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After four years of consideration, the Joint Commission (JC) has released its revised 
MS.1.20, the standard regarding medical staff bylaws, which will go into effect in July 
2009. 1
 
The purpose of the new MS.1.20 language is to ensure a “productive working 
relationship between the organized medical staff and the governing body” of a hospital.2  
The Introduction for MS.1.20 stresses the importance of the medical staff and its bylaws 
and begins to clarify the JC’s intent to minimize the authority of the medical executive 
committee (MEC).  The Introduction “urge[s] [the medical staff] to determine what steps 
it will take if it does not agree with an action taken by the medical staff executive 
committee” and differentiates processes, which generally must be included in bylaws, 
from procedural details, which largely may be in rules, regulations, or policies.3
 
According to the JC, a process is “a series of steps taken to accomplish a goal,” while a 
procedural detail “describes in detail how each step in the process is to be carried out.”  
The example given focuses on credentialing and explains that the need to collect and 
evaluate information on a physician is a process, while the person to whom these duties 
fall and how the information is filed would be procedural details.  If this is not confusing 
enough, the JC mandates that all requirements appearing in Elements of Performance 9-
33 be in the bylaws, including procedural details for Elements 9-25; procedural details for 
Elements 26-33 may be in either the bylaws or rules, regulations, or policies.4  
 
The best way to explain the new standard is in chart format:5

Element of Performance Where to Put 
Processes 

Where to Put 
Procedural 
Details 

1. Medical staff develops medical staff bylaws, 
rules and regulations, and policies. 

Not specified Not specified 

2. Medical staff adopts and amends, and the 
governing body approves, medical staff 
bylaws. 

Not specified Not specified 

3. Medical staff or MEC as delegated by the 
medical staff adopts and amends, and the 

Not specified Not specified 

                                                 
1 Bricker & Eckler LLP, The Joitn Commission (“TJC”) MS.1.20: The “Down and Dirty,” HEALTH CARE 
CLIENT BULLETIN NO. 07-09 (July 2007), available at: 
http://www.bricker.com/publications/articles/1128.pdf (last accessed October 15, 2007). 
2 The Joint Commission, Hospitals: Revisions to Standard MS.1.20 Approved, available at: 
http://www.jointcommission.org/AccreditationPrograms/Hospitals/revisions_std_ms120_approved.htm 
(last accessed October 16, 2007). 
3 Id. 
4 Id. 
5 All material in the chart is from the JC revision document, supra note 2. 



governing body approves, any rules, 
regulations, and policies that address 
procedural details of the requirements in 
Elements of Performance 26-33. 
4. Regardless of whether the MEC is 
empowered to act on behalf of the organized 
medical staff, the medical staff as a whole has 
the ability to adopt medical staff bylaws, rules 
and regulations, and policies, and amendments 
thereto and propose them directly to the 
governing body. 

Not specified Not specified 

5. The governing body acts in accordance with 
those medical staff bylaws, rules and 
regulations, and policies that are adopted by 
the medical staff, or as deleted by the medical 
staff, the MEC, and approved by the governing 
body. 

Not specified Not specified 

6. The medical staff enforces the medical staff 
bylaws, rules and regulations, and policies. 

Not specified Not specified 

7. The medical staff bylaws, rules and 
regulations, and policies and the governing 
body bylaws do not conflict. 

Not specified, but 
directed to refer 
to Standard 
LD.2.40 if there 
are conflicts 
between the 
governing body 
and the medical 
staff. 

Not specified 

8. The medical staff and its members comply 
with the medical staff bylaws, rules and 
regulations, and policies. 

Not specified Not specified 

9. The structure of the medical staff. Bylaws Bylaws 
10. The process for privileging licensed 
independent practitioners. 

Bylaws Bylaws 

11. Qualifications for appointment to the 
medical staff. 

Bylaws Bylaws 

12. Indications for automatic suspension of a 
practitioner’s medical staff membership or 
clinical privileges. 

Bylaws Bylaws 

13. Indications for summary suspension of a 
practitioner’s medical staff membership or 
clinical privileges. 

Bylaws Bylaws 

14. Indications for recommending termination 
or suspension of medical staff membership 
and/or termination, suspension, or reduction of 
clinical privileges. 

Bylaws Bylaws 



15. The composition of the fair hearing 
committee. 

Bylaws Bylaws 

16. The roles and responsibilities of each 
category of practitioner on the medical staff 
(active, courtesy, etc.). 

Bylaws Bylaws 

17. Requirements for performing medical 
histories and physical examinations. 

Bylaws Bylaws 

18. Those practitioners who are eligible to vote 
on the medical staff bylaws and amendments. 

Bylaws Bylaws 

19. A list of all the officer positions for the 
medical staff. 

Bylaws Bylaws 

20. The MEC’s function, size, and 
composition; the authority delegated to the 
MEC by the medical staff to act on its behalf; 
and how such authority is delegated or 
removed. 

Bylaws Bylaws 

21. The process for selecting and removing the 
MEC members. 

Bylaws Bylaws 

22. That the MEC includes physicians and may 
include other practitioners as determined by the 
medical staff. 

Bylaws Bylaws 

23. That the MEC acts on the behalf of the 
medical staff between meetings of the medical 
staff, within the scope of its responsibilities as 
defined by the medical staff. 

Bylaws Bylaws 

24. The process for adopting and amending the 
medical staff bylaws. 

Bylaws Bylaws 

25. The process for adopting and amending 
medical staff rules and regulations, and 
policies. 

Bylaws Bylaws 

26. The process for credentialing licensed 
independent practitioners.  

Bylaws Bylaws, rules and 
regulations, or 
policies 

27. The process for appointment to 
membership on the medical staff. 

Bylaws Bylaws, rules and 
regulations, or 
policies 

28. The process for selecting and removing 
medical staff officers. 

Bylaws Bylaws, rules and 
regulations, or 
policies 

29. The process for automatic suspension of a 
practitioner’s medical staff membership or 
clinical privileges. 

Bylaws Bylaws, rules and 
regulations, or 
policies 

30. The process for summary suspension of a 
practitioner’s medical staff membership or 
clinical privileges. 

Bylaws Bylaws, rules and 
regulations, or 
policies 

31. The process for recommending termination Bylaws Bylaws, rules and 



or suspension of medical staff membership 
and/or termination, suspension, or reduction of 
clinical privileges. 

regulations, or 
policies 

32. The fair hearing and appeal process, which 
at a minimum shall include: the process for 
scheduling hearings; the process for 
conducting hearings; and the appeal process. 

Bylaws Bylaws, rules and 
regulations, or 
policies 

33. If departments of the medical staff exist, 
the qualifications and roles and responsibilities 
of the department chair (specific qualifications 
and roles and responsibilities are listed that 
must be included). 

Bylaws Bylaws, rules and 
regulations, or 
policies 

 
Historically, the influence of the MEC has been growing, in part to provide flexibility for 
hospitals to quickly change policies as needed to comply with the constantly changing 
laws and regulations relating to health care.  For example, the history and physical 
requirements are included in Medicare’s Conditions of Participation.  Under the new 
MS.1.20, the medical staff must get together and amend the bylaws whenever Medicare 
updates or changes its history and physical requirements.  This is problematic because it 
often takes a year to develop revisions to bylaws and attendance at medical staff meetings 
tends to be low.6
 
In order to comply with the new MS.1.20, hospitals, MECs, and medical staffs will have 
to revisit their voting policies for medical bylaws.  Due to the increase in information that 
must be in the bylaws and the corresponding need for frequent changes, having a quick 
and convenient way for medical staff members to review proposed revisions and vote on 
them will be key.  With the rise in hospitalists and the decrease in attendance at the 
hospital of some medical staff members, an electronic or ballot-by-mail option may be 
required to ensure timely voting by a quorum of the medical staff.  Additionally, it is 
possible that some medical staffs may look at redefining a quorum,7 an issue which the 
JC could view as being at odds with its intentions in the new standard. 
 
The good news is that the JC has indicated willingness to work with concerned hospitals 
and provide additional guidance on implementing the new standard prior to the July 2009 
implementation date.  JC personnel took part in a September 5, 2007 teleconference 
sponsored by the American Health Lawyers Association and will hold a teleconference 
with accredited organizations on November 1, 2007.8  Given the likely confusion over 
how to draw the line between a process and a procedural detail, as well as concerns over 
                                                 
6 Maureen Coler, Revisions Will Send Hospitals Back to the Drawing Board, HEALTHLEADERS MEDIA 
NEWS, Sept. 2007, available at: 
http://www.healthleadersmedia.com/crpint.cfm?content_id=92115&parent=106 (last accessed October 15, 
2007). 
7 Id. 
8 McDermott Will & Emory, Joint Commission Approves Controversial Revisions to MS.1.20, Newsletter, 
Sept. 13, 2007, available at: 
http://www.mwe.com/index.cfm/fuseaction/publications.nldetail/object_id/90f02b71-6559-48d8-b437-
184ffcbbb3a2.cfm (last accessed October 15, 2007). 



how to ensure that bylaws can be amended quickly enough to comply with federal, state, 
and local law changes, the JC should expect many questions and much input over the 
next few months and likely continuing until the July 2009 implementation date. 
 
From a theoretical standpoint, it is easy to see the JC’s concern – as the MEC gains 
power and authority the voice of the typical medical staff member is lost and hospitals’ 
governing boards can take more control over the day to day rules that run the medical 
staff.  As the hospitalist movement rises and other physicians tend to decrease the 
frequency with which they visit the hospital, the possibility of medical staffs losing 
control over the written rules regarding practice of medicine at the hospital increases.  
However, it is this same change in hospital practices which minimizes the stake many 
medical staff members have in the rules and therefore lessens their willingness to make 
the time and effort to review and vote on bylaw changes.  With the constant changes to 
federal, state, and local law on health care issues, many of which are minor tweaks, the 
ability of a medical staff to delegate revisions to the MEC has served most parties well.  
The system is certainly not perfect, but the JC’s new standard could lead to more politics, 
more fights, and more tension between medical staff members, the MEC, and the hospital 
governing board.  This is clearly not the JC’s intent, and those who deal with these issues 
on a regular basis can only hope that the JC hears their cries and makes needed changes 
to the revised MS.1.20 well before July 2009. 


