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MEDICAL UNIVERSITY HOSPITAL AUTHORITY 
 

REGULAR AGENDA 
 

Board of Trustees Meeting 
December 12, 2014 
 101 Colcock Hall 

 
 

Members of the Board of Trustees 
 
Dr. Donald R. Johnson II, Chairman Dr. James Lemon 
Mr. William H. Bingham, Sr., Vice-Chairman Dr. Ragin C. Monteith 
Dr. Stanley C. Baker, Jr. Dr. E. Conyers O’Bryan, Jr. 
Mr. William A. Baker, Jr. Dr. G. Murrell Smith, Sr.  
Ms. Terri R. Barnes Mr. Charles C. Schulze  
The Honorable James A. Battle Mr. Michael E. Stavrinakis  
Dr. Harold W. Jablon Thomas L. Stephenson, Esq.   
Ms. Barbara Johnson-Williams Dr. Charles B. Thomas, Jr.  
  
  

Trustees Emeriti 
 

Mrs. Margaret M. Addison 
Dr. Cotesworth P. Fishburne, Jr. 

Mrs. Claudia W. Peeples 
Dr. Thomas C. Rowland, Jr. 

Mr. Allan E. Stalvey 
Dr. James E. Wiseman, Jr. 

 
 
Item 1. Call to Order-Roll Call. 
 
Item 2. Secretary to Report Date of Next Meeting. 
 
       Regular Meeting:  Friday, February 13, 2015. 
        
Item 3. Approval of Minutes of the Regular Meeting of the Medical University Hospital 

Authority of October 10, 2014. 
 

Board Action: 
 

 
RECOMMENDATIONS AND INFORMATIONAL REPORTS OF THE PRESIDENT 
 
OLD BUSINESS: 
 
NEW BUSINESS: 
 
Item 4. General Informational Report of the President. 
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Statement: Dr. David Cole will present a general report. 
 
Recommendation of Administration: That this report be received as information. 
 
Board Action: 

 
Item 5. Other Business. 
 
OPERATIONS, QUALTY and FINANCE COMMITTEE.  CHAIRMAN: DR. STANLEY C. 
BAKER, JR. 
 
OLD BUSINESS: 
 
NEW BUSINESS: 
 
Item 6. Medical University Hospital Authority Status Report. 
 

Statement: Dr. Pat Cawley will report on the status of the Medical Center. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 7. Medical University Hospital Authority Financial and Statistical Report. 
 

Statement: Mr. Steve Hargett will present the financial and statistical report for 
MUHA. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 8. North Charleston Infusion Center Certificate of Need (CON). 
 

Statement: Dr. Pat Cawley will request approval to submit a Certificate of Need 
application for a Linear Accelerator to be housed in the North Charleston Infusion 
Center as part of a long-term strategy to build MUSC’s cancer presence in the North 
area. 
 
Recommendation of Administration: That the request be approved. 
 
Recommendation of Committee: 
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Board Action: 
 

Item 9. Report on Quality and Patient Safety. 
 
Statement:  Dr. Danielle Scheurer will report on Quality and Patient Safety. 
 
Recommendation of Administration: That the report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 10. Update on MUSC Physicians. 
 

Statement: Dr. Scott Reeves will report on MUSC Physicians activities. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 11. Legislative Update. 
 

Statement: Mr.  Mark Sweatman will present an update on legislative issues. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 

 
Board Action: 
 

Item 12. Other Committee Business. 
 
CONSENT ITEMS FOR APPROVAL: 
 
Item 13. Medical University Hospital Authority Appointments, Reappointments and Delineation 

of Privileges. 
 
Item 14. Revisions to Medical Staff Bylaws. 
 
Item 15. Revisions to Medical Staff Rules and Regulations. 
 
Item 16. Revisions to Medical Staff Credentials Manual. 
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CONSENT ITEMS FOR INFORMATION: 
 
Item 17. Medical Executive Committee Minutes. 
 
Item 18. Contracts and Agreements. 
 
 
PHYSICAL FACILITIES COMMITTEE. CHAIRMAN: MR. WILLIAM H. BINGHAM, SR. 
 
OLD BUSINESS:  
 
NEW BUSINESS: 
 
Item 19. Facilities Procurements/Contracts Proposed. 
 

Statement: Mr. Dennis Frazier will present procurements/contracts for approval. 
 
Recommendation of Administration: That the procurements/contracts be approved. 
 
Recommendation of Committee: 

  
 Board Action: 
 
Item 20. Update on Projects. 
 

Statement: Mr. Dennis Frazier will present an update on Medical University Hospital 
Authority projects. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 21. Other Committee Business. 
 
CONSENT ITEMS FOR INFORMATION: 
 
Item 22. Facilities Contracts Awarded. 
 
 
CHILDREN’S HOSPITAL COMMITTEE. CHAIRMAN: DR. DONALD R. JOHNSON II  
 
OLD BUSINESS: 
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NEW BUSINESS: 
 
Item 23. Operations and Facilities Report. 
 

Statement:  Dr. Pat Cawley and Mr. Matt Wain will present a report on the operations 
and facilities of the Children’s Hospital. 
 
Recommendation of Administration: That the report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 24. Women’s Services Update. 
 

Statement:  Dr. Jill Mauldin and Ms. Robin Mutz will present an update on Women’s 
Services. 
 
Recommendation of Administration: That the report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 25. Clinical Overview. 
 
Statement:  Dr. Mark Scheurer will present a clinical report on the Children’s Hospital. 
 
Recommendation of Administration: That the report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 26. Children’s Hospital Financial Report. 
 

Statement: Mr. Steve Hargett will present the financial report for the Children’s 
Hospital. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 27. Development Activity Report. 
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Statement: Mr. Jim Fisher will report on development activities for the Children’s 
Hospital. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 28. Other Committee Business. 
 

 
AUDIT COMMITTEE. CHAIRMAN:  THOMAS L. STEPHENSON, ESQ. 
 
OLD BUSINESS: 
 
NEW BUSINESS: 
 
Item 29. External Auditor Exit Conference for FY2014 Audit. 
 

Statement: Ms. Jennifer Hall, Senior Audit Manager with KPMG, will present the 
results of the External Audit.  
 
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 

  
 Board Action: 
 
Item 30. Legal Office Annual Report. 
 

Statement: Ms. Annette Drachman will provide a report.  
 
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 

  
 Board Action: 
 
Item 31. Information Security (IS) Update. 
 

Statement: Dr. Frank Clark will provide an information security update.  
 
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 
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 Board Action: 
 
Item 32. Report of the Office of Internal Audit. 
 

Statement: Ms. Susan Barnhart will report on the activities of the Office of Internal 
Audit.  
 
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 

 
 Board Action: 
 
Item 33. Other Committee Business. 
 
CONSENT ITEMS FOR INFORMATION: 
 
Item 34. Biennial Review of Audit Committee Charter. 
 
 
OTHER BUSINESS FOR THE BOARD OF TRUSTEES: 
 
Item 35. Approval of Consent Agenda. 
 

Statement: Approval of the Consent Agenda is requested. 
 
Recommendation of Administration: That the consent agenda be approved. 
 
Board Action: 

  
Item 36. New Business for the Board of Trustees. 
 
Item 37. Report from the Chairman. 
 

































MEDICAL UNIVERSITY HOSPITAL AUTHORITY 
 

CONSENT AGENDA 
 

Board of Trustees Meeting 
December 12, 2014 

101 Colcock Hall 
 
 

Members of the Board of Trustees 
 
Dr. Donald R. Johnson II, Chairman Dr. James Lemon 
Mr. William H. Bingham, Sr., Vice-Chairman Dr. Ragin C. Monteith 
Dr. Stanley C. Baker, Jr. Dr. E. Conyers O’Bryan, Jr. 
Mr. William A. Baker, Jr. Dr. G. Murrell Smith, Sr.  
Ms. Terri R. Barnes Mr. Charles C. Schulze  
The Honorable James A. Battle Mr. Michael E. Stavrinakis  
Dr. Harold W. Jablon Thomas L. Stephenson, Esq.   
Ms. Barbara Johnson-Williams Dr. Charles B. Thomas, Jr.  
 
  

Trustees Emeriti 
Mrs. Margaret M. Addison 

Dr. Cotesworth P. Fishburne, Jr. 
Mrs. Claudia W. Peeples 

Dr. Thomas C. Rowland, Jr. 
Mr. Allan E. Stalvey 

Dr. James E. Wiseman, Jr. 
 

 
OPERATIONS, QUALITY and FINANCE COMMITTEE 

 CHAIRMAN: DR. STANLEY C. BAKER, JR. 
 
 (APPROVAL ITEMS) 
 
Item 13. Medical University Hospital Authority Appointments, Reappointments and Delineation 

of Privileges. 
 

Statement: Approval will be sought for the appointments, reappointments and 
delineation of privileges of the Medical and Allied Health Staff. 
 
Recommendation of Administration: That the appointments, reappointments and 
delineation of privileges be approved. 
 
Recommendation of Committee: 
 
Board Action: 
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Item 14. Revisions to Medical Staff Bylaws. 
 

Statement: Approval will be sought for revisions to the Medical Staff Bylaws. 
 
Recommendation of Administration: That the revisions be approved. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 15. Revisions to Medical Staff Rules and Regulations. 
 

Statement: Approval will be sought for the revisions to the Medical Staff Rules and 
Regulations. 
 
Recommendation of Administration: That the revisions be approved. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 16. Revisions to Medical Staff Credentials Manual. 
 

Statement: Approval will be sought for the revisions to the Medical Staff Credentials 
Manual. 
 
Recommendation of Administration: That the revisions be approved. 
 
Recommendation of Committee: 
 
Board Action: 

 
 

 (INFORMATIONAL ITEMS) 
 

 
Item 17. Medical Executive Committee Minutes. 
 

Statement: The minutes of the Medical Executive Committee will be presented. 
 
Recommendation of Administration: That the minutes be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
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Item 18. Medical Center Contracts and Agreements. 
 

Statement: The contracts and agreements signed since the last board meeting will be 
presented for information. 
 
Recommendation of Administration: That the contracts and agreements be received 
as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

 
PHYSICAL FACILITIES COMMITTEE 

CHAIRMAN: MR. WILLIAM H. BINGHAM, SR. 
 

(INFORMATIONAL ITEM) 
 
 

Item 22. Facilities Contracts Awarded. 
 

Statement: The facilities contracts awarded since the last meeting will be presented 
for information. 
 
Recommendation of Administration: That the contracts be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 
 

AUDIT COMMITTEE 
CHAIRMAN: THOMAS L. STEPHENSON, ESQ. 

 
(INFORMATIONAL ITEM) 

 
 

Item 34. Biennial Review of Audit Committee Charter. 
 

Statement: The Biennial Review of the Audit Committee Charter was presented for 
information. 
 
Recommendation of Administration: That the review be received as information. 
 
Recommendation of Committee: 
 
Board Action: 

 
 

 













Medical Staff By-Laws Proposed Revisions

• Revised Membership:  Added Chief Operating Officer, 
Chief Medical Information Officer; Corrected titles of other 
members

• Added provision required by Joint Commission standards: 
The organized medical staff has the ability to adopt 
medical staff by-laws, rules and regulations, and policies, 
and amendments thereto, and to propose them directly to 
the governing body after communicating the proposed 
changes to the Medical Executive Committee.  

• Joint Commission and CMS requirements: Updated 
“History and Physical” to include “re-examination of the 
patient must take place as a part of the history and 
physical update within 24 hours of admission” (must 
include the word “RE-EXAMINED” in the update).
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Article I. PURPOSE AND RESPONSIBILITIES 

Section 1.01 The purpose of the organized Medical Staff of 
the MUSC Medical Center is to bring the professionals, who 
practice at the Medical Center together into a self governing 
cohesive body to:  

(a) Provide oversight of quality of care, treatment and services to patients of the MUSC Medical Center.  

(b) Determine the mechanism for establishing and enforcing criteria and standards for Medical Staff membership. 

(c) Determine the mechanism for establishing and enforcing criteria for delegating oversight responsibilities for non-

member practitioners with independent privileges. 

(d) Review new and on-going privileges of members and non-member practitioners with independent privileges. 

(e) Approve and amend medical staff bylaws, and rules and regulations. 

(f) Provide a mechanism to create a uniform standard of care, treatment, and service. 

(g) Evaluate and assist in improving the work done by the staff, provide education, and offer advice to the Vice 

President for Clinical Operations/Executive Director of the MUSC Medical Center. 

Section 1.02 The organized medical staff is also responsible 
for: 

(a) Ongoing evaluation of the competency of practitioners who are privileged. 

(b) Delineating the scope of privileges that will be granted to practitioners. 

(c) Providing leadership in performance improvement activities within the organization. 

(d) Assuring that practitioners practice only within the scope of their privileges. 

(e) Selecting and removing medical staff officers. 

Section 1.03 The Medical University Hospital Authority, that 
includes the Medical University hospitals, clinics, and other 
health care related facilities, shall hereinafter be referred to in 
the body of this document as the Medical University of South 
Carolina Medical Center (MUSC Medical Center).   
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Article II. BILL OF RIGHTS 

Section 2.01 Members of the Medical Staff are afforded the 
following rights: 

(a) Right of Notification- Any matter of performance or conduct that could result in denial,  suspension, or reduction of 
privileges will cause the Department Chairperson to notify the affected member before formal activity 
commences. 

(b) Access to Committees - Members of the Medical Staff are entitled to be present at a committee meeting except 
during peer review proceedings. Members present for a specific agenda item shall be recognized by the 
Chairperson as time permits. Members can petition the Medical Executive Committee (MEC) for a specific 
agenda item or issue. 

(c) Right of Information - Activities of the various committees (with the exception of peer review proceedings) may be 
reviewed by the Medical Staff members in the Medical Staff office. The MEC will provide to the active 
membership all changes to the Rules & Regulations, Credentials Policy Manual, and the Fair Hearing Plan. 

(d) Fair Hearing - Members are entitled to a fair hearing as described in the Fair Hearing Plan. 

(e) Access to Credentials File - Each member shall be afforded an opportunity to review his/her own credentials file 
before submission for approval. This review will occur at the time of initial appointment and at the time of 
reappointment as specified in the Credentials Policy Manual. 

(f) Physician Health and Well-Being - Any member may call upon the resources of the Medical Staff in personal, 
professional, and peer matters to seek help and improvement. 

(g) Confidentiality - Matters discussed in committee and otherwise undertaken in the performance of Medical Staff 
duties and privileges are strictly confidential. Violation of this provision is grounds for expulsion from the Medical 
Staff. 
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Article III. MEDICAL STAFF MEMBERSHIP & STRUCTURE 

Section 3.01 MEDICAL STAFF APPOINTMENT - 
Appointment to the Medical Staff of the MUSC Medical 
Center is a privilege that shall be extended only to competent 
professionals, who continuously meet the qualifications, 
standards, and requirements set forth in these Bylaws and 
associated policies of the Medical Staff and MUSC Medical 
Center. 

Section 3.02 QUALIFICATIONS FOR MEMBERSHIP  

(a) Only physicians with Doctor of Medicine (MD) or Doctor of Osteopathy (DO) degrees, or Dentists or podiatrists 
holding a current, valid unrestricted license to practice in the State of South Carolina shall be qualified for 
appointment to the Medical Staff. Additional requirements include: 

(i) documentation of background, experience, training, judgment, individual character and demonstrated 
competence, and physical and mental capabilities, with sufficient adequacy to assure the Medical Staff and 
Board of Trustees that any patient treated by them in the hospitals will be given a high quality of patient care, 

(ii) Demonstrated adherence to the ethics of his/her profession, and ability to work with others  

(b) No professional may be entitled to membership on the Medical Staff or to the exercise of particular clinical 
privileges at the MUSC Medical Center merely by virtue of licensure to practice in this or any other state, or of 
membership in any professional organization, or of privileges at another Medical Center. 

(c) Must be free from government sanctions and bans as outlined by Medicare and the Department of Health and 
Human Services - Office of the Inspector General (DHHS-OIG). 

(d) Must meet appointment requirements as specified in the Credentials Policy Manual.  

(e) An MD, DO or Dentist member, appointed after December 11,1992, shall be eligible for or have obtained board 
certification and comply with individual board requirements in his/her respective medical or dental specialty board. 
This Board must have been approved by the American Medical Association, the American Osteopathic 
Association, or the American Board of Medical Specialties.  A five (5) year grace period may be allowed an 
applicant from the time of completion of his/her residency or fellowship to obtain initial board certification. Newly 
hired physicians who are not board certified or are more than 5 years out from initial eligibility are required to 
attain Board Certification within two (2) years, or reappointment will not be granted. In special cases where a need 
exists, an exception to these qualifications can be made, only after the applicant has demonstrated competency 
to the satisfaction of the Department Chairperson in the department in which they are assigned and the 
Department Chairperson has attested either in a written or oral format to the MEC for approval.  Waiver of board 
certification requirement can be granted when no board specialty exists and the Department Chairperson attests 
(in written and oral format) to adequacy of training and competency. Should the practitioner become eligible for 
board certification, s/he will be required to attain Board Certification within two (2) years, or reappointment will not 
be granted. Foreign Board Certification may be an appropriate substitute for United States Board approval. The 
delegated committee (Credentials Committee) may choose to accept or reject such certification. In the event the 
certification is rejected by the Credentials Committee, the Department Chairperson may petition the MEC for 
approval. 

(f) A member of the Medical Staff must be a member of the faculty of the Medical University of South Carolina.    

(g) Maintain malpractice insurance as specified by the MEC, MUSC Medical Center and Board of Trustees. 

(h) Follow the associated details for qualifications for Medical Staff membership outlined in the Credentials Manual. 
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Section 3.03 NON-DISCRIMINATION - The MUSC Medical 
Center will not discriminate in granting staff appointment 
and/or clinical privileges on the basis of age, sex, race, creed, 
color,  nationality, gender, sexual orientation, or type of 
procedure or patient population in which the practitioner 
specializes. 

Section 3.04 CONDITIONS AND DURATION OF 
APPOINTMENT 

(a) Initial appointments and reappointments to the Medical Staff shall be made by the Board of Trustees.   

(b) The Board of Trustees shall act on appointments and reappointments only after there has been a 
recommendation from the Credentials Committee and MEC as outlined with associated details in the Credentials 
Manual. 

(c) All initial appointments shall be for a provisional period of one year. 

(d) Appointments to the staff will be for no more than 24 calendar months. 

(e) Appointment to the Medical Staff shall confer on the appointee only such clinical privileges as have been granted 
by the Board. 

(f) Only those practitioners assigned to the Active Medical Staff have general Medical Staff voting privileges. 

(g) Medical Staff membership, clinical privileges and prerogatives will be terminated immediately if the practitioner is 
under government sanctions as listed by the Department of Health and Human Services – Office of the Inspector 
General. 

Section 3.05 PRIVILEGES AND PRACTICE EVALUATION - 
The privileging process is described as a series of activities 
designed to collect verify, and evaluate data relevant to a 
practitioner’s professional performance and focuses on 
objective, evidence-based decisions regarding appointment 
and reappointment. 

(a) Initial requests for privileges are made simultaneously with the filing of the application for Medical Staff 
membership.   Following procedures and the associated details stated in the Credentials Policy Manual, and with 
a recommendation of the appropriate Department Chairperson, the Medical Staff organization will evaluate and 
make recommendations to the Board. Privileges will only be granted or renewed, after applicant meets the criteria 
related to current licensure, relevant education, training and experience, demonstrated current competence, 
physical ability and the clinical ability to perform the requested privileges. For new procedures and at the time of 
reappointment, members’ requests for privileges will be subject again to the procedures and associated details 
outlined in the Credentials Policy Manual. 

(b) When considering privileges for a new practitioner, current data should be collected during the provisional time 
period for those privileges selected by the Department Chairperson 

(c) Prior to the granting of a privilege, the Department Chairperson determines the resources needed for each 
requested privileges and must assure the resources necessary to support the requested privilege  are currently 
available or define the timeframe for availability. These resources include sufficient space, equipment, staffing, 
and financial. The Chairperson will work with hospital to ensure resources are available 
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(d) At the time of appointment and reappointment each candidate applying for privileges will be evaluated using the 
following six areas of general competence as a reference: 

(i) Patient Care 

(ii) Medical/Clinical Knowledge 

(iii) Practice-based learning and improvement 

(iv) Interpersonal and communication skills 

(v) Professionalism 

(vi) System-based practices 

(e) A Focused Professional Practice Evaluation (FPPE) allows the medical staff to focus  on specific aspects of a 
practitioner’s performance. This evaluation is used when: 

(i) A practitioner has the credentials to suggest competence, but additional information or a period of 
evaluation is needed to confirm competence in the organizations’ setting.   

(ii) Questions arise regarding a practitioner’s  professional practice during the course of the Ongoing 
Professional Practice Evaluation 

(iii) For all initially requested privileges (Effective January 2008) 

(f) Ongoing Professional Practice Evaluation (OPPE) is designed to continuously evaluate a practitioner’s 
professional performance. It allows potential problems to be identified and also fosters a more efficient, evidence-
based privilege renewal process. The type of data to be collected is approved by the organized medical staff but 
is determined by individual departments and is uniformly applied to all members within the department. The 
frequency of data collection is determined by the organized Medical Staff in collaboration with the Executive 
Medical Director and the Center for Clinical Effectiveness and Patient Safety. Information from ongoing 
professional practice evaluation is used to determine whether to continue, limit, or revoke any existing privileges. 

Section 3.06 TEMPORARY and DISASTER PRIVILEGES 

(a) Temporary Privileges - Temporary privileges may be granted by the Executive Director of the Medical Center or 
his/her designee for a stated limited time upon the recommendation of the applicable Department Chairperson or 
the President of the Medical Staff, in all other circumstances, as detailed in the Credentials Policy Manual.  

(b) Disaster Privileges - Disaster privileges may be granted by the Executive Director of the Medical Center or the 
President of the Medical Staff or the Executive Medical Director of the Medical Center, according to Medical 
Center Policy C-35 “Disaster Privileges for Licensed Independent Practitioners, when the Emergency 
Management Plan for the Medical Center has been activated and when the Medical Center cannot handle the 
needs of patients with just the available credentialed staff.  The Department Chairperson will be responsible for 
monitoring the professional performance of volunteer practitioners with disaster privileges.  This monitoring will be 
accomplished through direct observation, staff feedback, and when appropriate, medical record review. The 
Department Chairperson is responsible for reviewing the continuation of disaster privileges within 72 hours of 
granting the disaster privileges. 

Section 3.07  LEAVE OF ABSENCE - Any member may 
apply to the Credentials Committee for a leave of absence not 
to exceed one (1) year. Reinstatement of privileges may be 
requested from the Credentials Committee without formal re-
application. Absence for a period longer than one (1) year will 
require formal re-application.  In some special cases, (i.e., 
military service) a Department Chairperson through the 
Credentials Committee can recommend to the MEC that a 
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leave of absence be extended beyond a year without the 
necessity for formal reappointment.  At no time can a special 
circumstance leave of absence extend beyond a two year re-
appointment cycle. 

Section 3.08 RESPONSIBILITIES OF MEMBERSHIP - Each 
staff member will:	

(a) Provide timely, appropriate and continuous care/treatment/services for his/her patients and supervise the work of 
any allied health professional or trainee under his/her direction when appropriate.  

(b) Assist the MUSC Medical Center in fulfilling its responsibilities by participating in the on-call coverage of the 
emergency room and other coverage as determined by the MEC. 

(c) Assist other practitioners in the care of his/her patients when asked. 

(d) Act in an ethical and professional manner. 

(e) Treat employees, patients, visitors, and other physicians in a dignified and courteous manner. 

(f) Actively participate in the measurement, assessment, and improvement of patient care processes. 

(g) Participate in peer review as appropriate. 

(h) Abide by the bylaws, rules and regulations, department rules, and other policies and procedures of the MUSC 
Medical Center.  

(i) Abide by all standards from regulatory bodies. Example – Joint Commission National patient Safety Goals 

(j) Participate in continuing education as directed by state licensure and the MEC. 

(k) Speak as soon as possible with hospitalized patients who wish to contact the attending about his/her medical care 
in accordance with the South Carolina Lewis Blackman Hospital Patient Safety Act. 

(l) When required as a part of the practitioner well being program, comply with recommended actions.  

(m)  Manage and coordinate his/her patients care, treatment, and services.  
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Article IV. CATEGORIES OF THE MEDICAL STAFF 

Section 4.01 THE ACTIVE CATEGORY 

(a) Qualifications - Appointee to this category must: 

(i) Be involved on a regular basis in patient care delivery at the MUSC Medical Center hospitals and clinics 
and annually providing the majority of his/her services/activities within the MUSC Medical Center. 

(ii) Have completed at least one (1) year of satisfactory performance on the Medical Staff.  (See Provisional 
Status MUSC Credentials Policy Manual) 

(b) Prerogatives - Appointee to this category may: 

(i) Exercise the privileges granted without limitation, except as otherwise provided in the Medical Staff Rules 
and Regulations, or by specific privilege restriction. 

(ii) Vote on all matters presented at general and special meetings of the Medical Staff, and of the 
Department and Committees on which he is appointed. 

(iii) Hold office, sit on or be chairperson of any committee, unless otherwise specified elsewhere in these 
Bylaws. 

(iv) Admit patients to the MUSC Medical Center. 

(c) Responsibilities -  Appointee to this category must: 

(i) Contribute to the organizational and administrative affairs of the Medical Staff. 

(ii) Actively participate in recognized functions of staff appointment, including performance improvement and 
other monitoring activities, monitoring initial appointees during his/her provisional period, and in discharging 
other staff functions as may be required from time to time. 

(iii) Accept his/her individual responsibilities in the supervision and training of students and House Staff 
members as assigned by his/her respective department, division or section head and according to Medical 
Center Policy C-74 “Resident Supervision”. 

(iv) Participate in the emergency room and other specialty coverage programs as scheduled or as required by 
the MEC or Department Chairperson. 

(d) Removal - Failure to satisfy the requirements for activity for the MUSC Medical Center, as deemed by the 
Chairperson of the department, during the appointment period will result in automatic transfer to Affiliate 
Category.   

Section 4.02  AFFILIATE CATEGORY 

(a) Qualifications - Appointee to this category must: 

(i) Participate in the clinical affairs of the MUSC Medical Center. 
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(ii) Be involved in the care or treatment of at least six (6) patients of the MUSC Medical Center hospitals or 
clinics during his/her appointment period, or  

(iii) Refer patients to other physicians on staff of the MUSC Medical Center or those who order diagnostic or 
therapeutic services at the MUSC Medical Center 

(b) Prerogatives - Appointee to this category may 

(i) Exercise the privileges granted without limitation, except as otherwise provided in the Medical Staff Rules 
and Regulations, or by specific privilege restriction. 

(ii) Attend meetings of the Staff and Department to which she is appointed and any staff or MUSC Medical 
Center education programs. 

(iii) Request admitting privileges. 

(c) Limitations - Appointee to the Affiliate Category do not have general Medical Staff voting privileges. 

Section 4.03 HONORARY / ADMINISTRATIVE CATEGORY - 
This category is restricted to those individuals the Medical 
Staff wishes to honor or to those physicians who have only 
administrative positions and no clinical privileges.  

(a) Such staff appointees are not eligible to admit patients to the MUSC Medical Center, vote, or exercise clinical 
privileges. They may, however, attend Medical Staff and department meetings.  This category is exempt from the 
malpractice insurance requirements and Board Certification requirements, unless required within his/her position 
description.   

(b) Physicians with the MUSC Medical Center whose duties include both administrative and clinical activities must be 
members of the Medical Staff, and must obtain clinical privileges in the same manner as any other Medical Staff 
member. When a contract exists, the contract of the physician who has both administrative and clinical duties 
shall clearly define the relationship between termination of the contract by the MUSC Medical Center and 
reduction or termination in privileges.   

Section 4.04 REFER and FOLLOW CATEGORY – This 
category consists of individuals who do not plan to admit or 
treat patients at MUSC Medical Center but wish to monitor 
their patients while they are in the hospital and access the 
patient’s medical record. 

(a) Refer and Follow Medical Staff of this category may subsequently apply for membership and clinical privileges in 
another Medical Staff category at any time.  

(b) Refer and Follow Medical Staff do not have clinical privileges to admit, consult, or treat patients at MUSC Medical 
Center. In addition, members of this category shall not provide emergency call or back-up call coverage. Refer 
and Follow members shall not vote or hold office. Member of this category shall not electronically either enter 
orders or give verbal orders or otherwise document in the medical record and shall not perform any procedures or 
provide any treatment. 

(c) Refer and Follow Medical Staff may attend Medical Staff, Department and Committee meetings. In addition, 
members of this medical staff category may visit and follow his/her referred hospitalized patients and may access 
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the electronic medical record both remotely and at the hospital. No meeting attendance or minimum number of 
patient contacts is required to maintain Refer and Follow status. 

 

 

 

Section 4.05 OTHER / NON-MEDICAL STAFF MEMBERS 

(a) House Staff - The House Staff consists of those practitioners, who by virtue of a contract, are in the postgraduate 
training program at the Medical University of South Carolina.    

(i) They are not eligible to hold a Medical Staff office and are not eligible to vote unless otherwise indicated 
in these Bylaws. 

(ii) Only practitioners who are graduates of an approved, recognized medical, osteopathic or dental school, 
who are legally licensed to practice in the State of South Carolina and who, continue to perform and develop 
appropriately in his/her training are qualified for assignment to the House Staff.   

(iii) The Chairperson of the House Staff member’s department and Associate Dean for Graduate Medical 
Education will be responsible for monitoring performance and will notify the Chairperson of the Executive 
Committee of any status changes.  

(b) Allied (affiliated) Health Professionals - Allied (affiliated) Health Professionals are those health practitioners, not a 
licensed MD, DO or Dentist, who, although not members of the Medical Staff are credentialed through the Medical 
Staff process as described in the Credentials Policy Manual.   

Section 4.06 CONTRACT SERVICES - The clinical privileges 
of any practitioner who has a contractual relationship with an 
entity that has a contractual relationship with MUSC Medical 
Center to provide professional services to patients shall be 
subject to those provisions contained in said contract with 
regard to the termination of Medical Staff membership and 
privileges upon the expiration, lapse, cancellation, or 
termination of the contract. If no provisions for termination of 
membership or privileges are contained in the contract, the 
affected practitioners’ membership and clinical privileges will 
be terminated at the time of the contract termination, lapse, 
expiration or cancellation date. The affected practitioners 
shall have no right to a hearing regarding termination of 
Medical Staff membership or privileges. 	
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Article V. OFFICERS 

Section 5.01 OFFICERS OF THE MEDICAL STAFF - The 
officers of the Medical Staff shall be: 

(a) President 

(b) Vice President 

(c) Secretary 

Section 5.02 QUALIFICATIONS OF OFFICERS - Officers 
must be members of the Active Medical Staff at the time of 
nomination and election and must remain members in good 
standing during his/her terms of office. Officers should 
possess some Medical Staff administrative experience. In 
addition, Medical Staff officers must be committed to put in 
the required time to assist the functioning of the organized 
Medical Staff. 

Section 5.03 SELECTION OF OFFICERS - A nominating 
committee shall be appointed by the Medical Staff president 
at the meeting prior to biennial elections.  

(a) This committee shall present a slate of officers to the Medical Staff at its annual meeting. 

(b) Medical Staff members may submit names for consideration to members of the nominating committee. 

(c) Only Active Staff shall be eligible to vote. A plurality vote of those Active Staff present at the annual meeting is 
required. 

Section 5.04 TERM OF OFFICE - All officers shall take office 
on the first day of the calendar year and serve a term of two 
years. 

Section 5.05 VACANCIES IN OFFICE - Vacancies in office 
during the Medical Staff year, except the Office of President, 
shall be filled by the MEC of the Medical Staff. If there is a 
vacancy in the Office of the President, the Vice President 
shall serve the remainder of the term. 

Section 5.06 DUTIES OF OFFICERS 

(a) President -The President shall serve as the chief administrative officer of the Medical Staff and will fulfill those 
duties as specified in the organization and functions manual. 

(b) Vice President - In the absence of the President, Vice President shall assume all the duties and have the authority 
of the President. He/she shall perform such further duties to assist the President as the President may, from time 
to time request,  including the review and revision of bylaws as necessary, supervision of the Medical Center's 
quality, patient safety, and resource utilization programs, and the MEC liaison for medical staff peer review 
activities The Vice President will serve as the President-Elect. 
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(c) Secretary -The secretary shall ensure that the recording, transcription, and communication processes produce 
accurate and complete minutes of all Medical Staff meetings. The secretary serves as the MEC liaison to the 
housestaff peer review committee. 

Section 5.07 REMOVAL FROM OFFICE 

(a) The Medical Staff and/or Board of Trustees may remove any Medical Staff officer for failure to fulfill his/her 
responsibilities, conduct detrimental to the interests of the MUSC 

(b) Medical Center and/or the Medical Staff, physical or mental infirmity to the degree that renders him incapable of 
fulfilling the duties of the office.  

(c) Elected officers may be removed by 2/3 majority vote of the Medical Staff for the reasons stated in VII A5.07 (a) & 
(b) above. 

(d) Removal from elected office shall not entitle the practitioner to procedural rights. 

(e) Any Medical Staff member has the right to initiate a recall election of a Medical Staff Officer.  A petition to recall 
must be signed by at least 25% of the members of the active staff and presented to the MEC.  Upon presentation, 
the MEC will schedule a general staff meeting to discuss the issue(s) and, if appropriate, entertain a no 
confidence vote. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

Proposed changes August 2013 September 2013 
MUSC Medical Center - Medical Staff Bylaws 
Adopted December 2011            
Page 16 of 42 

Article VI.  DEPARTMENTS 

Section 6.01 ORGANIZATION OF DEPARTMENTS - The 
Medical Staff shall be organized into departments, divisions, 
and or sections, in a manner as to best assure: 

(a) the supervision of clinical practices within the Hospital; 

(b) the conduct of teaching and training programs for students and House Staff; 

(c) the discovery of new knowledge; 

(d) the dissemination of new knowledge; 

(e) the appropriate administrative activities of the Medical Staff; and an integrated quality management program to 
monitor objectively and systematically evaluate the quality and appropriateness of patient care, objectively 
establish and monitor criteria for the effective utilization of hospital and physician services, and pursue 
opportunities to improve patient care and resolve identified problems. 

(f) the active involvement in the measurement, assessment and improvement of patient care processes. 

Section 6.02 QUALIFICATIONS AND SELECTION OF 
DEPARTMENT CHAIRPERSON 

(a) Each Chairperson shall be a member of the Active Category of the Medical Staff and be well qualified by training 
and experience and demonstrated ability for the position.  The Chairperson must be certified in an appropriate 
specialty board, or have comparable competence that has been affirmatively established through the 
credentialing process. 

(b) The appointment and removal of Department Chairpersons shall be the responsibility of the Dean of the 
appropriate College, in accordance with the Board of Trustees approved Rules and Regulations of the Faculty of 
the Medical University of South Carolina (Faculty Handbook). Such appointment must then be submitted to the 
Board of Trustees for approval. 

Section 6.03 FUNCTIONS OF DEPARTMENT - Through the 
department Chairperson each department shall: 

(a) Recommend to the Medical Staff the objective and evidenced based criteria consistent with the policies of the 
Medical Staff and the Board of Trustees for the granting and renewal of clinical privileges related to patient care 
provided within the department. 

(b) Recommend clinical privileges for each member of the Department. 

(c) Develop and uniformly apply criteria for a focused time limited professional practice evaluation for all initially 
requested privileges of independent practitioners within his/her department.  

(d) Develop and uniformly apply criteria for the on-going professional evaluation of all independent practitioners 
within his/her department.  

(e) Assure the decision to deny a privilege(s) is objective and evidenced based. 
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(f) Establish policies and procedures and scope of practice for House Staff supervision.  The character of 
supervision will depend upon the level of training and demonstrated competence of each House Staff member. 

(g) Each department shall participate in a medical care evaluation program and/or quality improvement program as 
required by accrediting bodies, federal regulations and state statutes. This plan shall include a process that 
assures active participation in the ongoing measurement, assessment and improvement of the quality of care and 
treatment and include quality control processes as appropriate. 

(h) Shall establish standards and a recording methodology for the orientation and continuing education of its 
members.  Participation in the roles of both students and teachers is recognized as the means of continuously 
improving the services rendered by the Medical Staff. Such continuing education should: 

(i) Represent a balance between intra-institutional and outside activities. 
(ii) Be based, when applicable, on the findings of the quality improvement effort.  
(iii) Be appropriate to the practitioner’s privileges and will be considered as part of the reappointment 

process.   

(i) Coordinate clinical activities of the department and integrate all patient care and clinical activities with MUSC 
Medical Center. 

(j) Monitor on a continuing basis, departmental activities and compliance with Medical Staff Bylaws or other 
accrediting bodies. 

(k)  Define the circumstances and implement the process of focused peer review activities within the department. 

(l) Assess and recommend off-site sources for needed patient care, treatment and service when not provided by the 
department. 

(m) Conduct administrative duties of the department when not otherwise provided by the hospital. 

(n) Coordinate and integrate all inter and intra departmental services. 

(o) Develop and implement department policies and procedures that guide and support the provision of safe quality 
care, treatment, and services. 

(p) Recommend sufficient qualified and competent staff to provide care within the department and with Clinical 
Services and MUSC Medical Center leaders determine the qualifications and competencies of non LIP’s within 
the department who provide patient care, treatment, and services. 

(q) Recommend space and resource needs of the department. 

(r) Ensure the timely and appropriate completion of MUSC Medical Center administrative responsibilities assigned to 
departmental physicians. 

(s) Supervise the completion of the assigned responsibilities of departmental members who serve as MUSC Medical 
Center Medical Directors. 

(t)  Assess and improve on a continuing basis the quality of care, treatment, and services provided in the 
department. 

Section 6.04 ASSIGNMENT TO DEPARTMENTS - All 
members of the Medical Staff shall be assigned to a 
department as part of the appointment process. 
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Article VII. COMMITTEES AND FUNCTIONS 

Section 7.01 MEDICAL EXECUTIVE COMMITTEE (MEC) 

(a) Composition: The Medical Executive Committee (MEC) is the executive committee of the organized Medical Staff. 
The majority of members are physicians. Other hospital and University leaders shall have membership in order to 
allow the committee to have an integrated leadership role within MUSC Medical Center. The MEC shall include: 

1) the elected officers of the Medical Staff,  

2) Past President of the Medical Staff, 

3) Vice President for Clinical Operations/Executive Director of MUSC Medical Center,  

3) 4)  , 

  

4) 5) Executive Senior Associate Dean for Clinical Affairs, 

6) Executive Medical Director (Chief Medical Officer), 

5) 7) Chief Operating Officer, 

6)8) Associate Executive Medical Directors, 

7)9) Administrator of Clinical Services/Chief Nursing Executive, 

8)10) Department of Medicine Chairperson, 

9)11) Department of Surgery Chairperson, 

10)12) Director of Quality and Chief Quality Officer, 

13) Chief Strategy Officer, 

 Director of Analytics 
11)14) Chief Medical Information Officer,Director of Strategic Planning, 

12)15) Director of Pharmacy, 

13)16) Administrator of Ambulatory Care, 

14)17) Vice President for Medical Affairs, 

15)18) CEO and CMO of UMA, 

16)19) Member as elected by the House Staff (voting), 

17)20) Chairperson of Credentials Committee, 

18)21) Physician Director of Children’s Health Services, 

19)22) Senior Associate Dean for Medical Education,  

20)23) Director for Graduate Medical Education, 
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21)24) President of UMA, 

22)25) Division Chief of Emergency Medicine, 

23)26) Chairpersons (or designee) of the Departments of Laboratory Medicine & Pathology, Anesthesiology and 

 Perioperative Medicine, and Radiology, 

24)27) Three (3) elected Medical Staff representatives: one (1) each to represent the Institute of Psychiatry, 

 primary care and surgical specialties to be elected by the Medical Staff members of those represented 

 departments, 

25)28) Three elected Medical Directors from service lines, 

26)29) Two (2) Department Chairpersons not already assigned 

30) Accreditation representative 

27)  Formatted: Font: (Default) Times New
Roman, 12 pt

Formatted: Normal, Line spacing:  single
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(b) Membership for elected members and unassigned Department Chairpersons will be for a two year period. 

(c) The MEC will be chaired by the Vice President for Medical Affairs (or his/her designee) and co-chaired by the 
Medical Staff President. 

(d) All members will have voting rights. 

(e) Duties - The duties of the MEC shall be to: 

(i) Ensure high quality cost-effective patient care across the continuum of the MUSC Medical Center 

(ii) Represent and to act on behalf of the Medical Staff  

(iii) Coordinate the activities and general policies of the Medical Staff; 

(iv) Determine and monitor committee structure of the Medical Staff; 

(v) Receive and act upon reports and recommendations from departments, committees, and officers of the 
 Medical Staff; 

(vi) Implement Medical Staff policies not otherwise the responsibility of the departments; 

(vii) Provide a liaison between the Medical Staff and the Executive Director of the MUSC Medical  Center; 

(viii) Recommend action to the Executive Director of the MUSC Medical Center on medico- administrative 
matters; 

(ix) Make recommendations to the Board of Trustees regarding: the Medical Staff structure,  membership, 
delineated clinical privileges, appointments, and reappointments to the Medical  Staff, and performance 
improvement activities; 

(x) Ensure that the Medical Staff is kept abreast of the accreditation program and informed of the 
 accreditation status of the MUSC Medical Center 

(xi) Fulfill the Medical Staff organization’s accountability to the Board of Trustees for the medical care  of 
patients in the MUSC Medical Center; 

(xii) Take all reasonable steps to ensure professionally ethical conduct and  competent clinical 
 performance for all members with clinical privileges; 

(xiii) Conduct such other functions as are necessary for effective operation of the Medical Staff;  

(xiv) Report at each general staff meeting; and 

(xv) Ensure that Medical Staff is involved in performance improvement and peer review activities. 

(f) Delegated Authority- 

(i) The Medical Staff delegates the authority to the MEC the ability to act on its behalf in between 
 organized meetings of the medical staff. 
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(ii) The Medical Staff delegates authority to the MEC to make amendments and submit directly to the 
Board of Trustees for adoption those associated details of processes defined in these bylaws that reside 
in the Credentials Manual of the Medical Staff, the Rules and Regulations of the Medical Staff, and the 
Fair Hearing Plan of the Medical Staff or other Medical Staff policies. Such detail changes/amendments 
shall not require Medical Staff approval prior to submission to the Board. The MEC shall however notify 
the Medical Staff of said changes prior to Board of Trustees submission. The associated details are 
defined as those details for the processes of qualifications of the Medical Staff, appointment and re-
appointment to the Medical Staff, credentialing/privileging and re-credentialing/ re-privileging of licensed 
independent practitioners and other practitioners credentialed by the Medical Staff, the processes and 
indications for automatic and or summary suspension of medical staff membership or privileges, the 
processes or indications for recommending termination or suspension of a medical staff membership 
and/or termination, suspension or reduction of clinical privileges and other processes contained in these 
bylaws where the details reside either in The Rules and Regulations of the Medical Staff, the 
Credentials Manual of the Medical Staff, the Fair Hearing Plan, or other Medical staff policies. The 
Medical Staff, after notification to the MEC and the Board, by a two thirds vote of voting members shall 
have the ability to remove this delegated authority of the MEC.  
 The organized medical staff has the ability to adopt medical staff bylaws, rules and regulations,        
and policies, and amendments thereto , and to propose them directly to the governing body 
after communicating the proposed changes to the Medical Executive Committee.  

(ii)  
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(iii) The authority to amend these bylaws cannot be delegated.  

(g) Meetings - The MEC shall meet at least six (6) times a year or as often as necessary to fulfill its 
responsibility and maintain a permanent record of its proceedings and actions.  Special meetings of the 
MEC may be called at any time by the Chairperson. 

(h) Removal from MEC - The Medical Staff and/or the Board of Trustees may remove any member of the 
MEC for failure to fulfill his/her responsibilities, conduct detrimental to the interests of the MUSC Medical 
Center and/or the Medical Staff, physical or mental infirmity to the degree that renders him incapable of 
fulfilling the duties of the committee. Any Medical Staff member has the right to initiate a recall of a MEC 
member. A petition to recall must be signed by at least 25% of the members of the Active staff and 
presented to the MEC or to the Board of Trustees if the recall is for the majority or all of the MEC 
members.  Upon presentation, the MEC or Board of Trustees will schedule a general staff meeting to 
discuss the issue(s) and, if appropriate, entertain a no confidence vote. Removal of an MEC member 
shall require a 2/3 majority vote of voting members. Removal from the MEC shall not entitle the 
practitioner to procedural rights. 

Section 7.02 OTHER MEDICAL STAFF FUNCTIONS 

(a) Peer Review - All members of the MUSC Medical Center Medical Staff, House Staff, and Allied Health 
Professional Staff will be included in the Medical Staff’s peer review process.   

(i) Peer Review is initiated as outlined in the Medical Center Policy Peer Review Policy.  A peer 
review committee for the Medical Staff will be maintained by the MEC. This committee will be chaired by 
the Vice President of the Medical Staff, as will a subcommittee for Professional Staff peer review.   A 
subcommittee for House Staff peer review will be chaired by the Secretary of the Medical Staff.   
Members of each of these committees will be appointed by the MEC.   

(ii) All peer review activities whether conducted as a part of a department quality plan or as a part of 
a medical staff committee will be considered medical staff quality activities and fall under the protection 
of SC Code Section 40-71-10 and 40-71-20. 

(b) Other Functions - The accomplishment of the following functions may or may not require the existence of 
separate, established committees.  The functions consist of collection of relevant information (monitoring), 
and presentation to the appropriate Clinical Departments, discussion, and action (evaluation and problem 
solving).  Evidence that these functions are being effectively accomplished at the departmental level is 
included in departmental reports to the MEC, and in MEC reports to the Board. These functions can be 
carried out by a Medical Staff Committee, a MUSC Medical Center interdisciplinary committee, a 
responsible group, or individual. These functions include, but are not limited to: 
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(i) Conduct or coordinate quality, appropriateness, and improvement activities, including but not 
limited to  operative, invasive, and high risk  procedures review, tissue review, blood usage 
review, drug usage review, medical record review, mortality and morbidity review, autopsy review, 
sentinel event and other reviews; 

(ii) Conduct or coordinate utilization activities; 

(iii) Conduct or coordinate credentials investigations for staff membership and granting of clinical 
 privileges; 

(iv) Provide continuing education opportunities responsive to quality assessment/improvement 
 activities, new state-of-the-art developments, and other perceived needs; 

(v) Develop and maintain surveillance over drug utilization policies and practices; 

(vi) Investigate and control nosocomial infections and monitor the MUSC Medical Center infection 
 control program; 

(vii) Plan for response to fire and other disasters; 

(viii) Direct staff organizational activities, including staff Bylaws, review and revision, Staff officer and 
 committee nominations, liaison with the Board of Trustees and MUSC Medical Center 
 administration, and review and maintenance of MUSC Medical Center accreditation 
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Article VIII. HISTORY AND PHYSICAL REQUIREMENTS 

Section 8.01 Comprehensive History and Physical - A 
comprehensive history and physical (H&Ps) shall be 
completed no later than twenty-four (24) hours after 
admission (includes inpatient or observation status) 
or at the initial visit to an ambulatory clinic, or prior to 
any operative, invasive, high risk diagnostic or 
therapeutic procedure, or procedures requiring deep 
sedation or anesthesia regardless of setting.   

(a) A complete H&P (except in circumstances allowing a focused H&P) must include (as information is 
available):  

(i) chief complaint, 

(ii) details of present illness (history), 

(iii) past history (relevant - includes illnesses, injuries, and operations), 

(iv) social history, 

(v) allergies and current medications, 

(vi) family history, 

(vii) review of systems pertinent to the diagnosis, 

(viii) physical examination pertinent to the diagnosis, 

(ix) pertinent normal and abnormal findings,  

(x) conclusion or a planned course of action. 

Section 8.02 Focused History and Physical - For 
other non-inpatients procedures, a focused history 
and physical may be completed based on the 
presenting problem. A focused H&P must include at a 
minimum:  

(a) present illness, 

(b) past medical/surgical history, 

(c) medications, 

(d) allergies, 

(e) focused physical exam to include the presenting problem and mental status. 

(f) impression and plan including the reason for the procedure.  
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Section 8.03 Primary Care Clinics - H&Ps are 
required in all primary care clinics.  On subsequent 
primary care visits and in specialty clinics, the H&P 
can be focused, based on the presenting problem(s). 
The focused H&P must meet the requirements for a 
focused H&P. 

Section 8.04 H&P Not Present - When the H&P 
examination is not on the chart prior to the surgery or 
high risk diagnostic or therapeutic procedure, the said 
procedure shall be delayed until the H&P is 
completed unless it is an emergency.  

Section 8.05  Updating an H&P - When using an H&P 
that was performed within 30 days prior to admission 
or a procedure, and that H&P is in the patient’s 
medical record, a re-examination of the patient must 
take place as a part of the history and physical 
updaten update to the H&P must be completed within 
24 hours of admission  for inpatients or prior to the 
procedure whichever comes first. This includes intra 
campus admissions from the Medical Center (i.e., 
TCU, IOP).  For all surgeries and other procedures 
requiring an H&P, this update may be completed in 
combination with the preanesthesia assessment. 

Section 8.06 H&P Responsibility: 

(a) Dentists are responsible for the part of his/her patient’s H&P that relates to dentistry. 

(b) Oral and maxillofacial surgeons may perform a medical H&P examination in order to assess the status 
and risk of the proposed surgery or procedures. 

(c) Podiatrists are responsible for the part of his/her patient’s H&P that relates to podiatry. 

(d) Optometrists are responsible for the part of his/her patient’s H&P that relates to optometry. 

Section 8.07 The attending physician is responsible 
for the complete H&P. 

(a) Residents, advanced nurse practitioners and in some cases physicians assistants, appropriately 
privileged, may complete the H&P with the attending physician’s counter signature.  

(b) In lieu of a signature, the attending physician may complete an additional attestation sheet to confirm or 
change the initial history and physical.  

(c) The co-signature by the attending or the attestation must be completed by the attending within 48 hours 
of admission or prior to any procedure requiring H&P’s. 
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Article IX. MEDICAL STAFF MEETINGS  

Section 9.01 REGULAR MEETINGS 

(a) The Medical Staff shall meet at least quarterly or more often, as needed.  Appropriate action will be taken 
as indicated.  

(b) An annual Medical Staff Meeting shall be held during the last quarter of each year.  Written notice of the 
meeting shall be sent to all Medical Staff members. 

(c) The primary objective of the meetings shall be to report on the activities of the staff, elect officers if 
necessary, and conduct other business as may be on the agenda.  Written minutes of all meetings shall 
be prepared and recorded. 

Section 9.02 SPECIAL MEETINGS - The President of 
the Medical Staff, the Executive Medical Director, the 
Dean of the College of Medicine, or the MEC may call 
a special meeting after receipt of a written request for 
same signed by not less than five (5) members of the 
Active and Affiliate Staff and stating the purpose for 
such meeting. The President of the Medical Staff 
shall designate the time and place of any special 
meeting.  Written or printed notice stating the place, 
day and hour of any special meeting of the Medical 
Staff shall be delivered, either personally or by mail, 
including electronic mail, to each member of the 
Active Category of the Medical Staff not less than 48 
hours before the date of such meeting, by or at the 
direction of the President of the Medical Staff.  If 
mailed, the notice of the meeting shall be deemed 
delivered when deposited in the Campus Mail 
addressed to each Staff member at his/her address 
as it appears on the records of the Hospital.  Notice 
may also be sent to members in other Medical Staff 
categories who have so requested.  The attendance 
of a member of the Medical Staff at a meeting shall 
constitute a waiver of notice of such meeting.  No 
business shall be transacted at any special meeting 
except that stated in the notice calling the meeting. 

Section 9.03 QUORUM - The quorum requirements 
for all meetings shall be those present and voting, 
unless otherwise indicated in these Bylaws. 

Section 9.04 ATTENDANCE REQUIREMENTS 

(a) Although attendance at regular Medical Staff meetings is encouraged, Medical Staff members are not 
required to attend general staff meetings.  Medical staff meeting attendance will not be used as a 
reappointment measurement. 

(b) Attendance requirements for department meetings are at the discretion of the Department Chairpersons. 

(c) Members of the MEC and Credentials Committee are required to attend fifty percent (50%) of the 
committee meetings during each year unless otherwise excused. 
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Section 9.05 PARTICIPATION BY EXECUTIVE 
DIRECTOR OF THE MUSC MEDICAL CENTER - 
The Executive Director of the MUSC Medical Center 
or his/her designee may attend any Committee, 
Department, or Section meeting of the Medical Staff. 

Section 9.06 ROBERT’S RULES OF ORDER - The 
latest edition of ROBERT’S RULES OF ORDER shall 
prevail at all meetings of the General Staff, MEC, and 
Department Meetings unless waived by the 
Chairperson. 

Section 9.07 NOTICE OF MEETINGS - Written notice 
stating the place, day, and hour of any special 
meeting or of any regular meeting not held pursuant 
to resolution shall be delivered or sent to each 
member of the committee or department not less than 
three (3) days before the time of such meeting by the 
person or persons calling the meeting.  The 
attendance of a member at a meeting shall constitute 
a waiver of notice of such meeting. 

Section 9.08 ACTION OF 
COMMITTEE/DEPARTMENT - The action of a 
majority of its members present at a meeting at which 
a quorum is present shall be the action of a 
committee or department. 

Section 9.09 MINUTES - Minutes of each regular and 
special meeting of a Committee or Department shall 
be prepared and shall include a record of the 
attendance of members and the vote taken on each 
matter.  The minutes from the Departments and 
Credentials Committee Meetings shall be signed, 
electronically or physically, by the presiding officer 
and copies thereof submitted to the MEC.  The 
minutes from other committee meetings shall be 
signed by the presiding officer and copies thereof 
submitted to the appropriate departments. 
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Article X. TERMINATION, REDUCTION, AND SUSPENSION OF PRIVILEGES 

Section 10.01 SUSPENSION - In the event 
that an individual practitioner’s action may pose a 
danger to patients, other Medical Staff members, or 
the Hospital or its personnel, then either the President 
of the Medical Staff, Executive Medical Director or the 
Chairperson of the clinical department to which the 
practitioner is a member, shall each have the 
authority, as independent action, to suspend all or 
any portion of the Clinical Privileges of the Medical 
Staff member in question.   

(a) Such precautionary suspension does not imply final findings of fact or responsibility for the situation that 
caused the suspension. 

(b) Such precautionary suspension is immediately effective, is immediately reported to all the individuals 
named above, and the Medical Staff Office, and remains in effect until a remedy is effected following the 
provision of this Article of the Medical Staff Bylaws.   

(c) Immediately upon the imposition of a suspension, the appropriate Department Chairperson or the Chief of 
Service assigns to another Medical Staff member the responsibility for care of any hospitalized patients of 
the suspended individual.   

(d) As soon as practical, but in no event later than three (3) days after a precautionary suspension, the MEC 
shall convene to review the action.  The affected practitioner may request to be present at this meeting, 
which is not a hearing and is not to be construed as such.  The MEC may continue the suspension, or 
take another action pursuant to this Article.  If the action taken entitles the affected practitioner to a 
hearing, then the Hearing and Appeals Procedure Fair Hearing Plan shall apply 

Section 10.02 EFFECT OF OTHER ACTIONS 
ON MEDICAL STAFF MEMBERSHIP AND CLINICAL 
PRIVILEGES 

(a) Failure to Complete Medical Records - All portions of each patient’s medical record shall be completed 
within the time period after the patient’s discharge as stated in Medical Staff Rules and Regulations.  
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Failure to do so (unless there are acceptable extenuating circumstances) automatically results in the 
record being defined as delinquent and notification of the practitioner. 

(i) A temporary suspension in the form of withdrawal of admitting privileges, scheduling of clinic 
appointments, or scheduling of elective surgical cases, effective until the medical records are 
complete, shall be imposed automatically after warning a member of his/her delinquency and 
his/her failure to complete such medical records 

(ii) Having three (3) suspensions in one (1) consecutive 12 month period will be reason for removal 
from the Medical Staff.  Re-application for reinstatement to the staff is allowed immediately upon 
completion of the delinquent record(s).  

(b) Failure to Complete Education Requirements – The Medical Staff recognizes the need to mandate certain 
education requirements for all Medical Staff in order to ensure ongoing success of quality improvement. 

(i) The MEC will regularly review and approve the education requirements, including time periods, 
for Medical Staff members.  All education requirements for Medical Staff members shall be 
completed within the time period.  Failure to do so (unless there are acceptable extenuating 
circumstances) automatically results in an education delinquency and notification to the 
practitioner of temporary suspension. 

(ii) A temporary suspension in the form of withdrawal of admitting privileges, scheduling of clinic 
appointments, or scheduling of elective surgical cases, effective until the education requirements 
are complete, shall be imposed automatically after warning a member of his/her delinquency and 
his/her failure to complete such education requirement within a seven (7) day period after delivery 
of such warning to him/her either orally or in writing. 

(iii) Having three (3) suspensions in one (1) consecutive 12 month period will be reason for removal 
from the Medical Staff.  Re-application for reinstatement to the staff is allowed immediately upon 
completion of the delinquent education requirements. 

(c) Failure to Perform Appropriate Hand Hygiene – The Medical Staff recognizes the need to ensure a high 
level of hand hygiene compliance for all Medical Staff in order to ensure ongoing success of the infection 
control and prevention plan of the Medical Center 

(i) Understanding that noncompliance with hand hygiene is often the result of distraction or simple 
forgetfulness, rather than a blatant disregard for patient safety, medical staff will be reminded in a 
positive manner when not compliant with the hand hygiene policy. Medical staff are expected to 
readily respond in a positive manner to a reminder and adjust their actions accordingly.  

(ii) Medical staff who fail to respond in a positive manner to a reminder are subject to the medical 
staff Peer Review Process. 

(iii) Medical staff who have recurrent hand hygiene noncompliance will be subject to an MEC 
approved progressive education and discipline process.  

(iv) Medical staff having four (4) hand hygiene noncompliance events in one (1) consecutive 12 
month period will be reason for suspension from the Medical Staff. Re-application for 
reinstatement is allowed immediately upon completion of a MEC approved process.  

(v) Medical staff having two (2) suspensions in a consecutive 12 month period will result in removal 
of  Medical Staff membership and clinical privileges.  
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(vi) Medical staff may formally respond to each noncompliance event with subsequent adjudication by 
the peer review committee 
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(d) Actions Affecting State License to Practice - If a practitioner’s state license to practice or DEA registration 
is revoked, suspended, limited for disciplinary reasons, not renewed by the relevant agency, or voluntarily 
relinquished by the individual, then staff membership and privileges are automatically revoked, 
suspended, or limited to at least the same extent, subject to re-application by the practitioner when or if 
his/her license or DEA registration is reinstated, or limitations are removed, whatever is the case. 

(e) Lapse of Malpractice Coverage - If the MEC and Board of Trustees have established a requirement for 
liability coverage for practitioners with clinical privileges, and if a staff member’s malpractice coverage 
lapses without renewal, then the practitioner’s clinical privileges are automatically suspended until the 
effective date of his/her new malpractice coverage, unless otherwise determined by the Board. 

(f) Governmental Sanction or Ban - Imposition of governmental sanction or ban as outlined by Medicare and 
the DHHS -Office of the Inspector General is cause for immediate loss of all clinical privileges. 

(g) Felony Conviction - conviction of a felony offense is cause for immediate loss of all clinical privileges. 

(h) Loss of Faculty Appointment - Loss of faculty appointment shall result in immediate revocation of clinical 
privileges and appointment to the Medical Staff.  

(i) Failure to Meet Application Requirements - Failure to comply with deadlines or other application 
requirements will result in loss of appointment and privileges as outlined in the Credentials Policy Manual. 

Section 10.03 FAIR HEARING PLAN - Any 
physician has a right to a hearing/appeal pursuant to 
the institution’s Fair Hearing Plan in the event any of 
the following actions are taken or recommended: 

(i) Denial of initial staff appointment, 

(ii) Denial of reappointment, 

(iii) Revocation of staff appointment, 

(iv) Denial or restriction of requested clinical privileges, 

(v) Reduction in clinical privileges, 

(vi) Revocation of clinical privileges, 

(vii) Individual application of, or individual changes in, the mandatory consultation requirement, and 

(viii) Suspension of staff appointment or clinical privileges if such suspension is for more than 14 days. 

(b) PROFESSIONAL REVIEW ACTION 

(i) DEFINITIONS 

1) The term “professional review action” means an action or recommendation of the professional 
review body which is taken or made in the conduct of professional review activity, which is based on 
the competence or professional conduct of an individual practitioner which affects (or could affect) 
adversely the health or welfare of a patient or patients), and which affects (or may affect) adversely the 
clinical privileges of the practitioner or the practitioner’s membership.  Such term includes a formal 
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decision of the professional review body not to take an action or make a recommendation described in 
the previous sentence and also includes professional review activities relating to professional review 
action. 

2) An action not considered to be based on the competence or professional conduct of a practitioner 
if the action taken is primarily based on: 

 
(i) The practitioner’s association or lack of association with a professional society or association; 
(ii) The practitioner’s fees or the practitioner’s advertising or engaging in other competition acts 

intended to solicit or retain business; 
(iii) The practitioner’s participation in prepaid group health plans, salaried employment, or any other 

manner of delivering health services whether on a fee-for-service or other basis; 
(iv) A practitioner’s association with, supervision of, delegation of authority to, support for, training of, 

or participation in a private group practice with a member of members of a particular class of health care 
practitioner or professional; or 

(v) Any other matter that does not related to the competence or professional conduct of a 
practitioner. 

 

3) The term “professional review activity” means an activity of the Hospital with respect to an 
individual practitioner. 

 
(i) To determine whether the practitioner may have clinical privileges with respect to or membership; 
(ii) To determine the scope or conditions of such clinical privileges or membership; or  
(iii) To change or modify such clinical privileges or membership. 

4) The term “Professional Review Body” means the Hospital and the Hospital’s governing body or 
the committee of the Hospital which conducts the professional review activity and includes any 
committee of the Medical Staff of the Hospital when assisting the governing body of the Hospital in a 
professional review activity. 

5) The term “adversely affecting” includes reducing, restricting, suspending, revoking, denying, or 
failing to renew clinical privileges or membership. 

6) The term “Board of Medical Examiners”, “Board of Dental Examiners”, and Board of Nursing are 
those bodies established by law with the responsibility for the licensing of physicians, dentists, and 
Affiliated Health Care Professionals respectively. 

7) The term “clinical privileges” includes privileges, membership, and the other circumstances 
pertaining to the furnishing of medical care under which a practitioner is permitted to furnish such care 
in the Hospital. 

8) The term “medical malpractice action or claim” means a written claim of demand for payment 
based on a health care provider’s furnishing (or failure to furnish) health care services including the 
filing of a cause of action, based on the law of tort, brought in any court of the State or the United 
States seeking monetary damages. 

(c) STANDARDS FOR PROFESSIONAL REVIEW ACTIONS 

(i)  For the purposes of the protection provided by Section 411(a) of the Health Care Quality 
Improvement Act of 1986 and in order to improve the quality of medical care, a professional review 
action shall be taken: 

1) In the reasonable belief that the action was in the furtherance of quality health care; 



 

Proposed changes August 2013 September 2013 
MUSC Medical Center - Medical Staff Bylaws 
Adopted December 2011            
Page 34 of 42 

2) After a reasonable effort to obtain the facts of the matter;  

3) After adequate notice and hearing procedures are afforded to the practitioner involved or after 
such other procedures are fair to the practitioner under the circumstances; and 

4) In the belief that the action was warranted by the facts known after such reasonable effort to 
obtain facts and after adequate notice and hearing procedures are afforded. 

(ii) A professional review action shall be presumed to have met the preceding standards unless the 
presumption is rebutted by a preponderance of evidence. 

(iii) Impaired Practitioners:  The MUSC Medical Center subscribes to and supports the South 
Carolina Medical association’s policies and procedures on impaired practitioners.  The staff will support 
and follow procedures of the South Carolina Medical Association Impaired Physician Committee in 
dealing with any practitioner who has an addiction to drugs and/or alcohol which impairs his/her ability 
to function or otherwise disables him from the practice of medicine. 

(d) ADEQUATE NOTICE AND RIGHT TO HEARING 

1)  Notice of Proposed Action – the practitioner shall be given a notice stating: that a professional 
review action has been proposed to be taken against the practitioner; the reasons for the proposed 
action; that the practitioner has a right to request a hearing on the proposed action; and that the 
practitioner has thirty (30) days within which to request such hearing;  

2) The Notice of Right to Hearing to the practitioner shall also state that the request for hearing shall 
be delivered to the Chair of the Executive Committee personally or by certified, registered mail, 
restricted delivery. 

3) The Notice of Right to Hearing shall additionally state that a failure on the part of the practitioner 
to make a written request for hearing within the thirty (30) day time period shall constitute a waiver of 
the practitioner’s right to hearing and to any further appellate review on the issue. 

4) The Executive Medical Director shall be responsible for giving the prompt written notice to the 
practitioner or any affected party who shall be entitled to participate in the hearing. 

5) The Notice shall also state that, upon the receipt of Request for Hearing, the practitioner shall be 
notified of the date, time, and place and shall be provided with written charges against him or the 
grounds upon which the proposed adverse action is based. 
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(e)  NOTICE AND REQUEST FOR HEARING - If a hearing is requested on a timely basis, the practitioner 
involved shall be given additional notice state: 

(i) The time, place and date of a pre-hearing conference in order to review or clarify procedures that 
will be utilized;  

(ii) The place, time and date of hearing, which date shall not be less than thirty (30) days after the 
date of the notice;  

(iii) A list of witnesses (if any) expected to testify at the hearing on behalf of the Professional Review  
Body;  

(iv) A statement of the time, place and nature of the hearing;  

(v) A statement of the authority under which the hearing is to be held; 

(vi) Reference to any rules, regulations or statutes in issue; and 

(vii) A short and plain statement of the charges involved and the matters to be asserted.  

(f) CONDUCT OF HEARING AND NOTICE 

(i)  If a hearing is requested on a timely basis, the hearing shall be held as determined by the 
Executive Medical Director of the Hospital: 

1) Before an Arbitrator mutually acceptable to the practitioner and the Hospital; 

2) Before a Hearing Officer who is appointed by the Executive Medical Director of the Hospital and 
who is not in direct economic competition with the practitioner involved; or  

3) Before an ad hoc Hearing Committee of not less than five (5) MEMBERS OF THE Medical Staff 
appointed by the Chair of the Hospital Executive Committee.  One of the members so appointed shall 
be designated as chair.  No Medical Staff member who has actively participated in the consideration of 
any adverse recommendation or action shall be appointed a member of this committee. 

(ii) The Hearing Committee, the Arbitrator, or the Hearing Office may issue subpoenas for the 
attendance and testimony of witnesses and the production and examination of books, papers, and 
records on its own behalf or upon the request of any other party to the case.  Failure to honor an 
authorized subpoena may be grounds for disciplinary action against the subpoenaed party including, but 
not limited to, a written reprimand, suspension, or termination. 

(iii) The personal presence of the affected party shall be required by the Arbitrator, Hearing Officer, or 
Committee.  Any party who fails, without good cause, to appear and proceed at the hearing shall be 
deemed to have waived his/her rights to the hearing and to have accepted the adverse action, 
recommendations, or decision or matter in issue, which shall then remain in full force and effect. 

(iv) Postponement of hearing shall be made only with the approval of the Arbitrator, Hearing Officer, 
or ad hoc Hearing Committee.  Granting of such postponement shall be only for good cause shown and 
shall be at the sole discretion of the decision maker. 

(v) The right to the hearing shall be forfeited if the practitioner fails, without good cause, to appear. 
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(g) RIGHTS OF THE PARTIES - In the hearing, the practitioner involved has the right: 

(i) To representation by an attorney or any other person of the practitioner’s choice; 

(ii) To have a record made of the proceedings, copies of which may be obtained by the practitioner 
upon payment of any reasonable charges associated with the preparation thereof; 

(iii) To call, examine, and cross-examine witnesses; 

(iv) To present evidence determined to be relevant by the Arbitrator, Hearing Officer, or Committee 
regardless of its admissibility in a court of law; 

(v) To submit a written statement at the closing of the hearing. 

(vi) The hearing and all proceedings shall be considered confidential and all proceedings shall be in 
closed session unless requested otherwise by the affected practitioner.  Witnesses and parties to the 
hearing shall not discuss the case except with the designated parties’ attorneys or other authorized 
individuals and shall not discuss the issue outside of the proceedings. 

(h) COMPLETION OF HEARING - Upon completion of the hearing, the practitioner involved shall the right: 

(i) To receive the written recommendations of the Arbitrator, Officer or ad hoc Hearing Committee, 
including a statement of the basis for the recommendation, including findings of the fact and conclusions 
of law; and 

(ii) To receive a written decision of the Hospital, including a statement of the basis for that decision. 

(i)  CONDUCT OF HEARING 

(i) If the Hospital, in its sole discretion, chooses to utilize an ad hoc Hearing Committee, a majority of 
the Hearing Committee must be present throughout the hearing and deliberations.  If a Committee 
member is absent from any part of the proceedings, he shall not be permitted to participate in the 
deliberations or the decision. 

(ii) The Chair of the Hearing Committee, or his/her designee, shall preside over the hearing to 
determine the order of procedure during the hearing to assure that all participants in the hearing have a 
reasonable opportunity to present and respond to relevant oral and documentary evidence and to 
present arguments on all issues involved. 

(iii) The Hearing Committee may recess the hearing and reconvene the same without additional 
notice for the convenience of the participants or for the purpose of obtaining new or additional evidence 
or consultation.  Upon conclusion of the presentation of oral and written evidence, the Hearing 
Committee shall, at a time convenience to itself, conduct its deliberations outside the presence of the 
parties. 

(iv) A record of the hearing shall be kept that is of sufficient accuracy to permit an informed and valid 
judgment to be made by any group that may later be called upon to review the record and render a 
recommendation or decision in the matter.  The Hearing Committee may select the method to be used 
for making the record, such as the court reporter, electronic recording unit, detailed transcription or 
minutes of the proceedings.  The minutes shall be transcribed at the request of any party. 

(v) All oral evidence shall be taken only after an Oath of Affirmation. 
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(j) EVIDENTIARY MATTERS IN CONTESTED CASES 

(i) Evidence determined to be relevant by the Hearing Officer, Arbitrator, or ad hoc Hearing 
Committee, regardless of its admissibility in a court of law, shall not be excluded. 

(ii) Documentary evidence may be received in the form of copies or excerpts, if the original is not 
readily available.  Upon request, parties shall be given an opportunity to compare the copy with the 
original. 

(iii) Notice may be taken of judicially cognizable facts.  In addition, the Hearing Officer, Arbitrator or 
ad hoc Hearing Committee may taken notice of generally recognized technical or scientific facts within 
the Committee’s specialized knowledge.  Parties shall be notified either before or during the hearing of 
the material noticed, including any staff memoranda or data, and they shall be afforded an opportunity 
to contest the material noticed.  The Committee’s experience, technical competence and specialized 
knowledge shall be utilized in the evaluation of the evidence. 

(k) BURDEN OF PROOF - The practitioner who requested the hearing shall have the burden of proving, by 
clear and convincing evidence, that the adverse recommendation or action lacks any substantial factual 
basis or that such basis or the conclusions drawn therefore are either arbitrary, unreasonable, or 
capricious, when a hearing relates to the following: 

(i) Denial of staff appointment; 

(ii) Denial of requested advancement in staff category; 

(iii) Denial of department, service, or section affiliation; or 

(iv) Denial of requested clinical privileges. 
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(l) REPORT AND FURTHER ACTION - At the conclusion of the final hearing, the Arbitrator, Hearing Officer 
or the ad hoc Hearing Committee shall: 

(i) Make a written report of the conclusions and recommendations in the matter and shall forward 
the same, together with the hearing record and all other documentation considered by it, to the Chair of 
the Executive Committee.  All findings and recommendations by the Arbitrator, Hearing Officer or ad hoc 
Hearing Committee shall be supported by reference to the hearing record and the other documentation 
considered by it; and 

(ii) After receipt of the report, conclusions and recommendations of the Arbitrator, Hearing Officer or 
ad hoc Hearing Committee, the Executive Committee shall consider the report, conclusions and 
recommendations and shall issue a decision affirming, modifying or reversing those recommendations 
received. 

(m) NOTICE OF DECISION 

(i) The Chair of the Executive Committee shall promptly send a copy of the decision by written 
notice to the practitioner, the practitioner’s chair, the Vice President for Academic Affairs, the Vice 
President for Medical Affairs, the Vice President for Clinical Operations and CEO and the President of 
the University. 

(ii)  This notice shall inform the practitioner of his/her right to request an appellate review by the 
Board of Trustees. 

 

(n) NOTICE OF APPEAL 

(i) Within ten (10) days after receipt of notice by a practitioner or an affected party of an adverse 
decision, the practitioner or affected party may, by written notice to the Executive Medical Director (by 
personal service or certified mail, return receipt requested), request an appellate review by the Board of 
Trustees.  The Notice of Appeal and Request for Review, with or without consent, shall be presented to 
the Board of Trustees a its next regular meeting.  Such notices requesting an appellate review shall be 
based only on documented record unless the Board of Trustees, within its sole discretion, decides to 
permit oral arguments. 

(ii) If such appellate reviews not requested within ten (10) days, the affected practitioner shall have 
deemed to have waived his/her right to appellate review and the decision an issue shall become final. 

(o) APPELLATE REVIEW PROCEDURE 

(i) Within five (5) days after receipt of Notice of Appeal and Request for Appellate Review, the Board 
of Trustees shall, through the Executive Committee, notify the practitioner, and other affected parties in 
writing by certified mail, return receipt requested, or by personal service, of the date of such review, and 
shall also notify them whether oral arguments will be permitted. 

(ii) The Board of Trustees, or its appointed Review Committee, shall act as an appellate body.  It 
shall review the records created in the proceedings. 

1) If an oral argument is utilized as part of the review procedure, the affected party shall be present 
at such appellate review, shall be permitted to speak against the adverse recommendation or decision, 
and shall answer questions put to him by any member of the Appellate Review Body. 
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2) If oral argument is utilized, the Executive Committee and other affected parties shall also be 
represented and shall be permitted to speak concerning the recommendation or decision and shall 
answer questions put to them by any member of the Appellate Review Body. 

(iii) New or additional matters not raised during the original hearings and/or reports and not otherwise 
reflected in the record shall only be considered during the appellate review upon satisfactory showing by 
the affected practitioner or party that substantial justice cannot be done without consideration of these 
new issues and further giving satisfactory reasons why the issues were not previously raised.  The 
Appellate Review Body shall be the sole determinant as to whether such new information shall be 
accepted. 

(iv) The Board of Trustees may affirm, modify, or reverse the decision in issue or, in its discretion, 
may refer the matter back to the Executive Committee for further review or consideration of additional 
evidence.  Such referral may include a request that the Executive Committee arrange for further hearing 
to resolve specified disputed issues. 

(v) If the appellate review is conducted by a committee of the Board of Trustees, such committee 
shall: 

1) Make a written report recommending that the Board of Trustees affirm, modify, or reverse the 
Decision in issue, or 

2) Refer the matter back to the Executive Committee for further review and recommendations.  Such 
referral may include a request for a hearing to resolve the disputed issues. 

(p) FINAL DECISION BY THE BOARD OF TRUSTEES - After the Board of Trustees makes its final decision, 
it shall send notice to the President of the Medical University, the Executive Committee, the Executive 
Medical Director, and to the affected practitioner and other affected parties, by personal service or by 
certified mail, return receipt requested.  This decision shall be immediately effective and final. 

(q) ADEQUATE PROCEDURES IN INVESTIGATIONS OR HEALTH EMERGENCIES - Nothing in this 
section shall be construed as: 

(i) Requiring the procedures under this section where there is no adverse professional review action 
taken;  

(ii) In the case of a suspension or restriction of clinical privileges for a period of not longer than 
fourteen (14) days during which an investigation is being conducted to determine the need for 
professional review action; or 

(iii) Precluding an immediate suspension or restriction of clinical privileges, subject to subsequent 
notice and hearing or other adequate procedures, where the failure to take such an action may result in 
an imminent danger to the health of any individual. 

(r) REPORTING OF CERTAIN PROFESSIONAL REVIEW ACTIONS TAKEN BY HOSPITALS 
In the event the Hospital: 
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(i) Takes a professional review action that adversely affects the clinical privileges of a practitioner for 
a period of longer than thirty (30) days; 

(ii) Accepts the surrender of clinical privileges of a practitioner: 

1) While the practitioner is under investigation by the Hospital relating to possible incompetence or 
improper professional conduct; or 

2) In return for not conducting such an investigation or proceeding; or 

(iii) In the case where action is taken by the Hospital adversely affecting the membership of the 
practitioner, it is agreed and understood that the Hospital shall report to the appropriate State Board the 
following information: 

1) The name of the practitioner involved; 

2) A description of the acts or omissions or other reasons for the action or, if known, for the 
surrender of the privileges; and 

3) Such other information respecting the circumstances of the action or surrender as deemed 
appropriate. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Article XI. CONFLICT MANAGEMENT AND RESOLUTION 

Section 11.01 MEC and Medical Staff -  If a 
conflict arises between the MEC and the voting 
members of the Medical Staff regarding issues 
pertaining to the Medical Staff including but not 
limited to proposals for adoption or amendment of 
bylaws, rules and regulations, or medical staff policies 
and when MUSC Medical Center Policy A-115 
Conflict Management does not apply, the voting 
members of the medical staff by a 2/3rds vote may 
appoint a Conflict Management Team consisting of 
six (6) active members of the staff who are not on the 
MEC. In such an event, the action or 
recommendation of the MEC at issue shall not go into 
effect until thirty (30) days after the appointment of 
the Conflict Management Team, during which time 
the MEC and the Conflict Management Team shall 



 

Proposed changes August 2013 September 2013 
MUSC Medical Center - Medical Staff Bylaws 
Adopted December 2011            
Page 41 of 42 

use their best efforts to resolve or manage the 
conflict. If the conflict is not resolved, the Medical 
Staff, by a two-thirds (2/3) vote of the Active members 
may make a recommendation directly to the Board of 
Trustees for action. 

Section 11.02 MEC and BOARD of 
TRUSTEES - If a conflict arises between the MEC 
and the Board of Trustees regarding a matter 
pertaining to the quality or safety of care or to the 
adoption or amendment of Medical Staff Bylaws, 
Rules and Regulations, or Medical Staff Policies and 
when MUSC Medical Center Policy A-115 Conflict 
Management does not apply, the Executive Director 
may convene an ad-hoc committee of MUSC Medical 
Center, Board of Trustees and Medical Staff 
leadership to manage or resolve the conflict. This 
committee shall meet as early as possible and within 
30 days of its appointment shall report its work and 
report to the MEC and the Board of Trustees its 
recommendations for resolution or management of 
the conflict. 

Article XII. OFFICIAL MEDICAL STAFF DOCUMENTS 

The official governing documents of the Medical Staff shall be these Bylaws, the Rules and Regulations of the 
Medical Staff, the Medical Staff Credentials Manual, the Fair Hearing Plan, and  other  Medical Staff policies 
pursuant to these bylaws. Adoption and amendment of these documents shall be as provided below. 

Section 12.01 BYLAWS - The Medical Staff 
shall have the responsibility to formulate, review, 
adopt, and recommend to the Board, Medical Staff 
Bylaws and Amendments thereto, which shall be 
effective when approved by the Board.  Such 
responsibility shall be exercised in good faith and in a 
reasonable, responsible, and timely manner. Neither 
the Medical Staff nor the Board of Trustees may 
unilaterally amend these bylaws and the authority to 
adopt or amend them may not be delegated to any 
group. If a conflict exists between the Bylaws and 
other documents as outlined in this section, the 
Bylaws will supersede.  

(a) Methods Of Adoption And Amendment- Amendments to these bylaws may be on recommendation from 
the MEC approved by the voting members of the Medical Staff or after notification to the MEC on a 
proposal directly from a two thirds (2/3) majority of voting Medical Staff to the Board of Trustees, The 
Bylaws may be amended or revised after submission of the proposed amendment at any regular or 
special meeting of the Medical Staff or by email or US mail submission to all Active Medical Staff 
members.  To be adopted, an amendment or revisions shall require a majority vote of the Active 
members. Voting can be completed either in person at a Medical Staff meeting or by electronic ballot vote 
of those who are eligible to vote on the Bylaws.  Amendments so made shall be effective only when 
approved by the Board of Trustees. 

(b) The Executive Committee is authorized to make minor changes/corrections when necessary due to 
spelling, punctuation and/or grammar. 
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(c) These Bylaws shall be reviewed at least every two (2) years by the Officers of the Medical Staff.  Findings 
shall be reported at a regular meeting of the Medical Staff or at a special meeting called for such purpose 
or by email to active Staff members.  Any recommended changes shall be amended in accordance with 
these Bylaws. 

 

Section 12.02 Rules and Regulations and 
Other Related Documents - The MEC will provide to 
the Board of Trustees a set of Medical Staff Rules 
and Regulations, a Credentials Policy Manual, and a 
Fair Hearing Plan that further defines the general 
policies contained in these Bylaws. 

(a) These manuals will be incorporated by reference and become part of these Medical Staff Bylaws.  The 
MEC has the delegated authority to make amendments to the Rules and Regulations of the Medical Staff, 
the Credentials Manual of the Medical Staff, the Fair Hearing Plan and other Medical Staff policies 

(b) Alternatively the Medical Staff may propose an amendment to the Rules and Regulations and other afore 
mentioned associated documents directly to the Board of Trustees. Such a proposal shall require a two-
thirds (2/3) majority vote of the Active Medical Staff and shall require notification to the MEC.    

(c) When there is a documented need for an urgent amendment to the Rules and Regulations to comply with 
the a law or regulation, the voting members of the organized medical staff delegate the authority to the 
MEC who by a majority vote of the MEC members provisionally adopt such amendments and seek 
provisional Board of Trustees approval without prior notification to the medical staff.  The MEC will 
immediately notify the Medical Staff of such provisional approval by the Board. The Medical Staff at its 
next meeting, at a called meeting, or through electronic communication will retrospectively review the 
provisional amendment. If there is no conflict between the organized medical staff and the MEC regarding 
the amendment, the provisional amendment stands. If there is a conflict over the provisional 
amendment(s) the Conflict Management process as outlined in these bylaws will be implemented.  

(d) If necessary, a revised amendment is then submitted to the Board of Trustees for action.  

(e) The Rules and Regulations of the Medical Staff, the Credentials Manual, the Fair Hearing Plan and the 
Policies of the Medical Staff are intended to provide the associated details necessary to implement these  
Bylaws of the MUSC Medical Staff,   

Section 12.03 RULE CHALLENGE  

Any practitioner may raise a challenge to any rule or policy established by the MEC.  In the event that a rule, 
regulation or policy is felt to be inappropriate, any physician may submit a petition signed by 25% of the members 
of the Active Staff.  When such petition has been received by the MEC, it will either: 

(a) Provide the petitions with information clarifying the intent of such rule, regulation, or policy and/or 

(b) Schedule a meeting with the petitioners to discuss the issue. 

 
 
 
Approved by the Medical Executive Committee on November 16, 2011.  Approved by Medical Staff on October 
23, 2012.   
 
Revisions approved by the Board of Trustees in December 2011. 
 



Summary of Proposed Changes to Medical Staff  
Rules and Regulations 

November 2013 
 

 
1. Definitions: Added definition of CMIO and CMO. Modified definition of Authentication: refers 

to the full name signature, date, time and credentials.  Other grammatical edits. 
2. Admissions: Changed admitting physician to attending physician responsible for admission.  

(Typo from last revision) 
3. Medical Records: 

 Modified the definition of a Medical Record: 
The “legal medical record” consists of all authenticated (signed) documentation, 
handwritten or electronically generated related to the care of an individual patient and 
any related communication between a physician and a patient specific to the 
patient’s care or treatment. 

 Added: The attending physician is specifically responsible for the completion of the 
medical record for each patient encounter (e.g. admission). 

 Added Informed consent to documents that must be completed without abbreviations. 
 Deleted reference to medical student notes and stat dictation. 
 Added section on medical record requirements for out-patients. 
 Added medication reconciliation as a requirement for a complete record.  
 Changed timeframes for completion to : 

History and physical- 24 hours after admission or prior to invasive or operative 
procedure whichever comes first 
Consultation report- within 24 hours of request 
Labor and Delivery summary- within 24 hours of delivery 
Operative and procedure reports – within 24 hours of procedure  
Discharge summary- within 24 hours of discharge for preliminary and within 3 
days of discharge for official  
Diagnostic study- within 24 hours after completion of the study 
Transfer Summary- within 24 hours of discharge 
ED procedure notes- within 24 hours 
Verbal Orders- within 14 days after discharge 

 Redefined what elements make records delinquent and revised timeframes:  
 

Medical Record Required 
Element  

Required 
Completion time 
within: 

Attending’s 
Signature 
required 
within:  

Deemed Delinquent at: 

Admission H&Ps  24 hours  3 days 4 days 
Inpatient and ED consultations 24 hours 3 days 4 days 
Discharge Summaries Preliminary version 

in 24 hours). Official 
within 3 days  

3 days 4 days 

ED Attending Notes  24 hours 3 days 4 days  
Operative/Procedure reports 24 hours 3 days 4 days 
Outpatient visit notes 7 days 14 days 14 days 

 
 Notifications Clarified:  Physicians will receive two (2) notifications from the 

Health Information Department during the 14 day period post patient discharge 
regarding missing medical record elements including signatures.  Suspension 
notification will be sent on day 14. 



 Clarified Failure to Complete Medical Records:  All significant portions of the 
medical record of each patient’s medical record shall be completed within the 
time period after the patient’s discharge as stated in the Delinquency Table 
within the Medical Staff Rules and Regulations.   Failure to do so automatically 
results in the record being defined as delinquent and notification of the 
practitioner of the delinquency.  

 Clarified Medical Record temporary suspension:  Temporary suspension is 
automatically instituted 3 days following the determination that the provider 
has three or more simultaneous total medical record delinquencies (from one 
or more of the above six record types)  

 Clarified the appeal process:  Added CMIO to appeal process and clarified language.   
4. Orders:  

 Clarified who can give orders (Within scope of practice).  
 Added language regarding POST orders: A validly completed and executed South 

Carolina Physician Orders for Scope of Treatment (“POST”) form may be 
accepted in any emergency situation as a valid expression of patient wishes 
until the contents are reviewed with the patient or the legally authorized 
representative at the earliest possible opportunity.  The attending physician 
should document review of the POST and conversations about the POST in the 
medical record. 

 Clarified Allow Natural Death orders: Allow Natural Death (AND) order should be 
followed according to Medical Center Policy #C-023.  When a patient or family 
presents a signed AND Advanced Directive, discussion must occur between 
treating physician and patient (or surrogate.) 

 Added who can take verbal orders: Other disciplines as specifically approved by 
the Chief Medical Officer, and subsequently endorsed by the Medical Executive 
Committee 

 Added: that verbal orders must have immediate contact information  
 Added:  the phrase certain high risk medications to language regarding when 

verbal orders are not allowed 
 Added to Admission Orders:  Admission orders should be written and signed by 

the physician on service that is accepting admitted patient.  
5. Substance Abuse/Psychiatric Patients: Deleted the phrase:  “only after consultation with 

the Executive Medical Director or his designee and the assigned Medical Director of 
the relevant service.” regarding admission of IOP patients to other units in the hospital.   
Deleted that all substance abuse patients require a psych consult. 

6. Patient Discharge: Changed from patients may only be discharged by order of the attending 
to only under direction of the attending. 

7. Hospital Admission Census: Added In situations where the hospital bed occupancy is 
full, the Medical Center may reference and implement the Emergency Patient 
Placement Policy (EP3 Policy).  

8. House Staff Requirements:  Added: Appropriately credentialed fellows serving as 
attending physicians are excluded from these requirements.  
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DEFINITIONS: 
 
1. Medical Staff - all persons who are privileged to engage in the evaluation, diagnosis 

and treatment of patients admitted to the MUSC Medical Center, and includes medical 
physicians, osteopathic physicians, oral surgeons  andsurgeons   and dentists.  

2. Board of Trustees - the Board of Trustees of the Medical University of South Carolina, 
which also functions as the Board of Trustees for the MUSC Medical Center. 

 
3. University Executive Administration - refers to the President of the Medical 

University of South Carolina and such Vice Presidents and Administrators as the Board 
directs to act responsibly for the Hospital. 

 
4. Dean - the Dean of the appropriate College of the Medical University of South Carolina. 
 
5. VP for Clinical Operations/ Executive Director, Medical Center - the individual who 

is responsible for the overall management of the Hospital. 
 
6. Executive Medical Director/Chief Medical Officer - the individual who is responsible 

for the overall management of medical staff functions. 
 
7. Practitioner - an appropriately licensed medical physician, osteopathic physician, oral 

surgeon, dentist, or any other individual who exercises independent judgment within 
areas of his professional judgment and applicable state practice. 
 

8. Chief Medical Information Officer- the individual with the strategic and operational 
responsibilities of optimizing the collection, appropriate use and protection of patient 
health information for best care and research. 

8. 
 
9. Executive Committee - the Executive Committee of the Hospital. The Medical 

Executive Committee of the Medical Staff. 
 
10.9. House Staff - any post graduate physician practitioner in specialty or sub-specialty 

training. 
 
11.10. Allied Health Professional - any health professional who is not a licensed medical 

physician, osteopathic physician, oral surgeon, or dentist; subject to licensure 
requirements or other legal limitations; with delineated clinical privileges; exercises 
independent judgment within areas of his professional competence and, is qualified to 
render direct or indirect care. 

 
12.11. Medical Record - any/all information, paper and/or computer (consents, OR notes, 

path, lab & imaging reports, consultations, D/C summary), concerning a single patient 
that describes the course of the evaluation, treatment and change in condition during a 
hospital stay, an ambulatory or emergency visit. It is the legal record of care. 

 
13.12. Authenticatione - refers to the full name signature,date,time and signature credentials 

by the author of the entry in the medical record; signature is to include full name and the 
individual's credentials. The signature may be handwritten, by rubber stamp, or by 
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computer key.  
14.13. Whereas herein the word "Hospital" is used it refers to the MUSC Medical Center and 

its component hospitals and outpatient activities. 
 
15.14. Since the English language contains no singular pronoun which includes both sexes, 

wherever the word "he" appears in this document, it signifies he/she. 
 

MEDICAL STAFF RULES AND REGULATIONS 
 
 
I INTRODUCTION 
 

It is the duty and responsibility of each member of the medical staff to abide by the 
Rules and Regulations set forth here within this document.  These rules and regulations 
shall be made a part of the MUSC Medical Staff Bylaws.  Such amendments shall 
become effective when approved by the Board. 

 
II ADMISSIONS 
 

Who May Admit Patients  
A patient may be admitted to the Medical Center only by a medical staff member who 
has been appointed to the staff and who has privileges to do so.  Patients shall be 
admitted for the treatment of any and all conditions and diseases for which the Medical 
Center has facilities and personnel.  When the Medical Center does not provide the 
services required by a patient or a person seeking necessary medical care, or for any 
reason cannot be admitted to the Medical Center, the Medical Center or attending 
physician, or both, shall assist the patient in making arrangements for care in an 
alternate facility so as not to jeopardize the health and safety of the patient.  Except in 
an emergency, no patient shall be admitted to the Medical Center unless a provisional 
diagnosis has been stated.  In emergency cases, the provisional diagnosis shall be 
stated as soon after admission as possible. 

 
Admitting Attending Physician Responsibilities  
Each patient shall be the responsibility of a designated attending physician of the 
medical staff.  Such attendings shall be responsible for the 
 initial evaluation and assessment of the admitted patient. Such an evaluation must 

be completed within 24 hours of admission. 
 management and coordination of the care, treatment, and services for the patient 

including direct daily assessment, evaluation and documentation in the medical 
record  by the attending or the designated credentialed provider 

 for the prompt completeness and accuracy of the medical record,  
 for necessary special instructions, and  
 for transmitting reports of the condition of the patient to the referring physician or 

agency.  Whenever these responsibilities are transferred to another medical staff 
member and service, a note covering the transfer of responsibility shall be entered 
on the order sheet of the medical record.  
 

The admitting practitioner shall be responsible for providing the Medical Center with 
such information concerning the patient as may be necessary to protect the patient, 
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other  
patients, or Medical Center personnel from infection, disease, or other harm, and to 
protect the patient from self-harm. 
 
 
Alternate Coverage 
Each medical staff appointee shall provide assurance of immediate availability of adequate 
professional care for his patients in the Medical Center by being available or having 
available, an alternate medical staff appointee with whom prior arrangements have been 
made and who has clinical privileges at the Medical Center sufficient to care for the 
patient.  Residents may provide coverage only under the direct supervision of an attending 
physician.  

  
Emergency Admissions 
The history and physical examination must clearly justify any admission on an emergency 
basis and must be recorded on the patient’s chart no later than 24 hours after admission.  
In the case of emergency admission, patients who do not already have a personal 
admitting physician will be assigned to a medical staff appointee with privileges in the 
clinical department appropriate to the admitting diagnosis. 

 
 
III MEDICAL RECORDS 
 

General Guidelines   
 

a) The “legal medical record” consists of all authenticated (signed) 
documentation, handwritten or electronically generated related to the care of an 
individual patient and any related communication between a physician and a 
patient specific to the patient’s care or treatment  regardless of storage site or 
media. Included are all inpatient records from the Medical Center, IOP Institute 
of Psychiatry, Children’s Hospital, and their outpatient, provider-based clinics 
and associated aspects of care documentation of patients participating in 
research projects.. Each element of the medical record, including all notes and 
orders, must unambiguously identify the patient with information to include name 
and medical record number and be authenticated, inclusive of date/time, and 
(electronic) signature with credentials of the authorized author of the entry.   

 
b) All records are the property of MUSC and shall not be removed except as 

pursuant to provision of law.  Written consent of the patient is required for 
release of medical information to persons not otherwise authorized to receive 
this information. 
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c) Medical Staff members shall not remove any part of the medical record for any reason.  Any 
 physician  practitioner governed by these Rules and Regulations who purposely 
removes any document from a medical record will be suspended and/or lose Medical Staff 
Membership.  Medical Staff  and other practitioners shall not remove or destroy any part or 
authenticated entry of information in the medical record for any reason.  Identification and 
correction of errors in the record is governed by separate policy.  Any member of the 
medical staff  or privileged practitioner who purposely removes any document from a 
medical record will be suspended and/or lose Medical Staff Membership and or privileges. 

d.The attending Physician is specifically responsible for the completion of the medical 
record for each patient encounter (e.g. admission). 

  
e) Diagnostic and therapeutic orders given by medical staff members shall be 

 authenticated by the responsible practitioner. 
 

f) Symbols and abbreviations may be used only when approved by the Medical 
Staff.   The use of unapproved abbreviations as specified in Medical 
Center Policy #C-21 "Use of Abbreviations" is prohibited. All final diagnosis, 
complications, or procedures and informed consent must be recorded without 
abbreviations.   

 
g) Electronic signatures may only be utilized in accord with governing 

regulation/law and institutional policy and procedures; sharing electronic 
keys/passwords is fraudulent and grounds for Medical Staff suspension.   

 
h) Progress notes are to be documented daily by the designated attending or 

his  designated credentialed provider for all inpatient and observation 
patients. 

 
i) The patient’s medical record requires the progress notes, final diagnosis, 

and  discharge summary or final visit note to be completed with 
authenticated dates and signatures. All final diagnosis, complications, or 
procedures must be recorded without abbreviations.   

 
1.  

Patient progress note entered into the Medical Record by Medical students must be 
 co-signed by either a resident or an attending physician. 

 
Stat dictation shall be limited to urgent situations such as when a patient transfer is 
 pending. 

 
 Informed Consent Requirements 

It is the responsibility of the attending physician to assure appropriate informed consent. Is 
obtained and documented in the medical record and when appropriate, also document the 
discussion in a progress note .Nursing staff and other personnel may witness patient 
signature but may not consent the patient. 
Informed consent is required for all invasive procedures, for the use of anesthesia 
including moderate and deep sedation and for the use of blood and blood products. 

 
 Appropriate informed consent shall include at a minimum: 

Formatted: Indent: Left:  0.25"
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 patient identity,  
 date,  
 procedure or treatment to be performed,  
 name of person performing the procedure or treatment, 
 authorization for the proposed procedure  
 authorization for anesthesia or moderate sedation if indicated. 
 indication that alternate means, risk and complications of the planned procedure and 

recuperation, and anesthesia have been have been explained, 
 authorization for disposition of any tissue or body parts as indicated, 
 risks and complications of blood or blood product usage (if appropriate), 
 witnessed signature of the patient or other empowered individual authorizing informed 

consent, and 
 signature, name/identity and pager # of the physician who obtained the consent, 

(verbal consent may be witnessed by the nurse and indicated on the consent form). 
 physician documentation of the consent process in a progress note or on the consent 

form.  
 
Physician documentation of the consent process and discussion may be accomplished 
with either an out-patient or in-patient note in the record. 

 
 Operative and Other Procedure Documentation Requirements 

Operative Procedure Note: 
Immediately after the operation/procedure a progress note will be written and promptly 
signed by the primary physician/surgeon (this applies to both inpatients and outpatients). 
This progress note is considered an abbreviated report and will include the pre-operative 
procedure/diagnosis, the name of the primary physician/surgeon and assistants, findings, 
procedure performed and a description of the procedure, estimated blood loss, as 
indicated any specimens/tissues removed, and the postoperative/procedure diagnosis.  
 
Operative/Procedure Report: 
For all patients (both inpatient and outpatient) the full operative/procedure report shall be 
written or dictated and signed by the primary physician/surgeon and entered into the 
medical record no later than seventy two ( 72 )  twenty four  (24) hours from the  
completion of operation/procedure The signature of the primary physician/surgeon is 
required within 3 7 days of the procedure unless the operative report was completed by 
the primary surgeon in which case the signature is required with the completion of the 
report. ( within 24 hours.) .  
 
Operative/ procedure reports may be completed by residents with supervision by the 
attending as evidenced by the attending’s counter signature authenticating the report 
These documentation requirements apply to all procedures billed as such according to a 
CPT code. 

 
  Discharge Summary Requirements 

For all inpatient and observation stays, a  preliminary discharge summary must be 
completed within 72 24 hours of discharge with an official discharge summary  and 
signature within 7 3 days of discharge. The discharge summary must include reasons for 
hospitalization, significant findings, procedures performed, treatment given, condition of 
the patient upon discharge, specific instructions given to patient and/or patient’s family in 
regard to activity, discharge, medications, diet, and follow-up instructions. Residents may 
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complete the discharge summary with attending supervision as evidenced by the 
attending’s counter signature on the report. 
 
For inpatient and observation stays less than 24 hours, in order to facilitate continuity and 
patient safety, an abbreviated discharge summary may be completed, but it must include 
the same elements as the previous paragraph.  

 
 Complete Medical Records 

The attending physician is responsible for supervising the preparation of a complete 
medical record for each patient.   
 

 a. Specific record requirements for physicians shall include: 
 identification date, name, address, birth date, next of kin, patient history number, 

legal status (for behavioral health patients) 
 initial diagnosis 
 history and physical 
 medication reconciliation 
 orders  
 clinical observation, progress note, consultations 
 reports of procedures, tests, and results 
 operative/procedure  reports including labor and delivery summaries 
 reports of consultations 
 discharge summary 
 all final diagnoses, complications, or procedures 
 AJCC staging for diagnosed cancer patients 

 
F. Outpatient Care Documentation Requirements 
a) ED Attending Notes. ED Attending and ED consultation notes must be completed 

and authenticated in the medical record within 24 hours. 
b) MUSC Medical Center Outpatient visits.   This is inclusive of MUSC Medical Center 

outpatient visits at any location and MUSC Medical Center “e-visits” where the patient 
is “arrived” within the MUSC Medical Center system; documentation must be complete 
within 7 days. 

c) Patient/family communications.  All direct communications in any media (e.g. 
phone, email) with patients or family or other representative by a medical staff member 
should be documented and authenticated in the medical record within 24 hours. 

d) Telehealth Consultation Requirements.   Telehealth consultations are consultations 
requested by non-MUSC Medical Center providers to assist them in the care of their 
patients in other (non-MUSC Medical Center) healthcare facilities.   In this 
circumstance, primary documentation of the consult will be in the other facility’s 
medical record, and that record provided in a timely way.  HOWEVER, by agreement, 
such patients should have an MUSC medical record number, and an official copy of the 
consult maintained as part of the MUSC medical record.   

e) Other documentation.   Other events pertinent to the patient’s care, such as care 
coordination and medical decision making between patient contacts, should be 
documented and authenticated in the medical record as soon as possible after their 
occurrence.    

 
G. Medical Records Preparation and Completion  
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 Completion Requirements:  
             Important elements in the medical record must be completed within the following timeframes: 

 History and physical- 24 hours after admission or prior to invasive or operative 
procedure whichever comes first 

 Consultation report-  within 24 hours of request 
 Labor and Delivery summary- within 24 hours of delivery 
 Operative and procedure reports – within 24 hours of procedure  
 Discharge summary- within 24hours  of discharge for preliminary and within 3 days 

of discharge for official  
 Diagnostic study- within 24 hours after completion of the study 
 Transfer Summary- within 24 hours of discharge 
 ED procedure notes- within 24 hours 
 Verbal Orders- within 14 days after discharge  

 
Delinquent Records: 
A medical record of a patient is delinquent if specific significant elements of the record are 
not completed by the due date specified in these Rules and Regulations and not 
authenticated by the responsible attending physician 3 days following the completion due 
date, (The exception is outpatient visit notes when the attending physician’s signature is 
not required until 14 days after completion of the note.)  For the purposes of this rule, 
medical record delinquencies are individually identified by patient and encounter and are 
only  for: (1) admission H&Ps; (2) inpatient and ED consultations; (3) discharge 
summaries; (4) ED attending notes; (5) inpatient and outpatient operative/procedure 
reports; and (6) outpatient visit notes. The Delinquency Summary table details this rule. 

 
Delinquency Summary: 
 
Medical Record Required 
Element  

Required 
Completion time 
within: 

Attending’s 
Signature 
required 
within:  

Deemed Delinquent at: 

Admission H&Ps  24 hours  3 days 4 days 
Inpatient and ED 
consultations 

24 hours 3 days 4 days 

Discharge Summaries Preliminary version 
in 24 hours). 
Official within 3 
days  

3 days 4 days 

ED Attending Notes  24 hours 3 days 4 days  
Operative/Procedure reports 24 hours 3 days 4 days
Outpatient visit notes 7 days 14 days 14 days 
 
Physicians will receive two (2) notifications from the Health Information Department  during the 
14 day period post patient discharge regarding missing medical record elements including 
signatures.  Suspension notification will be sent on day 14. 
Failure to Complete Medical Records - All significant portions of the medical record of each 
patient’s medical record shall be completed within the time period after the patient’s discharge as 
stated in the Delinquency Table within the  Medical Staff Rules and Regulations.   Failure to do 
so automatically results in the record being defined as delinquent and notification of the 
practitioner of the delinquency. Physicians will receive two (2) notifications from the Health 
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Information Department  during the 14 day period post patient discharge regarding missing 
medical record elements including signatures.  Suspension notifications will be sent on day 14. 
 
A medical record temporary suspension is noted in a provider’s internal credentials file, but is not 
otherwise reportable.  Unless specifically exempted by the Chief Medical Officer to meet urgent 
patient care needs a temporary suspension means withdrawal of admitting privileges, scheduling 
of clinic appointments, or scheduling of elective surgical cases, effective until the medical records 
are complete. This temporary suspension shall be imposed automatically after warning a member 
of his/her delinquency and his/her failure to complete such medical records. The temporarily 
suspended physician can continue to provide care for those patients directly under his/her care 
prior to the suspension. Once records are complete the temporary suspension will end. 
Temporary suspensions can be set aside by the Chief Medical Officer. A temporary medical 
record suspension is NOT a suspension from the medical staff. 
 
 
 
A medical record temporary suspension of a member of the medical staff is automatically 
instituted 3 days following the determination that the provider has three or more simultaneous 
total medical record delinquencies (from one or more of the above six record types), provided: 

(a) The HIM Department has notified the provider as above that each record 
was delinquent; and 

(b) The HIM Department has notified the provider in writing of the impending 
medical record suspension one day before its occurrence. 

(c) The provider still has three or more delinquent records at the date and time 
the medical record suspension would otherwise become effective. 

(d) The (pending) suspension has not been appealed.   Appeals may originate 
with the provider, but in any event must be endorsed by a supervising 
physician (e.g. Division Chief, Department Chair, Chief Medical Officer).  
Appeals must be written, and include (1) an acknowledgement of the 
delinquent records; (2) an explanation of the delay in completion; and (3) a 
specific date by when ALL delinquent records will be completed.  Appeals 
are considered by the Chief Medical Information Officer but if rejected, may 
be escalated to the CMO, whose decision is final. If the appeal is rejected, 
the provider is immediately placed on medical record suspension. When the 
explicit timeframe of an approved appeal expires, the provider is again 
immediately liable for medical record suspension, if 3 or more records remain 
delinquent.   

The history and physical, consults, and orders as well as authentications of such will be 
completed in the time frame specified in these Rules and Regulations. All diagnostic study 
reports must be dictated and on the medical record within 72 hours of the completion of the 
study. 
 

The records of all discharged patients (inpatients and ambulatory) not fully completed 
within fourteen (14) days of discharge will be considered delinquent  
 
a. Five days after discharge, if a patient’s medical record is not 

 completed the  attending physician will receive notification that the chart is 
incomplete.  

  
a.b. The physician will receive a suspension warning if the chart remains incomplete  
after ten (10) days post discharge in writing by fax, email, or letter or orally by direct  
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 phone call or pager. 
 
 

 
i.  If the record remains incomplete at thirteen (13) days the physician. Notice will 
receive 
 notice one day prior to suspension of privileges orally by direct phone call or 
pager. 

 
b.c. The suspended physician cannot admit new patients to his or her care. 

 
c.d. The suspended physician can continue to provide care for those patients directly 
 under  his/her care prior to the suspension. 

 
e. Three (3) such suspensions in a twelve (12) month period will result in a loss of            

Medical Staff Membership, according to the MUSC Medical Staff Bylaws. Re-application 
for reinstatement to the staff is allowed immediately upon completion of the delinquent 
record(s). 
 
  
 

 
IV.  ORDERS 
 

General Requirements  
a. All orders must be written clearly, legibly, and completely and must include date, 

time written, legible authentication, and the ordering practitioner’s pager ID.  Orders 
which are illegible or improperly written will not be carried out until they are clarified, 
rewritten, and are understood. Orders can not be written with abbreviations listed 
on the prohibited abbreviation list. Scientifically approved chemical symbols for 
certain drugs are acceptable (i.e., KCL for potassium chloride).  

 
b. When a practitioner uses a rubber stamp signature, he/she is the only one who 

uses it and must sign a statement to that effect.  It is the responsibility of each 
practitioner to forward a copy of this statement to the Medical Staff Office.  When a 
practitioner uses an electronic signature, he/she must ensure it is only used in 
accordance with departmental policies and related regulatory guidelines. 

 
c.  When a patient returns to a patient care unit from the OR all orders must be totally 

rewritten with the exception of minor procedures as defined by a procedure that 
could also be performed in a non-OR setting. In that case, the pre-procedure orders 
are adjusted by the physician postoperatively according to patient condition. When 
the physician review is completed, a note is entered on the order form which states 
that the orders have been reviewed and all orders are current.  
 
Patients transferred into or out of an intensive care unit from or to a non intensive 
care area must have all orders rewritten. 

 
d. Orders will be rewritten when a patient is transferred between levels of care (i.e. 

from an intensive care unit to the floor or vice versa.) A reorder for medication or 
treatment is to be written after an automatic stop order has been employed. 



 

MUSC Medical Center - Medical Staff Rules and Regulations of Bylaws 
Adopted September 2012         Page 11 of 18 

 
e. Explicit orders must be written for each action to be taken. 

 
 f. Medications should be ordered within the MUSC formulary.   
 
 g. Blanket orders such as resume pre-op medications as outlined above in c or 

resume home medications are prohibited. 
  
 

h. Illegible Orders.  Admitting privileges and surgical or procedures privileges can also 
be suspended for illegible orders.  Illegible is defined as orders that three (3) other 
individuals cannot read.  Suspension will occur after the physician has been 
notified, either orally or in writing, on three (3) separate occasions regarding 
legibility. 

 
i. All medication orders must be written according to Medical Center Policy #C-78 

"Medication Orders". 
 
Who May Write Orders 
Orders may be written by members of the medical staff and allied health professionals 
(advanced nurse practitioners, PA’s, residents, social workers, psychologists) within the 
scope of their practice, delineated clinical privileges, and approved protocols.  All orders 
must be written clearly, legibly, and completely and must include date, time written, legible 
authentication, and the ordering practitioner’s pager ID.  Authenticated electronic 
signatures for orders are acceptable when available. 

 
 Orders for Specific Procedures/Circumstances 

a. All requests for tests such as imaging and labs, etc shall contain a statement of the  
 reason for the examination.  
 
b.  All orders for therapy shall be entered in the patient’s record and signed by the 

ordering practitioner. 
 

c.  Therapeutic diets shall be prescribed by the attending physician in written orders on 
the patient’s chart.  Orders for diet must be specific as in the case of limited sodium 
diets where the desired sodium content must be stated in either milligrams or 
grams. 

 
d.  All orders for restraints shall include the type of restraint, the reason for the 

restraint, the length of time (not to exceed 24 hours), and alternatives attempted. 
Restraints can be ordered by a physician, or an advanced nurse practitioner or 
psychologist within the scope of their duties. Such orders must be signed and dated 
by the ordering practitioner at the time restraints are ordered.  Emergency verbal 
orders must be secured within one hour of the nurse initiating restraints.  Verbal 
orders for restraints must be signed by the ordering practitioner within twenty-four 
(24) hours.  PRN orders are not acceptable. 

 
e.  When restraints are used for behavioral reasons, the patient must be seen by an 

MD within one hour of initiation. 
 
f.  Do Not Resuscitate (DNR) orders may be accepted as a verbal order only when the  
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 patient has executed an advance directive and that directive is included in the 
 patient’s record. A no-code (DNR) must be written by the attending physician with 
 the progress notes reflecting the patient’s mental status, the reasons for the DNR, 
 diagnosis and prognosis, and a statement of the patient’s wishes.  Medical staff are 
 to follow Medical Center Policy #C-13 "Resuscitation Orders". In all cases the 
 patient has the right to refuse resuscitation verbally or as by written advanced 
 directive. 
g. Allow Natural Death (AND) order should be followed according to Medical Center 
Policy #C-023.  When a patient or family presents a signed AND Advanced Directive, 
discussion must occur between treating physician and patient (or surrogate .) 

  
h. A validly completed and executed South Carolina Physician Orders for Scope of 
Treatment (“POST”) form may be accepted in any emergency situation as a valid 
expression of patient wishes until the contents are reviewed with the patient or the legally 
authorized representative at the earliest possible opportunity.  The attending physician 
should document review of the POST and conversations about the POST in the medical 
record. 
 

 Verbal Orders 
A verbal order is defined as an urgent or emergent order that has not been written and is 
relayed verbally from the physician or dentist.  The request for and use of verbal orders 
should be limited to urgent or emergent situations. In all cases a telephone or verbal order 
will not be considered complete until the individual receiving the order, reads back and 
verifies the content of the order 

 
a. The following disciplines may  request and accept a verbal order within the scope of 

their practice when the need for such an order is urgent:  
 Registered Nurse 
 Licensed Practical Nurse (in ambulatory clinics only) 
 Certified Medical Assistant or Certified ophthalmic personnel (in ambulatory 

clinics only) 
 Licensed Physicians Assistant 
 Registered Pharmacist 
 Certified Respiratory Care Practitioner 
 Emergency Medical Technician 
 Licensed Physical Therapist 
 Licensed Occupational Therapist 
 Registered Dietician 
 Board Registered or Licensed Nuclear Medicine Technologist 
 Board Registered or Licensed Radiologic Technologist 
 Dental Hygienist 
 Licensed speech language pathologist 
 Organ Procurement Coordinators (transplant program only) 
 Other disciplines as specifically approved by the Chief Medical Officer, and 

subsequently endorsed by the Medical Executive Committee 
  

b. Verbal orders must be signed with credentials, dated and timed, read back and 
verified, and flagged for signature by the person accepting the order.  

    
c.  The name and pager ID/immediate contact information of the practitioner who 
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dictated the order must be   documented. 
 

d. All verbal orders (with the exception of verbal orders for restraint or seclusion or 
verbal orders for controlled substances) must be signed, timed, and dated by the 
practitioner, or designee (a physician member of the service team) who issued the 
order within fourteen (14) days after patient is discharged. 

 
e.  Verbal orders for Schedule II Controlled Substances must be signed, timed and   

dated only by the practitioner who issued the order within 48 hours. (SC Code 
Ann.Reg 61-4.908 and 909) 

 
f. Unsigned verbal orders for controlled substances must be discontinued after forty-

eight (48) hours. 
 The responsible physician or dentist must be notified by a nurse of the 

discontinuation. 
 Documentation of notification of the physician or dentist must occur in the 

medical record. 
 

 g. Verbal orders must not be accepted for certain high risk medications    
including chemotherapy agents and , investigational drugs.   or Do Not Resuscitate 
Orders. Immunosuppressants may not be initiated with    verbal orders, 
however a verbal order for subsequent dose modifications may be   
 accepted. 

 
h. Non-licensed/certified personnel (i.e., unit secretaries, pharmacy technicians) may 

not give or accept verbal orders from either physicians or dentists under any 
circumstances. 

 
i. The above applies to both paper and electronic medical record verbal order entry. 
 
j. When using the electronic system, the appropriate physician must select the verbal 

order within the sign tab and then submit the order.   
 

a. Another practitioner responsible for the patient’s care and authorized by 
hospital  policy to write orders may authenticate the verbal order in the 
absence of the  practitioner originating the order. 

 
 

V    CONSULTATIONS 
 

 Who May Give Consultations 
Any qualified practitioner with clinical privileges in the Medical Center can be asked for 
consultation within his area of expertise.  In circumstances of grave urgency, or where 
consultation is required by the rules of the medical staff as stated below, the President of 
the Medical Staff, or the appropriate department chair, or the designee of either of the 
above, shall at all times have the right to call in a consultant or consultants. 

i. Admission orders should be written and signed by the physician on service 
 that is accepting the admitted patient.  

 
 Required Consultations  

a. Consultation shall be required in all non-emergency cases whenever requested by 
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the patient or the patient’s personal representative if the patient is incompetent.  
Consultations are also required in all cases in which, in the judgment of the 
attending physician: 
1. the diagnosis is obscure after ordinary diagnostic procedures have been 

completed, 
2. there is doubt as to the choice of therapeutic measures to be utilized, 
3. unusually complicated situations are present that may require specific skills 

of other practitioners, 
4. the patient exhibits severe symptoms of mental illness or psychosis. 

 
b. The attending practitioner is responsible for requesting consultation when indicated. 

and for calling in a qualified consultant. 
 

c.b. It shall be the responsibility of all individuals exercising clinical privileges, to obtain 
any required consultations, and requests for a consultation shall be entered on an 
appropriate form in the medical record.  If the history and physical are not on the  
chart and the consultation form has not been completed, it shall be the 
responsibility of the practitioner requesting the consultation to provide this 
information to the consultant. 

 
d.c. It is the duty of the Credentials Committee, the Department Chair, and the Medical 

Executive Committee, to make certain that appointees to the staff request 
consultations when needed. 

  
 Contents of Consultation Report 

Consultations will be completed within 24 hours for inpatients.  Each consultation report 
should contain a written opinion and recommendations by the consultant that reflects, 
when appropriate, an actual examination of the patient and the patient’s medical record.  
This report shall be made a part of the patient’s record within 24 hours of completion of the 
consultation. While the consultant may acknowledge data gathered by a member of the 
house staff, a limited statement, such as “I concur” alone does not constitute an 
acceptable consultation report.  When operative or invasive procedures are involved, the 
consultation note shall be recorded prior to the operation, except in emergency situations 
so verified on the record.  The consultation report shall contain the date and time of the 
consultation and the signature of the consultant. 

 
 Emergency Department Consultations 

Specialists who are requested as consultants to the Emergency Department (ED) must 
respond in a timely fashion as per reference to Medical Center Policy #C – 190 (replacing 
#C – 040).  In addition, any specialist who provides a consultation in the ED for a patient 
with an urgent condition is responsible for providing or arranging follow-up care.  It is the 
policy of the ED that all patients are seen by an attending physician physically present in 
the ED.  House staff evaluating patients in the ED for the purpose of consultation will 
confer with the responsible attending within their given specialty who is physically present 
in the ED. When such an attending is not physically present, the attending physician 
responsible for overseeing the patient’s care will default to the ED attending physician 
while in the ED. 
 
 

VI  SUBSTANCE ABUSE/PSYCHIATRIC PATIENTS 
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Any patient known to be suicidal in intent or with a primary diagnosis of substance abuse 
or psychiatric disorder shall be admitted to the appropriate psychiatric unit.  If there are no 
accommodations available in this area, the patient shall be referred to another institution 
where suitable facilities are available.  In the event that the patient has a non-psychiatric 
condition which requires treatment at the Medical Center and no accommodations are 
available in the Institute of Psychiatry, the patient may be admitted to another unit of the 
Medical Center. only after consultation with the Executive Medical Director or his designee 
and the assigned Medical Director of the relevant service.  Explicit orders regarding 
precautionary measures are required. 

 
Any patient known or suspected to be suicidal or with a primary diagnosis or substance 
abuse or of a  psychiatric disorder who is admitted to a non-psychiatric unit must have 
consultation by a Medical Staff member of the psychiatric staff. 

 
 
All patients admitted to a non-psychiatric unit while awaiting transfer will be medically 
assessed and stabilized before transfer.  The care of such patients will remain with the 
attending MD until transfer or discharge. 

 
Patients exhibiting symptoms of a psychiatric disorder or substance abuse while 
hospitalized with a medical/surgical diagnosis will have a consultation by a physician or a 
member of the Department of Psychiatry.  

 
 
VII   MODERATE AND DEEP SEDATION 
 

Moderate sedation will be administered under the immediate direct supervision of a 
physician, dentist, or other practitioner who is clinically privileged to perform moderate 
sedation.  Moderate sedation will be administered ONLY in areas of the medical center 
where trained, qualified staff and appropriate equipment are present, according to Medical 
Center Policy #C-44 "Moderate Sedation/Analgesia" 
 
Deep sedation/analgesia will be administered only by an anesthesiologist, CRNA or a 
physician holding appropriate clinical privileges. Deep sedation will be administered ONLY 
in areas of the medical center where trained, qualified staff and appropriate equipment are 
present, according to Medical Center Policy #C-44 "Moderate Sedation/ Analgesia". 

 
 
VIII PATIENT DISCHARGE 
 

Who May Discharge 
Patients shall be discharged only on the order under the direction of the attending/covering 
physician.  Should a patient leave the Medical Center against the advice of the attending 
physician or without proper discharge, a notation of the incident shall be made in the 
patient’s medical record and the patient will be asked to sign the Medical Center’s hospital 
release form.  

 
Discharge of Minors and Other Incompetent Patients 
Any individual who cannot legally consent to his own care shall be discharged only to the 
custody of parents, legal guardian, person standing in loco parentis or another responsible 
party unless otherwise directed by the parent, guardian, or court order.  If the parent or 
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guardian directs that discharge be made otherwise, that individual shall so state in writing 
and the statement shall become a part of the permanent medical record of the patient. 

 
Transfer of Patient 
Patients may be transferred to another medical care facility after arrangements for transfer 
and admission to the facility have been made.  Clinical records of sufficient content to 
ensure continuity of care shall accompany the patient. 

 
 Death of Patient 

Should a patient die while being treated at the Medical Center, the attending physician 
should shall be notified immediately.  A practitioner will pronounce the patient dead, notify 
the family ASAP, and request and document permission to perform an autopsy, when 
applicable. 

 
Methods for Obtaining an Autopsy 
Methods for obtaining an autopsy shall include: 

 
a. The family requests an autopsy 

 
b. The death falls within the jurisdiction of the Coroner/Medical Examiner of 

Charleston County 
 The attending physician requests an autopsy based on the College of American 

Pathologists criteria and Medical Center #C-16 "Decedent Care Program". 
 

c. No autopsy shall be performed without written consent of a responsible relative or 
authorized person unless ordered by the Coroner/Medical Examiner of Charleston 
County. 

 
 Duties of the Physician for Obtaining an Autopsy 

a. Determine whether the death falls within the jurisdiction of the Coroner/Medical 
Examiner of Charleston County. (Refer to “A Guide to the Autopsy for Physicians 
and Nurses.”) 

 
b.  Obtain permits for organ donation when applicable according to the Organ 

Procurement, Medical Center Policy #C-17 "Organ/Tissue Donation". 
 
c. Documentation of request for autopsy must be completed, authenticated, and 

placed in the medical record. 
 
 Scope of Autopsy 

a. The scope of the autopsy should be sufficiently completed in order to answer all 
 questions posed by the attending physician and by the pathologist, upon review of 
 the clinical database. 
 
b. The autopsy report should include: a summary of the clinical history, diagnoses, 

gross descriptions, microscopic descriptions, and a final summary that includes a 
clinicopathologic correlation. 

 
c. The autopsy findings should be promptly communicated to the attending physician 

along with all additional information the pathologist considers relevant to the case 
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d. The results of autopsies will be monitored as a part of performance improvement. 
 
 
IX HOSPITAL ADMISSION CENSUS 
 
 In situations where the hospital bed occupancy is full, the Medical Center may 

reference and implement the Emergency Patient Placement Policy (EP3 Policy).   
 
X MAYDAY PROCEDURE 
 

In the event that a clinical emergency situation arises within the Medical Center or within 
any University area designated in the Medical Center Policy #C-14 "Medical Emergency 
Response".  Medical Staff are to follow specific duties as outlined in the policy. 

 
 
IXI EMERGENCY MEDICAL SCREENING 
 

Any individual who presents in the Emergency Department or other department of the 
Medical Center either by him or herself, or by way of an accompanied party, and requests 
an examination for treatment of a medical condition must be screened by an appropriate 
practitioner to determine whether or not an emergency medical condition exists.  
Individuals qualified to provide this medical screen include attending physicians, house 
staff, nurse practitioners, and physician assistants. 

 
 
XII PATIENT SAFETY INITIATIVES 
 

All members of the medical staff are required to follow all guidelines/policies related the 
National Patient Safety Goals and other patient safety initiatives. These policies include 
but are not limited to: 
  

Patient Safety C-76 
Verbal Orders - C-56 

 Notification of Critical Values - C-80 
 Time Out-Universal Protocol (Wrong Site, Wrong Procedure, Wrong Person     

Surgery/Procedure) C-25 
Use of Abbreviations C-21 
Sentinel Events C-49 
Patient Identification C-58 
Hand Hygiene IC-27 
Medication Reconciliation C-146 
 
 

XIII HOUSE STAFF/RESIDENT PHYSICIANS 
 

House staff (post graduate physician practitioners in specialty or sub-specialty training) at 
the MUSC Medical Center shall not be eligible to become appointees of the active medical 
staff and shall not be eligible to admit patients.  They are authorized to carry out those 
duties and functions normally engaged in by house staff according to their defined job 
descriptions and/or scope of practice under the supervision of an appointee of the active 
medical staff.  Supervision of residents is required. Supervision includes but is not limited 
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to counter signature in the medical record by the attending, participation by the resident in 
rounds, one on one conference between the resident and attending, and the attending 
physician’s observation of care being delivered by the resident. Active medical staff 
members are required to supervise students as specified in Medical Center policy C-74, 
Resident Supervision. Appropriately credentialed fellows while serving as attending 
physicians are excluded from these requirements.  

 
 
XIVI PEER REVIEW 
 

All members of the MUSC Medical Center Medical Staff, House Staff, and Professional 
Staff will be included in the Medical Staff’s peer review process. 

 



 

Credentials Manual Proposed Revisions  
 

• Revised membership tenure of Credentials Committee 
Chairperson: The appointment for Chairperson shall be for a 
three (3) year term with eligibility for reappointment for two (2) 
additional terms (changed from 1 term to 2). 

 

• Revised communication timeframes in accordance with NCQA 
requirements:  after Board of Trustees’ decisions on 
appointment and reappointment, the timeframe for notification 
to the practitioner changed from thirty (30) days to ten (10) 
days. 
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I. Credentialing Process  
 

The credentialing process involves the following: 1) assessment of the professional and 
personal background of each practitioner seeking privileges; 2) assignment of privileges 
appropriate for the clinician’s training and experience; 3) ongoing monitoring of the 
professional activities of each staff member; and 4) periodic reappointment to the medical or 
professional staff on the basis of objectively measured performance. 

 
A. Purpose 

 
To define the policies and procedures used in the appointment, reappointment, and 
privileging of all licensed independent practitioners or allied health practitioners who 
provide patient care services at MUSC Medical Center and other designated clinical 
facilities. Credentialing is the process of determining whether an applicant for appointment 
is qualified for membership and/or clinical privileges based on established professional 
criteria. Credentialing involves a series of activities designed to verify and evaluate data 
relevant to a practitioner’s professional performance.  These activities serve as the 
foundation for objective, evidence-based decisions regarding appointment to membership 
on the medical or professional staff, and /or recommendations to grant or deny initial or 
renewed privileges. 

 
B. Scope  
 

Although appointment or reappointment and the granting or renewal of clinical privileges 
generally happens at the same time, they are two different activities of the credentials 
process. Applicants to some categories of the Medical Staff may not necessarily request or 
be granted privileges, and applicants for privileges need not necessarily be members of 
the Medical Staff.  Therefore, the MUSC Medical Center Credentialing Policy and 
Procedure Manual applies to all Medical Staff members with or without delineated clinical 
privileges as well as other licensed independent practitioners and allied health 
professionals, who while not Medical Staff members, are considered professional staff 
appointees and are credentialed through the organized Medical Staff credentials process.  

 
C.  Credentials Committee 

 
1. Purpose 

 
To review requests for initial appointments and reappointments to the Medical and 
Professional Staffs and to review all requests for initial or renewed clinical privileges. 
The Credentials Committee reviews completed applications for appointment and 
reappointment and for any clinical privilege request after approval by the appropriate 
Department Chairperson. The Credentials Committee may make recommendations to 
approve/deny or delay appointments, reappointments and/or privileges. 
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2. Membership  
 

The Chairperson of the Credentials Committee is appointed by the Vice President for     
Medical Affairs (or his/her designee) as recommended by the Executive Medical 
Director of MUSC Medical Center. The appointment for Chairperson shall be for a three 
(3) year term with eligibility for reappointment for one (1)two additional year terms. 
Members of the Credentials Committee are recommended by Department 
Chairpersons at the request of the President of the Medical Staff and /or the Executive 
Medical Director of MUSC Medical Center.  Appointment for members shall be a three 
(3) year term, with eligibility for reappointment for an additional three (3) year term. 

     
3. Reporting Channels  
 

The Credentials Committee reports to and makes credentials recommendations directly 
to the Medical Executive Committee. 

 
4. Meetings  
    

The Credentials Committee meets monthly or at the request of the Chairperson. 
 
5. Minutes 
 

The Credentials Committee shall document meetings with minutes.  Minutes of the 
meeting are reported to the Medical Executive Committee. 

 
D. Confidentiality  
 

All credentials files will be kept in cabinets in secured offices within the MSO. Access to 
credentials files is limited to the following: appropriate MSO staff, members of the 
Credentials Committee, members of the Medical Executive Committee,  MUSC legal 
counsel, Medical Center Risk Management, Department/Division Chairpersons of 
physician's specialty, the President of the Medical Staff, the Executive Director, the 
Executive Medical Director and others who may be otherwise authorized. These files shall 
be privileged pursuant to Medical Staff credentials files are the property of the MUSC 
Medical Center.  

 
II.  CLASSIFICATION OF APPOINTED PRACTITIONERS  
  

A. Conditions and Requirements for Appointment to the Medical Staff 
 

Appointment to the Medical Staff of MUSC Medical Center is a prerogative that shall be 
extended only to competent professionals, who continuously meet the qualifications, 



 

Page 4 of 27 - Revised May 18, 2009; Reviewed February 2011October 2013 

standards, and requirements set forth in the Bylaws, the Credentialing Manual and 
associated policies of the MUSC Medical Staff. 
 
 

B.  Qualifications for Medical Staff Membership 
 

Only practitioners with Doctor of Medicine (MD), Doctor of Osteopathy (DO), Doctor of 
Dental Surgery (DDS), or Doctor of Dental Medicine (DMD) degrees holding a current, 
valid license to practice in the State of South Carolina shall be qualified for clinical 
privileges and appointment to the Medical Staff. To be considered for appointment and 
clinical privileges at MUSC Medical Center, an applicant must meet all of the following 
criteria:  

 
 Have a valid and unrestricted medical/dental license to practice in the State of South 

Carolina;  
 Be board certified or eligible to obtain board certification in his/her respective specialty 

(AMNAONABMS APPROVED) unless the Department Chairperson requests otherwise 
based on demonstrated equivalent competency.   A five year grace period may be 
allowed an applicant from the time of completion of his/her residency or fellowship to 
obtain initial board certification.  Newly hired practitioners who are not board certified or 
are more than five years out from initial eligibility are required to attain board 
certification within 2 years.  The exception to this is any medical staff member appointed 
before December 12, 1992; 

 Maintain a Federal DEA number and State DHEC License/Certification where 
applicable; 

 Be a faculty member of the Medical University of South Carolina;  
 Provide satisfactory evidence of appropriate training, education, and competency  in the 

designated specialty;  
 Hold current professional malpractice insurance at levels acceptable to MUSC Medical 

Center. 
 

C.  Medical Staff Appointment with Privileges  
 

1.  Active Medical Staff 
 

The Active Medical Staff shall consist of full-time and part-time practitioners with 
Doctor of Medicine (MD), Doctor of Osteopathy (DO), Doctor of Dental Surgery (DDS), 
or Doctor of Dental Medicine (DMD) degrees who are professionally responsible for 
specific patient care and/or education and/or research activities in the healthcare 
system and who assume all the functions and responsibilities of membership on the 
active staff. Fellows who practice as attendings must be appointed to the Medical Staff 
and granted privileges through the credentials process for the services they provide as 
attendings.  

 
Prerogatives: Members of the active medical staff shall be appointed to a specific 
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department or service line with the following prerogatives: 
 Exercise the privileges granted without limitation, except as otherwise provided in 

the Medical Staff Bylaws, Rules and Regulations and Credentials Manual of the 
Medical Staff or by specific privilege restriction. 

 Vote on all matters presented at general and special meetings of the Medical Staff, 
and of the Department and Committees on which he/she is appointed. 

 Hold office, sit on or be Chairperson of any committee, unless otherwise specified 
elsewhere in Medical Staff Bylaws. 

 May request admitting privileges.  Dentists are not eligible for admitting privileges. 
 

      Responsibilities: Appointees to this category must: 
 Contribute to the organizational and administrative affairs of the Medical Staff. 
 Actively participate in recognized functions of staff appointment, including 

professional practice evaluation, performance improvement and other monitoring 
activities.  

 Monitor practitioners with new privileges during a focused review period. 
 Accept individual responsibilities in the supervision and training of students and 

House Staff members as assigned by their respective department, division or 
section head and according to Medical Center Policy C-74 “Resident Supervision”. 

 Participate in the emergency room and other specialty coverage programs as 
scheduled or as required by the Executive Medical Director, Medical Executive 
Committee or Department Chairperson. 

    
    Removal:   Failure to satisfy the requirements for activity for the MUSC Medical 

Center, as deemed by the Chairperson of the department, during the appointment 
period will result in automatic transfer to Affiliate Category.  The practitioner shall have 
the rights afforded by Article IX of the Medical Staff Bylaws. 

 
2. Affiliate Medical Staff  

 
The Affiliate Medical Staff shall consist of physicians and dentists, who are responsible 
for supplementing the practice of members of the active staff in their roles in 
education, patient care and/or research. Affiliate staff members may refer a patient to 
an active staff member, refer and follow a patient when appropriately privileged, or 
admit and attend to patients when appropriately privileged.  Only those Affiliate Staff 
who admit or attend to patients shall be required to participate in professional practice 
evaluation including ongoing and focused review. 

 
Prerogatives:  Affiliate Medical Staff will be appointed to a specific department or 
service line with the following prerogatives: 
 Exercise the privileges granted without limitation, except as otherwise provided in 

the Medical Staff Bylaws, Rules and Regulations and Credentialing Manual of the 
Medical Staff or by specific privilege restriction. 

 Attend meetings of the Staff and Department to which he/she is appointed and any 
staff or MUSC Medical Center education programs. 

 May request admitting privileges.  Dentists are not eligible for admitting privileges. 
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Restrictions: Appointees to the Affiliate Category do not have general Medical          
Staff voting privileges. 

 
 
 
 
 
 D.  Medical Staff Appointment Without Privileges 
 

1. Honorary/Administrative Members  
 

Honorary or administrative members are in administrative positions and have no clinical 
privileges.  This category is restricted to those individuals the Medical Staff wishes to 
honor or to those physicians who have only administrative positions and no clinical 
privileges.  Such staff appointees are not eligible to admit patients to the MUSC Medical 
Center, to vote, or to exercise clinical privileges in the MUSC Medical Center.  They may, 
however, attend Medical Staff and department meetings.  This category is exempt from 
the malpractice insurance requirements, Board Certification requirements, and routine 
clinical quality requirements unless required within their position description.   

 
E.   Professional Staff Appointment with Privileges 

 
1. Allied Health Practitioners 

  
   Allied Health Practitioners are those health professionals who: 
 

 Are licensed in the state with a doctorate in psychology, or are licensed as advanced 
practice nurses, physician assistants, optometrists, podiatrists, or acupuncturists; 

 Are others who are appropriately licensed or certified and are designated as Allied 
Health Practitioners by the Governing Board; 

 Are subject to licensure requirements or other legal limitations, exercise independent 
judgment within areas of their professional competence; and 

 Are qualified to render direct or indirect care as delineated in their respective scopes 
of practice, job descriptions, or privileging forms. 

 
All matters relating to delineated clinical privileges/protocols and responsibilities of these 
individuals shall be in accordance with information in this manual. 

 
2. Physician Extenders (Allied Health External)  
 

This category of practitioners shall consist of physician assistants, advanced practice 
nurses and or clinical technologists, who are employees of a Medical Staff Member. 
These physician extenders must be privileged through the Medical Staff credentials 
process. These physician extenders are qualified to render direct or indirect care only as 
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delineated in their respective scopes of practice, job descriptions, or privileging forms.  
 

III.  Initial Appointment Application  
 
A. Pre-application Request Form  
 

A written pre-application form furnished by the  Medical Staff Office or the Credentials 
Verification Organization (CVO) must be completed and signed by the applicant and 
approved by the appropriate Department Chairperson for either Medical Staff or 
Professional Staff appointment and/or request for initial privileges.  The applicant must be 
deemed qualified for membership and/or privileges as outlined in the MUSC Medical Staff 
Bylaws and Credentialing Manual before an application is given to the applicant.  
 

B. Nature of the Application  
 
Each applicant shall complete the online application provided by the Medical Staff Office 

 via the CVO.  
 

C. Application Requirements 
 

The initial application shall include:  
 
 Information pertaining to professional licensure including a request for information 

regarding previously successful or currently pending challenges, if any, to any licensure 
or registration or whether any of the following license or registration has ever been 
voluntarily or involuntarily revoked, suspended, reduced, denied, relinquished, or not 
renewed: 
 Board certification 
 License to practice 
 State DHEC and federal DEA license or certification; 

 State DHEC and federal DEA license or certification, if applicable;  
 Specialty board certification/eligibility;  
 Professional education, training, and experience;  
 Information pertaining to malpractice coverage and claims history including current and 

past liability insurance coverage in amounts that may be determined from time to time 
and at any time by the Board with relevant Medical Executive Committee input, and 
about current and  past liability malpractice judgments, suits, claims, settlements and 
any pending liability action as well as any evidence of an unusual pattern or excessive 
number of professional liability actions resulting in a final action against the applicant; 

 Statement of current health status by the applicant that includes the ability to perform the 
requested privileges, any history of alcohol or substance abuse or conviction for DUI, 
and a current PPD; 

 Information regarding any negative action by a governmental agency or conviction of a 
felony or a crime involving moral turpitude;  
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 Information about the applicant’s loss, revocation, voluntary or involuntary 
relinquishment of clinical privileges at other institutions Information as to whether the 
applicant’s membership status and/or clinical privileges have ever been voluntarily or 
involuntarily revoked, suspended, reduced, denied, relinquished, challenged, or not 
renewed at any other hospital or health care institution;  

 Membership in professional societies;  
 Documentation of faculty appointment (applicants for medical staff appointment only); 
 Peer recommendations: Names and complete addresses of three (3) professional 

references from colleagues who have knowledge of current clinical abilities; 
 Practice history:  Any gaps exceeding 6 months will be reviewed and clarified either 

verbally or in writing.  Lapses in service greater than 60 days may prompt review and 
request for additional information; 

 Request for Medical Staff or Professional Staff membership category and/or clinical 
privileges;  

 Release form; and   
 Any additional information required by the Medical Executive Committee, relevant 

clinical department, Credentials Committee, and/or Board, to adequately evaluate the 
applicant.  Failure by the applicant to provide truthful, accurate and complete information 
may in itself be grounds for denial or revocation of staff membership/appointment and 
clinical privileges. 

 
D. Applicant's Responsibility for Producing Information:  
 

The applicant shall have the burden of producing adequate information for a proper 
evaluation of his/her competence, character, ethics, ability to work with other professionals 
and non-professionals in the Medical Center, and other qualifications, and for resolving any 
doubts about such qualifications. This could include: 
 
 Current copy of South Carolina license and DEA certificate;  
 Copies of certificates showing evidence of completion of education and training, if 

available;  
 Copy of Board Certification certificate, if applicable;  
 Current and dated curriculum vitae (month/year format) outlining education and practice 

history with written explanations of gaps greater than thirty (30) days;  
 Copy of certificate evidencing professional liability insurance coverage;  
 A valid state identification card, drivers license, or passport photograph of self; 
 Any additional information required in response to questions on the application form; and  
 A statement as to the correctness and completeness of the application and a signed 

attestation of the penalty for misrepresenting, falsifying or concealing information.  
 

E. Applicant’s Agreement  
 

The following is required of all applicants for appointment and/or initial privileges, for 
reappointment and/or renewal of privileges and when requesting an increase in privileges: 
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 That he/she has received, has read, and agrees to be bound by the MUSC Medical Staff 

bylaws, rules and regulations, Credentials manual and related policies;  
 That he/she is willing to appear for an interview as part of the application process; 
 That he/she is responsible for truth, accuracy and completeness of information provided; 
 That he/she is responsible for conducting adequate medical/professional activity as 

determined by each Medical Staff Department to allow for evaluation by the Medical 
Executive Committee; 

 That he/she is bound to the continuous care of patients under his/her care; 
 That he/she will attest to their qualifications to perform the clinical privileges requested; 
 That he/she will not practice outside the scope of his/her granted privileges including the 

settings in which such privileges may be practiced; 
 That he/she will provide supervision and oversight of house staff and others for whom 

he/she has responsibility;  
 That he/she will adhere to all MUSC Medical Center’s policies and procedures that 

govern clinical practice; and 
 That he/ she will adhere to the MUSC Standards of Behavior.  

 
Release:  In connection with the application, applicants agree to release from liability the 
Medical University of South Carolina, its employees, agents, Trustees, Medical Staff, and 
their representatives, for their acts performed in good faith and without malice, in connection 
with evaluating and making recommendations and decisions based upon their application, 
credentials, and qualifications for staff membership and clinical privileges.  In addition, the 
applicant shall:  
 Consent to inspection by MUSC Medical Center of all records and documents it may 

deem material to the evaluation of his/her qualifications and competence to carry out the 
privileges he/she is seeking, physical and mental health status, and professional and 
ethical qualifications;  

 Release from any liability all authorized individuals and organizations who provide 
requested information to MUSC Medical Center or its representative concerning his/her 
competence, professional ethics, character, physical and mental health, quality of care, 
and other qualifications for appointment and/or privileges; and  

 Authorize and consent to MUSC Medical Center representatives providing other 
authorized organizations, including managed care organizations, surveyors, and 
auditors, information concerning his/her professional competence, ethics, character and 
other qualifications, only as necessary to complete accreditation, contracting, and/or 
utilization reviews or as otherwise required by law.  Such organizations will be required 
to hold the information as privileged and confidential (as defined in SC State Law) and 
such information may not be further released or utilized in any other manner.  

 
F. Applicant's Rights Regarding Information:  

The applicant for membership and/or privileges has the following rights: 
 

 The right to review any information he/she submitted with the application for 
appointment, reappointment, or clinical privileges. If requested, the practitioner may be 
provided a summary of information gathered in the credentialing process without 
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identifying the source unless required to be released by law. Information may only be 
viewed in the Medical Staff Office under the supervision of an authorized representative 
of the MSO staff;  

 The right to correct erroneous information;  
 The right, upon request, to be informed of the status of his/her credentialing application.  

 
G. Verification Process:  

 
After receipt of the completed application for membership, the Medical Staff Office via the 
CVO will collect and verify the references, licensure and other qualification evidence 
submitted. Primary source verification will be conducted regarding current licensure, 
relevant training, and current competence.  When collection and verification is completed, 
the CVO will promptly transmit the application and supporting material to the department in 
which the applicant seeks clinical privileges.   
Verification will include the following: 
 Verification of South Carolina license directly with the State Licensing Board, and other 

state licenses by receipt of information from either the appropriate State Licensing Board 
or the Federation of State Medical Boards; 

 Verification of graduation from medical school (for Medical Staff appointees only);  
 Verification of postgraduate professional training;  
 Verification of board certification through the use of the Directory of the American Board 

of Medical Specialties, directly with the appropriate specialty board or via internet, where 
applicable (for Medical Staff appointees, only); 

 Verification and status of past and current hospital affiliations;  
 Group practice affiliations during the past seven years, if applicable;  
 Current and past malpractice insurance information from malpractice carriers concerning 

coverage, claims, suits, and settlements during the past five years;  
 Information from the National Practitioner Data Bank;  
 Evidence of Medicare/Medicaid sanctions or investigations from websites of the Office of 

the Inspector General and Excluded Parties Listing System;  
 Three peer references that are able to provide information about the applicant's current 

clinical competence, relationship with colleagues, and conduct. Professional references 
will include an assessment of medical/clinical knowledge, technical and clinical skills, 
clinical judgment, interpersonal skills, communication skills, and professionalism. 
Reference letters of an ambiguous or noncommittal nature may be acceptable grounds 
for refusal to grant Medical or Professional Staff membership or clinical privileges; 

 Relevant practitioner specific data compared to aggregate when available including 
mortality and morbidity data; and,  

 Any other relevant information requested from any person, organization, or society that 
has knowledge of the applicant's clinical ability, ethical character, and ability to work with 
others.  

 
H. Inability to Obtain Information:  
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The practitioner has the burden of producing any information requested by the Medical 
Center or its authorized representatives that is reasonably necessary, in the sole discretion 
of the Medical Center, to evaluate whether or not the practitioner meets the criteria for 
Medical or Professional Staff membership or privileges. 
 
If there is delay in obtaining such required information, or if the Medical Center requires 
clarification of such information, the MSO or CVO will request the applicant’s assistance. 
Under these circumstances, the medical staff may modify its usual and customary time 
periods for processing the application or reapplication. The Medical Center has sole 
discretion for determining what constitutes an adequate response. 
 
If, during the process of initial application or reapplication, the applicant fails to respond 
adequately within 15 days to a request for information or assistance, the Medical Center will 
deem the application or reapplication as being withdrawn voluntarily. The result of the 
withdrawal is automatic termination of the application or reapplication process. The Medical 
Center will not consider the termination an adverse action. Therefore, the applicant or re-
applicant is not entitled to a fair hearing or appeal consistent with the Medical Staff’s fair 
hearing plan. The Medical Center will not report the action to any external agency. The 
applicant shall be notified in writing that the application has been deemed a voluntary 
withdrawal.  

 
When trying to verify the information supplied by the applicant, if a particular entry has 
closed or ceased to operate and information cannot be verified because the source no 
longer exists, and  after all avenues have been thoroughly tried, the verification will be 
deemed complete. Due diligence is defined as the Medical Staff Office and/or the CVO 
attempting to obtain the verification at least three times. The file will be presented to the 
Department Chairperson for review and approval with the unverified item noted.  

 
IV.  Initial Appointment and Privileging Process 
 

A. Review/Approval Process  
 

All initial appointments and requests for initial privileges will be reviewed as outlined below. 
Final approval rests with the Governing Body of MUSC Medical Center. The time from the 
date of application attestation to final Board decision, including all the steps outlined in the 
appointment or privileging process, cannot exceed 180 days. 

 
B. Departmental Chairperson Review 
 

Once all required application documentation has been received and processed by the 
Medical Staff Office and/or the CVO, and all verifications and references confirmed, the 
Chairperson of the applicable Department or Division Chief, if appropriate, shall then 
review the application, and, at his/her discretion, conduct a personal interview. Upon 
completion of this review, the Chairperson shall make a recommendation as to the extent 
of clinical privileges and the proposed category of the Medical Staff or Professional Staff. 
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The application with his/her recommendation shall then be returned to the Medical Staff 
Office or CVO for transmission to the Credentials Committee. 
 

C. Credentials Committee Review 
 

Following review by the appropriate Department Chairperson, the Credentials Committee 
shall review the application and supporting documentation, including all written 
documentation, along with the recommendations made to the Credentials Committee by 
the Department Chairperson. The Credentials Committee then either defers action or 
prepares a written report for the Medical Executive Committee for consideration at its next 
regularly scheduled meeting.  The written report will contain recommendations for approval 
or denial, or any special limitations on staff appointment, category of staff membership and 
prerogatives, clinical service affiliation, and/or scope of clinical privileges.  If the 
Credentials Committee requires further information about an applicant, it may request the 
applicant to appear before the committee.  Notification by the Credentials Committee 
Chairperson or the Executive Medical Director through the Medical Staff Office shall be 
promptly given to the applicant if the Credentials Committee requires further information 
about the applicant.  

 
 
 
 

D. Medical Executive Committee Action 
 

The Medical Executive Committee, at its next regular meeting, reviews the application, the 
supporting documentation, the reports and recommendations from the Department 
Chairperson and Credentials Committee, and any other relevant information available to it. 
The Medical Executive Committee defers action on the application or prepares a written 
report with recommendations for approval or denial, or any special limitations on staff 
appointment, category of staff membership and prerogatives, departmental affiliation, 
and/or scope of clinical privileges. 

 
 Effect of Medical Executive Committee Action 
1. Deferral 

Action by the Medical Executive Committee to defer the application for further 
consideration must be followed up in a timely manner with subsequent 
recommendations as to approval or denial of, or any special limitations on Staff 
appointment, category of Staff membership and prerogatives, department affiliation, and 
scope and setting of clinical privileges. The Executive Director or the Executive Medical 
Director through the Medical Staff Office promptly sends the applicant written notice of 
an action to defer. 

 
2. Recommendation for Approval  



 

Page 13 of 27 - Revised May 18, 2009; Reviewed February 2011October 2013 

When the Medical Executive Committee's recommendation is favorable to the applicant 
in all respects, the Medical Executive Committee promptly forwards it, together with 
supporting documentation, to the Board for review at the next scheduled Board Meeting. 

 
3. Adverse Recommendation 

When the Medical Executive Committee's recommendation to the Board is adverse to 
the applicant, the Executive Director or the Executive Medical Director or their designee  
through the Medical Staff Office, so informs the applicant within 30 days by special 
notice with return receipt or written attestation required, and the applicant is then  
entitled to the procedural rights as provided in Article IX of the Bylaws. An "adverse  
recommendation" by the Medical Executive Committee is defined as a recommendation  
to deny, in full or in part, appointment, membership, requested staff category, requested  
departmental assignment, and/or requested clinical privileges. No such adverse  
recommendation needs to be forwarded to the Board until after the practitioner has  
exercised his procedural rights or has been deemed to have waived his/her right to a  
hearing as provided in the Bylaws. The fact that the adverse decision is held in  
abeyance shall not be deemed to confer privileges where none existed before. 

 
E. Board Action 

 
The Board may adopt or reject, in whole or in part, a recommendation of the Medical 
Executive Committee or refer the recommendation back to the Medical Executive 
Committee. 

 
 
 
 
Effect of Board Action 
1. Deferral 

The Board may send a recommendation back to the Medical Executive Committee.  Any 
such referral back, shall state the reasons therefore, shall set a time within thirty (30) 
days in which a subsequent recommendation to the Board shall be made, and may 
include a directive that a  hearing be conducted to clarify issues which are in doubt.  At 
its next regular meeting within thirty (30ten (10) days after receipt of such subsequent 
recommendation and new evidence in the matter, if any, the Board shall make a 
decision either to provisionally appoint the practitioner to the staff or to reject him/her for 
staff membership. 

 
2. Approval 

When the Board has reached a favorable decision, the Executive Director or the 
Executive Medical Director or their designee through the Medical Staff Office, by written 
notice, will inform the applicant of that decision within 3010 days.  Notice of the Board's 
decision is also given through the Medical Staff Office to the Medical Executive 
Committee, and to the Chairperson of the respective department. 
 
A decision and notice to appoint includes: 
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a) The Staff category to which the applicant is appointed (if applicable); 
b) The clinical department to which he is assigned; 
c) The clinical privileges he may exercise; and 
d) Any special conditions attached to the appointment. 

 
3. Adverse Action 

“Adverse action” by the Board means action to deny, in full or in part, appointment, 
membership, requested staff category, requested departmental assignment, and/or 
requested clinical privileges.    

 
  If the Board's decision is adverse to the applicant, the Chief Executive Office or the 

Executive Medical Director or their designee through the Medical Staff Office, within 
3010 days so informs the applicant by special notice, with return receipt or written 
attestation required, and the applicant is then entitled to the procedural rights as 
provided in Article IX of the Bylaws. The fact that the adverse decision is held in 
abeyance shall not be deemed to confer privileges where none existed before. 

 
Report of adverse Board action shall be given by the Executive Director or the 
Executive Medical Director through the Medical Staff Office to the National Practitioner 
Data Bank. 

  
4. Expedited Action 

 
To expedite appointment, reappointment, or renewal or modification of clinical privileges, 
the governing body may delegate the authority to render those decisions to an ad hoc 
committee consisting of at least two governing body members. 

 
 Following a recommendation for approval from the Medical Executive Committee on an 

application, the committee of the governing body shall review and evaluate the 
qualifications and competency of the practitioner applying for appointment, 
reappointment, or renewal or modification of clinical privileges and render its decision. 
An approval by the committee will result in the status or privileges requested. The 
committee shall meet as often as necessary as determined by its Chairperson. The full 
governing body shall consider and, if appropriate, ratify all committee approvals at its 
next regularly scheduled meeting. If the committee’s decision is adverse to an applicant, 
the matter is referred back to the Medical Executive Committee for further evaluation. 

  
An applicant will be ineligible for the expedited process if at the time of appointment or  
reappointment, any of the following have occurred: 

 
 The applicant submits an incomplete application; 
 The Medical Executive Committee makes a final recommendation that is adverse or 

with limitation; 
 There is a current challenge or a previously successful challenge to licensure or 

registration; 
 The applicant has received an involuntary termination of medical staff membership at 

another organization; 
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 The applicant has received involuntary limitation, reduction, denial, or loss of clinical 
privileges; or 

 When there has been an unusual pattern or excessive number of professional liability 
actions resulting in a final judgment against the applicant. 

 
     F. Provisional Appointment and Initial Privileges 
 

Each initial appointment of an applicant for Active or Affiliate Medical Staff Membership or 
for appointment to the Professional Staff shall be a provisional appointment for (1) year.  For 
all privileged practitioners this provisional period shall include an initial period of focused 
professional practice evaluation.  Criteria for the focused evaluation of all practitioners 
requesting new privileges shall be determined by the Department Chairperson and/or the 
Division Director or their designee.  The focused evaluation will include a monitoring plan 
specific to the requested privileges, the duration of the monitoring plan, and circumstances 
under which monitoring by an external source is required.  Focused evaluation may be 
conducted by using chart review, direct observation, monitoring of diagnostic or treatment 
techniques, feedback from other professionals involved in patient care or other methodology 
determined by the Department.  All new appointees must complete a focused evaluation 
during the provisional year; however, the focused evaluation period will be for a time frame 
determined by the Department Chairperson and/or the Division Director or their designee.  
Upon satisfactory completion of a focused professional practice evaluation, appointees will 
be required to follow the reappointment process.  If at the end of the focused evaluation 
period a decision is made to deny privileges to the practitioner, the practitioner is afforded 
the rights outlined in the Fair Hearing Plan of the MUSC Medical Staff Bylaws. 

 
V. Reappointment/Renewal of Privileges Application 
  

A. Nature of the Application  
 

  Each applicant for reappointment and/or renewal of privileges shall complete and 
electronically sign the online application provided by the Medical Staff Office via the CVO.  

B. Review/Approval Process 
 

Reappointments to the Medical and Professional Staffs shall be for a period not to exceed 
two years. Reappointments and/or the renewal of privileges are not automatic and shall be 
based on information concerning the individual’s performance, ability to work with other 
professionals at MUSC Medical Center, judgment, quality of care, and clinical skills. The 
reappointment/renewal process from time of application attestation to final Board decision 
cannot exceed 180 days. 

 
C. Application for Reappointment Requirements 
 

The application for reappointment is completed online and electronically signed. The 
application and supporting information will include: 
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 Current copy of license and, if applicable, State DHEC and Federal DEA certificate or 
license;  

 Certificate of professional liability coverage; 
 Request for clinical privileges; 
 Information pertaining to malpractice claims activity including malpractice claims 

pending, or judgments or settlements made, as well as any evidence of an unusual 
pattern or excessive number of professional liability actions resulting in a final action 
against the applicant; 

 CME: In accordance with South Carolina Medical Board guidelines (40 hours every 2 
years are required for renewal of South Carolina Medical License). The predominant 
number of hours must be related to the clinician’s specialty.  Professional staff will be 
required to complete the number of hours dictated by their respective license;  

 Peer Recommendations:  Medical staff are required to submit two (2) peer references 
from practitioners in the applicant’s field with knowledge of their clinical abilities. These 
recommendations must include an assessment of current competence, health status 
and any relevant training or experience as well as the six general competencies. 
Professional staff are required to submit three (3) references: two (2) from current peers 
and one (1) from the current supervising physician (as applicable);  

 Health status relative to ability to perform the clinical privileges requested; 
 Current PPD;  
 Chairperson Recommendation: Evaluation form electronically completed by 

Chairperson/Chairperson designee recommending privileges including documentation of 
health status or the ability to perform the requested privileges; 

 Information from the National Practitioner Data Bank and HIPDB; 
 Hospital Affiliations: Evaluation of clinical activities from other hospital affiliations; 
 Current board certification or eligibility as outlined in the Medical Staff Bylaws; 
 Information since initial appointment or previous appointment that includes: 
 Details regarding previously successful or currently pending challenges, if any, to any 

licensure or registration or whether any of the following licenses or registrations have 
been voluntarily or involuntarily revoked, suspended, reduced, denied, relinquished, or 
not renewed: 
 Board certification 
 License to practice 
 State DHEC and/or federal DEA license or certification; 

 Details about the applicant’s loss, revocation, voluntary or involuntary relinquishment of 
clinical privileges at other institutions, information as to whether the applicant’s 
membership status and/or clinical privileges have ever been voluntarily or involuntarily 
revoked, suspended, reduced, denied, relinquished, challenged, or not renewed at any 
other hospital or health care institutions, and voluntary or involuntary changes in 
membership, privileges, or status at other healthcare organizations; 

 The results of Ongoing Professional Practice Evaluation and the results of any Focused 
Professional Practice Evaluations; 

 Any additional practitioner specific data as compared to aggregate data, when available; 
 Morbidity and mortality data, when available; 
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 Release of information; and 
 Any additional information required by the Medical Executive Committee, relevant 

clinical department, Credentials Committee, and/or Board, to adequately evaluate the 
applicant. Failure by the applicant to provide truthful, accurate and complete information 
may in itself be grounds for denial or revocation of staff membership/appointment and 
clinical privileges. 

 
D. Continuing Duties of Medical Staff and Professional Staff Members  
 

It shall be a continuing duty of all Medical Staff and Professional Staff members to promptly 
update credentials information on an ongoing basis. This information shall include but not 
be limited to the following:  
 Voluntary or involuntary termination of appointment, limitation or reduction or loss of 

privileges at any hospital, healthcare organization, or managed care organization, or any 
restriction of practice or severance from employment by a medical practice;  

 Any investigations, charges, limitations or revocation of professional license in the State 
of South Carolina or any other state;  

 Any investigations, charges, limitations, or corrective action by any professional 
organization;  

 Changes in physical or mental health which effect ability to practice medicine;  
 Change of address; 
 Name changes; 
 Any investigations, convictions, arrests, or charges related to any crime (other than 

minor traffic violations), including crimes involving child abuse;  
 Any "quality query" from any qualified peer review organization, or its equivalent;  
 Any investigations regarding reimbursement or billing practices;  
 Any professional investigations or sanctions including but not limited to Medicare or 

Medicaid sanctions;  
 Notification of cancellation or proposed cancellation of professional liability insurance;  
 Disclosure and updates of malpractice claims or other actions initiated or made known 

subsequent to appointment; and, 
 Any information reasonably required by the Medical Executive Committee or Board to 

adequately evaluate the staff members. 
 
 

E. Ongoing Professional Practice Evaluation 
 

During the appointment cycle, each practitioner with clinical privileges will be reviewed on 
an ongoing basis.  Ongoing Professional Practice Evaluation (OPPE) is an evidenced 
based evaluation system designed to evaluate a practitioner’s professional performance. 
The Department Chairperson is responsible for conducting OPPE for all practitioners with 
clinical privileges within their Department and for insuring that OPPE is uniformly applied to 
all members within the department. The type of data to be collected is approved by the 
Medical Executive Committee but is determined by individual departments and is uniformly 
applied. The frequency of data collection must be more often than yearly with specific 
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timeframes determined by the Medical Executive Committee in collaboration with the 
Executive Executive Medical Director.  Information from ongoing professional practice 
evaluation will be used to determine whether to continue, limit, or revoke any existing 
privileges. It may also be used to trigger a Focused Professional Practice Evaluation 
(FPPE). 
 

F. Insufficient Activity for Evaluation 
 

Reappointment and reappraisal of clinical privileges focuses on a member's clinical activity 
and demonstrated clinical competence as it relates to Medical and Professional Staff quality 
monitoring and evaluation activity. Therefore, a practitioner (except those appointed to 
categories of the Medical Staff without privileges) who has not utilized the Medical Center 
and/or participated in Medical Center clinical activities for a continuous period of six (6) 
months, or has ceased to maintain an active professional practice within the service area of 
the Medical Center, and does not initiate leave of absence as provided in the Bylaws, or 
initiate an application in change of status, may have his/her membership on the Medical 
Staff terminated or reduced to a category commensurate with his/her current practice.  
 
The Credentials Committee shall, upon request from the Department Chairperson, the 
Medical Executive Committee, or the Executive Medical Director, or upon its own initiative, 
investigate any circumstances which would authorize termination or reduction of 
membership or category under this paragraph and shall recommend to the Medical 
Executive Committee such action as it considers appropriate.  Prior to making a 
recommendation, however, it shall notify the affected member of its investigation and 
request information as to the current status and intentions of the members. Said notice and 
request shall be in writing, fax, or e-mail and directed to the affected member. Practitioners 
who can document admission(s), consultations, or cross coverage activity may be 
considered for reappointment.  In such instances, objective reports of clinical activity at their 
primary practice site must be submitted to allow an appropriate evaluation of the 
practitioner's request for clinical privileges.  
 
Failure of the member to respond within thirty (30) days of correspondence of said notice 
shall constitute sufficient basis for termination of membership or reduction of staff category. 
Failure to be reappointed as outlined in this section constitutes an administrative action that 
shall not require reporting to the National Practitioner Data Bank. In addition, it shall 
constitute a waiver of procedural rights as defined in the MUSC Medical Staff Bylaws Article 
IX from action taken pursuant to the provision of this paragraph. 

 
 

G. Failure to Complete the Reappointment Application 
 

Failure to complete the application for reappointment by the time the reappointment is 
scheduled for the first step in the review process (i.e. Department review) shall be deemed 
a voluntary resignation from the Medical Staff or the Professional Staff and the practitioner's 
membership and/or privileges shall lapse at the end of his/her current term. The Practitioner 
shall be notified prior to final action by the Board through the Executive Director or the 
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Executive Medical Director. This non-renewal shall constitute an administrative action that 
shall not require reporting to the National Practitioner Data Bank and shall not entitle the 
practitioner to the procedural rights afforded by the MUSC Medical Center Medical Bylaws. 
Termination of an appointment in this way does not preclude the submission of a 
reapplication for initial privileges or membership. 

 
H. Reappointment Verification Process  
 

Upon receipt of a completed (signed and dated) application, the Medical Staff Office via the 
CVO will collect and verify through accepted sources the references, licensure and other 
qualification evidence submitted. The CVO will promptly notify the applicant of any problems 
in obtaining the information required and it shall be the applicant’s obligation to obtain the 
required information. The CVO will also notify the practitioner about any information 
obtained during the credentialing process that varies substantially from the information 
provided by the practitioner. Failure of the applicant to furnish information within fifteen (15) 
days of a request shall be deemed a withdrawal of such application. When collection and 
verification is completed, the CVO will promptly transmit the application and supporting 
material to the department in which the applicant seeks clinical privileges. The CVO will 
verify the contents of the application by collecting the following information:  
 
 Primary source verification of current South Carolina licensure;  
 Primary source verification of any training necessary for increase of privileges; 
 Status of current DEA;  
 Specialty Board status;  
 Status of affiliations with other hospitals or healthcare organizations;  
 Status of group affiliations;  
 Status of malpractice claims history for the past five years; 
 Peer recommendations; 
 Information from the National Practitioner Data Bank; and  
 Medicare/Medicaid sanctions and investigations from websites of the Office of Inspector 

General and the Excluded Parties Listing System.  
 
VI. Reappointment/Privilege Renewal Review Process 
  

A. Department Chairperson Review 
      

The Department Chairperson evaluation of the applicants request for reappointment or 
privilege renewal shall be based upon the applicant’s education, demonstrated 
clnicalclinical competencies including clinical judgment, technical skills and ability, and 
utilization patterns and other relevant information.   Once all required documentation has 
been received and processed by the Medical Staff Office and/or the CVO, and all 
verifications and references confirmed, the Chairperson of the applicable Department or 
Division Chief, if appropriate, shall then review the application.  Upon completion of this 
review, the Chairperson shall make a recommendation as to the reappointment and/or the 
extent of clinical privileges. The application with his/her recommendation as well as results 
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of ongoing professional practice evaluation and focused professional practice evaluation 
shall then be submitted for transmission to the Credentials Committee. 
 
If prior to reappointment of a member to the Medical Staff, the Department Chairperson 
anticipates recommending an involuntary reduction or total denial of previously granted 
privileges at MUSC Medical Center, the Department Chairperson is required to notify in 
writing the affected member of the specific deficiencies, failure to meet specific deficiencies, 
failure to meet specific criteria, and/or other documentation supporting the reduction or 
denial of privileges. Notice shall also be sent to the Executive Medical Director, President of 
the Medical Staff and the Executive Director. Such notification will include adequate 
supporting documentation of the basis for reduction or non-renewal of privileges. This notice 
will be given in writing to the practitioner at least thirty (30) days before his/her 
reappointment date, unless there is a delay caused by the actions or inactions of the 
applicant, such as failing to file the credentialing application and information in a timely 
manner. This notification by the Department Chairperson shall trigger a review of the 
information and circumstances by the Executive Medical Director and the President of the 
Medical Staff. In the event of non-resolution, the Department Chairperson’s 
recommendations shall be forwarded to the Credentials Committee with the supporting 
documentation. The decision, if adverse to the member may be appealed by the practitioner 
as outlined in the Fair Hearing Plan of the MUSC Medical Staff Bylaws (Article IX). 
 
At the time of reappointment a Department Chairperson may request, based on physician 
specific quality information including technical skills, clinical judgment and behavior with 
supporting documentation to the Credentials Committee and the Medical Executive 
Committee, that a practitioner within his/her department be placed on a focused 
professional practice evaluation with proctoring or reporting requirements. The timeframe 
for this specific focused evaluation will be determined by the Department Chairperson with 
approval by the Credentials Committee and the Medical Executive Committee but may not 
exceed one year.  

 
B. Credentials Committee Review 
 

After approval of completed reappointment application with all attachments by the 
Department Chairperson/Chairperson Designee, the application is presented at the next 
regularly scheduled Credentials Committee meeting. The Credentials Committee members 
shall review the completed application and make a recommendation to approve, deny, or 
defer pending further evaluation/information. If the recommendation is to deny or defer 
pending additional information, the applicant and Chairperson must be informed in writing 
within seven (7) days after the meeting. If the recommendation is to approve, the applicants 
are presented at the next regularly scheduled Medical Executive Committee meeting.  At 
the time of reappointment, the Credentials Committee may request based on practitioner 
specific quality information including technical skills, clinical judgment and behavior with 
supporting documentation to the Medical Executive Committee, that a practitioner be placed 
on a focused professional practice evaluation with proctoring or reporting requirements. The 
timeframe for this specific focused evaluation will be determined by the by the Credentials 
Committee and the Medical Executive Committee but may not exceed one year.  
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C. Medical Executive Committee Action 

 
The Medical Executive Committee, at its next regular meeting, reviews the application, the 
supporting documentation, the reports and recommendations from the Department 
Chairperson and Credentials Committee, and any other relevant information available to it. 
The Medical Executive Committee defers action on the application or prepares a written 
report with recommendations as to approval or denial, or any special 
limitations on staff reappointment, category of staff membership and prerogatives, and/or 
scope of clinical privileges. 

 
Effect of Medical Executive Committee Action 
1. Deferral 

Action by the Medical Executive Committee to defer the application for further 
consideration must be followed up in a timely manner with subsequent 
recommendations as to approval or denial, or any special limitations on staff re-
appointment, category of staff membership and prerogatives, and scope and setting of 
clinical privileges. The Executive Director or the Executive Medical Director through the 
Medical Staff Office promptly sends the applicant written notice of an action to defer. 

 
2. Recommendation for Approval 

When the Medical Executive Committee's recommendation is favorable to the applicant 
in all respects, the Medical Executive Committee promptly forwards it, together with 
supporting documentation, to the Board for review at the next scheduled Board Meeting. 

 
3. Adverse Recommendation 

  When the Medical Executive Committee's recommendation to the Board is adverse to 
the applicant, the Executive Director or the Executive Medical Director or their designee 
through the Medical Staff Office, so informs the applicant within 30 days by special 
notice with return receipt or written attestation required, and the applicant is then 
entitled to the procedural rights as provided in Article IX of the Bylaws.  An "adverse 
recommendation" by the Medical Executive Committee is defined as a recommendation 
to deny, in full or in part, reappointment, requested staff category, and/or requested 
clinical privileges. No such adverse recommendation needs to be forwarded to the 
Board until after the practitioner has exercised his procedural rights or has been 
deemed to have waived his/her right to a hearing as provided in the Bylaws. The fact 
that the adverse decision is held in abeyance shall not be deemed to confer privileges 
where none existed before. 

 
At the time of reappointment the Medical Executive Committee may request, based on 
physician specific quality information including technical skills, clinical judgment and 
behavior with supporting documentation, that a practitioner be placed on a focused 
professional practice evaluation with proctoring or reporting requirements. The 
timeframe for this specific focused evaluation will be determined by the Medical 
Executive Committee and the Executive Medical Director but may not exceed one year. 
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D. Board's Action 
 

The Board may adopt or reject, in whole or in part, a recommendation of the 
Medical Executive Committee or refer the recommendation back to the Medical 
Executive Committee. 
 
Effects of Board Action 
1. Deferral 

The Board may send a recommendation back to the Medical Executive Committee. 
Any such referral back, shall state the reasons therefore, shall set a time within thirty 
(30) days in which a subsequent recommendation to the Board shall be made, and 
may include a directive that a  hearing be conducted to clarify issues which are in 
doubt. At its next regular meeting within thirty (30 ten (10) days after receipt of such 
subsequent recommendation, and new evidence in the matter, if any, the Board shall 
make a decision either to provisionally appoint the practitioner to the staff or to reject 
him/her for staff membership. 

 
2. Approval 

When the Board has reached a favorable decision, the Executive Director or the 
Executive Medical Director or their designee through the Medical Staff Office, by 
written notice, inform the applicant of that decision within 3010 days.  Notice of the 
Board's decision is also given through the Medical Staff Office to the Medical Executive 
Committee, and to the Chairperson of the respective department.  A decision and 
notice to reappoint includes: 
a) The staff category to which the applicant is reappointed (if applicable); 
b) The clinical privileges he/she may exercise; and 
c) Any special conditions attached to the reappointment. 

 
3. Adverse Action 

“Adverse action” by the Board means action to deny, in full or in part, reappointment, 
requested staff category, or requested clinical privileges.  

 
  If the Board's decision is adverse to the applicant, the Chief Executive Office or the 

Executive Medical Director or their designee through the Medical Staff Office, within 
3010 days so informs the applicant by special notice, with return receipt or written 
attestation required, and the applicant is then entitled to the procedural rights as 
provided in Article IX of the Bylaws. The fact that the adverse decision is held in 
abeyance shall not be deemed to confer privileges where none existed before. 

 
Report of adverse Board action shall be given by the Executive Director or the 
Executive Medical Director through the Medical Staff Office to the National Practitioner 
Data Bank. 

  
4. Expedited Action 

To expedite, reappointment, or renewal or modification of clinical privileges, the 
governing body may delegate the authority to render those decisions to an ad hoc 
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committee consisting of at least two governing body members. 
 

  
 Following a recommendation for approval from the Medical Executive Committee on an 

application, the committee of the governing body shall review and evaluate the 
qualifications and competency of the practitioner applying for reappointment, or 
renewal or modification of clinical privileges and render its decision. Approval by the 
committee will result in the status or privileges requested. The committee shall meet as 
often as necessary as determined by its Chairperson. The full governing body shall 
consider and, if appropriate, ratify all committee approvals  at its next regularly 
scheduled meeting. If the committee’s decision is adverse to an applicant, the matter is 
referred back to the Medical Executive Committee for further evaluation. 

  
 An applicant will be ineligible for the expedited process if since the last appointment or 
reappointment, any of the following have occurred: 

 
 The applicant submits an incomplete application; 
 The Medical Executive Committee makes a final recommendation that is adverse 

or with limitation; 
 There is a current challenge or a previously successful challenge to licensure or 

registration; 
 The applicant has received an involuntary termination of medical staff 

 membership at another organization; 
 The applicant has received involuntary limitation, reduction, denial, or loss of 

clinical privileges; or 
 When there has been an unusual pattern or excessive number of  professional 

liability actions resulting in a final judgment against the applicant. 
 
VII. Privileges 

 
A. Granting of Privileges 
 

Evaluation of applicants for the privileges requested shall be based upon the applicant’s 
education, training, experience, references, demonstrated clinical competencies including 
clinical judgment, technical skills and ability, and utilization patterns and other relevant 
information. This information is used to determine the types of care, treatment, and 
services or procedures that a practitioner will be authorized to perform. 
 
Privileges may only be granted when sufficient space, equipment, staffing, and financial 
resources are in place and available or will be available in a specific timeframe to support 
the requested privilege.  

 
It is the responsibility of the Department Chairperson, Credentials Committee, and the 
Medical Executive Committee to insure that privileges for all privileged practitioners are 
current and accurate. Privilege sets are maintained by the MSO office. These privileges 
sets may be either paper or electronic.  It is the responsibility of the MSO to communicate 
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privilege lists to Medical Center staff in order to insure that privileged practitioners practice 
within the scope of their respective granted privileges. 

 
Renewal of privileges and the increase or curtailment of the same, shall be based upon 
direct observation, review of the records, or any portion thereof, of patients treated in this 
or other hospitals, and review of the records of the practitioner which may document the 
member’s participation in Medical Staff or Professional Staff responsibilities. Ongoing 
professional practice evaluations and the results of any focused professional practice 
evaluation will be considered as well as both physical and mental capabilities. The 
foundation for the renewal of privileges and the increase or curtailment of the same are the 
core competencies of patient care, medical/clinical knowledge, practice-based learning 
and improvement, interpersonal and communication skills, professionalism and systems 
based practice. The nonuse of any privilege as well as the emergence of new technologies 
will also be considered.   

 
Practitioners may request an increase of privileges at any time during the appointment 
period by completing a change in privileging form included with the reappointment 
application, or if not during reappointment  by requesting a change in privileges form from 
the Medical Staff Office.   When a request is received in the Medical Staff Office with 
appropriate documentation, including the Department Chairperson’s recommendation, the 
request will be forwarded to the Credentials Committee for review as a part of the 
reappointment process.  If a change is requested at another time during the appointment 
cycle, the Medical Staff Office via the CVO will verify the following prior to submitting the 
request to the Credentials Committee: 
 
 Current license and challenges to any licensure or registration 
 Voluntary or involuntary relinquishment of any license or registration, or medical staff 

membership 
 Voluntary or involuntary limitation, reduction, or loss of clinical privileges 
 Involvement in a professional liability action including any final judgment or settlement 
 Documentation of health status 
 Practitioner specific quality information including mortality and morbidity data, if 

available  
 Peer recommendations, and  
 National Practitioner Data Bank Healthcare Integrity Data Bank Query 

 
Practitioners who have had their clinical privileges withdrawn or curtailed for alleged lack 
of competency in accordance with the procedures outlined in the Medical Staff Bylaws 
shall not have them reinstated until the following requirements have been met: 

 
 Active participation in a training program approved by the Department Chairperson with 

written approval of the Credentials Committee; 
 Successful completion of Focused Professional Practice Evaluation to allow 

demonstration of such competency to their specific Department, Credentials 
Committee, and the Medical Executive Committee; and 

 If executed, the practitioner’s submission of a fair hearing plea in accordance with the 
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Medical Staff Bylaws has been resolved. 
 

B. Medical Staff Temporary Privileges 
 

Circumstances:  There are two circumstances in which temporary privileges may be 
granted.  Each circumstance has different criteria for granting privileges.  The 
circumstances for which the granting of temporary privileges is acceptable include the 
following: 
 To fulfill an important patient care, treatment, and service need; or 
 When a new applicant with a complete application that raises no concerns is awaiting 

review and approval of the Medical Executive Committee and Board. 
 

Therefore, temporary privileges will be granted in the following circumstances: 
 

1. Care of Specific Patients   
 

     Upon written concurrence of the Chairperson of the Department where the privileges 
will be exercised, an appropriately licensed practitioner who is not an applicant for staff 
membership but who has specific expertise in a desired field, may request temporary 
privileges for the care of one or more specific patients. 

 
Application forms for this request are available in the Medical Staff Office. Before 
granting temporary privileges, the practitioner’s current license and current 
competency are verified.  Such privileges cannot exceed 120 days. These privileges 
are only available one time during the 120 day time period.  

 
2. New Applicants 

 
Temporary privileges for new applicants may be granted while awaiting review and 
approval by the Medical Executive Committee and Board. These “interim” temporary 
privileges may only be granted for 120 days and only upon verification of the following: 

 
 Current licensure 
 Relevant training or experience 
 Current competence 
 Ability to perform the privileges requested 
 Other criteria required by the organized Medical Staff Bylaws 
 A query and evaluation of the NPDB information 
 A complete application 
 No current or previously successful challenge to licensure or registration 
 No subjection to involuntary termination of medical staff membership at another 

organization 
 No subjection to involuntary limitation, reduction, denial, or loss of clinical 

privileges 
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Granting of Temporary Privileges:  The Executive Director or his designee and/or the 
Executive Medical Director may grant temporary privileges when the available information 
reasonably supports a favorable determination regarding the requesting practitioner’s 
qualifications, ability, and judgment to exercise the privileges requested.  The Department 
Chairperson or his designee will be responsible for the supervision of the applicant for 
temporary privileges.  

 
 
Temporary privileges will not be granted unless the practitioner has attested to abide by 
the Bylaws and the Rules and Regulations of the Medical Staff of the MUSC Medical 
Center in all matters relating to his temporary privileges. Whether or not such written 
agreement is obtained, said Bylaws and Rules and Regulations control in all matters 
relating to the exercise of temporary privileges. 

 
  Termination of Temporary Privileges: The Executive Medical Director or his/her 

designee and/or the Executive Director, after consultation with the appropriate Department 
Chairperson or designee may terminate a practitioner’s temporary privileges at any time, 
and must terminate a practitioner’s temporary privileges upon the discovery of information 
or the occurrence of an event that raises questions about the practitioner’s professional 
qualifications or ability to exercise any or all of his/her temporary privileges. If it is 
determined that the practitioner is endangering the life or well-being of a patient, any 
person who has the authority to impose summary suspension may terminate the 
practitioner’s temporary privileges. 

 
If the Medical Center terminates a practitioner’s temporary privileges, the Department 
Chairperson who is responsible for supervising the practitioner will assign all of the 
practitioner’s patients who are in the Medical Center to another practitioner. When 
feasible, the Department Chairperson will consider the patients’ wishes in choosing a 
substitute practitioner. 
 
Rights of the Practitioner Who Has Temporary Privileges: In the following cases, a 
practitioner is not entitled to the procedural rights afforded by the hearing and appeal 
procedures outlined in the Medical Staff Bylaws: 

 
 When his/her request for temporary privileges is refused; or 
 When all or any part of his/her temporary privileges are terminated or suspended. 

 
C. Disaster Privileges 

 
During disaster(s) in which the disaster plan has been activated, the Executive Director of 
the Medical Center, the Executive Medical Director, or the President of the Medical Staff or 
their designee(s) may, if the Medical Center is unable to handle immediate and emergent 
patient needs, grant disaster privileges to individuals deemed qualified and competent, for 
the duration of the disaster situation according to the Medical Staff Bylaws and Clinical 
Policy C-35 Disaster Privileges for Licensed Independent Practitioners. Granting of these 
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privileges will be handled on a case by case basis and is not a "right" of the requesting 
provider.  

 
D.  Emergency Privileges 

 
 For the purpose of this section, an “emergency” is defined as a condition in which serious 

and permanent harm would result to a patient or in which the life of a patient is in 
immediate danger and any delay in administering treatment would add to that danger. 

 
       In the case of an emergency any practitioner, to the degree permitted by his license and 

regardless of Staff status or lack of it, shall be permitted and assigned to do everything 
possible to prevent serious and permanent harm or to save the life of a patient, using 
every facility of the Medical Center necessary, including calling for any consultation 
necessary or desirable.  When an emergency situation no longer exists, the practitioner 
must request the privileges to continue to treat the patient.  In the event such privileges 
are denied or he does not wish to request such privileges, the patient shall be assigned to 
a member of the Medical Staff by the appropriate Department Chairperson. 

       Under conditions of extreme patient risk, the President of the Medical Staff, the Executive 
Medical Director  the appropriate Department Chairperson, Credentials Committee 
Chairperson, or the Executive Director (or his/her designee) may grant emergency 
privileges for that patient alone. These conditions would apply if the physician in question 
was the only one capable of rendering appropriate professional services (i.e. no qualified 
staff members were available). Such privileges shall be based on the information then 
available which may reasonably be relied upon to affirm the competency, ethical standing 
and licensure of the physician who desires such emergency privileges. In the exercise of 
such privileges, such physician shall act under the direct supervision of the Department 
Chairperson to which he/she is assigned, or under the direct supervision of a member of 
that Department selected by the Department Chairperson. 
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MEDICAL UNIVERSITY OF SOUTH CAROLINA 
 

REGULAR AGENDA 
 

Board of Trustees Meeting 
December 12, 2014 

101 Colcock Hall 
 
 

Members of the Board of Trustees 
 
Dr. Donald R. Johnson II, Chairman Dr. James Lemon 
Mr. William H. Bingham, Sr., Vice-Chairman Dr. Ragin C. Monteith 
Dr. Stanley C. Baker, Jr. Dr. E. Conyers O’Bryan, Jr. 
Mr. William A. Baker, Jr. Dr. G. Murrell Smith, Sr.  
Ms. Terri R. Barnes Mr. Charles C. Schulze  
The Honorable James A. Battle Mr. Michael E. Stavrinakis  
Dr. Harold W. Jablon Thomas L. Stephenson, Esq.   
Ms. Barbara Johnson-Williams Dr. Charles B. Thomas, Jr.  
 
  

Trustees Emeriti 
Mrs. Margaret M. Addison 

Dr. Cotesworth P. Fishburne, Jr. 
Mrs. Claudia W. Peeples 

Dr. Thomas C. Rowland, Jr. 
Mr. Allan E. Stalvey 

Dr. James E. Wiseman, Jr. 
 
 

Item 1. Call to Order-Roll Call. 
 
Item 2. Secretary to Report Date of Next Meeting. 
 
             Regular Meeting:  Friday, February 13, 2015. 
 
Item 3. Approval of Minutes of the Regular Meeting of the Medical University of South 

Carolina Board of Trustees of October 10, 2014.  
 

Board Action: 
 
 
RECOMMENDATIONS AND INFORMATIONAL REPORTS OF THE PRESIDENT 
 
OLD BUSINESS: 
 
NEW BUSINESS: 
 
Item 4. General Informational Report of the President. 
 

Statement: Dr. David Cole will present a general report. 
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Recommendation of Administration: That this report be received as information. 
 
Board Action: 
 

Item 5. Other Business. 
 
 
RESEARCH AND INSTITUTIONAL ADVANCEMENT COMMITTEE.  CHAIRMAN: DR. 
CHARLES B. THOMAS, JR. 
 
OLD BUSINESS: 
 
NEW BUSINESS: 
 
Item 6. General Report of the Interim Associate Provost for Research. 
 

Statement:  Dr. Kathleen Brady will report on research activities. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 7. General Report of the Vice President for Development. 
 

Statement:  Mr. Jim Fisher will provide a general report on institutional advancement 
activities. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 8. Appointments for MUSC Board of Visitors 2015-2016. 
 

Statement:  Mr. Jim Fisher will present the MUSC Board of Visitors appointments for 
approval. 
 
Recommendation of Administration: That the appointments be approved. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 9. General Report of the CEO of the MUSC Foundation. 
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Statement: Mr. Tom Anderson will provide a general report on the MUSC 
Foundation’s activities. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 10. General Report of the Executive Director of the MUSC Foundation for Research 
Development. 

 
Statement:  Mr. Michael Rusnak will provide a general report on the MUSC 
Foundation for Research Development’s activities. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 11. Other Committee Business. 
 
 

EDUCATION, FACULTY AND STUDENT AFFAIRS COMMITTEE.  CHAIRMAN: DR. E 
CONYERS O’BRYAN, JR. 
 
OLD BUSINESS: 
 
NEW BUSINESS: 
 
Item 12. General Report of the Vice President for Academic Affairs and Provost. 
 

Statement: A general report will be given by Dr. Mark Sothmann. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 

 
Board Action: 
 

Item 13. Report from the Interim Dean, College of Medicine. 
 

Statement: Dr. Deborah Deas will provide a report. 
 
Recommendation of Administration: That this report be received as information. 
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Recommendation of Committee: 

 
Board Action: 

 
Item 14. Graduate Medical Education (GME) Update and Letter of Commitment. 
 

Statement: Dr. Ben Clyburn will present a GME update and the Letter of 
Commitment. 
 
Recommendation of Administration: That the report be received as information. 
 
Recommendation of Committee: 

 
Board Action: 
 

Item 15. Other Committee Business. 
 
CONSENT AGENDA ITEMS FOR APPROVAL: 
 
Item 16. Conferring of Degrees. 
 
Item 17. Revised Out-of-State Tuition Rate for Masters in Health Informatics Program. 
 
Item 18. Academic Charges and Fees for Masters in Medical Sciences. 
 
Item 19. Degree Programs. 
 
Item 20. Program Modification. 
 
Item 21. Institutional Commitment to Graduate Medical Education. 
 
Item 22. Faculty Appointments. 
 
Item 23. Faculty Promotions. 
 
Item 24. Changes in Faculty Status. 
 
Item 25. Endowed Chairs. 
 
 
FINANCE AND ADMINISTRATION COMMITTEE.  CHAIRMAN: MR. CHARLES W. SCHULZE 
 
OLD BUSINESS: 
 
NEW BUSINESS: 
 
Item 26. Diversity and Inclusion Update. 
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Statement:   Ms. Lisa Montgomery will present a Diversity and Inclusion Update. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 27. Financial Status Report of the Medical University of South Carolina. 

 
Statement: Mr. Patrick Wamsley will report on the financial status of the Medical 
University of South Carolina. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 28. Financial Status Report of MUSC Physicians. 

 
Statement: A report on the financial status of MUSC Physicians will be presented by 
Ms. Gina Ramsey. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 29. Other Committee Business. 
 

CONSENT AGENDA ITEM FOR APPROVAL: 
 
Item 30. Reaffirmation of Commitment to Equal Opportunity. 
 
CONSENT AGENDA ITEM FOR INFORMATION: 
 
Item 31. Financial Status Report of the MUSC Foundation for Research Development. 
 
 
PHYSICAL FACILITIES COMMITTEE.  CHAIRMAN: MR. WILLIAM H. BINGHAM, SR. 
 
OLD BUSINESS: 
 
NEW BUSINESS: 
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Item 32. Facilities Procurements/Contracts Proposed. 
 

Statement: Mr. Greg Weigle will present procurements/contracts for approval. 
 
Recommendation of Administration: That these procurements/contracts be approved. 
 
Recommendation of Committee:  
 
Board Action: 

 
Item 33. Update on Projects. 
 

Statement: Mr. Greg Weigle will present an update on Medical University of South 
Carolina facilities projects. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee:  
 
Board Action: 
 

Item 34. Other Committee Business. 
 
CONSENT AGENDA ITEMS FOR INFORMATION: 
 
Item 35. Facilities Contracts Awarded. 
 
 
AUDIT COMMITTEE, CHAIRMAN:  THOMAS L. STEPHENSON, ESQ.  
 
OLD BUSINESS: 
 
NEW BUSINESS: 
 
Item 36. External Auditor Exit Conference for FY2014 Audit. 
 

Statement: Ms. Jennifer Hall, Senior Audit Manager with KPMG, will present the 
results of the External Audit.  
 
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 

  
 Board Action: 
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Item 37. Legal Office Annual Report. 
 

Statement: Ms. Annette Drachman will provide a report.  
 
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 

  
 Board Action: 
 
Item 38. Information Security (IS) Update. 
 

Statement: Dr. Frank Clark will provide an information security update.  
 
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 

  
 Board Action: 
 
Item 39. Report of the Office of Internal Audit. 
 

Statement: Ms. Susan Barnhart will report on the activities of the Office of Internal 
Audit.  
 
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 

 
 Board Action: 
 
Item 40. Other Committee Business. 
 
CONSENT ITEMS FOR INFORMATION: 
 
Item 41. Biennial Review of Audit Committee Charter. 
 
Item 42. Institutional Conflict of Interest Annual Report. 
 
 
OTHER BUSINESS FOR THE BOARD OF TRUSTEES: 
 
Item 43. Approval of Consent Agenda. 

 
Statement: Approval of the Consent Agenda is requested. 
 
Recommendation of Administration: That the consent agenda be approved. 
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Board Action: 
 

Item 44. New Business for the Board of Trustees. 
 
Item 45. Report from the Chairman. 
 























































 
 
 

MEDICAL UNIVERSITY OF SOUTH CAROLINA 
 

CONSENT AGENDA 
 

Board of Trustees Meeting 
October 10, 2014 
101 Colcock Hall 

 
 

Members of the Board of Trustees 
 
Dr. Donald R. Johnson II, Chairman Dr. James Lemon 
Mr. William H. Bingham, Sr., Vice-Chairman Dr. Ragin C. Monteith 
Dr. Stanley C. Baker, Jr. Dr. E. Conyers O’Bryan, Jr. 
Mr. William A. Baker, Jr. Dr. G. Murrell Smith, Sr.  
Ms. Terri R. Barnes Mr. Charles C. Schulze  
The Honorable James A. Battle Mr. Michael E. Stavrinakis  
Dr. Harold W. Jablon Thomas L. Stephenson, Esq.   
Ms. Barbara Johnson-Williams Dr. Charles B. Thomas, Jr.  
 
  

Trustees Emeriti 
Mrs. Margaret M. Addison 

Dr. Cotesworth P. Fishburne, Jr. 
Mrs. Claudia W. Peeples 

Dr. Thomas C. Rowland, Jr. 
Mr. Allan E. Stalvey 

Dr. James E. Wiseman, Jr. 
 
 
 

EDUCATION, FACULTY AND STUDENT AFFAIRS COMMITTEE 
CHAIRMAN: DR. E. CONYERS O’BRYAN, JR. 

 
(APPROVAL ITEMS) 

 
Item 16. Conferring of Degrees. 
 

Statement:  Approval is requested to confer degrees upon those candidates who, 
pending successful completion of all requirements for their degrees by the conclusion of 
the fall semester, have the recommendation of their college dean and faculty. 
 
Recommendation of Administration:  That the conferring of degrees be approved. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 17. Revised Out-of-State Tuition Rate for Masters in Health Informatics Program 
 

Statement:  At the request of the Dean of the College of Health Professions, 
administration presents for approval a revised out-of-state tuition rate for the Masters in 
Health Informatics Program. 
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Recommendation of Administration:  That the revised out-of-state tuition rate for the 
Masters in Health Informatics Program be approved. 
 
Recommendation of Committee:   
 
Board Action: 
 

Item 18. Academic Charges and Fees for Masters in Medical Sciences 
 

Statement:  At the request of the Dean of the College of Graduate Studies, 
administration presents for approval academic charges and fees for the new Masters in 
Health Sciences Program.  
 
Recommendation of Administration:  That the tuition and fees for the Masters in Health 
Sciences Program be approved. 
 
Recommendation of Committee:   
 
Board Action: 
 

Item 19. Degree Programs 
 

Statement:  At the request of the Dean of the College of Medicine, administration presents 
for approval the following degree program proposals: 
 
College of Medicine Clinical Training Program at AnMed Health 
Master of Public Health in Epidemiology 
Master of Public Health in Biostatistics 
Master of Public Health in Health Behavior and Health Promotion 
 
Recommendation of Administration:  That these degree program proposals be approved. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 20. Program Modification. 
 

Statement:  At the request of the Dean of the College of Nursing, administration presents 
for approval the addition of an Executive Leadership & Innovations Track to the Doctorate 
of Nursing Practice Program. 
 
Recommendation of Administration:  That the Program Modification be approved. 
 
Recommendation of Committee: 
 
Board Action: 
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Item 21. Institutional Commitment to Graduate Medical Education. 
 

Statement: At the request of the ACGME Designated Institutional Official for GME, 
administration presents for approval, the Institutional Commitment to Graduate Medical 
Education, effective December 12, 2014 

 
Recommendation of Administration:  That the Institutional Commitment to Graduate 
Medical education be approved. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 22. Faculty Appointments. 
 

Statement:  At the request of the Dean of the College of Health Professions, administration 
presents the following faculty appointments: 
 
College of Health Professions 
Robert J. Steele, Ph.D., as Professor in the Department of Healthcare Leadership and 
Management, effective October 20, 2014 
Aiko K. Thompson, Ph.D., as Associate Professor in the Department of Health Sciences 
and Research, effective January 5, 2015 
 
Recommendation of Administration:  That these faculty appointments be approved. 
 
Recommendation of Committee: 
 
Board Action: 
 

Item 23. Faculty Promotions. 
 
Statement:  At the request of the Dean of the College of Nursing, administration presents 
for approval the following request for faculty promotion, effective January 1, 2015: 
 
from Research Assistant Professor to Research Associate Professor 
Janelle L. Wagner, Ph.D., Department of Nursing 
 

Item 24. Changes in Faculty Status. 
 

Statement:  At the request of the Deans of the Colleges of Dental Medicine, Medicine, and 
the Department of Library Science and Informatics, administration presents the following 
changes in faculty status: 
 
College of Dental Medicine and Medicine 
Erika A. Bullesbach, Ph.D., from Associate Professor to Research Associate Professor 
(Volunteer) in the Department of Biochemistry and Molecular Biology, effective September 
14, 2014 
 
College of Medicine 
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G. Donald Frey, Ph.D., from Professor to Professor Emeritus in the Department of 
Radiology and Radiological Science, effective November 1, 2014 
 
Department of Library Science and Informatics 
J. Herman Blake, Ph.D., from Professor to Professor Emeritus, effective December 30, 
2014 
 
Recommendation of Administration:  That these changes in faculty status be approved. 
 
Recommendation of Committee: 
 
Board Action: 

 
Item 25. Endowed Chairs 
 

Statement: At the request of the Dean of the College of Medicine, administration 
presents for approval the following endowed chair appointments: 
 
Nancy K. DeMore, M.D., as the BMW SmartState Endowed Chair in Cancer Research, 
effective October 1, 2014 
Joseph A. Helpern, Ph.D., as the Lula P. and Asa Levidow and David J. Levidow 
Distinguished Endowed Chair in Neurodegenerative Disease Research, effective 
December 12, 2014 
 
Recommendation of Administration:  That the appointments of Dr. Nancy DeMore as the 
BMW SmartState Endowed Chair in Cancer Research, and Dr. Joseph Helpern as the Lula 
P. and Asa Levidow and David J. Levidow Distinguished Endowed Chair in 
Neurodegenerative Disease Research, be approved 
 
Recommendation of Committee: 
 
Board Action: 
 
 

 
FINANCE AND ADMINISTRATION COMMITTEE 

CHAIRMAN: MR. CHARLES W. SCHULZE 
 

(APPROVAL ITEM) 
 

Item 30. Reaffirmation of Commitment to Equal Opportunity. 
 
Statement:   Ms. Lisa Montgomery will present the Reaffirmation of Commitment to 
Equal Opportunity. 
 
Recommendation of Administration: That the Reaffirmation be approved. 
 
Recommendation of Committee: 
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                  Board Action: 
 

 
(INFORMATION ITEM) 

 
 
Item 31. Financial Status Report of the MUSC Foundation for Research Development. 
 

Statement: A report will be provided on the financial status of the MUSC Foundation for 
Research Development. 
 
Recommendation of Administration: That this report be received as information. 
 
Recommendation of Committee: 
 
 
Board Action: 
 

 
PHYSICAL FACILITIES COMMITTEE 

CHAIRMAN: MR. WILLIAM H. BINGHAM, SR. 
 

(INFORMATION ITEM) 
 
 
Item 35. Facilities Contracts Awarded. 
 

Statement: Facilities Contracts awarded will be presented to the Board of Trustees. 
  
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
 
 

AUDIT COMMITTEE 
CHAIRMAN: THOMAS L. STEPHENSON, ESQ. 

 
(INFORMATION ITEMS) 

 
Item 42. Biennial Review of Audit Committee Charter. 
 

Statement: The Biennial Review of the Audit Committee Charter was presented for 
information. 
  
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 
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Board Action: 

 
Item 43. Institutional Conflict of Interest Annual Report. 
 

Statement: The Institutional Conflict of Interest Annual Report was presented for 
information. 
  
Recommendation of Administration: That this be received as information. 
 
Recommendation of Committee: 
 
Board Action: 
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