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METHODIST JENNIE EDMUNDSON 

MEDICAL STAFF RULES AND REGULATIONS 
The following Rules and Regulations define the parameters surrounding the exercise of Medical 
Staff clinical privileges and Allied Health Professionals' rights and responsibilities associated 
with membership or allied health status. In the event of conflict with the Bylaws, the rules and 
regulations yield to the Bylaws. 
 
1. ADMISSION 
1.1 Admission Privileges 
Patients may be admitted to the hospital only by a member of the medical staff with admitting 
privileges. All practitioners shall be governed by the official admitting policies of the hospital. 
 
1.2 Assignment of Attending Physician or Oral Surgeon 
Each member of the medical staff who does not reside in the immediate vicinity shall name a 
member of the medical staff in the area who may be called to attend patients during an 
emergency. In case of failure to name such an associate, the Chief of Staff, Chairman of the 
Department concerned, or President shall have the authority to call any member of the staff 
considered to be appropriate.   
A patient to be admitted on an emergency basis will be admitted by an appropriate member of 
the medical staff. 
 
1.3 Admission Orders 
Each admitting practitioner shall order the admission diagnostic testing which he deems 
appropriate for his patients. He will be permitted to order these tests by means of an order set, 
or by giving a specific order at the time of the patient's admission.  The order shall include 
estimated length of stay and anticipated discharge plan.  Admission orders shall include clear 
indication of the level of care to which patient is to be admitted, i.e., inpatient, outpatient 
surgery, observation.  
Patients admitted to observation shall be seen within 23 hours. Any patient in observation status 
after 24 hours shall be reviewed for medical necessity of continued stay.  Medicare patients 
shall be placed in inpatient if they require a second midnight or if medical necessity for 
continued stay is determined.  In securing the admission of patients, the physician shall be held 
responsible for giving such information as may be necessary to assure the protection of other 
patients from those who are a source of danger from any cause whatever and to assure 
protection of the patient from self-harm. 
 
2. CONSENT FOR TREATMENT 
2.1 General Consent for Treatment 
A general consent form signed on behalf of every patient admitted to the hospital must be 
obtained. If such consent cannot be obtained for any reason, the attending physician shall be 
promptly notified. Once so notified, it shall, except in emergency situations, be the practitioner's 
obligation to obtain proper consent before the patient is treated at the hospital. 
 
2.2 Informed Consent for Invasive Procedures 
It is the responsibility of the physician to review the risks, benefits and alternatives with the 
patient or their representative prior to the procedure. An operation or any invasive diagnostic or 
treatment procedure shall be performed only upon completion of a specific consent that shall be 
signed by the patient or his legal representative. 
 
2.3 Informed Consent for Use of an Investigational Therapy or Procedure 
Only those drugs and medications approved by the Food and Drug Administration may be 
administered to patients. Drugs for clinical trials approved by the Nebraska Methodist Hospital 
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Institutional Review Board are the only exceptions to this rule. Such drugs shall be used in full 
accordance of statement of principles in the use of investigational drugs in hospitals and all 
regulations of the Federal Drug Administration. 
 
2.4 Emergency Consent for Treatment 
A surgical operation shall be performed only on consent of the patient or his legal representative 
except in case of an emergency. An emergency is defined as a condition in which the life of the 
patient is in immediate jeopardy or the patient's condition will significantly deteriorate unless 
immediate surgical treatment is instituted. In an emergency situation, where the life and welfare 
of the patient is in immediate jeopardy unless prompt medical or surgical treatment is instituted, 
this requirement may be waived. 
In emergencies involving a minor or unconscious patient, in which valid consent for surgery 
cannot be immediately obtained, the circumstances shall be fully explained on the patient's 
medical record. A consultation in such instances may be desirable before the emergency 
operative procedure is undertaken if time permits. 
 
3. GENERAL CARE PROCEDURES 
3.1 Consultations 
The attending physician is responsible for requesting consultation when indicated. In the event a 
consultation is requested the consulting physician shall examine the patient within 24 hours. It is 
the duty of the medical staff, through the Peer Review Process, to make certain the members of 
the staff do not fail in the matter of calling consultations or responding to consultations as 
needed or required. 
Consultations shall show documented evidence of a review of the patient's record by the 
consultant, pertinent findings and examination of the patient, the consultant's opinion and 
recommendations. This report shall be made a part of the medical record. When operative 
procedures are involved, the consultation note shall, except in emergency situations, be recorded 
prior to the operation. 
 
3.2 Mandatory Consultations 
Mandatory consultations shall be performed by a member of the medical staff in the appropriate 
specialty, who is board certified by an appropriate National specialty board, board eligible, or is 
qualified by training and experience. A consultation shall be mandatory in all procedures for 
therapeutic termination of pregnancy. In any case in which a patient is suicidal or homicidal, a 
consultation with a psychiatrist is mandatory. 
 
3.3 Questions About Orders 
If a nurse, after having conferred with the attending physician, has any reason to doubt or 
question the care provided to any patient or believes that appropriate consultation is needed 
and has not been obtained, he or she shall call this to the attention of his or her supervisor who, 
in turn, may refer the matter to the VP of Medical Affairs or his designee, who may request a 
consultation. 
 
 
4. EMERGENCY SERVICES 
4.1 Medical Screening 
Any individual who presents to the hospital and on whose behalf medical examination or 
treatment is requested, shall receive a medical screening examination, treatment, stabilization 
and transfer (if appropriate) in accordance with applicable laws and regulations. The following 
health care professionals are qualified and authorized to perform medical screening 
examinations: 
• Emergency Services physicians with appropriate clinical privileges. 
• Mid-Level Practitioner with appropriate clinical certifications, pursuant to department policies. 
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• Hospital-employed registered nurses, pursuant to department policies. 
 
4.2 On-Call Roster 
Physician services shall be available for the emergency treatment of patients. The Emergency 
Center is staffed 24 hours per day by an emergency physician. All members of the Active 
Medical Staff shall agree, on an equal rotation basis, to provide on-call services to this area. 
Assignment of patients presenting without an established patient physician relationship shall be 
triaged by the Emergency Center physician to one of the clinical services of the Medical Staff 
and that assignment within the service shall then be pursuant to Emergency Center policies to a 
Hospitalist, medical specialty or surgical specialty with appropriate clinical privileges on the 
basis of call rosters maintained in the Emergency Department.  Acceptance of patients pursuant 
to this mechanism is mandatory. All assignments shall be made without regard to the payment 
status of the patient. 
 
4.3 Medical Emergency 
Emergency physicians are members of the team responding to Medical Emergency situations. 
The first physician physically on the scene shall be responsible for the Medical Emergency and 
all orders relative to the Medical Emergency until such time as he/she relinquishes responsibility 
to another physician.  Appropriate physicians are expected to respond to "Code Trauma" alert 
and follow approved protocols as defined by the Area Trauma Guidelines. 
 
4.4 Emergency Services Transfers 
Patients with conditions whose definitive care is beyond the capabilities of MJE shall be referred 
to the appropriate facility when in the judgment of the attending practitioner or emergency 
service physician, the patient’s condition permits such a transfer.   
 
4.5 Admission Notifications 
All admissions to observation or inpatient status in the Hospital shall be communicated by the 
attending Emergency Services physician to the accepting admitting physician or AHP.  
 
5. MEDICAL RECORDS 
5.1 General Rules of Medical Record Documentation 
Medical records shall be done in the electronic medical record. Documentation in the medical 
record shall be legible, timely, pertinent, accurate, reflective of the treatment rendered and the 
patient's response to that treatment, and consistent with professionally recognized and hospital-
specific standards of content and form. All medical record entries will be timed, dated and 
signed and placed in our electronic medical record. 
 
5.2 Basic Content and Component-specific Time Frames 
The attending practitioner shall be responsible for the preparation of a complete (signed and 
dated) and legible medical record for each patient. 
Its contents shall be pertinent and current. This record shall include: 

a. component time frame for completion 
b. patient identification data on admission 
c. attending physician's I.D. on admission 
d. history and physical examination and/or H&P update within 24 hours of admission 
e. physician's verbal order within 48 hours 
f. consultation reports within 24 hours after consult 
g. clinical laboratory reports within 24 hours after test 
h. radiology reports within 24 hours after exam 
i. reports of medical/surgical treatment as administered 
j. immediate post-operative note immediately 
k. operative report within 24 hours after surgery 
l. informed consent prior to any treatment requiring specific consent 
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m. progress notes daily 
n. ancillary reports 24 hours after test/exam 
o. pathologic findings within 24 hours after finalized report 
p. final diagnosis at discharge 
q. discharge summary within 48 hours of discharge 
r. autopsy report anatomic - 3 days for preliminary report, 60 days for final report 

 
5.3 History and Physical 
A complete History and Physical exam will include: 

•  Chief Complaint 
•  History of Present Illness 
•  Relevant Past, Social and Family History 
•  Review of Systems 
•  Current Medications and Allergies 
•  Relevant Physical Exam (Including: Vitals & Weight, HEENT, Heart, Lungs, Abdomen) 
• Provisional Diagnosis/Impression 
• Plan 

 
5.4 History and Physical Completion by Mid-Level Practitioner 
If a mid-level practitioner performs the medical history and physical examination, the findings, 
conclusions, and risk assessments shall be confirmed or endorsed by the physician prior to any 
potentially hazardous therapeutic or diagnostic procedure or within 24 hours, whichever occurs 
first. 
 
5.5 History and Physical Completion by Member of Medical Staff Prior to Admission of Patient 
If the complete history has been recorded and the physical examination performed within 30 
days prior to the patient's admission to the hospital, a reasonably durable, legible copy of these 
reports which are in a form acceptable to the hospital and compatible with its current medical 
record system may be used in the patient's hospital medical record in lieu of the admission 
history and physical examination provided these reports were recorded by a member of the 
medical staff. In lieu of a new H&P, an H&P Update must be completed within 24 hours of 
admission and/or prior to procedure and include changes in condition of patient and risks and 
benefits.  A referring physician who is not a member of the Medical Staff may complete the 
history and physical, provided a physician on the Medical Staff authenticates the document. 
 
5.6 History and Physical Completion Prior to Surgery Procedure Requiring Level II, III, IV Sedation 
All anesthesia except local requires a history and physical on the chart prior to 
surgery/procedure. When such history and physical is not on the chart before the time of 
operation/procedure, the procedure shall be canceled unless the attending practitioner states in 
writing that such delay would be detrimental to the patient. 
 
5.7 History and Physical Completion Prior to Outpatient Procedure 
In those instances in which an outpatient has full and functional protective reflexes, and in which 
no anesthetic except local is used, a relevant History and Physical examination shall be defined 
as consisting of a documented and signed certification by the physician describing the physical 
condition of the patient, stating that the examination or procedure contemplated poses no 
apparent significant risk to the patient, and a written indication of why the procedure is being 
done. This document should include the elements of an informed consent if not documented 
elsewhere in the preoperative record. 
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5.8 Immediate Post-Operative Note –  
The Immediate Post Op Note must be completed prior to the surgeon leaving the surgical area 
or proceeding to another case and prior to the patient leaving PACU. The note must contain the 
following elements: 

• Preoperative Diagnosis  
• Postoperative Diagnosis  
• Name of Operation (Procedure)  
• Name of Surgeon and Assistant(s)  
• Complications  
• Specimen removed  
• EBL  

 
5.9 Operative Report 
Operative reports shall include a detailed account of findings at surgery as well as the details of 
the surgical technique. Operative reports shall be completed within 24 hours after surgery and 
the report, when received, promptly signed by the surgeon and made a part of the patient's 
current medical record. Operative reports will contain at least the following elements: 

• Date of Procedure 
• Preoperative Diagnosis 
• Postoperative Diagnosis 
• Name of Operation 
• Name of Surgeon and Assistant(s) 
• Findings 
• Description of Technical Procedures 
• Specimen(s) Removed 
• Estimated Blood Loss 
• Complications    
• Signature of Surgeon/Date   

 
5.10 Obstetrical Admission 
Obstetrical records will include a complete prenatal record. The prenatal record may be a legible 
copy of the attending physician's office record transferred to the hospital before admission, shall 
be in a form approved by the hospital and compatible with the hospital's medical record system. 
A history and physical or interval admission note must be written that includes pertinent 
additions to the history and any subsequent changes in the physical findings that may have 
occurred since the last entry on the prenatal record and admission to the hospital.  
Obstetrical admission with surgery requires a complete prenatal record and a current history 
and physical examination. An H&P update is required prior to C-Section deliveries. 
 
5.11 Psychiatric Admission 
Any patient with a primary psychiatric diagnosis must be under the care of a psychiatrist. If the 
patient’s medical condition permits, the patient shall be admitted to the Psychiatric Unit. If the 
patient’s medical condition is unstable, and the patient presents a risk of harm to himself and/or 
others, the patient shall be admitted to the Intensive Care Unit. 
 
5.12 Inpatient Hospitalization - Psychiatric 
A complete history and physical which includes a complete psychiatric and medical history and 
physical must be completed within 24 hours of all psychiatric admissions. The psychiatric history 
and physical shall include, at a minimum: 

• DSM V Multiaxial Classification of the patient's diagnostic and functional status; 
• Pertinent psychiatric history; 
• Mental status; and 
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• Treatment plan, including rationale and reference to patient's clinical psychiatric and 
medical status. 

 
5.13 Acute Care Progress Notes 
Pertinent progress notes shall be recorded at the time of observation, sufficient to permit 
continuity of care and transferability. Whenever possible, each of the patient's clinical problems 
should be clearly identified in the progress notes and correlate with the specific orders as well 
as results of tests and treatments. Progress notes shall be written at least daily by all services 
acutely involved in the patient’s care. 
 
5.14 Discharge Summary/Final Diagnosis Notes 
A discharge summary shall be completed for all inpatient and outpatient admissions over 48 
hours, except normal newborns and normal obstetrical deliveries. A final progress note shall be 
sufficient for patients hospitalized less than 48 hours, normal newborns and normal obstetrical 
deliveries. The final progress note must contain the outcome of hospitalization, the case 
disposition, any provisions for follow-up care, and a final diagnosis. 
Notwithstanding the guidelines above, a discharge summary shall be completed for all transfers 
to other acute care facilities and inpatient deaths, regardless of length of hospitalization. 
 
5.15 Emergency Department Record 
A record shall be generated each time a patient is assessed and/or treated in the emergency 
department. This record will include the following: 

• consent for care 
• patient identification and demographic information arrival time 
• pertinent history of the illness or injury and physical findings, including the patient's vital 

signs and allergies 
• emergency care provided to the patient prior to the arrival 
• mode of transportation 
• diagnostic and therapeutic orders 
• clinical observations, including results of treatment 
• reports of procedures, tests and results 
• diagnostic impression 
• conclusion at the termination of evaluation/treatment, including final disposition, and the 

patient's condition on discharge or transfer 
• instructions for follow-up care; written follow-up instructions for patients seen on a 

prearranged or appointment basis in the emergency department shall be at the discretion 
of the physician involved. 

• Consent for release of information to legal authorities when indicated 
This record shall be signed by the practitioner in attendance who is responsible for its clinical 
accuracy. 
 
5.16 Attending Physician and Dentist Responsibilities 
A patient receiving dental care is a dual responsibility involving the dentist and a physician 
member of the medical staff. The dentist's responsibilities include a detailed history; detailed 
description of the examination of the oral cavity and preoperative diagnosis; and complete 
operative report describing the findings and technique. In case of extraction of teeth, the doctor 
shall clearly state the number of teeth and fragments removed. Progress notes as are pertinent 
to the oral conditions and a discharge summary/final progress note are the dentist's 
responsibility. The physician's responsibilities include a medical history pertinent to the patient's 
general health, a physical examination to determine the patient's ability to withstand anesthesia 
and surgery, and supervision of the patient's general health status. Discharge of the patient 
shall be on written order of the dentist member of the medical staff. 
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5.17 Attending Physician and Podiatrist Responsibilities 
The Podiatrist is responsible for the part of their patients' history and physical examination that 
relates to podiatry. The podiatrist’s responsibilities include a detailed history; detailed 
description of the examination of the lower extremity and preoperative diagnosis; and complete 
operative report describing the findings and technique The physician's responsibilities include a 
medical history pertinent to the patient's general health, a physical examination to determine the 
patient's ability to withstand anesthesia and surgery, and supervision of the patient's general 
health status. Progress notes as are pertinent to the lower extremity conditions and a discharge 
summary/final progress note are the podiatrist's responsibility. Discharge of the patient shall be 
on written order of the podiatrist member of the medical staff. 
 
5.18 Record Completion at Discharge 
The patient’s medical record shall be completed (dictated/documented and signed manually or 
electronically) by all physicians attending that patient within thirty (30) days after the discharged 
patient’s record has been assembled and the analysis process completed by the Department of 
Health Information. A weekly inpatient and outpatient surgery record list delineating the age of 
each medical record outstanding will be made available to each physician. The medical record 
shall include all appropriate content listed in the section of 5.2 Basic Content and Component-
specific Time Frames in the medical staff Rules and Regulations.  
Request for extension of the thirty (30) day count must be in writing and requires the written 
approval of one of the following: the Vice President of Medical Affairs, Chief of Staff or Medical 
Staff Department Chairman. Failure to comply with this regulation shall cause suspension of all 
privileges effective on the 35th day until overdue records are completed. A letter will be sent to 
the physician on the 31st day notifying them of the suspension. All correspondence sent is 
presumed to be received three (3) days after deposit in first class U.S. Mail to the individual’s 
office address. 
A medical record shall not be permanently filed until it is completed by the physicians attending 
a patient or ordered filed incomplete by the Comprehensive Review Committee. 
 
6 Orders 
6.1 Orders for Treatment 
All orders for treatment shall be entered into the computer. A verbal order shall be considered to 
be electronically entered if dictated to and entered by a Registered Nurse, Licensed Practical 
Nurse, or the following ancillary personnel pertaining to their respective scope of 
service/specialty: Dietitian, Pharmacist, Physical and Occupational Therapist, Radiology 
Technician, Respiratory Therapist, Speech Therapist, Sonographers, Electrodiagnostic 
Technicians and Addictions Counselors, Exercise Specialists.  
The ordering practitioner or practitioner responsible for care of the patient shall sign verbal 
orders within 48 hours. Other orders shall be signed no later than 30 days following a patient's 
discharge unless legal requirements permit otherwise. Orders that are not clearly understood 
shall not be carried out until understood by the party carrying out the order. 
 
6.2 Standing Outpatient Orders 
Standing orders for patients undergoing an extended course of outpatient treatment shall be 
maintained in the Patient Services Department. All standing orders shall contain patient name or 
identifier, tests requested, effective date, valid period or end date, and be signed by the 
attending practitioner. Standing orders shall be reproduced in detail on the order sheet of the 
patient's record which shall then be signed and dated by the practitioner. Standing orders shall 
be valid for six months. 
 
6.3 Medication/Stop Orders 
The Pharmacy & Therapeutics Committee will make recommendations to the Executive 
Committee regarding appropriate medication stop orders.  Such policy shall be updated and 
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monitored from time to time.  Orders for some medications shall be automatically discontinued 
or therapeutically interchanged pursuant to policies established by the Pharmacy & 
Therapeutics Committee. 
 
6.4 Intravenous Medications 
A list of selected intravenous medications and the patient care unit authorized to administer 
them has been approved by the Medical Staff Executive Committee. 
 
6.5 Symbols and Abbreviations 
Only those symbols and abbreviations which have been approved by the medical staff shall be 
used. Medical staff shall also establish a list of symbols and abbreviations that must NOT be 
used. 
 
6.6 Security of the Medical Record 
All records are the property of the hospital. Written authorization of the patient is required for 
release of medical information to persons not otherwise authorized to receive this information.  
Records may be released only after following the hospital’s policy on release of medical 
information. Unauthorized release of records is grounds for suspension of the practitioner for a 
period of time to be determined by the Executive Committee of the Medical Staff. 
 
6.7  Research Requests 
Physicians desiring to access patient records in order to conduct research or other studies shall 
submit their research/study proposal to Administration for review and approval by the Nebraska 
Methodist Hospital Institutional Review Board. 
 
7. SURGERY 
7.1 Preparation Before Administration of Anesthesia 
The results of pertinent laboratory and diagnostic tests, the history and physical, the preoperative 
diagnosis, and required informed consent shall be in the medical record prior to performance of 
any non-emergent surgical procedure. A note describing the patient's condition prior to induction 
of anesthesia and start of operation is required for a declared emergency.  Physicians 
administering or directing administration of moderate or deep sedation and anesthesia must be 
qualified and have the appropriate credentials and privileges. 
 
7.2 Requirements for Pathological Examination 
Refer to Pathology Service Policy 
 
7.3 Authorized Personnel in Surgery Suite  
Personnel authorized to be present in surgical suites includes: surgeons; anesthesia personnel; 
operating room personnel; nursing students; physicians; medical students, premedical students, 
physician assistant students, and nurse practitioner students under supervision of a physician; 
medical residents in approved residency programs and rotations and other physicians or 
personnel directly involved in performing a specific service. In addition, medical device 
representatives approved by the surgeon and scheduled to be present are authorized to attend 
a surgery to provide verbal instruction to surgeon(s) but may not act as assistants. A 
confidentiality statement shall be signed by any student / observer who has not already done so 
as part of their education / employment. The Chairman of the Surgery Services Department 
shall be notified in any case in which a non-approved individual has been proposed to observe 
surgery. Observers (e.g. student shadowing) not directly involved in performing a specific 
service may be allowed in the operating suites at the discretion of either the surgeon and/or the 
Surgery Unit Manager provided the following conditions are met:  
a. The Surgery Unit Manager is notified that an observer will be present,  



13 
 

b. A consent is signed by the patient prior to the procedure acknowledging that an observer 
shall be present during the surgery, and  

c. A confidentiality statement is signed by the observer.  
 
8. DISCHARGE 
8.1 Discharge Order 
Patients shall be discharged only on the written order of the admitting physician unless such 
authority is delegated in writing to another physician. Should a patient leave the hospital against 
the advice of the attending physician, without proper discharge, patient will be requested to 
complete a form indicating that he has been discharged against medical advice. Notation of the 
incident shall be made in the patient's medical record. 
 
8.2 Discharge Planning 
To facilitate a smooth transition to the next level of care, discharge planning shall begin upon 
admission. Discharge shall be anticipated at the point that the patient no longer meets criteria 
for continued stay based upon medical necessity. 
 
9. AUTOPSIES 
Autopsies may only be performed with the proper authorization as follows: 

a. Ordered by court or directed by the authorized public agency, official or coroner; 
b. Pursuant to an authorization signed by the person having the right of custody of the body 

in accordance with current Iowa law. 
The Medical Staff shall attempt to secure autopsies in deaths that meet the following medical 
staff-approved criteria: 

• Deaths in which an autopsy may help explain unknown or unanticipated medical 
complications. 

• Deaths in which the cause is not known with certainty on clinical grounds. 
• Deaths in which an autopsy may help allay concerns or provide reassurance to the 

family. 
• Unexpected or unexplained deaths occurring within 48 hours of any dental, medical, 

surgical, or diagnostic procedures and/or therapies. 
• Deaths occurring in patients who have participated in clinical trials or protocols that are 

approved by the Medical Staff. 
• Deaths resulting from high risk infectious and contagious diseases. 
• Deaths incident to pregnancy or within seven (7) days following delivery. 
• Neonatal and pediatric deaths. 
• Deaths occurring in the outpatient setting. 
• Unexpected deaths occurring in the Psychiatric Unit. 

 
10. MEDICAL STUDENTS, RESIDENTS, AND FELLOWS 
All medical students, residents and fellows must be registered in the Administration office prior 
to the start of their rotation, and an agreement must be in effect between the medical student's 
school and the hospital. They must wear identifying insignia and medical attire. Since all 
patients have a right to know the identity and status of caregivers, medical students and 
residents shall identify themselves to patients and family as being under the supervision of their 
supervising physicians and as being enrolled in an approved school of medicine or program of 
graduate medical education. They shall comply with all policies, rules and regulations of the 
hospital, and any conditions imposed by the Medical Staff. 
 
10.1 Resident/Fellow Orders/Documentation 
Resident/Fellow physicians may initiate patient care orders subject to supervision of the 
supervising physician. A resident/fellow may document care provided in the medical record and 
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perform and record a History and Physical examination subject to authentication by the 
attending physician. 
 
 
10.2 Medical Student Documentation 
Medical students may initiate written patient care orders, but such orders are not effective until 
approved by the attending physician. Approval may be in writing (by countersigning) or verbal 
with later countersignature within the time frames established for verbal orders. Medical 
students may not initiate orders for controlled substances. 
 
11. PROFESSIONAL CONDUCT 
All physicians and their supervised PAs and ARNPs who are credentialed and privileged for in-
patient care have the ethical, moral and professional responsibility to immediately respond to 
Medical Emergencies (cardiopulmonary arrest), Code Triage (mass casualty events), and 
Trauma Alert (multiple trauma). 
 
12. PERFORMANCE IMPROVEMENT 
It is the responsibility of the Hospital's Board of Directors, Medical Staff, and Administration to 
monitor the quality and effectiveness of care provided, as well as to identify improvement 
opportunities which will enhance the quality and/or effectiveness of that care. Members of the 
Medical Staff are expected to participate in the performance improvement program to ensure 
that the care provided is evidence based. 
The Executive Committee of the Medical Staff delegates functions related to quality of care to 
the Medical Staff departments and committees. All monitoring and evaluation topics identified or 
discussed by the departments or committees shall be documented in the minutes of the 
meetings. 
Pertinent findings of performance improvement activities will be reported at least quarterly to the 
President and/or Executive Committee of the Medical Staff.  These reports will then be 
summarized and reported at least quarterly to the Board of Directors. Reports shall include 
concerns identified and resolved during the reporting period and the status of those awaiting 
assessment, corrective action, and resolution. 
A written evaluation of the impact of the Performance Improvement program and suggested 
changes in the plan shall be submitted annually to the President, or his designee, who will then 
review and comment on these suggestions. The evaluation and suggestions will be forwarded to 
the Executive Committee for their action and recommendation to the Board of Directors. This 
reappraisal of the Performance Improvement Program shall be conducted annually and become 
effective when approved by the Board of Directors. 
 
13. PATIENT RIGHTS 
The hospital's policies on patient rights are binding on the Medical Staff. All patients have the 
right to be involved in their own health care decision making. Clinical decisions will be based 
upon identified health care needs and shall not be compromised in response to financial 
considerations. 
 
14. ADVANCE DIRECTIVES 
Iowa law recognizes a patient's right to formulate advance directives, including but not limited to 
IPOST, a living will and durable power of attorney for health care. The medical staff shall adhere 
to the hospital policy relating to advance directives and shall transfer a patient if the physician is 
not willing to follow the patient's wishes. 
 
15. PRIVACY RULES APPLICABLE TO PRACTITIONERS 
The Hospital has adopted a formal Compliance Plan to address its responsibilities under the 
privacy and security standards of the Health Insurance Portability and Accountability Act of 1996 
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(“HIPAA”). Parts of the Compliance Plan are made applicable to practitioners at the Hospital by 
this Rule. 
 
DEFINITIONS 
Practitioner means an individual who has been granted clinical privileges at the Hospital. 
 
Covered practitioner means a practitioner who is directly regulated as a covered health 
provider under HIPAA. 
 
Non-covered practitioner means a practitioner who is not directly regulated by HIPAA. 
 
Protected health information means information that relates to the past, present or future 
physical or mental health, health care or condition of an individual or payment for health care, 
including identifying demographic information, which identifies an individual, regardless of 
whether the information is gathered, stored or transmitted in written, electronic or even oral 
form. 
 
Health care operations means those activities which practitioners engage in on behalf of the 
Hospital, such as Hospital and Medical Staff quality improvement, utilization management, peer 
review, and similar functions, which involve access to protected health information. Medical 
Staff committee and departmental activities are typically health care operations. 
 
Patient means the individual whose information is protected under HIPAA (usually a registered 
inpatient or outpatient). The term includes personal representatives entitled to make health care 
decisions on behalf of individuals. 
 
15.1 Coverage. All practitioners are covered by this Rule. Practitioners who are covered 
practitioners are also subject to subsection c and automatically participate with the Hospital in 
an organized health care arrangement as described below. Practitioners who are non-covered 
practitioners are subject to subsection d and must provide the Hospital with a signed business 
associate agreement. All practitioners are subject to the rules governing information practices 
in subsection e. 
 
15.2 Organized Health Care Arrangement. The Hospital is a clinically integrated care setting 
in which individuals typically receive health care from Hospital personnel and practitioners. As 
permitted under HIPAA, all covered practitioners participate with the Hospital in an organized 
health care arrangement or “OHCA” with the following characteristics: 
1. Description. The OHCA is an arrangement among the Hospital and covered practitioners 

under which: 
i. They satisfy their separate notice and acknowledgement requirements under HIPAA by 

posting and delivery of a joint Notice of Privacy Practices and obtaining or documenting 
efforts to obtain a single acknowledgement of receipt;\ 

ii. They individually agree to follow the information practices described in the joint Notice of 
Privacy Practices; and 

iii. Covered practitioners may access and use protected health information from Hospital 
records in order to perform health care operations. 

2. Subject Matter. The arrangement covers only information practices related to: 
i. Inpatient and outpatient encounters at the Hospital involving Hospital patients; and 
ii. Health care operations of the Hospital. 

Records and designated record sets covered by the arrangement consist of existing Hospital 
records and designated record sets identified in Hospital policies and procedures. 
3. Excluded Subjects. This arrangement expressly does not cover: 
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i. Information practices, protected health information, records and designated record sets of 
practitioners and their practice groups relating to their private office practices or their other 
(non-Hospital) practice sites – for example, their separate office clinical and billing records 
or their records or practices at other hospitals and facilities. 

ii. Activities other than information practices – for example, this arrangement does not pertain 
to the actual care or services of the participants. Under no circumstances shall this Rule or 
the organized health care arrangement imply joint and several responsibility for clinical 
services or alter in any way the independent status of the participants in the OHCA to one 
another. 

4. Joint Notice of Privacy Practices. The Hospital’s Notice of Privacy Practices will be drafted 
to describe the organized health care arrangement and its participants and to serve as the 
joint Notice of Privacy Practices. This notice will: 

i. Describe service delivery sites covered by the notice; 
ii. Describe the participants in the arrangement; and 
iii. State that the joint notice covers only Hospital sites and records and does not cover the 

information practices of practitioners in their offices or at other sites. 
5. Acknowledgment. The Hospital, following its established policies and procedures, will be 

responsible to obtain or document reasonable efforts to obtain the patient’s signed 
acknowledgement of receipt. 

 
15.3 Business Associate Agreements. Non-covered practitioners, in order to participate fully 
in health care operations, must execute and return a business associate agreement on 
Hospital’s standard form and thereafter comply with the terms and assurances therein. 
 
15.4 GENERAL TERMS 
The following terms apply to both covered practitioners and non-covered practitioners: 
 
15.41 Notice of Privacy Practices. The Hospital’s Notice of Privacy Practices governs access 
to and use and disclosure of protected health information by all practitioners when using 
Hospital protected health information or engaging in activities at the Hospital. 
 
15.42 Disclosures for Treatment and Payment Purposes of Practitioners. 
As a convenience to practitioners, the Hospital may furnish protected health information to 
practitioners, and practitioners may request, use and disclose protected health information from 
the Hospital, for the treatment and payment purposes of such practitioners, without consent, 
authorization or other special permission, provided that the following conditions are met: 

i. The requesting practitioner must have or be about to have a treatment relationship with 
the patient supporting the need for the information. 

ii. The practitioner (and those for whom the practitioner is responsible) must use and 
disclose information furnished by the Hospital solely for treatment or payment purposes. 

iii. The manner of furnishing protected health information to practitioners for their treatment 
and payment purposes will be per guidelines or arrangements established by the 
Hospital.  

iv. Each practitioner who is subject to this Rule will be presumed to meet the conditions for 
disclosure, unless the Hospital has information of a pattern or practice by such 
practitioner (or his or her group) constituting a material breach of this Rule. 

 
15.43 Voluntary Restrictions. From time to time, patients may request that the Hospital 
voluntarily accept restrictions or limitations on how it uses or discloses protected health 
information about the individual. The Hospital has designated the Privacy Officer to receive and 
act on such requests. No individual practitioner may agree to or accept voluntary conditions or 
restrictions requested by the patient, if the effect could be binding on the Hospital or other 
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practitioners. All requests for acceptance of voluntary conditions or restrictions must be referred 
to the Hospital for consideration and processing. 
 
15.44 Reporting and Mitigation. Practitioners must promptly report to the Hospital’s Privacy 
Officer any improper use or disclosure of protected health information constituting a material 
breach of this Rule of which they have first-hand knowledge in order that the Hospital may 
determine whether any harmful effects may be mitigated. This reporting requirement includes 
improper use and disclosure by the reporting practitioner, members of his or her office staff (with 
respect to Hospital protected health information covered by this Rule), other practitioners and 
members of the Hospital’s workforce. 
Each practitioner must cooperate in efforts to mitigate the harmful effects of any improper use or 
disclosure attributable to such practitioner or people for whom such practitioner is responsible, 
such as members of his or her office staff. 
 
15.45 Access Controls. Practitioners are responsible, in addition to the requirements in this 
Rule, to follow all access controls established by the Hospital. Where policies permit access by 
members of a practitioner’s office staff, practitioners will be responsible for the compliance of 
their office staff. 
 
APPENDIX A 
I. GENERAL RULES REGARDING OBSTETRICAL CARE 

1. For patients less than 39 weeks, there must be a documented reason prior to scheduling 
an induction. The number of scheduled events i.e., version, induction, stress test, etc. 
shall not exceed the number allowed pursuant to Birthing Center policies. In the event of 
conflict, priority cases will be determined by medical necessity. 

2. A qualified labor and delivery registered nurse is authorized to perform a medical screen 
to determine if a patient is in active labor, has spontaneously ruptured membranes, or to 
determine fetal position via bedside ultrasound.  

3. All therapeutic abortions shall be approved by the therapeutic abortion committee 
pursuant to hospital policy. 

 
II. GENERAL RULES REGARDING SURGICAL CARE 

1. A surgeon may not perform an operation or surgical procedure except those for which he 
is privileged. 

2. All persons should wear proper attire when in the restricted areas of the surgical 
department. Proper attire is defined as Jennie Edmundson Hospital provided scrub suits, 
Jennie Edmundson Hospital designated footwear, hair covering, and while in the 
operating room, a surgical mask. 

3. The surgeon should be in the operating room ready to commence operation at the time 
scheduled. It will be the responsibility of the OR staff to keep surgeons informed of the 
scheduled time for their case. It will be the surgeon’s responsibility to inform the OR staff 
of any delay on their part. 

4. An 0800 start time is defined as the time the patient is in the operating room. All other 
cases shall be scheduled as "to follow" although every effort will be made to meet 
specific time requests. The first case must be recognized as an estimate for scheduling 
purposes and will not relieve the surgeon of his obligation to maintain an awareness of 
the probable starting time of his "to follow" case. 

5. The operating room shall be held for a maximum of ten (10) minutes after the "scheduled 
time." In the event the surgeon is not present and ready to commence operation by the 
end of the ten (10) minute period, the case shall be canceled or, at the sole discretion of 
the operating room Director, assigned to a later position on the schedule. An extension 
of the grace period may be granted at the sole discretion of the Director. Any dispute 
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arising from the application of this rule will be resolved post-facto at the departmental or 
committee level. 

6. A surgeon who is late for a first case more than twice in a six-month period shall not be 
eligible for a first case schedule time for the next 90 days unless there is a first case slot 
that has not been filled by another surgeon. Excuses for first case tardiness in 
unavoidable circumstances will be referred to the Chairman of the Surgical Services 
Department to determine if the surgeon's scheduling time shall be restricted. A follow-up 
letter will be sent to the surgeon explaining the rule and time frame the restriction is in 
effect. 

7. If a surgeon chooses to leave the OR between cases it is imperative that he be available 
to return to the department within a 5 minute period. Any consistent abuse of this rule 
will be referred to the Chairman of the Surgical Services Department. 

8. The surgeon shall be responsible for obtaining consent from the surgical director for all 
personnel in the surgical suite not a part of the designated operating team (i.e., vendors, 
students, other physicians, etc.) 

9. A surgical operation shall be performed only with the consent of the patient or his legal 
representative except in case of an emergency. An emergency is defined as a condition 
in which the life of the patient is in immediate jeopardy or the patient's condition will 
significantly deteriorate unless immediate surgical treatment is instituted. 

10. In emergencies, when valid consent for surgery cannot be immediately obtained, the 
circumstances shall be fully explained on the patient's medical record. A consultation 
may be desirable before undertaking an emergency operative procedure if time permits. 

11. Scheduling: 
a. Emergency cases so declared by the operating surgeon shall be performed at any 

time the surgeon directs. Any abuse of the provision shall be reviewed and 
appropriate action recommended to the Department of Surgical Services and/or the 
Peer Review Committee. 

b. The active, courtesy, consulting and associate staff may schedule cases on the first 
come-first served basis with the relationship between concurrent and consecutive 
cases to be determined by the operating room Director or her designee. 

c. Elective surgery shall routinely be scheduled on the basis of availability from 0800 to 
1530 hours. After 1530 hours, two surgical lines will be available until 1730. When 
these lines are, in the opinion of the operating room Director or designee, completely 
full, scheduling for that day shall be discontinued unless availability of anesthesia for 
an additional line is guaranteed in advance to allow for scheduling. Challenge of this 
decision shall be resolved by the Chairman of the Surgical Services Department. 

d. A surgeon may also change the order of the consecutively scheduled cases in which 
he follows himself in the same room. 

e. The procedure for delaying cases to accommodate an emergency shall be in the 
following sequence: 

i. First, bump same specialty block as the emergency case first, e.g., 
appendectomy to general line. 

ii. Second, bump case that would create in the opinion of the operating room 
Director and Anesthesia Division the least amount of disruption. 

iii. The surgeon bumping another surgeon's case for an emergency shall discuss 
the situation with that surgeon so that there is a clear understanding and collegial 
effort. 

f. No elective cases shall be scheduled prior to 0700 or started after 1700 hours unless 
the elective case was bumped by an emergency. 

12. Post Anesthesia Care Unit: Patients recovering from anesthesia may be taken to the 
Post Anesthesia care Unit (PACU). On call PACU staff is available for recovering 
patients after hours. Discharge from the PACU is per attending anesthesiologist and/or 
discharge criteria established and approved by the Medical Staff. 
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III. GENERAL RULES REGARDING INTENSIVE CARE UNIT (ICU)/TELEMETRY UNIT 

1. Patients are eligible for admission to ICU/Telemetry Unit utilizing established admission 
criteria. Patients who meet admission criteria are admitted by order of the Medical Staff 
to ICU/Telemetry Unit. The ICU is not intended for palliative care patients. 

2. The Medical Director of ICU may convene a Multidisciplinary Cardiopulmonary 
Committee as appropriate. Members of this committee may include, but are not limited 
to, a Cardiologist, Emergency physician, the Director of Intensive Care Services, Medical 
Director of ICU, Vice President of Patient Services, Vice President of Medical Affairs, 
representatives of Emergency Department, Radiology, Respiratory Care, Telemetry, and 
Performance Improvement. 

3. The length of stay in ICU/Telemetry Unit will be determined by the medical condition of 
the patient. Established transfer criteria shall be followed. 

4. If there is a patient requiring admission to ICU or Telemetry Unit and the units are at 
capacity, approved admission/discharge criteria guide the process. 

5. ICU and Telemetry Unit RN’s may perform the procedures and guidelines for 
administration of critical intravenous medication that has been approved. ICU and 
Telemetry Unit RN's are authorized to perform and follow BLS and ACLS protocols, 
CPR, cardioversion, and defibrillation. 

6. Procedures and protocols such as ACLS, CPR, cardioversion and defibrillation may be 
performed by the ICU RN's in emergency situations outside the ICU. 
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