-C Chair shall be as a meeting facilitator. The Chair shall vote only in the
event of a tie.

Section 2. Duties:

The duties of the PQM-C, a professional review body formed in furtherance of the Hospital's peer review
function including the performance of focused review of Medical Staff members, shall be to:

1.

10.

Validate that the Medical Staffs, through the Medical Staff Department/Division structure have a
functional process for addressing case review and that issues are being addressed in a timely
manner consistent with established peer review guidelines.

With input from the Medical Staff Departments and/or Divisions, identify measures that reflect
important areas of Medical Staff performance.

Serve as the central oversight structure for Medical Staff peer review and other medical staff
performance improvement functions as assigned by the Medical Executive Committee.

Prioritize use of resources for measuring Medical Staff performance.

Coordinate design and implementation of Physician performance data for feedback and
reappointment.

Maintain emphasis on developing collegial approaches to improving Medical Staff performance
versus discipline.

Submit recommendations to the MEC(s) with respect to identified opportunities to improve Medical
Staff performance.

Coordinate and conduct complex case reviews that involve multiple medical specialties in accordance
with Peer Review Policy.

If a Medical Staff Department/Division fails to perform a case conference in a timely manner, is
unable to resolve a clinical issue through collegial measures, the case will be referred to the PQM-C
for review and disposition in accordance with Peer Review Policy.

Monitor critical performance rates related to Medical Staff compliance with Medical
Staff/organizational rules/standards and/or adherence to evidence-based practices and make
recommendations to the MEC and/or Department Chief regarding same.

Section 3. Meetings, Reports and Recommendations:

1.

3.

The PQM-C will meet monthly or on an as needed basis. Failure to maintain seventy-five percent
(75%) meeting attendance shall result in removal from the Committee. Attendance will be reviewed
annually. Excused absences will be at the discretion of the Chair.

Meetings to review an issue related to the performance of a specific Physician will be conducted in
accordance with the Peer Review Policy. The Physician shall be invited to and expected to attend.
Legal counsel will not attend and meetings will not be recorded or transcribed.

The PQM-C will refer cases as necessary to the Credentials Committee and shall report to the
appropriate MEC for informational purposes.
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ARTICLE VI - PART F: PERFORMANCE IMPROVEMENT AND REVIEW FUNCTIONS

1.

Performance Improvement functions involving the Medical Staff shall be performed by various
committees (including but not limited to the Physician Quality Management Committee, the
Credentials Committee, and the Pharmacy and Therapeutics Committee), Hospital departments,
performance improvement teams, and individuals as designated by the Executive Committee. The
Executive Committee or its designee shall lead and participate in the systemic evaluation and
monitoring of the quality/appropriateness of patient care. This shall include participation in process
measurement, assessment, and improvement including but not limited to:

o medical assessment and treatment of patients;

e use of information about adverse privileging decisions for any practitioner privileged through the
medical staff process;

use of medications;

use of blood and blood components;

operative and other procedure(s);

appropriateness of clinical practice patterns;

significant departures from established patterns of clinical practice;

use of developed criteria for autopsies;

Information used as part of the performance improvement mechanisms, measurement, or
assessment includes the following:

e Sentinel event data;
o Patient safety data

The Executive Committee shall approve the components of the Hospital's performance improvement
plan relating to patient care annually. This document shall describe the plan’s annual objectives and
the organization, scope, and mechanisms for overseeing monitoring and evaluation activities.

When the performance improvement and review activity or data relates to specific practitioners, this

data will be shared with the appropriate Department Chief. All practitioner specific performance
improvement data and activities are considered confidential and privileged.
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ARTICLE VI
BOARD APPROVAL AND INDEMNIFICATION

Any Medical Staff Officer, Department Chief, Division Chair, Committee Chair, committee member and
individual staff Appointee who acts for and on behalf of the Hospital in discharging duties, functions or
responsibilities stated in these Medical Staff Bylaws, the Policy on Medical Staff Appointment,
Reappointment and Clinical Privileges, the Medical Staff Organizational Manual and/or the Policy on
Allied Health Professionals, shall be indemnified, to the fullest extent permitted by law, when the
appointment and/or election of the individual has been approved by the Board.
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ARTICLE VIII

LEGAL COUNSEL

ARTICLE VIII - PART A: AUTHORIZATION

The Medical Staff shall have the option of utilizing legal counsel designated and/or retained by the
Hospital, for matters relative to the purpose and responsibilities of the Medical Staff under these bylaws,
at the expense of the Hospital, or the Medical Staff may engage separate legal counsel, at the expense of
the Medical Staff.

ARTICLE VIIl - PART B: SELECTION OF SEPARATE LEGAL COUNSEL

The selection of legal counsel will be performed on an as needed basis. Prior to selection the Medical
Staff President will inform the Medical Staff that the Medical Executive Committee is evaluating legal
counsel and specific attorneys or firms will be considered if submitted by a specific date. The Executive
Committee will be responsible for selecting counsel they feel best qualified to serve the Medical Staff.

ARTICLE VIII - PART C: UTILIZATION OF SERVICES OF MEDICAL STAFF LEGAL COUNSEL

The President of the Medical Staff shall be authorized to utilize the Services of the approved legal
counsel at his/her discretion with respect to matters relative to the purposes and responsibilities of the
Medical Staff under these bylaws. An Appointee to the Medical Staff may bring issues he/she believes
require a legal opinion directly to the attention of the President of the Medical Staff or the Executive
Committee through his/her Department Chief for consideration. The Executive Committee will decide if
the issue warrants legal consultation and the Appointee will be informed of the action of the Executive
Committee through his/her Department Chief. Specific issues believed by Appointees to the Medical Staff
to warrant legal consideration will also be referred to legal counsel upon presentation to the President of
the Medical Staff of a petition stating the specific issues and signed by at least fifty percent (50%) of the
active Appointees to the Medical Staff. The Executive Committee will be responsible for monitoring the
use of legal counsel by the President and may specifically authorize the Chairperson of the Credentials
Committee to consult with legal counsel on an ongoing basis on legal matters specific to the Committee’s
areas of responsibility.

ARTICLE VIII - PART D: FUNDING FOR SERVICES OF MEDICAL STAFF LEGAL COUNSEL

Funding for legal counsel will be maintained in a separate Medical Staff Fund that will be disbursed by the
President of the Medical Staff. All new Appointees to the Active Medical Staff shall be assessed a legal
fund assessment of $100.00. The fund will be maintained by an annual assessment of $25.00 per each
Active Medical Staff Appointee that shall be collected along with the annual Medical Staff dues. In the
event the fund is inadequate to cover authorized use of legal counsel, an additional special assessment
of the Medical Staff will be made, following approval by a majority of the Medical Staff in attendance at
any regular or special Medical Staff meeting. The fund will continue in perpetuity, however, in the event
the fund level exceeds the estimated expenditures for the following two (2) years, the Executive
Committee may approve the cancellation of the annual assessment on a year-to-year basis.
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ARTICLE IX
RULES AND REGULATIONS OF THE MEDICAL STAFF

Medical Staff rules and regulations, as may be necessary to implement more specifically the general
principles of conduct found in these bylaws, shall be adopted in accordance with this Article. Rules
and regulations shall set standards of practice that are to be required of each individual exercising
Clinical Privileges in the Hospital and shall act as an aid to evaluating performance under, and
compliance with, these standards. Rules and regulations shall have the same force and effect as the
bylaws.

Rules and regulations may be adopted, amended, repealed or added by vote of the Executive
Committee at any regular or special meeting, provided that copies of the proposed amendments,
additions or repeals have been provided to the Medical Staff at least fourteen (14) days before being
voted upon and further provided that all written comments on the proposed changes by persons
holding current appointments to the Medical Staff are brought to the attention of the Executive
Committee before the change is voted upon. Adoption of and changes to the rules and regulations
shall become effective only when approved by the Board.

Rules and regulations may also be adopted, amended, repealed or added by the Medical Staff at a
regular meeting or special meeting called for that purpose, in accordance with the procedure used in
amending the Medical Staff Bylaws as described in Article X; provided, however that a majority of the
votes of the staff present shall be required. All such changes shall become effective only when
approved by the Board.

The rules and regulations may not be unilaterally amended. However, the rules and regulations may
be amended by the Board on its own motion provided that any such amendment is first submitted to
the Credentials and Executive Committees and Medical Affairs Committee for review and comment at
least thirty (30) days prior to any final action by the Board on such amendment. Instances where such
action by the Board shall be warranted shall include: action to comply with changes in federal and
state laws that affect the Hospital; requirements imposed by the Hospital’s general and professional
liability or Director's and Officer's insurance carrier; and action to comply with state Licensure
requirement, JCAHO Accreditation Standards and applicable Medicare/Medicaid Conditions of
Participation.

When significant changes are made in the rules and regulations, Medical Staff Appointees and others
affected by the changes will be notified and provided copies of or electronic access to the changes.
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ARTICLE X
AMENDMENTS

The Mary Washington Hospital (MWH) and Stafford Hospital Center (SHC) Medical Executive
Committees (MECs) have overall responsibility for the Medical Staff Bylaws, including proposed
amendments. The MECs, through the Medical Staff Bylaws, Rules & Regulations, and Standards
Committee, are responsible for periodically reviewing the Bylaws and determining if revisions are
indicated. All proposed amendments of these bylaws shall receive an affirmative vote of two-thirds
(2/3) of the Executive Committees prior to being presented to the Active Medical Staff for vote.

The Medical Staff President(s) on behalf of the Medical Executive Committee(s) shall notify the
affected Active Medical Staff(s) of all proposed amendments. The Active Staff will vote on the
proposed amendment via ballot. The voting process will be conducted in accordance with procedures
described below. Distribution of communications and ballots to the Active Medical Staff using US
mail, fax, and electronic information system shall be deemed to constitute actual notice. The Medical
Staff President, at his discretion, may present the proposed amendments at Medical Staff meetings,
including but not limited to, Medical Staff Business Meetings and/or Medical Staff Department /
Division meetings. Individuals who have been granted Active Medical Staff appointment at MWH and
SHC shall be allowed one (1) vote on issues that apply jointly to MWH and SHC.

The period of time to return the ballot shall be not less than fourteen (14) days and no longer than
thirty (30) days. The deadline for submitting the ballot shall be stated on the ballot. Ballots must be
signed and dated to assure that the individual is authorized to vote. If multiple ballots are received by
the same individual, only the most recent ballot will be counted. Medical Staff who are on leave of
absence remain eligible to vote. Proxy votes are not allowed. The Amendment shall be adopted if it
receives the affirmative vote of two-thirds (2/3) of the votes cast. Amendments so adopted shall be
effective when approved by the Board with the exception of amendments to bring the Bylaws into
compliance with licensing, accreditation or other regulatory standards which may be implemented
prior to final Board approval.

The Bylaws may not be unilaterally amended. However, the bylaws may be amended by the Board
on its own motion provided that any such amendment is first submitted to the Credentials and
Executive Committees for review and comment at least thirty (30) days prior to any final action by the
Board on such amendment. Instances where such action by the Board shall be warranted shall
include: action to comply with changes in federal and state laws that affect the Hospital and/or
MediCorp Health System; requirements imposed by the Hospital’'s general and professional liability or
Director’'s and Officer's insurance carrier; and action to comply with state Licensure requirement,
JCAHO Accreditation Standards and applicable Medicare/Medicaid Conditions of Participation.

The Medical Executive Committee shall have the power to adopt such amendments to the bylaws as
are, in the committee’s judgment, technical or legal modifications or clarifications, reorganization or
renumbering, or amendments made necessary because of punctuation, spelling or other errors of
grammar or expression. Such amendments shall be effective immediately and shall be permanent if
not disapproved by the Medical Staff or the Board within sixty (60) days of adoption by the Executive
Committee. The action to amend may be taken by a motion acted upon in the same manner as any
other motion before the Executive Committee. Immediately upon adoption, such amendments shall
be sent to the President of the Hospital and the Chief Executive Officer and shall be posted on the
Medical Staff bulletin board for at least fourteen (14) days.

When significant changes are made in the bylaws, Medical Staff Appointees and others affected by
the changes will be notified and provided copies of or electronic access to the changes.
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Medical Staff Bylaws
Part 2
Credentialing Policy

Appointment, Reappointment, Clinical Privileges
Corrective Actions, Investigation, Fair Hearing, & Appeal
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ARTICLE |

DEFINITIONS

The following definitions shall apply to terms used in this policy:

1.

10.

11.

12.

13.

“Allied Health Professional” means a Licensed Independent Practitioner or a Licensed
Dependent Practitioner.

“Appointee” means any Physician, Dentist and Podiatrist who has been granted Medical Staff
appointment and Clinical Privileges by the Board to practice at one or both of the Hospitals.

“Board” means either the Board of Trustees of Mary Washington Hospital, Inc. or the Board
of Trustees of MediCorp at Stafford LLC (dba Stafford Hospital Center) each of which has
overall responsibility for conduct of the respective hospital.

“Chief Executive Officer” means the chief officer of the MediCorp Health System or the CEO’s
designee.

“Chief of Service”, “Service Chief”, or “Department Chief” means the individual who has
overall responsibility for the management of one of the clinical Departments of the Medical
Staff as defined in the Medical Staff Bylaws of Mary Washington Hospital, Inc, and MediCorp
at Stafford, LLC Article V, Part A1 (Mary Washington Hospital Departments) and A2 (Stafford
Hospital Center Departments),

“Clinical Privileges” or “privileges” means the authorization granted by the Board to Medical
Staff Appointee or other independent practitioner to render specific patient care services in
one of the Hospitals within defined limits.

“Conflict of Interest” means any situation in which, because of an individual's dual interests, a
serious risk arises that the individual will not be able to exercise independent of object
judgment.

“Criminal Conviction” includes, but is not limited to, conviction of, or a plea of guilty or nolo
contendere, for any felony, or for any misdemeanor related to the practice of a health care
profession, or to any Federal Health Program or any fraud and abuse, third party
reimbursement or controlled substances law.

“Dentist” includes a doctor of dental surgery (“D.D.S.”) and doctor of dental medicine
(“D.M.D.").

“Executive Committee” means the Executive Committee of the Medical Staff unless
specifically written “Executive Committee of the Board.”

“Federal Health Program” means Medicare, Medicaid or any other federal or state program
providing health care benefits, which is funded directly or indirectly by the United States
government.

“Good standing” means a Medical Staff Appointee who is not under suspension or any
restriction regarding staff appointment or admitting or Clinical Privileges at the Hospital and/or
at any other MediCorp health care facility or organization.

“Hospital” means the facility where the applicant, Medical Staff Appointee, or license
independent practitioner seeks or holds appointment to the Medical Staff and/or Clinical
Privileges, Mary Washington, Inc. or Stafford Hospital Center.,



14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

“Medical Staff” means all Physicians, Dentists, and Podiatrists who are given privileges to
treat patients at the Hospital.

“Licensed Independent Practitioner” means a non-Physician practitioner who is licensed or
certified by his or her respective state board and who is granted Clinical Privileges and may
function independently in the Hospital within the scope of his or her license or certification.

“Licensed Dependent Practitioner” means a non-Physician practitioner who is not a Hospital
employee and who must function in the Hospital only as an employee of a Physician on the
Medical Staff and/or under the direction of such a Physician within the scope of his or her
license or certification.

“Medical Affairs Committee” means either the Medical Affairs Committee of Mary Washington
Hospital, Inc. or MediCorp at Stafford, LLC depending upon where the Appointee seeks or
holds Clinical Privileges.

“Medical Staff” means all Physicians, Dentists and Podiatrists who are given privileges to
treat patients at the Hospital.

“Oral Surgeon” is an individual who has completed a postgraduate oral/maxillofacial program.
“Physicians” includes both doctors of medicine (“M.D.s”) and doctors of osteopathy (“D.0O.s").
“Podiatrist” means a doctor of podiatric medicine (“D.P.M.").

“President of the Hospital” means either the President of Mary Washington Hospital or the
President of Stafford Hospital Center depending upon the facility and Medical Staff Appointee
involved.

“Professional review action” means an action or recommendation of a Professional Review
Body which is taken or made in the conduct of professional peer review activity, which is
based on the competence or professional conduct of an Appointee, and which affects or may
affect, the Clinical Privileges or appointment of the Appointee.

“Professional review activity” means a peer review activity of the Hospital with respect to an
individual Medical Staff applicant or Appointee (a) to determine whether the Medical Staff
applicant or Appointee may have Clinical Privileges with respect to his/her appointment; (b) to
determine the scope or conditions of those Clinical Privileges and appointment; and (c) to
change or modify such privileges and/or appointment.

“Professional review body” means the Board or any Board committee that conducts
professional peer review activity, and includes any committee of the Medical Staff when
assisting the Board in a professional peer review activity.

“Self-government” means the duty of officers, committees and departments of the Medical
Staff to initiate and carry out the functions delegated by the Board and to fulfill the obligations
provided for in this policy.

“System” or “MediCorp Health System” includes Mary Washington, Inc., Stafford Hospital
Center, Fredericksburg Ambulatory Surgery Center, and other MediCorp Health System
facilities that provide medical services to patients.

“Telemedicine” means the exchange of medical information from one site to another via
electronic communication for the purpose of improving patient care, treatment, and services.
In this Policy, Telemedicine refers to services provided i) by healthcare providers who are not



members of the Hospital's medical staff and ii) at healthcare facilities not affiliated with the
Hospital or the System, for the purpose of providing care to Hospital patients.

29. “Unassigned patient” means any individual who comes to the Hospital for care and treatment
who does not have an attending Physician; or whose attending Physician or designated
alternate is unavailable to attend the patient; or who does not want the prior attending
Physician to provide him/her care while a patient at the Hospital.

30. “Voluntary” or “automatic relinquishment” of Medical Staff appointment and/or Clinical
Privileges means a lapse in appointment and/or Clinical Privileges deemed to automatically
occur as a result of stated conditions.

Words used in this policy shall be read as the masculine or feminine gender, and as the singular
or plural, as the content requires. The captions or headings are for convenience only and are not
intended to limit or define the scope or effect of any provision of this policy.



ARTICLE Il

APPOINTMENT TO THE MEDICAL STAFF

ARTICLE Il - PART A: QUALIFICATIONS FOR APPOINTMENT

Section 1. General:

1.

Medical Staff appointment/reappointment to the Hospital is a privilege, granted by the Board
following Medical Staff recommendation, extended only to professionally competent
individuals who continuously meet the qualifications, standards and requirements set forth in
this policy and in policies as may be adopted by the Board. All individuals, including those in
administrative positions, practicing medicine, dentistry and podiatry in this Hospital must first
have been appointed to the Medical Staff. Appointments shall be for a period not to exceed
two (2) years. Initial appointments may be for a period of less than two (2) years in order to
cycle the Appointee into the specialty-specific appointment review cycle.

All processes described in this Article shall be subject to the confidentiality provisions
described in Article 111, Part G of this policy.

ARTICLE Il - PART A:

Section 2. Threshold Qualifications:
Only Physicians, Dentists, and Podiatrists that satisfy the following threshold conditions shall be
qualified for initial appointment to the Medical Staff:

a)
b)

d)
€)

f)

currently possess an unrestricted license to practice in this state;

are located (office and residence) within the primary service or secondary area as determined
by the Board of the Hospital and capable of responding to the hospital when on-call in
accordance with reasonable response time requirements established for the specialty /
clinical privileges. These response times shall be recommended by the active medical staff
members of the Division/Department, Medical Executive Committee and approved by the
Hospital Board of Trustees. If specialty or privilege specific response times have not been
established, the general response times for ED call shall apply (20 minutes to respond by
phone and 30 minutes to respond in person). For initial appointment and privileges requests,
an estimate of the applicant’s response time to the hospital from the applicant's home and
office shall be based on driving directions/time obtained from reliable source(s) as
determined by the Medical Staff Support/Credentialing Office. Physicians requesting/granted
Clinical Privileges for medical specialties that provide continuous in-house (24/7) services
shall be exempt from the requirement for a personal residence within the primary service
area conditioned upon the personal residence location not adversely impacting the service
coverage. In the event the Physician is no longer practicing in a 24/7 capacity, the Physician
shall be expected to meet the office and residence threshold qualification and must submit a
request for a waiver in accordance with Article 1l — Part A, Section 3 of this Policy. Physicians
granted Clinical Privileges who do not reside in the primary service area as of the effective
date of this provision shall be deemed to have been waived from the primary service area
residence requirement. However, in the event that a Physician’s personal residence raises
guestion with respect to the Physician’s ability to provide timely and continuous patient care,
the Physician will be required to submit a patient coverage plan deemed acceptable by the
Medical Executive Committee and Board of the Hospital.

possess current, valid professional liability insurance coverage in such form and in amounts
satisfactory to the Hospital,

are not currently excluded from participation in any federal or state health program;

possess a NPI (National Provider Identifier);

has successfully graduated from an approved school of medicine, osteopathy, dentistry, or
other professional education program appropriate to the clinical specialty and have
successfully completed an accredited ACGME/AOA residency training program, of at least



)

h)

i)
)

three (3) years, in the specialty in which the applicant seeks Clinical Privileges, or a dental
surgery training program accredited by the American Association of Oral and Maxillofacial
Surgery and/or the Commission on Dental Education of the American Dental Association, or
a podiatric surgical residency program accredited by the Council on Podiatry Education of the
American Podiatry Association;
are certified by the appropriate specialty board or of the American Board of Medical
Specialties (“ABMS”) or American Osteopathic Association (“AOA”) in the area in which
privileges are requested, and thereafter certified as follows: within 5 years of initial
appointment if appointment occurred between April 1998 to September 9, 2002. Effective
September 10, 2002, certification required within 5 years of completion of training
(residency/fellowship), unless such requirement is waived by the Board after considering the
specific competence, training and experience of the individual in question, or waived by the
Board for those applicants and Appointees who practice in medical subspecialties where
there are specific practice prerequisites for admissibility to board examination. This
requirement shall be applicable only to those individuals who apply for initial Medical Staff
appointment and for Clinical Privileges on or after April, 1998. For those practitioners who
must satisfy this threshold qualification, maintenance of Board certification shall be required
for reappointment unless a waiver is granted.

(1) Oral surgeon applicants and Appointees requesting surgical privileges must be certified
or admissible to examination for certification by the American Board of Oral and
Maxillofacial Surgery; and

(2) Podiatrist applicants and Appointees must be certified or admissible to examination for
certification by the American Board of Podiatric Surgery;

can document their:

(1) background, experience, training and demonstrated competence;

(2) adherence to the ethics of their profession;

(3) good reputation and character;

(4) ability to perform the Clinical Privileges requested safely and competently; and

(5) ability to work harmoniously with others as required by these Bylaws and the Practitioner
Conduct and Wellness Policy;

(6) appropriate peer recommendations pertaining to clinical and/or technical knowledge and
skills, and

(7) to the extent required to meet the qualifications and duties established by the Medical
Staff Bylaws and related policies, ability to read, write and communicate in standard
English.

have never had a Criminal Conviction as defined herein;

agrees in writing to comply with the Conditions of Appointment as relevant to the applicant’s

requested staff category and/or clinical privileges.

ARTICLE Il - PART A:

Section 3. Waiver:

1.

Article Il, Part A, Sections 2(b), (g), and (h) above outline the office and residence location
requirements, Board certification requirements, and criminal background standards that must
be satisfied for the granting of Medical Staff appointment and Clinical Privileges at the
Hospital. Those requirements were established by the Medical Staff and the Hospital and
represent the benchmark standards that are expected of, and will be applied to, all individuals
who seek appointment and Clinical Privileges to practice at the Hospital.

Any individual may request that an exception be made, and that the geographic

requirements, board certification requirements, and/or the fact of a Criminal Conviction be

waived.

a) When a request is made to waive the office and residence location requirements, the
individual requesting the waiver shall bear the burden of demonstrating he can meet the
Hospital response time requirements established by the Department/division through a



coverage plan or other arrangements approved pursuant to the process set forth in this
Credentialing Policy.

b) When a request to waive board certification is made, the individual requesting the waiver
shall bear the burden of demonstrating that his or her education, training, experience and
competence are equivalent to, or exceed, the Hospital's board certification requirements.

c) When a request to waive the criminal background standard is made, the individual
requesting the waiver shall bear the burden of demonstrating exceptional circumstances
(such as evidence that the Criminal Conviction will not impede the individual's ability to
satisfy the Hospital's patient care or welfare standards, the rules and regulations of the
Hospital or Medical Staff, and will not impede the objectives or efficient operations of the
Hospital).

The Board may grant a waiver in exceptional cases after considering the findings of the
Credentials and Executive Committees, or other committee designated by the Board,
regarding the specific qualifications, office and residence geographic requirements, or
criminal background of the individual in question. The findings shall include a statement
concerning what is in the best interests of patients, the Hospital and the community served by
the Hospital.

In the event the Board determines not to grant a waiver, the individual requesting the
exception shall not be entitled to a hearing as set forth in this Policy and will be considered
ineligible to request appointment or Clinical Privileges. In the case of an individual applying
for Medical Staff appointment or Clinical Privileges, the application shall not be processed.

If the Board grants a waiver to an individual, that waiver shall not be deemed to set a
precedent for any other staff applicant or staff Appointee.

ARTICLE Il - PART A:

Section 4. No Entitlement to Appointment:

No individual shall be entitled to appointment to the Medical Staff or to exercise particular Clinical
Privileges in the Hospital merely by virtue of the fact that such individual:

a)
b)
c)
d)

e)

is licensed to practice a profession in this or any other state;

is @ member of any particular professional organization;

has had in the past, or currently has, Medical Staff appointment or privileges at any Hospital
or health care facility;

resides and/or has an office within the geographic service area of the Hospital as defined by
the Board; or

is affiliated with, or under contract to, any managed care plan, insurance plan, HMO, PPO, or
other entity.

ARTICLE Il - PART A:

Section 5. Non-Discrimination Policy:

No individual shall be denied appointment on the basis of sex, race, creed, religion, color or
national origin, or on the basis of any criteria unrelated to the delivery of quality patient care, to
professional qualifications or to the Hospital's purposes, needs and capabilities.



ARTICLE Il - PART B: CONDITIONS OF APPOINTMENT

Section 1. Duties of Appointees:

Appointment to the Medical Staff shall require that each Appointee conduct his/her practice in
accordance with the following areas of general competencies and assume such reasonable
duties and responsibilities as the Medical Staff, through its Medical Executive Committee, or the
Board shall require.

1. Patient Care - Practitioners are expected to provide patient care that is compassionate,
appropriate and effective for the promotion of health, prevention of illness, treatment of
disease, and care at the end of life.

1.1. The practitioner will maintain timely, concise medical records to promote the patient care
continuum.

1.2. The practitioner or the practitioner’s coverage will see the patient at least daily or more
frequently if required based on the patient’'s needs and acuity. The practitioner or his
coverage shall write a progress note at least daily and whenever there is a significant
change in the patient’s condition or plan of care. The practitioner’s coverage must be a
practitioner of equivalent education, training and approved clinical privileges unless an
alternate coverage plan has been approved by the Credentials and Medical Executive
Committees and Board of Trustees.

1.3. The practitioner will supervise allied health professionals including physician assistants,
nurse practitioners, and other authorized staff for whom the practitioner has agreed to
serve as the supervising physician. If the supervising practitioner’s personal involvement
is deemed necessary by physicians, the practitioner shall be available in a timely
fashion.

1.4. The practitioner will meet on-call responsibilities in accordance with relevant Medical
Staff Rules & Regulations and Policies.

2. Medical / Clinical Knowledge — Practitioners are expected to demonstrate knowledge of
established and evolving biomedical, clinical and social sciences, and the application of their
knowledge to patient care and the education of others.

2.1. The practitioner will participate in ongoing continuing education relevant to clinical
privileges granted.

2.2. The practitioner is expected to share knowledge with professional peers, hospital staff,
and patients for the purpose of improving quality and the orderly and efficient delivery of
patient care by the health system.

3. Practice-based Learning and Improvement — Practitioners are expected to use scientific
evidence and methods to investigate, evaluate, and improve patient care practices.

3.1. The practitioner will utilize his/her professional judgment and practice in accordance with
evidence based medicine, current professional standards of care and patient care
protocols/guidelines adopted by the hospital.

3.2. The practitioner will actively participate in activities to improve patient care including but
not limited to peer review activities, participation in medical staff/hospital committees,
division/department level peer review, patient care conferences and performance
improvement teams.

4. Interpersonal and Communication Skills — Practitioners are expected to demonstrate
interpersonal and communication skills that enable them to establish and maintain
professional relationships with patients, families, and other members of health care teams.
4.1. Patients and/or their representative will be provided timely updates regarding their care

plan.
4.2. Patient and/or their families will be afforded the opportunity to be actively involved in
making decisions related to their care.



4.3. The practitioner will work collaboratively with the hospital regarding medical error
disclosure.

4.4. The practitioner will consistently respond to calls and pages from peers and hospital
staff within twenty (20) minutes.

4.5. The practitioner will comply with the medical staff consultation guidelines. Direct
communication between the practitioners requesting and providing consults is the
preferred communication method and is strongly encouraged. The practitioner will
adhere to the following consultation expectations:

4.5.1. When requesting a consult, the reason for requesting the consult shall be clearly
communicated either verbally or in writing with an indication of the urgency of the
consult request so the consultant may appropriately prioritize patient care. If the
patient care need is urgent or stat, the practitioner will personally notify the
consultant and verify that the consultant will be available.

4.5.2. Consultants will perform routine consults within 24 hours of receipt of the consult
request.

Professionalism — Practitioners are expected to demonstrate behaviors that reflect a

commitment to continuous professional development, ethical practice, and understanding and

sensitivity to diversity and a responsible attitude toward their patients, their profession, and

society.

5.1. The practitioner will comply with the Medical Staff & Allied Health Professional Conduct
Policy, and Practitioner Health and Wellness Policies.

5.2. The practitioner will utilize the services of the Physician Health Resource Group (PHRG)
to promote his/her personal health and well being, if needed.

Methods to Improve Patient Care — Practitioners are expected to demonstrate both an
understanding of the context in which health care is provided at the Hospital and the ability to
apply this knowledge to improve and optimize patient care.

6.1. The practitioner will assist in the design of patient care processes necessary to achieve
excellent performance in patient care including national patient safety goals and
national, local, and hospital quality goals.

6.2. Through the medical staff self governance process, the practitioner will encourage and
mentor peers and hospital staff toward achievement of excellence in patient care.

6.3. The practitioner will give and receive performance feedback instructively and in the spirit
of continuous improvement.

6.4. When actively participating in peer review and performance improvement activities, the
practitioner will maintain respect for all parties involved, will maintain confidentiality of
information to protect the privileged nature of peer review, and will declare a conflict of
interest when appropriate.

Commitment to Self-Governance — Practitioners are expected to actively participate in the
design of a medical staff structure and processes that will efficiently and effectively address
functions delegated to the Medical Staff by the Board of Trustees. Medical Staff self-
governance functions shall include activities related to credentialing, privileging, focused peer
review, ongoing peer review, formal investigations, fair hearings, participation in performance
improvement activities, medical staff medical record compliance, compliance with conduct
standards, and physician health.

7.1. Practitioners are expected to work within the established medical staff structure and
processes.

7.2. Practitioners are expected to actively participate in medical staff functions including
attendance at Department/Division meetings and participation on Medical Staff
Committees.

7.3. If there is a concern regarding patient safety or the well being of a health provider, the
practitioner who has observed the potential problem will promptly refer the matter to any
of the following: a Medical Staff Officer, Department Chief or Division Chair.



ARTICLE Il - PART B:

Section 2. Professional Conduct:

Individuals appointed to the Medical Staff or granted clinical privileges shall be expected to relate
in a positive and professional manner to other health professionals, and to cooperate and work
collegially with the Medical Staff leadership and Hospital management and personnel, as outlined
in the Rules and Regulations, the Practitioner Conduct and Wellness Policy, applicable laws,
regulations, and ethical standards. Professional conduct shall also include, but not be limited to,
each Appointee’s obligation to present himself or herself at the Hospital physically and mentally
capable of providing safe and competent care to his or her patients.

ARTICLE Il - PART C: APPLICATION FOR INITIAL APPOINTMENT AND CLINICAL
PRIVILEGES

Section 1. Information:

Applications for appointment to the Medical Staff shall be in writing, and submitted on forms
obtained from the Mary Washington Hospital Centralized Credentialing Service (Credentialing
Service).

1.

The application shall contain a request for specific Clinical Privileges desired by the applicant
and shall require detailed information concerning the applicant’'s professional qualifications
including:

a)

b)

d)

the names and complete addresses of at least two (2) professional peers (Physicians,
Dentists, Podiatrists or other practitioners, as appropriate) who have had recent
experience in observing and working with the applicant, and who can provide adequate
information pertaining to the applicant’'s present professional competence, character,
limitations, if any, with respect to Clinical Privileges requested by the applicant. Except in
situations where no other qualified references are available (as solely determined by the
Credentialing Service) these references may not be from individuals associated or about
to be associated with the applicant in professional practice or personally related to the
applicant. At least one (1) reference shall be from the same specialty area as the
applicant. For individuals who currently hold staff appointment and/or clinical privileges at
a MediCorp Hospital and are applying for appointment and/or clinical privileges at
another MediCorp Hospital, the two peer references will be waived. The applicant’s
current clinical competence will be validated by the appropriate MediCorp Hospital
Division Chair and/or Department Chief. However, if there is insufficient clinical practice
information available from the MediCorp Hospital where the applicant currently holds
appointment and/or clinical privileges or the applicant is requesting clinical privileges not
previously granted by a MediCorp Hospital, the applicant will be required to provide peer
references as described in this section;

the names and complete addresses of the chiefs or chairpersons of each department of
any and all hospitals or other institutions at which the applicant has worked or trained
(i.e., the individuals who served as chiefs or chairpersons at the time the applicant
worked in the particular department). If the number of hospitals the applicant has worked
in is great or if a number of years have passed since the applicant worked at a particular
hospital, the Credentials Committee and the Board may take into consideration such
factors;

information as to whether the applicant’s Medical Staff appointment or Clinical Privileges
have ever been withdrawn, denied, revoked, suspended, subjected to probationary or
other conditions, reduced, not exercised, or not renewed at any other Hospital or health
care facility, or voluntarily or involuntarily relinquished,;

information as to whether the applicant has ever voluntarily or involuntarily withdrawn
his/her application for appointment, reappointment and Clinical Privileges, or resigned



from the Medical Staff before final decision by a Hospital’'s or health care facility’s
governing board;

e) information as to whether the applicant’s license to practice any profession in any state,
or Drug Enforcement Administration license, or membership in any local, state or national
professional organization is or has ever been voluntarily or involuntarily relinquished,
suspended, modified, terminated, restricted or has/is currently being challenged. (The
submitted application shall include a list or copy and verification of all the applicant’s
current licenses to practice, as well as copies of Drug Enforcement Administration
license, medical, dental or podiatric school diploma and certificates from all post graduate
training programs completed);

f) information as to whether the applicant has currently in force professional liability
insurance coverage, the name of the insurance company and the amount and
classification of such coverage, and whether said insurance coverage covers the Clinical
Privileges the applicant or Appointee seeks to exercise at the Hospital;

g) a consent to the release of information from the applicant’s present and past professional
liability insurance carriers;

h) information concerning the applicant’s professional liability claims experience, specifically
information concerning pending claims, final judgments or settlements:

(1) the substance of the allegations

(2) the findings

(3) the ultimate disposition and

(4) any additional information concerning such proceedings or actions as the Credentials
Committee or the Board may deem appropriate;

i) information concerning any professional misconduct proceedings and any malpractice
actions involving the applicant in this state or any other state, whether such proceedings
are closed or still pending, as well as information concerning whether the applicant has
been subject to sanctions of any kind imposed by any health care facility, professional
review organization or licensing authority or whether there has been any proceeding
instituted therefore;

j) information concerning the suspension or termination for any period of time of the right or
privilege to participate in Medicare, Medicaid, any other government sponsored program,
or any private or public medical insurance program, and information as to whether the
applicant is currently under investigation;

k) current information regarding the applicant’s health status with respect to the applicant's
ability to exercise the privileges requested and to perform the duties and responsibilities
of appointment in general;

[) information as to whether the applicant has ever been named as a defendant in a
criminal action and/or convicted of a crime with details about any such instance.

m) a complete chronological listing of the applicant’'s professional and educational
appointments, employment, or positions;

n) information on the applicant’s eligibility to work in the United States, if applicable;

0) a current picture hospital ID card or a valid picture ID issued by a state or federal agency
(e.g. driver’s license or passport);

p) the applicant’s signature; and

g) such other information as the Board may require.

The history of malpractice verdicts and the settlement of malpractice claims, as well as
pending claims, will be evaluated as a criterion for appointment, reappointment, and the
granting of Clinical Privileges. However, the mere presence of verdicts, settlements or claims
shall not, in and of themselves, be sufficient to deny appointment or particular Clinical
Privileges. The evaluation shall consider the extent to which verdicts, settlements or claims
evidence a pattern of care that raises questions concerning the individual's clinical
competence, or whether a verdict, settlement or claim in and of itself, represents such
deviation from standard medical practice as to raise overall questions regarding the
applicant’s clinical competence, skill in the particular clinical privilege, or general behavior.



Effective July 2007, an applicant for initial appointment shall sign the documents necessary
to authorize the Hospital to conduct a criminal background check, directly or through a third
party, and to allow the disclosure of all records relating to applicant’s background to the
Hospital and its authorized agents. If an initial applicant currently holds medical staff
appointment at another MediCorp Hospital (Mary Washington Hospital or Stafford Medical
Center) and requests appointment to another MediCorp Hospital, the criminal background
check initially obtained shall fulfill the criminal background check requirement. Medical Staff
appointed to the MWH Medical Staff prior to the requirement for a criminal background check
and requesting initial appointment to SHC will be waived from the criminal background check
requirement.

The applicant’s signature shall constitute agreement:

a) that the applicant has received and had an opportunity to read a copy of the Medical Staff
Bylaws, Rules, Regulations and Policies of the Medical Staff as are in force at the time of
application, and agrees to be bound by the terms thereof in all matters relating to
consideration of the application without regard to whether or not appointment to the
Medical Staff and/or Clinical Privileges are granted,;

b) that any misrepresentation or misstatement in or omission from, the application, whether
intentional or not, shall constitute cause for immediate cessation of the processing of the
application and no further processing shall occur. In the event that an appointment or
reappointment has been granted prior to discovery of such misrepresentation,
misstatement or omission, such discovery may be deemed to constitute Voluntary
relinquishment of Clinical Privileges and Medical Staff appointment. In either situation,
there shall be no entitlement to any hearing or appeal rights as set forth in this policy or
referenced in the Medical Staff Bylaws or Rules and Regulations;

c) that the hearing and appeal procedures set forth in this policy shall be the sole and
exclusive remedy with respect to any professional review action taken at this Hospital,

d) to authorize the release of all information necessary for an evaluation of the individual’s
qualifications for initial or continued appointment, reappointment and/or Clinical
Privileges;

e) not to sue the System, its officers, directors, or members, the Medical Staff or anyone
acting by or for the Hospital and its Medical Staff for any matter relating to the application
for appointment, reappointment or Clinical Privileges, or relating to the evaluation of the
applicant’'s qualifications on any matter related to appointment, reappointment or Clinical
Privileges; and

f) to extend absolute immunity to the System, its Medical Staff and all individuals acting by
or for the Hospital and/or its Medical Staff for all matters relating to appointment,
reappointment and Clinical Privileges or the individual's qualifications for the same.

ARTICLE Il - PART C:

Section 2. Basic Responsibilities and Requirements of Applicants and Appointees:

1.

Every applicant for Medical Staff appointment or reappointment, as a condition of
consideration of initial appointment and as a condition of continued Medical Staff appointment
if granted, shall specifically agree to:

a) provide appropriate continuous and timely care and supervision to all patients in the
System for whom the individual has responsibility;

b) abide by all bylaws and policies of the Hospital, including all bylaws, rules and regulations
of the Medical Staff as shall be in force during the time the individual is appointed to the
Medical Staff;

c) accept committee assignments and such other reasonable duties and responsibilities as
shall be assigned;

d) promptly notify the Chief Executive Officer or designee, the appropriate Service Chief and
the President of the Medical Staff, with or without request, of new or updated information
that is pertinent to any question on the application form, including, but not limited to, any
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change in eligibility for payments by third party payors or for participation status in any
Federal Health Program, any exclusions or other sanctions imposed or recommended by
the Federal Department of Health and Human Services or any state, and/or receipt of any
PRO citation and/or quality denial letter concerning alleged quality of care problems;

e) appear for personal interviews upon request in regard to the application;

f) use the Hospital and its facilities, and/or have a sufficient interaction to allow the Hospital,
through assessment by appropriate Medical Staff committees and department chiefs, to
evaluate in a continuing manner the current competence of the Appointee;

g) refrain from illegal fee splitting or other illegal inducements relating to patient referral,

h) refrain from delegating responsibility for diagnoses or care of hospitalized patients to any
individual who is not qualified to undertake this responsibility or who is not adequately
supervised;

i) refrain from deceiving patients as to the identity of an operating surgeon or any other
individual providing treatment or services;

j) seek consultation whenever necessary;

k) abide by generally recognized ethical principles applicable to the applicant's or
Appointee’s profession;

[) participate in the monitoring and evaluation activities of clinical departments;

m) complete in a timely manner the medical and other required records for all patients as
required by this policy, the rules and regulations and other applicable policies of the
Hospital;

n) work cooperatively with Medical Staff Appointees, Allied Health Professionals, nurses
and other Hospital personnel;

0) pay promptly any applicable Medical Staff assessments; and

p) participate in continuing education programs for the benefit of the individual and for the
benefit of other professionals and Hospital personnel.

ARTICLE Il - PART C:

Section 3. Burden of Providing Information:

1.

The applicant shall have the burden of producing information deemed adequate for a proper
evaluation of competence, character, ethics and other qualifications, and of resolving any
doubts about such qualifications.

The applicant shall have the burden of providing evidence that all the statements made and
information given on the application are true and correct.

Those individuals who fail to meet the threshold criteria shall be so notified and their
application will not be processed.

Until the applicant has provided all information requested by or on behalf of the Hospital, the
application for appointment or reappointment will be deemed incomplete and will not be
processed. Should information provided in the initial application for appointment change
during the course of an appointment year, the Appointee has the burden to provide
information about such change to the Credentials Committee sufficient for the Credentials
Committee’s review and assessment.

ARTICLE Il - PART C:

Section 4. Authorization to Obtain Information:

The following statements, which shall be included on the application form and which form a part
of this policy, are express conditions applicable to any Medical Staff applicant, any Appointee to
the Medical Staff and to all others having or seeking Clinical Privileges at the Hospital. By
applying for appointment, reappointment or Clinical Privileges, the applicant expressly accepts
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these conditions during the processing and consideration of the application, whether or not
appointment or Clinical Privileges are granted. This acceptance also applies during the time of
any appointment or reappointment.

1. Immunity:

a)

b)

c)

To the fullest extent permitted by law, the applicant or Appointee releases from any and
all liability and extends absolute immunity to the Hospital, its authorized representatives
and appropriate third parties, with respect to any acts, communications or documents,
recommendations or disclosures involving the applicant or Appointee, concerning the
following:

1) applications for appointment or Clinical Privileges, including temporary privileges;

2) evaluations concerning reappointment or changes in Clinical Privileges;

3) proceedings for suspension or reduction of Clinical Privileges or for revocation of
Medical Staff appointment or any other disciplinary sanction;

4) precautionary suspension;

5) hearings and appellate reviews;

6) medical care evaluations;

7) utilization reviews;

8) other activities relating to the quality of patient care or professional conduct;

9) matters or inquires concerning the applicant's or Appointee’s professional
gualifications, credentials, clinical competence, character, mental or emotional
stability, physical condition, ethics or behavior; and/or

10) any other matter that might directly or indirectly relate to the applicant's or
Appointee’s competence, to patient care, or to the orderly operation of this or any
other health care facility.

Authorization to Obtain Information:

The applicant or Appointee specifically authorizes the System, the Hospital and their
authorized representatives to consult with any third party who may have information
bearing on the individual's professional qualifications, credentials, clinical competence,
character, mental or emotional stability, physical condition, ethics, behavior, or any other
matter reasonably having a bearing on the applicant’'s or Appointee’s satisfaction of the
criteria for initial and continued appointment to the Medical Staff. This authorization also
covers the right to inspect or obtain any and all communications, reports, records,
statements, documents, recommendations or disclosures of said third parties that may be
relevant to such questions. The individual also specifically authorizes said third parties to
release said information to the System, the Hospital and their authorized representatives
upon request.

Authorization to Release Information:

The applicant or Appointee specifically authorizes the System, the Hospital and their
authorized representatives to release such information to other Hospitals, health care
facilities and their agents, who solicit such information for the purpose of evaluating the
applicant's or Appointee’s professional qualifications pursuant to a request for
appointment and/or Clinical Privileges.

ARTICLE Il - PART D: APPLICATION PROCESSING AND TIME FRAMES

Section 1. Submission of Application:

1. The application for Medical Staff appointment shall be submitted by the applicant to the
Medical Staff Office. It must be accompanied by payment of such processing fees as shall be
determined from time to time. After reviewing (a) the application to determine that all
guestions have been answered and that the applicant satisfies the threshold qualifications for
the membership category and/or Clinical Privileges sought; (b) all references and other
information or materials deemed pertinent, and after verifying the information provided in the
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application with the primary sources, (c) the result of the applicant’s criminal background
check; and (d) after making inquiry to the National Practitioner Data Bank, the Medical Staff
Office shall transmit the complete application and all supporting materials to the appropriate
Service Chief.

The Medical Staff Office may post or circulate the name of the applicant so that each Medical
Staff Appointee may have an opportunity to submit to the Credentials Committee, in writing,
information bearing on the applicant's qualifications for staff appointment or Clinical
Privileges. In addition, any current Medical Staff Appointee shall have the right to appear in
person before the Credentials Committee to discuss in private and in confidence any
concerns the Appointee may have about the applicant.

An application shall be deemed to be complete when all questions on the application form
have been answered, all supporting documentation has been supplied and all information
verified. An application shall become incomplete if the need arises for new, additional or
clarifying information anytime during the evaluation. All individuals and groups required to act
on an application for staff appointment must do so in a timely and good faith manner, except
for good cause such as an incomplete application. For individuals this shall generally be
interpreted as within (thirty) 30 days of receipt and for Committees at the next regularly
scheduled meeting. The Medical Staff and Board will work collaboratively in an effort to act
on completed applications within four (4) months of determining that the application is
complete. This time period is deemed a guideline and not a directive such as to create rights
to a practitioner.

Any application that continues to be incomplete ninety (90) days after the applicant has been
notified of the additional information required shall be deemed to be withdrawn. It is the
responsibility of the applicant to provide a complete application, including adequate
responses from references. An incomplete application will not be processed.

An individual whose application is not processed for 