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Volume Indicators

Fiscal Year to Date January 2016

] HEALTH CARE

% Variance %
Prior Variance to  Varianceto to Prior Varianceto
Operating Review (YTD) Actual Budget Year * Budget Budget Year Prior Year
Discharges 19,318 19,134 18,401 184 1.0% O 917 5.0% @
Patient Days 126,749 123,748 119,956 3,001 2.4% O 6,793 57% @
Average Daily Census 589.53 575.57 557.93 13.96 2.4% O 31.60| 57% @
Total Surgeries 17,679 18,127 17,164 (448) -25% @ 515| 3.0% ©
- Inpatient 8,640 7,296 6,904 1,344 18.4% @ 1,736 25.1% @
- Outpatient 9,039 10,831 10,260 (1,792) -16.6% @ (1,221)| -11.9% @
ED Visits 33,828 34,459 33,436 (631) -1.8% O 392 1.2% O
Total Clinic Visits 497,085 511,194 476,268 (14,109) 2.8% @ 20,817 4.4% ©
*  from ongoing operations
Greater than Greater than
o O Neutral @ 5% Unfavorable

2.5% Favorable




Discharges by Type

Fiscal Year to Date January 2016

] HEALTH CARE

% Variance %
Prior Variance Varianceto to Prior Variance to
Operating Review (YTD) Actual Budget Year to Budget Budget Year Prior Year
Adult Medical 5,388 5,268 5,074 120 23% O 314 62% @
Adult Surgical 10,390 9,856 9,488 534 5.4% @ 902 95% ©
Adult Psych 692 831 800 (139)| -16.7% @ (108)| -13.5% @
Subtotal — Adult 16,470 15,955 15,362 515 32% © 1,108 72% O
Pediatric Medical & Surgical 2,105 2,272 2,167 (167) 7.4% @ (62)] -2.9% @
Pediatric Critical Care 465 509 489 (44)| -8.6% @ (24)| -49% @
Pediatric Psych 278 398 383 (120)| -30.2% @ (105)| -27.4% @
Subtotal — Pediatrics wio 2,848 3,179 3,039 (331)| -10.4% @ a9 -63% @
Newborn 958 1,009 930 (51)| -51% @ 28| 3.00 ©
TOTAL w/o Newborn 19,318 19,134 18,401 184 1.0% O 917| 5.0% O
@) O @
Greater than Neutral Greater than
2.5% Favorable 2.5% Unfavorable




Discharge Days by Type

Fiscal Year to Date January 2016

] HEALTH CARE

% Variance %
Prior Variance Varianceto to Prior Variance to
Operating Review (YTD) Actual Budget Year to Budget Budget Year Prior Year
Adult Medical 30,990 29,288 28,379 1,702 58% @ 2611 92% Q©
Adult Surgical 56,087 53,063 51,452 3,024 57% O 4635 9.0% O
Adult Psych 12,687 12,788 12,380 (101)| -0.8% O 307| 25% ©
Subtotal — Adult 99,764 95,139 92,211 4,625 4.9% O 7553 82% @
Pediatric Medical & Surgical 11,701 10,856 10,511 845 78% © 1,190 11.3% @
Pediatric Critical Care 12,615 13,591 13,195 (976) 72% @ (580) -4.4% @
Pediatric Psych 2,964 3,058 2,951 94)| -31% @ 13| 04% QO
Subtotal - Pediatrics w/o 27,280 27,505| 26,657 (225)| -08% O 623 23% O
Newborn 2,151 2,177 2,097 @26)| -12% O 54 26% @
TOTAL w/o Newborn 127,044 122,644 118,868 4,400 3.6 O 8,176| 6.9% O
o O @

Greater than

2.5% Favorable

Neutral

Greater than

2.5% Unfavorable




Case Mix Index | HEALTH CARE
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Inpatient Surgeries — by Clinical Department
Fiscal Year to Date January 2016

] HEALTH CARE

% Variance %

) . Prior Variance to Variance to to Prior Variance to
Operating Review (YTD) Actual Budget Year Budget Budget Year Prior Year
Cardiothoracic 645 635 601 10 1.6% O 44 7.3% @
Dentistry 262 177 147 85 48.0% @ 115 78.2% @
General Surgery 2,471 2,097 1,913 374 17.8% @ 558 29.2% @
Gynecology 520 460 466 60 13.0% @ 54| 11.6% @
Neurosurgery 1,496 1,099 1,054 397 36.1% @ 442 41.9% @
Ophthalmology 177 76 66 101 132.9% @ 111 168.2% @
Orthopedics 1,995 1,720 1,705 275 16.0% @ 290 17.0% ©
Otolaryngology 468 447 420 21 4.7% @ 48 11.4% Q©
Radiology — Interventional 62 82 61 (20) -24.4% @ 1 1.6% O
Urology w/ Procedure Ste. 544 503 471 41 8.2% @ 73| 155% @
Total 8,640 7,296 6,904 1,344 18.4% © 1,736 25.1% ©
Solid Organ Transplants 169 194 192 (25) -12.9% @ (23)| -12.0% @

® Crtoaane O MNewa @, favorable




Outpatient Surgeries — by Clinical Department

Fiscal Year to Date January 2016

] HEALTH CARE

% Variance %

] ) Prior Variance to Variance to to Prior Variance to
Operating Review (YTD) Actual Budget Year Budget Budget Year Prior Year
Cardiothoracic 24 37 35 (13)| -35.1% @ (11)| -31.4% @
Dentistry 299 336 333 (37)| -11.0% @ (34)| -102% @
Dermatology 22 19 19 3| 15.8% Q@ 3| 15.8% @
General Surgery 1,454 1,703 1,617 (249)| -146% @ (163)( -10.1% @
Gynecology 457 523 474 (66)| -12.6% @ a7 -3.6% @
Internal Medicine 8 3 2 5 166.7% Q@ 6| 300.0% @
Neurosurgery 346 542 547 (196)| -36.2% @ (201)| -36.8% @
Ophthalmology 1,988 2,240 2,149 (252)( -11.3% @ (161) -7.5% @
Orthopedics 1,974 2,606 2,487 (632)| -243% @ (513)| -20.6% @
Otolaryngology 1,304 1,523 1,407 (219)| -144% @ (103) -1.3% @
Pediatrics 1 3 2 (2)| -66.7% @ (1)| -50.0% @
Radiology — Interventional 31 56 40 (25)| -44.4% @ (9)| -225% @
Urology w/ Procedure Ste. 1,131 1,240 1,148 (109)| -8.8% @ a7) -1.5% O
Total 9,039 10,831 10,260 (1,792)| -16.6% @ | (1,221)| -11.9% @

o O @
Greater than Neutral Greater than

2.5% Favorable

2.5% Unfavorable
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Emergency Department
Fiscal Year to Date January 2016

%

] HEALTH CARE

%

) ) Prior Variance to Varianceto Varianceto Varianceto
Operating Review (YTD) Actual Budget Year Budget Budget Prior Year  Prior Year
ED Visits 33,828 34,459 33,436 (631) -1.8% O 392 1.2% O
ED Admits 10,596 10,238 9,930 358 35% O 666| 6.7% ©
ED Conversion Factor 31.3% 29.7% 29.7% 5.4% Q© 5.4% ©
ED Admits / Total Admits 55.2% 53.0% 53.9% 4.2% @ 2.4% O

o O @
Greater than Neutral Greater than

2.5% Favorable

2.5% Unfavorable
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Clinic Visits by Specialty

Fiscal Year to Date January 2016 | HEALTH CARE
%
Operating Review (YTD) Actual Budget Variance to Budget Variance to Budget
Burn Clinic 1,905 2,048 (143) -7.0% @
Center for Disabilities & Development 5,548 5,685 (137) -24% O
Center for Digestive Disease 12,782 11,401 1,381 12.1% Q@
Clinical Cancer Center 30,485 32,124 (1,639) -5.1% @
Dermatology 14,020 13,718 302 22% (O
General Surgery 10,476 9,156 1,320 14.4% @
Hospital Dentistry 9,842 9,669 173 1.8% QO
Internal Medicine 17,442 19,647 (2,205) -11.2% @
Neurology 8,976 8,814 162 1.8% (O
Neurosurgery 7,596 6,105 1,491 244% Q©
Obstetrics/Gynecology 34,308 35,473 (1,165) -33% @
Ophthalmology 36,426 40,532 (4,106) -101% @
Orthopedics 40,768 44,257 (3,489) -7.9% @
Otolaryngology 11,461 13,674 (2,213) -162% @
Pediatrics 34,057 34,962 (905) -26% @
Primary Care (non-IRL) 104,249 104,117 132 0.1% (O
Psychiatry 21,068 20,504 564 28% Q@
Urology 5,753 6,658 (905) -136% @
Ul Heart Center 10,860 11,157 (297) 27% @
IRL 79,063 81,493 (2,430) -3.0% @
Total 497,085 511,194 (14,109) 28% @

. Greater than 2.5% Favorable O Neutral . Greater than 2.5% Unfavorable



Total Clinic Visits by Location
Fiscal Year to Date January 2016

] HEALTH CARE

FY16 Actual FY15 Actual *
UICMS & UICMS & Variance to %
Operating Review (YTD) On-Site IRL QuickCare Total On-Site IRL QuickCare Total Prior Year
Family Medicine 27,197 77,052 104,249 29,517 73,676 103,193 1,056 1.0%@
General Internal Medicine 16,277 16,277 14,853 14,853 1,424 9.6%O
Pediatrics 13,579 13,579 12,523 12,523 1,056 8.4%O
Subtotal - Primary Care 27,197 29,856 77,052| 134,105 29,517 27,376 73,676| 130,569 3,536 2.7%O
Burn Clinic 1,905 1,905 1,828 1,828 77 4.2%0
Bgcg‘fggﬂggtsab”i“es & 5,548 5,548 5,184 5,184 34| 7.0%@
Center for Digestive Disease 12,782 2,403 15,185 11,354 2,094 13,448 1,737 12.9%O
Clinical Cancer Center 32,431 1,036 33,467 32,133 830 32,963 504 1.5%Q
Dermatology 14,020 5,573 19,593 13,495 5,253 18,748 845 4.5%O
General Surgery 10,476 10,476 9,540 9,540 936 9.8%0
Hospital Dentistry 9,842 9,842 9,066 9,066 776 8.6%O
Internal Medicine 17,436 4,634 22,070 17,484 3,720 21,204 866 4.1%O
Neurology 8,976 8,976 8,498 8,498 478 5.6%O
Neurosurgery 7,596 7,596 6,837 6,837 759 11.1%O
Obstetrics/Gynecology 34,308 14,521 48,829 30,963 13,315 44,278 4,551 10.3%
Ophthalmology 36,426 5,483 41,909 36,612 4,792 41,404 505 1.2%0
Orthopedics 40,768 428 41,196 41,514 170 41,684 (488) -1.2%O
Otolaryngology 11,461 3,479 14,940 11,492 2,686 14,178 762 5.4%0
Pediatrics 34,043 34,043 31,349 31,349 2,694 8.6%
Psychiatry 21,068 21,068 19,978 19,978 1,090 5.5%
Urology 3,827 6,550 10,377 6,504 4,713 11,217 (840) -7.5%.
Ul Heart Center 10,860 5,100 15,960 10,245 4,050 14,295 1,665 11.7%
Subtotal — Specialty Care 313,773 49,207 362,980 304,076 41,623 345,699 17,281 5.0%O
Total 340,970 79,063 77,052 497,085| 333,593 68,999 73,676 476,268 20,817 4.4%O
*  from ongoing operations
Greater than 2.5% Favorable O Neutral ‘ Greater than 2.5% Unfavorable 13




Pediatrics Clinic Visits by Location

Fiscal Year to Date January 2016 | HEALTH CARE
FY16 Actual FY15 Actual *
UICMS & UICMS & Variance to %

Operating Review (YTD) On-Site IRL QuickCare Total On-Site IRL QuickCare Total Prior Year
Family Medicine 2,511 20,481 22,992 2,736 19,206 21,942 1,050 4.8%.
General Internal Medicine 9 9 15 15 6)| -40.0%@
Pediatrics 13,176 13,176 12,198 12,198 978 8.0%.
Subtotal - Primary Care 2,511 13,185 20,481| 36177 2,736| 12,213 19,206| 34,155 2,022 5.9%Q)
Burn Clinic 423 423 (423)| -100.0%@
gg\’)g?gg,%gfab”i“es & 5,548 5,548 5,184 5,184 364|  7.0%@
Center for Digestive Disease 8 8 16 16 (8) —50.0%‘
Clinical Cancer Center 52 52 51 51 1 2.0%()
Dermatology 1,206 1,225 2,431 1,200 1,212 2,412 19 0.8%0
General Surgery 321 321 163 163 158 96.9%O
Hospital Dentistry 1,258 1,258 1,157 1,157 101 8.7%.
Internal Medicine 56 90 146 28 115 143 3 2.1%0
Neurology 266 266 144 144 122 84.7%.
Neurosurgery 1,218 1,218 1,108 1,108 110 9.9%0
Obstetrics/Gynecology 418 68 486 431 98 529 (43) -8.1%.
Ophthalmology 6,010 300 6,310 5,696 329 6,025 285 4.7%.
Orthopedics 6,953 5 6,958 7,661 7,661 (703) -9.2%.
Otolaryngology 1,849 2,153 4,002 2,214 1,497 3,711 291 7.8%Q)
Pediatrics 29,686 29,686 29,474 29,474 212 0.7%0
Psychiatry 5,382 5,382 5,056 5,056 326 6.5%.
Urology 126 1,718 1,844 169 1,703 1,872 28)| -15%()
Ul Heart Center 10 113 123 19 92 111 12 10.8%O
Subtotal — Specialty Care 60,367 5,672 o| 66,039 60,194 5,046 ol 65,240 799 1.2%()
Total 62,878 18,857| 20,481 102,216| 62,930 17,259| 19,206| 99,395 2,821 2.8%0

*  from ongoing operations

. Greater than 2.5% Favorable O Neutral ‘ Greater than 2.5% Unfavorable 14



Adult Clinic Visits by Location
Fiscal Year to Date January 2016

] HEALTH CARE

FY16 Actual FY15 Actual *
UICMS & UICMS & Variance to %

Operating Review (YTD) On-Site IRL QuickCare Total On-Site IRL QuickCare Total Prior Year
Family Medicine 24,686 56,571 81,257 26,781 54,470 81,251 6 0.0%Q)
General Internal Medicine 16,268 16,268 14,838 14,838 1,430 9.69%6Q
Pediatrics 403 403 325 325 78|  24.0%Q

Subtotal - Primary Care 24,686| 16,671| 56,571| 97,928| 26,781| 15,163| 54,470| 96,414 1,514 1.69%O)
Burn Clinic 1,905 1,905 1,405 1,405 500| 35.6%O
Center for Digestive Disease 12,774 2,403 15,177 11,338 2,094 13,432 1,745 13.0%Q)
Clinical Cancer Center 32,379 1,036 33,415 32,082 830 32,912 503 1.5%()
Dermatology 12,814 4,348 17,162 12,295 4,041 16,336 826 5.1%Q)
General Surgery 10,155 10,155 9,377 9,377 778 8.3%Q)
Hospital Dentistry 8,584 8,584 7,909 7,909 675 8.5%Q)
Internal Medicine 17,380 4,544 21,924 17,456 3,605 21,061 863 4.1%Q)
Neurology 8,710 8,710 8,354 8,354 356 4.3%Q)
Neurosurgery 6,378 6,378 5,729 5,729 649 11.3%Q)
Obstetrics/Gynecology 33,890| 14,453 48,343| 30,532 13,217 43,749 4594 10.5%Q)
Ophthalmology 30,416 5,183 35,599 30,916 4,463 35,379 220 0.6%()
Orthopedics 33,815 423 34,238 33,853 170 34,023 215 0.6%()
Otolaryngology 9,612 1,326 10,938 9,278 1,189 10,467 471 4.5%Q)
Pediatrics 4,357 4,357 1,875 1,875 2,482 132.4%Q)
Psychiatry 15,686 15,686 14,922 14,922 764 5.1%Q)
Urology 3,701 4,832 8,533 6,335 3,010 9,345 812)| -8.7%@
Ul Heart Center 10,850 4,987 15,837 10,226 3,958 14,184 1,653 11.7%Q)

Subtotal — Specialty Care 253,406| 43,535 296,941| 243,882| 36,577 280,459 16,482 5.9%0)
Total 278,092| 60,206| 56,571| 394,869| 270,663| 51,740 54,470| 376,873 17,996 4.8%Q

*  from ongoing operations
Greater than 2.5% Favorable O Neutral ‘ Greater than 2.5% Unfavorable
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Comparative Accounts Receivable
at January 31, 2016

June 30, 2014

] HEALTH CARE

June 30, 2015 January 31, 2016

Net Accounts Receivable $176,695,824

$236,775,239 $233,819,810
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UIHC Comparative Financial Results

Fiscal Year-to-Date January 2016

Dollars in Thousands

%

] HEALTH CARE

%

Varianceto Varianceto Varianceto  Varianceto
NET REVENUES: Actual Budget Prior Year Budget Budget Prior Year Prior Year
Patient Revenue $797,145 $793,684| $714,327 $3,461 0.4% $82,818 11.6%
Other Operating Revenue 30,383 30,366 30,561 17 0.1% (178) -0.6%
Total Revenue $827,528| $824,050| $744,888 $3,478 0.4% $82,640 11.1%
EXPENSES:
Salaries and Wages $379,654 $393,677| $350,440 ($14,023) -3.6% $29,214 8.3%
General Expenses 345,172 354,549 307,796 (9,377) -2.6% 37,376 12.1%
Operating Expense before Capital $724,826| $748,226| $658,236| ($23,400) -3.1% $66,590 10.1%
Cash Flow Operating Margin $102,702 $75,824 $86,652 $26,878 35.5% $16,050 18.5%
Capital- Depreciation and Amortization 44,739 47,079 43,393 (2,340) -5.0% 1,346 3.1%
Total Operating Expense $769,565| $795,305| $701,629| ($25,740) -3.2% $67,936 9.7%
Operating Income $57,963 $28,745 $43,259 $29,218 101.7% $14,704 34.0%
Operating Margin % 7.0% 3.5% 5.8% 3.5% 1.2%
Gain (Loss) on Investments (14,118) 12,946 7,673  (27,064)| -209.1% (21,791) -284.0%
Other Non-Operating (4,396) (5,397) (4,518) 1,001 18.6% 122 2.7%
Net Income $39,449 $36,294 $46,414 $3,155 8.7% ($6,965) -15.0%
Net Margin % 4.9% 4.4% 6.2% 0.5% -1.3%

* Gain/(Loss) on Investments based on information available at close. Final investment return for this period is
reflected in Fiscal Year to Date returns in the subsequent reporting cycle.
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Proposed Amendments to the Bylaws of the UIHC
and its Clinical Staff
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Associate Vice President for Legal Affairs
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Explanation of Proposed Amendments the Bylaws, Rules & Regulations
of the University of lowa Hospitals and Clinics and Its Clinical Staff

The University of lowa Hospitals and Clinics (“UIHC”) last revised its bylaws in February 2014. As part of its program of continuous
performance improvement, the leadership of UIHC engaged in a review of the current bylaws. This review identified a number of
areas to recommend updates.

These recommendations include:
(1) establishment of term limits for Chief of Staff and subcommittee chairs and members where appropriate;

(2) facilitating broad representation on subcommittees including representation from the Carver College of Medicine where
appropriate;

(3) division of the responsibilities of the Professional Practice Subcommittee into two subcommittees to:

(a) better meet the increased needs of UIHC related to quantitative and qualitative quality and safety data and process analysis;
and

(b) devote a committee to peer review and provider well-being issues;
(4) clarification of the method to voluntarily reduce clinical privileges;
(5) update provisions to better reflect the role of the Vice President for Medical Affairs as it pertains to hospital matters;
(6) update the provision regarding history and physical examination requirements to comply with Joint Commission standards; and

(7) removal of Code of lowa language appendices that were not needed because they are available in other places.



Summary of Material Changes to UIHC Bylaws

1. Article 11, Section 2(B) is amended to read as follows:

B. Chief Executive Officer

The Chief Executive Officer shall report to the Vice President for Medical Affairs. The Chief Executive Officer shall be

qualified by education and experience appropriate to the proper discharge of the responsibilities of the position. Such

qualifications shall be judged appropriate by the Vice President efthe-University-and-the-Board-ef-Regentsfor Medical Affairs.

The appointment of the Chief Executive Officer shall be in accord with the rules and regulations of the University of lowa as

set forth in the University Operations Manual. The duties of the Chief Executive Officer shall include the following:

1. To be continuously responsible for the operation, programming, maintenance and administrative affairs of the hospital

commensurate with the authority conferred by the Vice President efthe-University-and-the Board-of Regentsfor

Medical Affairs and consonant with expressed goals and policies of the UIHC;

2. To be responsible for the application and implementation of appropriate federal and state, Board of Regents, and

University policies and directives in the operation of the hospital;

3. To provide liaison with the Clinical Staff, the Clinical Services of the Hospital, the Health College Deans, the
University Administration, the Board of Regents, and between the hospital and the statewide community, and to work

collaboratively with the Health College Deans to support their academic missions;



10.

11.

To provide periodically through the Vice President ef-the-Universityfor Medical Affairs a report to the Board of

Regents summarizing actions taken by the University Hospital Advisory Committee pursuant to Article 11, Section 1;

To maintain the financial integrity and optimal utilization of the physical resources of the hospital operation; this shall
include the responsibility for submission, through University of lowa operating channels, of an annual operating budget

after consultation with the University Hospital Advisory Committee;
To establish and maintain employee relations policies and procedures that adequately support sound patient care;

To designate an individual to act for him/her in his/her absence, in order to assure the hospital continuous, coordinate

administrative direction;

To organize the administrative functions of the hospital, delegate duties and establish formal means of accountability

for subordinates;

To establish such hospital departments as are indicated, provide for departmental and interdepartmental meetings and
attend, or be represented at, such meetings;

To chair or send a delegate to all meetings of the University Hospital Advisory Committee (structure, responsibilities

and authority are defined in Article I11) and other meetings of pertinence;

To develop and transmit reports to the Clinical Staff, te-theVice President for Medical Affairs, President of the

University, and-te the Board of Regents on the overall activities of the hospital and on appropriate federal, state and

local developments that affect the hospital;



12.  Through the Vice President for Medical Affairs and President of the University of lowa, to provide the-State Board of
Regents with short-range and long-range hospital objectives and programs, both of an operational and capital nature,
after consultation with the University Hospital Advisory Committee.

Article 11, Section 3(C) is amended to read as follows:

Chief of Staff

1. Appointment

a. Nominating Committee: The Chairperson of the University Hospital Advisory Committee and the Dean of the

College of Medicine shall select three (3) members of the University Hospital Advisory Committee to serve
with them as a nominating committee of five (5). The nominating committee shall select not more than two (2)
candidates for the position of Chief of Staff after seeking advice from the Clinical Staff.

b. Selection by Active Clinical Staff: The nominees shall be submitted to the Active Clinical Staff, who shall

select the Chief of Staff in an election conducted in the same manner as the elections of at-large members of the

University Hospital Advisory Committee-; provided, however, that members of the University Hospital

Advisory Committee shall be permitted to vote in a Chief of Staff election.

2. Term of Appointment: The appointment of the Chief of Staff shall be for a three (3) year renewable-term._An

individual may be elected to no more than two (2) terms.

3. Qualifications: The Chief of Staff shall be a member of the Active Clinical or Emeritus Staff and shall possess the
background, experience and demonstrated competence to fulfill the duties of the position.



Removal: The University Hospital Advisory Committee, by a two-thirds vote, may remove the Chief of Staff for
conduct detrimental to the interest of the UIHC or Hsits Clinical Staff, or if the Chief of Staff 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 the Chief of Staff at least ten (10) days
in advance of the meeting. The Chief of Staff shall be afforded the opportunity to speak prior to the taking of any vote

on such removal.

Responsibilities: The Chief of Staff shall:

a. Serve as the Vice-Chair of the University Hospital Advisory Committee.

b. Chair the Professional Practice and Well-being Subcommittee, and in that capacity assure that the

Subcommittee fulfills its responsibilities as defined in the Bylaws, Rules and Regulations of the University of

lowa Hospitals and Clinics and Its Clinical Staff and monitor the activities of other Subcommittees of the

University Hospital Advisory Committee with a focus on clinically relevant initiatives.

C. Serve as Ombudsman for the ehinical-staffClinical Staff and provide liaison between the ehnical-staffClinical
Staff and the Deans of the Colleges of Medicine and Dentistry.

d. In cooperation with the Chief Executive Officer, provide periodically through the Vice President for Medical

Affairs and the President of the University a report to the Board of Regents summarizing actions taken by

University Hospital Advisory Committee pursuant to Article 111, Section 1.

e. In conjunction with the Chair of the University Hospital Advisory Committee, select Chairpersons and
memberships to select standing Subcommittees of the University Hospital Advisory Committee.
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3. Article 111, Section 3 is amended to read as follows:

Section 3: Membership

Membership of the University Hospital Advisory Committee shall consist of the following:
A. The Heads of the respective Clinical Services;

B. The Birectorofthe UHHCChief Executive Officer;

C. The Chief of Staff;

D. The Vice President of Medical Affairs;

E. The Dean of the College of Medicine;

EF. The Executive Director of University—efUniversity of lowa Physicians;

©

Five at-large members of the Clinical Staff; these members shall be elected by ballot with each Active Clinical Staff member,
excluding those Clinical Staff members who are already members of the University Hospital Advisory Committee, allotted a
single vote. No more than two of the at-large members shall have clinical privileges in the same Clinical Service. Elections
shall be held every three (3) years on April 1. In the event that an at-large position becomes vacant more than six (6) months

prior to a scheduled election, a special election shall be held. The term of the member(s) elected in the special election will run



until the next regular election. A member-at-large shall remain a member of the Committee until resignation or until replaced

by a subsequent at-large election._An at-large member may be elected to no more than two (2) consecutive terms.

The Associate Directors of the UIHC.
The Director of the Clinical Cancer Center.

Administrative officials who, as a result of past extraordinary contributions to the UIHC, could serve in a valuable future
consultative role may, at the discretion of the Committee retain non-voting membership when they leave the positions that

initially entitled them to membership.
Article 111, Section 5(A) is amended to read as follows:
Structure

Subcommittees shall be either standing or ad hoc. All subcommittee chairpersons and members, except Credentials

Subcommittee members and the Chair of the Professional Practice and Well-being Subcommittee, shall be appointed by the

Chairperson of the University Hospital Advisory Committee, in conjunction with the Vice-Chairperson, subject to approval by
the_University Hospital Advisory Committee membership. Membership of a subcommittee may consist of Clinical Staff

members, hospital administrative staff members, and other professional staff of the hospital. Also, if a subcommittee is

empowered to adopt policies that apply to the Carver College of Medicine as well as the UIHC, Carver College of Medicine

faculty and staff who are not members of the Clinical Staff may serve as members of the subcommittee. Members of each
subcommittee shall be designated by the Chairperson, in conjunction with the Vice-Chairperson, as-destghated-by-the

Chalrpersontn-conjunction-with-the-Viece-Chatrperson;-except that the Credentials Subcommittee shall have the composition

specified in the secendfourth paragraph of this subsection. Appointments to standing subcommittees shall be made by the




Chairperson of the University Hospital Advisory Committee, in conjunction with the Vice-Chairperson, with the concurrence

of the University Hospital Advisory Committee membership.

Subcommittee members shall be appointed to three (3) year renewable terms if the positions they occupy are not assigned by
the head of the Clinical Service, associated with a specific administrative, management or supervisory position or other UIHC
sponsored positions.

Subcommittee chairs shall be appointed to a five (5) year term that may be renewed for one additional five (5) year term. In

the event that a subcommittee chair’s appointment is associated with a specific office or leadership position they hold within

the UIHC, the subcommittee chair shall remain chair as long as the associated administrative office or leadership position is

held (“Ex Officio Term”). If an existing subcommittee member is appointed chair, the term of their original membership will

immediately cease, and the five (5) year term or Ex Officio Term as chair will begin immediately. At the conclusion of a

subcommittee chair’s term, that individual may be reappointed as a member of that subcommittee. If a former subcommittee

chair is reappointed as a member of that subcommittee, the term of such subcommittee membership shall begin as a new three

(3) year term, subject to the paragraph above.

The Credentials Subcommittee shall be composed of one Active Clinical Staff member for each Clinical Service, designated
by the Head of the Clinical Service. Clinical Service Heads and members of the University Hospital Advisory Committee
shall not be members. The members of the Credentials Subcommittee shall be divided into Medical and Surgical Credentials
Panels as follows: Medical -- Dermatology, Emergency Medicine, Family Medicine, Internal Medicine, Neurology,
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Pathology, Pediatrics, Psychiatry, Radiation Oncology, and Radiology; and Surgical -- Anesthesia, Cardiothoracic Surgery,

Dentistry, Neurosurgery, Obstetrics-Gynecology, Ophthalmology and Visual Sciences, Orthopaedics and Rehabilitation,
Otolaryngology—Head and Neck Surgery, Surgery and Urology. The Chairpersons of each Panel shall be selected from
among the voting membership of the Panel by the Chairperson of the University Hospital Advisory Committee, in conjunction
with the Vice-Chairperson. Each Panel shall also include a member of the hospital administrative staff ex officio, without

vote.

Two subpanels, the physician assistant/advanced registered nurse practitioner (PA/ARNP) subpanel and the health care
professional subpanel, shall report jointly to the Medical and Surgical Credentials Panels. The PA/ARNP subpanel shall be
composed of four physician assistants, four advanced registered nurse practitioners, one physician supervising the practice of a
PA, one physician with a collaborative agreement with an ARNP, and a Chairperson selected by the Chairperson of the

Professional Practice and Well-being Subcommittee. Members of the PA/ARNP subpanel shall be appointed by the

Chairperson of the Professional Practice and Well-being Subcommittee, upon recommendations from the Clinical Services

Heads in which physician assistants and advanced nurse practitioners practice. The PA/ARNP subpanel will be representative

of the Clinical Services in which physician assistants and advanced registered nurse practitioners practice.

The health care professional subpanel shall be composed of four health care professionals, representative of the Clinical
Services in which health care professionals practice, two physicians, and a Chairperson selected by the Chairperson of the

Professional Practice and Well-being Subcommittee. Members of the health care professional subpanel will be selected by the

Chairperson of the Professional Practice and Well-being Subcommittee, upon recommendations from the Clinical Service

Heads in which health care professionals practice. Subpanel membership will be representative of these Clinical Services.

Each subpanel shall also include a member of the hospital administrative staff ex officio, without vote.



The Vice-Chairperson of the University Hospital Advisory Committee shall be the Chair of the Professional Practice and Well-
being Subcommittee.

Standing subcommittees shall meet at least annually. Minutes shall be kept of such meetings that shall include a listing of the
members in attendance. Any member who misses two (2) consecutive meetings without an excuse approved by the
Chairperson of the subcommittee shall be notified that a third consecutive unexcused absence shall be deemed a resignation
from the subcommittee. Upon a third consecutive unexcused absence, the Chairperson shall notify the member and the
Chairperson of the University Hospital Advisory Committee that the member’s position is vacant and a new member shall be
appointed by the Chairperson of the University Hospital Advisory Committee subject to approval by the University Hospital

Advisory Committee membership.

Article 111, Section 5(B) is amended to read as follows (only materially amended subsections shown):

Standing Subcommittee Charges

Standing subcommittees and their respective charges are as follows:

1. Compliance Subcommittee

To provide oversight and guidance for the regulatory audit and compliance activities of UIHC. EnsuringEnable

theEnable the organization has-adoptedio adopt and #mplementedimplement policies and procedures that will meet the
intent and comply with all applicable laws, rules, regulations and policies. Fheln fulfilling this charge, the Compliance

Subcommittee will:
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a. Review and address the activities of the Joint Office for Compliance as it relates to the seven elements of the
Federal Compliance Program Guidance (1998 and 2005) including: Designation of a Compliance Officer,
Development of Compliance Policies and Procedures; Developing Open Lines of Communication; Provision of
Appropriate Training and Education, Internal Regulatory Monitoring and Auditing; Response to Detected

Deficiencies; and Enforcement of Disciplinary Standards.

b. Annually review the “Code of Ethical Behavior, a Guide for Staff” to assure it addresses all applicable federal, state

and local laws, regulations and other compliance requirements.

c. Oversee the enterprise risk assessment with the goal to align risk and strategy; enhance risk response decisions:;

increase operational predictability; identify and manage multiple and cross-enterprise risks; proactively manage and

minimize risks while achieving strategic objectives; and align deployment of resources with risk mitigation

strategy.

Credentials Subcommittee

To review the credentials of all applicantsmembers or other practitioners applying for initial or increased clinical

privileges-a
reguest; to review proposals for decreased privileges either as part of the biennial review and reaffirmation or as part of

a corrective action as described in these Bylaws, Rules and Regulations; to make a recommendation to the University

Hospital Advisory Committee on each application-er+reguest, reaffirmation, or corrective action described in this

paragraph; and to report problems related to clinical practice or professional policy through the Professional Practice

and Well-being Subcommittee to the University Hospital Advisory Committee.
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To cause patient care delivered at the UIHC to be—consistentbe consistent with professionally recognized standards of

care and adjudicate conflicts regarding professional practice, care for the well-being of health care providers so that

they are in the best position to care for patients. In fulfilling this charge, the Professional Practice and Well-being

a. Hear and adjudicate problems of a professional and ethical nature involving the clinical practice of either house

a-b.Review interdisciplinary or inter-clinical department conflicts with the corollary responsibility for recommending to
the University Hospital Advisory Committee policy statements or protocols to remedy such occurrences and

otherwise foster harmonious interdepartmental relationships aimed at ensuring quality patient care.

c. Review licensed independent provider satisfaction survey data and develop recommendations for improvement.

13. Professional Practice and Well-being Subcommittee
Subcommittee will:
staff or Clinical Staff members.
d. Coordinate provider well-being initiatives.
15.— OQuality and Safety Oversight Subcommittee-enProtection-ofPersons

To cause patient care delivered by the Clinical Staff of the UIHC to be provided in a safe, manner that is consistent

with professionally recognized standards of care. In fulfiting—thisfulfilling this charge, the Quality and Safety

Oversight Subcommittee will:

a. Coordinate the quality and performance improvement activities of the UIHC.
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b. Review, analyze and evaluate on a continuing basis the performance of the Clinical Service quality and
performance improvement committees in formulating standards of care; measuring outcomes of care; and

taking constructive intradepartmental action on the evaluation results, as specified in the UIHC Performance

Improvement Plan.

6. Article 1V, Section 5(D) is amended to read as follows:

13



BD.

Voluntary Reduction

A voluntary reduction in privileges may occur at any time separate from reaffirmation as described in Article 1V, Section 5(C).

A voluntary reduction apart from reaffirmation may be initiated by a member or ether-practitioner by requesting to a-the
Clinical Service Head a reduction in clinical privileges. Aftereconductingareview-of the request-the Chinical- Service Head

— T he resulting-reduction request
must be signed and dated by the requesting member or practitioner and shall be beth-the-Clinical-Service-Head-and-the-member
or-otherpractitioner-with-the-reduction-becoming-effective upon a signed and dated acknowledgement from the Clinical
Service Head, with the reduction effective en-the
Credentials-Subcommittee Panel Chairforacknowledgementupon the later of the date of signature of acknowledgement by
the Clinical Service Head or the effective date set forth in the request.

Any reinstatement to prior privileges or increase in privileges requires an application for those privileges, consistent with the

requirements for a member or practitioner’s application for new privileges.




Article 1V, Section 6(A) is amended to read as follows:

Decreased Clinical Privileges

Clinical privileges may be reduced, suspended or terminated for activities or professional conduct considered to be lower than

the standards of the hospital and its elinical-staffClinical Staff, or to be disruptive to operations of the hospital, or for violation

of these Bylaw, Rules and Regulations, directives of the University Hospital Advisory Committee, or rules and regulations of
the applicable Clinical Service. Action may be initiated by written request from the Chairperson of the University Hospital

Advisory Committee, Chairperson of the Professional Practice and Well-being Subcommittee, from the applicable Clinical

Service Head, or from a majority of a review committee created pursuant to Article 1V, Section 5-Part-(C;), to the Chairperson

of the applicable Credentials Panel. The request shall be supported by reference to specific activity or conduct which
constitutes the grounds for the request. A copy of the request shall be sent to the affected member or practitioner. If the
affected member or practitioner signs a written acceptance of the requested reduction, the reduction shall take effect when the
member or practitioner signs the acceptance. If the member or practitioner does not sign such an acceptance within ten (10)
days of receipt of the request, the Credentials Panel, or applicable subpanel, shall conduct an investigative review which shall
include an opportunity for the affected member or practitioner to submit information. Within forty-five (45) days of receipt of
the request by the Chairperson, the Credentials Panel shall prepare a recommendation which shall be handled as provided in
Article IV, Section 6(B). PartB-efthissection-
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8. Article VIII, Section 7 is amended to read as follows:

Section 7:

A medical history and physical examination shall be completed and documented for each patient no more than thirty (30) days before,

or twenty-four (24) hours after, admission or registration for a procedure requiring anesthesia services. The medical history and

physical examination must be completed and documented by a member of the Clinical Staff or other practitioners privileged pursuant

to Article IV, Section 4(F). An updated examination must be completed prior to surgery or a procedure requiring anesthesia services,

when the medical history and physical examination are completed within thirty (30) days before admission or registration (in a non-

inpatient setting). The updated examination of the patient, including any changes in the patient’s condition, must be completed and
documented by a member of the Clinical Staff or other practitioners privileged pursuant to Article 1V, Section 4(F).A-complete-history

nd-physical-examination-shall-be recorded-and signed-within-24-hours-afteradmission-of the patient. If the circumstances are such

that a delay is necessary, a brief admission note may be recorded pending completion of the history and physical examination. A re-
admission note, or a “short form” must be recorded and signed before any operation is performed or treatment is instituted, except in

cases of emergency.
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BYLAWS, RULES AND REGULATIONS OF
THE UNIVERSITY OF IOWA HOSPITALS AND CLINICS
AND ITS CLINICAL STAFF

PREAMBLE

The bylaws, rules, and regulations herein contained shall serve as (1) a set of guidelines whereby the
University of lowa Hospitals and Clinics (UIHC) and its Clinical Staff can function effectively, and (2)
a guide for responsible decisienmakingdecision-making and goal-attainment for all departments of this

teaching institution. The bylaws, rules and regulations shall: 1) ensureestablish effective cooperation
through defined objectives; 2) serve as a resource document for employees, staff, and the public; 3)
ensurecause—appropriatecause appropriate interaction and effective coordination with the institution's

external-"“pubhes™;public, and 4) serve to comply with accreditation and certification requirements of

various accrediting and advisory bodies.

ARTICLE I: INSTITUTIONAL IDENTIFICATION

The UIHC is a major teaching hospital whose existence is predicated upon the provisions contained in
Chapters 225, 262 and 263 of the Code of lowa{See-Appendices H-\).. The UIHC, in compliance
with the Code of lowa, serves as the teaching hospital and comprehensive health care center for the
State of lowa, thereby promoting the health of the citizens of lowa, regardless of their ability to pay.
The UIHC, in concert with the University of lowa health science colleges, functions in support of
health care professionals and organizations in lowa and other states by: 1) offering a broad spectrum of
clinical services to all patients cared for within the UIHC and through its outreach programs; 2) serving
as the primary teaching hospital for the University; and, 3) providing a base for innovative research to

improve health care.

The patient population of the UIHC shall include patients referred by community physicians and

dentists because of the broad scope clinical competency available within the hospital; medically



indigent patients of the state admitted for primary,-secendary-and-tertiary-observation, diagnosis, care
and treatment; and other patients admitted or seen for diagnosis and treatment in the-outpatient clinics

or through outreach programs.

No prospective patient shall ever be denied admission or treatment on the basis of sex, race, creed,
color, national origin, religion, age, disability, veteran status, sexual orientation, gender identity, or
associational preference. No patient who requires care on an emergency basis shall be denied such care

on the basis of source of payment or any other criteria not related to medical indications.

ARTICLE Il: ORGANIZATIONAL STRUCTURE

Section 1: Board of Regents, State of lowa

The UIHC is a state institution, part of the University of lowa, and an integral part of the health
sciences complex at the University of lowa. Chapter 262 of the Code of lowa, which authorizes and
identifies the responsibilities of the Board of Regents, State of lowa (hereinafter referred to as the
Board of Regents), delineates the authority given to the Board of Regents to act as the ultimate

governing body of the UIHC as an organizational unit of the University of lowa.

The Board of Regents is composed of nine (9) citizens of lowa who are appointed by the governor and
confirmed by the state senate. Board members serve six- (6) year, staggered terms with the terms of
three members expiring every second year. The Board of Regents acts to assure that the governance

and development of the UIHC is in the best interests of the people of lowa.

Section 2: Administration

A. Organization

The president of the University of lowa delegates to the Birector-efthe UHHC the-Chief
Executive Officer of the-hespitalbUIHC the responsibility for the operation of the hospital. This

is achieved through an organizational structure defined by the President of the University.

B. Chief Executive Officer

The Chief Executive Officer shall report to the Vice President for Medical Affairs. The Chief

Executive Officer shall be qualified by education and experience appropriate to the proper

discharge of the responsibilities of the position. Such qualifications shall be judged appropriate



by the Vice President ef-the-University-and-the- Board-of Regentsfor Medical Affairs. The

appointment of the Chief Executive Officer shall be in accord with the rules and regulations of

the University of lowa as set forth in the University Operations Manual. The duties of the

Chief Executive Officer shall include the following:

1. To be continuously responsible for the operation, programming, maintenance and

administrative affairs of the hospital commensurate with the authority conferred by the

Vice President ef-the-University-and-the Board-of Regentsfor Medical Affairs and

consonant with expressed goals and policies of the UIHC;

2. To be responsible for the application and implementation of appropriate federal and
state, Board of Regents, and University policies and directives in the operation of the

hospital;

3. To provide liaison with the Clinical Staff, the Clinical Services of the Hospital, the
Health College Deans, the University Administration, the Board of Regents, and
between the hospital and the statewide community, and to work collaboratively with the

Health College Deans to support their academic missions;

4. To provide periodically through the Vice President ef-the-Universityfor Medical Affairs

a report to the Board of Regents summarizing actions taken by the University Hospital

Advisory Committee pursuant to Article I1l, Section 1;

5. To maintain the financial integrity and optimal utilization of the physical resources of
the hospital operation; this shall include the responsibility for submission, through
University of lowa operating channels, of an annual operating budget after consultation

with the University Hospital Advisory Committee;

6. To establish and maintain employee relations policies and procedures that adequately

support sound patient care;

7. To designate an individual to act for him/her in his/her absence, in order to assure the

hospital continuous, coordinate administrative direction;



10.

11.

12.

To organize the administrative functions of the hospital, delegate duties and establish

formal means of accountability for subordinates;

To establish such hospital departments as are indicated, provide for departmental and

interdepartmental meetings and attend, or be represented at, such meetings;

To chair or send a delegate to all meetings of the University Hospital Advisory
Committee (structure, responsibilities and authority are defined in Article 111) and other

meetings of pertinence;

To develop and transmit reports to the Clinical Staff, te-theVice President for Medical

Affairs, President of the University, and-te the Board of Regents on the overall activities

of the hospital and on appropriate federal, state and local developments that affect the

hospital;

Through the Vice President for Medical Affairs and President of the University of lowa,

to provide the-State Board of Regents with short-range and long-range hospital
objectives and programs, both of an operational and capital nature, after consultation

with the University Hospital Advisory Committee.

Section 3: Clinical Services and Administration

A

Organization

The Clinical Staff of the UIHC shall be organized into Clinical Services coordinate with the

departmental structure plus the Hospital Dentistry Clinical Service. Each Clinical Service shall

have a Head who shall be responsible for the overall supervision of the clinical, teaching and

research functions within his/her—sepviceher service. The Clinical Services shall be as follows:

Anesthesia Ophthalmology & Visual Sciences
Cardiothoracic Surgery Orthopaedics and Rehabilitation
Dermatology Otolaryngology-Head and Neck Surgery
Emergency Medicine Pathology

Family Medicine Pediatrics

Hospital Dentistry Psychiatry

Internal Medicine Radiation Oncology

Neurology Radiology

Neurosurgery Surgery



Obstetrics-Gynecology Urology

Clinical Service Head

The appointment of each medical and surgical Clinical Service Head shall be accomplished by
the College of Medicine in accordance with rules and regulations of the University of lowa set

forth in the University Operations Manual and the Manual of Procedure of the College of

Medicine. Serving both as a department head within the College of Medicine and as a Clinical
Service Head within the UIHC, the Head shall be a member of the Active Clinical Staff.

The Head of the Hospital Dentistry Clinical Service shall be jointly appointed by the
DirectorChief Executive Officer—ofOfficer of the UIHC and the Dean of the College of

Dentistry. The appointment shall be accomplished in accordance with rules and regulations of

the University of lowa as set forth in the University Operations Manual.

1. Qualifications and Responsibilities

Each Clinical Service Head shall be qualified by education and experience appropriate
to the proper discharge of the responsibilities of the position. Such qualifications shall
be judged appropriate by the respective Dean of the College of Medicine or Dentistry,
the Vice President for Medical Affairs, the President of the University and the Board of

Regents.
2. Duties
Each Clinical Service Head shall:
a. Monitor all professional and administrative activities within the Clinical Service;

b. Serve as a member of the University Hospital Advisory Committee providing

guidance on the policies of the hospital;

C. Maintain continuing review of the professional performance of all members and
other practitioners with clinical privileges within the Clinical Service, including
conduct of the biennial review provided in Part-C-efArticle IV, Section 5-of




d. Be responsible for enforcement within the Clinical Service of these Bylaws,

Rules and Requlations;

e. Be responsible for the patient care, teaching and research programs of the Clinical

Service;

f. Participate in planning and decision-making relating to his/her Clinical Service
through collaborative activities with the Hospital Administration in all matters

affecting patient care.

C. Chief of Staff

1. Appointment

a. Nominating Committee: The Chairperson of the University Hospital Advisory

Committee and the Dean of the College of Medicine shall select three (3)
members of the University Hospital Advisory Committee to serve with them as a
nominating committee of five (5). The nominating committee shall select not
more than two (2) candidates for the position of Chief of Staff after seeking

advice from the Clinical Staff.

b. Selection by Active Clinical Staff: The nominees shall be submitted to the

Active Clinical Staff, who shall select the Chief of Staff in an election conducted
in the same manner as the elections of at-large members of the University

Hospital Advisory Committee-; provided, however, that members of the

University Hospital Advisory Committee shall be permitted to vote in a Chief of

Staff election.

2. Term of Appointment: The appointment of the Chief of Staff shall be for a three (3)

year repewable-term._An individual may be elected to no more than two (2) terms.

3. Qualifications: The Chief of Staff shall be a member of the Active Clinical or Emeritus
Staff and shall possess the background, experience and demonstrated competence to

fulfill the duties of the position.



Removal: The University Hospital Advisory Committee, by a two-thirds vote, may

remove the Chief of Staff for conduct detrimental to the interest of the UIHC or Hsits
Clinical Staff, or if the Chief of Staff 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 the
Chief of Staff at least ten (10) days in advance of the meeting. The Chief of Staff shall

be afforded the opportunity to speak prior to the taking of any vote on such removal.

Responsibilities: The Chief of Staff shall:

a. Serve as the Vice-Chair of the University Hospital Advisory Committee.

b. Chair the Professional Practice and Well-being Subcommittee, and in that

capacity assure that the Subcommittee fulfills its responsibilities as defined in

the Bylaws, Rules and Requlations of the University of lowa Hospitals and

Clinics and Its Clinical Staff and monitor the activities of other Subcommittees

of the University Hospital Advisory Committee with a focus on clinically

relevant initiatives.

C. Serve as Ombudsman for the ehinical-staffClinical Staff and provide liaison
between the ehinical-staffClinical Staff and the Deans of the Colleges of
Medicine and Dentistry.

d. In cooperation with the Chief Executive Officer, provide periodically through

the Vice President for Medical Affairs and the President of the University a

report to the Board of Regents summarizing actions taken by University Hospital

Advisory Committee pursuant to Article 111, Section 1.

e. In conjunction with the Chair of the University Hospital Advisory Committee,
select Chairpersons and memberships to select standing Subcommittees of the

University Hospital Advisory Committee.



Section 4: Hospital Departments

Hospital departments established under-Part-B-()-efpursuant to Article I, Section 2(B)(9) shall be

listed in an appendix to these Bylaws, Rules and Requlations. When a department is established for a

discipline, that discipline shall be practiced in the UIHC only by persons who meet applicable licensure

requirements and are in one of the following categories:
A. persons with appointments in that department; or

B. persons with other formal means of accountability to that department approved by the head of

the department and the Chief Executive Officer.

ARTICLE 1II: UNIVERSITY HOSPITAL ADVISORY COMMITTEE AND SUBCOMMITTEES

Section 1: Name and Delegation of Authority

The Hospital Administration and the Clinical Staff shall express their joint policy-making efforts on
behalf of the UIHC via the primary internal policy-making body of the hospital -- the University
Hospital Advisory Committee. The Board of Regents delegates through the President of the University

of lowa and the Vice President for Medical Affairs to the University Hospital Advisory Committee the

responsibility to act as an internal governing body of the hospital in performing the following

functions:

A. establishing and approving internal policies and procedures for the hospitals and clinics;

B. receiving, reviewing, and following up reports of:

1. studies evaluating the quality of professional services, and

2. studies reviewing the utilization of hospital facilities and services;
C. granting and decreasing clinical privileges.

Section 2: Purpose

The purpose of this body shall be:



H.

To ensurecause that all patients admitted to the hospital or treated in the clinics receive

optimalproper diagnosis, treatment and care;
To further the objectives of this health science center in education and research;

To provide a means whereby problems of a clinical-administrative nature may be discussed

between the Clinical Staff and the Hospital Administration;

To initiate and maintain rules and regulations relating to the coordinate operation of the Clinical
Services and-the-hespitalat University of lowa Hospitals and Clinics;

To provide a forum for the review of operational problems and the formulation of policies and

procedures;

To provide a forum whereby the Hospital Administration may discuss programs and proposals

of an institution-wide nature with the Clinical Staff;

To pass judgment on major proposals affecting the clinical-administrative operations of the

institution; and

To provide a medium for dissemination of information to the Clinical Staff.

Section 3: Membership

Membership of the University Hospital Advisory Committee shall consist of the following:

A

B.

EF.

The Heads of the respective Clinical Services;

The Birectorofthe UHHCChief Executive Officer;

The Chief of Staff;

The Vice President of Medical Affairs;

: The Dean of the College of Medicine;

The Executive Director of University—efUniversity of lowa Physicians;




©

Five at-large members of the Clinical Staff; these members shall be elected by ballot with each
Active Clinical Staff member, excluding those Clinical Staff members who are already
members of the University Hospital Advisory Committee, allotted a single vote. No more than
two of the at-large members shall have clinical privileges in the same Clinical Service.
Elections shall be held every three (3) years on April 1. In the event that an at-large position
becomes vacant more than six (6) months prior to a scheduled election, a special election shall
be held. The term of the member(s) elected in the special election will run until the next regular
election. A member-at-large shall remain a member of the Committee until resignation or until

replaced by a subsequent at-large election._An at-large member may be elected to no more than

two (2) consecutive terms.

The Associate Directors of the UIHC.
The Director of the Clinical Cancer Center.

Administrative officials who, as a result of past extraordinary contributions to the UIHC, could
serve in a valuable future consultative role may, at the discretion of the Committee retain non-

voting membership when they leave the positions that initially entitled them to membership.

Section 4: Officers

The BireeterChief Executive Officer—efOfficer of the UIHC shall be the Chairperson of the University

Hospital Advisory Committee. The Chief of Staff shall be the Vice-Chairperson of the University

Hospital Advisory Committee. The Chairperson or, in the absence of the Chairperson, the Vice-

Chairperson, shall preside at all meetings.

A member of the hospital administrative staff -- selected by the Committee Chairperson -- shall be the

Recorder. This function may be rotated at the Chairperson's discretion. The Recorder shall not be a

member of the Committee and, thus, shall have no vote.

Section 5: Subcommittees

A

Structure

Subcommittees shall be either standing or ad hoc. All subcommittee chairpersons and

members, except Credentials Subcommittee members and the Chair of the Professional Practice
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and Well-being Subcommittee, shall be appointed by the Chairperson of the University

Hospital Advisory Committee, in conjunction with the Vice-Chairperson, subject to approval
by the University Hospital Advisory Committee membership. Membership of a subcommittee
may consist of Clinical Staff members, hospital administrative staff members, and other

professional staff of the hospital. Also, if a subcommittee is empowered to adopt policies that

apply to the Carver College of Medicine as well as the UIHC, Carver College of Medicine

faculty and staff who are not members of the Clinical Staff may serve as members of the

subcommittee. Members of each subcommittee shall be designated by the Chairperson, in

conjunction with the Vice-Chairperson, as-designated-by-the-Chalrperson—tn-conjunction-with
the-Viee-Chalrperson,-except that the Credentials Subcommittee shall have the composition

specified in the seeendfourth paragraph of this subsection. Appointments to standing

subcommittees shall be made by the Chairperson of the University Hospital Advisory

Committee, in conjunction with the Vice-Chairperson, with the concurrence of the University

Hospital Advisory Committee membership.

Subcommittee members shall be appointed to three (3) year renewable terms if the positions
they occupy are not assigned by the head of the Clinical Service, associated with a specific

administrative, management or supervisory position or other UIHC sponsored positions.

Subcommittee chairs shall be appointed to a five (5) year term that may be renewed for one

additional five (5) year term. In the event that a subcommittee chair’s appointment is

associated with a specific office or leadership position they hold within the UIHC, the

subcommittee chair shall remain chair as long as the associated administrative office or

leadership position is held (“Ex Officio Term”). If an existing subcommittee member is

appointed chair, the term of their original membership will immediately cease, and the five (5)

vear term or Ex Officio Term as chair will begin immediately. At the conclusion of a
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subcommittee chair’s term, that individual may be reappointed as a member of that

subcommittee. If a former subcommittee chair is reappointed as a member of that

subcommittee, the term of such subcommittee membership shall begin as a new three (3) year

term, subject to the paragraph above.

The Credentials Subcommittee shall be composed of one Active Clinical Staff member for each
Clinical Service, designated by the Head of the Clinical Service. Clinical Service Heads and
members of the University Hospital Advisory Committee shall not be members. The members
of the Credentials Subcommittee shall be divided into Medical and Surgical Credentials Panels
as follows: Medical -- Dermatology, Emergency Medicine, Family Medicine, Internal
Medicine, Neurology, Pathology, Pediatrics, Psychiatry, Radiation Oncology, and Radiology;

and Surgical -- Anesthesia, Cardiothoracic Surgery, Dentistry, Neurosurgery, Obstetrics-

Gynecology, Ophthalmology and Visual Sciences, Orthopaedics and Rehabilitation,
Otolaryngology—Head and Neck Surgery, Surgery and Urology. The Chairpersons of each
Panel shall be selected from among the voting membership of the Panel by the Chairperson of
the University Hospital Advisory Committee, in conjunction with the Vice-Chairperson. Each

Panel shall also include a member of the hospital administrative staff ex officio, without vote.

Two subpanels, the physician assistant/advanced registered nurse practitioner (PA/ARNP)
subpanel and the health care professional subpanel, shall report jointly to the Medical and
Surgical Credentials Panels. The PA/ARNP subpanel shall be composed of four physician
assistants, four advanced registered nurse practitioners, one physician supervising the practice
of a PA, one physician with a collaborative agreement with an ARNP, and a Chairperson

selected by the Chairperson of the Professional Practice and Well-being Subcommittee.

Members of the PA/ARNP subpanel shall be appointed by the Chairperson of the Professional

Practice and Well-being Subcommittee, upon recommendations from the Clinical Services

Heads in which physician assistants and advanced nurse practitioners practice. The PA/ARNP
subpanel will be representative of the Clinical Services in which physician assistants and

advanced registered nurse practitioners practice.

The health care professional subpanel shall be composed of four health care professionals,
representative of the Clinical Services in which health care professionals practice, two

physicians, and a Chairperson selected by the Chairperson of the Professional Practice and
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Well-being Subcommittee. Members of the health care professional subpanel will be selected

by the Chairperson of the Professional Practice and Well-being Subcommittee, upon

recommendations from the Clinical Service Heads in which health care professionals practice.

Subpanel membership will be representative of these Clinical Services.

Each subpanel shall also include a member of the hospital administrative staff ex officio,

without vote.

The Vice-Chairperson of the University Hospital Advisory Committee shall be the Chair of the

Professional Practice and Well-being Subcommittee.

Standing subcommittees shall meet at least annually. Minutes shall be kept of such meetings
that shall include a listing of the members in attendance. Any member who misses two (2)
consecutive meetings without an excuse approved by the Chairperson of the subcommittee shall
be notified that a third consecutive unexcused absence shall be deemed a resignation from the
subcommittee. Upon a third consecutive unexcused absence, the Chairperson shall notify the
member and the Chairperson of the University Hospital Advisory Committee that the member’s
position is vacant and a new member shall be appointed by the Chairperson of the University
Hospital Advisory Committee subject to approval by the University Hospital Advisory

Committee membership.

Standing Subcommittee Charges

Standing subcommittees and their respective charges are as follows:
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Compliance Subcommittee

To provide oversight and guidance for the regulatory audit and compliance activities of
UIHC. EnsuringEnable—theEnable the organization has-adeptedto adopt and
mplementedimplement policies and procedures that will meet the intent and comply

with all applicable laws, rules, regulations and policies. Fheln fulfilling this charge, the

Compliance Subcommittee will:

a. Review and address the activities of the Joint Office for Compliance as it relates to
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3:2.

the seven elements of the Federal Compliance Program Guidance (1998 and 2005)
including: Designation of a Compliance Officer, Development of Compliance
Policies and Procedures; Developing Open Lines of Communication; Provision of
Appropriate Training and Education, Internal Regulatory Monitoring and Auditing;

Response to Detected Deficiencies; and Enforcement of Disciplinary Standards.

b. Annually review the “Code of Ethical Behavior, a Guide for Staff” to assure it
addresses all applicable federal, state and local laws, regulations and other

compliance requirements.

c. Oversee the enterprise risk assessment with the goal to align risk and strateqy;

enhance risk response decisions; increase operational predictability; identify and

manage multiple and cross-enterprise risks; proactively manage and minimize risks

while achieving strateqgic objectives: and align deployment of resources with risk

mitigation strateqy.

Credentials Subcommittee

4.3.

To review the credentials of all appticartsmembers or other practitioners applying for
initial or increased clinical privileges-and-ef-members,-or-otherpractitionersas
describedHin-Article-NV-Section-4-Part Fforwhom-there-is-a-request; to review

proposals for decreased privileges either as part of the biennial review and reaffirmation

or as part of a corrective action as described in these Bylaws, Rules and Reqgulations; to

make a recommendation to the University Hospital Advisory Committee on each

application-erregquest, reaffirmation, or corrective action described in this paragraph;

and to report problems related to clinical practice or professional policy through the

Professional Practice and Well-being Subcommittee to the University Hospital Advisory

Committee.

Critical Care Subcommittee

To formulate cross-departmental policies, procedures and programs, identify and seek
solutions to current challenges, develop plans for future operations and to enhance the

overall utilization and operating efficiency of all UIHC intensive care units,
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54.

intermediate care units, and emergency treatment centers so that standards of patient

care may be maintained at the highest level. The Subcommittee will also oversee the
hospital-wide system for management of acute cardiopulmonary resuscitation
emergencies and advise the Director of the Respiratory Care Department on policy
formulation, establishment of patient care and didactic instruction programs, and on the

provision of effective and efficient respiratory care services.

Diagnostic Services Advisory Subcommittee

6:5.

To provide the ehnical-staffClinical Staff and the Hospital’s administration with
information and advice concerning the quality, availability, and proper use of clinical

laboratory and imaging services._In fulfilling this charge, the Diagnostic Services

Advisory Subcommittee will:

a. Fe-assistAssist in formulating operational policies designed to assure the most
expeditious performance of diagnostic services for patients in all clinical

departments in accord with available resources.

b. Fo-adviseAdvise and make recommendations regarding optimal provision and
utilization of clinical laboratory and imaging services for patients coordinate
with cost considerations and market forces extant within the health care industry

and in accord with the patient care, educational and research missions of UIHC.

C. In accord with these recommendations and other pertinent factors including
regulatory provisions and accreditation standards, review and provide
recommendations on additions to and deletions from UIHC publications and
documents on diagnostic services such as the Pathology Department, Laboratory

Services Handbook.

Emergency Management Subcommittee

The Emergency Management Subcommittee organizes, conducts and updates an all
hazards emergency management program to assure that the UIHC is prepared to deal

effectively with all disaster situations and the treatment of mass casualties which may
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+06.

result therefrom. In additienfulfilling this charge, the Emergency Management

Subcommittee will:

ConduetsConduct a Hazard Vulnerability Analysis (HVA) on an annual basis.

Maintains-aMaintainaMaintain a written Emergency Operations Plan which

features a Hospital Incident Command System (HICS) for organizing the
UIHC’s response to all hazards and standard operating procedures to address the

hazards identified.

Arranges-atArrangeatArrange at least twice yearly exercises of the Emergency
Operations Plan.

PrevidesProvide continuity of operations plans to guide the UIHC’s maintenance

and restoration of essential services.

EnsuresProvide that all staff with HICS assignments and other staff designated
for responding to disasters and major emergencies receive training in accord
with UIHC requirements and regulatory guidelines and understand their role(s)

and responsibilities for responding to various disasters and emergencies.

MaintairsMaintain relationships and participates in County, State and Federal

programs related to emergency management.

AssuresAssure that UIHC meets the Emergency Management Standards of the
Joint Commission and CMS Conditions of Participation in Medicare and
Medicaid programs and follows the National Incident Management System
(NIMS) and HICS as standardized organizational and operational structures for

meeting the demands of major emergencies and disasters.

Environment of Care Subcommittee

To establish, implement and maintain the UIHC Environment of Care Program, in
accordance with the requirements of theThe Joint Commission-en-Acereditation-of
Healtheare-Organizations and applicable state and federal laws. The Subcommittee

develops and/or approves recommendations and interventions to protect the well-being
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of patients, visitors and staff in the areas of fire protection, safety, hazardous materials

and waste, medical equipment, utilities and security.

Ethics Subcommittee

To formulate operational and educational policies, procedures and programs regarding

the ethical aspects of patient care. In fulfilling this charge, the Ethics Subcommittee
shahwill:

Develop and carry out educational programs that will enhance awareness and
understanding of biomedical ethical issues for clinical and hospital staff,

undergraduate and graduate trainees, patients and their families.

Propose policies and guidelines regarding the ethical aspects of medical, surgical
and dental practice for approval by the Prefessional-PracticeQuality and Safety
Oversight Subcommittee and the University Hospital Advisory Committee.

Provide consultation on ethical issues to other members of the UIHC Clinical
Staff, House Staff and Professional Staff.

Graduate Medical Education Committee

ta-generalteTo advise on all matters pertaining to the house staff training programs at

UIHC, including, but not limited to the following:

a.

To assist in the recruitment, orientation, and scheduling of house staff physicians

and dentists;

to conduct periodic reviews of all UIHC residency programs in accordance with

Accreditation Council for Graduate Medical Education guidelines;

to provide a forum for house staff problems as expressed by the house staff

representatives on the Subcommittee or by other house staff;
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d. to help develop policies in response to external mandates to alter the number or

make-up of house staff physicians and dentists at UIHC; and
e. to recommend candidates for Patient Care Enrichment Fund support.

Health Information Management Subcommittee

To review, analyze and evaluate the medical records system to assure the form and
content thereof satisfy prevailing accreditation standards, legal precedents, hospital
policy, and reimbursement protocols. In collaboration with other subcommittees,
provide advice on the development of policy pertaining to clinical information systems
and propose innovations with which to enhance their efficiency and effectiveness. Fhe
responsibitities-efin fulfilling this charge—the, the Health Information Management
Subcommittee shal-be-towill:

a. Review, analyze and evaluate the quality of medical records in the hospital and
clinics.
b. Submit recommendations to assure the maintenance of complete, accurate

medical records for compliance with applicable policies and regulations of the
Prefessional-PracticeQuality and Safety Oversight Subcommittee, governmental

agencies, accrediting bodies, and purchasers of care.

C. Review all medical record forms including documents created during clinical
information systems downtime and make appropriate recommendations for their

improvement.

d. Review existing policies, rules and regulations for the completion of medical

records, and make appropriate recommendations for their improvement.

e. Review procedures for safeguarding medical records against loss, defacement,
tampering, or use by unauthorized persons, and make appropriate

recommendations for their improvement.
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1110. Hospital Information Systems Advisory Subcommittee

The Hospital Information System Advisory Subcommittee is charged with broad

responsibility for the ongoing development of the Hospital Information System at the

. it of ital linies ¢ ific . include:UIHC. In

fulfilling this charge, the Hospital Information Systems Advisory Subcommittee will:

a. Review strategic planning for application system development.

b. Evaluate the appropriateness of security and backup procedures for hospital data

in all settings, including the exchange of data with other computers.

C. Review for consistency the strategic plans of UIHC projects which have
incremental computing equipment implications and/or an impact on patient and

management data maintained on the Hospital Information System.

d. Authorize the use of computer generated electronic signature facilities for patient
reports or other administrative functions within UIHC on an application by

application basis.

e. Review the use of computers in UIHC administrative and patient care settings
with particular regard to appropriateness of application, security of patient

information, and system maintenance.

f. Monitor system processes to ensure compliance with regulatory guidelines for

safeguarding patient data security.

Following review of project and equipment requests, the Subcommittee will forward

recommendations to the-Birector-of the University-of-lowa Hoespitalsand
ClintesHospital Administration.

1211. Infection Control Subcommittee

To review infection data, policies, procedures and processes. To revise policies and
procedures, and recommend changes in procedures and practices. To recommend

interventions to prevent infections in the UIHC and its associated clinics. -
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1312.

13.

Pharmacy and Therapeutics Subcommittee

Promote evidence-based, best practice standards in the formulary decision-making
process to assure clinical efficacy, patient safety and cost-effective prescribing within U4
Health-Care—UIHC. In fulfilling this charge, the Pharmacy and therapeutics

Subcommittee will:

a. Review policies and procedures related to proper medication administration to

assure medications are administered safely and appropriately.

b. Facilitate education of healthcare providers and students regarding medication-

related issues.

c.  Assure that medications are prescribed appropriately, safely and effectively through

medication use evaluation processes.

d. Assure compliance with JEAHOThe Joint Commission, FDA and other regulatory

and accreditation guidelines related to medication use.

e. Review and support investigational medication studies to ensure patient safety and

adherence to UH-Health-CareHHC policiesUIHC policies.

f.  Evaluate and assess point-of-care and other technology systems and processes to

effectuate safe, prompt and efficient prescribing in both the inpatient and ambulatory

care settings.

Professional Practice and Well-being Subcommittee

To cause patient care delivered at the UIHC to be—censistentbe consistent with

professionally recognized standards of care and adjudicate conflicts regarding

professional practice, care for the well-being of health care providers so that they are in

the best position to care for patients. In fulfilling this charge, the Professional Practice

and Well-being Subcommittee will:

a. Hear and adjudicate problems of a professional and ethical nature involving the

clinical practice of either house staff or Clinical Staff members.

21



b. Review interdisciplinary or inter-clinical department conflicts with the corollary

responsibility for recommending to the University Hospital Advisory Committee
policy statements or protocols to remedy such occurrences and otherwise foster
harmonious interdepartmental relationships aimed at ensuring quality patient care.

c. Review licensed independent provider satisfaction survey data and develop

recommendations for improvement.

d. Coordinate provider well-being initiatives.

14. Product Line Oversight and Analysis Subcommittee

Review and resolve product selection/purchasing issues referred from YHACUniversity
Hospital Advisory Committee Subcommittees, committees addressing standardization

and supply chain issues and the Value-Analysis-Program-value analysis program. In
carrying-eutfulfilling this charge, the Product Line Oversight and Analysis

Subcommittee will:

#a. Make ultimate decisions on all product selections, standardizations and purchases
which increase expenses without an off-setting reduction in other expenses and/or in

which decisions were not reached by subcommittees/committees.

#b. Include liaison members in its membership so that decisions on matters originally
addressed by subcommittees/committees will be made by the Ad Hoc Product Line
Oversight and Analysis Subcommittee members and two (2) liaison members — the
Head of Department seeking approval and Chair of subcommittee/committee that

originally considered the request.

»C. Assure that faculty/staff seeking product approval; will have-ample opportunity to

present their proposal and address questions.

«d. Accord each member/liaison member one vote and make decisions based on a

simple majority of all member votes.
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o¢. Serve as the forum-ferthe-\alue-Analysis-Factlitaterand-UHC-consultants to

present benchmark data for identifying potential savings opportunities and proposed

goals and tactics.

«f. Meet/communicate with leaders of subcommittees/committees on potential savings

opportunities and proposed goals and tactics.

Quality and Safety Oversight Subcommittee-en-Protection-ofPersons

To cause patient care delivered by the Clinical Staff of the UIHC to be provided in a

safe, manner that is consistent with professionally recognized standards of care. In
fulfiting—thisfulfilling this charge, the Quality and Safety Oversight Subcommittee will:

a. Coordinate the guality and performance improvement activities of the UIHC.

b. Review, analyze and evaluate on a continuing basis the performance of the
Clinical Service quality and performance improvement committees in
formulating standards of care; measuring outcomes of care; and taking
constructive intradepartmental action on the evaluation results, as specified in

To assure compliance with previsiens-r-the-Code-eftewa;applicable law and

accrediting and regulatory bodies_in order to protect abused or neglected or potentially

abused or neglected children and dependent adults and victims of domestic violence, the
Subcommittee will recommend and monitor consistent application of policies and

procedures to identify, treat and as permitted or required by law, report cases of

15—
the UIHC Performance Improvement Plan.
16. Subcommittee on Protection of Persons
suspected child or dependent adult abuse or domestic violence.
1617. Surgical Services Subcommittee

To review, deliberate, resolve, and, where indicated, formulate recommendations
relative to all appropriate operational elements of the several surgical services with

special emphasis upon the operating room suite.
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1718. Transfusion Subcommittee

To review the records of transfusions of blood and blood components so as to assess
transfusion reactions, to evaluate blood utilization, and to make recommendations

regarding specific improvements in the transfusion service program.

1819.  Utilization Management Subcommittee

To promote the efficient use of hospital facilities and, including coordination of
admission and continued stay reviews and to formulate, maintain and review a
utilization review plan appropriate for the hospital and consistent with applicable

federal requirements. Fhisplanin fulfilling this charge, the Utilization Management

Subcommittee will:

c.a.  Describe hospital activities to ensure that services provided to patients are

medically necessary and at the appropriate level of care;
e-b.  Monitor utilization activities and outcomes;

e-c. Minimize reimbursement penalties and physician sanctions through screening

and appropriate documentation; and,

f.d.  Centralize communication with external review agencies(ERA"s);, including the

Quality-tmprovement Organization{Q1O)-quality improvement organization.

Ad Hoc Subcommittees

Ad hoc subcommittees shall be appointed by the Chairperson to study particular problems in
response to the recommendations of the University Hospital Advisory Committee.
Subcommittee membership shall be constituted in relationship to the particular problem to be

addressed.

24



Section 6: Meetings

The University Hospital Advisory Committee shall meet the first and third Wednesdays of each month.
The Chairperson may schedule additional meetings as deemed necessary. Special meetings may be
called at the request of any member of the Committee. An agenda shall be prepared by the Chairperson
and forwarded to Committee members prior to each meeting. Any member of the Clinical Staff may
request that specific topics be included on the agenda. Any member of the University Hospital
Advisory Committee who is unable to attend a meeting may designate a person to represent the
member at the meeting. The representative may cast the vote of the member. If a member is not
present or represented at two (2) consecutive regularly scheduled meetings without cause acceptable to
the Committee, the member shall be notified by the Chairperson that a third consecutive absence from
a regularly scheduled meeting will lead to the designation of an alternate. Upon the third consecutive
unexcused failure to be present or represented, the Chairperson, after consultation with the member and
with the approval of the Committee, shall designate an alternate to serve when the member is unable to
attend. In the case of an at-large member, the member shall cease to be a member, a special election
shall be held to replace the member and the designated alternate shall serve as the member until the

special election is completed.

Fifty (50) percent of the total voting membership of the Committee (or their representatives) shall

constitute a qguorum.

ARTICLE IV: CLINICAL STAFF

Section 1: Responsibility

The Clinical Staff of the UIHC (“Clinical Staff’”) shall be responsible for the quality of health care

within the hospitals and ambulatory care facilities of the UIHC, and shall accept this responsibility

subject to the ultimate responsibility of the Board of Regents.

Section 2: Purposes

A. To ensurecause that all patients admitted to or treated in any of the facilities, departments, or
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services of the UIHC shalto receive eptimal-medical and dental diagnosis, treatment, and

personalized care consistent with applicable standards of care;

To ensurecause, through ongoing review and evaluation procedures, a high level of professional
and ethical performance of all those persons authorized to practice within the Hospitals and

Clinics;

To provide an appropriate educational setting that will lead to continuous advancement of

professional knowledge and skill;

To provide an optimal forum in which the Clinical Staff may conduct medical education and

research.

Section 3: Clinical Staff Membership

A

Nature of Clinical Staff Membership

Membership on the Clinical Staff of the UIHC shall be extended only to professionally
competent persons who are physicians, dentists or members of other health care professions and
who continuously meet the qualifications, standards and requirements set forth in these Bylaws,

Rules and Requlations.

Basic Qualifications for Clinical Staff Membership

All members of the ehinical-staffClinical Staff shall meet the following basic qualifications and
shall, in addition, satisfy the qualifications of one of the specific categories of elinical

staffClinical Staff membership set forth in subsection C_below.

1. Physicians and dentists licensed to practice in the state of lowa and who are graduates of
an approved or recognized medical, osteopathic, or dental school shall be qualified for
membership on the clinical staff. Other health care professionals with a Ph.D. or
equivalent terminal degree, who are graduates of professional schools and/or approved
clinical training programs, and who hold any necessary licensure to practice in the state
of lowa, shall be qualified for membership on the ehnieal-staff-Clinical Staff. Such
physicians, dentists, and other health care professionals must document their appropriate

experience and training, ability to form positive, productive working relationships,
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satisfactory health status, and demonstrated competence and adherence to the ethics of
their profession with sufficient adequacy to assure that any patient treated by them on

behalf of a Clinical Service within the hospital will be provided high quality health care.

2. As a condition of membership, the ehinical-statfClinical Staff shall strictly abide by the
code of ethics of the American Medical Association, the American Osteopathic
Association, the American Dental Association, or, in the case of membership in other
disciplines, the ethical guidelines of their profession as promulgated by their comparable

association.

3. No applicant for Clinical Staff membership shall be denied membership on the basis of
sex, race, creed, color, national origin, religion, age, disability, veteran status, sexual

orientation, gender identity, or associational preference.

C. Cateqories of Clinical Staff

There shall be five categories of Clinical Staff at the UIHC:

Active Clinical Staff
Emeritus Staff

Courtesy Teaching Staff
Temporary Staff

House Staff

1. Active Clinical Staff

a. Upon receiving one of the following appointments to a clinical department

according to the procedure set forth in the Manual of Procedure of the College of

Medicine and the University Operations Manual, a physician who meets the

qualifications for membership shall be a member of the Active Clinical Staff of
the UIHC:

i) tenure track appointment;

ii) salaried clinical track appointment;

iii) associate or fellow-associate appointment in a clinical department; or

iv) visiting faculty appointment.
b. Upon receiving a faculty appointment with Hospital patient treatment
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responsibilities from the University of lowa College of Dentistry, according to
the procedures of the College of Dentistry and the Hospital (including approval
by the Head of the Hospital Dentistry Clinical Service) and the procedures of the

University Operations Manual, a dentist who meets the qualifications for

membership shall be a member of the Active Clinical Staff of the UIHC.

C. Upon receiving an academic appointment to a clinical department (that
constitutes a Clinical Service listed in Article II, Section 3;-Part-(A) in the
University of lowa College of Medicine, according to the procedures set forth in

the Manual of Procedure of the College of Medicine and the University

Operations Manual, a health care professional faculty member (for whose

discipline there is no department in the hospital organization), who meets the
qualifications for membership (see Article II, Section 3;-Part-(B-)(1-);), and is
continuously involved in the patient care program of a Clinical Service, shall be
a member of the Active Clinical Staff of the UIHC. His/her practice shall be

limited to the clinical duties and responsibilities intrinsic to his/her professional

discipline and privileges granted.

d. All active-chinicalstaffActive Clinical Staff members are eligible to vote.
Active ehnical-staffClinical Staff are expected to contribute to the organizational
and administrative affairs of the elinical-staffClinical Staff, which may include

service on committees and duties of office to which elected or appointed, and
must participate in quality management, utilization review, and peer review

activities.
Emeritus Staff

Only persons who are members of the Active Clinical Staff at the time of their
retirement, and who continue to meet the qualifications for elinical-staffClinical Staff

membership, are qualified for membership on the Emeritus Staff of the UIHC. Emeritus

status is granted according to the procedure set forth in the University Operations
Manual. All Emeritus staff members with clinical privileges are expected to contribute

to the organizational and administrative affairs of the ehinical-staffClinical Staff, which
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may include service on committees and duties of office to which elected or appointed,
and must participate in quality management, utilization review, and peer review

activities.

Courtesy Teaching Staff

Upon receiving an academic appointment to the non-salaried clinical track of the
University of lowa College of Medicine or Dentistry, according to the procedures of the

applicable College and the University Operations Manual, a physician or dentist who

meets the qualifications for membership shall be a member of the Courtesy Teaching
Staff of the UIHC.

Temporary Staff

Upon receiving a written invitation from the Clinical Service Head to visit at the UIHC
for a period of time not to exceed thirty (30) days, a physician or dentist who meets the
following qualifications for membership shall be a member of the Temporary Staff of
the UIHC during that visit: graduate of an approved or recognized medical, osteopathic
or dental school, licensed to practice in the state of lowa, demonstrated current

competence, and adequate liability insurance.
House Staff

Upon receiving an appointment to the House Staff from the BirectorChief Executive

Officer of the UIHC, pursuant to nomination by the appropriate Clinical Service Head, a
physician or dentist who has signed a contract with the UIHC, is a graduate of an
approved or recognized medical, osteopathic or dental school, and is licensed to practice

in the state of lowa shall be a member of the House Staff of the UIHC.

Physicians and dentists who have received an appointment to a residency program that
has a written affiliation agreement with the University of lowa in effect and have been
assigned to a rotation at the UIHC by that program shall be a temporary member of the

House Staff of the UIHC during the approved rotation, provided that they have received

29



the written approval of the Head of the Clinical Service in which the rotation will be
served, they are graduates of an approved or recognized medical, osteopathic or dental
school, are licensed to practice in the state of lowa and have signed an agreement to

abide by these Bylaws, Rules and Regulations, directives of the University Hospital

Advisory Committee, and rules and regulations of the applicable Clinical Service.

Section 4: Clinical Privileges

Members of the ehnical-staffClinical Staff and other practitioners, as described in SectienArticle IV 4;
Part-(F;), are eligible to apply for clinical privileges.

A

Practice Limited to Clinical Privileges

Each ehinical-staffClinical Staff member or practitioner who is granted privileges shall be
entitled to exercise only those clinical privileges specifically granted to him or her by the

University Hospital Advisory Committee or by these Bylaws, Rules and Regulations.

Qualifications for Privileges

Each applicant must sign an agreement to abide by these Bylaw, Rules and Regulations,

directives of the University Hospital Advisory Committee, and rules and regulations of

the applicable Clinical Service.

All ehinieal-staffClinical Staff members or other practitioners with privileges must
report to the Head of the Clinical Service in which privileges are held or sought any of

the following items:

a. Previously successful or currently pending challenges to any licensure or
registration, the voluntary relinquishment of such licensure or registration, or
any lapse in licensure or registration.

b. Any currently pending or previously filed lawsuits, administrative claims, or

30



other legal action(s) that allege a breach of the professional standard of care on
the part of the physician, dentist, health care professional, or practitioner whether

or not he or she is a named defendant.

C. Any settlements, judgments or verdicts entered in an action in which the
physician, dentist, health care professional, or practitioner was alleged to have

breached the standard of care, whether or not he or she was a named defendant.

d. Any voluntary or involuntary termination of ehnieal-staffClinical Staff
membership or voluntary or involuntary limitation, reduction or loss of clinical

privileges at another hospital.

3. Every practitioner must be free of, or have under adequate control, any significant
physical or behavioral impairment that interferes with, or presents a substantial
probability of interfering with, or that will or may adversely affect his/her ability to

provide quality patient care services.

4. Each applicant must provide references, before initial clinical privileges are granted,

verifying the applicant’s professional and clinical competency.

Clinical Privileges of Physicians and Dentists

All clinical privileges granted by the University Hospital Advisory Committee are contingent
on the person receiving and continuing to possess an appointment to the faculty of either the
College of Medicine or the College of Dentistry. Clinical privileges shall be suspended
automatically during any period when the faculty member is on administrative leave from his or
her respective College. Privileges shall be re-instated automatically at the end of the
administrative leave unless the faculty appointment terminates or corrective action is taken

pursuant to Article IV, Section 6.

1. Clinical Privileges of Active Clinical Staff (Physicians/Dentists)

Physicians and dentists who are members of the Active Clinical Staff (or applicants for
appointments which would qualify them for Active Clinical Staff membership whose

appointments have been recommended to the Dean by the Head of the Clinical Service
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in which privileges are sought) may apply for clinical privileges according to the

procedure in Article IV, Section 5.

Physicians with fellow-associate appointments shall serve as House Staff members in
performing services other than those for which they are granted clinical privileges on the
Active Clinical Staff.

Members of the Active Clinical Staff who are licensed physicians and_licensed dentists
and have clinical privileges may admit patients and may submit fees for professional
services as permitted by the College of Medicine Faculty Practice Plan or the College of

Dentistry Dental Service Plan.

Clinical Privileges of Courtesy Teaching Staff

Members of the Courtesy Teaching Staff (and applicants for appointments which would
qualify them for Courtesy Teaching Staff membership whose appointments have been
recommended to the Dean by the Head of the Clinical Service in which privileges are
sought) whose teaching responsibilities require them to be involved in patient treatment

may apply for clinical privileges according to the procedure in Article IV, Section 5.

Clinical privileges granted to members of the Courtesy Teaching Staff shall not exceed
those necessary to effectively fulfill the member’s teaching responsibilities, and can
only be exercised under the supervision of a member of the Active Clinical Staff who
has clinical privileges to perform the procedures and who finds the Courtesy Teaching
Staff Member qualified to participate. Members of the Courtesy Teaching Staff shall

not admit patients and shall not submit fees for professional services.

The University Hospital Advisory Committee may adopt findings that the needs of the
UIHC, in fulfilling its tripartite mission, require that opportunities be given to members
of the Courtesy Teaching Staff to practice without supervision. Following the adoption
of such findings, the University Hospital Advisory Committee may, upon request of the
Clinical Service Head, authorize a Courtesy Teaching Staff member, who has been

granted privileges according to the procedure in Article IV, Section 5, to practice

without supervision, admit patients, and submit fees. The submission of fees for

professional services must be consistent with the by-laws and procedures of the College
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of Medicine Faculty Practice Plan or the College of Dentistry Dental Service Plan.

Clinical Privileges of Temporary Staff

The Chairperson of the University Hospital Advisory Committee, or his/her designee,
may grant temporary clinical privileges to a Temporary Staff member, upon
recommendation of the Clinical Service Head, who is responsible for verifying the
required qualifications of the Temporary Staff member (Article IV, Section 3-Part
(C:)(4-). and Article 1V, Section 4-Part-(B). The Clinical Service Head shall then assign

the temporary member to a member of the Active Clinical Staff for supervision.
Temporary clinical privileges, unless otherwise limited, shall permit the Temporary
Staff member to perform any procedures which the assigned Active Clinical Staff
member has clinical privileges to perform and authorizes the Temporary Staff member
to perform. The_University Hospital Advisory Committee may, in its discretion,
authorize a Temporary Staff Member to practice without supervision by approving
temporary clinical privileges upon the recommendation of the applicable Credentials
Panel. Temporary clinical privileges shall cease in accord with the written invitation to
the Temporary Staff or when the Clinical Service head or the Chairperson of the
University Hospital Advisory Committee, or his/her designee, in his/her sole discretion,

ends the temporary clinical privileges.

Members of the Temporary Staff shall not admit patients and shall not, without the prior
approval of the University Hospital Advisory Committee to practice without
supervision, submit fees for professional services. Temporary privileges may not

exceed one hundred and twenty (120) days.

A Temporary Member of the Clinical Staff appointed pursuant to this subsection shall
be assigned by the Vice Chair of the University Hospital Advisory Committee or the
applicable Clinical Service Head to a member of the Active Clinical Staff for
supervision. Temporary clinical privileges, unless otherwise limited, shall permit the
Temporary Staff member to perform any procedures which the assigned Active Clinical

Staff member has clinical privileges to perform and authorizes the Temporary Staff
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member to perform. The Temporary Member shall wear an identification badge

identifying him or her as a Temporary Member of the Clinical Staff.

The credentials of a Temporary Member of the Clinical Staff appointed pursuant to this
subsection shall be verified in the same manner as the credentials of any other
Temporary Member, except that the process may occur retrospectively. The process for
verifying credentials shall begin as soon as the immediate situation that resulted in the

declaration of a “full-scale disaster” is under control.

4, Clinical Privileges of House Staff

It is the responsibility of a supervising member of the Active Clinical Staff or the
Emeritus Staff to authorize each House Staff member, including temporary members, to
perform only those services which the House Staff member is competent to perform

under supervision.

Clinical Privileges of Emeritus Staff

Members of the Emeritus Staff, who have assigned ehinical-serviceClinical Service

responsibilities by the Colleges of Medicine or Dentistry, may apply for clinical privileges

according to the procedure in Article IV, Section 5.

Members of the Emeritus Staff who have clinical privileges may admit patients and may submit
fees for professional services as permitted by the College of Medicine Faculty Practice Plan or

the College of Dentistry Dental Service Plan.

Clinical Privileges of Other Members of the Active Clinical Staff

All clinical privileges granted by the University Hospital Advisory Committee are contingent
on the health care professional (as defined in Article 1V, Section 3;-Part-(B-)(1-)) receiving and

continuing to possess a faculty appointment to a clinical department in the College of Medicine.
Health care professionals who are members of the Active Clinical Staff (or applicants for
appointments which would qualify them for Active Clinical Staff membership whose
appointments have been recommended to the Dean by the Head of the Clinical Service in which
privileges are sought) may apply for clinical privileges limited to the clinical duties and

responsibilities intrinsic to his/her professional discipline (Article 1V, Section 3;-Part-(C;
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)(1-6)(c});) according to the procedure in Article 1V, Section 5. Health care professionals with

clinical privileges may not admit patients, but may submit fees for professional services as

permitted by the College of Medicine Faculty Practice Plan.

Clinical Privileges for Other Practitioners

Employees of the UIHC or the College of Medicine, who are employed as Advanced Registered
Nurse Practitioners (ARNP) or Physician Assistants (PA), shall not be members of the ehinical
staffClinical Staff, but may apply for privileges as described in this Section according to the

procedure aset forth in Article IV, Section 5.

Advanced Registered Nurse Practitioners or Physician Assistants shall not have the authority
granted to physicians and dentists to limit substitution or standardization pursuant to protocols
approved by the Pharmacy and Therapeutics Subcommittee and shall not, unless specified in
the protocol approved by the Pharmacy and Therapeutics Subcommittee, be authorized to

override protocol or restricted drug indications.

Advanced Registered Nurse Practitioners may provide clinical services pursuant to

collaborative practice agreements approved by the Head of the elinical-serviceClinical Service

in which they practice. The collaborative practice agreements shall define privileges granted.
Advanced Registered Nurse Practitioners providing clinical services pursuant to a collaborative

practice agreement must be licensed by the lowa Board of Nursing.

Delegated medical functions performed by Advanced Registered Nurse Practitioners shall be
limited to those granted in the collaborative practice agreement approved by the appropriate
Clinical Service Heads and shall be based upon the applicant’s training, experience, and
demonstrated competence. The Clinical Service Head shall submit the collaborative practice
agreements to the Chairperson of the applicable Credentials Panel according to the procedure in

Article IV, Section 5._ These collaborative practice agreements shall delineate specifically the

methods by which the responsible attending physician shall direct the delegated medical

functions performed by the Advanced Registered Nurse Practitioner.

Physician Assistants may provide medical services with the supervision of physician members
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of the Clinical Staff. Physician Assistants providing medical services at the UIHC shall be
licensed by the lowa State Board of Physician Assistant Examiners in accordance with the laws

of the state of lowa.

Patient care responsibilities of Physician Assistants shall be limited to those privileges defined
in the written policy, and shall be based upon the applicant’s training, experience and
demonstrated competence. The Clinical Service Head shall submit a written policy, including a
listing of the privileges requested, to the Chairperson of the applicable Credentials Panel

according to Article 1V, Section 5. This policy shall delineate specifically the methods by

which the responsible attending physician shall direct and supervise the activities of the
Physician Assistant. Physician Assistants shall not be authorized to order or prescribe Schedule
Il controlled substances which are listed as stimulants or depressants. A prescription written by

a Physician Assistant shall include the name of the supervising physician.

Emergency Privileges

In the case of emergency, any ehinical-staffClinical Staff member or practitioner, with clinical
privileges in this hospital, shall be permitted to do everything possible to save the life of a
patient. For the purpose of this paragraph, an “emergency” is defined as a condition which
might result in permanent harm to the patient or in which the life of the patient is in immediate

danger and any delay in administering treatment would add to that danger.

Disaster Privileges

1. Persons granted disaster privileges are not Members of the Clinical Staff and have no rights

under Article IV, Sections 5-7.

2. Disaster privileges may be granted to physicians, dentists, physician assistants or advanced
registered nurse practitioners who are not otherwise eligible for privileges only when the
hospital’s Emergency Operations Plan has been activated in response to a disaster and the
hospital is unable to meet immediate patient needs. Disaster privileges may be granted only

by the Chair or Vice Chair of the University Hospital Advisory Committee

3. The Emergency Operations Plan shall specify how the identity of persons will be verified

before disaster privileges are granted, how primary source verification will occur and how
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the performance of persons granted disaster privileges will be overseen.

4. Disaster privileges terminate automatically. The mechanism for termination, including
notification of any persons granted disaster privileges, shall be specified in the Emergency

Operations Plan.

Section 5: Procedures for Delineating Clinical Privileges

A

Initial or Increased Clinical Privileges

Each application for initial or increased clinical privileges shall be made with the assistance of

the Head of the Clinical Service in which privileges are sought.

If the applicant is a physician or dentist, the Clinical Service Head shall forward the
application along with his/her recommendation to the Chairperson of the applicable
Credentials Panel (medical or surgical). That Credentials Panel shall examine the supporting
documentation provided by the applicant and other available information concerning the

applicant’s training, experience, health status, and demonstrated competence.

If the applicant is a health care professional, as described in Article IV, Section 3;Rart-(B:)(1
), or practitioner, as described in Article IV, Section 4,-Part-(F;), the Chairperson of the

applicable Credentials Panel will forward the application to the health care professional
subpanel or the PA/ARNP subpanel, respectively. This subpanel will be responsible for
examining the supporting documentation provided by the applicant and other available
information concerning the applicant’s training, experience, health status, and demonstrated
competence. Within thirty (30) days of receiving the completed application for review, the
Chairperson of the applicable subpanel will forward a recommendation to the Chairperson of
the applicable Credentials Panel. The Credentials Panel may return the application to the

subpanel with a request to respond to delineated concerns.

All applicants shall be responsible for providing sufficient information to demonstrate their

qualifications and competency in the clinical privileges sought.

Within forty-five (45) days of receiving the completed application for review or the subpanel
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recommendation,—the, the Chairperson of the Credentials Panel shall forward a
recommendation, together with the supporting documentation, to the University Hospital

Advisory Committee for review and final action (Article IV, Section 6;Rart-(D). Within thirty

(30) days of receipt of the recommendation, the University Hospital Advisory Committee shall

make its decision and send the applicant written notification. If the decision of the Credentials

Panel is not to grant privileges as requested (see Article 1V, Section 6;-Part-(B), the applicant
will be notified of the specific reasons for the denial of privileges, his/her rights to a hearing as

provided in Article 1V, Section 6;-Part-(C;), and a summary of the applicant’s rights in the

hearing. Failure to make a written request for a hearing to the Chairperson of the Professional

Practice and Well-being Subcommittee within thirty (30) days of receiving notice shall

constitute waiver of the right to a hearing.

Provisional Status

All initial clinical privileges shall be provisional for the first six (6) months. The Head of the
Clinical Service in which clinical privileges are granted shall designate one (1) or more
members of the active-chinical-staffActive Clinical Staff to proctor the individual’s clinical

competence and professional ethical conduct for that time period. The clinical privileges shall
cease to be provisional at the end of the six (6) months, following a written report from the
proctor to the Clinical Service Head verifying the individual’s clinical competence and
professional/ethical behavior. The Clinical Service Head shall forward the report to the
Chairperson of the appropriate Credentials Panel recommending termination of the provisional
status. If necessary, the proctor shall submit a written report to the Clinical Service Head
recommending additional reviews. If such a report is submitted, the Head, after consultation
with the individual and the chairperson of the appropriate Credentials Panel, shall take
appropriate action. This includes (1) extending the provisional status or (2) recommending
modification in the individual’s clinical privileges. The total period of provisional status may
not exceed one (1) year. If modification, including termination, of clinical privileges is

recommended, the recommendation shall be handled as provided in Article IV, Section 6.

Biennial Review of Clinical Privileges

Biennially, the Head of each Clinical Service shall review the clinical privileges and the
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physical and mental condition of all members and practitioners who hold clinical privileges in
that Clinical Service and forward a recommendation to the applicable Credentials Panel, along
with the supporting documentation which should include the results of OngeingProfessional
Practice-Evaluationsongoing professional practice evaluations and, if applicable, Fecused
Professional-practive-Evaluationsfocused professional practice evaluations. The review of

clinical privileges and the physical and mental condition of the Clinical Service Heads shall be

conducted by an ad hoc review committee composed of three members of the Active Clinical
Staff who have the rank of professor and who are selected by the Chairperson of the applicable
Credentials Panel. The review shall be documented and the recommendation forwarded to the

applicable Credentials Panel, along with the supporting documentation.

If the review is for a health care professional, advanced registered nurse practitioner, or
physician assistant, the applicable Credentials Panel shall forward the recommendation to the
applicable subpanel for review. The subpanel will review the application, supporting
documentation, and the recommendation of the Clinical Service Head. The subpanel will

document their review and send their recommendation to the applicable Credentials Panel.

The Credentials Panel shall submit a list of all members and practitioners, which the Heads
recommend for no change in privileges and the applicable Credentials Panel affirms, to the
University Hospital Advisory Committee. The University Hospital Advisory Committee shall
either reaffirm the clinical privileges of each listed member or practitioner or refer the matter of
the member’s or practitioner’s clinical privileges to the applicable Credentials Panel. The
Credentials Panel, or applicable subpanel, shall conduct a review of all referred matters which
shall include an opportunity for the affected member or practitioner to submit information and,

within thirty (30) days of the referral, shall submit a recommendation.

If the applicable Credentials Panel recommends that the member’s or practitioner’s clinical
privileges be reduced, not reaffirmed, or makes any other adverse recommendation, that adverse
recommendation will be handled as provided in Article 1V, Section 6;-Part-(B:). Each

member’s or practitioner’s clinical privileges shall continue until final action by the University
Hospital Advisory Committee, unless they are suspended under Rart-Article 1V, Section 5(E-ef
this-seetion) or PartFofArticle IV, Section 6-(F).
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BD.

Voluntary Reduction

Im

A voluntary reduction in privileges may occur at any time separate from reaffirmation as

described in Article 1V, Section 5(C). A voluntary reduction apart from reaffirmation may be

initiated by a member or ethetr-practitioner by requesting to a-the Clinical Service Head a
reduction in clinical privileges. Afterconductingareview-ofthereguest—the Clinical Service

The resultting-reduction request must be signed and dated by the requesting member or
practitioner and shall be beth-the-Chnical-Service Headand-the-member-or-otherpractitioner;
with-the reduction-becoming-effective upon a signed and dated acknowledgement from the
Clinical Service Head, with the reduction effective en-the-date-of the-last sighature—TFhe

acknowledgementupon the later of the date of signature of acknowledgement by the Clinical

Service Head or the effective date set forth in the request.

Any reinstatement to prior privileges or increase in privileges requires an application for those

privileges, consistent with the requirements for a member or practitioner’s application for new

privileges.

Professional Liability Reporting
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If the items listed in Article 1V, Section 4-Part-(B-)(2-) occur subsequent to the initial granting

of clinical privileges, they must be reported to the Head of the Clinical Service in which
privileges are held at the time they become known to the affected member or practitioner. The
Clinical Service Head shall immediately forward the information to the Chairperson of the
applicable Credentials Panel (Medical or Surgical). That Credentials Panel, or subpanel if the
person is a health care professional or practitioner, shall review the information provided by the
member or practitioner and may request that additional information be submitted. The Panel

may recommend action pursuant to Article IV, Section 6 of these Bylaws, Rules and

Requlations.

Physical and Mental Examinations

Whenever the Clinical Service Head or Chairperson of the applicable Credentials Panel
reasonably believes, based on specific conduct or activities, that the member or practitioner may
be suffering from a physical or mental impairment that will, or may, adversely affect his/her
ability to provide quality patient care services, he/she may request that the member or
practitioner undergo a physical and/or mental examination by one or more physicians of the
member’s or practitioner’s choice who are also acceptable to the Head or the Chairperson who
makes the request. If the member or practitioner and the Head or Chairperson are unable to
select a mutually acceptable examining physician within ten (10) days of the initial request, the
applicable Credentials Panel shall designate the examining physician. If the member or
practitioner refuses, his/her clinical privileges shall be terminated and there shall be no further
consideration of continued privileges until the examination is accepted and the report of the
examination is received by the Head or the Chairperson. Any time limit for action by the
Credentials Panel shall be extended for the number of days from the request for the examination

to the receipt of the report of the examination by the Chairperson.

Section 6: Corrective Action

A

Decreased Clinical Privileges

Clinical privileges may be reduced, suspended or terminated for activities or professional
conduct considered to be lower than the standards of the hospital and its elinieat-statfClinical

Staff, or to be disruptive to operations of the hospital, or for violation of these Bylaw, Rules and
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Requlations, directives of the University Hospital Advisory Committee, or rules and regulations
of the applicable Clinical Service. Action may be initiated by written request from the
Chairperson of the University Hospital Advisory Committee, Chairperson of the Professional

Practice and Well-being Subcommittee, from the applicable Clinical Service Head, or from a

majority of a review committee created pursuant to Article IV, Section 5-Part-(C;), to the

Chairperson of the applicable Credentials Panel. The request shall be supported by reference to
specific activity or conduct which constitutes the grounds for the request. A copy of the request
shall be sent to the affected member or practitioner. If the affected member or practitioner signs
a written acceptance of the requested reduction, the reduction shall take effect when the
member or practitioner signs the acceptance. If the member or practitioner does not sign such
an acceptance within ten (10) days of receipt of the request, the Credentials Panel, or applicable
subpanel, shall conduct an investigative review which shall include an opportunity for the
affected member or practitioner to submit information. Within forty-five (45) days of receipt of
the request by the Chairperson, the Credentials Panel shall prepare a recommendation which
shall be handled as provided in Article IV, Section 6(B). Part-B-ofthis-seetion:

Credentials Panel Recommendations

The Credentials Panel, in consultation with the Clinical Service Head, may recommend a
formal letter of reprimand; may recommend reduction, suspension, or termination of clinical
privileges, which may include a requirement of consultation or supervision; may impose
conditions on the exercise of privileges; may recommend terms of a probationary period; or

may recommend the member or practitioner obtain appropriate therapy or counseling.

When the recommendation is to deny the request for decreased clinical privileges, the
Chairperson of the Credentials Panel shall forward it, together with the supporting

documentation, to the University Hospital Advisory Committee for review and final action.
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The recommendation shall specify whether or not the Panel was unanimous. If the Panel was

not unanimous, dissenting members may attach a minority report.

When the recommendation is adverse to the member or practitioner, the Chairperson of the
Credentials Panel shall send written notification to the member or practitioner within five (5)
days of preparation of the recommendation, including the specific reasons for the recommended
action, the right to a hearing as provided in Part-C-ef-thissection;Article IV, Section 6(C), and a

summary of the affected member’s or practitioner’s rights in the hearing. Failure to make a

written request for a hearing to the Chairperson of the Professional Practice and Well-being

Subcommittee within thirty (30) days of receiving notice shall constitute a waiver of the right to
a hearing. The Chairperson of the Credentials Panel shall forward the recommendation,
together with supporting documentation, to the University Hospital Advisory Committee. If the
hearing is conducted, the Credentials Panel, or in the case of a health care professional or
practitioner the applicable subpanel, shall, within fifteen (15) days of receipt of the report and
recommendation of the Hearing Committee, consider them and prepare a reconsidered
recommendation. The Chairperson of the Credentials Panel shall forward the reconsidered
recommendation to the University Hospital Advisory Committee. If the reconsidered
recommendation continues to be adverse, the Chairperson of the Credentials Panel shall also
send written notification to the affected member or practitioner within five (5) days of the
preparation of the reconsidered recommendation. The affected member or practitioner shall
have ten (10) days from receipt of the notice to submit a written statement in his/her own behalf

to the Chairperson of the University Hospital Advisory Committee.

Hearing

1. Hearing Committee, Notice and Personal Presence

Whenever a member or practitioner or an applicant that has been rejected for
membership makes a timely request for hearing pursuant to Part-Article 1V, Section 6(B;
). (D5), or (F-efthis-seetien;), the hearing date shall not be less than thirty (30) days nor
more than sixty (60) days from the date of the hearing notice. The Hearing Committee

shall be composed of five members of the Professional Practice and Well-being

Subcommittee, the Active Clinical Staff, or the practitioners’ discipline, selected by the
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Chairperson of that Subcommittee, to ensure that the committee is impartial. No staff
member or practitioner who has actively participated in consideration of the adverse
recommendation shall be appointed a member of this Hearing Committee. Written
notice of the place, time, and date of the hearing, including specific charges or reasons
for the adverse recommendation and a list of witnesses if any are expected to testify,
shall be sent to the person requesting the hearing no less than thirty (30) days before the
hearing. This notice shall be prepared by the Chairperson of the Credentials Panel for
persons receiving an adverse recommendation from this Panel, by the Chairperson of
the University Hospital Advisory Committee for persons receiving an adverse
recommendation by this Committee or suspension of privileges, and by the Clinical
Service Head for House Staff Members. The affected person shall be given an
opportunity to inspect documentary evidence against him/her. The person may be
represented by legal counsel at the hearing if he/she gives written notice to the

Chairperson of the Professional Practice and Well-being Subcommittee at least seven

(7) days prior to the hearing. The person may call witnesses on his/her behalf and
introduce other evidence, including patient charts, if the person gives seven (7) days

notice to the Chairperson of the Professional Practice and Well-being Subcommittee.

Rebuttal evidence and/or witnesses may be added in response, with notice to the
affected person prior to the hearing. Personal presence of the affected person or his/her
representative shall be required, and failure without good cause to appear shall

constitute a waiver of the right to a hearing.

At the written request of the affected person and the approval of the Chairperson of the

Professional Practice and Well-being Subcommittee, the affected person may waive

adherence to the hearing time requirements.

Presiding Officer

The Hearing Committee shall select from its membership a Chairman who shall be the
presiding officer at the hearing. The presiding officer shall act to ensure that all
participants in the hearing have a reasonable opportunity to be heard and present oral
and documentary evidence, and to ensure that decorum is maintained. The presiding

officer shall be entitled to determine the order of procedure during the hearing and shall
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have the authority and discretion to make rulings on all questions.

Conduct of the Hearing

At a hearing both sides shall have the following rights: to call and examine witnesses,
to introduce exhibits, to cross-examine any witness on any matter relevant to the issues
and to rebut any evidence. The hearing shall not be conducted according to rules of law
relating to the examination of witnesses or presentation of evidence. Any relevant
evidence shall be admitted by the presiding officer if it is the sort of evidence on which
reasonable persons are accustomed to rely in the conduct of serious affairs, regardless of
the admissibility of such evidence in a court of law. Each party shall have the right to
submit a memorandum of points and authorities, and the Hearing Committee may
request such a memorandum to be filed following the close of the hearing. The Hearing
Committee may interrogate witnesses or call additional witnesses if it deems it
appropriate. The presiding officer shall have the discretion to take official notice of any
matters relating to the issues under consideration. Participants in the hearing shall be
informed of the matters to be officially noticed, they shall be noted in the record of the
hearing, and the person requesting the hearing shall have the opportunity to refute the
noticed matter. The Hearing Committee shall maintain a record of the hearing by one of
the following methods: a shorthand reporter present to make a record of the hearing, a
recording, or minutes of the proceedings. The cost of such shorthand reporter shall be
borne by the party requesting the reporter. The presiding officer may adjourn the
hearing and reconvene the same at the convenience of the participants without special

notice.

Decision of the Hearing Committee

The decision of the Hearing Committee shall be based on the preponderance of the
evidence produced at the hearing. Within thirty (30) days of the completion of the
hearing, the Hearing Committee shall submit its written recommendation, including a
statement of the basis for the recommendation(s), to the Credential Panel in the case of
Part B hearings, the University Hospital Advisory Committee in the case of Part D or F

hearings, or the Clinical Service Head if the affected member is House Staff. The
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affected person has the right to receive the written recommendation of the hearing panel,

including a statement of the basis of the recommendation(s).

University Hospital Advisory Committee Action

When the _University Hospital Advisory Committee receives the recommendation or
reconsidered recommendation from the Chairperson of the Credentials Panel, it shall consider
records created in the proceedings (including any recommendations, and the documentation on
which the recommendations are based, of the Credentials Panel or Hearing Committee), any
written statement timely submitted by the affected person and in its discretion, other evidence.
Within thirty (30) days of receipt of the recommendation or reconsidered recommendation, the
University Hospital Advisory Committee shall make its decision and send the affected person
written notification, including a statement of the basis of the decision. A member or
practitioner shall also be notified of his/her right to request appellate review to the Chairperson

of the University Hospital Advisory Committee within thirty (30) days of the notice.

If the decision is to grant fewer clinical privileges than requested or to reduce, suspend or
terminate clinical privileges and the affected member or practitioner did not have an
opportunity to request a hearing under Part-Article IV, Section 6(B) or (F-efthissection;), the

member or practitioner shall be entitled to a hearing as provided in Part-Article 1V, Section 6(C

of this-section). Failure to make a written request for a hearing to the Chairperson of the

Professional Practice and Well-being Subcommittee within thirty (30) days of receiving notice,
complying with the requirements of notice in Part B, shall constitute a waiver of the right to a
hearing. If a hearing is conducted pursuant to Part C, the University Hospital Advisory
Committee shall, within thirty (30) days of receipt of the report and recommendation of the
Hearing Committee, make a reconsidered decision, and send the affected member or
practitioner written notification of the decision, including a statement of the basis of the
decision and his/her right to request appellate review to the Chairperson of the University
Hospital Advisory Committee within thirty (30) days of the notice.

Appellate Review

If the decision is adverse to the member or practitioner, the affected member or practitioner

may request appellate review by the University Hospital Advisory Committee on the grounds
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that:

1. there was substantial failure of the Hearing Committee or the University Hospital

Advisory Committee to comply with these Bylaws, Rules and Requlations or the

procedures adopted by the University Hospital Advisory Committee for the conduct of

the hearing and decisions upon hearing so as to deny due process or a fair hearing;
2. the action was taken arbitrarily, capriciously or with prejudice, or

3. the action of the Hearing Committee or University Hospital Advisory Committee was

not supported by substantial evidence in the record as a whole.

Failure to make a written request for appellate review to the Chairperson of the University
Hospital Advisory Committee within thirty (30) days of receiving notice shall be deemed an
acceptance of the decision of the University Hospital Advisory Committee. The University
Hospital Advisory Committee shall notify the affected member or practitioner, no less than
fourteen (14) days before the appellate review, of the date, time, and place of the review. The
appellate review Committee shall be composed of five members of the University Hospital
Advisory Committee, selected by the Chairperson of the University Hospital Advisory
Committee, to ensure that the committee is impartial. Any individual who has participated in
initiating or investigating the underlying matters at issue is disqualified from serving on the

appellate review committee.

At the written request of the affected member or practitioner and the approval of the
Chairperson of the University Hospital Advisory Committee, the affected person may waive
adherence to the hearing time requirements. When the member or practitioner requesting
review is under suspension, such review shall be scheduled as soon as arrangements for it may
be reasonably made, upon mutual consent of the Chairperson of the University Hospital

Advisory Committee and the affected member or practitioner.

The affected member or practitioner shall have access to the report and record of the hearing
committee and all other material, favorable or unfavorable, that was considered in making the
adverse recommendation against him/her. The affected member or practitioner shall have ten

(10) days from the time of the request to submit to the Chairperson of the University Hospital
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Advisory Committee a written statement in support of his/her position on appeal, specifying the
factual or procedural matters with which he/she disagrees, which are limited to the grounds for

appellate review listed above, and the reasons for such disagreement.

The appellate review committee shall review the records created in the proceedings, the written
recommendation of the hearing panel, and shall consider any written statement timely
submitted by the affected member or practitioner for the purpose of determining whether the
adverse recommendation against the affected member or practitioner was supported by
substantial evidence in the record, was not arbitrary or capricious, and whether due process and
a fair hearing was provided to the affected member or practitioner. The affected member or
practitioner shall be present at the appellate review and may be represented by his/her attorney.
He/she shall be permitted to speak against the adverse recommendation, limited to the scope of
the appellate review, and shall answer questions of any member of the appellate review
committee. The ehinieal-statfClinical Staff may be represented by the Chairperson of the

Professional Practice and Well-being Subcommittee, or other individual to speak in favor of the

adverse recommendation, and shall answer questions of any member of the appellate review
committee. The appellate review committee may not accept additional oral and written
evidence. Within twenty-one (21) days of completion of the appellate review, the appellate
review committee shall submit its report to the University Hospital Advisory Committee. The
University Hospital Advisory Committee may affirm, modify, or reverse its prior decision,
within thirty (30) days of receiving the report from the appellate review committee. The
affected member or practitioner shall be sent written notification of the final decision, including

a statement of the basis of the decision, within five (5) days.

The decision of the University Hospital Advisory Committee is final, subject only to the
discretionary appeal to the Board of Regents provided in sectienSection 111-31of the University

Operations Manual.

The procedures provided in seetionSection 111-29.6 of the University Operations Manual shall

not be available in any action concerning clinical privileges.

Summary Suspension

The Chairperson of the University Hospital Advisory Committee, Chairperson of the
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Professional Practice and Well-being Subcommittee, or the Clinical Service Head for the

member or practitioner shall have the authority, whenever action must be taken immediately in
the best interests of patient care in the hospital, to summarily suspend all or any portion of the
clinical privileges of any member or practitioner, and the suspension shall be immediately
effective. The affected member or practitioner will be notified in writing of the reasons for the
suspension within twenty-four hours. The affected member or practitioner shall be entitled to a
hearing, within a reasonable time, as provided in Rart-C-ofthis-section-Article 1V, Section 6(C).

Upon mutual consent of the affected member or practitioner and the Chairperson of the

Professional Practice and Well-being Subcommittee the hearing will be held as soon as

arrangements can be made. Failure to make a written request for a hearing to the Chairperson

of the Professional Practice and Well-being Subcommittee within thirty (30) days of the

suspension shall constitute a waiver of the right to a hearing. If the right to a hearing is waived,
the suspended privileges can be restored only by an application for increased privileges as

provided in Article IV, Section 5. If the hearing is not waived, the Hearing Committee may

temporarily restore all or part of the suspended privileges, pending final determination by the
University Hospital Advisory Committee. The Hearing Committee, in accord with Part-Article
IV, Section 5(C;), shall make its report and recommendation to the University Hospital
Advisory Committee and they shall be handled as a recommendation of the Credentials Panel as
provided in RPart-B-of this-section-Article IV, Section 5(D). The Hearing Committee shall also

send written notification to the affected member or practitioner, including a statement of the

basis of the recommendation.

The Chairperson of the Professional Practice and Well-being Subcommittee or the applicable

Clinical Service Head will be responsible for arranging for alternative medical coverage for the

patients of the suspended practitioner still in the Hospital at the time of suspension.

Automatic Suspension

The Chairperson of the University Hospital Advisory Committee, the Chairperson of the

Professional Practice and Well-being Subcommittee, or the applicable Clinical Service Head

shall have the authority to automatically suspend the clinical privileges of any member or
practitioner who fails to complete medical records in accordance with the ehrical-staffClinical

Staff rules and regulations or whenever a member’s or practitioner’s license to practice in lowa
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is revoked, restricted, or suspended. Procedural rights will not be available to member’s or
practitioner’s who receive automatic suspension of their clinical privileges. Privileges will be
reinstated by the Chairperson of the University Hospital Advisory Committee or the

Chairperson of the Professional Practice and Well-being Subcommittee upon demonstrated

compliance.

The Chairperson of the Professional Practice and Well-being Subcommittee or the applicable

Clinical Service Head will be responsible for arranging alternative medical coverage for the

patients of the suspended member or practitioner still in the Hospital at the time of suspension.

Section 7: House Staff Member Rights

A. The House Staff Graduate Medical or Dental Education Appointment Contract is for no more
than a twehvetwelve -(12) month duration and may be renewed annually upon satisfactory
performance in the training program. In the event that the Training Program Director (Clinical
Service Head) does not recommend renewal of a house staff member’s contract due to
unsatisfactory progress in the training program and the training program has not been
completed, the affected house staff member shall be so notified in writing at least four (4)
months prior to the expiration of the contract, which shall include a statement of the grounds
for the decision. A decision not to renew made within four (4) months of the expiration or a
decision to cancel a renewed contract before the beginning of the contract period shall be
considered a discharge and must be based on grounds that would justify discharge during a

contract period.

A Residency Program Director may suspend without pay or discharge a house staff physician or
dentist during a contract period for unprofessional or unethical conduct, illegal actions, gross

unsatisfactory performance, or failure to observe these Bylaws, Rules and Regulations,

directives of the University Hospital Advisory Committee, or rules and regulations of the
applicable Clinical Service. After explaining the grounds for suspension or discharge to the
house staff member, the Clinical Service Head (Program Director) shall give written notice of
the suspension or discharge to the house staff member, including a statement of the grounds for

the action, the right to a hearing as provided in Article 1V, Section 6;-Part-(C;), and a summary

of the house staff member’s rights.
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A suspended or discharged house staff physician or dentist shall be entitled to a hearing before

a body appointed by the Chairperson of the Professional Practice and Well-being

Subcommittee. Failure to make a written request for a hearing to the Chairperson of the

Professional Practice and Well-being Subcommittee within thirty (30) days of receiving written

notice of suspension or discharge shall constitute a waiver of the right to a hearing. The
Hearing Committee shall be composed of no less than four members of the Professional

Practice and Well-being Subcommittee and three house staff physicians or dentists, selected so

as to provide an impartial tribunal. The hearing shall be conducted in accordance with Article
1V, Section 6;-Rart-(C;), except for the composition of the Hearing Committee and the recipient
of the Committee’s decision. The Chairperson of the Hearing Committee shall give written
notice of the committee’s decision to the affected house staff physician or dentist, the program

director and the BirecterChief Executive Officer of UIHC, including a statement of the basis

for the decision. At the written request of the affected house staff physician or dentist and the

approval of the Chairperson of the Professional Practice and Well-being Subcommittee, the

house staff physician or dentist may waive adherence to the hearing time requirements.

The decision of the Hearing Committee is final, subject only to discretionary appeal to the

Board of Regents provided in seetionsSections 111-31 of the University Operations Manual. This

procedure and those in this seetionSection shall be exclusive.

The procedures provided in seetionSection 111-29.6 of the University Operations Manual shall

not be available in any action concerning clinical privileges.

Other concerns of house staff members shall be addressed through procedures approved by the

University Hospital Advisory Committee.

Section 8: Patient Care Responsibility

A

Clinical Service Head

Each Clinical Service Head shall have supervision over the clinical activities of the Clinical

Service.
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Services

Each Clinical Service shall provide for one or more Services. A Service shall consist of one or
more Attending Physicians or Dentists, and may include one or more House Staff members.
On admission to the UIHC, each patient is assigned to the Service of his/her attending physician

or dentist.

Attending Physicians and Dentists

An Attending Physician or Dentist shall be a member of the Active Clinical Staff or the
Emeritus Staff. The Attending Physician or Dentist shall be responsible for ordering (and when
appropriate, performing) all diagnostic and therapeutic procedures performed for the patients
assigned to his/her Service. He/she may delegate to other members of the Service or the patient
care team those procedures which, in his/her judgment, they are capable of performing legally,
safely, and effectively, providing that he or she, or another Attending Physician or Dentist, is
readily available for consultation during the performance of these activities. Under these

circumstances, he or she retains responsibility for these clinical activities.

In the event that the Attending Physician or Dentist expects to be unavailable, it shall be his/her
responsibility to designate another member of the Active Clinical Staff or the Emeritus Staff as
Attending Physician or Dentist for the patient(s) and to report this action to the Clinical Service
Head. If, for any reason, the Attending Physician or Dentist fails to make this designation and
is not available, another member of the Clinical Staff shall be designated by the Clinical

Service Head as the Attending Physician or Dentist for the patient(s) concerned.

In the discharge of this responsibility for the care of patients, on the Service, the Attending
Physician or Dentist shall comply with the regulations and policies issued by the Clinical

Services.

Section 9: Clinical Service Meetings

Each Clinical Service shall meet on a regular basis, not less than once per month, and attendance by the

members and practitioners with clinical privileges in the Clinical Service shall be required. Such

meetings shall serve as an instrument to accomplish a critical review of all medical or dental practices

within each Clinical Service. Minutes shall be maintained and shall contain at least a listing of the
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Clinical Service members present, the subject matter and clinical problems discussed and actions
taken. Attendance will be reported to the appropriate credentials panel through the Clinical Service

Head for consideration during the credentialing process.

ARTICLE V: EVALUATION OF CLINICAL CARE

Section 1: Performance Improvement Program

The University Hospital Advisory Committee shall adopt, annually review, and, as necessary, revise a
Performance Improvement Program to evaluate the quality of professional services and to take
appropriate actions based on those evaluations. The Performance Improvement Program shall include

the Clinical Service quality and performance improvement committees, the Professional

PraeticeQuality and Safety Oversight Subcommittee, the University Hospital Advisory Committee,
and other committees designated by the-University Hospital Advisory Committee.

Section 2: Medical and Dental Audit

Each Clinical Service shall have a Medical or Dental Quality and Performance Improvement
Committee which shall be appointed by the Clinical Service Head and be a subcommittee of the
Prefessional-PracticeQuality and Safety Oversight Subcommittee. The Committee shall measure the

extent to which patient care delivered in the Clinical Service satisfies standards of care formulated

pursuant to the Performance Improvement Program and take constructive intradepartmental action on

the evaluation results.

Section 3: Surgical Pathology Review

Any tissues removed surgically must be sent to Pathology unless prior written approval has been
obtained by the responsible physician from the Director of Surgical Pathology, or his designee. Each
instance of normal tissue and/or variation between preoperative diagnosis and pathological findings
shall be reported to the appropriate Clinical Servic-e Head. These cases shall be prepared for

presentation at a subsequent Clinical Service conference.

Section 4: Clinical Service Ongoing Review

Each Clinical Service shall maintain a continuous review of the clinical practice of those persons

having clinical privileges in the Clinical Service. Particular attention shall be devoted to cases
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involving selected deaths, unimproved patients, nosocomial infections, questionable diagnosis or
treatment, and patients with complications of their illnesses. It shall be the responsibility of the
Clinical Service Heads to assure the accomplishment of this review objective and that the specific
procedures as contained in Article V, Sections 2 and 3-ef-this-Asticle are followed.

ARTICLE VI: CLINICAL SERVICE RULES AND REGULATIONS

Each Clinical Service Head shall adopt such clinical rules and regulations as may be necessary for
proper conduct and administration of the Clinical Service. These shall relate to the proper conduct of
Clinical Service organizational activities as well as the level of practice that is to be required of each
person with clinical privileges in the respective Clinical Service. No rules, regulations or procedures in

conflict with these Bylaws, Rules and Regulations may be adopted.

ARTICLE VII: AMENDMENTS

Proposals for amendments; or changes in amendments to these Bylaws, Rules and Regulations must be

presented in writing by a member of the University Hospital Advisory Committee. Such proposals
shall require the approval of the University Hospital Advisory Committee by a plurality vote of a

quorum of the Committee.

Amendments to Article VIII shall take effect upon such approval by the University Hospital Advisory
Committee. Amendments to Articles I through VII, inclusive, shall also require approval by a majority
of the Board of Regents upon recommendation by the President of the University of lowa, and shall
take effect upon approval by the University Hospital Advisory Committee, the President and the Board

of Regents. The Bylaws, Rules and Regulations of the University of lowa Hospitals and Clinics will be

reviewed at least annually by the University Hospital Advisory Committee. Amendments to the

Bylaws, Rules and Regulations will be proposed as needed.

ARTICLE VIII: PATIENT CARE RULES AND REGULATIONS

Section 1:

All patients admitted to the UIHC as inpatients or housed outpatients shall be assigned to the Service
of their attending physician or dentist who pledges to provide or arrange for continuous care for his or

her patients. Except in an emergency, no patient shall be admitted to the hospital until after a
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provisional diagnosis has been made. In cases of emergency, the provisional diagnosis shall be stated

as soon after admission as possible.

Physical Therapy and Occupational Therapy services shall be provided to inpatients and housed
outpatients only on the order of a member of the Clinical Staff. Physical Therapists and Occupational
Therapists may provide services to outpatients with or without referral when consistent with the

licensure of the therapist and the clinical needs of the patient.
Section 2:

Patient care activities shall be related to the institution’s teaching programs without regard to the
financial status of the patient. Each patient shall be assigned to a patient care team headed by an
Attending Physician or Dentist. House staff physicians, dentists, and students of various health

disciplines may be assigned to the patient care team of any patient.
Section 3:

Physicians and dentists requesting admission of patients shall be responsible for providing such
information as may be necessary to assure the protection of other patients and hospital personnel from

those patients who constitute a source of danger from any cause whatsoever.
Section 4.

Orders for medication or treatment shall be in writing, shall be timed and dated, and shall be signed by

the member or practitioner giving the order, with the following exceptions:
A in cases of emergency, verbal orders may be accepted from members or practitioners

B. in cases when the member or practitioner is unable to be present to write the necessary
order and delaying administering the medication or performing the treatment would be

adverse to the patient’s welfare,

C. All verbal orders will be accepted and documented per hospital policy.
D. Verbal orders regarding bed occupancy will be accepted and documented per hospital
policy.
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Medical students who have completed two (2) years of medical school may write orders. Written
orders by medical students shall be co-signed by the patient’s attending physician or a house staff
member under his/her supervision before they will be carried out by the nursing staff or any other
professional staff. It is the responsibility of the medical student to obtain the co-signature. For patients
who have been declared brain dead per hospital policy and family has given consent to organ donation,
the patient may have orders written by the Organ Donor Coordinator(s) from the Organ Procurement

Organization.

For the purpose of these Patient Care Rules and Regulations, the words “sign” and “‘signature” include
an electronic signature entered pursuant to a verification protocol approved by the Hospital Information

Systems Advisory Subcommittee.
Section 5:

The Attending Physician or Dentist shall be responsible for the preparation of a complete, accurate and
legible medical record for each patient. This record shall be prepared in accordance with the format
issued by the Health Information Management Subcommittee and conform to the standards of theThe
Joint Commission-en-Acereditation-ef-Healtheare Organizations, and governmental regulating bodies.
Medical records shall be safeguarded against loss, defacement, tampering, or use by unauthorized
persons. Records shall be removed from the hospital’s jurisdiction only in accordance with a court

order, subpoena, or statute.
Section 6:

Standard orders may be adopted, as needed by the various Clinical Services and Clinical Divisions, but
they must be individually signed. Standard orders must be reviewed, revised as necessary, and
readopted at least annually. All medication orders for inpatients will automatically expire at the end of
specified durations which have been set by the Pharmacy and Therapeutics Subcommittee. Unless
otherwise indicated for specific drugs or drug categories designated by the Pharmacy and Therapeutics
Subcommittee, medication orders will automatically expire after thirty (30) days. Cancellation of all
existing orders for a patient will be effected on change of service, when the patient is sent to the
operating room or delivery room. Drug orders and prescriptions shall be written by the generic name
unless the preparation has a simple proprietary name and a complex generic name. Drug dosages shall

be written in the metric system.
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Section 7:

A medical history and physical examination shall be completed and documented for each patient no

more than thirty (30) days before, or twenty-four (24) hours after, admission or registration for a

procedure requiring anesthesia services. The medical history and physical examination must be

completed and documented by a member of the Clinical Staff or other practitioners privileged pursuant

to Article 1V, Section 4(F). An updated examination must be completed prior to surgery or a procedure

requiring anesthesia services, when the medical history and physical examination are completed within

thirty (30) days before admission or reqgistration (in a non-inpatient setting). The updated examination

of the patient, including any changes in the patient’s condition, must be completed and documented by

a member of the Clinical Staff or other practitioners privileged pursuant to Article 1V, Section 4(F).A

agmission-of-the-patient. If the circumstances are such that a delay is necessary, a brief admission note
may be recorded pending completion of the history and physical examination. A re-admission note, or
a “short form” must be recorded and signed before any operation is performed or treatment is

instituted, except in cases of emergency.
Section 8:

A-surgieal procedure shall be performed only upon the informed consent of the patient or the patient’s
legal representative, except in emergencies or pursuant to a court order. Operative reports dictated or
written immediately after surgery record the name of the primary surgeon and assistants, findings,
technical procedures used, specimens removed, and postoperative diagnosis. The completed operative
report is authenticated by the surgeon and filed in the medical record as soon as possible after surgery.
When the operative report is not placed in the medical record immediately after surgery, a progress
note is entered immediately. The medical record should reflect a post-anesthetic evaluation made by
an individual qualified to administer anesthesia within 48 hours after surgery. This report should
document the cardiopulmonary status, level of consciousness, observations and/or patient instructions
given, and any complications occurring during post-anesthetic recovery. All tissues removed will be
sent to the Pathology Laboratory, where such examinations will be made as may be considered
necessary to arrive at a diagnosis. Reports of such examinations shall be signed by the responsible

physician and filed in the medical record and in the pathology files.
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In addition, when tissues that have been removed at other institutions are to be used as a basis for
developing, recommending or continuing a treatment plan by an Attending Physician or Dentist, the
tissues shall be sent to the Pathology Laboratory for a formal examination prior to implementing the
treatment plan, unless, in the best medical judgment of the attending physician/dentist, a delay in
starting treatment would constitute a significant hazard for the patient. Specific exceptions to this
policy may be granted by the Diagnostic Services Subcommittee following a written petition from a

clinical division or department.
Section 9:

Patients shall be discharged only upon written order of a member or practitioner. Patients who sign out
against medical advice shall be requested to sign a suitable release form. Records of discharged
patients shall be completed within fourteen (14) days following discharge. The clinical resume should
be concise, include information relative to the reason for hospitalization, pertinent findings; procedures
performed and care, treatment and services provided, the condition of the patient on discharge; and
instructions given to the patient and/or the family as appropriate. All final diagnoses shall be recorded

in full.
Section 10:

All members of the Clinical Staff are expected to be actively interested in acquiring permission to
perform autopsies. No autopsy shall be performed without the written consent of a person legally
authorized to consent. All autopsies shall be supervised by a member of the Active Clinical Staff of
the Pathology Department. Physicians seeking permission for autopsies shall explain adequately what
constitutes a routine autopsy and that the extent of the permit will not be violated. The Pathology
Department shall be notified regarding exceptions in autopsy procedures so that the intent of the person
giving the consent shall not be violated. The completed autopsy report shall be made part of the
patient’s medical record within ninety (90) days of the patient’s death.

Section 11:

The Attending Physician or resident physician is responsible for signing the death certificate in a timely

manner when requested to do so by a funeral director and/or by a Decedent Care Center staff member.
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Section 12:

Drugs used shall be those listed in the U.S. Pharmacopeia — National Formulary, the Formulary and

Handbook of the UIHC, or approved by the Pharmacy and Therapeutics Subcommittee. When trade or
proprietary nomenclature for a drug is employed, the Clinical Staff of the UIHC authorizes generically
equivalent drugs approved by the Pharmacy and Therapeutics Subcommittee to be dispensed by the
Pharmacy Department and administered by the Department of Nursing and other persons authorized to
administer medications. Additionally, the Clinical Staff authorizes the substitution of drugs that are
chemically dissimilar but have been judged by the Pharmacy and Therapeutics Subcommittee to be
therapeutically equivalent. If substitution is not acceptable, the physician or dentist must write on the
prescription that only the brand specified is acceptable. The Pharmacy will act to obtain and dispense

such brand on such indication that only a specific brand is acceptable.

The Clinical Staff authorizes the conversion of ordered doses of selected drugs, as specified by the
Pharmacy and Therapeutics Subcommittee, to standardized dosages in accord with dose conversion
protocols approved by the Pharmacy and Therapeutics Subcommittee. The Clinical Staff authorizes
the Pharmacy Department to dispense, and the Nursing Department and other persons authorized to
administer medications to administer, those converted doses. If conversion is not acceptable, the
physician or dentist must write on the medication order that only the exact dose specified is
acceptable. Pharmacy will prepare and dispense the specified dose on such indication that only that

dose is acceptable.
Section 13:

Where there is joint patient responsibility among staff members of two or more Services, it shall be
necessary to delineate responsibility. All members of the Services involved in the care of the patient
shall accordingly know in whom basic responsibility for making the primary decisions lies and who, in
turn, is performing a consultative function. Any conflicts with regard to basic responsibility for a
patient shall be adjudicated by the Heads of the Clinical Services involved or, if they are unable to
resolve the conflict, the Chief of Staff.
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Section 14:

In accord with the Joint Commission on Accreditation of Healtheare Organizations™ The Joint

Commission’s standards, all inpatients of the Hospital Dentistry Clinical Service shall receive the same
basic clinical appraisal as patients assigned to other Clinical Services. A physician member of the
Active Clinical Staff or the Emeritus Staff shall be responsible for the care of any medical problem that
may be present, or that may arise concerning a dental patient or other inpatient receiving dental care. A
physician’s monitoring of hospitalized dental patients is unnecessary unless a medical problem is
present upon admission; the dentist does have the obligation to request consultation with an appropriate
physician when a medical problem arises during hospitalization of his/her dental patient. The Head of
the Department of Surgery, or his designee, shall provide overall supervision of surgical procedures
performed by dentists who are not oral surgeons, which means that he/she shall be available for

consultation or involvement as necessary, but does not mean that he/she must be present.
Section 15:

The Director of the Emergency Treatment Center shall be a member of the Active Clinical Staff. He or
she shall be designated by the Chairman of the_University Hospital Advisory Committee, in concert
with the Head of the Clinical Service in which the member is appointed, to be responsible for
monitoring the daily operations of the Emergency Room. Each Clinical Service Head is responsible
for arranging for the availability of members of his Clinical Service to provide consultative and
treatment services for emergency patients and to assure that patients presenting for specialty care are
provided appropriate and timely service. All members of the Clinical Staff of the UIHC shall
participate in the overall plan for the reception and treatment of emergency patients as set forth in the

approved Emergency Service Operations Manual.

Section 16:

Members of the Clinical Staff are encouraged to participate in continuing education programs
sponsored by the Clinical Services of the UIHC, the University of lowa College of Medicine and the
College of Dentistry, and organizations outside the UIHC. Participation in the roles of both students
and teachers is recognized as the means of continuously improving the service rendered by the Clinical
Staff.
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Section 17:

In order to avoid confusing multiple billings to patients and to assure appropriate controls of costs to
patients, no charges maybemay be submitted to patients for services within the UIHC, except through
the UIHC’s statement or Faculty Practice Plan and Dental Service Plan fee billings, unless prior written

permission has been given by the BireeterChief Executive Officer of the UIHC or his/her designee.

Section 18: Faculty Practice Plan and Dental Service Plan

The Faculty Practice Plan is organized for the purpose of administering certain funds received in the
course of medical practice at the UIHC and other locations. The Faculty Practice Plan shall purchase

collection services from the UIHC.

The Dental Service Plan is organized for the purpose of administering certain funds received in the
course of dental practice at the UIHC and other locations. For services performed within the UIHC, the

Dental Service Plan shall purchase collection services from the UIHC.

Section 19: Formulary

The Formulary and Handbook of the UIHC shall be published each year for the benefit of the Clinical

Staff and other health care professionals at the UIHC. This document shall include specific policies
and procedures to be followed with regard to administrative and clinical matters and shall be reviewed

and approved annually by the Pharmacy and Therapeutics Subcommittee.

Section 20: Disaster Plan

In case of a civil or natural disaster, the UIHC shall follow the Disaster Plan approved by the

University Hospital Advisory Committee.
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APPENDIX |

THE UNIVERSITY OF IOWA HOSPITALS AND CLINICS DEPARTMENTS

The following hospital departments have been established pursuant to Article Il, Section 2;-Part
(B€)(i) of the Bylaws, Rules and Regulations of the University of lowa Hospitals and Clinics and its
Clinical Staff:

Professional Departments

Clinical Quality, Safety and Performance Respiratory Care
Improvement
Food and Nutrition Services Pharmaceutical Care
Nursing Services and Patient Care Social, Patient and Family Services
Rehabilitation Therapies Spiritual Services

Other Departments

Capital Management Integrated Strategic Planning &

Business Development
Community and Patient RelationsCapital Jt. Office - Patient Financial Services
Management

Engineering Services&:
Pelaticns

Jt. Office - Compliance

EngineeringEnvironmental and Guest Services Jt. Office - Marketing/Communications
EnvironmentalFinance and GuestAccounting Materials Service
Services
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Finanee-and-AceountingGuest Services

Health Information Management

Health Care Information Systems

Human Resourcestategss
Business

-~ Development
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Operational Excellence & Quality/Safety
Procurement Services
Safety and Security

Volunteer Services
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L

m FIEALTH CARE

i
Faculty Presentation
Lung Transplantation: State of the Art

Julia Klesney-Tait, MD, PhD
Assistant Professor of Internal Medicine
Medical Director, Lung Transplantation Program

Kalpaj Parekh, MD
Associate Professor of Cardiothoracic Surgery

Surgical Director, Lung Transplantation Program
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Lung Transplantation

Therapy for patients
with untreatable end
stage lung disease

Chronic Obstructive
Lung

Pulmonary Fibrosis
Cystic Fibrosis

Pulmonary
Hypertension

L
ﬁﬁ RO
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L

. m UNIVERSITY oF IOWA
Lung Transplantation: Present HEALTH CARE

Adult Lung Transplants

4000

3500 M Bilateral/Double Lung

3000 M Single Lung

LT 11 e T

2000

1500

QO -frormrmmrmememn oo

500

JHLT. 2015 Oct; 34(10): 1264-1277 22



Ul Lung Transplantation Program: SRR
1 UNIVERSITY oF IOWA

Clinical Overview HEALTH CARE

Restarted in 2007

62 centers in the country

124 lung transplants
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Ul Lung Transplantation: :
One-year Survival: Top 5in the Nation | FIEALTH CARE

100% s
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95% 0 . 5

859 O”O/O_/_O/o—”‘of—do 70

15

90%

NUMBER)

PERCENT (%) OF PATIENTS SURVIVING AT END OF PERIOD
TRANSPLANTS (N

80% ’

75% Jul 2011 Jan 2012 Jul 2012 Jan 2013 Jul 2013 Jan 2014 Jul 2014
n 34 42 40 38 39 39 35
—O—US average 84.2% 84.5% 85.1% 85.4% 85.8% 86.1% 86.4%
—O—IAIV expected  87.3% 87.4% 88.1% 87.9% 88.7% 89.2% 89.6%
IAIV actual 93.3% 92.0% 92.0% 94.7% 94.9% 91.8% 97.1%

Chest 147(5):1435-43 - April 2015 24



Ul Lung Transplantation:
Three-year survival | HEALTH CARE
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TRANSPLANTS (N

15

PERCENT (%) OF PATIENTS SURVIVING AT END OF PERIOD

10

O% Jul2011  Jan2012  Jul2012  Jan2013 = Jul 2013 Jan 2014  Jul 2014
n 5 9 17 27 31 34 42
—O—US average 66.4% 66.6% 66.2% 66.9% 67.5% 68.2% 68.2%
—O—IAIV expected  71.7% 75.1% 72.4% 70.7% 70.6% 71.1% 71.1%
IAIV actual 80.0% 77.8% 76.5% 81.5% 80.7% 82.4% 81.0%

Chest 147(5):1435-43 - April 2015



Lung Transplantation | HHEALTH CARE

Despite advances on medical and surgical fronts, national 5
year survival is only 58%

This means that despite our best clinical efforts, half of our
patients have died within 6 years of transplant

If we are going to change the future, we must ask paradigm-
altering questions thorough basic science research.

Median survival (years):
1990-1998: 4.2; Conditional=7.1

| 1999-2008:  6.0; Conditional=8.3 |
2009-6/2013: NA; Conditional=NA

S
w
2z
g
3
7]

— 1990-1998 (N=9,783)
== 1999-2008 (N=21,593) |
2009-6/2013 (N=16,006)

N at risk = 252

N at risk = 154

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 18 17 18 19 20
Years

ISHLT data set 2015
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Ul Lung Transplantation ﬁ I
The Future Starts Now  HEALTH CARE

Michael Eberlein, MD ,PhD

Julia Klesney-Tait, MD, PhD _
Kalpaj Parekh, MD
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Ul Lung Transplant Program: ﬁ o
Clinical Research | FHEALTH CARE

Michael Eberlein, MD, PhD

Patients receiving smaller lungs have a higher incidence of
chronic rejection.

What are the structural, hormonal, and
biochemical effects of placing small lungs in a large chest?

Can we modulate these effects and improve survival?
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Ul Lung Transplant Program: ﬂLﬁ o
Immunologic Research | HEALTH CARE

Julia Klesney-Tait, MD, PhD
Immunologic responses in the lung control bacterial

clearance and immune rejection.
How is neutrophil migration in the lung regulated?

Characterization of these pathways will uncover novel
therapeutic targets to prevent lung damage in transplantation and potentially
other lung diseases.
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Ul Lung Transplant Program:

Lung Stem Cell Research | HEALTH CARE

Kalpaj Parekh, MD

Lung stem cells repopulate injured areas of the lung.
These stem calls disappear over time as our patients develop chronic
rejection.

Can we protect or expand these cells?

These cells can then be used to prevent chronic rejection
and potentially cure many of diseases that result in the need for lung
transplantation.
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Ul Lung Transplant Program: fl]_l‘UN'VLRS‘” —

HEALTH

Lung Stem Cell Research

Prevention:
Protect Lung Stem Cells

Therapeutics:
Replete Lung Stem Cells
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Ul Lung Transplant Program:
Research Funding

National Institutes of Health
American Heart Association
Cystic Fibrosis Foundation

Howard Hughes Foundation

Thoracic Surgery Foundation for Research and
Education

American Society of Transplant Surgery
Carver College of Medicine

Institute for Clinical and Translational Research
Gene Therapy Core for Cystic Fibrosis

In vitro models and Cell Culture Core

] HEALTH CARE
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University of lowa Lung Transplant Program | HEALTH CARE

Kalpaj Parekh, Surgical Director
John Keech

Ali Nasr

Al Ackerman

Julia Klesney-Tait, Medical Director
Michael Eberlein
Tahuanty Pena

Abigail Mack
Ronda Wilson
llka Hill

Heather Bream-Rouwenhorst/Ellen Nickel

Emily Mathews

Janie Knipper
Kim Eppen

Jane Greiner
Carol McCafferty

Debbie Hunter

Angie Korsum, Administration
Beth Schenkel, Finance

33



Lung Transplantation Patient Outcomes L HEALTH CARE

What our patients want you to know about lung
transplantation and what it has allowed them to do:
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Raise their children | HEALTH CARE

'Sur\e 10,
.

1014 &




Celebrate the holidays
P S

‘®

L

m HEALTH CARE
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Go fishing

Run a marathon
(wait, two!)
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2013

Build lowa’s largest
ICe cream cone




] HEALTH CARE

Ul Lung Transplant Program
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