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Introduction

“In the past, physicians only needed a current license, a DEA number and proof of insurance to work in Long Term Care.” 

Today’s nursing homes have a broad range of services ranging from dementia units, sub-acute units, special neuro units for Huntington’s Disease, general geriatrics floors, specialized psych units and even bariatric units.  These require special knowledge and skills that are not always found in every physician.  It is up to each facility and each Medical Director to decide how they credential and privilege each physician.  

Credentialing only really means checking ones past history to make sure they have an unrestricted license and have malpractice.  Of course you need cooperative physicians who answer phone calls, are professional in their interactions with staff, and who are a positive addition to the facility.

Moving beyond this to examine specific competencies for specific types of units such as named above, requires more work along the line of “privileging” which is done in hospitals.  There may be instances when physicians should provide hours of CME, specific types of certification, or have documented competencies by reviewing CME materials provided by the Medical Director and then taking a standardized post-test such as are available from the AMDA Clinical Practice Guidelines.  This document will not go into any of these types of privileging.  

It is beyond the scope of this document to fully discuss and provide mechanisms for review of other staff: such as dentists, podiatrists, mid-level providers such as nurse practitioners or physician’s assistants who generally practice under the license of a credentialed physician.  
Other items are required in LTC but not covered under this manual, such as proof of TB testing.  A Medical Practice Agreement proves invaluable to establish the expected duties and responsibilities of the Attending Physician.  It also outlines a process under which a facility might choose to divest themselves of a physician when services, performance or behavior prove less than desired.  
Medical Practice Agreement
Facility Name

___CITY___, Colorado

Introduction

Facility Name (referred to in this agreement as "the Facility") is a ___ bed nursing facility located in _____________, Colorado and operated by ________________.


The purpose of this agreement is to achieve a high level of quality health care for each facility resident.  This agreement defines the relationships among the attending physicians, the Medical Director, and the Facility.

Organization

The Facility has an open medical staff.  This means any licensed physician who agrees to these rules and has an established medical practice within the service area may apply to admit and care for residents by signing this agreement.  The physician will then be accepted as an attending physician after the approval by the Medical Director and the Administration.


The Medical Director will function in a manner similar to the Chief of Staff of a hospital where there is an organized medical staff.  He/she is responsible for the overall coordination of the medical care in the facility, for ensuring the adequacy and appropriateness of the medical services provided to the residents, and for overseeing the patient care policies.  He/she will also perform other functions and duties as agreed upon with the Facility or as needed to ensure that adequate effective care is provided.


The Medical Staff may meet quarterly to discuss various issues related to care, facility operations, and medical staff functions, and to recommend to the Medical Director relevant policies and actions.


An Executive Committee, consisting of the Medical Director, the Administrator and Director of Nursing will meet at least quarterly with the following functions:

· Review the findings of medical quality assurance activities and recommend follow-up actions to the Medical Director.

· Review and recommend approval of applications for appointment and reappointment to the medical staff

· Review care issues regarding the physicians or the facility as a whole

· Recommend actions regarding practitioners whose care may be inconsistent with accepted or desirable standards.

· Other functions related to ensuring and providing appropriately high quality care within the Facility.

Attending Physician Qualifications


I am a physician licensed in the state of Colorado and I have a license to prescribe controlled substances.  I have an established primary care practice or geriatric nursing home practice within the community and seek to admit patients to the Facility.  I have an adequate amount of professional liability insurance as defined by Facility policy.  I will notify the Medical Director promptly if the status of these qualifications changes.

Appointments and Reappointments

Initial appointments to the medical staff shall be for one year, and reappointments for two years.  I will complete the appropriate forms and provide all pertinent information in a timely fashion.  Towards the end of an appointment or reappointment period, my performance will be reviewed.

The completed application for appointment will be reviewed by the Medical Director and the Executive Committee.  

For re-appointment, the facility will utilize an evaluation form that reviews my performance in the facility.  If the Committee does not recommend reappointment, I have the right to request a hearing before the Committee as discussed below.

Provision of Care


When my patient is admitted, I will provide the Facility with pertinent medical information as defined by medical records policies and procedures.  I will perform a pertinent and timely history and physical and provide other required documentation on any patient under my care.  I will provide all necessary medical coverage and supervision, and ensure appropriate medical care, for each resident under my care.  If I am unavailable, I will ensure that adequate on-call medical coverage is available.  


I will visit my patients in the Facility as required by regulation and consistent with good medical practice.  I will collaborate with other care providers on an appropriate plan of care for each of my patients.  I will respond promptly to notification of acute illnesses or change in condition, and either visit the patient or ensure that the patient receives necessary testing and treatment either at the Facility or by transfer elsewhere. I will write and sign a meaningful progress note after each patient visit.  These notes will contain an evaluation of any changes in the patient's health status, and a rationale for starting, continuing, and discontinuing drugs and other treatments. 


If a nurse practitioner or a physician assistant helps me provide care, I will give the Facility a protocol establishing such an individual's roles, tasks, and responsibilities.  I will give the Facility all information requested regarding certification, license, etc. 


Upon discharge of a resident I will provide a written discharge order, discharge diagnosis, and discharge summary in a timely fashion.  I will also complete any outstanding medical records within an appropriate time frame, as defined by policy.

Disciplinary Action

My privileges as an attending physician at the Facility may be suspended if there are allegations that I have engaged in substantial misconduct or wrongdoing, or if it is determined that my practice is below reasonable professional standards.


Violations of the Medical Practice Agreement or of state or federal regulations, or professional conduct unbecoming of the profession or the Facility, shall constitute reason for withdrawal of privileges.  


In any case of disciplinary action the procedures established in the appendix attached to this agreement shall be followed.

Acknowledgement


I have read and understand this agreement, and I agree to abide by its provisions.  I understand that this agreement may be revised as appropriate and that I will be advised of such changes.

Signed ________________________
License number________________

Date  _________________________

Appendix to the Medical

 Practice Agreement:

Hearing and Appeal Procedure


If an Attending Physician is accused of substantial misconduct or wrongdoing, or if it is determined that the physician's practice at the Facility is below reasonable professional standards, or if the physician fails to follow the Medical Practice Agreement for Attending Physicians, or if a decision is made to deny reappointment to the medical staff, the following procedures shall apply.

Investigation by the Medical Director


Prior to any action, the Medical Director will investigate the problem and the physician under investigation shall have an opportunity for an interview with the Medical Director.  If the Medical Director decides there is a need for further investigation and/or corrective action, he shall notify the involved physician of this decision in writing within 30 days.  The Medical Director will have the authority to temporarily suspend the physician pending a determination by the Quality of Care Committee.

Action by the Quality of Care Committee

Within 90 days of the completion of the investigation, the Quality of Care Committee will review the information and recommend an appropriate action.  They may interview the physician and receive other pertinent information.  The committee will then transmit its decision in writing to the Administrator.  Within 48 hours after receiving the committee's decision, the Administrator shall notify the physician in question of the decision by certified mail.  He/she shall receive written notice of the specific problems, issues, or charges to be considered, as well as the disciplinary action which may be taken.  He/she shall also be notified that he has a right to a hearing of a committee of peers if he disagrees with the Committee's decision.  

Appeal to a Hearing Committee 

The physician must notify the Quality of Care Committee of a desire for a hearing within 7 days of receipt of the administrator's notification.  Otherwise, he/she shall waive his/her right to a hearing, and the decision of the Quality of Care Committee will be final.  If he/she requests a hearing, it shall be held not less than 7 days nor more than 30 days after such request.


The Hearing Committee shall consist of 2 physician members appointed by the Medical Director in consultation with the Quality of Care Committee, and 1 physician appointed by the physician under investigation.  The administrator shall be a non-voting member of the Hearing Committee.


The Hearing Committee will choose its own chairperson.  The physician shall have the right to present evidence and arguments on his behalf, and may be accompanied by legal counsel.  The Facility shall have the right to present evidence on its behalf and may have legal counsel.  All information necessary for the committee to make a fair determination will be received freely, and formal rules of evidence shall not apply.  


The Hearing Committee shall prepare a written report of its findings and recommendations within 7 days of the conclusion of the hearing, and the physician decision of the Hearing Committee shall be final.  

Credentialing Criteria for Admitting Physicians

The criteria are as follows:


1)
Current Colorado License - it shall be the responsibility of the Physician to notify FACILITY if there is a change of status of the license in-between bi-annual credentialing.


2)
Malpractice coverage.  This shall be at the level that the Board of Medical Examiners sets for a current license or a higher level at the choice of the facility.  It shall be the responsibility of the Physician to notify Facility Name if there is a change of status of the coverage in-between the bi-annual credentialing.


3)
Two letters of recommendation from Physician Peers that are satisfactory to the Executive Committee.


4)
Twenty-four hour coverage of their practice.

5)
Good contact phone numbers (work, person cell, pager, home), fax numbers and email addresses so that the facility can reach me quickly if needed.

Initial Credentialing References
Applicant:   ____________________________

Name two (2) Medical Health Care professionals who have personal knowledge of your current clinical abilities, ethics, character, health status, and ability to work with others, and who will provide written comments on these matters upon request.  The individuals named must have acquired the knowledge through recent observation of your professional practice over a reasonable period of time.  At least one named individual must be a colleague in your specialty not formerly, currently or about to become associated with you in practice.  Preferably, neither individual should not be related to you by family or have a business relationship.

1.
Name:  __________________________________________________


Address:  ________________________________________________

2.
Name:  __________________________________________________


Address:  ________________________________________________

Note:

1) You will need to return this form to Facility Name in the enclosed 


stamped envelope.

  

2) You will also need to sign the two enclosed Medical Staff Peer 


Reference Forms.  Then please give or send these forms along 


with the enclosed return envelopes to the designated reference 


persons.  These individuals will return them directly to Facility 


Name.

Initial Credentialing

Applicant:  __________________________________________

AUTHORIZATION AND RELEASE BY APPLICANT

I consent to the release by any person to Facility Name of all information that may reasonably be relevant to an evaluation of my training and /or experience, background, current professional competency, character, emotional and physical health, and moral and ethical qualifications, including but not limited to the type of information requested below.  I hereby release any such person providing such information from any and all liability for doing so.

________________________________________________________________

APPLICANT SIGNATURE





DATE

DEAR SIR or MADAM:

The above practitioner has applied for privileges at Facility Name.  It is our requirement that peer references be obtained for each applicant.  We would appreciate your complete candor in responding to this inquiry.  Please complete all sections of this form and return it in the enclosed return envelope.  Thank you for your careful consideration of this form.  

________________



__________________

Administrator




Medical Director

EVALUATION







Recommend

Don’t Recommend

Basic Medical Knowledge


[   ]


[   ]

Professional Judgment


[   ]


[   ]

Sense of Responsibility


[   ]


[   ]

Clinical Competence


[   ]


[   ]

Technical Skill



[   ]


[   ]

Cooperativeness and Ability

   to work with Others


[   ]


[   ]

Medical Record Completion

[   ]


[   ]

Patient Management


[   ]


[   ]

Physician /Patient Relationship

[   ]


[   ]

Ethical Conduct 



[   ]


[   ]

Participation in Medical Staff Affairs      
[   ]


[   ]




To your knowledge, does the applicant have any mental or physical health problems which might affect the ability to fulfill the duties as a medical staff member or exercise clinical privileges?

Yes

No          If the answer to this question is yes, please give details in the section below:  ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
I would:
_______Recommend  
_______Not Recommend

________________________________________________________________

Signature








Date

____________________________________________

Printed Name

Note:  Please return this form to Facility Name, Address, City, Zip.

-------------------------------------------------------------------

Facility Receipt:

Received Date:_________
Signature:________________

Initial Credentialing Decision Sheet

Applicant: _______________________________

Application Sent: __________________________

Application Received: ______________________

Reference #1 Received: _____________________
Favorable:
Y
N

Reference #2 Received: _____________________
Favorable:
Y
N

State License Colorado  

Y
N
Renewal Date: ______________

Malpractice Coverage

Y
N
Renewal Date: ______________

DEA Number: _______________________
Renewal Date: ______________

Executive Committee Review Date: ______________
Favorable:
Y
N

Signatures: _____________________________________________________



Administrator



Medical Director

Re-appointment Flow Sheet
Applicant: _____________________________

Performance Evaluation Review:

year _______Eval Score: _____  License: ______ DEA: _______ Malprac:_____

approved  Y  N  Signature: ___________ Date: ___________

year _______Eval Score: _____  License: ______ DEA: _______ Malprac:_____

approved  Y  N  Signature: ___________ Date: ___________

year _______Eval Score: _____  License: ______ DEA: _______ Malprac:_____

approved  Y  N  Signature: ___________ Date: ___________

year _______Eval Score: _____  License: ______ DEA: _______ Malprac:_____

approved  Y  N  Signature: ___________ Date: ___________

year _______Eval Score: _____  License: ______ DEA: _______ Malprac:_____

approved  Y  N  Signature: ___________ Date: ___________

year _______Eval Score: _____  License: ______ DEA: _______ Malprac:_____

approved  Y  N  Signature: ___________ Date: ___________

year _______Eval Score: _____  License: ______ DEA: _______ Malprac:_____

approved  Y  N  Signature: ___________ Date: ___________

year _______Eval Score: _____  License: ______ DEA: _______ Malprac:_____

approved  Y  N  Signature: ___________ Date: ___________

 Individual Performance Re-appointment Review
Provider: _______________________

Evaluator: ________________ (position: _________________) Date: ________

(note that this form is to used by Administration, Nursing, Medical Records, Medical Staff Physician and Medical Director)

Criteria:



Poor
Fair
Good
Superior
Unknown

Cooperativeness and Ability
  1          2            3          4                        0

  to work with others

Medical Records Completion
  1          2            3          4                        0

Patient/Family Relationships
  1          2            3          4                        0

Ethical Conduct and Sense of
  1          2            3          4                        0

  Responsibility

Participation in Medical Staff
  1          2            3          4                        0

  Affairs

Relationship with Nursing   
  1          2            3          4                        0

Staff

This form is to be used by the Executive Committee 

Re-credential Evaluation
Worksheet Totals  

Provider: _______________________

Date: ____________

Nursing Score


_____________

Administration Score 

_____________

Medical Director Score

_____________

Medical Records Score

_____________

Medical Staff Physician Score  
_____________

AVERAGE SCORE:


_____________

Note:  This number is then entered on the Master Performance Review Sheet.

Master Facility Physician Attending List
Physician


Initial Credential Date
Termination Date

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________

_________________

_______________

_______________
