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Approved January 2019 Antltl”ust
Reaffirmed January The American College of Emergency Physicians is a national not-for-profit
(Z)chbi?g%g? 13 and professional organization that exists to support quality emergency medical
care and to promote the interest of emergency physicians. The College is not
Revised October 2001 and organized to and may not play any role in the competitive decisions of its
June 1996 members or their employees, nor in any way restrict competition among

members or potential members. Rather it serves as a forum for a free and
open discussion of diverse opinions without in any way attempting to
encourage or sanction any particular business practice.

Approved April 1994

The College provides a forum for exchange of ideas in a variety of settings
including its annual meeting, educational programs, committee meetings, and
Board meetings. The Board of Directors of the College recognizes the
possibility that the College and its activities could be viewed by some as an
opportunity for anti-competitive conduct. Therefore, the Board is
promulgating this policy statement to clearly and unequivocally support the
policy of competition served by the antitrust laws and to communicate the
College's uncompromising policy to comply strictly in all respects with those
laws.

While recognizing the importance of the principle of competition served by
the antitrust laws, the College also recognizes the severity of the potential
penalties that might be imposed on not only the College but its members as
well in the event that certain conduct is found to violate the antitrust laws.
Should the College or its members be involved in any violation of
federal/state antitrust laws, such violation can involve both civil as well as
criminal penalties that may include imprisonment for up to 3 years as well as
fines up to $350,000 for individuals and up to $10,000,000 for the College
plus attorney fees. In addition, damage claims awarded to private parties in a
civil suit are tripled for antitrust violations. Given the severity of such
penalties, the Board intends to take all necessary and proper measures to
ensure that violations of the antitrust laws do not occur.

In order to ensure that the College and its members comply with the antitrust
laws, the following principles will be observed:
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e The American College of Emergency Physicians or any committee, section, chapter, or activity of the
College shall not be used for the purpose of bringing about or attempting to bring about any
understanding or agreement, written or oral, formal or informal, expressed or implied, among two or
more members or other competitors with regard to prices or terms and conditions of contracts for
services or products. Therefore, discussions and exchanges of information about such topics will not
be permitted at College meetings or other activities.

e There will be no discussions discouraging or withholding patronage or services from, or encouraging
exclusive dealing with any health care provider or group of health care providers, any supplier or
purchaser or group of suppliers or purchasers of health care products or services, any actual or
potential competitor or group of actual potential competitors, any patients or group of patients, or any
private or governmental reimburser.

e There will be no discussions about allocating or dividing geographic or service markets, customers, or
patients.

e There will be no discussions about restricting, limiting, prohibiting, or sanctioning advertising or
solicitation that is not false, misleading, deceptive, or directly competitive with College products or
services.

e There will be no discussions about discouraging entry into or competition in any segment of the
health care market.

e There will be no discussions about whether the practices of any member, actual or potential
competitor, or other person are unethical or anti-competitive, unless the discussions or complaints
follow the prescribed due process provisions of the College's bylaws.

e Certain activities of the College and its members are deemed protected from antitrust laws under the
First Amendment right to petition government. The antitrust exemption for these activities, referred to
as the Noerr-Pennington Doctrine, protects ethical and proper actions or discussions by members
designed to influence: 1) legislation at the national, state, or local level; 2) regulatory or policy-
making activities (as opposed to commercial activities) of a governmental body; or 3) decisions of
judicial bodies. However, the exemption does not protect actions constituting a “sham” to cover
anticompetitive conduct.

e Speakers at committees, educational meetings, or other business meetings of the College shall be
informed that they must comply with the College's antitrust policy in the preparation and the
presentation of their remarks. Meetings will follow a written agenda approved in advance by the
College or its legal counsel.

e Meetings will follow a written agenda. Minutes will be prepared after the meeting to provide a
concise summary of important matters discussed and actions taken or conclusions reached.

At informal discussions at the site of any College meeting all participants are expected to observe the
same standards of personal conduct as are required of the College in its compliance.
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Approved April 2023 Conflict of Interest

Revised April 2023, All Key Leaders (defined below) of the American College of Emergency

;aﬁgagozgon, June 2011, Physicians (ACEP) and others acting on behalf of the College have a

" fiduciary duty to the College, including the duties of loyalty, diligence, and

Reaffirmed October 2001 confidentiality. The following groups or individuals are defined as Key
Leaders:

Revised September 1997

Officers

Board of Directors

Past Presidents, Past Speakers, Past Chairs of the Board

Councillors, Alternate Councillors

Committee Chairs and Members

Section and Task Force Chairs

Section and Task Force Members who participate in the development

of policy and resources on behalf of the College

8. Editors of ACEP-sponsored publications (e.g., Annals of Emergency
Medicine, JACEP Open, ACEP Now, various podcasts)

9. ACEP staff leadership, including its Executive Director, Chief

Operating Officer, and members of the Senior Management Team

Originally approved
January 1996

Nk W=

Those in positions of responsibility must act in utmost good faith on behalf
of the College. In accepting their positions, they promise to give the College
the benefit of their work and best judgment. They should exercise the powers
conferred solely in the interest of the College and should not use their role or
position for their own personal interest or that of any other organization or
entity. Even the perception of conflict can potentially compromise the
confidence and trust of College members and the public in the stewardship of
its leaders.

Conflicts of interest arise when participants in positions of responsibility
have personal, financial, business, or professional interests or responsibilities
that may interfere with their duties on behalf of the College. The immediacy
and seriousness of various conflicts of interest situations may vary. Of basic
importance is the degree to which the interest would tend one toward bias or
pre-disposition on an issue or otherwise compromise the interests of the
College.
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A conditional, qualified, or potential conflict of interest can arise when the outside interest is not substantial
or does not relate significantly to any contemplated action of the College. For example, a person might hold
a minor financial interest in a company wishing to do business with the College. Disclosure is ordinarily
sufficient to deal with this type of potential conflict of interest, provided that there is no expectation that
one's duty to the College would be affected.

Direct conflicts of interest arise, for example, when an individual engages in a personal transaction with the
College or holds a material interest or position of responsibility in an organization involved in a specific
transaction with the College or that may have interests at variance or in competition with the College. The
appropriate and necessary course of action in such cases is to disclose the conflict and recuse oneself, during
the deliberations and the vote on the issue.

In rare circumstances, an individual may have such a serious, ongoing, and irreconcilable conflict, where the
relationship to an outside organization so seriously impedes one's ability to carry out the fiduciary
responsibility to the College, that resignation from the position with the College or the conflicting entity is
appropriate.

Dealing effectively with actual, perceived, or potential conflicts of interest is a shared responsibility of the
individual and the organization. The individual and organizational roles and responsibilities with regard to
conflicts of interest follow.

A. General

1. All individuals who serve in positions of responsibility within the College need not only to avoid
conflicts of interest, but also to avoid the appearance of a conflict of interest. This responsibility
pertains to Key Leaders and other elected or appointed leaders, and staff. Decisions on behalf of the
College must be based solely on the interest of the College and its membership. Decisions must not
be influenced by desire for personal profit, loyalty to other organizations, or other extraneous
considerations.

2. Key Leaders shall annually sign a statement acknowledging their fiduciary responsibility to the
College and agree to avoid conflicts of interest or the appearance of conflicts of interest. The issue of
conflicts of interest with regard to the remainder of the staff shall be the responsibility of the
Executive Director. The issue of adherence to this policy regarding conflicts of interest of Section
and Task Force Members who participate in the development of policy and resources on behalf of
the College shall be the responsibility of the Section and Task Force Chairs.

3. Key Leaders shall annually complete a form designated by the Board of Directors that includes the
disclosure of pertinent financial and career-related information and shall update that information as
necessary to continuously keep it current and active.

4. Key Leaders shall annually sign a statement acknowledging that they may have access to
confidential information and agree to protect the confidentiality of that information.

5. Officers, Board Members, the Executive Director, Chief Operating Officer, and members of the
Senior Management Team shall annually agree to clarify their position when speaking on their own
behalf as opposed to speaking on behalf of the College, or as an Officer or member of the Board of
Directors or members of the Senior Management Team.

6. Officers, Board Members, the Executive Director, the General Counsel, or their designees will
periodically review the conflict of interest disclosure statements submitted to the College to be aware
of potential conflicts that may arise with others.

7. When an Officer, Board Member, the Executive Director, or General Counsel believes that an
individual has a conflict of interest that has not been properly recognized or resolved, the Officer,
Board Member, Executive Director, or General Counsel will raise that issue and seek proper
resolution.
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8. Any member may raise the issue of conflict of interest by bringing it to the attention of the Board of
Directors through the President or the Executive Director. The final resolution of any conflict of
interest shall rest with the Board of Directors.

B. Disclosure Form
1. Key Leaders shall acknowledge that their service to the College requires annual completion of a
Conflict of Interest Disclosure Form related to certain affiliations and interests that discloses the
following:

a.

b.

J.

Name of employer. Positions of employment, including the nature of the business of the
employer, the position held, and a description of the daily employment.

Positions of leadership in other organizations, chapters, commissions, groups, coalitions,
agencies, and/or entities (eg, Board of Director positions, committees, and/or_spokesperson
roles). Include a brief description of the nature and purposes of the organization or entity.

Family members who are non-physicians, currently or formerly employed in an emergency
department or urgent care center, providing care to patients, including, but not limited to nurse
practitioners, physician assistants, or certified nurse specialists. Family members include a
spouse, domestic partner, parent, child, sibling, grandparent, grandchild, sibling-in-law, child-in-
law, parent-in-law, stepparent, stepchild, guardian, ward, or a member of the individual’s
household.

Outside relationship with any person(s) or entity from which the College obtains goods and
services, or which provides services that compete with the College where such relationship
involves: a) holding a position of responsibility; b) an equity interest (other than a less than 1%
interest in a publicity traded company; c) any gifts, favors, gratuities, lodging, dining, or
entertainment valued at more than $100.

Financial interests or positions of responsibility in any entity providing goods or services in
support of the practice of emergency medicine (eg, physician practice management company,
billing company, physician placement company, book publisher, medical supply company,
malpractice insurance company), other than owning less than a 1% interest in a publicly traded
company.

Outside relationship with any health plan, health insurance company, delegated payer, health
insurance company administrative service organization, or health insurance company related
philanthropic organization or entity where such relationship involves: a) holding any position of
responsibility; b) an equity interest (other than a less than 1% interest in a publicity traded
company); c) any stipend, contribution, gift, gratuities, lodging, dining or entertainment valued
at more than $100.

Industry-sponsored research support within the preceding twenty-four (24) months.

Speaking fees from non-academic entities during the preceding twenty-four (24) months.

The receipt of any unusual gifts or favors from an outside entity or person, or the expectation
that a future gift or favor will be received in return for a specific action, position, or viewpoint
taken, in regard to the College or its products.

Any other interest the Key Leader believes may create a conflict with the fiduciary duty to the
membership of the College or that may create the appearance of a conflict of interest.

2. Key Leaders shall acknowledge and agree to the following on the Conflict of Interest Disclosure
Form:

a.

o a0 o

Fiduciary responsibility to the College to avoid conflict of interest or the appearance of conflict
of interest.

Access to confidential information and to protect the confidentiality of that information.

Clarify position when speaking on own behalf as opposed to speaking on behalf of the College.
To abide by the terms and requirements of the ACEP Conflict of Interest Policy.

Recognize the obligation to notify the appropriate individual as required by the Conflict of
Interest Policy should a possible conflict of interest arise in responsibilities to the College. To
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abstain from participation in any business of the College that may be affected from such
perceived or actual conflict of interest until it is determined whether or not a conflict exists and
if so, how that conflict may be resolved. If any relevant changes occur that would be reasonably
viewed as requiring disclosure, there is a continuing obligation to file an amended Conflict of
Interest Disclosure Form.

3. Except as provided in Section 5 below, completed disclosure forms shall be submitted to the
President and the Executive Director, or other designee(s), no later than thirty (30) days prior to
commencement of the annual meeting of ACEP’s Council. For Officers and Board Members newly
elected during a meeting of ACEP’s Council, the forms shall be submitted no later than thirty (30)
days following their election if they were not previously submitted. Any Key Leader who has not
submitted a completed disclosure form by the applicable deadline will be ineligible to participate in
those specific College activities for which they have been appointed or elected until their completed
disclosure forms have been received and reviewed as set forth in this policy.

4. Information disclosed by Officers, Board Members, and the Executive Director pursuant to this
policy will be placed in the General Reference Notebook available at each Board meeting for review
by Officers and Board Members. Committee, Section, and Task Force Chairs will have access to the
disclosure forms of the members of the entity they chair. In addition, any College member may
request a copy of a Key Leader’s disclosure form upon written request to the ACEP President.

5. Completed disclosure forms required from Section and Task Force Members will be submitted to the
relevant Section or Task Force staff liaison, or other designee(s), within thirty (30) days of
appointment or assignment.

6. The College may provide to its members and the public the disclosure forms of its Key Leaders and
anyone who speaks at the Council meeting.

C. Additional Rules of Conduct

1. Prior to participating in any deliberation or vote on an issue in which they may have a conflict, Key
Leaders shall disclose the existence of any actual or possible interest or concern of:

a. The individual;

b. A member of that individual’s immediate family; or

c. Any party, group, or organization to which the individual has allegiance that can cause the
College to be legally or otherwise vulnerable to criticism, embarrassment, or litigation.

2. After disclosure of the interest or concern that could result in a conflict of interest as defined in this
policy and all material facts, the individual shall leave the Board, Committee, Section, or Task Force
meeting while the determination of a conflict of interest is discussed and voted upon. The remaining
Board, Committee, Section, or Task Force members shall decide by majority vote if a conflict of
interest exists. If a conflict of interest is determined to exist, the individual having the conflict shall
retire from the room in which the Board, Committee, Section, or Task Force is meeting and shall not
participate in the deliberation or decision regarding the matter under consideration. However, that
individual shall provide the Board, Committee, Section, or Task Force with any and all relevant
information requested.

3. The minutes of the Board, Committee, Section, or Task Force meeting shall contain:

a. The name of the individual who disclosed or otherwise was found to have an interest or concern
in connection with an actual or possible conflict of interest, the nature of the interest, any action
taken to determine whether a conflict of interest was present, and the Board’s, Committee’s,
Section’s, or Task Force’s decision as to whether a conflict of interest existed;

b. The extent of such individual’s participation in the relevant Board, Committee, Section, or Task
Force meeting on matters related to the possible conflict of interest; and

c. The names of the individuals who were present for discussion and votes relating to the action,
policy, or arrangement in question, the content of the discussion including alternatives to the
proposed action, policy, or arrangement, and a record of any votes taken in connection
therewith.
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Meeting Conduct Policy

Originally approved
June 2018

Background

The American College of Emergency Physicians (ACEP) is committed to
providing a safe, productive and harassment-free environment at its Scientific
Assemblies, educational meetings, conferences, and other ACEP-sponsored
events. These events are designed to enable clinicians and researchers to
convene for informational and educational sessions regarding the latest advances
in treatment and care, and to promote learning, professional development, and
networking opportunities. ACEP meetings also allow attendees to learn about
and debate the latest scientific advances and to enjoy the company of
professional colleagues in an environment of mutual respect. ACEP promotes
equal opportunities and treatment for all participants. All participants are
expected to treat others with respect and consideration, follow venue rules, and
alert staff or security when they have knowledge of dangerous situations,
violations of this Meeting Conduct Policy, or individuals in distress.

Prohibited Behavior

ACEP prohibits any form of harassment, sexual or otherwise, as set forth in its
Non-Discrimination and Harassment Policy. Accordingly, some behaviors are
specifically prohibited, whether directed at other attendees, ACEP staff, speakers,
exhibitors, or event venue staff:

e Harassment or discrimination based on race, religion, gender, sexual
orientation, gender identity, gender expression, disability, ethnicity, national
origin, or other protected status.

e Sexual harassment or intimidation, including unwelcome sexual attention,
stalking (physical or virtual), or unsolicited physical contact.

e Yelling at, threatening, or personally insulting speakers (verbally or
physically).

Participants asked to stop engaging in hostile or harassing behavior are expected
to comply immediately.

Application of Rules

These conduct rules apply to all attendees and participants at any ACEP-
sponsored event, as well as ACEP-sponsored meeting social events (for example,
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opening and closing parties at Scientific Assembly). All who register to participate, attend, speak at,
or exhibit at an ACEP event agree to comply with this Policy.

Reporting Prohibited Behavior

Harassment or other violations of this Meeting Conduct Policy should be reported immediately to ACEP
Meetings staff either in person, in writing by email at conduct@acep.org or other means of reporting.
ACEP may involve event security and/or local law enforcement, as appropriate based on the specific
circumstances. Event attendees and participants must also cooperate with any ACEP investigation into
reports of a violation of this Meeting Conduct Policy by providing all relevant information requested by
ACEP.

Potential Consequences

e ACEP reserves the right to remove any participant whose social attentions become unwelcome to
another and who persists in such attentions after their unwelcome nature has been communicated.

e ACEP also reserves the right to remove any participant or attendee who appears inebriated and who
engages in conduct that interferes with the ability of other attendees to participate in and enjoy the
conference.

¢ ACEP may remove any individual from attendance or other participation in any ACEP-sponsored
event, without prior warning or refund, if in its reasonable judgment, ACEP determines a violation of
this Meeting Conduct Policy has occurred.

e If ACEP, in its reasonable judgment, determines that an individual has violated this Meeting Conduct
Policy, ACEP may also prohibit the individual from attending or participating in future ACEP events.

e ACEP will also report on the outcome of any investigation to individuals who have reported a
violation of this Meeting Conduct Policy.
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2023 Council Meeting
October 7-8, 2023
Pre-Meeting Events Occur Friday Evening, October 6, 2023
Pennsylvania Convention Center, Terrace Ballroom II-I1I (400 Level)
Philadelphia, PA

TIMED AGENDA
Saturday, October 7, 2023
Continental breakfast available — Terrace Ballroom II-111

1. Call to Order Dr. Gray-Eurom
A. Meeting Dedication
B. Pledge of Allegiance
C. National Anthem

2. Introductions Dr. Gray-Eurom
3. Welcome from PA Chapter President Dr. Hamilton
4. Tellers, Credentials, & Election Committee Dr. Char

A. Credentials Report
B. Meeting Etiquette

5. Changes to the Agenda Dr. Gray-Eurom
6. Council Meeting Website Overview Mr. Joy

7. EMF Council Challenge Dr. Wilcox

8. NEMPAC Council Challenge Dr. Jacoby

9. Review and Acceptance of Minutes Dr. Gray-Eurom

A. Council Meeting — September 29-30, 2022

10. Approval of Steering Committee Actions Dr. Gray-Eurom
A. Steering Committee Meeting — January 31, 2023
B. Steering Committee Meeting — April 30, 2023

11. Executive Directors Report Ms. Sedory
12. Call for and Presentation of Emergency Resolutions Dr. Gray-Eurom
13. Steering Committee’s Report on Late Resolutions Dr. Gray-Eurom

A. Reference Committee Assignments of Allowed Late Resolutions
B. Disallowed Late Resolutions

14. Nominating Committee Report Dr. Gray-Eurom
A. Speaker
1. Slate of Candidates
2. Call for Floor Nominations
B. Vice Speaker
1. Slate of Candidates
2. Call for Floor Nominations
C. Board of Directors
1. Slate of Candidates
2. Call for Floor Nominations

7:30 am
8:00 am

8:10 am

8:12 am

8:14 am

8:16 am

8:16 am

8:21 am

8:23 am

8:25 am

8:26 am

8:27 am

8:47 am

8:50 am

9:00 am


https://web.lumiagm.com/255598814
http://www.emfoundation.org/council
https://www.emergencyphysicianspac.org/donate-userinfo.aspx

Saturday, October 7, 2023 (Continued) 2023 Council Meeting Agenda

Page 2
D. President-Elect
1. Slate of Candidates
2. Call for Floor Nominations
15. Candidate Opening Statements Dr. Gray-Eurom
A Speaker Candidates (2 minutes each) 9:05 am
B. Vice Speaker Candidates (2 minutes each) 9:07 am
C. Board of Directors Candidates (2 minutes each) 9:15 am
D. President-Elect Candidates (5 minutes each) 9:30 am
16. Reference Committee Assignments Dr. Gray-Eurom 9:45 am
BREAK 9:50 am — 10:00 am
17. Reference Committee Hearings 10:00 am — 1:00 pm
A — Governance & Membership — Room 122A4-B (100 Level)
B — Advocacy & Public Policy — Room 1214-C (100 Level)
C — Emergency Medicine Practice — Room 120A4-C (100 Level)
Boxed Lunches Available — Room 121A4-C Foyer (100 Level) 11:00 am — 12:30 pm
18. Reference Committee Executive Sessions 1:00 pm — 2:30 pm
A — Room 1224-B (100 Level)
B — Room 121A4-C (100 Level)
C—1204-C (100 Level)
BREAK — Return to main Council meeting room — Terrace Ballroom 1:00 pm — 1:15 pm
19. Town Hall Meeting — Terrace Ballroom II-111 Dr. Costello 1:15 pm — 2:15 pm
A. What’s Al Got to Do With IT? The Future of Health Care Automation
20. Candidate Forum for the President-Elect Candidates — Terrace Ballroom II-11] 2:20 pm — 2:50 pm
BREAK — Return to Reference Committee meeting rooms 2:50 pm — 3:00 pm
Room 1224-B, Room 121A4-C, Room 120A4-C (100 Level)
21. Candidate Forum for Board of Directors and Council Officer Candidates 3:00 pm — 4:45 pm
Candidates rotate through Reference Committee meeting rooms.
BREAK — Return to main Council meeting room — Terrace Ballroom II-111 4:45 pm — 5:00 pm
22. Speaker’s Report Dr. Gray-Eurom 5:00 pm
23. In Memoriam Dr. Gray-Eurom 5:15 pm
A. Reading and Presentation of Memorial Resolutions Dr. Costello
Adopt by observing a moment of silence.
24. EMRA Report Dr. Adkins Murphy 5:30 pm
25. ABEM Report Dr. Johnson 5:35 pm
26. Secretary-Treasurer’s Report Dr. Shoemaker 5:40 pm
27. President’s Address Dr. Kang 5:45 pm
RECESS 6:05 pm

Candidate Reception e 6:15 pm — 7:15 pm e Terrace Ballroom Foyer



Sunday, October 8, 2023

Continental breakfast available — Terrace Ballroom II-111

1. Call to Order

2. Tellers, Credentials, & Elections Committee Report

3. Electronic Voting
A. Electronic Voting Testing

4. EMF Report

5. NEMPAC Video Report

6. Submitting Amendments Electronically

7. Reference Committee Reports
A. Reference Committee
B. Reference Committee

8. Awards Luncheon — Terrace Ballroom [
A. Welcome

1.
2.
3.

Recognition of Past Speakers and Past Presidents
Recognition of Current and Past Board Members
Recognition of Chapter Executives

B. ACEP Awards Announcements

C. Reading and Presentation of Commendation Resolutions
Adopt by acclamation.

Council Award Presentations

D.

1.

Sk

2023 Council Meeting Agenda

Dr. Gray-Eurom
Dr. Char

Dr. Char

Dr. Kraus

Dr. Gray-Eurom

Dr. Gray-Eurom

Dr. Kang
Dr. Gray-Eurom/Dr. Costello

Dr. Gray-Eurom/Dr. Costello

Council Service Milestone Awards — 5, 10, 15, 20, 25, 30, 35+ Year Councillors

Council Teamwork Award

Council Horizon Award

Council Champion in Diversity & Inclusion Award
Council Curmudgeon Award

Council Meritorious Service Award

LUNCHEON ADJOURNS — Return to main Council meeting room — Terrace Ballroom I1-111

9. Tellers, Credentials, & Elections Committee Report

10. Reference Committee Reports Continue
C. Reference Committee

11. President-Elect’s Address

12. Installation of President

13. Tellers, Credentials, & Elections Committee Report

14. Elections
A. Speaker
B. Vice Speaker
C. Board of Directors
D. President-Elect

15. Announcements

ADJOURN

Dr. Char

Dr. Terry
Dr. Kang/Dr. Terry
Dr. Char

Dr. Char

Dr. Gray-Eurom

Page 3
7:30 am

8:00 am
8:00 am

8:05 am

8:30 am
8:35 am
8:40 am

&:45 am

12:00 pm
12:40 pm

1:30 pm
1:40 pm

1:45 pm

4:45 pm
5:05 pm
5:10 pm

5:10 pm

5:40 pm

5:45 pm

Next Annual Council Meeting ® September 27-28, 2024 (Friday-Saturday) e Las Vegas


http://www.emfoundation.org/council
https://www.emergencyphysicianspac.org/donate-userinfo.aspx

2023 Council Meeting

Table of Contents
TAB

01 2023 Council Steering Committee Members
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03 Councillor Seating Chart
04 Councillor Roster
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16 Board Action on 2021 Council Resolutions
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o  Jeffrey M. Goodloe, MD, FACEP
e  Alison J. Haddock, MD, FACEP
° Ryan A. Stanton, MD, FACEP
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19

20

21
22
23
24
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26

27

Board of Directors Candidates
William B. Felegi, DO, FACEP
Robert J. Hancock, DO, FACEP

Abhi Mehrotra, MD, MBA, FACEP
Henry Z. Pitzele, MD, FACEP
James L. Shoemaker, Jr., MD, FACEP

Council Speaker Candidate
e  Melissa W. Costello, MD, FACEP

Council Vice Speaker Candidates

° Kurtis A. Mayz, JD, MD, MBA, FACEP
° Michael J. McCrea, MD, FACEP

° Larisa M. Traill, MD, FACEP

2023 Award Recipients
Strategic Plan FY 2023-24

Emergency Medicine Foundation Report

National Emergency Medicine Political Action Committee Report
American Board of Emergency Medicine Report

Emergency Medicine Residents’ Association Report

Secretary-Treasurer’s Report

Chadd K. Kraus, DO, DrPH, CPE, FACEP
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Kelly Gray-Eurom, MD, MMM,
FACEP - Speaker

Jacksonville, FL

Melissa W. Costello, MD, FACEP - Vice
Speaker

Mobile, AL

Erik Blutinger, MD, MSc, FACEP

New York, NY

Sara Ann Brown, MD, FACEP

Monroeville, IN

Emily Fitz, MD, FACEP

Zionsville, IN

Vik Gulati, MD, FACEP

San Diego, CA

Carlton E. Heine, MD, PhD, FACEP

Spokane, WA

C. Ryan Keay, MD, FACEP

Lynnwood, WA

Alexander J. Kirk, MD, FACEP

Carrollton, TX

Phillip Luke LeBas, MD, FACEP

New Orleans, LA

Marc Mendelsohn, MD, FACEP

St. Louis, MO

Diana Nordlund, DO, JD, FACEP

Caledonia, M1




2023 Council Steering Committee
Picture Roster (continued)

Bing Pao, MD, MD, FACEP Christopher S. Sampson, MD, FACEP
Rancho Santa Fe, CA Columbia, MO
Matthew J. Sanders, DO, FACEP Gary C. Starr, MD, MBA, FACEP
Springboro, OH Montreal, Quebec CA
Thomas J. Sugarman, MD, FACEP Amanda Irish, MD

(EMRA REP to Steering Committee)
Evanston, IL Columbia, SC




Procedures for Councillor and Alternate Seating

Councillor Credentialing

All certified councillors and alternates must be officially credentialed at the annual meeting.

1. A master list of all certified councillors and alternates will be maintained at councillor credentialing.
2. Ifa councillor is not certified on the master list, the following steps will be followed:

a.  Only the component body (chapter president or executive staff, section chair or staff, EMRA
president or staff, AACEM president or staff, CORD president or staff, SAEM president or
staff, ACOEP president or staff), also known as sponsoring body, can certify a member to be
credentialed as a councillor. The component body must also identify whom the new councillor

will replace. No councillor will be certified without final confirmation from the component
body.

b.  If the chapter president, section chair, EMRA president, AACEM president, CORD president,
SAEM president, ACOEP president, or staff executive of the component body is not available,
seating will be denied. Only a certified alternate councillor may be seated on the Council floor.

c. Ifno certified councillor or alternate of a component body is present at the meeting, a member
of that sponsoring body may be seated as a councillor pro tem by either the concurrence of an
officer of the component body or upon written request to the Council secretary with a majority
vote of the Council.

As stated in the Bylaws, Article VIII — Council, Section 5 — Voting Rights:

“Each sponsoring body shall deposit with the secretary of the Council a certificate
certifying its councillor(s) and alternate(s). The certificate must be signed the president,
secretary, or chairperson of the sponsoring body. No councillor or alternate shall be seated who
is not a member of the College. College members not specified in the sponsoring body’s
certificate may be certified and credentialed at the annual meeting in accordance with the
Council Standing Rules.

ACEP Past Presidents, Past Speakers, and Past Chairs of the Board, if not certified as
councillors or alternate councillors by a sponsoring body, may participate in the Council in a
non-voting capacity. Members of the Board of Directors may address the Council on any matter
under discussion but shall not have voting privileges in Council sessions.”

Whenever the term “present” is used in these Bylaws with respect to councillor voting,
it shall mean credentialed as certified by the chair of the Tellers, Credentials, & Elections
Committee.”

Only councillors or alternates certified by the component body may be seated on the Council floor. Only
the appropriate individual from a component body may authorize seating of their non-certified
councillors. All of the College’s past presidents, past Council speakers, and past Chairs of the Board are
invited to sit with their delegation on the Council floor. A past president, past Council speaker, or past
Chair is only permitted to vote when serving as a certified councillor.

If the appropriate individual from the component body is not present to authorize seating of a non-
certified councillor or alternate, then the request for seating must be made directly to the chair of the
Tellers, Credentials, & Elections Committee.



Seating of Past Presidents, Past Council Speakers, and Past Chairs of the Board

L.

Past presidents, past Council speakers, and past Chairs of the Board are invited to sit with their
delegation on the Council floor.

Each past president, Council speaker, and past Chairs of the Board sitting with their delegation should be
credentialed and are required to wear the appropriate identification giving them access to the Council
floor.

Past leaders have the full privilege of the floor, including the proposal of motions and amendments,
except that they may not vote unless serving as a regular voting councillor or alternate.

Voting Cards and Electronic Voting

L.

2.

Each credentialed councillor will receive a voting card with their name and component body.

Voting will be conducted by either voting card, online electronic voting, keypads (if applicable), or
voice votes at the discretion of the Speaker.

The Tellers, Credentials, & Elections Committee will periodically check the Council delegations to
ensure that only the authorized voting cards and keypads (if applicable) are used.

Seating Exchange Between Credentialed Councillors and Alternates

L.

No exchange between a councillor and alternate is permitted during the Council meeting while a
motion is on the floor of the Council. Substitutions between designated councillors and alternates
may only take place once debate and voting on the current motion under consideration has been
completed.

To make an exchange, the councillor should leave their voting card and keypad (if applicable) on the
table. The alternate may then proceed to take the seat of the designated councillor, unless debate is
occurring on the Council floor. No exchange is permitted until final action is taken on a
particular issue.

If a councillor is leaving the floor of the Council, and there will not be an alternate replacement, the
councillor must return the voting card and keypad (if applicable) to staff at councillor credentialing.
Once the councillor returns, the voting card and keypad (if applicable) will be returned to the
councillor. If debate is occurring on the Council floor, the councillor should wait until final action
has been taken on a particular issue before returning to the seat on the Council floor.
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SECRETARY

2023 Councillor Seating Chart

PARLIAMENTARIAN SPEAKER

VICE SPEAKER

PROJECTION STAFF

427 + 41 Leaders=468

TX=10 UT=4 WY=1

VA=13 Tactical=1 Toxicology=1

WA=10 WV=4 YPS=1

PA=10 Sports Med=1 Trauma=1

TX=13 Telehealth=1 Underseas=1 Wellness=1 Wilderness=1 SC=6 VI=2 WI=6
OK:; A%I;;f 1 P;gfsivezl OH=3 PA=9 Rural=1 Pediatric EM=1 NY=12 RI=3
MI=7 MO=7 OH=14 NY=15
MI=14 NC=12 Social EM=1 SD=1 MN=8 PR=2 NY=5

MD=8 NV=4 Observation=1

MA=10 NM=4 MS=3 NJ=12 Pain Mgmt=1 Quality=1
KS=3 KY=3 LA=5 MT=1 Ng=2| |2 IN=7 =~ ME=3  Medical IL=13 ND-=I
Humanities=1 NH=2
GA=11 ID=2 International=1
GS=13 Med Directors=1 FL=12 HI=2
DC=3 EMRA=8 Dual=1 CA=10 EM Research=1 EM Workforce=1 FL=15
EM Ultrasound=1 Freestanding=1 Event Med=1 Geriatrics=1
AZ=9 Careers=1 CORD=1 CA=15 CT=7 DE=2 Diversity=1 EM
Critical Care=1 Cruise Ship=1 Informatics=1 EMS-1 Forensics=1
AACEM=1 AL=4 AK=2 AR=2 CA=15 CO=8 Democratic=1 Disaster=1
Air Medical=1 AAWEP=1 EM Practice HP=1
Board

Board

10

11



Past Presidents, Past Council Speakers, and Past Chairs of the Board Seating

Past presidents, past Council speakers, and past Chairs of the Board are invited to sit with their delegation on the
Council floor (see seating chart). The 2023 councillor seating chart includes the following:

Arizona
California
Colorado
Connecticut
Florida
Georgia
Government Services
Indiana
Maryland
Michigan

New Jersey
New Mexico
New York
North Carolina
Ohio
Pennsylvania
Texas

Virginia
Washington

West Virginia

8 councillors + 1 past leaders attending not serving as councillors = 9 seats

34 councillors + 6 past leaders attending not serving as councillors = 40 seats
7 councillors + 1 past leader attending not serving as a councillor =8 seats

5 councillors + 2 past leader attending not serving as a councillors = 7 seats
21 councillors + 6 past leaders attending not serving as a councillors = 26 seats
9 councillors + 2 past leader attending not serving as councillor = 11 seats

11 councillors + 2 past leaders attending not serving as councillor = 13 seats

6 councillors + 1 past leader attending not serving as councillor = 7 seats

7 councillors + 1 past leader attending not serving as councillor = 8§ seats

20 councillors + 1 past leaders attending not serving as councillors = 21 seats
10 councillors +2 past leader attending and not serving as councilor = 12 seats
3 councillors + 1 past leaders attending and not serving as councillor = 4 seats
30 councillors + 2 past leader attending not serving as a councillor = 32 seats
11 councillors + 1 past leaders attending not serving as councillors = 12 seats
15 councillors + 2 past leaders attending not serving as councillors = 17 seats
18 councillors + 1 past leaders attending not serving as councillors =19 seats
21 councillors + 2 past leaders attending not serving as a councillor = 23 seats
9 councillors + 4 past leaders not serving as a councillor = 13 seats

8 councillors + 2 past leaders attending not serving as a councillor = 10 seats

3 councillors + 1 past leader attending not serving as a councillor = 4 seats



Chapter/Section
AACEM

ALABAMA CHAPTER

ALASKA CHAPTER

ARIZONA CHAPTER

ARKANSAS CHAPTER

CALIFORNIA CHAPTER

2023 COUNCILLORS & ALTERNATE COUNCILLORS

Position
Councillor

Councillor
Councillor
Councillor
Councillor
Alternate

Councillor
Councillor

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor

Councillor
Councillor
Alternate
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor

Name
Theodore A Christopher, MD, FACEP

Shea A Duerring, MD, FACEP

Paul Daniel Kivela, MD, MBA, FACEP
Jaron D Raper, MD, FACEP

Annalise Sorrentino, MD, FACEP
Muhammad N Husainy, DO, FACEP

Nicholas Papacostas, MD, FACEP
Camilla Sulak, MD, FACEP

Lawrence A DelLuca, MD, FACEP
Bradley A Dreifuss, MD, FACEP
Olga Gokova, MD, FACEP

Nicole R Hodgson, MD, FACEP
Paul Andrew Kozak, MD, FACEP
Wendy Ann Lucid, MD, FACEP
Rebecca B Parker, MD, FACEP
Todd Brian Taylor, MD, FACEP

J Shane Hardin, MD, PhD, FACEP
Robert Thomas VanHook, MD, FACEP
Brian L Hohertz, MD, FACEP

Ariel S Noble, MD

Zahir | Basrai, MD

Reb J H Close, MD, FACEP

Fred Dennis, MD, MBA, FACEP
Adam P Dougherty, MD, FACEP
Carrieann E Drenten, MD, FACEP
Andrew N Fenton, MD, FACEP
Jorge A Fernandez, MD, FACEP
Michael Gertz, MD, FACEP

Douglas Everett Gibson, MD, FACEP
Alicia Mikolaycik Gonzalez, MD, FACEP
Kamara W Graham, MD, FACEP
Jason Greenspan, MD, FACEP
Vikant Gulati, MD, FACEP

Puneet Gupta, MD, FACEP

Omar Guzman, MD, FACEP

Roneet Lev, MD, FACEP
Christopher Libby, MD, MPH, FACEP
Nicole E McAmis, MD

Aimee K Moulin, MD, FACEP

Leslie Mukau, MD, FACEP

Valerie C Norton, MD, FACEP

Bing S Pao, MD, FACEP

Chi Lee Perlroth, MD, FACEP



COLORADO CHAPTER

CONNECTICUT CHAPTER

CORD

DELAWARE CHAPTER

DISTRICT OF COLUMBIA
CHAPTER

2023 COUNCILLORS & ALTERNATE COUNCILLORS

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Alternate
Alternate
Alternate
Alternate
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor
Alternate

Councillor

Councillor
Councillor

Councillor

Councillor
Councillor

Kelly E Quinley, MD

Vivian Reyes, MD, FACEP

Carolyn Joy Sachs, MD, MPH, FACEP
Susanne J Spano, MD, FACEP
Katherine Laurinda Staats, MD, FACEP
Thomas Jerome Sugarman, MD, FACEP
Gary William Tamkin, MD, FACEP
David Terca, MD, FACEP

Lori D Winston, MD, FACEP

Anna L Yap, MD

Randall J Young, MD, FACEP

Joshua R Codding, MD

Luigi Di Stefano, MD, FACEP

William E Franklin, DO, MBA, FACEP
Rubeal S Mann, MD, FACEP

Hunter M Pattison, MD

Paul-Thomas Tremoulet, MD, FACEP
Patrick Um, MD, FACEP

Anna L Webster, MD, FACEP

Bradley Alan Zlotnick, MD, FACEP

Jasmeet Singh Dhaliwal, MD, MPH, MBA
Ramnik S Dhaliwal, MD, JD

Laura Edgerley-Gibb, MD, FACEP
Anna Engeln, MD, FACEP

Rachelle M Klammer, MD, FACEP
Rebecca L Kornas, MD, FACEP
Allison Marie Trop, MD, FACEP
Evan Gerber, MD

Douglas M Hill, DO, FACEP

Carla Elizabeth Murphy, DO, FACEP
Bradley D Shy, MD, FACEP

James D Thompson, MD, FACEP

Thomas A Brunell, MD, FACEP
Michael L Carius, MD, FACEP
Daniel Freess, MD, FACEP
Elizabeth Schiller, MD, FACEP
Gregory L Shangold, MD, FACEP
David E Wilcox, MD, FACEP

Jason Cass Wagner, MD, FACEP

Kathryn Groner, MD, FACEP
John T Powell, MD, MHCDS, FACEP

Christopher T Clifford, MD

Stanislaw C Haciski, MD
Rita A Manfredi-Shutler, MD, FACEP



2023 COUNCILLORS & ALTERNATE COUNCILLORS

Alternate Marisa Karina Dowling, MD, MPP
EMERGENCY MEDICINE Councillor Michaela Skylar Banks, MD
RESIDENTS' ASSOCIATION

Councillor Blake Denley, MD

Councillor Amanda Kay Irish, MD, MPH

Councillor Erin R Karl, MD

Councillor Kenneth Taeyoung Kim, MD

Councillor Aaron R Kuzel, DO

Councillor Jessica Adkins Murphy, MD

Councillor Angela Wu, MD

Alternate Angela Cai, MD, MBA

Alternate Kimberly Herard, MD

Alternate Micaela A LaRose, MD

Alternate Derek Martinez, DO

Alternate Thuy Nguyen, MD

Alternate Jose Reyes, MD

Alternate Shane E Solger, MD

Alternate Jordan N Vaughn , MD
FLORIDA CHAPTER Councillor Thomas P Bentley, MD, FACEP

Councillor Andrew | Bern, MD, FACEP

Councillor Ricki A Brown, MD

Councillor Elizabeth A Calhoun, MD

Councillor Damian E Caraballo, MD, FACEP

Councillor Jordan Celeste, MD, FACEP

Councillor Edward A Descallar, MD, FACEP

Councillor Gabriel Gomez, DO

Councillor Shayne M Gue, MD, FACEP

Councillor Brandy Milstead Hollingsworth, MD

Councillor Saundra A Jackson, MD, FACEP

Councillor Steven B Kailes, MD, FACEP

Councillor Mike Lozano, Jr, MD, MSHI, FACEP

Councillor Ryan T McKenna, DO, FACEP

Councillor Ashley Norse, MD, FACEP

Councillor Tracy G Sanson, MD, FACEP

Councillor Jeremy K Selley, DO, FACOEP

Councillor Todd L Slesinger, MD, FACEP

Councillor Zachary C Terwilliger, MD

Councillor Stephen C Viel, MD, MBA, FACEP

Councillor Martin P Wegman, MD, PhD

Alternate Vidor E Friedman, MD, FACEP

Alternate Anton Gomez, DO

Alternate David Charles Seaberg, MD, CPE, FACEP

Alternate Cristina Zeretzke, MD, FACEP
GEORGIA CHAPTER Councillor Matthew R Astin, MD, FACEP

Councillor Brett H Cannon, MD, FACEP

Councillor James Joseph Dugal, MD(E), FACEP



GOVT SERVICES CHAPTER

HAWAII CHAPTER

IDAHO CHAPTER

ILLINOIS CHAPTER

2023 COUNCILLORS & ALTERNATE COUNCILLORS

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate

Councillor
Councillor

Councillor
Councillor
Alternate
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor

Matthew Taylor Keadey, MD, FACEP
Jeffrey F Linzer, Sr, MD, FACEP

DW "Chip" Pettigrew, Ill, MD, FACEP
James L Smith, Jr, MD, FACEP
Johnny L Sy, DO, FACEP

Matthew J Watson, MD, FACEP
Shamie Das, MD, MBA, MPH, FACEP
Mark A Griffiths, MD

Brendan Hawthorn, MD, FACEP
Benjamin Lefkove, MD, FACEP
Matthew Rudy, MD, FACEP

Carmen D. Sulton, MD, FACEP
Kathryn West, MD

John L Wood, MD, FACEP

Andrea Austin, MD, FACEP

Joshua S da Silva, DO, FACEP
Roderick Fontenette, MD, FACEP
Amy Follmer Hildreth, MD, FACEP
Katrina N Landa, MD, FACEP

David S McClellan, MD, FACEP
Torree M McGowan, MD, FACEP
Paul James Diggins Roszko, MD, FACEP
Justine K Stremick, MD, FACEP
Sean Stuart, DO, FACEP

Laura Tilley, MD, FACEP

Matthew Christensen, MD

Taylor T DesRosiers, MD

Kevin X Durgun, MD

Ryan M Hodgeman, DO

Eric Steven Kretz, MD

Linda L Lawrence, MD, CPE, FACEP
Joshua Lesko, MD

Katey Della Giustina Osborne, MD
Danielle Wickman, MD

Mark Baker, MD, FACEP
Alexander Berk, MD, FACEP

Ken John Gramyk, MD, FACEP
Jonathan D Miller, MD, FACEP
Heather S Hammerstedt, MD, FACEP
Travis Aaron Newby, DO, FACEP

Amit D Arwindekar, MD, FACEP

Kristen M Donaldson, MD, MPH, FACEP
John W Hafner, MD, FACEP

Adnan Hussain, MD, FACEP

Jason A Kegg, MD, FACEP



INDIANA CHAPTER

IOWA CHAPTER

KANSAS CHAPTER

KENTUCKY CHAPTER

LOUISIANA CHAPTER

MAINE CHAPTER

2023 COUNCILLORS & ALTERNATE COUNCILLORS

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Alternate

Alternate

Councillor
Councillor
Alternate
Alternate

Councillor
Councillor
Councillor
Alternate

Councillor
Councillor
Councillor
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor
Alternate

Councillor

Janet Lin, MD, FACEP

Howard K Mell, MD, MPH, CPE, FACEP
Scott H Pasichow, MD, MPH, FACEP
Henry Pitzele, MD, FACEP

Monika Pitzele, MD, PhD, FACEP
Yanina Purim-Shem-Tov, MD, MS, FACEP
Willard W Sharp, MD, FACEP

Deborah E Weber, MD, FACEP

Halleh Akbarnia, MD, FACEP

Nicholas Paul Cozzi, MD

Kelly Jester Geldmacher, MD, FACEP
Elisabeth M Giblin, MD

Cai Glushak, MD, FACEP

Asma S Hashim, DO

Julie A Lewis, MD

Christopher M McDowell, MD, FACEP

Michael D Bishop, MD, FACEP
Timothy A Burrell, MD, MBA, FACEP
Daniel W Elliott, MD, FACEP

Kyle D English, MD, FACEP

Emily M Fitz, MD, FACEP

Lindsay Zimmerman, MD, FACEP
Sara Ann Brown, MD, FACEP
Daniel Slubowski, MD

Ryan M Dowden, MD, FACEP

Rachael Sokol, DO, FACEP

Nicholas Holden Kluesner, MD, FACEP
Cory Wittrock, MD, FACEP

Howard Chang, MD, FACEP

John F McMaster, MD, FACEP

Jeffrey G Norvell, MD, MBA, RDMS, FACEP
Matthew S Sinnwell, MD, FACEP

Christopher W Pergrem, MD, FACEP
Melissa Platt, MD, FACEP

Hugh W Shoff, MD MS, FACEP

Steven Joseph Stack, MD, MBA, FACEP

James B Aiken, MD, FACEP

Deborah D Fletcher, MD, FACEP

Jamie Hoitien Do Kuo, MD

Phillip Luke LeBas, MD, FACEP

Michael D Smith, MD MBA CPE, FACEP
Nicole Streiff McCoin, MD, FACEP

Thomas C Dancoes, DO, FACEP



2023 COUNCILLORS & ALTERNATE COUNCILLORS

Councillor Garreth C Debiegun, MD, FACEP
Councillor James B Mullen, Ill, MD, FACEP
Alternate Nathan G Donaldson, DO, FACEP
Alternate Andrew Ehrhard, MD, FACEP
Alternate Brandon E Giberson, DO, FACEP
Alternate Kelly Ann Meehan-Coussee, MD, FACEP
Alternate Laurel Parker, MD, FACEP
Alternate Jessica Stevens, MD, MPH

MARYLAND CHAPTER Councillor Michael C Bond, MD, FACEP
Councillor Arjun S Chanmugam, MD, FACEP
Councillor Karen Dixon, MD, FACEP
Councillor Jonathan Lewis Hansen, MD, FACEP
Councillor Kathleen D Keeffe, MD, FACEP
Councillor Edana Denise Mann, MD, FACEP
Councillor Richard Gentry Wilkerson, MD, FACEP

MASSACHUSETTS CHAPTER Councillor Brien Alfred Barnewolt, MD, FACEP
Councillor Amy Costigan, MD, FACEP
Councillor Stephen K Epstein, MD, MPP, FACEP
Councillor Kathleen Kerrigan, MD, FACEP
Councillor Matthew B Mostofi, DO, FACEP
Councillor Mark D Pearlmutter, MD, FACEP
Councillor Jesse Rideout, MD, FACEP
Councillor Michele Schroeder, MD, FACEP
Councillor James Joseph Sullivan, Jr, MD
Councillor Joseph C Tennyson, MD, FACEP
Alternate James Blum, MD
Alternate Samantha A Hay, MD

MICHIGAN CHAPTER Councillor Michael J Baker, MD, FACEP
Councillor Abigail Brackney, MD, FACEP
Councillor Sara S Chakel, MD, FACEP
Councillor Pamela N Coffey, MD, FACEP
Councillor Michael W Fill, DO, FACEP
Councillor Gregory Gafni-Pappas, DO, FACEP
Councillor Michael Vincent Gratson, MD, FACEP
Councillor Robert T Malinowski, MD, FACEP
Councillor Therese G Mead, DO, FACEP
Councillor Emily M. Mills, MD, FACEP
Councillor James C Mitchiner, MD, MPH, FACEP
Councillor Diana Nordlund, DO, JD, FACEP
Councillor David T Overton, MD, FACEP
Councillor Luke Christopher Saski, MD, FACEP
Councillor Jennifer B Stevenson, DO, FACEP
Councillor Andrew Taylor, DO, FACEP
Councillor Larisa May Traill, MD, FACEP
Councillor Bradley J Uren, MD, FACEP

Councillor Bradford L Walters, MD, FACEP



MINNESOTA CHAPTER

MISSISSIPPI CHAPTER

MISSOURI CHAPTER

MONTANA CHAPTER

NEBRASKA CHAPTER

NEVADA CHAPTER

2023 COUNCILLORS & ALTERNATE COUNCILLORS

Councillor
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor

Councillor
Councillor
Councillor
Alternate
Alternate
Alternate

Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Councillor
Alternate

Alternate

Alternate

Councillor

Councillor
Councillor

Councillor
Councillor
Councillor

Mildred J Willy, MD, FACEP
Dane A Brown, MD

Kathleen Cowling, DO, MS, MBA, FACEP
Mallory G Davis, MD

Michael P Doyle, DO

Antony P Hsu, MD, FACEP
Rose Tian Kuo, MD

Rebecca Jane Loney, MD
Jeffrey McGowan, DO, FACEP
Paul R Pomeroy, Jr, MD, FACEP
Ryan J Reece, MD, FACEP
David Strong, MD, PhD, FACEP
Brandtly M Yakey, DO

Paul C Allegra, MD, FACEP
Heather Ann Heaton, MD, FACEP
Matthew E Herold, MD, FACEP
Donald L Lum, MD, FACEP

David Nestler, MD, MS, FACEP
Lisa M Roazen, MD, FACEP
Thomas E Wyatt, MD, FACEP
Andrew R Zinkel, MD, MBA, FACEP

Lisa M Bundy, MD, FACEP

Fred E Kency, Jr, MD, FACEP
David Vearrier, MD

Nastassjia Debourbon, MD
Heather Dawn Deville, MD
Matthew W Maready, MD, FACEP

Brian John Bausano, MD, MBA, FACEP
Douglas Mark Char, MD, FACEP

Jonathan Heidt, MD, MHA, FACEP

Louis D Jamtgaard, MD, FACEP

Timothy J Koboldt, MD, FACEP

Marc Mendelsohn, MD, MPH, FACEP
Robert Francis Poirier, Jr, MD, MBA, FACEP
Dennis E Hughes, DO, FACEP

Jared Lammert, MD

Matthew Mollman, MD

Robert Sands Redwood, MD, MPH, FACEP

Renee Engler, MD, FACEP
Julie Query, MD

Jacob Mark Altholz, MD
Sabina A Braithwaite, MD, FACEP
Martin J Hannon, MD



2023 COUNCILLORS & ALTERNATE COUNCILLORS

Councillor Gregory Alan Juhl, MD, FACEP
NEW HAMPSHIRE CHAPTER Councillor Sarah Garlan Johansen, MD, FACEP
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I1.

COMPOSITION OF THE COUNCIL
Introduction

This handbook is updated annually to help councillors understand how they can best be prepared to participate
in the annual meeting. The councillor who knows how the Council functions, who takes the time to understand
issues affecting the College and the specialty, and who makes a point of talking with individual candidates for
office about their objectives is a model representative.

What is the Council?

The Council is a body composed of emergency physicians who directly represent the 53 chartered chapters of
the American College of Emergency Physicians, the Emergency Medicine Residents’ Association (EMRA), the
Association of Academic Chairs in Emergency Medicine (AACEM), the American College of Osteopathic
Emergency Physicians (ACOEP), the Council of Emergency Medicine Residency Directors (CORD), the
Society for Academic Emergency Medicine (SAEM), and the College’s sections of membership. The Council
meets annually, just prior to the ACEP annual meeting. The Council may meet more often, but special meetings
must be duly called as specified in the ACEP Bylaws.

The number of councillors who represent a chapter in a given year is determined by the number of ACEP
members in that chapter on December 31 each year. Each chapter is represented by at least one councillor; an
additional councillor is allowed for each 100 members in the chapter. EMRA is allocated eight voting
councillors; AACEM, ACOEP, CORD, and SAEM, are each allocated one voting councillor; and each section
of membership is allocated one voting councillor.

What Does the Council Do?

The Council elects the Board of Directors, Council officers, and the president-elect of the College. The Council
shares responsibility with the Board of Directors for initiating policy, and councillors shape the strategic plan of
the College by providing comments on behalf of the constituencies they represent. The Council also provides a
participatory environment where policies already established or under consideration by the Board of Directors
can be debated.

So that the Board of Directors can manage change for the good of the membership, the specialty, and the
public, the Council serves as a sounding board and communication network. Councillors are expected to be
aware of environmental changes, see association goals as essential to the continued vitality of the specialty, and
understand the rationale behind decisions made by the Board of Directors.

The Council officers (speaker and vice speaker) chair the annual meeting and participate in all meetings of the
Board of Directors as representatives of the Council.

COUNCILLOR PREPARATION
How Does a Councillor Prepare for the Annual Meeting?

Councillors are certified by their component body (chapter, EMRA, AACEM, ACOEP, CORD, SAEM, or
section) no later than 60 days before the annual meeting. Component bodies are also referred to as sponsoring
bodies in the Bylaws.

Comprehensive materials are distributed to councillors at least 30 days before the annual meeting. These
materials contain the meeting agenda, current strategic plan, minutes of the previous annual meeting, and
annual committee reports. All resolutions submitted by the deadline are also provided with background
information and cost implications developed by staff.

Councillors are expected to review the materials carefully and to meet with the leadership of the component
bodies they represent to discuss issues that will be addressed at the annual meeting. The component body
leadership may want to instruct the councillor on how to vote on various resolutions, but the councillor should
be open to receiving additional information at the meeting and then make the best decision on behalf of the
College.



How Does the Council Conduct its Business?
Regular business or business casual attire is appropriate for the Council meeting.

Most of the work of the Council is conducted in Reference Committee hearings. The hearings provide a system
for gathering information and expediting business. Each resolution submitted to the Council is referred to a
Reference Committee, which holds a hearing to gather information from all interested councillors and other
College members. The Reference Committees then recommend a specific course of action for the Council on
each resolution. Reference Committees are composed of councillors selected by the Council officers.
Guidelines for reference committee hearings are provided on pages 5-7. All Reference Committee meetings are
open to the membership, except for the executive session. When the executive session is called, the chair will
inform the audience of the time frame of the session.

As previously stated, the Council elects the Board of Directors, Council officers, and the president-elect;
initiates policy; and shapes the strategic plan of the College. The Council also identifies issues for study and
evaluation by the Board and the committees of the Board. There is usually a tremendous amount of business to
be conducted during the two-day meeting and several tools are used to facilitate that business.

The Bylaws of the College specifies basic procedures that must be followed by the Council. These procedures
include how nominations and elections must be conducted, how resolutions must be submitted and handled,
and how the Bylaws may be amended. The most current Bylaws are provided with the Council meeting
materials.

Standing Rules for the conduct of the meeting change little, if any, from one year to the next and cover general
procedures such as how debate, credentialing, and elections will be handled. The Standing Rules are amendable
only by resolution. The most current Standing Rules are provided with the Council meeting materials.

Except when superseded by the Bylaws or the Standing Rules, the rules in The Standard Code of Parliamentary
Procedure 4" edition (also known as Sturgis) govern the Council in all applicable cases. A chart describing
parliamentary rules is provided on pages 16-17.

A councillor is not expected to memorize the Bylaws, Standing Rules, or Sturgis; however, a quick review of
these documents will give the first-time councillor a basic understanding of how business is conducted on the
floor of the Council. The most important rule that a councillor should remember is that a “point of personal
privilege” is always in order. If a councillor does not understand what is happening, the point of personal
privilege should be used to request clarification. An orientation session is always held the night before the
Council meeting and the basics of parliamentary procedure are reviewed.

What is a Resolution?

New policies and changes to existing policy are recommended to the Council in the form of resolutions.
Resolutions usually pertain to issues affecting the practice of emergency medicine, advocacy and regulatory
issues, Bylaws amendments, Council Standing Rules amendments, and College Manual amendments.

“Resolutions” are considered formal motions that if adopted will become official Council policy and will apply
not only to the present meeting but also to future business of the Council.

Resolutions must be submitted in writing by at least two members on or before 90-days prior to the annual
Council meeting. These resolutions are known as “regular resolutions.” Resolutions may also be submitted by
chapters, sections, committees, or the Board of Directors. Resolutions sponsored by a chapter or section must
be accompanied by an endorsement of the sponsoring body. Resolutions sponsored by national ACEP
committees must first be approved by the Board of Directors for submission to the Council. Upon approval by
the Board, the resolution will then include the endorsement of the committee and the Board. Regular
resolutions will be referred to an appropriate Reference Committee for consideration.



Amendments to Resolutions

All motions for substantial amendments to resolutions must be submitted to the speaker in writing prior to
being introduced verbally. When appropriate, the amendment will be projected on a screen for viewing by the
Council.

Late Resolutions

Resolutions submitted after the 90-day submission deadline, but not less than 24 hours prior to the beginning of
the annual Council meeting, are known as “late resolutions.” Late resolutions are considered by the Steering
Committee at its meeting on the evening prior to the opening of the annual Council meeting. The Steering
Committee is empowered to decide whether a late submission is justified. Late submission is justified when
events giving rise to the resolution occur after the filing deadline for resolutions. If a majority of the voting
members of the Steering Committee vote to waive the filing and transmittal requirements, the resolution is
presented to the Council at its opening session and assigned to a Reference Committee. When the Steering
Committee votes unfavorably, the reason for such action shall be reported to the Council at its opening session.
Disallowed late resolutions are not considered by the Council unless the Council, by a majority vote of
councillors present and voting, overrides the Steering Committee’s recommendation.

Emergency Resolutions

Resolutions submitted less than 24 hours prior to, or after the beginning of the annual Council meeting, are
known as “emergency resolutions.” Emergency resolutions are limited to substantive issues that could not have
been considered by the Steering Committee prior to the Council meeting because of their acute nature, or
resolutions of commendation that become appropriate during the course of the Council meeting. Emergency
resolutions must be submitted in writing to the speaker who will then present the resolution to the Council for
its consideration. The originator of the resolution, when recognized by the chair, may give a one-minute
summary of the emergency resolution to enable the councillors to determine the importance of the resolution.
Without debate, a majority vote of the councillors present and voting is required to accept the emergency
resolution for floor debate and action. If an emergency resolution is introduced prior to the beginning of the
Reference Committee hearings, upon acceptance by the Council, it will be referred to the appropriate Reference
Committee. If an emergency resolution is introduced and accepted after the Reference Committee hearings, the
resolution will be debated on the floor of the Council at a time chosen by the speaker.

What if I Have Questions About the Council?

Questions about the Council should be directed to national ACEP staff in the Office of the Executive Director.
They work closely with the Council officers in planning and executing the annual meeting and helping
members to develop resolutions for consideration by the Council.

How are Nominations and Elections Conducted?

Each year the Council elects four members to the Board of Directors to terms of three years. The Council
speaker and vice-speaker, who serve two-year terms, are elected by the Council every other year. The Council
also elects the president-elect of the College annually for a one-year term.

Nomination procedures and the composition of the nominating committees are specified in the Bylaws.
Councillors may submit nominations from the floor at the annual meeting, but nominations are closed on the
first day of the annual meeting. Closing the nominations assures that all candidates will have the opportunity to
share their viewpoints during an open forum with councillors. The elections are the last item of business on the
second day of the Council meeting. The Tellers, Credentials, & Elections Committee, which is appointed by the
Council officers, conducts the elections. A majority of votes cast is required for election. Election procedures
are described in the Council Standing Rules and the Bylaws.

With the exception of the president-elect, the Board of Directors elects its own officers (chair, vice president,
and secretary-treasurer) each year during the first Board meeting after the Council meeting.

Each year a Candidate Forum is held. This year the Candidate Forum for the president-elect candidates will be
held from 2:00 — 2:30 pm in the main Council meeting room, following the Town Hall meeting. The Candidate
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Forum for the Council officer candidates and Board of Directors candidates will be held from 2:45 pm — 4:30
pm in each of the Reference Committee meeting rooms with the candidates rotating between rooms. Members
of the Candidate Forum Subcommittee will moderate each session with the candidates. Candidates will answer
questions and declare their views on issues facing emergency medicine. An informal reception will be held for
members to personally meet and speak with candidates. All councillors are encouraged to attend the Candidate
Forum and the reception that follows.

The Candidate Campaign Rules prohibit the scheduling of candidate receptions by any component body during
the annual Council meeting. This position was adopted by the Council and the Board of Directors.

What is the Steering Committee?

The Council officers appoint the Steering Committee. The Steering Committee conducts the business of the
Council between annual meetings. Attempts are made to limit service on the committee to two years, with
about half of the committee membership replaced each year. Care is taken to assure adequate geographic
representation on the committee.

The Steering Committee may identify resolution topics to stimulate discussion of key issues by the Council,
plans the Council agenda, and advises and assists the officers with meeting logistics. The Steering Committee
has the authority, rarely invoked, to take positions on behalf of the Council subject to ratification by the
Council at the next annual meeting.

2022 Council Steering Committee

Kelly Gray-Eurom, MD, MMM, FACEP, Chair Steven B. Kailes, MD, FACEP (FL) Phillip Luke
Melissa W. Costello, MD, FACEP, Vice Chair LeBas, MD, FACEP (LA)

Eileen F. Baker, MD, PhD, FACEP (OH) Kristin McCabe-Kline, MD, FACEP (FL)

Lisa M. Bundy, MD, FACEP (AL) Christina Millhouse, MD, FACEP (SC)

Carrie de Moor, MD, FACEP (TX) Bing Pao, MD, FACEP (CA)

Hilary E. Fairbrother, MD, FACEP (TX) Michael Ruzek, DO, FACEP (NJ)

William D. Falco, MD, MS, FACEP (WI) Gary Starr, MD, MBA, FACEP (MN)

Carlton Heine, MD, FACEP (WA) Thomas J. Sugarman, MD, FACEP (CA)

Larisa M. Traill, MD, FACEP (MI)
COUNCIL REFERENCE COMMITTEES

The duty of a Reference Committee is to hold hearings, deliberate on various resolutions and proposals, and
recommend a particular course of action on each to the Council.

It may not be possible for each councillor to be fully informed or to have an opinion on every resolution.
Therefore, the Reference Committee is designated to investigate and deliberate on the issues. By dividing the
proposals between several Reference Committees, the Council can transact more business than if the entire
Council had to discuss all of the pros and cons of each resolution.

Members of the Reference Committees are appointed by the speaker. They are chosen on the basis of their
activities in the College and their expertise on particular issues. They are not chosen because of their stand on
particular issues.

Asynchronous Testimony

Resolutions that have been submitted by the deadline and assigned to a Reference Committee will be
available for asynchronous testimony on the ACEP website not less than 30 days prior to the Council
meeting. It is anticipated asynchronous testimony will be available on August 29, 2022, and it is open to all
members of the College. Asynchronous testimony will close at 12:00 noon on Monday, September 19, 2022.

Comments posted as online testimony are prohibited from being copied and pasted as comments in other
forums and/or used in a manner in which the comments could be taken out of context. By participating in this
asynchronous testimony, all members acknowledge and agree to abide by ACEP’s Meeting Conduct Policy.
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Please include the following information when commenting:

1. Whether you are commenting on behalf of yourself or your component body (i.e., chapter, section,
AACEM, CORD, EMRA, or SAEM).

2. Whether you are commenting in support of the resolution, opposed to the resolution, or suggesting an
amendment.

3. Any additional information to support your position.

Comments should be concise so as to not exceed an equivalent of 2 minutes of oral testimony. Comments
from the asynchronous testimony will be used to develop preliminary Reference Committee reports.

The asynchronous platform is the only method to introduce testimony until the live Reference Committee
meetings in San Francisco. Opinions posted elsewhere will not be considered in the Reference Committee
deliberations. Proper Council decorum is expected within the asynchronous testimony platform. All
comments should be addressed to the Reference Committee Chair or the Speaker. Do net direct any
communications to another member, including those who have posted before you, with whom you may
or may not agree. The Council Speaker and Vice Speaker will do their best to monitor testimony and
encourage corrections to any breaches.

Procedures

The preliminary Reference Committee reports will be the starting point for the Reference Committee hearings
on September 29, 2022. The testimony heard in Reference Committee will be added to the asynchronous
testimony to form the consent report submitted to Council.

Reference Committee hearings are open to all members of the College, its committees, and invited guests of
the Reference Committee. Members of the College, its committees, and/or invited guests are privileged to
present written testimony or to speak to the committee on the resolution under consideration. Upon
recognition by the chair, non-members may be permitted to speak. The chair is privileged to call upon anyone
attending the hearing if, in his/her opinion, the individual called upon may have information that would be
helpful to the committee.

The Reference Committee hearings will be held concurrently and are scheduled from 9:30-12:30 on
Thursday, September 29, 2022. Written testimony may be submitted to the Reference Committee if time
overlaps occur.

Proceedings

Equitable hearings are the responsibility of the Reference Committee chair. The committee may establish its
own rules on the presentation of testimony with respect to limitations of time, repetitive statements, etc. The
Reference Committee hearing is the proper forum for discussion of controversial items of business. While it is
recognized that the concurrence of Reference Committee hearings may create difficulties in this respect, as
does service by councillors on other Reference Committees, the submission of written testimony can alleviate
these problems. In the event of extensive written testimony, the Reference Committee chair will report to the
Reference Committee the number of written testimony received in favor and in opposition to the resolution.
The Reference Committee chair has the discretion to read any written testimony, especially testimony that
provides information not previously presented in other written or in-person testimony. All written testimony
will be made available electronically to the Council unless determined by the Speaker to contain inaccurate
information or inappropriate comments. The reading of any written testimony shall not exceed the time limits
set by the chair for providing testimony on any particular resolution.

The chair will decide the order and/or grouping of resolutions and will post times to start each discussion.
Before beginning discussion on the first resolution, the chair will ask if there is a “pressing need” for any
resolutions to be taken out of order to allow individuals to provide testimony to a particular issue.
Determination of a “pressing need” will be left to the discretion of the chair. The chair will ask if the
primary author(s) of the resolution is present or if another individual is present who may speak to the intent of
the resolution, and if the individual wishes to provide guidance to the committee. Reference Committees may
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take brief breaks if the chair determines that time is available. The Reference Committee chair is requested to
designate a member of the committee to keep track of all pro and con comments pertaining to each resolution.
If an individual arrives to present testimony before or after the time the resolution was scheduled for
discussion, it is at the discretion of the chair as to when that member may speak to the resolution. When
presenting testimony, the individual should state their name, component body, and whether speaking in
support of or against the resolution. No one should speak more than once on a resolution unless it is to clarify
a point. Prior to closing debate, the chair will ask Board members, officers, staff, and others with particular
expertise for their testimony.

Following the open hearing and after all testimony is given, the Reference Committee will go into executive
session to deliberate and construct its final report. It may call into such executive session anyone whom it
may wish to hear or question. Others are permitted to be in attendance, but may not address the committee
unless requested by the chair for clarification of testimony or to answer questions by committee members.

Reports

Reference Committee reports comprise the bulk of the official business of the Council. The reports need to be
constructed swiftly and succinctly after completion of the hearing so that they can be processed and made
available to the councillors as far in advance of formal presentation as possible. Reference Committees have
wide latitude in facilitating expression of the will of the majority on the matters before them and in giving
credence to the testimony they hear. They may amend resolutions, consolidate kindred resolutions by
constructing substitutes, and recommend the usual parliamentary procedures for disposition of the business
before them, such as adoption, not for adoption, amendment, and referral. Minority reports from Reference
Committees are in order.

When the Reference Committee presents its report to the Council, each report or resolution that has been
accepted by the Council as its business is the matter which is before the Council for disposition together with
the committee’s recommendation in that regard. If a number of closely related items have been considered by
the committee and consolidation or substitution is proposed by the committee, the substitute resolution will be
the matter before the Council for discussion.

Each item referred to a Reference Committee will be placed on a consent agenda grouped by the
recommended action and is reported to the Council as follows:

identify the resolution by number and title

state concisely the committee’s recommendation

comment, as appropriate, on the testimony presented at the hearing
incorporate evidence supporting the recommendation of the committee

el

Each Reference Committee will make recommendations on each resolution assigned to it in a written report.
The speaker will open for discussion each resolution or matter which is the immediate subject of the
Reference Committee report. The effect is to permit full consideration of the business at hand, unrestricted to
any specific motion for its disposal. Any appropriate motion for amendment or disposition may be made from
the floor. In the absence of such a motion, the speaker will state the question and provide the recommendation
of the Reference Committee. If the recommendation is referral or amended language, the primary motion on
the table is the recommendation of the Reference Committee.

Examples of our common variants employing the procedure are:

1. The Reference Committee recommends that a resolution not be adopted. The speaker places the
resolution before the Council for discussion. In the absence of other motions from the floor, the speaker
places the question on adoption of the resolution, making it clear that the Reference Committee has
recommended that it not be adopted (a negative vote).

2. The Reference Committee recommends amending a resolution by adding, striking out, inserting, or
substituting. The matter that is placed before the Council for discussion is the amended version as
presented by the Reference Committee together with the recommendation for its adoption. It is then in
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order for the Council to apply to this Reference Committee version amendments in the usual fashion.
Such procedure is clear and orderly and does not preclude the possibility that an individual may wish to
restore the matter to its original unamended form. This may be accomplished quite simply by moving to
amend the Reference Committee version by restoring the original language.

The Reference Committee recommends referral of a resolution to the Board of Directors, Council
Steering Committee, or Bylaws Interpretation Committee of the College. The speaker places the motion
to refer before the Council for discussion. Adoption of the motion to refer removes the matter from
consideration by the Council. If the motion to refer is not adopted, the resolution comes before the body
for discussion. The Council is then free to adopt, not adopt, or amend the resolution.

The Reference Committee recommends consolidation of two or more kindred resolutions into a single
resolution, or it recommends adoption of one of these items in its own right as a substitute for the rest.
The matter before the Council consideration is the recommendation of the Reference Committee or the
substitute or consolidate version. A motion to adopt this substitute is the main motion. If the Reference
Committee’s version is not adopted the entire group of proposals has been rejected but it is in order for
any councillor to then propose consideration and adoption of any one of the original resolutions or
reports.



Iv. GUIDELINES AND DEFINITIONS OF COUNCIL ACTIONS TO ASSIST THE COUNCIL IN
CONSIDERING REPORTS OF REFERENCE COMMITTEES.

Summary of Council Actions on Reference Committee Reports

Matter Before the Council Reference Committee’s Speaker Action
for Discussion from the Recommendation (Failing Council Action)
Reference Committee’s Report
Original Resolution 1.To adopt or to not adopt Puts question on adoption,

clearly stating the Reference
Committee’s recommendation

Original Resolution 2. To refer Puts question on referral
Committee Substitute 3. To adopt Puts question on adoption of the
(amending original by adding, committee’s substitute resolution
striking out, inserting, or

substituting)

Committee Substitute 4. To adopt Puts question on adoption of the
Resolution (combining committee’s substitute resolution

several like resolutions)

Definition of Council Action

For the ACEP Board of Directors to act in accordance with the wishes of the Council, the actions of the
Council must be definitive. To avoid any misunderstanding, the officers have developed the following
definitions for Council action:

ADOPT
Approve resolution as recommendation implemented through the Board of Directors

ADOPT AS AMENDED
Approve resolution with additions, deletions and/or substitutions, as recommendation to be implemented
through the Board of Directors.

REFER
Send resolution to the Board of Directors for consideration, perhaps by a committee, the Council Steering
Committee, or the Bylaws Interpretation Committee.

NOT ADOPT
Defeat (or reject) resolution in original or amended form.
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PRINCIPLE RULES GOVERNING MOTIONS

Can have what other

Can Requires Vote Applies to what motions applied (in
Order of precedence ! interrupt second? Debatable Amendable Required? other motions? addition to withdraw)* ?
Privileged Motions
1. Adjourn No Yes Yes® Yes® Majority  None Amend
2. Recess No Yes Yes® Yes® Majority  None Amend?
3. Question of privilege Yes No No No None None None
Subsidiary Motions
4.Postpone temporarily(table)No Yes No No Majority> Main motion None
5. Close debate No Yes No No 2/3 Debatable motions ~ None
6. Limit debate No Yes Yes® Yes® 2/3 Debatable motions ~ Amend®
7. Postpone definitely No Yes Yes® Yes® Majority  Main motion Amend’, close debate, limit debate
(to a certain time)
8. Refer to committee No Yes Yes® Yes® Majority ~ Main motion Amend’, close debate, limit debate
9. Amend No Yes Yes Yes Majority  Rewordable motions Close debate, limit debate, amend
Main Motions
10.
a.The main motion No Yes Yes Yes Majority  None Restorative, subsidiary
b. Restorative main motions
Amend a previous action No Yes Yes Yes Majority Main motion Subsidiary, restorative
Ratify No Yes Yes Yes Majority ~ Previous action Subsidiary
Reconsider Yes Yes Yes No Majority ~ Main motion Close debate, limit debate
Rescind No Yes Yes No Majority = Main motion Close debate, limit debate
Resume consideration No Yes No No Majority = Main motion None

' Motions are in order only if no motion higher on the list is pending. Thus, if a motion to close debate is pending, a motion to amend would be out of

order; but a motion to recess would be in order, since it outranks the pending motion.

2Requires two-thirds vote when it would suppress a motion without debate.

3 Restricted.

4 Withdraw may be applied to all motions.
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VI

INCIDENTAL MOTIONS

Can Requires Vote
No order of interrupt second?  Debatable Amendable Required?
precedence
Motions
Appeal Yes Yes Yes No 2/3%
Suspend Rules No Yes No No 2/3
Consider informally No Yes No No Majority
Requests
Point of Order Yes No No No None
Parliamentary inquiryYes No No No None
Withdraw a motion Yes No No No None
Division of questionNo No No No None
Division of assemblyYes No No No None

* Per the Council Standing Rules.
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Applies to what
other motions

Decision of chair
None
Main motion

Any error

All motions
All motions
Main motion
Indecisive vote

Can have what other
motions applied (in
addition to withdraw)?

Close debate, limit debate
None
None

None
None
None
None
None



VIL

GUIDELINES FOR WRITING ACEP COUNCIL RESOLUTIONS
Definition

The Council considers items in the form of resolutions. Resolutions set forth background information and
propose a course of action.

Submission and Deadline

Resolutions can be submitted by e-mail or U.S. mail. Receipt of resolutions will be acknowledged by e-mail
or phone.

All resolutions should be submitted to:
Sonja Montgomery, CAE E-mail: smontgomery@acep.org

Governance Operations Director Phone: 800-798-1822 x3202 or 469-499-0282
American College of Emergency Physicians
PO Box 619911 Fax: 972-580-2816

Dallas, TX 75261-9911

Bylaws and regular resolutions are due 90 days before the annual Council meeting. The 2022 Council
meeting will be held on Thursday, September 29, and Friday, September 30, 2022. Therefore, the deadline for
resolutions for the 2022 Council meeting is July 2, 2022.

Each resolution must be submitted by at least two members of the College. In the case of a chapter or section,
a letter of endorsement must accompany such resolution from the president or chair representing the
sponsoring body. If submitting by e-mail, the letter of endorsement can be either attached to the e-mail or
embedded in the body of the e-mail.

All resolutions from national ACEP committees must be submitted to the Board of Directors for review prior
to the resolution deadline. This usually occurs at the June Board of Directors meeting. If the Board accepts the
submission of the resolution, then the resolution carries the endorsement of the committee and the Board of
Directors.

Questions

Please contact Sonja Montgomery, CAE, smontgomery@acep.org, at ACEP Headquarters, 800-798-1822,
extension 3202 or 469-499-0282, for further information about preparation of resolutions.

Format

The title of the resolution must appropriately reflect the intent. Resolutions begin with "Whereas" statements,
which provides the basic facts and reasons for the resolution, and conclude with "Resolved" statements, which
identifies the specific proposal for the requestor's course of action.

Whereas Statements

Background, or “Whereas” information provides the rationale for the "resolved" course of action. The
whereas statement(s) should lead the reader to your conclusion (resolved).

In writing whereas statements, begin by introducing the topic of the resolution. Be factual rather than
speculative and provide or reference statistics whenever possible. The statements should briefly identify the
problem, advise the timeliness or urgency of the problem, the effect of the issue, and indicate if the action
called for is contrary to or will revise current ACEP policy. Inflammatory statements that reflect poorly on the
organization will not be permitted.
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Resolved Statements

Resolved statements are the only parts of a resolution that the Council and Board of Directors act upon.
Conceptually, resolves can be classified into two categories — policy resolveds and directives. A policy
resolved calls for changes in ACEP policy. A directive is a resolved that calls for ACEP to take some sort of
action. Adoption of a directive requires specific action but does not directly affect ACEP policy.

A single resolution can both recommend changes in ACEP policy and recommend actions about that new
policy. The way to accomplish this objective is to establish the new policy in one resolved (a policy resolved),
and to identify the desired action in a subsequent resolved (a directive).

Regardless of the type of resolution, the resolved should be stated as a motion that can be understood without
the accompanying whereas statements. When the Council adopts a resolution, only the resolved portion is
forwarded to the Board of Directors for ratification. The “resolved” must be fully understood and should stand
alone.

Bylaws Amendments

In writing a resolved for a Bylaws amendment, be sure to specify an Article number as well as the Section to
be amended. Show the current language with changes indicated as follows: new language should be bolded
(dark green type, bold, and underline text), and language to be deleted should be shown in red, strike-through
text (delete). Failure to specify exact language in a Bylaws amendment usually results in postponement for at
least one year while language is developed and communicated to the membership.

General Resolutions

The president, and not the Council, is responsible for determining the appropriate level of committee
involvement for resolutions adopted by the Council. Additionally, the Council and ACEP, cannot “direct”
action by another organization, although the College can recommend a course of action to other organizations
through the ACEP president or through ACEP representatives to that organization.

Council Actions on Resolutions

For the ACEP Board of Directors to act in accordance with the wishes of the Council, the actions of the
Council must be definitive. To avoid any misunderstanding, the officers have provided the following
definitions for Council action:

e Adopt: Approve resolution exactly as submitted as recommendation implemented through the Board of
Directors.

e Adopt as Amended: Approve resolution with additions, deletions, and/or substitutions, as
recommendation to be implemented through the Board of Directors.

e Refer: Send resolution to the Board of Directors for consideration, perhaps by a committee, the Council
Steering Committee, or the Bylaws Interpretation Committee. A resolution cannot be referred to other
College committees.

e Not Adopt: Defeat (or reject) the resolution in original or amended form.

Board Actions on Resolutions

According to the Bylaws, Article VIII — Council, Section 2 — Powers of the Council: “The Council shall have
the right and responsibility to advise and instruct the Board of Directors regarding any matter of importance
to the College by means of Bylaws and non-Bylaws resolutions, including amendments to the College
Manual, and other actions or appropriations enacted by the Council. The Board of Directors shall act on all
resolutions adopted by the Council no later than the second Board meeting following the annual meeting and
shall address all other matters referred to the Board within such time and manner as the Council may
determine.
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The Board of Directors shall take one of the following actions regarding a non-Bylaws resolution adopted by
the Council:

1.  Implement the resolution as adopted by the Council.

2. Overrule the resolution by a three-fourths vote. The vote and position of each Board member shall be
reported at the next meetings of the Steering Committee and the Council.

3. Amend the resolution in a way that does not change the basic intent of the Council. At its next meeting,
the Steering Committee must either accept or reject the amendment. If accepted, the amended resolution
shall be implemented without further action by the Council. If the Steering Committee rejects the
amendment, the Board at its next meeting shall either implement the resolution as adopted by the
Council, propose a mutually acceptable amendment, or overrule the resolution.

Bylaws amendment resolutions are governed by Article XIII of these Bylaws.”
Sample Resolutions
Three resolutions are provided as examples of well-written proposals.

Resolution 9(06) shows how to propose an amendment to the Bylaws. New language is shown in bold with
underlining and deleted language is shown in strike-out format. The use of colors in the electronic file (red for
strike-out and green for new language) is also helpful.

RESOLUTION 9(06)

WHEREAS, The College Bylaws provides for an Executive Committee of the Board of Directors;
and
WHEREAS, The speaker has informally served on the Executive Committee; and

WHEREAS, The Executive Committee would benefit from having more formal and standard
composition, including the membership of the speaker and the chair of the Board of Directors; and

WHEREAS, The College would benefit from having an Executive Committee appointed every year;
therefore be it

RESOLVED, That the ACEP Bylaws, Article XI — Committees, Section 2 — Executive Committee, be
amended to read:

ARTICLE XI - COMMITTEES
Section 2 — Executive Committee

The Board-ef Directors-may-appoint-anExeeutive-Committee The Board of Directors shall have an

Executive Committee, consisting of the president, president-elect, vice president, secretary-treasurer, and-the
immediate past president, and chair. The speaker shall attend meetings of the Executive Committee. The
Executive Committee shall have the authority to act on behalf of the Board, subject to ratification by the
Board at its next meeting.

Meetings of the Executive Committee shall be held at the call of the chair or president. A report of
its actions shall be given by the Executive Committee to the Board of Directors in writing within two weeks
of the adjournment of the meeting.
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Resolution 23(06) shows how communication between the College and another organization can be stated.

RESOLUTION 23(06)

WHEREAS, Emergency medicine is recognized by the American Board of Medical Specialties as an
independent specialty with a recognized, unique knowledge base and procedural skill set that is certifiable by
board examination; and

WHEREAS, Emergency nursing, within the scope of nursing practice, is also a recognized
subspecialty with its own unique knowledge base and skill set that is certifiable by examination, resulting in a
Certified Emergency Nurse (CEN); and

WHEREAS, Unlike in emergency medicine, where specialized training and experience are required
for a physician to take an emergency medicine board examination, any nurse practicing in an emergency
department (ED) is able to sit for the CEN exam; and

WHEREAS, In many EDs throughout the country, the majority of emergency nurses working are not
CEN certified; and

WHEREAS, The range of acuity of the emergency patients seen in emergency departments by
emergency nurses can be from non-urgent to critically ill; and

WHEREAS, The expectation of patients who utilize emergency departments for their emergency
medical care is that there is seamless, high quality medical and nursing care provided; therefore be it

RESOLVED, That the American College of Emergency Physicians works with the Emergency
Nurses Association (ENA) to facilitate the development by ENA of a position paper defining a standard of
emergency nursing care that includes obtaining CEN certification and outlines a timetable for an emergency
nurse to attain such certification; and be it further

RESOLVED, That the American College of Emergency Physicians works with ENA, the American
Hospital Association (AHA) and related state hospital organizations to provide resources, support, and
incentives for emergency nurses to be able to readily attain CEN certification.

Resolution 16(99) shows how statistics can be used to lead the reader to your conclusion.

RESOLUTION 16(99)

WHEREAS, According to the National Association of State Boating Law Administrators, the number of
boating accidents involving alcohol increased 20% over a five-year period; and

WHEREAS, The number of deaths attributed to boating and alcohol has also increased 20% during this
same time period; and

WHEREAS, A study of four states found 60% of boating fatalities had elevated blood alcohol levels and
30% were intoxicated with BAL greater than 0.1%; and

WHEREAS, The fault for boating fatalities can not be attributed to the boat operator in almost half of
these deaths; and

WHEREAS, In 1991 46% of all boating deaths occurred while the boat was not even underway; and

WHEREAS, It has thus been suggested that intoxicated boat passengers are at independent risk for
boating injuries; and this risk is assumed to be due to intoxicated passengers being at increased risk for falls
overboard and risk taking behaviors; and

WHEREAS, Educational and enforcement measures have predominantly targeted boat operators and not

boat passengers about the dangers of alcohol consumption and boating; therefore be it

RESOLVED, That the American College of Emergency Physicians promote and endorse safe boating
practices; and be it further

RESOLVED, That ACEP promote educating both boat passengers and operators about the dangers of
alcohol intoxication while boating.
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VIII.
ACEP Parliamentary Motions Guide
Based on Sturgis Standard Code of Parliamentary Procedure (4th Ed.)’

The motions below are listed in order of precedence.
Any motion can be introduced if it is higher on the chart than the pending motion.

(77) Close meeting I move that we No Yes No No Majority
adjourn

(75) Take break I move to recess for No Yes Yes Yes Majority
I rise to a question of

(72) Register complaint privilege Yes No No No None
I move that the main

(68) Lay aside temporarily motion be postponed No Yes No No Varies
temporarily

(65) Close debate and vote I move to

immediately close debate No Yes No No 2/3

(62) Limit or extend debate | I move to limit debate
to ... No Yes Yes Yes 2/3

(58) Postpone to certain I move to postpone the

time motion until ... No Yes Yes Yes Majority
I move to refer the

(55) Refer to committee motion to ... No Yes Yes Yes Majority

(47) Modify wording of I move to amend the

motion motion by ... No Yes Yes Yes Majority

(32) Bring business before

assembly (a main I move that ... No Yes Yes Yes Majority

motion)

Jim Slaughter, Certified Professional Parliamentarian — Teacher & Professional Registered Parliamentarian
336/378/1899 (W) 336/378-1850 (Fax) P.O. Box 41027, Greensboro NC 27404-1027  web site: www.jimslaughter.com

! As modified by the ACEP Council Standing Rules
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ACEP Parliamentary Motions Guide
Based on Sturgis Standard Code of Parliamentary Procedure (4th Ed.)

Incidental Motions - no order of precedence. Arise incidentally and decided immediately.

YOU WANT TO: YOU SAY: INTERRUPT? DEBATE? J AMEND? | VOTE?

(82) Submit matter to I appeal from the
assembly decision of the chair Yes Yes Yes No 2/3
(84) Suspend rules [ move to suspend the
rule requiring No Yes No No 2/3
(87) Enforce rules Point of order Yes No No No None
(90) Parliamentary question | Parliamentary
inquiry Yes No No No None
(94) Request to withdraw I wish to withdraw my
motion motion Yes No No No None
(96) Divide motion I request that the
motion be divided ... No No No No None
(99) Demand rising vote I call for a division of
the assembly Yes No No No None

Restorative Main Motions - no order of precedence. Introduce only when nothing else pending.

(36) Amend a previous I move to amend the
action motion that was ... No Yes Yes Yes Varies
(38) Reconsider motion I move to reconsider Yes Yes Yes No Majority

(42) Cancel previous action | I move to rescind...
No Yes Yes No Majority

(44) Take from table I move to resume
consideration of ... No Yes No No Majority

Jim Slaughter, Certified Professional Parliamentarian — Teacher & Professional Registered Parliamentarian
336/378/1899 (W) 336/378-1850 (Fax) P.O. Box 41027, Greensboro NC 27404-1027 web site: www.jimslaughter.com
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Council Standing Rules
Revised October 2022

Preamble

These Council Standing Rules serve as an operational guide and description for how the Council conducts its
business at the annual meeting and throughout the year in accordance with the College Bylaws, the College Manual,
and standing tradition.

Alternate Councillors

A properly credentialed alternate councillor may substitute for a designated councillor not seated on the
Council meeting floor. Substitutions between designated councillors and alternates may only take place once debate
and voting on the current motion under consideration has been completed. A councillor or an alternate councillor may
not serve simultaneously as an alternate councillor for more than one component body.

If the number of alternate councillors is insufficient to fill all councillor positions for a component body, then a
member of that component body may be seated as a councillor pro-tem by either the concurrence of an officer of the
component body or upon written request to the Council secretary with a majority vote of the Council. Disputes
regarding the assignment of councillor pro-tem positions will be decided by the speaker.

Amendments to Council Standing Rules

These rules shall be amended by a majority vote using the formal Council resolution process outlined herein
and become effective immediately upon adoption. Suspension of these Council Standing Rules requires a two-thirds
vote.

Announcements

Proposed announcements to the Council must be submitted by the author to the Council secretary, or to the
speaker. The speaker will have sole discretion as to the propriety of announcements. Announcements of general
interest to members of the Council, at the discretion of the speaker, may be made from the podium. Only
announcements germane to the business of the Council or the College will be permitted.

Appeals of Decisions from the Chair
A two-thirds vote is required to override a ruling by the chair.

Board of Directors Seating
Members of the Board of Directors will be seated on the floor of the Council and are granted full floor
privileges except the right to vote.

Campaign Rules

Rules governing campaigns for election of the president-elect, Board of Directors, and Council officers shall
be developed by the Steering Committee and reviewed on an annual basis. Candidates, councillors, and component
bodies are responsible for abiding by the campaign rules.

Contflict of Interest Disclosure

All councillors and alternate councillors will be familiar with and comply with ACEP’s Conflict of
Interest policy. Individuals who have a financial interest in a commercial enterprise, which interest will be
materially affected by a matter before the Council, will declare their conflict prior to providing testimony.

Councillor Allocation for Sections of Membership

To be eligible to seat a credentialed councillor, a section must have 100 dues-paying members, or the
minimum number established by the Board of Directors, on December 31 preceding the annual meeting. Section
councillors must be certified by the section by notifying the Council secretary at least 60 days before the annual
meeting.



Councillor Seating
Councillor seating will be grouped by component body and the location rotated year to year in an equitable
manner.

Credentialing and Proper Identification

To facilitate identification and seating, councillors are required to wear a name badge with a ribbon indicating
councillor or alternate councillor. Individuals without such identification will be denied admission to the Council floor.
Voting status will be designated by possession of a councillor voting card issued at the time of credentialing by the
Tellers, Credentials, & Elections Committee. College members and guests must also wear proper identification for
admission to the Council meeting room and reference committees.

The Tellers, Credentials, & Elections Committee, at a minimum, will report the number of credentialed
councillors at the beginning of each Council session. This number is used as the denominator in determining a two-
thirds vote necessary to adopt a Bylaws amendment.

Debate

Councillors, members of the Board of Directors, past presidents, past speakers, and past chairs of the Board
wishing to debate should proceed to a designated microphone. As a courtesy, once recognized to speak, each person
should identify themselves, their affiliation (i.e., chapter, section, Board, past president, past speaker, past chair, etc.),
and whether they are speaking “for” or “against” the motion.

Debate should not exceed two minutes for each recognized individual unless special permission has been
granted by the presiding officer. Participants should refrain from speaking again on the same issue until all others
wishing to speak have had the opportunity to do so.

In accordance with parliamentary procedure, the individual speaking may only be interrupted for the following
reasons: 1) point of personal privilege; 2) motion to reconsider; 3) appeal; 4) point of order; 5) parliamentary inquiry;
6) withdraw a motion; or 7) division of assembly. All other motions must wait their turn and be recognized by the
chair.

Seated councillors or alternate councillors have full privileges of the floor. Upon written request and at the
discretion of the presiding officer, alternate councillors not currently seated and other individuals may be recognized
and address the Council. Such requests must be made in writing prior to debate on that issue and should include the
individual’s name, organization affiliation, issue to be addressed, and the rationale for speaking to the Council.

Distribution of Printed or Other Material During the Annual Meeting
The speaker will have sole discretion to authorize the distribution of printed or other material on the Council
floor during the annual meeting. Such authorization must be obtained in advance.

Election Procedures

Elections of the president-elect, Board of Directors, and Council officers shall be by a majority vote of
councillors voting. Voting shall be by written or electronic ballot, which may include remote communication and
voting technology. There shall be no write-in voting. Individual connectivity issues or individual disruption of remote
communication technology shall not be the basis for a point of order and/or other challenge to any voting utilizing such
technology. However, points of order related to perceived or potential mass discrepancies in voting are still in order.
The Chair of the Tellers, Credentials, & Elections Committee will monitor the voting for large discrepancies between
votes and notify the speaker.

When voting electronically, the names of all candidates for a particular office will be projected at the same
time. Thirty (30) seconds will be allowed for each ballot. Councillors may change votes only during the allotted time.
The computer will accept the last vote or group of votes selected before voting is closed. When voting with paper
ballots, the chair of the Tellers, Credentials, & Elections Committee will determine the best procedure for the election
process.

Councillors must vote for the number of candidates equal to the number of available positions for each ballot.
A councillor’s individual ballot shall be considered invalid if there are greater or fewer votes on the ballot than is
required. The total number of valid and invalid individual ballots will be used for purposes of determining the
denominator for a majority of those voting.

The total valid votes for each candidate will be tallied and candidates who receive a majority of votes cast
shall be elected. If more candidates receive a majority vote than the number of positions available, the candidates with
the highest number of votes will be elected. When one or more vacancies still exist, elected candidates and their
respective positions are removed and all non-elected candidates remain on the ballot for the subsequent vote. If no
candidate is elected on any ballot, the candidate with the lowest number of valid votes is removed from subsequent
ballots. In the event of a tie for the lowest number of valid votes on a ballot in which no candidate is elected, a run-off
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will be held to determine which candidate is removed from subsequent ballots. This procedure will be repeated until a
candidate receives the required majority vote* for each open position.

*NOTE: If at any time, the total number of invalid individual ballots added to any candidate’s total valid votes would
change which candidate is elected or removed, then only those candidates not affected by this discrepancy will be
elected. If open positions remain, a subsequent vote will be held to include all remaining candidates from that round of
voting.

The chair of the Tellers, Credentials, & Elections Committee will make the final determination as to the
validity of each ballot. Upon completion of the voting and verification of votes for all candidates, the Tellers,
Credentials, & Elections Committee chair will report the results to the speaker.

Within 24 hours after the close of the annual Council meeting, the Chair of the Tellers, Credentials, &
Elections Committee shall present to the Council Secretary a written report of the results of all elections. This report
shall include the number of credentialed councillors, the slate of candidates, and the number of open positions for each
round of voting, the number of valid and invalid ballots cast in each round of voting, the number needed to elect and
the number of valid votes cast per candidate in each round of voting, and verification of the final results of the
elections. This written report shall be considered a privileged and confidential document of the College. However,
when there is a serious concern that the results of the election are not accurate, the speaker has discretion to disclose
the results to provide the Council an assurance that the elections are valid. Individual candidates may request and
receive their own total number of votes and the vote totals of the other candidates without attribution.

Electronic Devices

All electronic devices must be kept in “quiet” mode during the Council meeting. Talking on cellular phones is
prohibited in Council meeting rooms. Use of electronic devices for Council business during the meeting is encouraged,
but not appropriate for other unrelated activities.

Leadership Development Advisory Committee

The Leadership Development Advisory Committee (LDAC) is a Council Committee charged with identifying
and mentoring diverse College members to serve in College leadership roles. The LDAC will offer to interested
members guidance in opportunities for College leadership and, when applicable, in how to obtain and submit materials
necessary for consideration by the Nominating Committee.

Limiting Debate

A motion to limit debate on any item of business before the Council may be made by any councillor who has
been granted the floor and who has not debated the issue just prior to making that motion. This motion requires a
second, is not debatable, and must be adopted by a two-thirds vote. See also Debate and Voting Immediately.

Nominating Committee

The Nominating Committee shall be charged with developing a slate of candidates for all offices elected by
the Council. Among other factors, the committee shall consider activity and involvement in the College, the Council,
and component bodies, leadership experience in other organizations or practicing institution, candidate diversity, and
specific experiential needs of the organization when considering the slate of candidates.

Nominations

A report from the Nominating Committee will be presented at the opening session of the Annual Council
Meeting. The floor will then be open for additional nominations by any credentialed councillor, member of the Board
of Directors, past president, past speaker, or past chair of the Board, after which nominations will be closed and shall
not be reopened.

Members not nominated by the Nominating Committee may self-nominate by declaring themselves “floor
candidates” at any time after the release of the Nominating Committee report and before the speaker closes
nominations during the Council meeting. All floor candidates must notify the Council speaker in writing. Upon receipt
of this notification, the candidate becomes a “declared floor candidate,” has all the rights and responsibilities of
candidates otherwise nominated by the Nominating Committee, and must comply with all rules and requirements of
the candidates. All required candidate materials (including but not limited to professional photo, CV, Candidate
Campaign Rules Attestation, responses to written questions, candidate data sheet, conflict of interest disclosure
statement) must be available immediately at the time of floor nomination — either completed by the due date for all
nominees or at the time of notification to the speaker of intent to seek nomination, whichever date is later. See also
Election Procedures.



Parliamentary Procedure

The current edition of Sturgis, Standard Code of Parliamentary Procedure will govern the Council, except
where superseded by these Council Standing Rules, the College Manual, and/or the Bylaws. See also Limiting Debate
and Voting Immediately.

Any councillor may call for a “point of personal privilege,” “point of order,” or “parliamentary inquiry” at any
time even if it interrupts the current person speaking. This procedure is intended for uses such as asking a question for
clarification, asking the person speaking to talk louder, or to make a request for personal comfort. Use of “personal
privilege,” etc. to interject debate is out of order.
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Past Presidents, Past Speakers, and Past Chairs of the Board Seating

Past presidents, past speakers, and past chairs of the Board of the College are invited to sit with their
respective component body, must wear appropriate identification, and are granted full floor privileges except the right
to vote unless otherwise eligible as a credentialed councillor.

Policy Review
The Council Steering Committee will report annually to the Council the results of a periodic review of non-
Bylaws resolutions adopted by the Council and approved by the Board of Directors.

Reference Committees

Resolutions meeting the filing and transmittal requirements in these Standing Rules will be assigned by the
speaker to a Reference Committee for deliberation and recommendation to the Council, except for commendation and
memorial resolutions. Reference Committee meetings are open to all members of the College, its committees, and
invited guests.

Reference Committees will hear as much testimony for its assigned resolutions as is necessary or practical and
then adjourn to executive session to prepare recommendations for each resolution in a written Reference Committee
Report.

A Reference Committee may recommend that a resolution:

A) Be Adopted or Not Be Adopted: In this case, the speaker shall state the resolution, which is then the subject
for debate and action by the Council.

B) Be Amended or Substituted: In this case, the speaker shall state the resolution as amended or substituted,
which is then the subject for debate and action by the Council.

C) Be Referred: In this case, the speaker shall state the motion to refer. Debate on a Reference Committee’s
motion to refer may go fully into the merits of the resolution. If the motion to refer is not adopted, the speaker
shall state the original resolution.

Other information regarding the conduct of Reference Committees is contained in the Councillor Handbook.

Reports

Committee and officer reports to be included in the Council minutes must be submitted in writing to the Council
secretary. Authors of reports who petition or are requested to address the Council should note that the purpose of these
presentations are to elaborate on the facts and findings of the written report and to allow for questions. Debate on relevant
issues may occur subsequent to the report presentation.

Resolutions

“Resolutions” are considered formal motions that if adopted by a majority vote of the Council and ratified by
the Board of Directors become official College policy. Resolutions pertaining only to the Council Standing Rules do
not require Board ratification and become effective immediately upon adoption. Resolutions pertaining to the College
Bylaws (Bylaws resolutions) require adoption by a two-thirds vote of credentialed councillors and subsequently a two-
thirds vote of the Board of Directors.

Resolutions must be submitted in writing by at least two members or by component bodies, College
committees, or the Board of Directors. A letter of endorsement is required from the submitting body if submitted by a
component body. All resolution sponsors and cosponsors must be confirmed at least 45 days in advance of the Council
meeting.

All motions for substantive amendments to resolutions must be submitted in writing through the electronic
means provided to the Council during the annual meeting, with the exception of technical difficulties preventing such
electronic submission, signed by the author, and presented to the Council prior to being considered. When appropriate,
amendments will be distributed or projected for viewing.

Background information, including financial analysis, will be prepared by staff on all resolutions, except for
commendation and memorial resolutions, submitted on or before 90 days prior to the annual meeting.
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*  Regular Non-Bylaws Resolutions

Non-Bylaws resolutions submitted on or before 90 days prior to the annual meeting are known as “regular
resolutions” and will be referred to an appropriate Reference Committee for consideration at the annual
meeting.

Regular resolutions may be modified or withdrawn by the author(s) up to 45 days prior to the annual
meeting. After such time, revisions will follow the usual amendment process and may be withdrawn only with
consent of the Council at the annual meeting. As determined by the speaker, extensive revisions during the 90
to 45 day window that appear to alter the original intent of a regular resolution or that would render the
background information meaningless will be considered as “Late Resolutions.”

*  Bylaws Resolutions

Bylaws resolutions must be submitted on or before 90 days prior to the annual meeting and will be
referred to an appropriate Reference Committee for consideration at the annual meeting. The Bylaws
Committee, up to 45 days prior to the Council meeting, with the consent of the author(s), may make changes to
Bylaws resolutions insofar as such changes would clarify the intent or circumvent conflicts with other portions
of the Bylaws.

Bylaws resolutions may be modified or withdrawn by the author(s) up to 45 days prior to the annual
meeting. After such time, revisions will follow the usual amendment process and may be withdrawn only with
consent of the Council at the annual meeting. As determined by the speaker, revisions during the 90 to 45 day
window that appear to alter the original intent of a Bylaws resolution, or are otherwise considered to be out of
order under parliamentary authority, will not be permitted.

e Late Resolutions

Resolutions submitted after the 90-day submission deadline, but at least 24 hours prior to the beginning of
the annual meeting are known as “late resolutions.” These late resolutions are considered by the Steering
Committee at its meeting on the evening prior to the opening of the annual meeting. The Steering Committee
is empowered to decide whether a late submission is justified due to events that occurred after the filing
deadline. An author of the late resolution shall be given an opportunity to inform the Steering Committee why
the late submission was justified. If a majority of the Steering Committee votes to accept a late resolution, it
will be presented to the Council at its opening session and assigned to a Reference Committee, except for
commendation and memorial resolutions. If the Steering Committee votes unfavorably and rejects a late
resolution, the reason for such action shall be reported to the Council at its opening session. The Council does
not consider rejected late resolutions. The Steering Committee’s decision to reject a late resolution may be
appealed to the Council. When a rejected late resolution is appealed, the speaker will state the reason(s) for the
ruling on the late resolution and without debate, the ruling may be overridden by a two-thirds vote.

e Emergency Resolutions

Emergency resolutions are resolutions that do not qualify as “regular” or “late” resolutions. They are
limited to substantive issues that because of their acute nature could not have been anticipated prior to the
annual meeting or resolutions of commendation that become appropriate during the course of the Council
meeting. Resolutions not meeting these criteria may be ruled out of order by the speaker. Should this ruling be
appealed, the speaker will state the reason(s) for ruling the emergency resolution out of order and without
debate, the ruling may only be overridden by a two-thirds vote. See also Appeals of Decisions from the Chair.

Emergency resolutions must be submitted in writing, signed by at least two members, and presented to the
Council secretary. The author of the resolution, when recognized by the chair, may give a one-minute
summary of the emergency resolution to enable the Council to determine its merits. Without debate, a simple
majority vote of the councillors present and voting is required to accept the emergency resolution for floor
debate and action. If an emergency resolution is introduced prior to the beginning of the Reference Committee
hearings, it shall upon acceptance by the Council be referred to the appropriate Reference Committee, except
for commendation and memorial resolutions. If an emergency resolution is introduced and accepted after the
Reference Committee hearings, the resolution shall be debated on the floor of the Council at a time chosen by
the speaker.

Smoking Policy
Smoking is not permitted in any College venue.

Unanimous Consent Agenda
A “Unanimous Consent Agenda” is a list of resolutions with a waiver of debate.
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All resolutions assigned to a Reference Committee shall be placed on a Unanimous Consent Agenda.

The Unanimous Consent Agenda will be listed at the beginning of the Reference Committee report along with
the committee’s recommendation for adoption, referral, amendment, substitution, or not for adoption for each resolution
listed. A request for extraction of any resolution from the Unanimous Consent Agenda by any credentialed councillor is
in order at the beginning of the Reference Committee report. Thereafter, the remaining items on the Unanimous Consent
Agenda will be approved unanimously en bloc without discussion. The Reference Committee reports will then proceed
in the usual manner with any extracted resolution(s) debated at an appropriate time during that report.

Voting Immediately

A motion to “vote immediately” may be made by any councillor who has been granted the floor. This motion
requires a second, is not debatable, and must be adopted by two-thirds of the councillors voting. Councillors are out of
order who move to “vote immediately” during or immediately following their presentation of testimony on that
motion. The motion to “vote immediately” applies only to the immediately pending matter, therefore, motions to “vote
immediately on all pending matters” is out of order. The opportunity for testimony on both sides of the issue, for and
against, must be presented before the motion to “vote immediately” will be considered in order. See also Debate and
Limiting Debate.

Voting on Resolutions and Motions

Voting may be accomplished by an electronic voting system, including remote communication technology,
voting cards, standing, or voice vote at the discretion of the speaker. Numerical results of electronic votes and standing
votes on resolutions and motions will be presented before proceeding to the next issue. Individual connectivity issues
or individual disruption of remote communication and voting technology shall not be the basis for a point of order
and/or other challenge to any voting utilizing such technology. However, points of order related to perceived or
potential mass discrepancies in voting are still in order. The Chair of the Tellers, Credentials, & Elections Committee
will monitor the voting for large discrepancies between votes and notify the speaker.
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BYLAWS
October 2022
ARTICLE I — NAME
This corporation, an association of physicians active in emergency medicine organized under the laws of the
State of Texas, shall be known as the AMERICAN COLLEGE OF EMERGENCY PHYSICIANS (hereinafter
sometimes referred to as “ACEP” or the “College”). The words “physician” or “physicians” as used herein include
both medical and osteopathic medical school graduates.
ARTICLE IT — MISSION, PURPOSES, AND OBJECTIVES

Section 1 — Mission

The American College of Emergency Physicians exists to support quality emergency medical care and to
promote the interests of emergency physicians.

Section 2 — Purposes and Objectives

The purposes and objectives of the College are:

1. To establish guidelines for quality emergency medical care.

2. To encourage and facilitate the postgraduate training and continuing medical education of emergency
physicians.

3. To encourage and facilitate training and education in emergency medicine for all medical students.

4.  To promote education in emergency care for all physicians.

5. To promote education about emergency medicine for our patients and for the general public.

6.  To promote the development and coordination of quality emergency medical services and systems.

7. To encourage emergency physicians to assume leadership roles in out-of-hospital care and disaster
management.

8. To evaluate the social and economic aspects of emergency medical care.

9.  To promote universally available and cost effective emergency medical care.

10. To promote policy that preserves the integrity and independence of the practice of emergency medicine.

11.  To encourage and support basic and clinical research in emergency medicine.

12.  To encourage emergency physician representation within medical organizations and academic
institutions.

ARTICLE III — COLLEGE MEETINGS

All meetings of the Board of Directors of the College (the “Board of Directors” or the “Board”), the Council,
and College committees shall be open to all members of the College. A closed session may be called by the Board of
Directors, the Council, or any College committee for just cause, but all voting must be in open session.

ARTICLE IV — MEMBERSHIP
Section 1 — Eligibility
Membership in the College is contingent upon the applicant or member showing a significant interest in
emergency medicine and being of good moral and professional character. Members agree to abide by the “Code of
Ethics for Emergency Physicians.” No person shall be denied membership because of sex, race, age, political or

religious beliefs, sexual orientation, or real or perceived gender identity.
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Section 2 — Classes of Membership

All members shall be elected or appointed by the Board of Directors to one of the following classes of
membership: (1) regular member; (2) candidate member; (3) honorary member; or (4) international member. The
qualifications required of the respective classes, their rights and obligations, and the methods of their election or
appointment shall be set forth in these Bylaws or as otherwise determined by the Board of Directors in the
extraordinary case of an individual who does not satisfy all of the criteria of any particular class. Benefits for each
class of membership shall be determined by the Board of Directors.

Section 2.1 — Regular Members

Regular members of the College are physicians who devote a significant portion of their medical endeavors to
emergency medicine. All regular members must meet one of the following criteria: 1) satisfactory completion of an
emergency medicine residency program accredited by the Accreditation Council on Graduate Medical Education
(ACGME) or the American Osteopathic Association (AOA); 2) satisfactory completion of an emergency medicine
residency program approved by an ACEP-recognized accrediting body in a foreign country; 3) satisfactory completion
of a subspecialty training program in pediatric emergency medicine accredited by the ACGME; 4) primary board
certification by an emergency medicine certifying body recognized by ACEP; or 5) eligibility for active membership in
the College (as defined by the College Bylaws then in force) at any time prior to close of business December 31, 1999.

Regular members shall be assigned by the Board of Directors to one of the following statuses: (1) active, (2)
inactive, or (3) retired. Members who qualify will additionally be assigned to life status. All applicants for regular
membership shall, hold a current, active, full, valid, unrestricted, and unqualified license to practice medicine in the
state, province, territory, or foreign country in which they practice, or be serving in a governmental medical
assignment. All regular members must either continue to maintain a valid license to practice medicine or have
voluntarily relinquished the license upon leaving medical practice. A license to practice medicine shall not be
considered voluntarily relinquished if it was surrendered, made inactive, or allowed to expire under threat of probation
or suspension or other condition or limitation upon said license to practice medicine by a licensing body in any
jurisdiction.

Regular members who are unable to engage in medical practice may, upon application to the Board of
Directors, be assigned to inactive status. The inactive status designation shall be for a period of one year, renewable
annually upon re-application.

Regular members who have retired from medical practice for any reason shall be assigned to retired status.

Any regular member who has been a member of the College for a minimum of 30 years in any class shall be
assigned to life status. Any member previously designated as a life member under any prior definition shall retain life
status.

Regular members, with the exception of those in inactive status, may hold office, may serve on the Council,
and may vote in committees on which they serve. Regular members in inactive status shall not be eligible to hold
office, to serve on the Council, or serve on committees.

Section 2.2 — Honorary Members

Persons of distinction who are not members of the College, but have rendered outstanding service to the
College or to the specialty of emergency medicine may be elected to honorary membership by the Board of Directors.
Individual members and Council component bodies may propose candidates for honorary membership in the College
to the Board of Directors. Honorary members cannot be eligible for other categories of College membership. Honorary
members are considered members for life and shall not be required to pay any dues. Honorary members may not hold
office and may not serve on the Council. Honorary members may vote in committees on which they serve.

Section 2.3 — Candidate Members

Candidate members must meet one of the following criteria: 1) medical student or intern interested in
emergency medicine; 2) physician participating in an emergency medicine residency training program; 3) physician
participating in a fellowship training program immediately following an emergency medicine residency; 4) physician
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participating in a pediatric emergency medicine fellowship training program; or 5) physician in the uniformed services
while serving as general medical officer. General medical officers shall be eligible for candidate membership for a
maximum of four years. All candidate members will be assigned by the Board of Directors to either active or inactive
status.

The rights of candidate members at the chapter level are as specified in their chapter’s bylaws. At the national
level, candidate members shall not be entitled to hold office, but physician members may serve on the Council.
Candidate members appointed to national committees shall be entitled to vote in committees on which they serve.

Candidate members whose training is interrupted for any reason may, upon application to the Board of
Directors, be assigned to inactive status. The inactive status designation shall be for a period of one year, renewable
annually upon re-application. Candidate members in inactive status shall not be eligible to hold office, serve on the
Council, or serve on committees.

Section 2.4 — International Members

Any physician interested in emergency medicine who is not a resident of the United States or a possession
thereof, and who is licensed to practice medicine by the government within whose jurisdiction such physician resides
and practices, shall be eligible for international membership. All international members will be assigned by the Board
of Directors to either active or inactive status. Members who qualify will additionally be assigned to life status.

International members who are unable to engage in medical practice may, upon application to the Board of
Directors, be assigned to inactive status. The inactive status designation shall be for a period of one year, renewable
annually upon re-application.

Any international member who has been a member of the College for a minimum of 30 years in any class shall
be assigned to life status. Any member previously designated as a life member under any prior definition shall retain
life status.

International members may not hold office and may not serve on the Council. International members, with the
exception of those in inactive status, may vote in committees on which they serve.

Section 3 — Agreement

Acceptance of membership in the College shall constitute an agreement by the member to comply with the
ACEP Bylaws. The Board of Directors shall serve as the sole judge of such member’s right to be or to remain a
member, subject to Article IV, Section 4 of these Bylaws and the due process as described in the College Manual.

All right, title, and interest, both legal and equitable, of a member in and to the property of this organization
shall cease in the event of any of the following: a) the expulsion of such member; b) the striking of the member's name
from the roll of members; ¢) the member’s death or resignation.

Section 4 — Disciplinary Action

Members of the College may be subject to disciplinary action or their membership may be suspended or
terminated by the Board of Directors, or a designated body appointed by the Board of Directors for such purpose, for
good cause. Procedures for such disciplinary action shall be stated in the College Manual.

Section 5 — Dues, Fees, and Assessments

Application fees and annual dues shall be determined annually by the Board of Directors. Assessments of
members may not be levied except upon recommendation of the Board of Directors and by a majority vote of the
Council. Notice of any proposed assessment shall be sent to each member of the College by mail or official publication
at least 30 days before the meeting of the Council at which the proposed assessment will be considered. The Board of
Directors shall establish uniform policies regarding dues, fees, and assessments.

Any member whose membership has been canceled for failure to pay dues or assessments shall lose all
privileges of membership. The Board of Directors may establish procedures and policies with regard to the
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nonpayment of dues and assessments.
Section 6 — Official Publications

Each member shall receive Annals of Emergency Medicine and ACEP Now as official publications of the
College as a benefit of membership.

ARTICLE V — ACEP FELLOWS
Section 1 — Eligibility
Fellows of the College shall meet the following criteria:

1. Be candidate physician, regular, or international members for three continuous years immediately prior to
election.

2. Be certified in emergency medicine at the time of election by the American Board of Emergency
Medicine, the American Osteopathic Board of Emergency Medicine, or in pediatric emergency medicine
by the American Board of Pediatrics.

3. Meet the following requirements demonstrating evidence of high professional standing at some time
during their professional career prior to application.

A. At least three years of active involvement in emergency medicine as the physician’s chief professional
activity, exclusive of residency training, and;
B. Satisfaction of at least three of the following individual criteria during their professional career:

1. active involvement, beyond holding membership, in voluntary health organizations, organized
medical societies, or voluntary community health planning activities or service as an elected or
appointed public official;

2. active involvement in hospital affairs, such as medical staff committees, as attested by the
emergency department director or chief of staff;

3. active involvement in the formal teaching of emergency medicine to physicians, nurses, medical
students, out-of-hospital care personnel, or the public;

4. active involvement in emergency medicine administration or departmental affairs;

5. active involvement in an emergency medical services system;

6. research in emergency medicine;

7. active involvement in ACEP chapter activities as attested by the chapter president or chapter
executive director;

8. member of a national ACEP committee, the ACEP Council, or national Board of Directors;

9. examiner for, director of, or involvement in test development and/or administration for the
American Board of Emergency Medicine or the American Osteopathic Board of Emergency
Medicine;

10. reviewer for or editor or listed author of a published scientific article or reference material in the
field of emergency medicine in a recognized journal or book.

Provision of documentation of the satisfaction of the above criteria is the responsibility of the candidate, and
determination of the satisfaction of these criteria shall be by the Board of Directors of ACEP or its designee.

Section 2 — Fellow Status

Fellows shall be authorized to use the letters FACEP in conjunction with professional activities. Members
previously designated as ACEP Fellows under any prior criteria shall retain Fellow status. Maintenance of Fellow
status requires continued membership in the College. Fees, procedures for election, and reasons for termination of
Fellows shall be determined by the Board of Directors.

ARTICLE VI — CHAPTERS
Section 1 — Charters

This corporation may grant charters to chapters of the College according to procedures described in the
College Manual.
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Section 2 — Chapter Bylaws

A petition for the chartering of a chapter shall be accompanied by the proposed bylaws of the chapter. No
charter shall be issued until such bylaws are approved by the Board of Directors of the College. Chartered chapters
must ensure that their bylaws conform to the College Bylaws and current approved chapter bylaws guidance
documents. Proposed amendments to the bylaws of a chapter shall be submitted in a format and manner designated by
the College not later than 30 days following the adoption of such proposed amendments by the chapter, pursuant to its
bylaws and procedures. No proposed amendment shall have any force or effect until it has been approved by the Board
of Directors of the College. A proposed amendment shall be considered approved if the Board of Directors or its
designee fails to give written notice of any objection within 90 days of receipt as documented by the College.

No chapter is permitted to act on behalf of, or to appear to third parties to be acting on behalf of, the College.
In accepting or retaining a charter as a chapter of the College, the chapter and its members acknowledge the fact that
the chapter is not an agent of the College notwithstanding that the College has the authority to establish rules
governing actions of the chapter which may give the appearance of a principal-agent relationship.

Section 3 — Qualifications

The membership of a chapter shall consist of members of the College who meet the qualifications for
membership in that chapter. To qualify for membership in a chapter, a person must be a member of the College and
have residential or professional ties to that chapter’s jurisdiction. Likewise, with the exception of members who are
retired from medical practice regardless of membership class, each member of the College must hold membership in a
chapter in which the member resides or practices if one exists. If membership is transferred to a new chapter, dues for
the new chapter shall not be required until the member’s next anniversary date.

A member with professional and/or residential ties in multiple chapters may hold membership in these
chapters, providing the member pays full chapter dues in each chapter. Such members with multiple chapter
memberships shall designate which single chapter membership shall count for purposes of councillor allotment. A
member of a chapter who retires from medical practice regardless of membership class and changes his/her state of
residence may retain membership in a chapter of prior professional practice/residence.

A member of a chapter who changes residential or professional location may remain a member of that chapter
if there is no chapter at the new location.

Section 4 — Component Branches

A chapter may, under provisions in its bylaws approved by the Board of Directors, charter branches in
counties or districts within its area. Upon the approval of the Board of Directors of the College, such component
branches may include adjacent counties or districts.

Section 5 — Charter Suspension — Revocation

The charter of any chapter may be suspended or revoked by the Board of Directors when the actions of the
chapter are deemed to be in conflict with the Bylaws, or if the chapter fails to comply with all the requirements of
these Bylaws or with any lawful requirement of the College.

On revocation of the charter of any chapter by the Board of Directors, the chapter shall take whatever legal
steps are necessary to change its name so that it no longer suggests any connection with the American College of
Emergency Physicians. After revocation, the former chapter shall no longer make any use of the College name or logo.

Section 6 — Ultimate Authority by College
Where these Bylaws and the respective chapter bylaws are in conflict, the provisions of these Bylaws shall be

supreme. When, due to amendment, these Bylaws and the chapter bylaws are in conflict, the chapter shall have two
years from written notice of such conflict to resolve it through amendment of chapter bylaws.



ARTICLE VII — SECTIONS

The College may have one or more groups of members known as sections to provide for members who have
special areas of interest within the field of emergency medicine.

Upon the petition of 100 or more members of the College, the Board of Directors may charter such a section of
the College. Minimum dues and procedures to be followed by a section shall be determined by the Board of Directors.

ARTICLE VIII — COUNCIL

The Council is an assembly of members representing ACEP’s chartered chapters, sections, the Emergency
Medicine Residents’ Association (EMRA), the American College of Osteopathic Emergency Physicians (ACOEP), the
Association of Academic Chairs in Emergency Medicine (AACEM), the Council of Emergency Medicine Residency
Directors (CORD), and the Society for Academic Emergency Medicine (SAEM). These component bodies, also
known as sponsoring bodies, shall elect or appoint councillors to terms not to exceed three years. Any limitations on
consecutive terms are the prerogative of the sponsoring body.

Section 1 — Composition of the Council

Each chartered chapter shall have a minimum of one councillor as representative of all of the members of such
chartered chapter. There shall be allowed one additional councillor for each 100 members of the College in that
chapter as shown by the membership rolls of the College on December 31 of the preceding year. However, a member
holding memberships simultaneously in multiple chapters may be counted for purposes of councillor allotment in only
one chapter. Councillors shall be elected or appointed from regular and candidate physician members in accordance
with the governance documents or policies of their respective sponsoring bodies.

An organization currently serving as, or seeking representation as, a component body of the Council must
meet, and continue to meet, the criteria stated in the College Manual. These criteria do not apply to chapters or sections
of the College.

EMRA shall be entitled to eight councillors, each of whom shall be a candidate or regular member of the
College, as representative of all of the members of EMRA.

ACOEP shall be entitled to one councillor, who shall be a regular member of the College, as representative of
all of the members of ACOEP.

AACEM shall be entitled to one councillor, who shall be a regular member of the College, as representative of
all of the members of AACEM.

CORD shall be entitled to one councillor, who shall be a regular member of the College, as representative of
all of the members of CORD.

SAEM shall be entitled to one councillor, who shall be a regular member of the College, as representative of
all of the members of SAEM.

Each chartered section shall be entitled to one councillor as representative of all of the members of such
chartered section if the number of section dues-paying and complimentary candidate members meets the minimum
number established by the Board of Directors for the charter of that section based on the membership rolls of the
College on December 31 of the preceding year.

A councillor representing one component body may not simultaneously represent another component body as
a councillor or alternate councillor.

Each component body shall also elect or appoint alternate councillors who will be empowered to assume the
rights and obligations of the sponsoring body’s councillor at Council meetings at which such councillor is not available
to participate. An alternate councillor representing one component body may not simultaneously represent another
component body as a councillor or alternate councillor.



Councillors shall be certified by their sponsoring body to the Council secretary on a date no less than 60 days
before the annual meeting.

Section 2 — Powers of the Council

The Council shall have the right and responsibility to advise and instruct the Board of Directors regarding any
matter of importance to the College by means of Bylaws and non-Bylaws resolutions and other actions or
appropriations enacted by the Council. Notwithstanding any other provision of these Bylaws, the Council shall have
the right to amend the College Bylaws and College Manual, amend or restate or repeal the College Articles of
Incorporation, and to elect the Council officers, the president-elect, and the members of the Board of Directors.

The Council shall have, in addition, the following powers:

To prepare and control its own agenda.

To act on any matter brought before it by a councillor or the Board of Directors.

To originate and act on resolutions.

To form, develop, and utilize committees.

To develop, adopt, and amend its rules of procedure (the Council Standing Rules) and other procedures
for the conduct of Council business, which do not require action by the Board of Directors.

M

Notwithstanding any other provision of these Bylaws, voting rights with respect to enactment of resolutions
directing the activities of the College, amendment of the Bylaws, amendment of the College Manual, amendment or
restatement or repeal of the Articles of Incorporation, and election of the Council officers, the president-elect, and the
members of the Board of Directors, are vested exclusively in members currently serving as councillors and are
specifically denied to all other members. These rights are not applicable at the chapter level unless specifically
permitted in a chapter’s bylaws.

Section 3 — Meetings

An annual meeting of the Council shall be held within or outside of the State of Texas at such time and place
as determined by the Board of Directors. Notice for the annual meeting is not required. Whenever the term “annual
meeting” is used in these Bylaws, it shall mean the annual meeting of the Council.

Special meetings of the Council may be held within or outside of the State of Texas and may be called by an
affirmative vote of two-thirds of the entire Board of Directors, by the speaker with concurrence of a two-thirds vote of
the entire Steering Committee, or by a petition of councillors comprised of signatures numbering one-third of the
number of councillors present at the previous annual meeting, as certified in the final report of the chair of the Tellers,
Credentials, & Elections Committee, provided that the time and place of such meeting shall be announced not less than
40 nor more than 50 days prior to the meeting.

Voting by proxy shall be allowed only at special meetings of the Council. The proxy of any councillor can be
revoked by that councillor at any time. The results of any vote that includes proxy ballots will have the same force as
any other vote of the Council.

Councillors eligible to vote at a special meeting of the Council are those who were credentialed by the Tellers,
Credentials, & Elections Committee at the previous annual meeting of the Council.

All members of the College shall be notified of all Council meetings by mail or official publication.
Section 4 — Quorum

A majority of the number of councillors credentialed by the Tellers, Credentials, and Elections Committee
during each session of the Council meeting shall constitute a quorum for that session. The vote of a majority of
councillors voting in person or represented by proxy (if applicable) shall decide any question brought before such
meeting, unless the question is one upon which a different vote is required by law, the Articles of Incorporation, or
these Bylaws.



Section 5 — Voting Rights

Each sponsoring body shall deposit with the secretary of the Council a certificate certifying its councillor(s)
and alternate(s). The certificate must be signed the president, secretary, or chairperson of the sponsoring body. No
councillor or alternate shall be seated who is not a member of the College. College members not specified in the
sponsoring body’s certificate may be certified and credentialed at the annual meeting in accordance with the Council
Standing Rules.

ACEP Past Presidents, Past Speakers, and Past Chairs of the Board, if not certified as councillors or alternate
councillors by a sponsoring body, may participate in the Council in a non-voting capacity. Members of the Board of
Directors may address the Council on any matter under discussion but shall not have voting privileges in Council
sessions.”

Whenever the term “present” is used in these Bylaws with respect to councillor voting, it shall mean
credentialed as certified by the chair of the Tellers, Credentials, & Elections Committee.

Section 6 — Resolutions

Resolutions pertinent to the objectives of the College or in relation to any report by an officer or committee of
the College shall be submitted in writing at least 90 days in advance of the Council meeting at which they are to be
considered. Resolutions submitted within 90 days of the Council meeting shall be considered only as provided in the
Council Standing Rules. Each resolution must be signed by at least two members of the College.

In the case of a resolution submitted by a component body of the Council or by a committee of the College,
such resolution must be accompanied by a letter of endorsement from the president or chairperson representing the
submitting body. Upon approval by the Council, and except for changes to the Council Standing Rules, resolutions
shall be forwarded immediately to the Board of Directors for its consideration.

Section 7 — Nominating Committee

A Nominating Committee for positions elected by the Council shall be appointed annually and chaired by the
speaker. The speaker shall appoint five members, at least one of which shall be a young physician, defined as a
member under the age of 40 or within the first ten years of practice, and the president shall appoint the president-elect
plus two additional Board members. A member of the College cannot concurrently accept nomination to the Board of
Directors and Council Office. Nominations will also be accepted from the floor.

Section 8 — Board of Directors Action on Resolutions
The Board of Directors shall act on all resolutions adopted by the Council, unless otherwise specified in these
Bylaws, no later than the second Board meeting following the annual meeting and shall address all other matters

referred to the Board within such time and manner as the Council may determine.

The Board of Directors shall take one of the following actions regarding a non-Bylaws resolution adopted by
the Council:

1.  Implement the resolution as adopted by the Council.

2. Overrule the resolution by a three-fourths vote. The vote and position of each Board member shall be
reported at the next meetings of the Steering Committee and the Council.

3. Amend the resolution in a way that does not change the basic intent of the Council. At its next meeting,

the Steering Committee must either accept or reject the amendment. If accepted, the amended resolution
shall be implemented without further action by the Council. If the Steering Committee rejects the
amendment, the Board at its next meeting shall implement the resolution as adopted by the Council,
propose a mutually acceptable amendment, or overrule the resolution.

The ACEP Council Speaker and Vice Speaker or their designee shall provide to the College a written summary
of the Council meeting within 45 calendar days of the adjournment of the Council meeting. This summary shall
include:



1. An executive summary of the Council meeting.
2. A summary and final text of each passed and referred resolution.

Thereafter, the Board of Directors shall provide to the College written and comprehensive communication
regarding the actions taken and status of each adopted and referred resolution. A summary of the Board of Directors’
intent, discussion, and decision for each referred resolution shall be included. These communications shall be provided
at quarterly intervals until these communications demonstrate that no further Board action is required according to the
Bylaws listed previously in this section.

Bylaws amendment resolutions are governed by Article XIII of these Bylaws.
ARTICLE IX — BOARD OF DIRECTORS
Section 1 — Authority

The management and control of the College shall be vested in the Board of Directors, subject to the
restrictions imposed by these Bylaws.

Section 2 — Composition and Election

Election of Directors shall be by majority vote of the Councillors present and voting at the annual meeting of
the Council.

The Board shall consist of 12 elected directors, plus the president, president-elect, immediate past president,
and chair if any of these officers is serving following the conclusion of his or her elected term as director. The
outgoing past president shall also remain a member of the Board of Directors until the conclusion of the Board meeting
immediately following the annual meeting of the Council. In no instance may a member of the Board of Directors sit
as a member of the Council.

The term of office of directors shall be three years and shall begin at the conclusion of the Board meeting
following the annual meeting at which their elections occur and shall end at the conclusion of the Board meeting
following the third succeeding annual meeting. No director may serve more than two consecutive three-year terms
unless specified elsewhere in these Bylaws.

Section 3 — Meetings

The Board of Directors shall meet at least three times annually. One of these meetings shall take place not later
than 30 days following the annual meeting of the College. The other meetings shall take place at such other times and
places as the Board may determine. Meetings may take place within or outside of the State of Texas. A majority of the
Board shall constitute a quorum.

Subject to the provisions of these Bylaws with respect to notice of meetings of the Board of Directors,
members of the Board of Directors may participate in and hold additional meetings of such Board by means of
conference telephone or similar communications equipment by means of which all persons participating in the meeting
can hear each other, and participation in a meeting pursuant to this section shall constitute presence in person at such
meeting, except where a director participates in such meeting for the express purpose of objecting to the transaction of
any business on the ground that the meeting is not lawfully called or convened.

Any action required or permitted to be taken at a meeting of the Board of Directors may be taken without a
meeting if a consent in writing, setting forth the action to be taken, shall be signed by all of the members of the Board
of Directors and Council officers, and such a consent shall have the same force and effect as a unanimous vote of the
members of the Board of Directors at a meeting of the Board of Directors.

Special meetings of the Board of Directors may be called by the president or the chair of the Board with not
less than 48 hours notice to each director, either personally or by other appropriate means of communication. Special
meetings also may be called by one-third of the current members of the Board in like manner and on like notice. Such
notice of a special meeting of the Board of Directors shall specify the business to be transacted at, and the purpose of,
such special meeting.
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Section 4 — Removal

Any member of the Board of Directors may be removed from office at any meeting of the Council by a three-
quarters vote of the councillors present, as certified by the chair of the Tellers, Credentials, & Elections Committee. A
removal must be initiated by a petition signed by councillors present at that meeting. The number of signatures on the
removal petition shall be not less than one-third of the number of councillors present at the meeting at which the
member of the Board of Directors was elected, as certified in the final report of the chair of the Tellers, Credentials, &
Elections Committee.

Section 5 — Vacancy
Any vacancy filled shall be for the remainder of the unexpired term.

A vacancy created by removal shall be filled by a majority vote of the councillors present and voting at the
Council meeting at which the removal occurs. Nominations for such vacancy shall be accepted from the floor of the
Council.

Vacancies created other than by removal may be filled by a majority vote of the remaining Board if more than
90 days remain before the annual Council meeting. If there are more than three concurrent vacancies, the Council shall
elect directors to fill all vacancies via special election. If fewer than 90 days remain before the annual Council meeting,
then the vacancies will not be filled until the annual Council meeting.

ARTICLE X — OFFICERS/EXECUTIVE DIRECTOR
Section 1 — Officers

The officers of the Board of Directors shall be president, president-elect, chair, immediate past president, vice
president, and secretary-treasurer. The officers of the Council shall be the speaker and vice speaker. The Board of
Directors may appoint other officers as described in these Bylaws.

Section 2 — Election of Officers

The chair, vice-president, and secretary-treasurer shall be elected by a majority vote at the Board meeting
immediately following the annual meeting. The president-elect shall be elected each year and the speaker and vice
speaker elected every other year by a majority vote of the councillors present and voting at the annual meeting.

Section 3 — Removal

Any officer of the Council, the president, and the president-elect may be removed from office at any meeting
of the Council by a three-quarters vote of the councillors present, as certified by the chair of the Tellers, Credentials, &
Elections Committee. A removal must be initiated by a petition signed by councillors present at that meeting. The
number of signatures on the removal petition shall be not less than one-third of the number of councillors present at the
meeting at which the Council officer was elected, as certified in the final report of the chair of the Tellers, Credentials,
& Elections Committee.

Removal of an individual from the position of chair, vice president, or secretary-treasurer without removal as a
member of the Board of Directors shall be carried out by the Board of Directors. Removal as chair shall also remove
that individual from the Board of Directors if the chair is serving only by virtue of that office. Removal shall require a
three-quarters vote of the full Board excluding the officer under consideration. Replacement shall be by the same
process as for regular elections of these Board officers.

Section 4 — Vacancy
Vacancies in the offices of the Board of Directors and the Council occurring for reasons other than removal
shall be filled in accordance with sections 4.1 through 4.4 of this Article X. Vacancies occurring by removal shall be

filled in accordance with sections 4.5 and 4.6 of this Article X. Succession or election to fill any vacated office shall
not count toward the term limit for that office.
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Section 4.1 — President

In the event of a vacancy in the office of the president, the president-elect shall immediately succeed to the
office of the president for the remainder of the unexpired term, after which their regular term as president shall be
served.

Section 4.2 — President-Elect

In the event of a vacancy in the office of the president-elect, the Board of Directors, speaker, and vice speaker
may fill the vacancy by majority vote for the remainder of the unexpired term from among the members of the Board.
If the vacancy in the office of president-elect is filled in such a manner, at the next annual Council meeting, the
Council shall, by majority vote of the credentialed councillors, either ratify the elected replacement, or failing such
ratification, the Council shall elect a new replacement from among the members of the Board. The Council shall, in the
normal course of Council elections, elect a new president-elect to succeed the just-ratified or just-elected president-
elect only when the latter is succeeding to the office of president at the same annual meeting.

Section 4.3 — Chair, Vice President, & Secretary-Treasurer

In the event of a vacancy in the office of chair, vice president, or secretary-treasurer, election to the vacant
office shall occur as the first item of business, after approval of the minutes, at the next meeting of the Board of
Directors.

Section 4.4 — Council Officers

In the event of a vacancy in the office of vice speaker, the Steering Committee shall nominate and elect an
individual who meets the eligibility requirements of these Bylaws to serve as vice speaker. This election shall occur as
the first item of business, following approval of the minutes, at the next meeting of the Steering Committee, by
majority vote of the entire Steering Committee. If the vacancy occurs during the first year of a two-year term, the vice
speaker will serve until the next meeting of the Council when the Council shall elect a vice speaker to serve the
remainder of the unexpired term.

In the event of a vacancy in the office of speaker, the vice speaker shall succeed to the office of speaker for the
remainder of the unexpired term, and an interim vice speaker shall then be elected as described above.

In the event that the offices of both speaker and vice speaker become vacant, the Steering Committee shall
elect a speaker to serve until the election of a new speaker and vice speaker at the next meeting of the Council.

Section 4.5 — Vacancy by Removal of a Board Officer

In the event of removal of an officer of the Board of Directors, excluding the president, replacement shall be
conducted by the same process as for regular elections of those officers. If the president is removed, the vacancy shall
be filled by the president-elect for the remainder of the unexpired term, after which their regular term as president shall
be served.

Section 4.6 — Vacancy by Removal of a Council Officer

In the event of removal of a Council officer, nominations for replacement shall be accepted from the floor of
the Council, and election shall be by majority vote of the councillors present and voting at the Council meeting at
which the removal occurs. In the event that the speaker is removed and the vice speaker is elected to the office of
speaker, the office of vice speaker shall then be filled by majority vote at that same meeting, from nominees from the
floor of the Council.

Section 5 — President

The president shall be a member of the Board of Directors, and shall additionally hold ex-officio membership
in all committees. The president’s term of office shall begin at the conclusion of the first ensuing annual meeting of the
Council following the meeting at which the election as president-elect occurred and shall end at the conclusion of the
next annual meeting of the Council, or when a successor is seated.
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Section 6 — Chair

The chair shall be a member of and shall chair the Board of Directors. Any director shall be eligible for
election to the position of chair and shall be elected at the first Board of Directors meeting following the annual
meeting of the Council. The chair’s term of office shall begin at the conclusion of the meeting at which the election as
chair occurs and shall end at the conclusion of the first Board of Directors meeting following the next annual meeting
of the Council or when a successor is elected. No director may serve more than one term as chair.

Section 7 — Vice President

The vice president shall be a member of the Board of Directors. A director shall be eligible for election to the
position of vice president if he or she has at least one year remaining as an elected director on the Board and shall be
elected at the first Board of Directors meeting following the annual meeting of the Council. The vice president's term
of office shall begin at the conclusion of the meeting at which the election as vice president occurs and shall end at the
conclusion of the first Board of Directors meeting following the next annual meeting of the Council or when a
successor is elected.

Section 8 — President-Elect

Any member of the Board of Directors excluding the president, president-elect, and immediate past president
shall be eligible for election to the position of president-elect by the Council. The president-elect shall be a member of
the Board of Directors. The president-elect's term of office shall begin at the conclusion of the meeting at which the
election as president-elect occurs and shall end with succession to the office of president. The president-elect shall be
elected by a majority vote of the councillors present and voting at the annual meeting of the Council. The president-
elect shall succeed to the office of president at the conclusion of the first ensuing annual meeting of the Council
following the meeting at which the election as president-elect occurred and shall end at the conclusion of the next
annual meeting of the Council, or when a successor is seated.

Section 9 — Secretary-Treasurer

The secretary-treasurer shall be a member of the Board of Directors. The secretary-treasurer shall cause to be
kept adequate and proper accounts of the properties, funds, and records of the College and shall perform such other
duties as prescribed by the Board.

A director shall be eligible for election to the position of secretary-treasurer if he or she has at least one year
remaining on the Board as an elected director and shall be elected at the first Board of Directors meeting following the
annual meeting of the Council. The secretary-treasurer's term of office shall begin at the conclusion of the meeting at
which the election as secretary-treasurer occurs and shall end at the conclusion of the first Board of Directors meeting
following the next annual meeting of the Council or when a successor is elected. No secretary-treasurer may serve
more than two consecutive terms.

The secretary-treasurer shall deposit or cause to be deposited all monies and other valuables in the name and to
the credit of the College with such depositories as may be designated by the Board of Directors. The secretary-
treasurer shall disburse the funds of the College as may be ordered by the Board of Directors; shall render to the Board
of Directors, whenever it may request it, an account of all transactions as treasurer, and of the financial condition of the
College; and shall have such powers and perform such other duties as may be prescribed by the Board of Directors or
these Bylaws. Any of the duties of the secretary-treasurer may, by action of the Board of Directors, be assigned to the
executive director.

Section 10 — Immediate Past President

The immediate past president shall remain a member of the Board of Directors for a period of one year
following the term as president, or until such time as the regular term as a Board member shall expire, whichever is
longer. The term of the immediate past president shall commence at the conclusion of the second annual meeting of the
Council following the meeting at which the election of president-elect occurred and shall end at the conclusion of the
third annual meeting following the election. The outgoing past president shall also remain a member of the Board of
Directors until the conclusion of the Board meeting immediately following the annual meeting of the Council.
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Section 11 — Speaker

The term of office of the speaker of the Council shall be two years. The speaker shall attend meetings of the
Board of Directors and may address any matter under discussion. The speaker shall preside at all meetings of the
Council, except that the vice speaker may preside at the discretion of the speaker. The speaker shall prepare, or cause
to be prepared, the agendas for the Council. The speaker may appoint committees of the Council and shall inform the
councillors of the activities of the College. The speaker’s term of office shall begin immediately following the
conclusion of the annual meeting at which the election occurred and shall conclude at such time as a successor takes
office. The speaker shall not have the right to vote in the Council except in the event of a tie vote of the councillors.
During the term of office, the speaker is ineligible to accept nomination to the Board of Directors of the College. No
speaker may serve consecutive terms.

Section 12 — Vice Speaker

The term of office of the vice speaker of the Council shall be two years. The vice speaker shall attend meetings
of the Board of Directors and may address any matter under discussion. The vice speaker shall assume the duties and
responsibilities of the speaker if the speaker so requests or if the speaker is unable to perform such duties. The term of
the office of the vice speaker shall begin immediately following the conclusion of the annual meeting at which the
election occurred and shall conclude at such time as a successor takes office. During the term of office, the vice
speaker is ineligible to accept nomination to the Board of Directors of the College. No vice speaker may serve
consecutive terms.

Section 13 — Executive Director

An executive director shall be appointed for a term and at a stipend to be fixed by the Board of Directors. The
executive director shall, under the direction of the Board of Directors, perform such duties as may be assigned by the
Board of Directors. The executive director shall keep or cause to be kept an accurate record of the minutes and
transactions of the Council and of the Board of Directors and shall serve as secretary to these bodies. The executive
director shall supervise all other employees and agents of the College and have such other powers and duties as may be
prescribed by the Board of Directors or these Bylaws. The executive director shall not be entitled to vote.

Section 14 — Assistant Secretary-Treasurer

Annually, the ACEP Board of Directors shall appoint an individual to serve as assistant secretary-treasurer.
The assistant secretary-treasurer shall serve as an officer of the corporation without authority to act on behalf of the
corporation, except (i) to execute and file required corporate and financial administrative and franchise type reports to
state, local, and federal authorities, or (ii) pursuant to any authority granted in writing by the secretary-treasurer. All
other duties of the secretary-treasurer are specifically omitted from this authority and are reserved for the duly elected
secretary-treasurer. The assistant secretary-treasurer shall not be a member of the Board of Directors.

ARTICLE XI — COMMITTEES
Section 1 — General Committees
The president shall annually appoint committees and task forces to address issues pertinent to the College as
deemed advisable. The members thereof need not consist of members of the Board, nor shall it be necessary that the
chair of a committee be a member of the Board. A majority of the voting membership of a committee shall constitute a
quorum.
The president shall appoint annually committees on Compensation, Bylaws, and Finance.
Section 2 — Executive Committee
The Board of Directors shall have an Executive Committee, consisting of the president, president-elect, vice
president, secretary-treasurer, immediate past president, and chair. The speaker shall attend meetings of the Executive

Committee. The Executive Committee shall have the authority to act on behalf of the Board, subject to ratification by
the Board at its next meeting.
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Meetings of the Executive Committee shall be held at the call of the chair or president. A report of its actions
shall be given by the Executive Committee to the Board of Directors in writing within two weeks of the adjournment
of the meeting.

Section 3 — Steering Committee

A Steering Committee of the Council shall be appointed by the speaker of the Council. The committee shall
consist of at least 15 members, each appointed annually for a one-year term. It shall be the function of the committee
to represent the Council between Council meetings. The committee shall be required to meet at least two times
annually, and all action taken by the committee shall be subject to final approval by the Council at the next regularly
scheduled session. The speaker of the Council shall be the chair of the Steering Committee.

The Steering Committee cannot overrule resolutions, actions, or appropriations enacted by the Council. The
Steering Committee may amend such instructions of the Council, or approve amendments proposed by the Board of
Directors, provided that such amendment shall not change the intent or basic content of the instructions. Such actions
to amend, or approve amendment, can only be by a three-quarters vote of all the members of the Steering Committee
and must include the position and vote of each member of the Steering Committee. Notice by mail or official
publication shall be given to the membership regarding such amendment, or approval of amendment, of the Council's
instructions. Such notice shall contain the position and vote of each member of the Steering Committee regarding
amendment of or approval of amendment.

Section 4 — Bylaws Interpretation Committee

In addition to the College Bylaws Committee, there shall also be a Bylaws Interpretation Committee,
appointed annually and consisting of five ACEP members. The president shall appoint two of the members and the
Council speaker shall appoint three members. The chair of this committee shall be chosen by a vote of its members.
When petitioned to do so, the Bylaws Interpretation Committee shall be charged with the definitive interpretation of
Articles VIII — Council, IX — Board of Directors, X — Officers/Executive Director, XI — Committees, and XIII —
Amendments, of these Bylaws. Interpretation of other articles of these Bylaws shall be by the Board of Directors.

Any member shall have the right to petition the Bylaws Interpretation Committee for an opinion on any issue
within its purview. If the petition alleges an occurrence of improper action, inaction, or omission, such petition must be
received by the executive director no more than 60 days after the occurrence. In the event of a question regarding
whether the subject of the petition is addressed by a portion of the Bylaws which falls within the committee’s
jurisdiction, or a question of whether the time limit has been met, such question shall be resolved jointly by the
president and the speaker. The committee shall then respond with an interpretation within 30 days of receipt of the
petition. An urgent interpretation can be requested by the president, the Board of Directors, the speaker, or the Council
in which case the interpretation of the committee shall be provided within 14 days. The Board shall provide the
necessary funds, if requested by the committee, to assist the committee in the gathering of appropriate data and
opinions for development of any interpretation. The Bylaws Interpretation Committee shall render its response to the
petitioner as a written interpretation of that portion of the Bylaws in question. That response shall be forwarded to the
petitioner, the officers of the Council, and the Board of Directors.

Section 5 — Finance Committee

The Finance Committee shall be appointed by the president. The committee shall be composed of the
president-elect, secretary-treasurer, speaker of the Council or his/her designee, and at least eight members at large. The
chair shall be one of the members at large. The Finance Committee is charged with an audit oversight function and a
policy advisory function and may be assigned additional objectives by the president. As audit overseers, the committee
performs detailed analysis of the College budget and other financial reports ensuring due diligence and proper
accounting principles are followed. In addition, expenses incurred in attending official meetings of the Board, shall be
reimbursed consistent with amounts fixed by the Finance Committee and with the policies approved by the Board.

Section 6 — Bylaws Committee

The Bylaws Committee shall be appointed by the president. The Bylaws Committee is charged with the
ongoing review of the College Bylaws for areas that may be in need of revision and also charged with the review of
chapter bylaws. The Bylaws Committee may be assigned additional objectives by the president or Board of Directors.
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Section 7 — Compensation Committee

College officers and members of the Board of Directors may be compensated, the amount and manner of
which shall be determined annually by the Compensation Committee. This committee shall be composed of the chair
of the Finance Committee plus four members of the College who are currently neither officers nor members of the
Board of Directors. The Compensation Committee chair, the Finance Committee chair, plus one other member shall be
presidential appointments and two members shall be appointed by the speaker. Members of this committee shall be
appointed to staggered terms of not less than two years.

The recommendations of this committee shall be submitted annually for review by the Board of Directors and,
if accepted, shall be reported to the Council at the next annual meeting. The recommendations may be rejected by a
three-quarters vote of the entire Board of Directors, in which event the Board must determine the compensation or
request that the committee reconsider. In the event the Board of Directors chooses to reject the recommendations of the
Compensation Committee and determine the compensation, the proposed change shall not take effect unless ratified by
a majority of councillors voting at the next annual meeting. If the Council does not ratify the Board’s proposed
compensation, the Compensation Committee’s recommendation will then take effect.

ARTICLE XII — ETHICS

The “Code of Ethics for Emergency Physicians” shall be the ethical foundation of the College. Charges of
violations of ethical principles or policies contained in the “Code of Ethics for Emergency Physicians” may be brought
in accordance with procedures described in the College Manual.

ARTICLE XIII — AMENDMENTS
Section 1 — Submission

Any member of the College may submit proposed amendments to these Bylaws. Each amendment proposal
must be signed by at least two members of the College. In the case of an amendment proposed by a component body of
the Council or by a committee of the College, each amendment proposal must be accompanied by a letter of
endorsement from the president or chairperson representing the submitting body. Such submissions must be presented
to the Council secretary of the College at least 90 days prior to the Council meeting at which the proposed amendments
are to be considered. The Bylaws Committee, up to 45 days prior to the Council meeting, with the consent of the
submitters, may make changes to Bylaws resolutions insofar as such changes would clarify the intent or circumvent
conflicts with other portions of the Bylaws.

If a proposed Bylaws amendment is a Contested Amendment, as hereinafter defined, then such Contested
Amendment shall be considered already to have fulfilled the submission obligation.

Section 2 — Notice

For any proposed Bylaws amendment, including a Contested Amendment as hereinafter defined, the executive
director of the College shall give notice to the members of the College, by mail or official publication, at least 30 days
prior to the Council meeting at which any such proposed Bylaws amendment is to be considered for adoption.

Section 3 — Amendment Under Initial Consideration

A proposed Bylaws amendment which, at any meeting of the Council, has received an affirmative vote of at
least two-thirds of the councillors present, as certified by the chair of the Tellers, Credentials, & Elections Committee,
shall be deemed an Amendment Under Initial Consideration. The Board of Directors must vote upon an Amendment
Under Initial Consideration no later than the conclusion of the Board’s second meeting following said Council
meeting. If the Amendment Under Initial Consideration receives the affirmative vote of at least two-thirds of the
members of the Board of Directors, then it shall be adopted and these Bylaws shall be so amended immediately.
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Section 4 — Contested Amendment

If an Amendment Under Initial Consideration fails to receive an affirmative vote of at least two-thirds of the
members of the Board of Directors, then such proposed Bylaws amendment shall be deemed a Contested Amendment.
The positions and vote of each member of the Board regarding such Contested Amendment shall be presented to the
Council's Steering Committee at the Steering Committee's first meeting following said vote of the Board of Directors.
The Council’s component bodies and councillors shall be notified within 30 days of the Board action. The Steering
Committee shall not have the authority to amend or adopt a Contested Amendment. The speaker may call a special
meeting of the Council to consider a Contested Amendment. The time and place of such meeting shall be announced
no less than 40 and no more than 50 days prior to the meeting.

The Contested Amendment, identical in every way to its parent Amendment Under Initial Consideration, and
the positions and vote of each member of the Board of Directors regarding such Contested Amendment, shall be
presented to the Council at the Council's first meeting following said vote of the Board of Directors.

If the unmodified Contested Amendment receives the affirmative vote of at least two-thirds of the councillors
present at that Council meeting, as certified by the chair of the Tellers, Credentials, & Elections Committee, then such
proposed Bylaws amendment shall be adopted, and these Bylaws shall be so amended immediately.

If a Contested Amendment is modified in any way, and then receives the affirmative vote of at least two-thirds
of the councillors present at that Council meeting, as certified by the Tellers, Credentials, & Elections Committee, such
Contested Amendment shall then be deemed an Amendment Under Initial Consideration and be subject to the process
for adoption defined herein.

ARTICLE XIV — MISCELLANEOUS
Section 1 — Inspection of Records

The minutes of the proceedings of the Board of Directors and of the Council, the membership books, and
books of account shall be open to inspection upon the written demand of any member at any reasonable time, for any
purpose reasonably related to the member's interest as a member, and shall be produced at any time when requested by
the demand of 10 percent of the members at any meeting of the Council. Such inspection may be made by the member,
agent, or attorney, and shall include the right to make extracts thereof. Demand of inspection, other than at a meeting
of the members, shall be in writing to the president or the secretary-treasurer of the College.

Section 2 — Annual Report

The Board of Directors shall make available to the members as soon as practical after the close of the fiscal
year, audited financial statements, certified by an independent certified public accountant.

Section 3 — Parliamentary Authority

The parliamentary authority for meetings of the College shall be The Standard Code of Parliamentary
Procedure (Sturgis), except when in conflict with the Bylaws of the College or the Council Standing Rules.

Section 4 — College Manual

The College shall have a College Manual to address such matters as may be deemed suitable by the Board of
Directors and the Council.

Amendments to the College Manual may be made by majority vote of both the Council and the Board of
Directors.

ARTICLE XV — MANDATORY INDEMNIFICATION

Section 1 — Policy of Indemnification and Advancement of Expenses
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To the full extent permitted by the Texas Business Organizations Code, as amended from time to time, the
College shall indemnify all Directors, Officers, and all Employees of the College against judgments, penalties
(including excise and similar taxes), fines, settlements and reasonable expenses (including court costs and attorneys’
fees) actually incurred by any such person who was, is or is threatened to be made a named defendant or respondent in
a proceeding because the person is or was a Director, Officer, or Employee of the College and the College shall
advance to such person(s) such reasonable expenses as are incurred by such person in connection therewith.

Section 2 — Definitions
For purposes of this Article XV:

1. “Director” means any person who is or was a director of the College and any person who, while a
director of the College, is or was serving at the request of the College as a director, officer, partner,
venturer, proprietor, trustee, employee, agent, or similar functionary of the College or of another foreign
or domestic corporation, partnership, joint venture, sole proprietorship, trust, employee benefit plan or
other enterprise.

2. “Officer” means any person who is or was an officer of the College and any person who, while an
officer of the College, is or was serving at the request of the College as a director, officer, partner,
venturer, proprietor, trustee, employee, agent, or similar functionary of the College or of another foreign
or domestic corporation, partnership, joint venture, sole proprietorship, trust, employee benefit plan or
other enterprise.

3.  “Employee” means an individual:

a. Selected and engaged by ACEP;

b. To Whom wages are paid by ACEP;

c¢. Whom ACEP has the power to dismiss; and

d. Whose work conduct ACEP has the power or right to control.

4.  “Proceeding” means any threatened, pending, or completed action, suit, or proceeding, whether civil,
criminal, administrative, arbitrative, or investigative, any appeal in such action, suit, or proceeding, and
any inquiry or investigation that could lead to such an action, suit, or proceeding.

Section 3 — Non-Exclusive; Continuation

The indemnification provided by this Article XV shall not be deemed exclusive of any other rights to which
the person claiming indemnification may be entitled under any agreement or otherwise both as to any action in his or
her official capacity and as to any action in another capacity while holding such office, and shall continue as to a
person who shall have ceased to be a Director, Officer, or Employee of the College engaged in any other enterprise at
the request of the College and shall inure to the benefit of the heirs, executors and administrators of such person.

Section 4 — Insurance or Other Arrangement

The College shall have the power to purchase and maintain insurance or another arrangement on behalf of any
person who is or was a Director, Officer, or Employee of the College, or who is or was not a Director, Officer, or
Employee of the College but is or was serving at the request of the College as a Director, Officer, or Employee or any
other capacity in another corporation, or a partnership, joint venture, trust or other enterprise, against any liability
asserted against such person and incurred by such person in such capacity, arising out of such person’s status as such,
whether or not such person is indemnified against such liability by the provisions of this Article XV.

Section 5 — Exclusion of Certain Acts from Indemnification
Notwithstanding any other provision of this Article XV, no Director, Officer, or Employee of the College shall
be indemnified for any dishonest or fraudulent acts, willful violation of applicable law, or actions taken by such person

when acting outside of the scope of such person's office, position, or authority with or granted by the College or the
Board of Directors.
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College Manual

Revised October 2020

Applications for Membership

All applications for membership will be in writing on an application form approved by the Board of
Directors. Each member will receive a certificate of membership in such form as may be determined by the
Board of Directors. The title to such a certificate shall remain, at all times, with the College.

Procedures for Addressing Charges of Ethical Violations and Other Misconduct

Guiding Principle: Ethics charges and other disciplinary charges are important and will be addressed in
accordance with College policy.

A. Definitions

1.
2.
3.

b

ACEP means the American College of Emergency Physicians.

Code of Ethics means the Code of Ethics for Emergency Physicians.

Procedures means the Procedures for Addressing Charges of Ethical Violations and Other
Misconduct.

Ethics Complaint Review Panel consists of three (3) members of the Ethics Committee and two (2)
members of the Medical-Legal Committee — in matters requiring the expertise of a different
committee, the President may appoint two (2) members of the relevant committee to replace the
standing members of the Medical-Legal Committee.

Bylaws Committee refers to the Bylaws Committee or appointed subcommittee.

Board Hearing Panel conducts all hearings and consists of the ACEP Vice President, Chair of the
Board, and Board Liaison to the Ethics Committee.

ACEP review bodies are the Ethics Complaint Review Panel, the Bylaws Committee, the Board
Hearing Panel and the ACEP Board of Directors.

B. Complaint Received

A complaint may be initiated by an ACEP member, chapter, committee, or section. No others have
standing to present a complaint.

1.
2.

Must be in writing and signed by the complainant;

Must specify in reasonable detail an alleged violation by an ACEP member of an ACEP policy as it
existed at the time of the alleged violation, including ACEP Bylaws, ACEP Code of Ethics, other
ACEP ethics policies, or other conduct believed by the complainant to warrant censure, suspension,
or expulsion;

Must allege a violation that occurred within ten (10) years prior to the submission of the complaint,
is not the subject of pending litigation, and any rights of appeal have been exhausted or have
expired;

Must state that the complainant has personal, first-hand knowledge or actual documentation of the
alleged violation; substantiating documentation must accompany the complaint. Complainant is
responsible for ensuring that the documentation does not provide information that can be used to
identify a particular patient, including but not limited to, the patient’s name, address, social security
number, patient identification number, or any identifying information related to members of the
patient’s family;
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Must state that the complainant is willing to have his or her name disclosed to the ACEP Executive
Director, any additional ACEP review body listed in these Procedures, and the respondent should
the complaint be forwarded to the respondent; and

Must be submitted to the ACEP Executive Director.

C. Executive Director

1.

a. Ifany elements of the complaint have not been met, returns the complaint and supporting
documentation to complainant, identifying the elements that must be addressed in an ethics
complaint.

b. Ifall elements of the complaint have been met, sends a written acknowledgement to the
complainant confirming complainant’s intent to file a complaint. Includes a copy of ACEP’s
Procedures providing guidelines and timetables that will be followed in this matter. Requests
complainant sign acknowledgement specifying intent to file an ethics complaint and to be
bound by the Procedures.

Confirms receipt of an acknowledgement signed by the complainant specifying intent to file an

ethics complaint and to be bound by the Procedures.

Notifies the ACEP President and the Chair of the Ethics Committee or the Bylaws Committee, as

appropriate, that a complaint has been filed and forwards to each of them a copy of the complaint.

a. Determines, in consultation with the ACEP President and the Chair of the Ethics Committee,
the Bylaws Committee, or other committee designee, that the complaint is frivolous,
inconsequential, or does not allege an actionable violation of a policy or principle included in
the Code of Ethics or ACEP Bylaws, or other conduct warranting censure, suspension, or
expulsion. If so, the Executive Director dismisses the complaint and will notify the
complainant of this determination, or

b. Determines, in consultation with the ACEP President and the Chair of the Ethics Committee, or
other committee designee, that the complaint alleges conduct that may constitute a violation of
a policy or principle included in the Code of Ethics, and if so, forwards the complaint and the
response together, after both are received, to each member of the Ethics Complaint Review
Panel, or

c. Determines, in consultation with the ACEP President and the Chair of the Bylaws Committee,
or other committee designee, that the complaint alleges conduct that may constitute a violation
of ACEP Bylaws or other conduct justifying censure, suspension, or expulsion, and forwards
the complaint and response together, after both are received, to each member of the Bylaws
Committee, or at the discretion of the Chair of the Bylaws Committee, to members of a
subcommittee of the Bylaws Committee appointed for that purpose, or

d. Determines that the complaint is more appropriately addressed through judicial or
administrative avenues, such as in the case of pending litigation or action by state licensing
boards, and ACEP should defer actions pursuant to such other avenues. If so, the Executive
Director will refer the matter to the ACEP President for review. If the President also
determines that the complaint is more appropriately addressed through judicial or
administrative avenues, the complaint will not be considered. The Ethics Complaint Review
Panel or the Bylaws Committee will review the President’s action. The President’s action can
be overturned by a majority vote of the applicable ACEP review body.

Within ten (10) business days after the determination specified in Section-C.4.b. or Section C.4.c.

of these Procedures, forwards the complaint to the respondent by USPS Certified Mail with a copy

of these Procedures and requests a written response within thirty (30) days of receipt of the
documents. The communication will indicate that ACEP is providing notice of the complaint, the
reasons for the review action, that no determination has yet been made on the complaint, and that
the respondent has the right to request a hearing if the applicable ACEP review body decides not to
dismiss the complaint. A copy of the complaint and all supporting documentation provided by the
complainant will be included in this communication. Such notice must also include a summary of
the respondent’s rights in the hearing, and a list of the names of the members of the applicable

ACEP review body, including the Board of Directors. The respondent will have the right to raise

any issues of potential conflict or reason that any individuals should recuse themselves from the

review. Such recusal shall be at the discretion of the ACEP President.
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When a written response to a complaint is received, the Executive Director will forward that
response and any further related documentation to the complainant and the Ethics-Complaint
Review Panel or the Bylaws Committee appointed to review the complaint, as appropriate.

D. Ethics Complaint Review Process [within sixty (60) days of the forwarding of the
complaint/response specified in Section C.4.b. above]

1.

Reviews the written record of any complaint that alleges a violation of the ACEP Code of Ethics or

other ACEP ethics policies as they existed at the time of the alleged violation and the

accompanying response.

Discusses the complaint and response by telephone conference call.

Determines the need to solicit in writing additional information or documentation from the parties,

third parties, or experts regarding the complaint.

Considers whether:

a. Applicable version of the ACEP Code of Ethics or other ACEP ethics policies apply.

b. Alleged behavior constitutes a violation of the applicable version of the ACEP Code of Ethics
or other ACEP ethics policies.

c. Alleged conduct warrants censure, suspension, or expulsion.

Decides to:

a. Dismiss the complaint; or

b. Ethics Complaint Review Panel renders a decision to impose disciplinary action, based on the
written record.

If the Ethics Complaint Review Panel determines to impose disciplinary action pursuant to Section

D.5.b., the respondent will be provided with notification of the Ethics Complaint Review Panel’s

determination and the option of:

a. A hearing; or

b. The imposition of the Ethics Complaint Review Panel decision based solely on the written
record.

If the respondent chooses the option described in Section D.6.b., that is, an Ethics Complaint

Review Panel decision based solely on the written record, the Ethics Complaint Review Panel will

implement its decision to impose disciplinary action based on the written record.

E. Bylaws Complaint Review Process [within sixty (60) days of the forwarding of the
complaint/response specified in Section C.4.c. above]

1.

2.
3.

Reviews the written record of any complaint that alleges a violation of the ACEP Bylaws as it

existed at the time of the alleged violation and the accompanying response.

Discusses the complaint and response by telephone conference call.

Determines the need to solicit in writing additional information or documentation from the parties,

third parties, or experts regarding the complaint.

Considers whether:

a. Applicable version of the ACEP Bylaws apply.

b. Alleged behavior constitutes a violation of the applicable version of the ACEP Bylaws.

c. Alleged conduct warrants censure, suspension, or expulsion.

Decides to:

a. Dismiss the complaint; or

b. Bylaws Committee renders a decision to impose disciplinary action, based solely on the written
record.

If the Bylaws Committee determines to impose disciplinary action pursuant to Section E.5.b., the

respondent will be provided with notification of the Bylaws Committee’s determination and the

option of:

a. A hearing; or

b. The imposition of the Bylaws Committee’s decision based solely on the written record.

If the respondent chooses the option described in Section E.6.b., that is, a Bylaws Committee

decision based solely on the written record, the Bylaws Committee will implement its decision to

impose disciplinary action based on the written record.



F. Right of Respondent to Request a Hearing

If the Ethics Complaint Review Panel or Bylaws Committee chooses to impose disciplinary action, the
Executive Director will send to the respondent a written notice by USPS Certified Mail of the right to
request a hearing. This notice will list the respondent’s hearing rights as set forth in Section G. below.
The respondent’s request for a hearing must be submitted in writing to the Executive Director within
thirty (30) days of receipt of the notice of right to a hearing. In the event of no response, the applicable
ACEP review body will implement its final decision.

G. Hearing Procedures

1. If the respondent requests a hearing, the complainant and respondent will be notified in writing by
USPS Certified Mail by the Executive Director within ten (10) business days of such request. Such
notice will include a list of witnesses, if any, that the Board Hearing Panel intends to call in the
hearing.

2. The Executive Director will send a notification by USPS Certified Mail of the date, time, and place
of the hearing and will provide the parties with information regarding the hearing process and the
conduct of the hearing.

3. The time set for the hearing will not be less than thirty (30) days nor more than nine (9) months
after the date on which notice of hearing was received by the respondent.

4. The complainant and respondent each may be represented by counsel or any other person of their
choice. Each party will bear the expense of his or her own counsel.

5. The parties have the right to have a record made of the proceedings by transcript, audiotape, or
videotape at the expense of the requesting party.

6. The hearing will take place before the Board Hearing Panel. All members of the Board Hearing
Panel must be present in person, except in circumstances in which it is impossible or commercially
impracticable for the parties and the Board Hearing Panel to hold an in-person hearing, at which
time the Board Hearing Panel may choose to hold a virtual hearing.

7. The parties to the complaint have the right to call, examine, and cross-examine witnesses and to
present evidence that is determined to be relevant by the presiding officer, even if the evidence
would not be admissible in a court of law. Respondent may submit a written statement at the close
of the hearing. All witness expenses will be borne by the party who calls the witness.

8. The Board, Hearing Panel will, after having given the complainant and the respondent an
opportunity to be heard, including oral arguments and the filing of any written briefs, conclude the
hearing.

9. The decision of the Board Hearing Panel will be expressed in a resolution that will be included in
the minutes of the meeting at which the decision occurs. Written notice of the Board Hearing
Panel’s decision will be sent by USPS Certified Mail to the respondent and complainant within
sixty (60) days of the decision. This written notice will include the Board Hearing Panel’s decision
and a statement of the basis for that decision.

H. Notice to the Board of Directors

At the next meeting of the ACEP Board of Directors, following a final determination regarding a
complaint, the Board shall be presented with an outline of the steps taken by the applicable ACEP
review body in its review of the complaint. The Board shall review the Procedures used in the
complaint review process but will not review the facts or merits of the case. Should the Board decide
these Procedures were not followed appropriately, it will remand the case back to the reviewing
committee or panel to correct the procedural error.

I. Possible Disciplinary Action and Disclosure to ACEP Members
1. Nature of Disciplinary Action
a. Censure

i. Private Censure: a private letter of censure informs a member that his or her conduct does
not conform with the College’s ethical standards; it may detail the manner in which ACEP

4



expects the member to behave in the future and may explain that, while the conduct does
not, at present, warrant public censure or more severe disciplinary action, the same or
similar conduct in the future may warrant a more severe action. Upon written request by a
member of ACEP, ACEP may confirm the censure; however, contents of the letter will not
be provided.

ii. Public Censure: a public letter of censure shall detail the manner in which the censured
member has been found to violate the College's ethical standards set forth in Section B.2.
above. The censure shall be announced in an appropriate ACEP publication. The published
announcement shall also state which ACEP policy or Bylaws provision was violated by the
member and shall inform ACEP members that they may request further information about
the disciplinary action.

Suspension from ACEP membership shall be for a period of twelve (12) months; the dates of
commencement and completion of the suspension shall be determined by the-ACEP President.
At the end of the twelve (12) month period of suspension, the suspended member may request
reinstatement. Request for reinstatement shall be processed in the same manner as that of any
member whose membership has lapsed (i.e., has been cancelled for non-payment of dues). The
suspension shall be announced in an appropriate ACEP publication. The published
announcement shall also state which ACEP policy or Bylaws provision was violated by the
member and shall inform ACEP members that they may request further information about the
disciplinary action. ACEP is also required to report the suspension from membership and a
description of the conduct that led to the suspension to the Board of Medical Examiners in the
states in which the physician is licensed which may result in a report of such action to the
National Practitioner Data Bank.

Expulsion from ACEP membership shall be for a period of five (5) years, after which the
expelled member may petition the Board of Directors for readmission to membership. The
decision regarding such a petition shall be entirely at the discretion of the Board of Directors.
The expulsion announced in an appropriate ACEP publication. The published announcement
shall also state which ACEP policy or Bylaws provision was violated by and shall inform
ACEP members that they may request further information about the disciplinary action. ACEP
is also required to report the expulsion from membership and a description of the conduct that
led to expulsion to the Boards of Medical Examiners in the states in which the physician is
licensed which may result in a report of such action to the National Practitioner Data Bank.

2. Scope and Manner of Disclosure

a.

Disclosure to ACEP Members: Any ACEP member may transmit a request for information to
the Executive Director regarding disciplinary actions taken by the College. Such letter shall
specify the name of the member or former member who is the subject of the request. The
Executive Director shall disclose, in writing, the relevant information as described in Section
L.1.

Disclosure to Non-Members: If a non-member makes a request for information about
disciplinary actions against a member who has received public censure, suspension, or
expulsion, the Executive Director shall refer that person to the published announcement of that
disciplinary action in an ACEP publication. No further information shall be provided.

J. Ground Rules

1.

All proceedings are confidential until a final decision on the complaint is rendered by the

applicable ACEP review body, at which time the decision will be available upon request by ACEP
members, to the extent specified in Section I. Files of these proceedings, including written
submissions and hearing record will be kept confidential.

Timetable guidelines are counted by calendar days unless otherwise specified.

The Ethics Complaint Review Panel, the Bylaws Committee, or the Board Hearing Panel, may

request further written documentation from either party to the complaint; a time to satisfy any
request will be specified in the notice of such request, and these times will not count against the
ACEP review body’s overall time to complete its task.

All parties to the complaint are responsible for their own costs; ACEP will pay its own

administrative and committee costs.
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Iv.

5. If a participant in this process (such as a member of the Ethics Complaint Review Panel, the
Bylaws Committee, or the Board Hearing Panel) is a party to the complaint, has a material reason
for bias, subjectivity, or conflicts of interest in the matter, or is in direct economic competition with
the respondent, that person shall recuse himself or herself from the process except as a complaining
party or respondent, at which time the ACEP President will appoint a replacement.

6. Once the Ethics Complaint Review Panel or the Bylaws Committee has made a decision on a
complaint, it will not consider additional allegations against the same respondent based on the same
or similar facts.

7. The Ethics Complaint Review Panel or the Bylaws Committee’s decision to impose an adverse
action must be based on a reasonable belief that the action is warranted by the facts presented or
discovered in the course of the disciplinary process.

8. If arespondent fails to respond to a complaint, to a notice of the right to request a hearing, or to a
request for information, the Ethics Complaint Review Panel, the Bylaws Committee, or the Board
Hearing Panel may make a decision on the complaint solely on the basis of the information it has
received.

9. If a respondent seeks to voluntarily resign his’her ACEP membership after ACEP has received a
complaint against that respondent, that request for resignation will not be accepted by ACEP until
the complaint has been resolved. For the purposes of this provision, non-payment of ACEP
member dues will be interpreted as a request for resignation.

Chartering Chapters

Upon petition of any five members of the College or one third of the members within the petitioning
jurisdiction, whichever number is greater, the Board may issue a charter for a chapter of the College. No
more than one chapter will be chartered in any one state, territory, or commonwealth. The Board of
Directors may issue a charter for a government services chapter without geographic restrictions upon
petition of five or more active members of the College serving in government medical assignments.

Chapters will be in such form as will be approved by the Board of Directors. Each chapter in a state,
territory, or commonwealth in which incorporation is possible will incorporate within one year of receiving
its charter.

Each chapter will have power to acquire, lease, own, and convey property; to invest in financial instruments
sanctioned by its Board of Directors; to fund and carry on research; to issue publications and distribute
information by various electronic means; to establish, conduct, and maintain schools, courses, museums,
libraries, and other institutions for study in and teaching of emergency patient care and emergency services;
to retain professional legislative analysts; to retain legal counsel; and to use any reasonable means for
attainment of objectives to fulfill the mission of the College.

Charter Suspension-Revocation

Any member of the College may file written charges against any chapter with the executive director of the
College. Such charges must be signed, and must specify the acts of conduct for which the complaint is
made. The executive director of the College must present the charges to the Board of Directors at its next
meeting. The Board of Directors will then act upon the charges and will either dismiss them or proceed as
hereinafter set forth.

If the Board fails to dismiss the charges it will within 10 days thereafter cause a copy of the charges to be
served upon the accused chapter by sending it by registered United States mail to the secretary or other
officer of the chapter. The Board will notify the accuser at the same time and in the same manner.

A hearing will be convened not less than 15 days nor more than 90 days after service of charges. The Board
will, after having given the accused and the accuser reasonable opportunity to be heard in person or by
counsel and to present all evidence and proofs, conclude the hearing and within 30 days render a decision.
The affirmative vote of a majority of the members of the Board present and voting will constitute the
decision of the Board, which may either dismiss the charges or take such actions as it deems appropriate. In
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either event the Board will make known its decision in a written resolution signed by the secretary and
president. In the former event the Board will furnish the accused and the accuser with a copy of the
resolution. In the latter event its resolution will be read at the next regular meeting of the Board or at a
special meeting duly called for that purpose, provided that a copy of the decision will be delivered to the
accused in the same manner provided for the service of charges at least 15 days before such meeting. The
accused and the accusers will be given reasonable opportunity to be heard at the meeting of the Board of
Directors where the decision is read. A two-thirds majority vote of the entire Board of Directors will be
required to suspend or to revoke the charter.

On revocation of the charter of any chapter by the Board of Directors, the chapter will take whatever legal
steps are necessary to change its name so that it no longer suggests any connection with the American
College of Emergency Physicians. After revocation, the former chapter will no longer make any use of the
College name or logo.

Filling Board Vacancies Created by Other Than Removal
General Provisions

Nominations: A slate of one or more nominees for each vacant position will be developed by the
Nominating Committee.

Eligibility: Eligibility for a vacancy election nomination shall be in accordance with Article IX, Section 2
of the Bylaws.

Order of Elections: If there are multiple vacancies with varying lengths of unexpired terms, the longest
term will be elected first, then followed in succession to the shortest term.

Term of Office: When elected by the Council, the replacement director’s term will begin at the conclusion
of the Board meeting following the annual meeting at which their election occurs or immediately upon
election if elected at any other Council meeting. If elected by the Board, the term shall begin at the
conclusion of the Board meeting at which their election occurs. In all instances the term shall be for the
remainder of the unexpired term to which they have been elected.

Election by the Board of Directors (when applicable in accordance with the Bylaws): When selecting
nominees for election by the Board of Directors, the Nominating Committee will give special consideration
to unelected nominees from the most recent Board and Council Officer elections. The election may occur at
any Board meeting more than 90 days before the annual meeting and shall be by a majority vote of the
remaining directors (i.e. total number of directors). The Board shall consider each vacant position
separately. Board members may choose to abstain from voting for any particular nominee. If a nominee
fails to achieve a majority vote after being considered for all vacant positions, the nominee shall be
removed from consideration and additional nominees from the Nominating Committee considered until all
vacant positions have been filled. No floor nominations are allowed.

Election by the Council (when applicable in accordance with the Bylaws): The election will comply
with the usual Council election process as closely as possible except as noted. A special meeting of the
Council may be held in accordance with the Bylaws to elect replacement directors. If the election is at the
annual Council meeting, the Council will hold the vacancy election following the regular elections and
elect the replacement director from the remaining slate of nominees (including Speaker and Vice Speaker
nominees when applicable).

Criteria for Eligibility & Approval of Organizations Seeking Representation in the Council
Organizations that seek representation as a component body in the Council of the American College of

Emergency Physicians (ACEP) must meet, at the time the Council representation is sought, and continue to
meet, the following criteria:



Non-profit.

Impacts the practice of emergency medicine, the goals of ACEP, and represents a unique contribution
to emergency medicine that is not already represented in the Council.

Not in conflict with the Bylaws and policies of ACEP.

Physicians comprise the majority of the voting membership of the organization.

A majority of the organization’s physician members are ACEP members.

Established, stable, and in existence for at least 5 years prior to requesting representation in the ACEP
Council.

National in scope, membership not restricted geographically, and members from a majority of the
states. If international, the organization must have a U.S. branch or chapter in compliance with these
guidelines.

H. Seek representation as a component body through the submission of a Bylaws amendment.

mmon W

Q

The College will audit these component bodies every two years to ensure continued compliance with these
guidelines.

VII. Amendments

The method of amending the College Manual shall be specified in the College Bylaws.



Council Meeting
September 29-30, 2022
Hilton San Francisco Union Square Hotel
San Francisco, CA

Minutes

The 51 annual meeting of the Council of the American College of Emergency Physicians was called to order
at 8:02 am Central time on Thursday, September 29, 2022, by Speaker Kelly Gray-Eurom, MD, MMM, FACEP.

Seated at the table were: Kelly Gray-Eurom, MD, FACEP, speaker; Melissa W. Costello, MD, FACEP, vice
speaker; Susan E. Sedory, MA, CAE, Council secretary and executive director; and Jim Slaughter, JD, CPP,
parliamentarian.

Dr. Gray-Eurom provided a meeting dedication and then led the Council in reciting the Pledge of Allegiance
and singing the National Anthem. She then welcomed new councillors, new alternate councillors, first time attendees,
and guests.

Lori D. Winston, MD, FACEP, president of the California Chapter, welcomed councillors and other meeting
attendees.

Chadd K. Kraus, DO, DrPH, FACEP, chair of the Tellers, Credentials, & Elections Committee, reported that
346 councillors of the 433 eligible for seating had been credentialed. A roll call was not conducted because limited
access to the Council floor was monitored by the committee.

Eric Joy provided an overview of the Council meeting website and explained its functionality.

David E. Wilcox, MD, FACEP, addressed the Council regarding the Emergency Medicine Foundation (EMF)
Council Challenge.

Peter J. Jacoby, MD, FACEP, addressed the Council regarding the National Emergency Medicine Political
Action Committee (NEMPAC) Council Challenge.

The following members were credentialed by the Tellers, Credentials, & Elections Committee for seating at
the 2022 Council meeting:

AACEM Theodore A Christopher, MD, FACEP

ALABAMA CHAPTER Matt Heimann, MD, FACEP
Stephen William Knight, MD, FACEP
Annalise Sorrentino, MD, FACEP

ALASKA CHAPTER Anne Zink, MD, FACEP

ARIZONA CHAPTER Lawrence A DeLuca, MD
Bradley A Dreifuss, MD, FACEP
Olga Gokova, MD, FACEP
Nicole R Hodgson, MD, FACEP
Paul Andrew Kozak, MD, FACEP
Megan L McElhinny, MD
Rebecca B Parker, MD, FACEP
Todd Brian Taylor, MD, FACEP
Dale P Woolridge, MD, PhD, FACEP



ARKANSAS CHAPTER

CALIFORNIA CHAPTER

COLORADO CHAPTER

CORD

CONNECTICUT CHAPTER

DELAWARE CHAPTER

J Shane Hardin, MD, PhD, FACEP
Joshua N Keithley, MD
Robert Thomas VanHook, MD, FACEP

Zahir I Basrai, MD

Rodney W Borger, MD, FACEP

Reb J H Close, MD, FACEP

Adam P Dougherty, MD, FACEP
Carricann E Drenten, MD, FACEP
Andrew N Fenton, MD, FACEP

Jorge A Fernandez, MD, FACEP

Marc Allan Futernick, MD, FACEP
Michael Gertz, MD, FACEP

Alicia Mikolaycik Gonzalez, MD, FACEP
Kamara W Graham, MD, FACEP
Vikant Gulati, MD, FACEP

Puneet Gupta, MD, FACEP

Roneet Lev, MD, FACEP

Christopher Libby, MD, MPH

Aimee K Moulin, MD, FACEP

Leslie Mukau, MD, FACEP

Valerie C Norton, MD, FACEP

Bing S Pao, MD, FACEP

Hunter M Pattison, MD

Joshua Perese, MD

Vivian Reyes, MD, FACEP

Carolyn Joy Sachs, MD, MPH, FACEP
Susanne J Spano, MD, FACEP
Katherine Laurinda Staats, MD, FACEP
Lawrence M Stock, MD, FACEP
Thomas Jerome Sugarman, MD, FACEP
Gary William Tamkin, MD, FACEP
David Terca, MD, FACEP

Patrick Um, MD, FACEP

Lori D Winston, MD, FACEP

Anna L Yap, MD

Randall J Young, MD, FACEP

Jasmeet Singh Dhaliwal, MD, MPH, MBA
Ramnik S Dhaliwal, MD, JD

Laura Edgerley-Gibb, MD, FACEP

Anna Engeln, MD, FACEP

Douglas M Hill, DO, FACEP

Rebecca L Kornas, MD, FACEP

Carla Elizabeth Murphy, DO, FACEP

Jason Cass Wagner, MD, FACEP

Thomas A Brunell, MD, FACEP
Daniel Freess, MD, FACEP
Thuy Nguyen, MD

Elizabeth Schiller, MD, FACEP
David E Wilcox, MD, FACEP

Emily M Granitto, MD, FACEP
Kathryn Groner, MD, FACEP



DISTRICT OF COLUMBIA CHAPTER

EMERGENCY MEDICINE RESIDENTS' ASSOCIATION

FLORIDA CHAPTER

GEORGIA CHAPTER

GOVT SERVICES CHAPTER

HAWAII CHAPTER

Christopher T Clifford, MD
James D Maloy, MD, MPH
Rita A Manfredi-Shutler, MD, FACEP

Angela Cai, MD, MBA
Nicholas Paul Cozzi, MD
Blake Denley, MD

Amanda Kay Irish, MD, MPH
Maggie Moran, MD

Abbey M Smiley, MD

Sophia Spadafore, MD
Ashley Tarchione, MD

Jordan G R Celeste, MD, FACEP
Edward A Descallar, MD, FACEP
Elizabeth L DeVos, MD, FACEP
Andrzej T Dmowski, MD, FACEP
Vidor E Friedman, MD, FACEP
Gabriel Gomez, DO

Shayne M Gue, MD, FACEP

Carolyn K Holland, MD, FACEP
Saundra A Jackson, MD, FACEP
William Paul Jaquis, MD, MS, FACEP
Steven B Kailes, MD, FACEP

Amy S Kelley, MD, FACEP

Dakota R Lane, MD

Kristin McCabe-Kline, MD, FACEP
Patrick McKeny, DO

Tracy G Sanson, MD, FACEP

David Charles Seaberg, MD, CPE, FACEP
Todd L Slesinger, MD, FACEP
Zachary C Terwilliger, MD

Martin P Wegman, MD, PhD

Matthew R Astin, MD, FACEP

Brett H Cannon, MD, FACEP

Shamie Das, MD, MBA, MPH, FACEP
James Joseph Dugal, MD(E), FACEP
Mark A Griffiths, MD, FACEP

Jeffrey F Linzer, Sr, MD, FACEP

DW “Chip” Pettigrew, 111, MD, FACEP
Matthew Rudy, MD, FACEP

James L Smith, Jr, MD, FACEP

Joshua S da Silva, DO

Christine A DeForest, DO, FACEP
Roderick Fontenette, MD, FACEP
Katrina N Landa, MD, FACEP
Micaela A LaRose, MD

Linda L Lawrence, MD, CPE, FACEP
Joshua Lesko, MD

David S McClellan, MD, FACEP
Torree M McGowan, MD, FACEP
Justine K Stremick, MD

Danielle Wickman, MD

John M Gallagher, MD, FACEP
Lisa Jacobson, MD, FACEP



IDAHO CHAPTER

ILLINOIS CHAPTER

INDIANA CHAPTER

IOWA CHAPTER

KANSAS CHAPTER

KENTUCKY CHAPTER

LOUISIANA CHAPTER

MAINE CHAPTER

MARYLAND CHAPTER

MASSACHUSETTS CHAPTER

Sierra P Debenham, MD, MSPH
Ken John Gramyk, MD, FACEP

Halleh Akbarnia, MD, FACEP

Amit D Arwindekar, MD, FACEP

E Bradshaw Bunney, MD, FACEP
Kristen M Donaldson, MD, MPH, FACEP
Cai Glushak, MD, FACEP

John W Hafner, MD, FACEP

Adnan Hussain, MD, FACEP

Janet Lin, MD, FACEP

Howard K Mell, MD, MPH, CPE, FACEP
Henry Pitzele, MD, FACEP

Yanina Purim-Shem-Tov, MD, MS, FACEP
Lauren M Smith, MD

Deborah E Weber, MD, FACEP

Michael D Bishop, MD, FACEP
Timothy A Burrell, MD, MBA, FACEP
Daniel W Elliott, MD, FACEP

Kyle D English, MD, FACEP

Emily M Fitz, MD, FACEP

Lindsay Zimmerman, MD, FACEP

Nicholas Holden Kluesner, MD, FACEP
Stacey Marie Marlow, MD, JD, FACEP
Rachael Sokol, DO, FACEP

Howard Chang, MD, FACEP
John F McMaster, MD, FACEP
Jeffrey G Norvell, MD, MBA, RDMS, FACEP

Christopher W Pergrem, MD, FACEP
Melissa Platt, MD, FACEP

Hugh W Shoff, MD, FACEP

Steven Joseph Stack, MD, MBA, FACEP

James B Aiken, MD, FACEP

Deborah D Fletcher, MD, FACEP

Jamie Hoitien Do Kuo, MD

Phillip Luke LeBas, MD, FACEP

Michael D Smith, MD MBA CPE, FACEP

Thomas C Dancoes, DO, FACEP
Garreth C Debiegun, MD, FACEP
Charles F Pattavina, MD, FACEP

Michael C Bond, MD, FACEP

Sydney E DeAngelis, MD, FACEP
Karen Dixon, MD, FACEP

Kerry Forrestal, MD, FACEP

Jonathan Lewis Hansen, MD, FACEP
Edana Denise Mann, MD, FACEP
Richard Gentry Wilkerson, MD, FACEP

Brien Alfred Barnewolt, MD, FACEP
Alice Bukhman, MD



MICHIGAN CHAPTER

MINNESOTA CHAPTER

MISSISSIPPI CHAPTER

MISSOURI CHAPTER

MONTANA CHAPTER

NEBRASKA CHAPTER

NEVADA CHAPTER

Stephen K Epstein, MD, MPP, FACEP
Kathleen Kerrigan, MD, FACEP
Matthew B Mostofi, DO, FACEP
Mark D Pearlmutter, MD, FACEP
Jesse Rideout, MD, FACEP

Deesha Sarma, MD

James Joseph Sullivan, Jr, MD

Joseph C Tennyson, MD, FACEP

Michael J Baker, MD, FACEP

Abigail Brackney, MD, FACEP

Sara S Chakel, MD, FACEP

Pamela N Coffey, MD, FACEP
Nicholas Dyc, MD, FACEP

Michael W Fill, DO, FACEP

Gregory Gafni-Pappas, DO, FACEP
Michael Vincent Gratson, MD, FACEP
Therese G Mead, DO, FACEP

Emily M Mills, MD, FACEP

James C Mitchiner, MD, MPH, FACEP
Diana Nordlund, DO, JD, FACEP
David T Overton, MD, FACEP

Luke Christopher Saski, MD, FACEP
Jennifer B Stevenson, DO, FACEP
Andrew Taylor, DO, FACEP

Larisa May Traill, MD, FACEP
Bradley J Uren, MD, FACEP

Bradford L Walters, MD, FACEP
Mildred J Willy, MD, FACEP

Paul C Allegra, MD, FACEP

Heather Ann Heaton, MD, FACEP
Matthew E Herold, MD, FACEP
Donald L Lum, MD, FACEP

David A Milbrandt, MD, FACEP
David Nestler, MD, MS, FACEP
Thomas E Wyatt, MD, FACEP
Andrew R Zinkel, MD, MBA, FACEP

Lisa M Bundy, MD, FACEP
Fred E Kency, Jr, MD, FACEP
Chester Duane Shermer, MD, FACEP

Brian John Bausano, MD, MBA, FACEP
Jonathan Heidt, MD, MHA, FACEP

Dennis E Hughes, DO, FACEP

Louis D Jamtgaard, MD, FACEP

Marc Mendelsohn, MD, MPH, FACEP
Robert Francis Poirier, Jr, MD, MBA, FACEP
Evan Schwarz, MD, FACEP

Harry Eugene Sibold, MD, FACEP

Renee Engler, MD, FACEP
Julie Query, MD

John Dietrich Anderson, MD, FACEP
Bret Frey, MD, FACEP



NEW HAMPSHIRE CHAPTER

NEW JERSEY CHAPTER

NEW MEXICO CHAPTER

NEW YORK CHAPTER

NORTH CAROLINA CHAPTER

Gregory Alan Juhl, MD, FACEP
Brian M Trimmer, MD, FACEP

Sarah Garlan Johansen, MD, FACEP

Navin Ariyaprakai, MD, NRP, FAEMS, FACEP
Kimberly T Baldino, MD, FACEP

Michael Joseph Gerardi, MD, FACEP

Rachelle Ann Greenman, MD, FACEP

Patrick Blaine Hinfey, MD, FACEP

Steven M Hochman, MD, FACEP

Tara Knox, MD

Jessica M Maye, DO, FACEP

J Mark Meredith, MD, FACEP

Michael Ruzek, DO, FACEP

Sarah Bridge, MD
Eric M Ketcham, MD, MBA, FACHE, FACEP
Scott Mueller, DO, FACEP

Brahim Ardolic, MD, FACEP
Joseph Basile, MD, FACEP
Kirby Black, MD, FACEP

Erik Blutinger, MD, MSc, FACEP
Robert M Bramante, MD, FACEP
Ashley Brittain, DO

Joan Wang Chou, MD

Arlene Chung, MD, FACEP
Joshua R Codding, MD

Lauren J Curato, DO, FACEP
Mark Curato, DO, FACEP

Keith Grams, MD, FACEP
Sanjey Gupta, DO, FACEP
Abbas Husain, MD, FACEP
Marc P Kanter, MD, FACEP
Stuart Gary Kessler, MD, FACEP
Daniel Lakoff, MD, FACEP
Penelope Lema, MD, FACEP
Kurien Mathews, DO, MBA
Mary E McLean, MD

Laura D Melville, MD

Nestor B Nestor, MD, FACEP
Jeffrey S Rabrich, DO, FACEP
James Gerard Ryan, MD, FACEP
Livia M Santiago-Rosado, MD, FACEP
Virgil W Smaltz, MD, FACEP
Wilson Smith, MD

Jeffrey J Thompson, MD, FACEP
Asa Viccellio, MD, FACEP

Luis Carlos Zapata, MD, FACEP

Jill Lynn Benson, MD, FACEP
Thomas N Bernard, 111, MD, FACEP
Scott W Brown, MD, FACEP
Gregory J Cannon, MD, FACEP
Jennifer Casaletto, MD, FACEP
Eric E Maur, MD, FACEP



NORTH DAKOTA CHAPTER

OHIO CHAPTER

OKLAHOMA CHAPTER

OREGON CHAPTER

PENNSYLVANIA CHAPTER

PUERTO RICO CHAPTER

Abhishek Mehrotra, MD, MBA, FACEP
Bret Nicks, MD, MHA, FACEP
Sankalp Puri, MD, FACEP

Sean S Ray, MD, FACEP

Stephen A Small, MD, FACEP

K J Temple, MD, FACEP

Eileen F Baker, MD, PhD, FACEP
Christina Campana, DO, FACEP
Laura Michelle Espy-Bell, MD, FACEP
Purva Grover, MD, FACEP

Hannah R Hughes, MD, MBA

Megan Ladd, DO

Thomas W Lukens, MD, PhD, FACEP
Catherine Anna Marco, MD, FACEP
Michael McCrea, MD, FACEP

John R Queen, MD, FACEP

Bradley D Raetzke, MD, FACEP
Matthew J Sanders, DO, FACEP
Imran Shaikh, MD, FACEP

Ryan Squier, MD, FACEP

Joseph P Tagliaferro, I1I, DO, FACEP
Nicole Ann Veitinger, DO, FACEP

Cecilia Guthrie, MD, FACEP

James Raymond Kennedye, MD, MPH, FACEP
Derek Martinez, DO

Kurtis A Mayz, JD, MD, MBA, FACEP

Brittany N Arnold, MD, FACEP
John C Moorhead, MD, FACEP
Chris F Richards, MD, FACEP
Christian Smith, MD, FACEP

Christopher L Berry, MD

Monisha Bindra, DO, MPH, FACEP
Karen M Custodio, DO

Eleanor Dunham, MD, FACEP
Marcus Eubanks, MD, FACEP

Ronald V Hall, MD, FACEP

Richard Hamilton, MD, FACEP

Kirk S Hinkley, MD, FACEP
Annahieta Kalantari, DO, FACEP

Erik Ian Kochert, MD, FACEP

Chadd K Kraus, DO, DrPH, CPE, FACEP
Hannah M Mishkin, MD, FACEP
Danielle Nesbit, DO

Shawn M Quinn, DO, FACEP
Meaghan L Reid, DO, FACEP
Jennifer L Savino, DO, FACEP
Rachael K Trupp, DO

Theresa Ann Walls, MD, MPH
Elizabeth Barrall Werley, MD, FACEP

Angelisse M Almodovar Bernier, MD, FACEP
Edwin J Garcia La Torre, MD, FACEP



RHODE ISLAND CHAPTER

SOCIETY FOR ACADEMIC EMERGENCY MEDICINE

SOUTH CAROLINA CHAPTER

SOUTH DAKOTA CHAPTER

TENNESSEE CHAPTER

TEXAS CHAPTER

UTAH CHAPTER

VERMONT CHAPTER

VIRGINIA CHAPTER

Achyut B Kamat, MD, FACEP
Michael Stephen Siclari, MD, FACEP
Jessica Smith, MD, FACEP

Kathleen J. Clem, MD, FACEP

Ryan M Barnes, DO

Matthew D Bitner, MD, FACEP
Allison Leigh Harvey, MD, FACEP
Kelly M Johnson, MD, FACEP
Christina Millhouse, MD, FACEP
Angel Lee Rochester, MD, FACEP

Donald Neilson, MD

Sanford H Herman, MD, FACEP
Kenneth L Holbert, MD, FACEP
Sudave D Mendiratta, MD, FACEP
Matthew Neal, MD

John H Proctor, MD, MBA, FACEP

Sara Andrabi, MD, FACEP

Angela Pettit Cornelius, MD, FACEP
Carrie de Moor, MD, FACEP

Diana L Fite, MD, FACEP

Andrea L Green, MD, FACEP

Robert D Greenberg, MD, FACEP
Robert Hancock, Jr, DO, FACEP
Doug Jeffrey, MD, FACEP
Alexander J Kirk, MD, FACEP

Laura N Medford-Davis, MD, FACEP
Sterling Evan Overstreet, MD, FACEP
Heather S Owen, MD, FACEP

Anant Patel, DO, FACEP

Daniel Eugene Peckenpaugh, MD, FACEP
R Lynn Rea, MD, FACEP

Richard Dean Robinson, MD, FACEP
Marcus Lynn Sims, II, DO, FACEP
Theresa Tran, MD, FACEP

Gerad A Troutman, MD, FACEP
James M Williams, DO, FACEP
Sandra Williams, DO, MPH, FACEP

Jim V Antinori, MD, FACEP
Alexander Franke, MD

Alison L Smith, MD, MPH, FACEP
Henry T Yeates, DO, FACEP

Matthew S Siket, MD, FACEP
Alexandra Nicole Thran, MD, FACEP

Trisha Danielle Anest, MD MBA MPH, FACEP
Caroline Hollis Cox, MD

James R Humble, MD

Sarah Klemencic, MD, FACEP

Jessica Maerz, MD

Joseph Mason, MD, FACEP

Todd Parker, MD, FACEP



WASHINGTON CHAPTER

WEST VIRGINIA CHAPTER

WISCONSIN CHAPTER

WYOMING CHAPTER

AAWEP SECTION

AIR MEDICAL TRANSPORT SECTION

CAREERS IN EMERGENCY MEDICINE SECTION

CRITICAL CARE MEDICINE SECTION

CRUISE SHIP MEDICINE SECTION

DEMOCRATIC GROUP PRACTICE SECTION

DISASTER MEDICINE SECTION

DIVERSITY & INCLUSION SECTION

DUAL TRAINING SECTION

EM PRACTICE MGMT & HEALTH POLICY SECTION

EMERGENCY MEDICAL INFORMATICS SECTION

EMERGENCY MEDICINE LOCUM TENENS SECTION

EMERGENCY MEDICINE WORKFORCE SECTION

EMERGENCY TELEHEALTH SECTION

EMERGENCY ULTRASOUND SECTION

EMS-PREHOSPITAL CARE SECTION

Joran Sequeira, MD, FACEP

Jesse D Spangler, MD, FACEP
Theodore I Tzavaras, MD

Herbert C Duber, MD, MPH, FACEP
Joshua R Frank, MD, FACEP

Harlan Gallinger, MD, FACEP

Sarah M Hansen, MD

Carlton E Heine, MD, PhD, FACEP
C Ryan Keay, MD, FACEP
Elizabeth A McMurtry, DO, FACEP
Jessica ] Wall, MD, FACEP

Adam Thomas Crawford, DO, FACEP
David Benjamin Deuell, DO, FACEP
Carol Lea Wright Becker, MD, FACEP
William D Falco, MD, MS, FACEP
Jeffrey J Pothof, MD, FACEP
Michael Dean Repplinger, MD, PhD, FACEP
Jamie Schneider, MD

Brian Sharp, MD, FACEP
Christopher Torkilsen, DO

Stephen Pecevich, MD

Andrea Austin, MD, FACEP

Sabina A Braithwaite, MD, FACEP
Constance J Doyle, MD, FACEP
Nicholas Johnson, MD, FACEP
Ruben Dario Parejo, MD

David G Hall, MD, FACEP
Samantha Noll, MD, FACEP

Ugo A Ezenkwele, MD, FACEP
Vinay Mikkilineni, MD

Robert M McNamara, MD

Mark Baker, MD, FACEP

Angela F Mattke, MD, FACEP
Harry W Severance, MD, FACEP
Deborah A Mulligan, MD, FACEP
Jeremy Boyd, MD, FACEP

Dustin Holland, MD MPH, FACEP



EVENT MEDICINE SECTION

FORENSIC MEDICINE SECTION
FREESTANDING EMERGENCY CENTERS
GERIATRIC EMERGENCY MEDICINE SECTION
INTERNATIONAL EMERGENCY MEDICINE SECTION
MEDICAL DIRECTORS SECTION

MEDICAL HUMANITIES SECTION
OBSERVATION SERVICES SECTION

PAIN MANAGEMENT SECTION

PALLIATIVE MEDICINE SECTION

PEDIATRIC EMERGENCY MEDICINE SECTION

QUALITY IMPROVEMENT AND PATIENT SAFETY SECTION

George-Thomas M Pugh, MD

Monika Pitzele, MD, FACEP

Paul Daniel Kivela, MD, MBA, FACEP
Shan W Liu, MD, FACEP

Shama Patel, MD

Thomas F Spiegel, MD, MBA, MS, FACEP
Rachel H Kowalsky, MD

Anthony R Rosania, MD, FACEP
Donald E Stader, MD, FACEP

Rebecca R Goett, MD, FACEP

Jason T Lowe, DO

Collin Michels, MD

RESEARCH, SCHOLARLY ACTIVITY, & INNOVATION SECTION Justin B Belsky, MD MPH

RURAL EMERGENCY MEDICINE SECTION

SOCIAL EMERGENCY MEDICINE SECTION

SPORTS MEDICINE SECTION

TACTICAL EMERGENCY MEDICINE SECTION

TOXICOLOGY SECTION

TRAUMA & INJURY PREVENTION SECTION

UNDERSEA & HYPERBARIC MEDICINE SECTION

WELLNESS SECTION

WILDERNESS MEDICINE SECTION

YOUNG PHYSICIANS SECTION

Benjamin Knutson, MD

Laura Janneck, MD, FACEP

Anne M Verlangieri, MD
Unrepresented

Jennifer Hannum, MD, FACEP
Gregory Luke Larkin, MD, FACEP
Drue Orwig, DO

Susan T Haney, MD, FACEP
Brendan Harry Milliner, MD

Scott H Pasichow, MD, MPH, FACEP

In addition to the credentialed councillors, the following past leaders attended all or part of the Council

meeting and were not serving as councillors:

Past Presidents

Larry Bedard, MD, FACEP (CA)

Brooks F. Bock, MD, FACEP (CO)
Michael Carius, MD, FACEP (CT)
Angela F. Gardner, MD, FACEP (TX)
James Brian Hancock, MD, FACEP (MI)
Nicholas J. Jouriles, MD, FACEP (OH)

George Molzen, MD, FACEP (NM)
Andrew Sama, MD, FACEP (NY)

Robert W. Schafermeyer, MD, FACEP(NC)
Sandra M. Schneider, MD, FACEP (TX)
Richard L. Stennes, MD, FACEP (CA)
Robert E. Suter, DO, MPH, FACEP (TX)
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Past Speakers
Michael J. Bresler, MD, FACEP

James M. Cusick, MD, FACEP (FL)
Peter J. Jacoby, MD, FACEP (CT)

Past Chairs of the Board

Stephen H. Anderson, MD, FACEP (WA) Ramon W. Johnson, MD, FACEP (CA)
Andrew 1. Bern, MD, FACEP (FL) Robert E. O’Connor, MD, MPH, FACEP (VA)
John D. Bibb, MD, FACEP (CA) David P. Sklar, MD, FACEP (NM)

Jon Mark Hirshon, MD, PhD, FACEP (MD)
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The Council Standing Rules were distributed to the councillors prior to the meeting and were not read aloud.

Council Standing Rules
Preamble
These Council Standing Rules serve as an operational guide and description for how the Council conducts its
business at the annual meeting and throughout the year in accordance with the College Bylaws, the College Manual,
and standing tradition.

Alternate Councillors

A properly credentialed alternate councillor may substitute for a designated councillor not seated on the
Council meeting floor. Substitutions between designated councillors and alternates may only take place once debate
and voting on the current motion under consideration has been completed. A councillor or an alternate councillor may
not serve simultaneously as an alternate councillor for more than one component body.

If the number of alternate councillors is insufficient to fill all councillor positions for a component body, then
a member of that component body may be seated as a councillor pro-tem by either the concurrence of an officer of the
component body or upon written request to the Council secretary with a majority vote of the Council. Disputes
regarding the assignment of councillor pro-tem positions will be decided by the speaker.

Amendments to Council Standing Rules

These rules shall be amended by a majority vote using the formal Council resolution process outlined herein
and become effective immediately upon adoption. Suspension of these Council Standing Rules requires a two-thirds
vote.

Announcements

Proposed announcements to the Council must be submitted by the author to the Council secretary, or to the
speaker. The speaker will have sole discretion as to the propriety of announcements. Announcements of general
interest to members of the Council, at the discretion of the speaker, may be made from the podium. Only
announcements germane to the business of the Council or the College will be permitted.

Appeals of Decisions from the Chair
A two-thirds vote is required to override a ruling by the chair.

Board of Directors Seating
Members of the Board of Directors will be seated on the floor of the Council and are granted full floor
privileges except the right to vote.

Campaign Rules

Rules governing campaigns for election of the president-elect, Board of Directors, and Council officers shall
be developed by the Steering Committee and reviewed on an annual basis. Candidates, councillors, and component
bodies are responsible for abiding by the campaign rules.

Conflict of Interest Disclosure
All councillors and alternate councillors will be familiar with and comply with ACEP’s Conflict of
Interest policy. Individuals who have a financial interest in a commercial enterprise, which interest will be
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materially affected by a matter before the Council, will declare their conflict prior to providing testimony.

Councillor Allocation for Sections of Membership

To be eligible to seat a credentialed councillor, a section must have 100 dues-paying members, or the
minimum number established by the Board of Directors, on December 31 preceding the annual meeting. Section
councillors must be certified by the section by notifying the Council secretary at least 60 days before the annual
meeting.

Councillor Seating
Councillor seating will be grouped by component body and the location rotated year to year in an equitable
manner.

Credentialing and Proper Identification

To facilitate identification and seating, councillors are required to wear a name badge with a ribbon indicating
councillor or alternate councillor. Individuals without such identification will be denied admission to the Council
floor. Voting status will be designated by possession of a councillor voting card issued at the time of credentialing by
the Tellers, Credentials, & Elections Committee. College members and guests must also wear proper identification for
admission to the Council meeting room and reference committees.

The Tellers, Credentials, & Elections Committee, at a minimum, will report the number of credentialed
councillors at the beginning of each Council session. This number is used as the denominator in determining a two-
thirds vote necessary to adopt a Bylaws amendment.

Debate

Councillors, members of the Board of Directors, past presidents, past speakers, and past chairs of the Board
wishing to debate should proceed to a designated microphone. As a courtesy, once recognized to speak, each person
should identify themselves, their affiliation (i.e., chapter, section, Board, past president, past speaker, past chair, etc.),
and whether they are speaking “for” or “against” the motion.

Debate should not exceed two minutes for each recognized individual unless special permission has been
granted by the presiding officer. Participants should refrain from speaking again on the same issue until all others
wishing to speak have had the opportunity to do so.

In accordance with parliamentary procedure, the individual speaking may only be interrupted for the
following reasons: 1) point of personal privilege; 2) motion to reconsider; 3) appeal; 4) point of order; 5)
parliamentary inquiry; 6) withdraw a motion; or 7) division of assembly. All other motions must wait their turn and be
recognized by the chair.

Seated councillors or alternate councillors have full privileges of the floor. Upon written request and at the
discretion of the presiding officer, alternate councillors not currently seated and other individuals may be recognized
and address the Council. Such requests must be made in writing prior to debate on that issue and should include the
individual’s name, organization affiliation, issue to be addressed, and the rationale for speaking to the Council.

Distribution of Printed or Other Material During the Annual Meeting
The speaker will have sole discretion to authorize the distribution of printed or other material on the Council
floor during the annual meeting. Such authorization must be obtained in advance.

Election Procedures

Elections of the president-elect, Board of Directors, and Council officers shall be by a majority vote of
councillors voting. Voting shall be by written or electronic ballot. There shall be no write-in voting.

When voting electronically, the names of all candidates for a particular office will be projected at the same
time. Thirty (30) seconds will be allowed for each ballot. Councillors may change votes only during the allotted time.
The computer will accept the last vote or group of votes selected before voting is closed. When voting with paper
ballots, the chair of the Tellers, Credentials, & Elections Committee will determine the best procedure for the election
process.

Councillors must vote for the number of candidates equal to the number of available positions for each ballot.
A councillor’s individual ballot shall be considered invalid if there are greater or fewer votes on the ballot than is
required. The total number of valid and invalid individual ballots will be used for purposes of determining the
denominator for a majority of those voting.

The total valid votes for each candidate will be tallied and candidates who receive a majority of votes cast
shall be elected. If more candidates receive a majority vote than the number of positions available, the candidates with
the highest number of votes will be elected. When one or more vacancies still exist, elected candidates and their
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respective positions are removed and all non-elected candidates remain on the ballot for the subsequent vote. If no
candidate is elected on any ballot, the candidate with the lowest number of valid votes is removed from subsequent
ballots. In the event of a tie for the lowest number of valid votes on a ballot in which no candidate is elected, a run-off
will be held to determine which candidate is removed from subsequent ballots. This procedure will be repeated until a
candidate receives the required majority vote* for each open position.

*NOTE: If at any time, the total number of invalid individual ballots added to any candidate’s total valid votes would
change which candidate is elected or removed, then only those candidates not affected by this discrepancy will be
elected. If open positions remain, a subsequent vote will be held to include all remaining candidates from that round
of voting.

The chair of the Tellers, Credentials, & Elections Committee will make the final determination as to the
validity of each ballot. Upon completion of the voting and verification of votes for all candidates, the Tellers,
Credentials, & Elections Committee chair will report the results to the speaker.

Within 24 hours after the close of the annual Council meeting, the Chair of the Tellers, Credentials, &
Elections Committee shall present to the Council Secretary a written report of the results of all elections. This report
shall include the number of credentialed councillors, the slate of candidates, and the number of open positions for
each round of voting, the number of valid and invalid ballots cast in each round of voting, the number needed to elect
and the number of valid votes cast per candidate in each round of voting, and verification of the final results of the
elections. This written report shall be considered a privileged and confidential document of the College. However,
when there is a serious concern that the results of the election are not accurate, the speaker has discretion to disclose
the results to provide the Council an assurance that the elections are valid. Individual candidates may request and
receive their own total number of votes and the vote totals of the other candidates without attribution.

Electronic Devices

All electronic devices must be kept in “quiet” mode during the Council meeting. Talking on cellular phones is
prohibited in Council meeting rooms. Use of electronic devices for Council business during the meeting is
encouraged, but not appropriate for other unrelated activities.

Leadership Development Advisory Committee

The Leadership Development Advisory Committee (LDAC) is a Council Committee charged with identifying
and mentoring diverse College members to serve in College leadership roles. The LDAC will offer to interested
members guidance in opportunities for College leadership and, when applicable, in how to obtain and submit
materials necessary for consideration by the Nominating Committee.

Limiting Debate

A motion to limit debate on any item of business before the Council may be made by any councillor who has
been granted the floor and who has not debated the issue just prior to making that motion. This motion requires a
second, is not debatable, and must be adopted by a two-thirds vote. See also Debate and Voting Immediately.

Nominating Committee

The Nominating Committee shall be charged with developing a slate of candidates for all offices elected by
the Council. Among other factors, the committee shall consider activity and involvement in the College, the Council,
and component bodies, leadership experience in other organizations or practicing institution, candidate diversity, and
specific experiential needs of the organization when considering the slate of candidates.

Nominations

A report from the Nominating Committee will be presented at the opening session of the Annual Council
Meeting. The floor will then be open for additional nominations by any credentialed councillor, member of the Board
of Directors, past president, past speaker, or past chair of the Board, after which nominations will be closed and shall
not be reopened.

Members not nominated by the Nominating Committee may declare themselves “floor candidates” at any
time after the release of the Nominating Committee report and before the speaker closes nominations during the
Council meeting. All floor candidates must notify the Council speaker in writing. Upon receipt of this notification, the
candidate becomes a “declared floor candidate,” has all the rights and responsibilities of candidates otherwise
nominated by the Nominating Committee and must comply with all rules and requirements of the candidates. See also
Election Procedures.
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Parliamentary Procedure

The current edition of Sturgis, Standard Code of Parliamentary Procedure will govern the Council, except
where superseded by these Council Standing Rules, the College Manual, and/or the Bylaws. See also Limiting Debate
and Voting Immediately.

Any councillor may call for a “point of personal privilege,” “point of order,” or “parliamentary inquiry” at
any time even if it interrupts the current person speaking. This procedure is intended for uses such as asking a
question for clarification, asking the person speaking to talk louder, or to make a request for personal comfort. Use of
“personal privilege,” etc. to interject debate is out of order.

9 e

Past Presidents, Past Speakers, and Past Chairs of the Board Seating

Past presidents, past speakers, and past chairs of the Board of the College are invited to sit with their
respective component body, must wear appropriate identification, and are granted full floor privileges except the right
to vote unless otherwise eligible as a credentialed councillor.

Policy Review
The Council Steering Committee will report annually to the Council the results of a periodic review of non-
Bylaws resolutions adopted by the Council and approved by the Board of Directors.

Reference Committees
Resolutions meeting the filing and transmittal requirements in these Standing Rules will be assigned by the
speaker to a Reference Committee for deliberation and recommendation to the Council, except for commendation
and memorial resolutions. Reference Committee meetings are open to all members of the College, its committees,
and invited guests.

Reference Committees will hear as much testimony for its assigned resolutions as is necessary or practical
and then adjourn to executive session to prepare recommendations for each resolution in a written Reference
Committee Report.

A Reference Committee may recommend that a resolution:

A) Be Adopted or Not Be Adopted: In this case, the speaker shall state the resolution, which is then the subject
for debate and action by the Council.

B) Be Amended or Substituted: In this case, the speaker shall state the resolution as amended or substituted,
which is then the subject for debate and action by the Council.

C) Be Referred: In this case, the speaker shall state the motion to refer. Debate on a Reference Committee’s
motion to refer may go fully into the merits of the resolution. If the motion to refer is not adopted, the speaker
shall state the original resolution.

Other information regarding the conduct of Reference Committees is contained in the Councillor Handbook.

Reports

Committee and officer reports to be included in the Council minutes must be submitted in writing to the Council
secretary. Authors of reports who petition or are requested to address the Council should note that the purpose of these
presentations are to elaborate on the facts and findings of the written report and to allow for questions. Debate on
relevant issues may occur subsequent to the report presentation.

Resolutions

“Resolutions” are considered formal motions that if adopted by a majority vote of the Council and ratified by
the Board of Directors become official College policy. Resolutions pertaining only to the Council Standing Rules do
not require Board ratification and become effective immediately upon adoption. Resolutions pertaining to the College
Bylaws (Bylaws resolutions) require adoption by a two-thirds vote of credentialed councillors and subsequently a
two-thirds vote of the Board of Directors.

Resolutions must be submitted in writing by at least two members or by component bodies, College
committees, or the Board of Directors. A letter of endorsement is required from the submitting body if submitted by
a component body. All resolution sponsors and cosponsors must be confirmed at least 45 days in advance of the
Council meeting.

All motions for substantive amendments to resolutions must be submitted in writing through the electronic
means provided to the Council during the annual meeting, with the exception of technical difficulties preventing such
electronic submission, signed by the author, and presented to the Council prior to being considered. When
appropriate, amendments will be distributed or projected for viewing.

Background information, including financial analysis, will be prepared by staff on all resolutions submitted
on or before 90 days prior to the annual meeting.
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*  Regular Non-Bylaws Resolutions

Non-Bylaws resolutions submitted on or before 90 days prior to the annual meeting are known as “regular
resolutions” and will be referred to an appropriate Reference Committee for consideration at the annual
meeting.

Regular resolutions may be modified or withdrawn by the author(s) up to 45 days prior to the annual
meeting. After such time, revisions will follow the usual amendment process and may be withdrawn only with
consent of the Council at the annual meeting. As determined by the speaker, extensive revisions during the 90
to 45 day window that appear to alter the original intent of a regular resolution or that would render the
background information meaningless will be considered as “Late Resolutions.”

*  Bylaws Resolutions

Bylaws resolutions must be submitted on or before 90 days prior to the annual meeting and will be
referred to an appropriate Reference Committee for consideration at the annual meeting. The Bylaws
Committee, up to 45 days prior to the Council meeting, with the consent of the author(s), may make changes
to Bylaws resolutions insofar as such changes would clarify the intent or circumvent conflicts with other
portions of the Bylaws.

Bylaws resolutions may be modified or withdrawn by the author(s) up to 45 days prior to the annual
meeting. After such time, revisions will follow the usual amendment process and may be withdrawn only with
consent of the Council at the annual meeting. As determined by the speaker, revisions during the 90 to 45 day
window that appear to alter the original intent of a Bylaws resolution, or are otherwise considered to be out of
order under parliamentary authority, will not be permitted.

* Late Resolutions

Resolutions submitted after the 90-day submission deadline, but at least 24 hours prior to the beginning of
the annual meeting are known as “late resolutions.” These late resolutions are considered by the Steering
Committee at its meeting on the evening prior to the opening of the annual meeting. The Steering Committee
is empowered to decide whether a late submission is justified due to events that occurred after the filing
deadline. An author of the late resolution shall be given an opportunity to inform the Steering Committee why
the late submission was justified. If a majority of the Steering Committee votes to accept a late resolution, it
will be presented to the Council at its opening session and assigned to a Reference Committee. If the Steering
Committee votes unfavorably and rejects a late resolution, the reason for such action shall be reported to the
Council at its opening session. The Council does not consider rejected late resolutions. The Steering
Committee’s decision to reject a late resolution may be appealed to the Council. When a rejected late
resolution is appealed, the Speaker will state the reason(s) for the ruling on the late resolution and without
debate, the ruling may be overridden by a two-thirds vote.

e Emergency Resolutions

Emergency resolutions are resolutions that do not qualify as “regular” or “late” resolutions. They are
limited to substantive issues that because of their acute nature could not have been anticipated prior to the
annual meeting or resolutions of commendation that become appropriate during the course of the Council
meeting. Resolutions not meeting these criteria may be ruled out of order by the speaker. Should this ruling be
appealed, the speaker will state the reason(s) for ruling the emergency resolution out of order and without
debate, the ruling may only be overridden by a two-thirds vote. See also Appeals of Decisions from the
Chair.

Emergency resolutions must be submitted in writing, signed by at least two members, and presented to
the Council secretary. The author of the resolution, when recognized by the chair, may give a one-minute
summary of the emergency resolution to enable the Council to determine its merits. Without debate, a simple
majority vote of the councillors present and voting is required to accept the emergency resolution for floor
debate and action. If an emergency resolution is introduced prior to the beginning of the Reference Committee
hearings, it shall upon acceptance by the Council be referred to the appropriate Reference Committee. If an
emergency resolution is introduced and accepted after the Reference Committee hearings, the resolution shall
be debated on the floor of the Council at a time chosen by the speaker.

Smoking Policy
Smoking is not permitted in any College venue.

Unanimous Consent Agenda
A “Unanimous Consent Agenda” is a list of resolutions with a waiver of debate.
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All resolutions assigned to a Reference Committee shall be placed on a Unanimous Consent Agenda.

The Unanimous Consent Agenda will be listed at the beginning of the Reference Committee report along with
the committee’s recommendation for adoption, referral, amendment, substitution, or not for adoption for each
resolution listed. A request for extraction of any resolution from the Unanimous Consent Agenda by any credentialed
councillor is in order at the beginning of the Reference Committee report. Thereafter, the remaining items on the
Unanimous Consent Agenda will be approved unanimously en bloc without discussion. The Reference Committee
reports will then proceed in the usual manner with any extracted resolution(s) debated at an appropriate time during
that report.

Voting Immediately

A motion to “vote immediately” may be made by any councillor who has been granted the floor. This motion
requires a second, is not debatable, and must be adopted by two-thirds of the councillors voting. Councillors are out of
order who move to “vote immediately” during or immediately following their presentation of testimony on that
motion. The motion to “vote immediately” applies only to the immediately pending matter, therefore, motions to
“yote immediately on all pending matters” is out of order. The opportunity for testimony on both sides of the issue,

for and against, must be presented before the motion to “vote immediately” will be considered in order. See
also Debate and Limiting Debate.

Voting on Resolutions and Motions

Voting may be accomplished by an electronic voting system, voting cards, standing, or voice vote at the
discretion of the speaker. Numerical results of electronic votes and standing votes on resolutions and motions will be
presented before proceeding to the next issue.
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The councillors reviewed and accepted the minutes of the October 23-24, 2021, Council meeting and
approved the actions of the Steering Committee taken at their January 24, 2022, and May 1, 2022, meetings.

Dr. Gray-Eurom called for submission of emergency resolutions. None were submitted.

Dr. Gray-Eurom reported that seven late resolutions were received and reviewed by the Steering Committee.
Six memorial resolutions were accepted by the Steering Committee. Memorial resolutions are not assigned to a
Reference Committee for testimony. One late resolution was accepted for submission to the Council. “Emergency
Physician Protection from Legal Jeopardy Related to Elective Abortion Management” was numbered 65 and assigned
to Reference Committee B.

Dr. Gray-Eurom presented the Nominating Committee report.

Seven members were nominated for four positions on the Board of Directors: William B. Felegi, DO,
FACEP; Jeffrey M. Goodloe, MD, FACEP; Gabor D. Kelen, MD, FACEP; Jeffrey F. Linzer, Sr., MD, FACEP;
Kristin B. McCabe-Kline, MD, FACEP; Henry Z. Pitzele, MD, FACEP; and Ryan A. Stanton, MD, FACEP. Dr.
Gray-Eurom announced that Dr. Felegi withdrew his name from nomination and then read a personal statement from
him. Dr. Gray-Eurom called for floor nominations. There were no nominees. The nominations were then closed.

One member was nominated for President-Elect: Aisha T. Terry, MD, MPH, FACEP. Dr. Gray-Eurom called
for floor nominations. There were no floor nominees. The nominations were then closed. With no objections, Dr.
Terry was declared as the 2022-23 president-elect.

Dr. Gray-Eurom explained the Candidate Forum procedures. The candidates then made their opening
statements to the Council.

The Council recessed at 9:15 am for the Reference Committee hearings. The resolutions considered by the
2022 Council appear below as submitted.

2022 Council Resolutions

RESOLUTION 1
RESOLVED, That the American College of Emergency Physicians recognizes the scope, breadth, and lasting
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impact of the contributions of Michael L. Callaham, MD, FACEP, to the advancement of science and success of
Annals of Emergency Medicine; and be it further

RESOLVED, That the American College of Emergency Physicians commends Michael L. Callaham, MD,
FACEP, for his outstanding service, leadership, and commitment to the College and the specialty of emergency
medicine.

RESOLUTION 2

RESOLVED, That the American College of Emergency Physicians commends Virginia (Ginny) Kennedy
Palys, JD, for her career of dedicated service, outstanding leadership, commitment to the College, the emergency
physicians of Illinois, the specialty of emergency medicine, and the patients that we serve.

RESOLUTION 3

RESOLVED, That the American College of Emergency Physicians commends Paul R Pomeroy, Jr., MD,
FACEDP, for his outstanding service, leadership, commitment to the College and the specialty of emergency
medicine, and to the patients we serve.

RESOLUTION 4
RESOLVED, That the American College of Emergency Physicians commends Loren Rives, MNA, for her
outstanding service and commitment to the College and the specialty of emergency medicine.

RESOLUTION 5

RESOLVED, That the American College of Emergency Physicians commends Mark S. Rosenberg, DO, MBA,
FACEP, for his outstanding service, leadership, commitment to the College and the specialty of emergency medicine,
and to the patients we serve.

RESOLUTION 6

RESOLVED, That the American College of Emergency Physicians recognizes the outstanding contributions of
Carey D. Chisholm, MD, to the specialty of emergency medicine, especially as an educator, and extends the College’s
condolences to his wife of almost 40 years, Robin Chisholm, as well as to their daughters, Kelsey and Tyler.

RESOLUTION 7

RESOLVED, That the American College of Emergency Physicians remembers with honor and gratitude the
accomplishments and contributions of a gifted emergency physician, Loren A. Crown, MD, FACEP, and extends
condolences and gratitude to his wife, Elaine Kathleen Ellis, family, and friends for his service to the specialty of
emergency medicine and to patient care.

RESOLUTION 8

RESOLVED, That the American College of Emergency Physicians, the Delaware Chapter, and the friends and
colleagues of Sherrill Mullenix recognizes her longstanding dedication and incredible contributions to the current
state and the future of emergency medicine and acknowledges that she is irreplaceable and is missed.

RESOLUTION 9

RESOLVED, That the American College of Emergency Physicians extends to the family of Adetolu “Tolu”
Odufuye MD, FACEDP, her friends, and her colleagues our condolences and gratitude for her tremendous service to the
specialty of emergency medicine and to the patients and physicians of Florida and the United States.

RESOLUTION 10

RESOLVED, That the ACEP Bylaws Article [V — Membership, Section 2.3 — Candidate Members, paragraph
two be amended to read:

“The rights of candidate members at the chapter level are as specified in their chapter’s bylaws. At the
national level, candidate members shall not be entitled to hold office, but physician-members may serve on the
Council. Candidate members appointed to national committees shall be entitled to vote in committees on which they
serve.”; and be if further

RESOLVED, That the ACEP Bylaws Article VIII — Council, Section 1 — Composition of the Council,
paragraph one, of the ACEP Bylaws be amended to read:
“Each chartered chapter shall have a minimum of one councillor as representative of all of the members of such
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chartered chapter. There shall be allowed one additional councillor for each 100 members of the College in that
chapter as shown by the membership rolls of the College on December 31 of the preceding year. However, a member
holding memberships simultaneously in multiple chapters may be counted for purposes of councillor allotment in only
one chapter. Councillors shall be elected or appointed from regular and candidate physieian members in accordance
with the governance documents or policies of their respective sponsoring bodies.”

RESOLUTION 11
RESOLVED, That the ACEP Bylaws Article VIII — Council, Section 7 — Nominating Committee be amended
to read:

A Nominating Committee for positions elected by the Council shall be appointed annually and chaired by the
speaker. The speaker shall appoint five members, at least one of which will be a young physician, defined as a
member under the age of 40 or within the first ten years of practice, and the president shall appoint the president-
elect plus two additional Board members. A member of the College cannot concurrently accept nomination to the
Board of Directors and Council Office. Nominations will also be accepted from the floor.

RESOLUTION 12

RESOLVED, That the ACEP Bylaws Article VIII — Council, Section 8 — Board of Directors Actions on
Resolutions, be amended to read:

The Board of Directors shall act on all resolutions adopted by the Council, unless otherwise specified in these
Bylaws, no later than the second Board meeting following the annual meeting and shall address all other matters
referred to the Board within such time and manner as the Council may determine.

The Board of Directors shall take one of the following actions regarding a non-Bylaws resolution adopted by
the Council:

1.  Implement the resolution as adopted by the Council.

2. Opverrule the resolution by a three-fourths vote. The vote and position of each Board member shall be
reported at the next meetings of the Steering Committee and the Council.

3. Amend the resolution in a way that does not change the basic intent of the Council. At its next meeting,

the Steering Committee must either accept or reject the amendment. If accepted, the amended resolution
shall be implemented without further action by the Council. If the Steering Committee rejects the
amendment, the Board at its next meeting shall implement the resolution as adopted by the Council,
propose a mutually acceptable amendment, or overrule the resolution.

The ACEP Council Speaker and Vice Speaker or their designee shall provide to the College a written summary
of the Council meeting within 45 calendar days of the adjournment of the Council meeting. This summary shall
include:

1. An executive summary of the Council meeting.
2. A summary and final text of each passed and referred resolution.

Thereafter, the Board of Directors shall provide to the College written and comprehensive communication
regarding the actions taken and status of each adopted and referred resolution. A summary of the Board of Directors’
intent, discussion, and decision for each referred resolution shall be included. These communications shall be
provided at quarterly intervals until these communications demonstrate that no further Board action is required
according to the Bylaws listed previously in this section.

A Board report on each resolution referred, in whole or part, by the Council to the Board of Directors,
will be prepared and become business of the subsequent Council meeting. The Board report will include a
summary of the discussion and the Board’s recommendations regarding the referred matter. As business of the
Council, the Board’s recommendations will be subject to Council approval. The Council will review, discuss,
and act on the Board report. This may include approval, rejection, amendment, or referral of the
recommendations.

Bylaws amendment resolutions are governed by Article XIII of these Bylaws.

RESOLUTION 13
RESOLVED, That the ACEP Bylaws Article VIII — Council, Section 5 — Voting Rights, paragraph two be
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amended to read:

ACEP Past Presidents; Members of the Board of Directors, and Past Speakers;andPast-Chairs-of the Boeard; if not
certified as councillors or alternate councillors by a sponsoring body, may participate in the Council in a non-voting
capacity. Current-Mmembers of the Board of Directors may address the Council on any matter under discussion but
shall not have voting privileges in Council sessions.

RESOLUTION 14
RESOLVED, That the “Debate” section, paragraph one, of the Council Standing Rules be amended to read:

“Councillors, past and current members of the Board of Directors, past-presidents; and past speakers;-and-past
chairs-of the Beard wishing to debate should proceed to a designated microphone. As a courtesy, once recognized to
speak, each person should identify themselves, their affiliation (i.e., chapter, section, past or current Board member,
past-president; past speaker, past-ehair; etc.), and whether they are speaking “for” or “against” the motion;” and be it
further

RESOLVED, That the Council Standing Rules “Past Presidents, Past Speakers, and Past Chairs of the Board
Seating” section be amended to read as follows with the proviso that the changes will become effective after the 2022
Council meeting and only upon adoption of the companion Bylaws amendment titled “Past Leader Participation in
Council Meetings™:

Past Presidents; Members of the Board of Directors and Past Speakers;-andPast-Chairs-of the Board Seating

Past presidents; Members of the Board of Directors and past speakers;-and-pastchairs-of the Board-ofthe
College are invited to sit with their respective component body, must wear appropriate identification, and are granted
full floor privileges except the right to vote unless otherwise eligible as a credentialed councillor.

PROVISO: The provisions of this resolution shall not go into effect unless Resolution 13(22) Past Leader
Participation in Council Meetings — Bylaws Amendment is adopted by the Council and the Board of Directors.

RESOLUTION 15
RESOLVED, That the ACEP Council Standing Rules, “Election Procedures” section, paragraph one, and the
“Voting on Resolutions and Motions” section be amended to read:

Election Procedures

Elections of the president-elect, Board of Directors, and Council officers shall be by a majority vote of
councillors voting. Voting shall be by written or electronic ballot, which may include remote communication and
voting technology. There shall be no write-in voting. Individual connectivity issues or individual disruption of
remote communication technology shall not be the basis for a point of order and/or other challenge to any
voting utilizing such technology. The Chair of the Tellers, Credentials, & Elections Committee will monitor the
voting for large discrepancies between votes and notify the Speaker.

Voting on Resolutions and Motions

Voting may be accomplished by an electronic voting system, including remote communication technology, voting
cards, standing, or voice vote at the discretion of the speaker. Numerical results of electronic votes and standing votes
on resolutions and motions will be presented before proceeding to the next issue. Individual connectivity issues or
individual disruption of remote communication and voting technology shall not be the basis for a point of order
and/or other challenge to any voting utilizing such technology. The Chair of the Tellers, Credentials, &
Elections Committee will monitor the voting for large discrepancies between votes and notify the Speaker.

RESOLUTION 16
RESOLVED, That the ACEP Council Standing Rules, “Nominations” section, be amended to read:

Nominations

A report from the Nominating Committee will be presented at the opening session of the Annual Council
Meeting. The floor will then be open for additional nominations by any credentialed councillor, member of the Board
of Directors, past president, past speaker, or past chair of the Board, after which nominations will be closed and shall
not be reopened.

Members not nominated by the Nominating Committee may self-nominate by declareing themselves “floor
candidates” at any time after the release of the Nominating Committee report and before the speaker closes
nominations during the Council meeting. All floor candidates must notify the Council speaker in writing. Upon
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receipt of this notification, the candidate becomes a “declared floor candidate,” has all the rights and responsibilities
of candidates otherwise nominated by the Nominating Committee, and must comply with all rules and requirements
of the candidates. All required candidate materials (including but not limited to professional photo, CV,
Candidate Campaign Rules Attestation, responses to written questions, candidate data sheet, conflict of
interest disclosure statement) must be available immediately at the time of floor nomination — either completed
by the due date for all nominees or at the time of notification to the Speaker of intent to seek nomination,
whichever date is later. See also Election Procedures.

RESOLUTION 17

RESOLVED, That ACEP study the feasibility of moving previously scheduled national-level ACEP events
away from states that do not offer access to a full range of reproductive health care options; and be it further

RESOLVED, That ACEP not schedule future national-level ACEP events in states that do not offer access to
a full range of reproductive health care options; and be it further

RESOLVED, That with recognition of the necessity for both the College and its chapters to continue to
function in states that limit access to a full range of reproductive health care options, the prohibition of scheduling
meetings in these states shall apply to national-level ACEP events only, and shall not apply to individual chapters of
the College.

RESOLUTION 18
RESOLVED, That information on the sources and amount of revenue for the Clinical Emergency Data
Registry be disclosed in the Treasurer’s report to the Council and to the membership.

RESOLUTION 19

RESOLVED, That ACEP adopt this policy: “Any entity that wishes to advertise in ACEP vehicles, exhibit at
its meetings, provide sponsorship, other support, or otherwise be associated with the ACEP, as of January 1, 2023,
shall remove all contractual restrictions on or waivers of due process for emergency physicians. Physicians cannot be
asked to waive this right as it can be detrimental to the quality and safety of patient care. The entities affected include
but are not limited to physician group practices, hospitals and staffing companies.”; and be it further

RESOLVED, That ACEP create a method for members to report incidents of denial of due process, review
member-submitted contractual clauses or other methods of denying such that are of concern, and to investigate the
matter allowing the entity an opportunity to respond or modify its policy prior to exclusion for violation of this policy.

RESOLUTION 20
RESOLVED, That ACEP provide, as a member benefit at no charge, legal education, expert consultation, and
document review for new graduates who are actively negotiating employment contracts.

RESOLUTION 21

RESOLVED, That ACEP directly support the American Academy of Emergency Medicine — Physician Group
litigation versus Envision by a donation of $1 million of the members’ equity to the American Academy of
Emergency Medicine Foundation.

RESOLUTION 22
RESOLVED, That ACEP return 10% of national dues to each chapter calculated by 0.1 x number of state dues-
paying members every year.

RESOLUTION 23
RESOLVED, That the Council Steering Committee study limits to the number of years individuals may serve
in the ACEP Council and report back to the Council with actionable recommendations by the 2024 Council meeting.

RESOLUTION 24
RESOLVED, That ACEP support nationwide access to a full array of reproductive health care options.

RESOLUTION 25

RESOLVED, That ACEP affirms that: 1) abortion is a medical procedure and should be performed only by a
duly licensed physician, surgeon, or other medical professional in conformance with standards of good medical
practice and the Medical Practice Act of that individual’s state; and 2) no physician or other professional personnel
shall be required to perform an act violative of good medical judgment and this protection shall not be construed to
remove the ethical obligation for referral for any medically indicated procedure; and be it further
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RESOLVED, That ACEP supports the position that the early termination of pregnancy (publicly referred to as
“abortion”) is a medical procedure, and as such, involves shared decision making between patients and their physician
regarding: 1) discussion of reproductive health care; 2) performance of indicated clinical assessments; 3) evaluation of
the viability of pregnancy and safety of the pregnant person; 4) availability of appropriate resources to perform
indicated procedure(s); and 5) is to be made only by health care professionals with their patients; and be it further

RESOLVED, That ACEP opposes the criminalization or mandatory reporting for non-public health
monitoring reasons of self-induced abortion as it increases patients’ medical risks and deters patients from seeking
medically necessary services and will advocate against any legislative efforts to criminalize self-induced abortion; and
be it further

RESOLVED, That ACEP supports an individual’s ability to access the full spectrum of evidence-based pre-
pregnancy, prenatal, peripartum, and postpartum physical and mental health care, and supports the adequate payment
from all payers for said care; and be it further

RESOLVED, That ACEP opposes the criminalization, imposition of penalties, or other retaliatory efforts
against patients, patient advocates, physicians, health care workers, and health systems for receiving, assisting, or
referring patients within a state or across state lines to receive reproductive health services or medications for
contraception and abortion, and will further advocate for legal protection of said individuals.

RESOLUTION 26

RESOLVED, That ACEP promote the equitable and knowledgeable treatment of patients seeking peri-
abortion and post-abortion care in the emergency department irrespective of the state in which the patient is seeking
reproductive health care; and be it further

RESOLVED, That ACEP promote legal protections for doctors practicing within the best practices and laws
of their own states, irrespective of the state of origin of their patients; and be it further

RESOLVED, That ACEP encourage hospitals and emergency medicine residency training programs to
provide education, training, and resources outlining best clinical practices on miscarriage and post-abortion care,
including for patients who have self-managed abortions; and be it further

RESOLVED, That ACEP broaden its clinical policy on Issues in the Initial Evaluation and Management of
Patients Presenting to the Emergency Department in Early Pregnancy to include considerations for miscarriage
management; and be it further

RESOLVED, That ACEP continue to develop practices and policies that protect the integrity of the
physician-patient relationship including developing legal resources for physicians caring for peri-abortion and post-
abortion patients in states where abortion access is limited; and be it further

RESOLVED, That ACEP promote adherence to laws that provide the strongest possible protections for high
quality patient care including its continued support of adhering to the federal Emergency Medical Treatment and
Labor Act (EMTALA) over state abortion laws when failure to treat or securely transfer a patient with a potentially
life-threatening pregnancy-related complication, including but not limited to ectopic pregnancy, severe hemorrhage or
uterine infection from either abortion or miscarriage contradicts EMTALA.

RESOLUTION 27

RESOLVED, That ACEP develop a policy statement endorsing the accessibility of emergency contraception
in emergency departments nationwide; and be it further

RESOLVED, ACEP advocate for universal access to emergency contraception in the emergency department.

RESOLUTION 28

RESOLVED, That ACEP will petition the appropriate state or federal legislative and regulatory bodies to
establish the requirement that revenue cycle management entities, regardless of their ownership structure, will directly
provide every emergency physician it bills or collects for with a detailed itemized statement of billing and remittances
for medical services they provide on at least a monthly basis; and be it further

RESOLVED, That ACEP adopt this policy: “Any entity that wishes to advertise in ACEP vehicles, exhibit at
its meetings, provide sponsorship, other support or otherwise be associated with ACEP, will, as of January 1, 2023,
provide every emergency physician associated with that entity, at a minimum, a monthly statement with detailed
information on monetary amounts billed and collected in the physician’s name. This information must be provided
without the need for the physician to request it. Physicians cannot be asked to waive access to this information. The
entities affected include but are not limited to revenue cycle management companies, physician group practices,
hospitals, and staffing companies.”

RESOLUTION 29
RESOLVED, That ACEP advocate on behalf of its patients and members that the FDA add buprenorphine to
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its list of essential medications; and be it further

RESOLVED, That ACEP recommend and advocate that every emergency department stock buprenorphine
and medications for opioid use disorder so that patients with opioid use disorder or in opioid withdrawal may receive
the best evidence-based care; and be it further

RESOLVED, That ACEP work with the American Hospital Association, American Medical Association,
state agencies, and federal agencies to promote availability of medications for opioid use disorder in emergency
departments and hospital settings; and be it further

RESOLVED, That ACEP support hospitals and emergency physicians in initiating treatment protocols for
opioid use disorder and opioid withdrawal using buprenorphine and medications for opioid use disorder to enhance
best evidence-based practices in emergency medicine throughout the United States.

RESOLUTION 30

RESOLVED, That ACEP support allowing patients access to medical cannabis; and be it further

RESOLVED, That ACEP endorse and support the passage of Ryan’s Law across the entire United States; and
be it further

RESOLVED, That ACEP endorse, support, and assist ACEP chapters in the passage of Ryan’s Law
legislation in their states.

RESOLUTION 31

RESOLVED, That ACEP endorse and support the decriminalization of the personal possession and use of
small amounts of all illicit drugs in the United States instead making that a civil penalty with referral to treatment; and
be it further

RESOLVED, That ACEP endorse and support ACEP chapters to develop and introduce state legislation that
decriminalizes the personal possession and use of small amounts of all illicit drugs and instead making that a civil
penalty with referral to treatment.

RESOLUTION 32

RESOLVED, That ACEP support the development and implementation of Supervised Consumption
Facilities/Supervised Injection Sites (SCF/SIS) in the United States that would be designed, monitored, and evaluated
to include additional data to inform policymakers on the feasibility, effectiveness, and legal aspects of SCF/SIS in
reducing harm and health care costs related to injection drug use.

RESOLUTION 33

RESOLVED, That ACEP support the development and implementation of low-barrier telehealth medication
treatment services to address gaps in opioid use disorder care; and be it further

RESOLVED, That ACEP advocate for state and federal regulatory and legislative solutions that will permit
the ongoing integration of opioid use disorder treatment including medication therapy through telehealth into the
continuum of addiction care.

RESOLUTION 34

RESOLVED, That ACEP work with the American Hospital Association, other relevant stakeholders, and law
enforcement officials to ensure best practices are established and promoted to protect patients and staff from weapons
in the ED.

RESOLUTION 35
RESOLVED, That ACEP advocate legislation at the state and federal level that includes clear penalty language
outlining punishment and consequences for those who assault a healthcare worker who is at work and delivering care.

RESOLUTION 36
RESOLVED, That ACEP declare EMS an essential service and engage in a public information campaign to
educate the public in this regard; and be it further
RESOLVED, That ACEP work with the American Medical Association and other stakeholder organizations to
actively promote the inclusion of Emergency Medical Services among federally- and locally-funded essential
services.

RESOLUTION 37
RESOLVED, That ACEP support the protection of all participants in discussions of cases of potential medical
error, whether Morbidity & Mortality Conferences (M&M), Root Cause Analysis (RCA), or any patient safety forum,

22



from legal discovery; and be it further

RESOLVED, That ACEP encourage and support state chapters in identifying pending or existing state laws
limiting free discussion of cases of potential medical error in quality assurance/quality improvement, Morbidity &
Mortality Conferences (M&M), Root Cause Analysis (RCA), and similar environments, and in lobbying against them.

RESOLUTION 38

RESOLVED, That ACEP, through legislative venues and lobbying efforts, focus regulatory bodies, i.e.,
Centers for Medicare & Medicaid Services, The Joint Commission, etc., to establish a reasonable matrix of standards
including acceptable boarding times and handoff of clinical responsibility for boarding patients; and be it further

RESOLVED, That ACEP publish best-practice action plans for hospitals to improve emergency department
capacity; and be it further

RESOLVED, That ACEP, through task force work, define criteria to determine when an emergency
department is considered over capacity and hospital action plans are triggered to activate.

RESOLUTION 39

RESOLVED, That ACEP advocate for requiring Critical Access Hospitals, Rural Emergency Hospitals, and
Outpatient Emergency Departments without onsite emergency medicine physicians to post clear signage in the
waiting room and exam rooms noting the lack of physician coverage.

RESOLUTION 40

RESOLVED, That ACEP develop a policy statement in support of the expansion of Medicaid to the levels
allowable by federal law in recognition of the benefit of increasing health care access to eligible patients, including
some of our most vulnerable, while decreasing the uncompensated care provided by emergency physicians; and be it
further

RESOLVED, That ACEP develop a toolkit to assist ACEP state chapters in their efforts to advocate for such
expansion of Medicaid in their states.

RESOLUTION 41

RESOLVED, That ACEP develop an educational program on identifying and addressing stigma in the
emergency department that can be provided to residency programs as a standard part of residency training,
highlighting the role of important practices such as person-first language.

RESOLUTION 42

RESOLVED, That ACEP establish policy to appreciate and support the efforts of other specialties to require
emergency department or emergency medicine experience of their residents, with specific support for the equity of
their experience with that of emergency medicine residents; and be it further

RESOLVED, That ACEP work with the Accreditation Council for Graduate Medical Education to reaffirm
existing requirements that residents from other specialties do not detract from the education of emergency medicine
residents; and be it further

RESOLVED, That ACEP work with the Accreditation Council for Graduate Medical Education to expand the
program requirements for emergency medicine regarding the education of residents from other services; specifically
stating that the following requirements apply equally:

a. Training site resources (e.g., clinical support personnel).

b. Training site volume and acuity, with sites for these residents subject to the same requirements as the
primary clinical site for emergency medicine residents.

c. Qualifications of faculty members supervising these residents.

d. Designation of a physician qualified to supervise emergency medicine residents as a core faculty member
of the other residency or residencies who is responsible for the emergency medicine experience of that
residency.; and be it further

RESOLVED, That ACEP work with the Accreditation Council for Graduate Medical Education and other
specialties to reference emergency medicine new requirements in the requirements for other residencies that require
emergency department or emergency medicine experience (e.g., internal medicine, family medicine, transitional year,
etc.) such that the required experience is substantially similar for all residents and specifically all residents who
require emergency medicine or emergency department experience should receive a substantially similar experience at
training sites with or without an emergency medicine residency regarding:
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a. Training site resources.
b. Training site volume and acuity.
c. Faculty qualifications.
Designation of a core faculty member, qualified to supervise emergency medicine residents, responsible for the
emergency medicine experience of the residency.

RESOLUTION 43
RESOLVED, That ACEP support the integration of buprenorphine training and harm reduction skills into the
core curriculum for residents graduating from Accreditation Council for Graduate Medical Education accredited
emergency medicine programs; and be it further
RESOLVED, That ACEP coordinate with other organizations in emergency medicine (Council of Residency
Directors in Emergency Medicine, Society for Academic Emergency Medicine, and the American Board of
Emergency Medicine) to further endorse integration of buprenorphine training and harm reduction skills into
curriculum or simulation sessions during residency and should focus on identification of patients with opioid
use disorder and initiation of buprenorphine treatment as well as sharing harm reduction information and
resources such as clean syringes, naloxone, and fentanyl test strips, depending on local practice and
availability.

RESOLUTION 44

RESOLVED, That ACEP adopt as policy, a position that every patient presenting to an emergency
department should be assessed, in person, by a board-certified/board-eligible emergency physician as defined by the
American Board of Emergency Medicine (ABEM) or the American Osteopathic Board of Emergency Medicine
(AOBEM) or a physician formerly board certified in emergency medicine as defined by ABEM or ABOEM who is
now board certified by an alternate national board; and be it further

RESOLVED, That ACEP adopt as policy a position that if no board-certified/board-eligible emergency
physician is available, that the absolute minimum standard to providing emergency care is that every patient
presenting to an emergency department is assessed, in person, by a licensed physician who is board certified/board
eligible in an medical specialty as defined by the American Board of Medical Specialties or the American Osteopathic
Association, or who was formerly so certified and is now a member of an alternate national board; and be it further

RESOLVED, That ACEP adopt as policy, a position that nurse practitioners and physician assistants should
never practice emergency medicine without in-person, real-time physician supervision; and be it further

RESOLVED, That ACEP advocate with the Centers for Medicare & Medicaid Services and third-party payers
to exclude care provided by a nurse practitioners and physician assistants without in-person, real-time physician
supervision from the definition of emergency medicine for the purposes of billing or reimbursement.

RESOLUTION 45

RESOLVED, That the ACEP policy statement “Guidelines on the Role of Physician Assistants and Advanced
Practice Registered Nurses in the Emergency Department” be revised so that onsite emergency physician presence to
supervise nurse practitioners and physician assistants is stated as the gold standard for staffing all emergency
departments.

RESOLUTION 46

RESOLVED, That ACEP research and make recommendations regarding the minimum staffing ratios of
physicians to nurse practitioners and physician assistants, taking into account appropriate variables (such as patient
acuity, non-physician provider competencies, available clinical resources, etc.) to allow for safe, high-quality care and
appropriate supervision in the setting of a physician-led emergency medicine team.

RESOLUTION 47

RESOLVED, That ACEP work with the American Medical Association and call for an unbiased outside
agency survey and report of nurse practitioner schools to provide recommendations for nurse practitioner reform to
improve the quality of nurse practitioner education and to improve patient care.

RESOLUTION 48

RESOLVED, That ACEP endorse that before a physician assistant or nurse practitioner can work in a Critical
Access Hospital (CAH), Rural Emergency Hospital (REH) or Outpatient Emergency Department (OED) that they
have a minimum of five years of experience working in an emergency department with onsite supervision.
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RESOLUTION 49

RESOLVED, That ACEP support initiatives that encourage the placement of emergency medicine-trained and
board-certified medical directors in all U.S. EDs, whether in person or virtual; and be it further

RESOLVED, That ACEP support initiatives that promote rural EDs to seek coverage by emergency medicine
trained and board-certified physicians; and be it further

RESOLVED, That ACEP support the creation of a minimum standard for training partnered with emergency
medicine trained and board certified local or virtual bedside support for all non-emergency medicine physicians,
physician assistants, and nurse practitioners already working in rural EDs.

RESOLUTION 50

RESOLVED, That ACEP support and encourage emergency medicine trained and board certified emergency
physicians to work in rural EDs; and be it further

RESOLVED, That ACEP help establish, with the Council of Residency Directors in Emergency Medicine, a
standardized training program for emergency medicine residents with aspirations to work rural; and be it further

RESOLVED, That ACEP support working with the Accreditation Council for Graduate Medical Education to
increase resident exposure to rural emergency medicine.

RESOLUTION 51

RESOLVED, That ACEP support screening for social determinants of health with validated tools; and be it
further

RESOLVED, That ACEP encourage screening for social determinants of health to be paired with feasible and
appropriate responses.

RESOLUTION 52

RESOLVED, That ACEP appoint a task force or committee to identify minimum standards of care for health-
related social complaints in the emergency department, acknowledging that these standards are only advisory in
nature and must be reflective of standards that can be reasonably achieved in all emergency departments, with
particular attention given to the feasibility of recommended standards in low resource and/or rural settings, and submit
a report to the 2023 Council.

RESOLUTION 53

RESOLVED, That ACEP investigate alternative care models to evaluate patients in police custody, such as
telehealth, to determine necessity of an in-person evaluation; and be it further

RESOLVED, That ACEP encourage law enforcement to stay with any patient they choose to bring to the ED
who are intoxicated, altered, agitated, or otherwise pose a risk to the safety of themselves or others until a disposition
has been determined or the physician determines their assistance is no longer needed.

RESOLUTION 54

RESOLVED, That, to safeguard the welfare of our membership and patients, ACEP task a committee with
developing a process to identify employers of emergency physicians and quantify the degree of moral injury imposed
by said employers on their emergency physician employees and further making these findings available to the general
membership.

RESOLUTION 55

RESOLVED, That ACEP create a document acknowledging that patients leaving the emergency department
against medical advice prior to completion of care will not have received a complete evaluation, results of all ancillary
testing including incidental findings, all indicated therapies, and all indicated consults; and be it further

RESOLVED, That ACEP create a document acknowledging that patients leaving the emergency department
against medical advice prior to completion of care will not have all medication recommendations and prescriptions,
nor a complete list of discharge diagnoses, incidental findings requiring follow up, instructions, and referrals upon
departure.

RESOLUTION 56
RESOLVED, That ACEP adopt the following policy statement based on the California Medical Board’s

guidance:

ACEP Policy Statement on the Corporate Practice of Medicine
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ACEP strongly believes that the physician-patient relationship should be free of commercialization and undue
influence by business interests. The corporate practice of medicine prohibition is intended to prevent unlicensed
persons from interfering with or influencing the physician’s professional judgment. The decisions described below are
examples of some of the types of behaviors and subtle controls that the corporate practice doctrine is intended to
prevent. The following health care decisions should be made by a licensed physician and would constitute the
unlicensed practice of medicine if performed by an unlicensed person:

e Determining what diagnostic tests are appropriate for a particular condition.

e Determining the need for referrals to, or consultation with, another physician/specialist.

¢ Responsibility for the ultimate overall care of the patient, including treatment options available to the patient.

e Determining how many patients a physician must see in a given period of time or how many hours a physician
must work.

In addition, the following “business” or “management” decisions and activities, resulting in control over the
physician’s practice of medicine, should be made by a licensed physician and not by an unlicensed person or entity:

e Ownership is an indicator of control of a patient’s medical records, including determining the contents thereof,
and should be retained by a licensed physician.

o Selection, hiring/firing (as it relates to clinical competency or proficiency) of physicians, allied health staff and
medical assistants.

e Setting the parameters under which the physician will enter into contractual relationships with third-party payers.

e Decisions regarding coding and billing procedures for patient care services.

e Approving of the selection of medical equipment and medical supplies for the medical practice.

The types of decisions and activities described above cannot be delegated to an unlicensed person, including (for
example) management service organizations. While a physician may consult with unlicensed persons in making the
“business” or “management” decisions described above, the physician must retain the ultimate responsibility for, or
approval of, those decisions.

The following types of medical practice ownership and operating structures also are prohibited:

e Non-physicians owning or operating a business that offers patient evaluation, diagnosis, care, or treatment.

e Management service organizations arranging for or providing medical services rather than only providing
administrative staff and services for a physician’s medical practice (non-physician exercising controls over a
physician’s medical practice, even where physicians own and operate the business).

In the examples above, non-physicians would be engaged in the unlicensed practice of medicine, and the
physician may be aiding and abetting the unlicensed practice of medicine.

RESOLUTION 57

RESOLVED, That ACEP amend its policy statement “ACEP Recognized Certifying Bodies in Emergency
Medicine” to reflect that alternate organizations that claim to provide “board certification” but that do not provide
ongoing assessment of their diplomates, do not provide transparency about their certification process, do not provide
transparency about the specialties and numbers of certified physicians, or merely verify continuing medical education
and training, are not recognized by ACEP as equivalent to board certification by the American Board of Emergency
Medicine, the American Osteopathic Board of Emergency Medicine, or the American Board of Pediatrics for any
purpose; and

RESOLVED, That ACEP affirm that board certification through the American Board of Medical Specialties
or the American Osteopathic Association are currently the only ACEP-recognized means for emergency physician
board certification in the United States.

RESOLUTION 58

RESOLVED, That ACEP support the cessation of invasive medical evaluation exams and questionnaires that
may unduly and unnecessarily invade the privacy of emergency medicine physicians seeking employment beyond that
which is necessary to confirm ability to perform duties associated with the individual’s role as hired.

RESOLUTION 59 (This late resolution was accepted by the Council.)
RESOLVED, That the American College of Emergency Physicians recognize and salute Brian Robb, DO,
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MBA, FACEP, and offer our heartfelt condolence to his wife of 43 years, Sharon, his three children, and many
grandchildren.

RESOLUTION 60 (This late resolution was accepted by the Council.)

RESOLVED, That the American College of Emergency Physicians cherishes the memory and legacy of
James R. Roberts, MD, FACMT, FAAEM, FACEP, who was a pioneer in the specialty and dedicated himself to his
patients, to his profession, and to his family; and be it further

RESOLVED, That the American College of Emergency Physicians and the Pennsylvania College of
Emergency Physicians extend to his partner Lydia (Forte) to whom he was married for over 40 years, daughter
Martha, son Matthew, his grandchildren Eleanor Cronin and Liam Roberts, his brother George Roberts, his sister
Mary Peterlin, nieces, nephews, and family-in-law gratitude for his tremendous service as one of the pillars of
emergency medicine, a consummate clinician and educator, as well as for his dedication and commitment to the
specialty of emergency medicine.

RESOLUTION 61 (This late resolution was accepted by the Council.)

RESOLVED, That the American College of Emergency Physicians cherishes the memory and legacy of
Douglas D. Rockacy, MD, FACEP, who dedicated himself to his patients, to his trainees, to his profession, and to his
family; and be it further

RESOLVED, That the American College of Emergency Physicians and the Pennsylvania College of
Emergency Physicians extend to his wife Wendy, daughter Claire, and son Russell gratitude for his tremendous
service as one of the finest emergency physicians the University of Pittsburgh has ever seen, as well as for his
dedication and commitment to the specialty of emergency medicine.

RESOLUTION 62 (This late resolution was accepted by the Council.)

RESOLVED, That the American College of Emergency Physicians remembers with honor and gratitude the
accomplishments and contributions of a gifted emergency physician, Robert J. Teichman, MD, PhD, and extends
condolences and gratitude to his wife, Geri Young, MD, of Kapa’a, Kaua’i, and his sons Kurt Teichman of Brooklyn,
NY and Grant Teichman of Honolulu, Hawaii, and other family members for his service to the community, his
patients, his students, and the specialty of emergency medicine.

RESOLUTION 63 (This late resolution was accepted by the Council.)

RESOLVED, That the American College of Emergency Physicians recognizes the outstanding contributions
of Jason M White, MD, FACEP, to the specialty of emergency medicine and extends the College’s condolences to his
wife of almost 40 years, Carol, and also to their sons and daughters, Ken, Christopher, Brittany, and Allison, and
grandchildren Olivia, Finn, Rosalyn, Easton, and Cassius.

RESOLUTION 64 (This late resolution was accepted by the Council.)

RESOLVED, That the American College of Emergency Physicians remembers with gratitude the many
contributions made by J. David Barry, MD, FACEP, as one of the leaders in emergency medicine and the greater
medical community; and be it further

RESOLVED, That the American College of Emergency Physicians extends to the family of J. David Barry
MD, FACEP, his friends, and his colleagues our condolences and gratitude for his tremendous service to his country,
the specialty of emergency medicine, and to the patients and physicians of the Department of Defense, Veteran’s
Affairs, and the United States.

RESOLUTION 65 (This late resolution was accepted by the Council.)
RESOLVED, That ACEP shall not establish policies or assert an ethical standard of care regarding
management of patients seeking elective abortions in the emergency department.
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Commendation and memorial resolutions were not assigned to a Reference Committee.

Resolutions 10-23 were assigned to Reference Committee A. Nicole Veitinger, DO, FACEP, chaired
Reference Committee A and other members were: Debra Fletcher; MD, FACEP; John M. Gallagher, MD, FACEP;
Kurtis A. Mayz, JD, MD, MBA, FACEP; Alexandra N. Thran, MD, FACEP; Brad L. Walters, MD, FACEP; Maude
Surprenant Hancock, CAE; and Laura Lang, JD.
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Resolutions 24-40 and 65 were assigned to Reference Committee B. Abhi Mehrotra, MD, MBA, FACEP,
chaired Reference Committee B and other members were: Erik Blutinger, MD, MSc; Angela P. Cornelius, MD,
FACEP; Hilary E. Fairbrother, MD, FACEP; Puneet Gupta, MD, FACEP; Diana Nordlund, DO, JD, FACEP; Jeff
Davis; and Ryan McBride, MPP.

Resolutions 41-58 were assigned to Reference Committee C. Dan Freess, MD, FACEP, chaired Reference
Committee C and other members were: Andrea Austin, MD, FACEP; Lisa M. Bundy, MD, FACEP; Antony P. Hsu,
MD, FACEP; James D. Maloy, MD, MPH; David Nestler, MD, MS, FACEP; Jonathan Fisher, MD, FACEP and
Travis Schulz, MLS, AHIP.

Each of the Reference Committees held virtual hearings. Following the Reference Committee hearings, a
Candidate Forum for the president-elect candidates was held. The Candidate Forum for the Board of Directors was
recorded prior to the Council meeting and the recorded sessions were made available to councillors for viewing on
demand.

At 12:45 pm a Town Hall Meeting was convened. The topic was “Strange Changes: Practice Innovations,
Payment Impacts and Predicting the Future. Council Vice Speaker Melissa Costello, MD, FACEP, served as the
moderator and the discussants were Angela Cai, MD, MBA; Nicholas Cozzi, MD, MBA; Sandy Schneider MD,
FACEP; and James L. Shoemaker, Jr., MD, FACEP.

A Candidate Forum for president-elect candidates was not held since Dr. Terry was unopposed.

Dr. Gray-Eurom moderated a second Town Hall Meeting. The topic was “Running Up That Hill.”
Discussants were: Gillian R. Schmitz, MD, FACEP; Christopher S. Kang, MD, FACEP; and Susan E. Sedory, MA,
CAE.

The Candidate Forum for the Board of Directors candidates began at 2:45 pm with candidates rotating
through each of the Reference Committee meeting rooms.

At 4:45 pm Dr. Gray-Eurom addressed the Council and then reviewed the procedure for the adoption of the
2022 memorial resolutions. The Council reviewed the list of members who have passed away since the last Council
meeting. Dr. Gray-Eurom then read the resolveds of the memorial resolutions for J. David, Barry, MD, FACEP;
Carey Chisholm, MD; Loren Crown, MD, FACEP; Sherrill Mullenix; Adetolu Odufuye, MD, FACEP; Brian Robb,
DO, MBA, FACEP; James Roberts, MD, FACEP; Douglas Rockacy, MD, FACEP; Robert Teichman, MD, PhD; and
Jason White MD, FACEP. The Council honored the memory of those who passed away since the last Council meeting
and adopted the memorial resolutions by observing a moment of silence.

Samuel M. Keim, MD, FACEP, president of the American Board of Emergency Medicine, addressed the
Council.

Dr. Goodloe presented the secretary-treasurer’s report.
Angela Cai, MD, MBA, president of the Emergency Medicine Residents’ Association, addressed the Council.
A video report regarding the activities of the Emergency Medicine Foundation was shown to the Council.

A video report regarding the activities of National Emergency Medicine Political Action Committee was
shown to the Council.

Dr. Schmitz addressed the Council. She reflected on the past year as ACEP president and highlighted the
successes of the College.

The Council recessed at 5:56 pm for the candidate reception and reconvened at 8:04 am on Friday, September
30, 2022.

Dr. Kraus reported that 418 councillors of the 433 eligible for seating had been credentialed.

Ms. Sedory, executive director and Council secretary, addressed the Council.
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Dr. Gray-Eurom announced that the Reference Committee reports would be discussed in the following order:
Reference Committee A, Reference Committee C, and Reference Committee B.

REFERENCE COMMITTEE A

Dr. Veitinger presented the report of Reference Committee A. (Refer to the original resolutions as submitted
for the text of the resolutions that were not amended or substituted.)

The committee recommended the following resolutions by unanimous consent:
For adoption: Resolution 11 and Resolution 16.
For adoption as amended or substituted: Amended Resolution 15.

Not for adoption: Resolution 12, Resolution, 13, Resolution 14, Resolution 17, Resolution 18, Resolution
21, Resolution 22, and Resolution 23.

Not for adoption and for adoption as amended: Resolution 19
For referral to the Board of Directors: Resolution 10 and Resolution 20.

Resolution 13, Resolution 14, Amended Resolution 15, Resolution 17, Resolution 19, Resolution 20, and
Resolution 22 were extracted. The Council adopted the remaining resolutions as recommended for unanimous consent
without objection.

The committee recommended that Resolution 13 not be adopted.

It was moved THAT RESOLUTION 13 BE ADOPTED. The motion was not adopted.
The committee recommended that Resolution 14 not be adopted.

It was moved THAT RESOLUTION 14 BE ADOPTED. The motion was not adopted.
The committee recommended that Amended Resolution 15 be adopted.

It was moved THAT AMENDED RESOLUTION 15 BE ADOPTED:

ELECTION PROCEDURES

ELECTIONS OF THE PRESIDENT-ELECT, BOARD OF DIRECTORS, AND COUNCIL
OFFICERS SHALL BE BY A MAJORITY VOTE OF COUNCILLORS VOTING. VOTING SHALL BE
BY WRITTEN OR ELECTRONIC BALLOT, WHICH MAY INCLUDE REMOTE
COMMUNICATION AND VOTING TECHNOLOGY. THERE SHALL BE NO WRITE-IN VOTING.
INDIVIDUAL CONNECTIVITY ISSUES OR INDIVIDUAL DISRUPTION OF REMOTE
COMMUNICATION TECHNOLOGY SHALL NOT BE THE BASIS FOR A POINT OF ORDER
AND/OR OTHER CHALLENGE TO ANY VOTING UTILIZING SUCH TECHNOLOGY.
HOWEVER, POINTS OF ORDER RELATED TO PERCEIVED OR POTENTIAL MASS
DISCREPANCIES IN VOTING ARE STILL IN ORDER. THE CHAIR OF THE TELLERS,
CREDENTIALS, & ELECTIONS COMMITTEE WILL MONITOR THE VOTING FOR LARGE
DISCREPANCIES BETWEEN VOTES AND NOTIFY THE SPEAKER.

VOTING ON RESOLUTIONS AND MOTIONS

VOTING MAY BE ACCOMPLISHED BY AN ELECTRONIC VOTING SYSTEM, INCLUDING
REMOTE COMMUNICATION TECHNOLOGY. VOTING CARDS, STANDING, OR VOICE VOTE
AT THE DISCRETION OF THE SPEAKER. NUMERICAL RESULTS OF ELECTRONIC VOTES AND
STANDING VOTES ON RESOLUTIONS AND MOTIONS WILL BE PRESENTED BEFORE
PROCEEDING TO THE NEXT ISSUE. INDIVIDUAL CONNECTIVITY ISSUES OR INDIVIDUAL
DISRUPTION OF REMOTE COMMUNICATION AND VOTING TECHNOLOGY SHALL NOT BE
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THE BASIS FOR A POINT OF ORDER AND/OR OTHER CHALLENGE TO ANY VOTING
UTILIZING SUCH TECHNOLOGY. HOWEVER, POINTS OF ORDER RELATED TO
PERCEIVED OR POTENTIAL MASS DISCREPANCIES IN VOTING ARE STILL IN ORDER.
THE CHAIR OF THE TELLERS, CREDENTIALS. & ELECTIONS COMMITTEE WILL
MONITOR THE VOTING FOR LARGE DISCREPANCIES BETWEEN VOTES AND NOTIFY THE
SPEAKER. The motion was adopted.

The committee recommended that Resolution 17 not be adopted.
It was moved THAT RESOLUTION 17 BE ADOPTED.
It was moved THAT RESOLUTION 17 BE AMENDED BY SUBSTITUTION TO READ:

RESOLVED, THAT IN CONSIDERING WHERE TO SCHEDULE FUTURE NATIONAL LEVEL
ACEP EVENTS, ACEP SHALL TAKE INTO CONSIDERATION WHETHER THAT LOCATION
RESTRICTS ACCESS TO REPRODUCTIVE HEALTH CARE.

It was moved THAT SUBSTITUTE RESOLUTION 17 BE REFERRED TO THE BOARD. The motion was
not adopted.

The amended main motion was then voted on and adopted.
The committee recommended that the first resolved of Resolution 19 not be adopted.

It was moved THAT THE FIRST RESOLVED OF RESOLUTION 19 BE ADOPTED. The motion was not
adopted.

The committee recommended that Amended Resolution 19 be adopted.
It was moved THAT AMENDED RESOLUTION 19 BE ADOPTED:
RESOLVED, THAT ACEP CREATE A METHOD FOR MEMBERS TO REPORT INCIDENTS OF

DENIAL OF DUE PROCESS, REVIEW MEMBER-SUBMITTED CONTRACTUAL CLAUSES OR
OTHER METHODS OF DENYING SUCH THAT ARE OF CONCERN;-ANDFTOINVESTHGATETHE

It was moved THAT AMENDED RESOLUITON 19 BE AMENDED BY SUBSTITUTION TO READ:

RESOLVED, THAT ACEP BELIEVES THAT EMPLOYEMENT AGREEMENTS SHOULD
CONTAIN CLEAR PROVISIONS TO BOTH PROTECT A PHYSICIAN’S RIGHT TO DUE PROCESS
BEFORE TERMINATION FOR CAUSE AND TO PROTECT A PHYSICIAN’S RIGHT TO
REASONABLE NOTICE BEFORE TERMINATION WITHOUT CAUSE. PHYSICIAN EMPLOYMENT
AGREEMENTS SHOULD ALSO SPECIFY WHETHER OR NOT TERMINATION OF EMPLOYMENT
IS GROUNDS FOR AUTOMATIC TERMINATION OF HOSPITAL MEDICAL STAFF MEMBERSHIP
OR CLINICAL PRIVILEGES. PHYSICIANS CANNOT BE ASKED TO WAIVE THESE RIGHTS AS
DOING SO CAN BE DETRIMENTAL TO THE QUALITY AND SAFETY OF PATIENT CARE; AND BE
IT FURTHER

RESOLVED, THAT ADOPT THIS POLICY: “ANY ENTITY THAT WISHES TO ADVERTISE IN
ACEP VEHICLES, EXHIBIT AT ITS MEETINGS, PROVIDE SPONSORSHIP, OTHER SUPPORT, OR
OTHERWISE BE ASSOCIATED WITH THE ACEP, AS OF JANUARY 1, 2023, SHALL BE REQUIRED
TO CLEARLY DISCLOSE ENTITY CONTRACTUAL RESTRICTIONS ON AND/OR WAIVERS OF
DUE PROCESS FOR EMERGENCY PHYSICIANS AND TO STATE (YES OR NO) WHETHER OR NOT
THESE RESTRICTIONS AND/OR WAIVERS COMPLY WITH THE CURRENT PEER REVIEW AND
DUE PROCESS POLICY DESCRIBED IN THE AMA CODE OF MEDICAL ETHICS OPINION 9.4.1.
PHYSICIANS CANNOT BE ASKED TO WAIVE THIS RIGHT AS IT CAN BE DETRIMENTAL TO THE
QUALITY AND SAFETY OF PATIENT CARE. THE ENTITIES AFFECTED INCLUDE BUT ARE NOT
LIMITED TO PHYSICIAN GROUP PRACTICES, HOSPITALS AND STAFFING COMPANIES.”
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It was moved THAT THE SECOND RESOLVED BE DELETED. The motion was adopted.
The amended motion was then voted on and was not adopted.

The main motion was then voted on and was adopted.

The committee recommended that Resolution 20 be referred to the Board of Directors.

It was moved THAT RESOLUTION 20 BE REFERRED TO THE BOARD OF DIRECTORS. The motion
was adopted.

The committee recommended that Resolution 22 not be adopted.
It was moved THAT RESOLUTION 22 BE ADOPTED.
It was moved THAT RESOLUTION 22 BE AMENDED BY SUBSTITUTION TO READ:

RESOLVED, THAT ACEP HAVE AN INCENTIVE SYSTEM IN PLACE FOR CHAPTERS OF
750 MEMBERS OR LESS AND REGULATED BY THE STATE LEGISLATIVE COMMITTEE TO
PROVIDE 10% OF THE COST OF NATIONAL DUES PER REGULAR DUES-PAYING STATE
MEMBER RETURNED BACK TO EACH CHAPTER PER YEAR FOR THE PURPOSE OF STATE-
LEVEL ADVOCACY FOR EMERGENC PHYSICIANS. The motion was not adopted.

It was moved THAT RESOLUTION 22 BE REFERRED TO THE BOARD OF DIRECTORS. The motion
was adopted.

REFERENCE COMMITTEE C

Dr. Freess presented the report of Reference Committee C. (Refer to the original resolutions as submitted for
the text of the resolutions that were not amended or substituted.)

The committee recommended the following resolutions by unanimous consent:

For adoption: Resolution 45 with the amended title Offsite Onsite Supervision of Nurse Practitioners and
Physician Assistants.

For adoption as amended or substituted: Amended Resolution 41, Amended Resolution 43, Amended
Resolution 46, Amended Resolution 47, Amended Resolution 50, Amended Resolution 51, Amended
Resolution 56, Amended Resolution 57, and Amended Resolution 58.

Not for adoption: Resolution 42, Amended Resolution 44, Resolution 48, Resolution 49, Resolution 52,
Resolution 53, Resolution 54, and Resolution 55

Amended Resolution 44, Amended Resolution 46, Amended Resolution 47, and Resolution 53 were
extracted. The Council adopted the remaining resolutions as recommended for unanimous consent without
objection.

AMENDED RESOLUTION 41

RESOLVED, THAT ACEP DEVELOP AN EDUCATIONAL PROGRAM RESOURCE ON
IDENTIFYING AND ADDRESSING STIGMA IN THE EMERGENCY DEPARTMENT THAT CAN BE
PROVIDED TO EMERGENCY PHYSICIANS AND RESIDENCY PROGRAMS AS-A-STANDARD
PART-OFFORUSEIN RESIDENCY FRAINING, HIGHLIGHTING THE ROLE OF IMPORTANT
PRACTICES SUCH AS PERSON-FIRST LANGUAGE.

AMENDED RESOLUTION 43

RESOLVED, THAT ACEP SUPPORT THE INTEGRATION OF BUPRENORPHINE TRAINING
AND HARM REDUCTION SKILLS INTO THE CORE CURRICULUM FOR RESIDENTS
GRADUATING FROM ACCREDITATION COUNCIL FOR GRADUATE MEDICAL EDUCATION
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ACCREDITED EMERGENCY MEDICINE PROGRAMS; AND BE IT FURTHER

RESOLVED, THAT ACEP COORDINATE WITH OTHER ORGANIZATIONS IN EMERGENCY
MEDICINE (COUNCIL OF RESIDENCY DIRECTORS IN EMERGENCY MEDICINE, SOCIETY FOR
ACADEMIC EMERGENCY MEDICINE, AND THE AMERICAN BOARD OF EMERGENCY
MEDICINE) TO FURTHER ENDORSE INTEGRATION OF BUPRENORPHINE TRAINING AND
HARM REDUCTION SKILLS INTO CURRICULUM OR SIMULATION SESSIONS DURING
RESIDENCY AND SHOULD FOCUS ON IDENTIFICATION OF PATIENTS WITH OPIOID USE
DISORDER AND INITIATION OF BUPRENORPHINE TREATMENT AS WELL AS SHARING HARM
REDUCTION INFORMATION AND RESOURCES%UGHAS—GI:EAN—S%LRINGES—NAI:OXONE—AND

O

AMENDED RESOLUTION 50 SUPPORTING EMERGENCY PHYSICIANS TO WORK IN RURAL
SETTINGS

RESOLVED, THAT ACEP SUPPORT AND ENCOURAGE EMERGENCY MEDICINE
TRAINED AND BOARD CERTIFIED EMERGENCY PHYSICIANS TO WORK IN RURAL EDS; AND
BE IT FURTHER

RESOLVED, THAT ACEP HELP ESTABLISH, WITH THE COUNCIL OF RESIDENCY
DIRECTORS IN EMERGENCY MEDICINE, A STANDARDIZED TRAINING PROGRAM FOR
EMERGENCY MEDICINE RESIDENTS WITH ASPIRATIONS TO WORK _IN RURAL SETTINGS;
AND BE IT FURTHER

RESOLVED, THAT ACEP SUPPORT WORKING WITH THE ACCREDITATION COUNCIL
FOR GRADUATE MEDICAL EDUCATION AND CENTERS FOR MEDICARE AND MEDICAID
SERVICES TO INCREASE RESIDENT EXPOSURE AND REMOVE REGULATORY BARRIERS TO
RURAL EMERGENCY MEDICINE.

AMENDED RESOLUTION 51 IMPLEMENTATION OF SOCIAL DETERMINANTS OF HEALTH
SEREENING EVALUATION
RESOLVED, THAT ACEP SUPPORT SEREENING EVALUATION OF SOCIAL

DETERMINANTS OF HEALTH WATHVAHDATED-TOOLS-IN THE EMERGENCY DEPARTMENT;
AND BE IT FURTHER

RESOLVED THAT ACEP ADVOCATE FOR NATIONAL STATE AND LOCAL
RESOURCES AND RESPONSES TO BE PAIRED WITH THE EVALUATION FOR SOCIAL
DETERMINANTS OF HEALTH.

AMENDED RESOLUTION 56

RESOLVED, THAT ACEP ABOPTTHEEOLLOWING POHCY STATEMENT BASED- ON-THE
CAHEORNIA-MEDICALEBOARDS-GUIDANCE:-WORK WITH RELEVANT EXPERTS TO
DEVELOP A POLICY STATEMENT OPPOSING THE CORPORATE PRACTICE OF MEDICINE.




AMENDED RESOLUTION 57

RESOLVED, THAT ACEP AMEND ITS POLICY STATEMENT “ACEP RECOGNIZED
CERTIFYING BODIES IN EMERGENCY MEDICINE” TO REFLECT THAT NO AEFERNATE
CERTIFYING ORGANIZATIONS BEYOND THOSE ALREADY LISTED IN THE POLICY
STATEMENT

AMENDED RESOLUTION 58 REMOVING ENNECESSARY ANDINVASIVE INTRUSIVE MEDICAL

EXAMS AND QUESTIONNAIRES FROM EMPLOYMENT CONTRACTS

RESOLVED, THAT ACEP SUPPORT THE CESSATION OF INVASHE INTRUSIVE MEDICAL
EVALUATION EXAMS AND QUESTIONNAIRES THAT MAY UNDULY AND UNNECESSARILY
INVADE THE PRIVACY OF EMERGENCY MEDICINE PHYSICIANS SEEKING AND CONTINUING
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EMPLOYMENT BEYOND THAT WAHICHIS-NECESSARY TO CONFIRM ABILITY TO PERFORM
DUTIES ASSOCIATED WITH THE INDIVIDUAL’S ROLE AS HIRED.

The committee recommended that Amended Resolution 44 not be adopted.

It was moved THAT AMENDED RESOLUTION 44 BE ADOPTED. The motion was not adopted.
The committee recommended that Amended Resolution 46 be adopted.

It was moved THAT AMENDED RESOLUTION 46 BE ADOPTED:

RESOLVED, THAT ACEP RESEARCH INVESTIGATE AND MAKE RECOMMENDATIONS
REGARDING FHEMINIMUIM-APPROPRIATE AND SAFE STAFFING ROLES, RATIOS, OF
PHYSIANS FONURSE-PRACTHONERS AND PHYSICIAN-ASSISTANTS-RESPONSIBILITIES,
AND MODELS OF EMERGENCY PHYSICIAN-LED TEAMS, TAKING INTO ACCOUNT
APPROPRIATE VARIABLES (SUCHASPATENTACUHTY,-NON-PHYSICIANPROVIDER

COMPETENCIES, AVAHABEE- CEHINICALERESOURCES ETC) TO ALLOW FOR SAFE, HIGH-
QUALITY CARE AND APPROPRIATE SUPERVISION IN THE SETTING OF A PHYSICIAN-LED

EMERGENCY MEDICINE TEAM.

It was moved THAT THE WORD “RATIOS” BE DELETED. The motion was not adopted.
The main motion was then voted on and adopted.

The committee recommended that Amended Resolution 47 with the amended title Unbiased Independent
Outside Agency Report for Nurse Practitioner Schools be adopted.

It was moved THAT AMENDED RESOLUTION 47 BE ADOPTED:

RESOLVED, THAT ACEP WORK WITH THE AMERICAN MEDICAL ASSOCIATION AND
CALL FOR AN UNBIASED-INDEPENDENT OUTSIDE AGENCY SURVEY AND REPORT OF NURSE
PRACTITIONER SCHOOLS TO PROVIDE RECOMMENDATIONS FOR NURSE PRACTITIONER
EDUCATION REFORM TO IMPROVE THE QUALITY_AND STANDARDS OF NURSE
PRACTITIONER EBUECATHON-TRAINING ANDTFOIMPROVE-FOR THE PURPOSE OF
IMPROVING PHYSICIAN-LED PATIENT CARE.

It was moved THAT THE WORDS “AND CALL FOR AN INDEPENDENT OUTSIDE AGENCY
SURVEY AND REPORT OF NURSE PRACTITIONER SCHOOLS” BE DELETED. The motion was
adopted.

The amended main motion was then voted on and adopted.

The committee recommended that Resolution 53 not be adopted.

It was moved THAT RESOLUTION 53 BE ADOPTED.

It was moved THAT THE TITLE OF THE RESOLUTION BE AMENDED TO “LAW ENFORCEMENT

AND SAFE HANDOFES AND INTOXICATED PATIENTS IN THE ED” AND THE RESOLUTION BE
AMENDEDTO READ:

RESOLVED, THAT ACEP ENCOURAGE LAW ENFORCEMENT TO STAY WITH ANY
PATIENT THEY CHOOSE TO BRING TO THE ED WHO ARE INTOXICATED, ALTERED,
AGITATED, OR OTHERWISE POSE A RISK TO THE SAF ETY OF THEMSELVES OR OTHERS

UNTIL A »
AS&SWGE—IS—N@—LQNGEFLNEEDEDTHE ED PHYSICIAN AND LAW ENFORCEMENT
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AGREE THAT THE PATIENT NO LONGER POSES A SAFETY RISK TO THE STAFF OF THE
EMERGENCY DEPARTMENT; AND BE IT FURTHER

RESOLVED, THAT ACEP DEVELOP A SAFE HANDOFF TOOL TO TRANSITION CARE
FROM LAW ENFORCEMENT TO ED STAFF. The motion was not adopted.

It was moved THAT RESOLUTION 53 BE REFERRED TO THE BOARD OF DIRECTORS. The motion
was adopted.

The Council recessed at 12:00 pm for the awards luncheon and reconvened at 1:45 pm on Friday, September
30, 2022.

Dr. Kraus reported that 427 councillors of the 433 eligible for seating had been credentialed.
REFERENCE COMMITTEE B

Dr. Mehrotra presented the report of Reference Committee B. (Refer to the original resolutions as submitted
for the text of the resolutions that were not amended or substituted.)

The committee recommended the following resolutions by unanimous consent:

For adoption: Resolution 27, Resolution 29, Resolution 32, Resolution 33, Resolution 34, Resolution 37, and
Resolution 40.

For adoption as Amended or Substituted: Amended Resolution 24, Amended Resolution 25, Amended
Resolution 26, Amended Resolution 28, Amended Resolution 35, Amended Resolution 36, Amended
Resolution 38, and Amended Resolution 39 with the amended title “Signage at Emergency Departments

Critieal- Aceess Hospitals;: Rural Emergeney Hospitals:and-Outpatient EDs Witheut Onsite Emergency

Physicians.

Not for adoption: Resolution 30, Resolution 31, and Resolution 65.

Amended Resolution 24, Amended Resolution 25, Amended Resolution 28, Resolution 31, Resolution 32,
Amended Resolution 35, Amended Resolution 39, and Resolution 65 were extracted. The Council adopted
the remaining resolutions as recommended for unanimous consent without objection.

AMENDED RESOLUTI ON 2 6

RESOLVED, THAT ACEP ENCOURAGE HOSPITALS AND EMERGENCY MEDICINE
RESIDENCY TRAINING PROGRAMS TO PROVIDE EDUCATION, TRAINING, AND RESOURCES
OUTLINING BEST EVIDENCE-BASED CLINICAL PRACTICES ON ACUTE PRESENTATIONS OF
PREGNANCY-RELATED COMPLICATIONS, INCLUDING MISCARRIAGE, ANB POST-
ABORTION CARE, AND INCEUDINGEORPATENTS- WHO-HAVE SELF-MANAGED ABORTIONS;
AND BE IT FURTHER

RESOLVED, THAT ACEP CONTINUE TO DEVELOP CLINICAL PRACTICES AND POLICIES
THAT PROTECT THE INTEGRITY OF THE PHYSICIAN-PATIENT RELATIONSHIP, THE
LEGALITY OF CLINICAL DECISION-MAKING, AND POSSIBLE REFERRAL TO ADDITIONAL
MEDICAL CARE SERVICES — EVEN ACROSS STATE LINES — FOR PREGNANCY-RELATED
CONCERNS (INCLUDING ABORTIONS). INCEUDINGDEVELOPING LEGALRESOURCES FOR

35




%ERE—ABQKPL@N—AGGESS—LS—ELNMED AND BE IT FURTHER

RESOLVED, THAT ACEP SUPPORT CLEAR LEGAL PROMOTE-ADHERENCETOLAWS
FHAT PROVIDETHE STRONGEST POSSIBIE PROTECTIONS FOR EMERGENCY PHYSICIANS
PROVIDING FEDERALLY-MANDATED EMERGENCY CARE, PARTICULARLY IN CASES OF
CONF LICT BETWEEN F EDERAL LAW AND STATE REPRODUCTIVE HEALTH LAWS-HIGH

AMENDED RESOLUTION 36

RESOLVED, THAT ACEP BECEARE ADVOCATE FOR EMS TO BE CONSIDERED AND
FUNDED AS AN ESSENTIAL SERVICE-AND-ENGAGEIN-APUBHCINEORMATION-CAMPAIGN
TOEDUCATETHE PUBHICIN-THIS REGARD; AND BE IT FURTHER

RESOLVED, THAT ACEP WORK WITH THE AMERICAN MEDICAL ASSOCIATION, THE
AMERICAN HOSPITAL ASSOCIATION, THE NATIONAL ASSOCIATION OF EMS
PHYSICIANS, AND OTHER STAKEHOLDER ORGANIZATIONS TO ACTIVELY PROMOTE THE
INCLUSION OF EMERGENCY MEDICAL SERVICES AMONG FEDERALLY- AND LOCALLY-
FUNDED ESSENTIAL SERVICES, INCLUDING EFFORTS TO EDUCATE THE PUBLIC IN THIS
REGARD.

AMENDED RESOLUTION 38

RESOLVED, THAT ACEP, THROUGH LEGISLATIVE VENUES AND LOBBYING EFFORTS,
FOCUS REGULATORY BODIES, L.E., CENTERS FOR MEDICARE & MEDICAID SERVICES, THE
JOINT COMMISSION, ETC., TO ESTABLISH A REASONABLE MATRIX OF STANDARDS
INCLUDING ACCEPTABLE BOARDING TIMES AND HANDOFF OF CLINICAL RESPONSIBILITY
FOR BOARDING PATIENTS; AND BE IT FURTHER

RESOLVED, THAT ACEP PUBLISH BEST-PRACTICE ACTION PLANS FOR HOSPITALS TO
IMPROVE EMERGENCY DEPARTMENT CAPACITY; AND BE IT FURTHER

RESOLVED, THAT ACEP;-FHROUGHIFASKEORCE WORK; TO DEFINE CRITERIA TO
DETERMINE WHEN AN EMERGENCY DEPARTMENT IS CONSIDERED OVER CAPACITY AND
HOSPITAL ACTION PLANS ARE TRIGGERED TO ACTIVATE.

The committee recommended that Amended Resolution 24 be adopted.
It was moved THAT AMENDED RESOLUTION 24 BE ADOPTED:
RESOLVED, THAT ACEP SUPPORTS EQUITABLE, NATIONWIDE ACCESS TO AFUEE

ARRAY-OF EMERGENCY REPRODUCTIVE HEALTH CARE OPHONS PROCEDURES,
MEDICATIONS, AND OTHER INTERVENTIONS-IN-THE- EMERGENCY DEPARTMENT.

It was moved THAT THE WORD “EMERGENCY” BEFORE THE WORD “REPRODUCTIVE” BE
REINSTATED. The motion was not adopted.

The main motion was then voted on and adopted.
The committee recommended that Amended Resolution 25 be adopted.
It was moved THAT AMENDED RESOLUTION 25 BE ADOPTED:

RESOLVED, THAT ACEP AFFIRMS THAT: 1) ABORTION IS A MEDICAL PROCEDURE
AND SHOULD BE PERFORMED ONLY BY A DULY LICENSED PHYSICIAN, SURGEON, OR
OTHER MEDICAL PROFESSIONAL IN CONFORMANCE WITH STANDARDS OF GOOD MEDICAL
PRACTICE AND THE MEDICAL PRACTICE ACT OF THAT INDIVIDUAL’S STATE; AND 2) NO
PHYSICIAN OR OTHER PROFESSIONAL PERSONNEL SHALL BE REQUIRED TO PERFORM AN
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ACT VIOLATIVE OF GOOD MEDICAL JUDGMENT AND THIS PROTECTION SHALL NOT BE
CONSTRUED TO REMOVE THE ETHICAL OBLIGATION FOR REFERRAL FOR ANY MEDICALLY
INDICATED PROCEDURE; AND BE IT FURTHER

RESOLVED, THAT ACEP SUPPORTS THE POSITION THAT THE EARLY TERMINATION OF
PREGNANCY (PUBLICLY REFERRED TO AS “ABORTION”) IS A MEDICAL PROCEDURE, AND AS
SUCH, INVOLVES SHARED DECISION MAKING BETWEEN PATIENTS AND THEIR PHYSICIAN
REGARDING: 1) DISCUSSION OF REPRODUCTIVE HEALTH CARE; 2) PERFORMANCE OF
INDICATED CLINICAL ASSESSMENTS; 3) EVALUATION OF THE VIABILITY OF PREGNANCY
AND SAFETY OF THE PREGNANT PERSON; 4) AVAILABILITY OF APPROPRIATE RESOURCES
TO PERFORM INDICATED PROCEDURE(S); AND 5) IS TO BE MADE ONLY BY HEALTH CARE
PROFESSIONALS WITH THEIR PATIENTS; AND BE IT FURTHER

RESOLVED, THAT ACEP OPPOSES THE CRIMINALIZATION OR MANDATORY
REPORTING OF REPRODUCTIVE HEALTH-RELATED PATIENT CONCERNS IN THE
EMERGENCY DEPARTMENT WHEN PERSONAL PRIVACY, SAFETY, AND/OR HEALTH ARE
POTENTIALLY AT RISK IN THE ACUTE SETTING FQR—NQN—PQBH@HEA—L—"PH—NI@NJ:FQRWG

ON B [

ABGR—"HQN AND BE IT FURTHER

RESOLVED, THAT ACEP SUPPORTS AN INDIVIDUAL’S ABILITY TO ACCESS THE FULL
SPECTRUM OF EVIDENCE-BASED PRE-PREGNANCY, PRENATAL, PERIPARTUM, AND
POSTPARTUM PHYSICAL AND MENTAL HEALTH CARE, AND SUPPORTS THE ADEQUATE
PAYMENT FROM ALL PAYERS FOR SAID CARE; AND BE IT FURTHER

RESOLVED, THAT ACEP OPPOSES THE CRIMINALIZATION, IMPOSITION OF PENALTIES,
OR OTHER RETALIATORY EFFORTS AGAINST PATIENTS, PATIENT ADVOCATES, PHYSICIANS,
HEALTH CARE WORKERS, AND HEALTH SYSTEMS FOR RECEIVING, ASSISTING, OR
REFERRING PATIENTS WITHIN A STATE OR ACROSS STATE LINES TO RECEIVE
REPRODUCTIVE HEALTH SERVICES OR MEDICATIONS FOR CONTRACEPTION AND
ABORTION, AND WILL FURTHER ADVOCATE FOR LEGAL PROTECTION OF SAID
INDIVIDUALS.

It was moved THAT THE FIRST RESOLVED BE AMENDED BY INSERTING THE WORD “AND”
BEFORE THE WORD “SURGEON” AND THE WORDS “OR OTHER MEDICAL PROFESSIONAL” BE
DELETED. The motion was not adopted.

It was moved THAT THE THIRD RESOLVED BE AMENDED BY DELETING THE WORDS “WHEN
PERSONAL PRIVACY, SAFETY, AND/OR HEALTH ARE POTENTIALLY AT RISK IN THE ACUTE
SETTING” BE DELETED. The motion was adopted.

It was moved THAT AMENDED RESOLUTION 25 BE REFERRED TO THE BOARD OF DIRECTORS.
The motion was not adopted.

The amended main motion was then voted on and adopted.
The committee recommended that Amended Resolution 28 be adopted.
It was moved THAT AMENDED RESOLUTION 28 BE ADOPTED:
RESOLVED, THAT ACEP ADVOCATE PEHHON-THE-APPROPRIATE STATE-OR FEDERAL
LEGISEATIVEAND REGUEATORY BODIES-TO ESTABLISH THE REQUIREMENT THAT

REVENUE CYCLE MANAGEMENT ENTITIES; REGARDEESS-OFTHEIR-OWNERSHIP
STRUCTURE; WILL, UPON REQUEST., DIRECTLY PROVIDE EVERY EMERGENCY PHYSICIAN IT

BILLS OR COLLECTS FOR WITH; A DETAILED ITEMIZED STATEMENT OF BILLING AND
REMITTANCES FOR MEDICAL SERVICES THEY PROVIDE-ON-ATEEASTAMONTHEY- BASES:




It was moved THAT THE SECOND RESOLVED BE REINSTATED. The motion was not adopted.

It was moved THAT THE WORDS “UPON REQUEST” BE DELETED. The motion was not adopted.
The main motion was then voted on and adopted.

The committee recommended that Resolution 31 not be adopted.

It was moved THAT RESOLUTION 31 BE ADOPTED. The motion was not adopted.

The committee recommended that Resolution 32 be adopted.

It was moved THAT RESOLUTION 32 BE ADOPTED.

It was moved THAT RESOLUTION 32 BE REFERRED TO THE BOARD OF DIRECTORS. The motion
was not adopted.

The main motion was then voted on and adopted.
The committee recommended that Amended Resolution 35 be adopted.
It was moved THAT AMENDED RESOLUTION 35 BE ADOPTED:
RESOLVED, THAT ACEP ADVOCATE FOR LEGISLATION AT THE STATE AND FEDERAL
LEVEL THAT INCLUDES CLEAR PENALTY LANGUAGE OUTLINING PUNISHMENT-AND

CONSEQUENCES FOR THOSE WHO ASSAULT A HEALTHCARE WORKER AT THE
WORKPLACEAMEHOIE AT WORICAND DELIVERING CARE

It was moved THAT AMENDED RESOLUTION 35 BE AMENDED BY SUBSTITUTION TO READ:
RESOLVED, THAT ACEP ADVOCATE FOR LEGISLATION AT THE STATE AND FEDERAL

LEVEL THAT INCLUDES RESTORATIVE JUSTICE FOR THOSE WHO ASSAULT A HEALTHCARE

WORKER AT THE WORKPLACE. The motion was not adopted.

The main motion was then voted on adopted.

The committee recommended that Amended Resolution 39 be adopted.

It was moved THAT AMENDED RESOLUTION 39 BE ADOPTED:

RESOLVED, THAT ACEP ABVOCATEFORREQUIRING ENCOURAGE ALL EMERGENCY
DEPARTMEN TS GRFPIGAEAGGESS&%OSPEALS—RU%EMERGEN@FH@SPPE%S—AND

PH¥SIGI—ANS TO ADVERTISE THAT THEY ARE STAFFED BY A BOARD CERTIFIED OR -
ELIGIBLE EMERGEN CY PHYSICIAN WHERE CARE IS DELIVERED POSTCLEEARSIGNAGE
OO\ B

It was moved THAT THE WORDS “BOARD-CERTIFIED OR ELIGIBLE EMERGENCY” BE DELETED.
The motion was not adopted..
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The main motion was then voted on and adopted.
The committee recommended that Resolution 65 not be adopted.
It was moved THAT RESOLUTION 65 BE ADOPTED.

It was moved THAT RESOLUTION 65 BE TABLED. The motion was adopted.
LR R R R R R R R R S S S R R S A R R R S R R R R S R S R R R S R S R R R R S R S R R R S R S T R S

Christopher S. Kang, MD, FACEP, president-elect, addressed the Council.
Dr. Kraus reported that 429 councillors of the 433 eligible for seating had been credentialed.

The Tellers, Credentials, & Elections Committee conducted the Board of Directors elections. Dr. McCabe-Kline
was elected to a three-year term. Dr. Goodloe, Dr. Kelen, and Dr. Stanton were re-elected to a three-year term.

There being no further business, Dr. Gray-Eurom adjourned the 2022 Council meeting at 5:46 pm on Friday,
September 30, 2022.

The next meeting of the ACEP Council is scheduled for October 7-8, 2023, at the Philadelphia Convention
Center in Philadelphia, PA.

Respectfully submitted, Approved by,
e S Kty Crvap B o Pace
0
Susan E. Sedory, MA, CAE Kelly Gray-Eurom, MD, MMM, FACEP
Council Secretary and Executive Director Council Speaker
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Steering Committee Conference Call
January 31, 2023

Minutes

Speaker Kelly Gray-Eurom, MD, FACEP, called to order a conference call meeting of the Council Steering
Committee of the American College of Emergency Physicians at 10:03 am Central time on Tuesday, January 31, 2023.

Steering Committee members present for all or portions of the meeting were: Eric Blutinger, MD, MSc, FACEP;
Sara Ann Brown, MD, FACEP; Melissa Costello, MD, FACEP, vice speaker; Emily Fitz, MD, FACEP; Kelly Gray-
Eurom, MD, FACEP, speaker; Vik Gulati, MD, FACEP; Carlton Heine, MD, PhD, FACEP; C. Ryan Keay, MD, FACEP;
Alexander Kirk, MD, FACEP; Phillip Luke LeBas, MD, FACEP; Marc Mendelsohn, MD, FACEP; Diana Nordlund, DO,
JD, FACEP; Bing Pao, MD, FACEP; Christopher Sampson, MD, FACEP; Matthew Sanders, DO, FACEP; Gary Starr,
MD, FACEP; and Thomas Sugarman, MD, FACEP .

Other members and guests present for all or portions of the meeting were: J. T. Finnell, MD, FACEP, vice
president; Jeffrey Goodloe, MD, FACEP; Alison Haddock, MD, FACEP; Christopher Kang, MD, FACEP, president;
Gabor Kelen, MD, FACEP; Rami Khoury, MD, FACEP; Aaron Kuzel, DO; James Shoemaker, MD, FACEP, secretary-
treasurer; and Aisha Terry, MD, FACEP, president-elect.

Staff present for all or portions of the meeting were: Mary Ellen Fletcher, CPC, CEDC, CAE; Pawan Goyal, MD,
MHA, FHIMSS; Maude Suprenant Hancock, CAE; Robert Heard, MBA, CAE; Sonja Montgomery, CAE; Leslie Moore,
JD; Sandra Schneider, MD, FACEP; and Susan Sedory, MA, CAE.

Officer and Staff Reports
Speaker

Dr. Gray-Eurom welcomed everyone and thanked them for their participation and commitment to the College.
She reflected on the successful 2022 Council meeting.

Vice Speaker

Dr. Costello reported that the vice speaker typically serves as chair of the Candidate Forum Subcommittee,
however, she will be seeking nomination for speaker and Dr. Gray-Eurom will chair the subcommittee this year. There are
no major revisions to the Candidate Campaign Rules that are needed this year.

President

Dr. Kang expressed his appreciation to the Steering Committee for their leadership. He encouraged their
awareness of key issues of the College and to contact him at any time to discuss any of those issues if desired.

President-Elect

Dr. Terry stated she will focus on wellness, workforce, and membership issues during her term as president. She
reported on her Board liaison duties as president-elect and the various meetings she has attended since her election. She
also highlighted some of ACEP’s collaboration initiatives.

Executive Director

Ms. Sedory reported on components of the Strategic Plan implementation regarding career fulfillment, advocacy
initiatives, and practice innovations and other priorities for ACEP. She stressed the importance of attending the
Leadership & Advocacy Conference for federal advocacy and leadership opportunities. She also discussed the transition
of the Clinical Emergency Data Registry to the Emergency Medicine Data Institute, the upcoming membership campaign,
and an ongoing analysis of ACEP programs and activities.
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Steering Committee Expectations

Dr. Gray-Eurom reminded the Steering Committee of their expectation to attend the April 30, 2023, Steering
Committee meeting and the Leadership & Advocacy Conference April 30-May 3, 2023, in Washington, DC. The Steering
Committee will also meet at 6:00 pm on Friday, October 6, 2023, in Philadelphia, the evening prior to the Council
meeting.

Tellers, Credentials, & Elections Committee Report

Dr. Gray-Eurom reviewed the Tellers, Credentials, & Elections Committee report from the 2022 Council meeting.
There were 433 councillors allocated for the 2022 meeting and 429 were credentialed. The Tactical Emergency Medicine
Section was unrepresented. The following chapters were underrepresented by one councillor: Alabama, New Hampshire,
and Oregon. Multiple attempts were made to identify members to fill these unrepresented and underrepresented councillor
positions.

Electronic voting was conducted using online voting software from www.associationvoting.com. The electronic
voting software was programmed with the unique membership numbers of councillors prior to the Council meeting. This
year the voting software was able to be updated onsite with any last minute changes to delegations. There were no
problems identified regarding the electronic voting system, including voting on resolutions and the elections.

Five survey questions were prepared for the Council meeting. There were connectivity problems related to the Wi-Fi
and responses to only four of the questions were completed. The survey results were distributed to the Steering
Committee.

Councillor Allocation

Dr. Gray-Eurom reported that councillor allocation for 2023 is 427 based on the total membership as of December
31, 2022. This is 6 less councillors than were allocated for the 2022 meeting. Three chapters gained a councillor this year:
Alaska, California, and Florida. The following chapters each lost one councillor: Arizona, Arkansas, lowa, Kentucky,
Ohio, Oklahoma, Pennsylvania, and Virginia. Multiple communications were sent to chapters to remind them of the
councillor allocation deadline and to follow up with any lapsed members.

The Aerospace Medicine Section and the Locum Tenens Section did not meet the minimum membership
requirement and will not have a councillor for the 2023 Council meeting. All other sections met the minimum
membership requirement of 100 members and will have one councillor for the 2023 Council meeting.

2022 Council Meeting

Dr. Gray-Eurom and Dr. Costello discussed various aspects of the 2022 Council meeting and requested
suggestions for potential changes for the 2023 meeting.

There was consensus to continue allowing asynchronous testimony on resolutions submitted for the 2023 Council
meeting and to develop preliminary Reference Committee reports. Some Steering Committee members favored including
recommendations (adopt, not adopt, amend or substitute, refer) and any suggested amended or substituted language in the
preliminary Reference Committee reports while others suggested leaving the original resolution language without any
suggested amendments or substituted language and without recommendations (adopt, not adopt, amend or substitute,
refer) and include only a summary of the asynchronous testimony. It was noted that comments on the preliminary
Reference Committee reports can be posted on the Council engagED once they are distributed.

Ms. Montgomery informed the Steering Committee that the 2023 Council meeting will be held at the Philadelphia
Convention Center to allow for: 1) cost savings by sharing the audio visual costs with the opening general session of
ACEP23; 2) meeting space is large enough to accommodate the needs of the Council; 3) cost savings by sharing the audio
visual costs for Reference Committee hearings with ACEP23 course rooms; 4) larger meeting room capacity for the
Reference Committees; and 5) increased Wi-Fi capacity compared to the hotel. The convention center is connected by
skybridge to the Philadelphia Marriott Hotel. All Council-related meetings held the evening prior to the Council meeting
will be at the Philadelphia Marriott.


http://www.associationvoting.com/
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Dr. Gray-Eurom reminded the Steering Committee that the FY 2022-23 budget did not include continental
breakfast for the Council meeting because of budget constraints, however, breakfast was provided both days because of
miscommunication with the hotel. The costs were not charged to the Council meeting budget. There was consensus from
the Steering Committee to include continental breakfast in the FY 2023-24 budget if possible. The traditional Council
Awards Luncheon was reinstated for the Council meeting and will be included in the proposed FY 2023-24 budget.

The Town Hall meeting topic was “Practice Innovations, Payment Impacts, and Predicting the Future.” The
Annual Meeting Subcommittee will be asked to identify potential Town Hall meeting topics for the 2023 Council meeting
and provide their suggestions at the April 30 Steering Committee meeting. The Council officers will determine the topic
during the summer.

2023 Council Meeting Agenda

The Steering Committee reviewed the draft 2023 Council meeting agenda and discussed potential changes. There
was support for moving the executive director’s report to the first day of the Council meeting before recessing to the
Reference Committee hearings and to retain the EMF and NEMPAC Council Challenges on the agenda. The Annual
Meeting Subcommittee will review the Council meeting agenda and provide their suggestions at the April 30 Steering
Committee meeting.

Electronic Voting

Dr. Gray-Eurom discussed the electronic voting system. The Steering Committee did not identify any issues or
concerns about continuing to use the Association Voting platform for electronic voting during the 2023 Council meeting.

Elections Process

Dr. Gray-Eurom reminded the Steering Committee that several changes were made to the Candidate Campaign
Rules last year. An issue raised by a candidate during the 2022 election process was the prohibition of logos that appear in
photos on the flyer. There was consensus from the Steering Committee to leave the rule as currently written. There were
no changes identified regarding the format of the Candidate Forum.

Amended Resolution 25(22) Advocacy for Safe Access to Full Spectrum Pregnancy Related Health Care

The 2022 Council adopted Amended Resolution 25(22) Advocacy for Safe Access to Full Spectrum Pregnancy
Related Health Care. The Board of Directors discussed the resolution during their October 3, 2022, meeting. The Board
deferred action on the resolution to their February 1-2, 2023, meeting, pending review of the third resolved and concerns
about its mandatory reporting requirements in some states. The Board requested the Emergency Medicine Reproductive
Health & Patient Safety Task Force to review the third resolved, determine if any revisions are needed, and provide a
recommendation to the Board regarding any suggested revisions that do not alter the intent of the resolution. The Steering
Committee reviewed the amended language developed by the task force and there was consensus that the recommended
revisions are consistent with the Council’s intent. It was noted that the word “provider” in the third resolved of the
proposed language should be changed. The Board will take action on the proposed amended language during their
February 1-2, 2023, meeting. The Steering Committee will take formal action to accept or reject the amended language
approved by the Board at the April 30 Steering Committee meeting.

Action on Resolutions

Reports summarizing actions taken by the Board of Directors on resolutions adopted at the 2022, 2021, and 2020
Council meetings were provided for review. The reports were assigned to the Annual Meeting Subcommittee for further
review.
Subcommittee Appointments

Dr. Gray-Eurom asked Steering Committee members to notify Ms. Montgomery of their interest in serving on the

Annual Meeting Subcommittee, Bylaws & Council Standing Rules Subcommittee, or the Candidate Forum
Subcommittee. All subcommittee members should plan to serve on at least two subcommittees. All second year Steering
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Committee members will be appointed to the Candidate Forum Subcommittee unless planning to seek nomination to the
Board of Directors. Ms. Montgomery will email the objectives and deadlines of the subcommittees. The subcommittee
reports will be discussed at the April 30, 2023, Steering Committee meeting.

Next Meeting

The next meeting of the Council Steering Committee is scheduled for Sunday, April 30, 2023, during the
Leadership & Advocacy Conference in Washington, DC.

With no further business, the meeting was adjourned at 12:57 pm Central time on Tuesday, January 31, 2023.

Respectfully submitted,
K% (}W&' EW“J ™MD, MMM} Facep A/
{f JW
Kelly Gray-Eurom, MD, MMM, FACEP Melissa W. Costello, MD, FACEP

Council Speaker and Chair Council Vice Speaker and Vice Chair



Steering Committee Conference Call
April 30, 2023

Minutes

Speaker Kelly Gray-Eurom, MD, FACEP, called to order a conference call meeting of the Council Steering
Committee of the American College of Emergency Physicians at 8:09 Eastern time on Sunday, April 30, 2023.

Steering Committee members present for all or portions of the meeting were: Eric Blutinger, MD, MSc,
FACEP; Melissa Costello, MD, FACEP, vice speaker; Emily Fitz, MD, FACEP; Kelly Gray-Eurom, MD, FACEP,
speaker; Vik Gulati, MD, FACEP; Carlton Heine, MD, PhD, FACEP; Amanda Irish, MD; C. Ryan Keay, MD,
FACEP; Alexander Kirk, MD, FACEP; Phillip Luke LeBas, MD, FACEP; Marc Mendelsohn, MD, FACEP; Diana
Nordlund, DO, JD, FACEP; Bing Pao, MD, FACEP; Christopher Sampson, MD, FACEP; Matthew Sanders, DO,
FACEP; Gary C. Starr, MD, FACEP; and Thomas Sugarman, MD, FACEP.

Other members and guests present for all or portions of the meeting were: Stephen H. Anderson, MD,
FACEP; L. Anthony Cirillo, MD, FACEP; J. T. Finnell, MD, FACEP, vice president; Deborah Fletcher, MD,
FACEP; Jeffrey Goodloe, MD, FACEP; Alison Haddock, MD, FACEP; Sanford Herman, MD, FACEP; Christopher
Kang, MD, FACEP, president; Gabor Kelen, MD, FACEP; Rami Khoury, MD, FACEP; Heidi C. Knowles, MD,
FACEP; Chadd Kraus, DO, FACEP; Aaron Kuzel, DO; Michael McCrea, MD, FACEP; Harry Severance, MD,
FACEP; James Shoemaker, MD, FACEP, secretary-treasurer; and Aisha Terry, MD, FACEP, president-elect.

Staff present for all or portions of the meeting were: Adriana Alvarez; Mary Ellen Fletcher, CPC, CEDC,
CAE; Robert Heard, MBA, CAE; Sonja Montgomery, CAE; Leslie Moore, JD; Jennifer Moulton; Sandra Schneider,
MD, FACEP; Susan Sedory, MA, CAE; Sam Shahid, MBBS, MPH; and Jessica Vaughn.

Minutes
The minutes of the January 31, 2023, Steering Committee meeting were approved as written.

Officer and Staff Reports
Speaker

Dr. Gray-Eurom welcomed everyone and thanked them for their participation and commitment to the College.
She then announced the 2023 Council awards recipients:

Council Meritorious Service Award — Gary R. Katz, MD, MBA, FACEP

Council Horizon Award — George RJ Sontag, MD

Council Teamwork Award — Pain Management & Addiction Medicine Section

Council Champion in Diversity & Inclusion Award — Adetolu Odufuye, MD, FACEP (posthumously)
Council Curmudgeon Award — John D. Bibb, MD, FACEP

Dr. Gray-Eurom announced the 2023 candidates:
President-Elect: Jeffrey M. Goodloe MD, FACEP
Alison J. Haddock, MD, FACEP
Ryan A. Stanton, MD, FACEP
Speaker Melissa W. Costello, MD, FACEP (unopposed)
Vice Speaker Kurtis A. Mayz, JD, MD, MBA, FACEP

Michael J. McCrea, MD, FACEP
Larisa M. Traill, MD, FACEP
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Board of Directors: William B. Felegi, DO, FACEP
Robert J. Hancock, MD, FACEP
Chadd K. Kraus, DO, DrPH, CPE, FACEP
Abhi Mehrotra, MD, MBA, FACEP
Henry Z. Pitzele, MD, FACEP
James L. Shoemaker, MD, FACEP

Dr. Gray-Eurom reminded the Steering Committee of the June 6, 2023, Resolution Preparation Session that
will be held virtually and the various meetings that will be held on Friday, October 6, 2023, Philadelphia.

Vice Speaker
Dr. Costello reported on her service on the Finance Committee as the speaker’s designee.
President

Dr. Kang expressed his appreciation to the Steering Committee for their leadership. He discussed several
challenges ACEP is facing and the priorities he is addressing for the remainder of his year as president. He announced
that a Practice Essentials course will debut at ACEP23.

President-Elect

Dr. Terry discussed the priorities she will address during her year as president. She reported on recent
meetings she has attended and building relationships with other organizations.

Executive Director

Ms. Sedory highlighted key successes of the College and the challenges ahead for ACEP in addressing
member needs. Staff are working to further refine personalization of membership value for members and adapting
education needs and delivery methods. She urged everyone to reinforce with colleagues everything that ACEP does
for all emergency physicians.

Amended Resolution 25(22) Advocacy for Safe Access to Full Spectrum Pregnancy Related Health Care

Dr. Gray-Eurom reminded the Steering Committee of their discussion during the January 31, 2023, Steering
Committee regarding the Board’s deferred action on Amended Resolution 25(22) Advocacy for Safe Access to Full
Spectrum Pregnancy Related Health Care. The Board requested the Emergency Medicine Reproductive Health &
Patient Safety Task Force to review the third resolved, determine if any revisions were needed, and provide a
recommendation to the Board regarding any suggested revisions that do not alter the intent of the resolution. The
Steering Committee reviewed the proposed revisions at the January 31, 2023, meeting and agreed that the
recommended revisions were consistent with the Council’s intent. The Board adopted Amended Resolution 25(22)
Advocacy for Safe Access to Full Spectrum Pregnancy Related Health Care with additional revisions as
recommended by the Emergency Medicine Reproductive Health & Patient Safety Task Force on February 2, 2023:

RESOLVED, That ACEP affirm that: 1) abortion is a medical procedure and should be
performed only by a duly licensed physician, surgeon, or other medical professional in conformance
with standards of good medical practice and the Medical Practice Act of that individual’s state; and 2)
no physician or other professional personnel shall be required to perform an act violative of good
medical judgment and this protection shall not be construed to remove the ethical obligation for
referral for any medically indicated procedure; and be it further

RESOLVED, That ACEP support the position that the early termination of pregnancy
(publicly referred to as “abortion’) is a medical procedure, and as such, involves shared decision
making between patients and their physician regarding: 1) discussion of reproductive health care; 2)
performance of indicated clinical assessments; 3) evaluation of the viability of pregnancy and safety
of the pregnant person; 4) availability of appropriate resources to perform indicated procedure(s); and
5) is to be made only by health care professionals with their patients; and be it further
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RESOLVED, That ACEP oppose the-eriminalization-or-mandatory-reperting-ofreproductive
health-related patient-coneerns statutory provision of criminal penalties for any medically

appropriate care provided in the emergency department and additionally oppose mandatory
reporting with the intent (explicit or implicit) to prosecute patients or their health care
professionals, which includes, but is not limited to, care for any pregnancy, pregnancy-related
complications, or pregnancy loss; and be it further

RESOLVED, That ACEP specifically oppose the eriminalization; imposition of penalties, or
other retaliatory efforts against patients, patient advocates, physicians, health care workers, and health
systems for receiving, assisting, or referring patients within a state or across state lines to receive
reproductive health services or medications for contraception and abortion, and will further advocate
for legal protection of said individuals; and be it further [this was previously the last resolved]

RESOLVED, That ACEP support an individual’s ability to access the full spectrum of
evidence-based pre-pregnancy, prenatal, peripartum, and postpartum physical and mental health care,
and supports the adequate payment from all payers for sa1d care—aﬂé—b%rt—f&mqer

and-wilk-further-advocate for legal- protection-of said-individuals: [moved to 4th resolved]

It was moved THAT THE STEERING COMMITTEE ACCEPT THE AMENDED LANGUAGE OF
AMENDED RESOLUTION 25(22) ADVOCACY FOR SAFE ACCESS TO FULL SPECTRUM
PREGNANCY RELATED HEALTH CARE AS ADOPTED BY THE BOARD OF DIRECTORS
ON FEBRUARY 2, 2023. The motion was adopted.

There were concerns expressed about the third resolved opposing mandatory reporting as it relates to other
state laws pertaining to mandatory reporting of other things such as child abuse.

Annual Meeting Subcommittee

Dr. Keay presented the subcommittee’s report on their assigned objectives.

The subcommittee reviewed the format and topics from previous Town Hall meetings and provided
suggestions for the 2023 Town Hall meeting topic. The subcommittee supports the current format of the Town Hall
meeting that includes a pro/con debate of various aspects of an issue by high-level speakers/content experts followed
by a period of Q & A. The subcommittee suggested the following topics for consideration:

The Future of EM in a broken healthcare system
e What happened in the match?
e Scope of practice? Will Al/technology replace medicine?

Workforce/environment

How to create a palatable work environment.

How do we continue to love the work we do?

Independent Dispute Resolution/No Surprises Act/Billing Changes
Providing mental health for us and them in a world with no services.
Pediatric access — what’s the future for our kids?

The Council officers will make the final determination about the format, topic, and speakers for this year’s
Town Hall meeting this summer.

The subcommittee reviewed the implementation actions on 2020-2022 resolutions and concurred that the
actions taken are consistent with the Council’s expectations. Updates to the implementation action on the resolutions
can be accessed on the ACEP website by all members. https://www.acep.org/what-we-believe/actions-on-council-
resolutions/
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The subcommittee provided suggestions for questions that should be considered to use as survey questions
during the Council meeting:

e Tie questions to the Town Hall topic.

e Do you use Al systems in the ED?

e Where do you practice clinical emergency medicine? (List various settings instead of asking how many
clinical hours do you work. For example, urgent care, telehealth, EMS, addiction medicine, etc.)

e What makes you want to continue practicing emergency medicine? (clinical, camaraderie, non-clinical,
patients, population health focus, financial, etc.)

e Availability of pediatrics or other specialty care.

e  What do you think is the impact of the 2023 Match on emergency medicine? (positive, negative, neutral)

The Council officers will determine the final survey questions this summer.

The subcommittee reviewed the draft 2023 Council meeting agenda and supported moving the executive
director’s report to the first day of the Council meeting before recessing to the Reference Committee hearings and
moving the EMF and NEMPAC reports to the second day morning before discussion of the Reference Committee
reports. It was noted that video reports for EMF and NEMPAC could be played as the Council meeting goes into a
break and could be played on demand through the Council meeting website.

Bylaws & Council Standing Rules Subcommittee

Dr. Heine reported that the subcommittee was scheduled to hold a virtual meeting on April 4, 2023, to discuss
their assigned objectives. The meeting was cancelled because there were no revisions to the Council Standing Rules
identified by the Steering Committee or subcommittee members. Additionally, there were no Bylaws or Council
Standing Rules resolutions that had been submitted for the 2023 Council meeting (at that time) for the subcommittee
to review.

Candidate Forum Subcommittee

Dr. Gray-Eurom presented the subcommittee’s report on their assigned objectives. The majority of the
subcommittee’s objectives will be completed this summer and during the 2023 Council meeting. The subcommittee
will meet immediately following this Steering Committee meeting to finalize the candidate written questions and to
review the assignments for moderators, coordinators, and door monitors. The subcommittee will meet 4:30 — 6:000
pm in Philadelphia on Friday October 6, 2023, to review the format for the Candidate Forum, finalize questions for
the Candidate Forum, and meet with the candidates.

Council Horizon Award

Dr. Gray-Eurom led a discussion regarding the eligibility criteria for the Council Horizon Award and
reviewed the history of the award. There was consensus to retain the current eligibility criteria of the first five years of
service to the Council, consider service as a councillor only (i.e., do not include alternate councillor service), and do
not include any gap years in Council service when determining the first five years. For example, an individual served
as a councillor 2017-20, did not serve in 2021, and served again in 2022. The time is calculated based only on the
years actually served. The eligibility criteria will be updated to reflect the Steering Committee’s discussion and will
be used by the 2024 Council Awards Committee to determine the 2024 award recipient.

Board Action on Three 2023 Resolutions

Dr. Gray-Eurom informed the Steering Committee about three resolutions that the Board of Directors will discuss
at their meeting later today:

1. Substitute Resolution 61(21) Advocating for a Required Emergency Medicine Experience at All U.S. Medical
Schools — The Academic Affairs Committee revised the “Guidelines for Undergraduate Education in
Emergency Medicine” policy statement to address the resolution.
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2. Amended Resolution 74(21) Regulation by State Medical Boards of All Who Engage in Practice of Medicine
— The first resolved resolution was assigned to the State Legislative/Regulatory Committee to develop a
policy statement. The committee developed a proposed new policy statement “ State Board of Medicine
Regulation of Non-Physician Practitioners Practicing Medicine.” The second resolved was assigned to the
AMA Section Council on Emergency Medicine to develop and submit a resolution to the AMA as directed in
the resolution. The AMA Section Council is recommending that the Board rescind its decision to adopt the
second resolved and overrule it instead. If the Board approves the recommendations to rescind its previous
decision and overrule the second resolved, the vote and position of each Board member must be reported to
the Steering Committee and the Council.

3. Amended Resolution 57(22) Recognized Bodies for Emergency Physician Board Certification — The
Academic Affairs Committee revised the “ACEP Recognized Certifying Bodies in Emergency Medicine”
policy statement as directed in the resolution.

Next Meeting

The next meeting of the Council Steering Committee is scheduled for 6:00 pm, Friday, October 6, 2023, at the
Philadelphia Marriott in Philadelphia, PA.

With no further business, the meeting was adjourned at 10:53 am Eastern time on Sunday, April 30, 2023.

Respectfully submitted,

-k , MD, N, FACE.P N
Kqﬂd ey B g/ Jma» Wﬂ%@@

Kelly Gray-Eurom, MD, MMM, FACEP Melissa W. Costello, MD, FACEP
Council Speaker and Chair Council Vice Speaker and Vice Chair



DEFINITION OF COUNCIL ACTIONS

For the ACEP Board of Directors to act in accordance with the wishes of the Council, the actions
of the Council must be definitive. To avoid any misunderstanding, the officers have developed
the following definitions for Council action:

ADOPT
Approve resolution exactly as submitted as recommendation implemented through the Board of
Directors.

ADOPT AS AMENDED
Approve resolution with additions, deletions, and/or substitutions, as recommendation to be
implemented through the Board of Directors.

NOT ADOPT (DEFEAT)
Defeat (or reject) the resolution in original or amended form.

REFER
Send resolution to the Board of Directors for consideration, perhaps by a committee, the Council
Steering Committee, or the Bylaws Interpretation Committee.



2023 Council Meeting
Reference Committees

Reference Committee A — Governance, Membership, & Other Issues
Resolutions 15-26

Scott H. Pasichow, MD, MPH, FACEP (IL) — Chair
William D. Falco, MD, FACEP (WI)
Gregory Gafni-Pappas, DO, FACEP (MI)
Catherine A. Marco, MD, FACEP (PA)
Laura Oh, MD, FACEP (GA)

Stephen C. Viel, MD, FACEP (FL)

Maude Surprenant Hancock, CAE
Laura Lang, JD

Reference Committee B — Advocacy & Public Policy
Resolutions 27-42

Diana Nordlund, DO, JD, FACEP (MI) — Chair
Lisa M. Bundy, MD, FACEP (MS)
Puneet Gupta, MD, FACEP (CA)
Joshua S. da Silva, DO, FACEP (GS)
Torree M. McGowan, MD, FACEP (GS)
Michael Ruzek, DO, FACEP (NJ)

Erin Grossmann
Ryan McBride, MPP

Reference Committee C — Emergency Medicine Practice
Resolutions 43-55

Dan Freess, MD, FACEP (CT) — Chair
Angela P. Cornelius, MD, FACEP (TX)
Joshua R. Frank, MD, FACEP (WA)
Patrick B. Hinfey, MD, FACEP (NJ)
Jeffrey F. Linzer, Sr., MD, FACEP (GA)
Jennifer L. Savino, DO, FACEP (PA)

Jonathan Fisher, MD, FACEP
Travis Schulz, MLS, AHIP



INTRODUCTION
2023 Annual Council Meeting
Friday Evening, October 6, 2023 through Sunday, October 8, 2023
Philadelphia Marriott and Philadelphia Convention Center

Background information has been prepared on the resolutions that were submitted by the deadline. Please review
the resolutions and background information in advance of the Council meeting. Councillors and others receiving
these materials are reminded that these items are yet to be considered by the Council.

Only the RESOLVED sections of the resolutions are considered by the Council. The WHEREAS statements and
background sections are informational or explanatory. Only the resolutions adopted by the Council and ratified by
the Board of Directors become official. Council Standing Rules become official upon adoption by the Council.

Asynchronous testimony will open on September 8 for all resolutions assigned to a Reference Committee. An
announcement with the link to the 2023 resolutions will be posted on the Council engagED when asynchronous
testimony is open. After clicking on the link provided:

e login with your ACEP username and password.
o the list of resolutions will display

o click the resolution of interest

e scroll to the bottom to submit your comment

The asynchronous testimony platform is open to all members. When commenting please include the following:

1. Whether you are commenting on behalf of yourself or your component body

a. chapter, section, AACEM, CORD, EMRA, or SAEM
2. Whether you are commenting in support, opposition or suggesting an amendment to the resolution
3. Any additional information to support your position.

The asynchronous platform is the only method to introduce testimony until the live Reference Committee
meetings in Philadelphia. Opinions posted elsewhere (including Council engagED) will not be considered in the
Reference Committee deliberations. All comments should be addressed to the Reference Committee Chair or the
Speaker. Please do not direct any communications to another member, including those who have posted
before you, with whom you may or may not agree. Just as the in-person Reference Committee hearings during
the Council meeting, proper decorum is expected within the asynchronous testimony platform.

Comments should be concise so as to not exceed an equivalent of 2 minutes of oral testimony. Comments posted
as online testimony are prohibited from being copied and pasted as comments in other forums and/or used in a
manner in which the comments could be taken out of context. By participating in this online testimony for the
Council meeting, you hereby acknowledge and agree to abide by ACEP’s Meeting Conduct Policy.

Asynchronous testimony will close at 12:00 noon Central time on Wednesday, September 27. Comments
from the online testimony will be used to develop the preliminary Reference Committee reports. The preliminary
reports will be distributed to the Council on Monday, October 2 and will be the starting point for the live
Reference Committee debate during the Council meeting in Philadelphia on Saturday, October 7.

Visit the Council Meeting Web site: https://acep.elevate.commpartners.com/ to access all materials and
information for the Council meeting. The resolutions and other resource documents for the meeting are located
under the “Document Library” tab. You may download and print the entire Council notebook compendium, or
individual section tabs from the Table of Contents. You will also find separate compendiums of the President-
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Elect candidates, Board of Directors candidates, Council Speaker and Council Vice Speaker candidates, and the
resolutions. Additional documents may be added over the next several days, so please check back if what you
need is not currently available.

We are looking forward to seeing everyone in Philadelphia!

Your Council Officers,

Kelly Gray-Eurom, MD, MMM, FACEP Melissa W. Costello, MD, FACEP
Speaker Vice Speaker



2023 Council Resolutions

Resolution  Subject/Submitted by Reference
# Committee
1 Commendation for Patrick Elmes, EMT-P

Jeffrey Jarvis, MD, FACEP

Disaster Medicine Section

EMS-Prehospital Care Section

Tactical & Law Enforcement Medicine Section

2 Commendation for Kelly Gray-Eurom, MD, MMM, FACEP
Florida College of Emergency Physicians

3 Commendation for Russell H. Harris, MD, FACEP
New Jersey Chapter

4 Commendation for Rick Murray, EMT-P, FAEMS

Angela Cornelius, MD, MA, FACEP

Richard C. Hunt, MD, FACEP

Jeffrey Jarvis, MD, FACEP

Jon Krohmer, MD, FACEP

Disaster Medicine Section

EMS-Prehospital Care Section

Event Medicine Section

Tactical &Law Enforcement Medicine Section

5 Commendation for Gillian R. Schmitz, MD, FACEP
Government Services Chapter

6 Commendation for JoAnne Tarantelli
New York Chapter

7 In Memory of Clifford Findeiss, MD
Florida College of Emergency Physicians

8 In Memory of Scott A. Hall, MD
Kansas Chapter
Missouri Chapter

9 In Memory of Gene W. Kallsen, MD
Alicia Mikolaycik Gonzalez, MD, FACEP
Susanne Spano, MD, FACEP
California Chapter

10 In Memory of Michael Kleinman, DO
Pennsylvania College of Emergency Physicians

11 In Memory of Gloria J. Kuhn, DO, PhD
Michigan College of Emergency Physicians

12 In Memory of Richard M. Nowak, MD, MBA, FACEP
Michigan College of Emergency Physicians



Resolution  Subject/Submitted by Reference
# Committee
13 In Memory of Barbara W. Trainor

Valerie Norton, MD, FACEP

Lori Winston MD, FACEP

California Chapter

14 In Memory of Lori Weichenthal, MD, FACEP
Alicia Mikolaycik Gonzalez, MD, FACEP
Susanne Spano, MD, FACEP
California Chapter
Wellness Section
Wilderness Medicine Section

15 Additional Vice President Position on the ACEP Board of Directors — Bylaws A
Amendment
Board of Directors

16 Council Quorum — Defining “Present” — Housekeeping Bylaws Amendment A
Bylaws Committee
Board of Directors

17 Establishing the Position and Succession of a Speaker-Elect for the Council -Bylaws A
Amendment
Marco Coppola, DO FACEP
Melissa Costello, MD, MS, FACEP
Gary Katz, MD, MBA, FACEP
Arlo Weltge, MD, MPH, FACEP

18 Referred Resolutions A
Emergency Medicine Workforce Section

19 Scientific Assembly Vendor Transparency A
Emergency Medicine Workforce Section

20 Emergency Medicine Research Mentorship Program A
Kalev Freeman, MD, FACEP
Antony Hsu, MD, FACEP
James Paxton, MD, MBA, FACEP
Nicholas Vasquez, MD, FACEP

21 Mitigation of Competition for Procedures Between Emergency Medicine Resident A
Physicians and Other Learners
Emergency Medicine Residents’ Association

22 Supporting Three-Year and Four-Year Emergency Medicine Residency Program A
Accreditation
Emergency Medicine Residents’ Association

23 Opposing Sale-Leaseback Transactions by Health Systems A
Pennsylvania College of Emergency Physicians

24 Addressing the Growing Epidemic of Pediatric Cannabis Exposure A
Pennsylvania College of Emergency Physicians

25 Compassionate Access to Medical Cannabis Act — “Ryan’s Law” A
Larry Bedard, MD, FACEP
Dan Morhaim, DO, FACEP



Resolution
#

26

27

28

29

30

31

32

33

34

35

36

Subject/Submitted by

Decriminalization of All Illicit Drugs
Larry Bedard, MD, FACEP
Dan Morhaim, DO, FACEP

Addressing Interhospital Transfer Challenges for Rural EDs
Rural Emergency Medicine Section

Social Emergency Medicine Section

Arizona Chapter

Colorado Chapter

New Mexico Chapter

Oklahoma Chapter

Vermont Chapter

Washington Chapter

Facilitating EMTALA Interhospital Transfers
Andrew Fenton, MD, FACEP

Roneet Lev, MD, FACEP

Aimee Moulin, MD, FACEP

California Chapter

Addressing Pediatric Mental Health Boarding in Emergency Departments
Pennsylvania College of Emergency Physicians
Pediatric Emergency Medicine Section

Advocating for Increased Funding for EMS
Pennsylvania College of Emergency Physicians

Combating Mental Health Stigma in Insurance Policies
New York Chapter

Healthcare Insurers Waive Network Considerations During Declarations of
Emergency

Gary Gaddis, MD, PhD, FACEP

David Schriger, MD, MPH, FACEP

Ban on Weapons Intended for Military or Law Enforcement Use
Kathy Staats, MD, FACEP

Niki Thran, MD, FACEP

California Chapter

White Paper on Weapons Intended for Military or Law Enforcement Use
Kathy Staats, MD, FACEP

Niki Thran, MD, FACEP

California Chapter

Declaring Firearm Violence a Public Health Crisis
District of Columbia Chapter

Mandatory Waiting Period for Firearm Purchases
California Chapter

Leslie Mukau, MD, FACEP

Valerie Norton, MD, FACEP

Bing Pao, MD, FACEP

Scott Pasichow, MD, MPH, FACEP

Katherine Staats, MD, FACEP

Niki Thran, MD, FACEP

Randall Young, MD, FACEP

Reference
Committee

A



Resolution
#

37

38

39

40

41

42

43

44

45

46

Subject/Submitted by

Support for Child-Protective Safety Firearm Safety and Storage Systems
Leslie Mukau, MD, FACEP

Valerie Norton, MD, FACEP

Bing Pao, MD, FACEP

Katherine Staats, MD, FACEP

Niki Thran, MD, FACEP

Randall Young, MD, FACEP

California Chapter

Advocating for Sufficient Reimbursement for Emergency Physicians in Critical
Access Hospitals and Rural Emergency Hospitals
Pennsylvania College of Emergency Physicians

Medicaid Reimbursement for Emergency Services
Bing Pao, MD. FACEP

Thomas Sugarman, MD, FACEP

California Chapter

Support for Reimbursement of Geriatric ED Care Processes
Dual Training Section

Geriatric Emergency Medicine Section

Observation Medicine Section

Maryland Chapter

Use of Medical Coders in Payment Arbitration
Michigan College of Emergency Physicians

On-Site Physician Staffing in Emergency Departments
Indiana Chapter

Adopt Terminology “Unsupervised Practice of Medicine”
Emergency Medicine Workforce Section

Clinical Policy — Emergency Physicians’ Role in the Medication & Procedural
Management of Early Pregnancy Loss

Emily Ager, MD

Kimberly Chernoby, MD

Kelly Quinley, MD

Rachel Solnick, MD

Katherine Wegman, MD

American Association of Women Emergency Physicians Section

Emergency Physicians’ Role in the Medication and Procedural Management of Early
Pregnancy Loss

American Association of Women Emergency Physicians Section

Social Emergency Medicine Section

Consensus with ACOG on the Care of Pregnant Individuals with Substance Use
Disorder

Emily Ager, MD

Kimberly Chernoby, MD

James Feldman, MD, FACEP

Kelly Quinley, MD

Rachel Solnick, MD

Katherine Wegman, MD

Social Emergency Medicine Section

Reference
Committee

B



Resolution  Subject/Submitted by Reference
# Committee

47 Clarification of and Taking a Position Against Use of Excited Delirium Syndrome C
Kevin Durgun MD
Adam Kruse, MD
Brooks Walsh MD
District of Columbia Chapter
Social Emergency Medicine Section
EMS-Prehospital Care Section

48 Medical Malpractice Certificate of Merit C
New York Chapter

49 Patients Leaving the ED Prior to Completion of Care Against Medical Advice C
Jennifer Conn, MD, FACEP
Olga Gokova, MD, FACEP
Rachel Levitan, MD
Anne Richter, MD, FACEP
Arizona College of Emergency Physicians

50 Metric Shaming C
American Association of Women Emergency Physicians Section
Government Services Chapter

51 Quality Measures and Patient Satisfaction Scores C
Ohio Chapter

52 Summit & New Tools for Transforming Acute Care C
New York Chapter

53 Treating Physician Determines Patient Stability C
Andrew Fenton, MD, FACEP
Roneet Lev, MD, FACEP
Aimee Moulin, MD, FACEP
California Chapter

54 Opposition to The Joint Commission Credentialing Requirements for Individual C
Emergency Conditions
Michigan College of Emergency Physicians

55 Uncompensated Required Training C
American Association of Women Emergency Physicians Section
Government Services Chapter

Late Resolutions

56 In Memory of William A. Nice, MD
Indiana Chapter

57 Commendation for Raymond L. Fowler MD, FACEP, FAEMS
Angela Cornelius MD, MA, FACEP
D. Mark Courtney, MD, FACEP
Angela F. Gardner, MD, FACEP
Jeffrey M. Goodloe MD, FACEP
Andrew Hogan, MD
S. Marshal Isaacs, MD, FACEP
Jeff Jarvis MD, MS, FACEP



58

Jeffery C. Metzger, MD, MBA, FACEP
Brian L. Miller MD, FACEP
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PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 1(23)

SUBMITTED BY: Angela Cornelius, MD, MA, FACEP
Jeffrey Jarvis, MD, FACEP
Disaster Medicine Section
EMS-Prehospital Care Section
Tactical & Law Enforcement Medicine Section

SUBJECT: Commendation for Patrick Elmes, EMT-P
1 WHEREAS, Patrick Elmes, EMT-P, was a dedicated ACEP staff member from June 6, 2011, through
2 February 3, 2023; and
3
4 WHEREAS, Mr. Elmes was an exceptional staff liaison to the Disaster Preparedness & Response Committee,
5 Air Medical Transport Section, and the Disaster Medicine Section and also provided support to other committees and
6 sections, such as the EMS Committee, EMS Section, and Event Medicine Section over the years; and
7
8 WHEREAS, Mr. Elmes ensured that EMS Week was a successful educational opportunity for ACEP
9  members and the paramedics that they oversee; and
10
11 WHEREAS, Mr. Elmes, served a critical role in managing multiple federally funded EMS and disaster
12 medicine-related grant projects ACEP was awarded during his tenure with the College; and
13
14 WHEREAS, Mr. Elmes assisted College members in their quest for subspecialty certification in Disaster
15  Medicine: and
16
17 WHEREAS, Mr. Elmes represented the College with complete professionalism with other national EMS
18  organizations, including federal government agencies, which strengthened the College’s position as a recognized
19 leader in the EMS and disaster medicine communities; and
20
21 WHEREAS, Mr. Elmes served his community as a paramedic, providing essential prehospital care; therefore
22 beit
23
24 RESOLVED, That the American College of Emergency Physicians commends Patrick Elmes, EMT-P, for his
25  outstanding service and commitment to the College and the specialty of emergency medicine.
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 2(23)
SUBMITTED BY: Florida College of Emergency Physicians
SUBJECT: Commendation for Kelly Gray-Eurom, MD, MMM, FACEP

WHEREAS, Kelly Gray-Eurom, MD, MMM, FACEP, has served the American College of Emergency
Physicians with dignity, distinction, and dedication as Council Vice Speaker 2019-21 and Council Speaker 2021-23;
and

WHEREAS, Dr. Gray-Eurom represented the Council at Board of Directors’ meetings during her term as
Vice Speaker and Speaker and provided thoughtful discourse and comments on a variety of issues; and

WHEREAS, Dr. Gray-Eurom gracefully led the Council during debate of contentious issues with respect and
courtesy; and

WHEREAS, Dr. Gray-Eurom diligently devoted significant amounts of time, creativity, humor, and
enthusiasm to her duties as a Council officer; and

WHEREAS, Dr. Gray-Eurom welcomed and encouraged the participation of new councillors and alternate
councillors on Council committees and is respected for her integrity, objectivity, and mentorship she provided to
numerous councillors across all chapters of the College; and

WHEREAS, Dr. Gray-Eurom has demonstrated a long history of service to the Council including serving as
councillor and alternate councillor and on various Council committees; and

WHEREAS, Dr. Gray-Eurom has maintained an active presence in the Florida Chapter and served on the
Board of Directors 2006-13 and as President 2012-13; and

WHEREAS, Dr. Gray-Eurom has shown exemplary leadership and outstanding service with her participation
on several committees and task forces of the College; and

WHEREAS; Dr. Gray-Eurom is a visionary and influential leader with a distinguished career in emergency
medicine as a clinician, educator, mentor, and advocate for the specialty; and

WHEREAS, Dr. Gray-Eurom will continue to be involved and committed to the cause and mission of ACEP
and the specialty of emergency medicine; therefore be it

RESOLVED, That the American College of Emergency Physicians commends Kelly Gray-Eurom, MD,
MMM, FACEDP, for her service as Council Speaker, Council Vice Speaker, and for her enthusiasm and commitment
to the specialty of emergency medicine and to the patients we serve.
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RESOLUTION: 3(23)

SUBMITTED BY: New Jersey Chapter

SUBJECT: Commendation for Russell H. Harris, MD, FACEP
1 WHEREAS, Russell H. Harris, MD, FACEP, has served the College and the specialty with skill and
2 dedication as a member of ACEP and the New Jersey Chapter for more than 40 years; and
3
4 WHEREAS, During his time with the chapter and ACEP, he ensured an ever rising level of professionalism
5 and dedication to the chapter and emergency medicine; and
6
7 WHEREAS, He served on the New Jersey Chapter Board of Directors 1994-2000 and as the chapter president
8 1998-99; and
9
10 WHEREAS, His dedication to the chapter included serving as councillor from 1997-06, 2008-09, 2011-13
11 and as alternate councillor in 2001, 2007, and 2010; and
12
13 WHEREAS, Dr. Harris’ level of dedication to the New Jersey Chapter included but was not limited to hosting
14  ayearly membership dinner at his home in which he welcomed all 900+ chapter members with open arms; and
15
16 WHEREAS, At the national level, Dr. Harris served on the Public Relations Committee from 1998-01, State
17  Legislative/Regulatory Committee 2001-17, and the Education Committee 2005-07; and
18
19 WHEREAS, Dr. Harris has served as a selfless mentor to many emergency physicians throughout his career;
20  and
21
22 WHEREAS, Dr. Harris has been a full-time emergency physician at Our Lady of Lourdes Medical Center in
23 Camden, New Jersey for more than 35 years; and
24
25 WHEREAS, Dr. Harris is a retired Navy Captain and was awarded two Navy achievement medals during
26 Operation Desert Storm; and
27
28 WHEREAS, Dr. Harris has advocated on behalf of emergency medicine at both a local and national level;
29  therefore be it
30
31 RESOLVED, That the American College of Emergency Physicians recognizes the scope, breadth, and lasting
32 impact of the contributions of Russell H. Harris, MD, FACEP, to the advancement of emergency medicine; and be it
33 further
34
35 RESOLVED, That the American College of Emergency Physicians commends Russell H. Harris, MD,
36  FACERP for his outstanding service, leadership, and commitment to the College and the specialty of emergency
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medicine.
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RESOLUTION: 4(23)

SUBMITTED BY: Angela Cornelius, MD, MA, FACEP
Richard C. Hunt, MD, FACEP
Jeffrey Jarvis, MD, FACEP
Jon Krohmer, MD, FACEP
Disaster Medicine Section
EMS-Prehospital Care Section
Event Medicine Section
Tactical &Law Enforcement Medicine Section

SUBJECT: Commendation for Rick Murray, EMT-P, FAEMS

1 WHEREAS, Rick Murray, EMT-P, FAEMS, began his distinguished career with ACEP on August 12, 1996,

2 and it ended on June 30, 2023, almost 27 years later; and

3

4 WHEREAS, Mr. Murray worked tirelessly to build ACEP’s role in EMS and by serving our members who

5  oversee and work hand-in-hand in the daily life-saving work of EMTs and paramedics; and

6

7 WHEREAS, Mr. Murray has been an exceptional staff liaison to the EMS Committee, EMS-Prehospital Care

8  Section, Event Medicine Section, and Tactical & Law Enforcement Medicine Section, and also provided support to

9  other related committees and sections over the years including the Disaster Preparedness & Response Committee, Air
10 Medical Transport Section, and the Disaster Medicine Section; and
11
12 WHEREAS, Mr. Murray was instrumental in the formation of the Section of Tactical Emergency Medicine in
13 2003 and his leadership led to the embrace of expansive medical support for police and corrections, reflected in the
14 revised name of the section to Tactical & Law Enforcement Medicine; and
15
16 WHEREAS, EMS became a subspecialty of emergency medicine — the largest subspecialty — and his efforts
17  in assisting members to achieve this milestone are laudable; and
18
19 WHEREAS, Under his leadership, ACEP’s EMS Department supported the work of members involved with
20  EMS through specialized courses, pre-conferences during ACEP’s annual Scientific Assembly, and webinars; and
21
22 WHEREAS, Mr. Murray was instrumental in the success of EMS Week by leading the initiative and seeking
23 and securing vital funding to ensure the program continued as a successful educational opportunity for our members
24 and the paramedics they oversee; and
25
26 WHEREAS, Through his expertise, leadership, dedication, many work hours, and contacts, he helped ACEP
27  secure more than $11 million dollars in federal, foundation, and corporate grants to support increased resources for
28  emergency physicians and EMS professionals to improve patient care, such as the CHDPA; Tale of Two Cities;
29  Terrorism Injuries Information Dissemination, and Exchange (TIIDE); and Until Help Arrives; and
30
31 WHEREAS, Mr. Murray’s significant work on the Terrorism Injuries Information, Dissemination, and
32 Exchange (TIIDE) program grant from the Centers for Disease Control and Prevention, through coordination with
33 multiple professional organizations and those who led the medical response to terrorist injuries in other countries in
34  assimilating and disseminating new knowledge related to clinical care of bomb injuries, resulted in the U.S. and other
35  countries being far better prepared for a medical response to terrorist bombings and those materials remain some of
36  the most requested disaster-related materials from ACEP; and
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WHEREAS, Mr. Murry was a true collaborator and had great relationships with many organizations and
agencies, including the Administration for Strategic Preparedness & Response, American College of Surgeons
Committee on Trauma, Centers for Disease Control and Prevention, Federal Emergency Management Agency,
National Association of EMS Physicians, National Highway Traffic Safety Administration, United States Department
of Health and Human Services, among many others, and he helped ACEP to develop and coordinate these beneficial
relationships; and

WHEREAS, Mr. Murray served his community as a paramedic, providing essential prehospital care, and as
an EMS educator and administrator; and

WHEREAS, Mr. Murray is widely respected in the emergency medicine, EMS, and trauma communities at
the local, state, national, and federal levels; and

WHEREAS, Mr. Murray is a titan in the EMS profession and in 2022 he was awarded the designation of
Fellow of the Academy of Emergency Medical Services (FAEMS) by the National Association of EMS Physicians;
therefore be it

RESOLVED, That the American College of Emergency Physicians commends Rick Murray, EMT-P,
FAEMS, for his outstanding service and commitment to the College, the specialty of emergency medicine, and the
subspecialty of emergency medical services.
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 5(23)

SUBMITTED BY: Government Services Chapter

SUBJECT: Commendation for Gillian R. Schmitz, MD, FACEP
1 WHEREAS, Gillian R. Schmitz, MD, FACEP, has been an extraordinary and dedicated leader while serving
2 on the Board of Directors 2016-23 and in her roles as Vice President 2019-20, President-Elect 2020-21, President
3 2021-22, and Immediate Past President 2022-23; and
4
5 WHEREAS, During her term as President, Dr. Schmitz was committed to ACEP addressing ACGME
6  residency standards, private equity in emergency medicine, and workforce issues; and
7
8 WHEREAS, Dr. Schmitz maintained an active clinical schedule in a busy academic Level 1 Military
9  Treatment Facility while serving on the ACEP Board of Directors; and
10
11 WHEREAS, During her tenure on the ACEP Board of Directors and as President, she participated in
12 numerous visionary efforts, including Emergency Department Accreditation, and appointed many task forces to
13 address key issues affecting the practice of emergency physicians; and
14
15 WHEREAS, Dr. Schmitz has been a staunch advocate for preserving reimbursement for emergency
16  physicians and ensuring that the “No Surprises Act” protects both patients and physicians from surprise billing; and
17
18 WHEREAS, Dr. Schmitz has shown exemplary leadership and outstanding service with her tireless efforts
19 and expertise on various committees, task forces, sections, the Council, and Board of Directors; and
20
21 WHEREAS, Dr. Schmitz has exemplified her commitment to ACEP and its members by engaging virtually
22 with members during her informative town hall sessions and traveled around the country meeting members in person
23 and advocating for those on the frontlines; and
24
25 WHEREAS, In all of her meetings and travels, Dr. Schmitz represented the College and its members with
26  diplomacy, integrity, and honor and focused on unity and bringing members together; and
27
28 WHEREAS, Dr. Schmitz demonstrated leadership through chapter involvement and served on the
29  Government Services Chapter Board of Directors and as chapter President 2015-16 and has also been an active
30  member of the Texas College of Emergency Physicians; and
31
32 WHEREAS, Dr. Schmitz will continue to serve the College and be involved with the practice of emergency
33 medicine and dedicated to the mission of ACEP; therefore be it
34
35 RESOLVED, That the American College of Emergency Physicians commends Gillian R. Schmitz, MD,
36 FACEDP, for her outstanding service, leadership, and commitment to the specialty of emergency medicine and to the
37  patients and communities we serve.
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RESOLUTION: 6(23)

SUBMITTED BY: New York Chapter

SUBJECT: Commendation for JoAnne Tarantelli

1 WHEREAS, JoAnne Tarantelli has served as the Executive Director of New York ACEP (NY ACEP) for

2 nearly four decades; and

3

4 WHEREAS, She has been dedicated to the growth and development of emergency medicine in New York

5 State and across the country through her tenure; and

6

7 WHEREAS, Her unwavering leadership has guided New York ACEP through decades of challenges; and

8

9 WHEREAS, Her awareness and communication of important issues has allowed New York ACEP to weather
10 and address challenges before they impacted emergency medicine practice or patient care; and
11
12 WHEREAS, Her support of physicians and their practice have undoubtedly improved emergency care
13 throughout New York State; and
14
15 WHEREAS, She has supported and developed decades of emergency physicians and leaders as a confidant,
16 counselor, and friend; therefore be it
17
18 RESOLVED, That the American College of Emergency Physicians commends and thanks JoAnne Tarantelli
19 for her outstanding career and decades of dedicated service, leadership, commitment to the College, the emergency
20  physicians of New York, the specialty of emergency medicine, and the patients that we serve.
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 7(23)
SUBMITTED BY: Florida College of Emergency Physicians
SUBJECT: In Memory of Clifford Findeiss, MD

WHEREAS, J. Clifford “Cliff” Findeiss, MD, obtained both an MS in Pharmacology and MD from
Northwestern University Feinberg School of Medicine in 1968, completed a surgical internship at Jackson Memorial
Hospital in Miami, and then proudly served as a Lieutenant in the US Navy Medical Corps; and

WHEREAS, Dr. Findeiss was an active member of the American College of Emergency Physicians since
1971, is recognized as an early national leader in the new specialty of emergency medicine, and served on the
American College of Emergency Physicians' original exploratory Committee on Board Establishment, ultimately
becoming board certified himself in 1983 and maintaining the certification until his death on April 1, 2023; and

WHEREAS, Dr. Findeiss possessed the intelligence, confidence, and stamina to turn possibilities into reality,
always seeking to put his philosophy of "doing well by doing right" into practice, combining his analytic and creative
skills to change emergency medical care delivery; and

WHEREAS, Dr. Findeiss co-founded Emergency Medical Services Associates (EMSA), which gradually
established a new system of 24/7/365 physician on-site care in south Florida emergency departments, during which
time Dr. Findeiss also served as the first Medical Director of Miami-Dade County Fire Rescue and the Hialeah Fire
Department, initiating field care protocols for first responders; and

WHEREAS, Dr. Findeiss is renowned as one of the first to recognize that care provided in emergency
departments should be provided by full-time physicians who dedicate their skills to the practice of acute, unscheduled
care; and

WHEREAS, Dr. Findeiss actively recruited other physicians to support the specialty’s development nationally
and in Florida traveling around the state, bringing emergency physicians together through the Florida Chapter of
ACEP; and

WHEREAS, Dr. Findeiss provided a lifetime of service to the Florida College of Emergency Physicians since
joining in 1973, having served as the sixth president in 1975-76, Chairman of the Florida Emergency Medicine
Foundation Board of Directors from 2011-15, and as a Foundation Board Member from 2007-21; and

WHEREAS, Dr. Findeiss’ entrepreneurial approach to the practice of emergency medicine expanded
opportunities for emergency physicians to choose a professional practice model congruent to the needs of individual
physicians and their families; and

WHEREAS, Dr. Findeiss’ visionary leadership, pioneering spirit, and tireless dedication to advancing the
specialty of emergency medicine over the last five decades have proven to be invaluable; and

WHEREAS; Dr. Findeiss was a role model and mentor leaving exponential and immeasurable impact among
his colleagues and future leaders in emergency medicine; and

WHEREAS; Dr. Findeiss was a dedicated and devoted husband, father, grandfather, colleague, mentor, and
friend who inspired all of those who knew him; therefore be it
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RESOLVED, That the American College of Emergency Physicians remembers with honor and gratitude the
contributions of a trailblazing pioneer, visionary leader, invaluable mentor, and outstanding emergency physician, J.
Clifford “Cliff” Findeiss, MD, and his selfless contributions to emergency medicine; and be it further

RESOLVED, That the American College of Emergency Physicians extends condolences and appreciation to
his wife Jean; his four sisters Marcia, Joan, Pat, and Michele; as well as his four children and his granddaughter in
whom his legacy lives on: Dr. Laura Findeiss, Craig Findeiss, Amanda (Findeiss) Rosillo, Allison Findeiss,
granddaughter Elizabeth (Lily) Rosillo; and to his family, friends, and colleagues for his remarkable service to the
specialty of emergency medicine, patient care, and the communities he served.
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RESOLUTION: 8(23)

SUBMITTED BY: Kansas Chapter
Missouri Chapter

SUBJECT: In Memory of Scott A. Hall, MD

WHEREAS, With the untimely death of Scott A. Hall, MD, on July 4, 2023, Missouri lost a devoted
emergency physician and EMS leader; and

WHEREAS, Dr. Hall was passionate about rural EMS, serving as an EMT then paramedic for NTA Ambulance
district for years before and throughout medical school; and

WHEREAS, Dr. Hall received his medical degree and completed a residency in emergency medicine at the
University of Kansas Medical Center and served as Chief Resident; and

WHEREAS, Dr. Hall was a community leader in Northwest Missouri, serving as EMS Medical director for
Buchanan County and NTA Ambulance district, and as Medical Director for Mosaic Life Care — St. Joseph Emergency
Department, and Harrison County Community Hospital Emergency Department; therefore be it

RESOLVED, That the American College of Emergency Physicians remembers with honor and gratitude the
accomplishments of Scott A. Hall, MD, and offer our heartfelt condolence to his wife, daughter, and the entire Hall
family.
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RESOLUTION: 9(23)

SUBMITTED BY: Alicia Mikolaycik Gonzalez, MD, FACEP
Susanne Spano, MD, FACEP

California Chapter
SUBJECT: In Memory of Gene W. Kallsen, MD

1 WHEREAS, The specialty of emergency medicine lost a longtime ACEP member, a beloved leader, and an

2 early pioneer of the specialty when Gene W. Kallsen, MD, passed away on March 4, 2023; and

3

4 WHEREAS, Dr. Kallsen started the University of Minnesota medical school in 1968, at the height of the

5  Vietnam War, and the same year that emergency medicine began with the formation of the American College of

6  Emergency Physicians; and

7

8 WHEREAS, After completing a transitional internship at the University of Washington, Dr. Kallsen joined

9  UCSF Fresno’s emergency medicine program in 1977 — just three years after the founding of UCSF Fresno’s
10 emergency medicine residency in 1974 — and at the time, emergency medicine had still not been officially recognized
11 as a specialty; and
12
13 WHEREAS, He completed his UCSF Fresno residency in 1979, the same year the American Board of
14  Emergency Medicine was approved, and that year, emergency medicine became the 23rd and youngest recognized
15  medical specialty; and
16
17 WHEREAS, Dr. Kallsen started on the ground floor of emergency medicine and quickly became an architect
18  and leader in the specialty and he was fondly known as the “father” of Emergency Medical Services in Fresno County
19  and served as the first EMS medical director in 1981; and
20
21 WHEREAS, He chaired the first statewide organization of EMS directors, serving as its representative on the
22 newly created EMS Commission, and helped develop the original EMS policies and protocols, many of which
23 continue to be used, and he fought to reform ambulance services in Fresno County, which resulted in faster response
24 times; and
25
26 WHEREAS, As chief of the UCSF Fresno Emergency Medicine Program for more than two decades, Dr.
27  Kallsen helped to establish the four-year ACGME-accredited residency into one of the most sought in the country and
28  itis estimated that he graduated between 200 and 300 emergency medicine residents; and
29
30 WHEREAS, Dr. Kallsen took great pride and joy in teaching young doctors, and to recognize his work and
31 service to UCSF, Dr. Kallsen was honored with professor emeritus title and his legacy lives on with the endowed
32 chair named in his honor; and
33
34 WHEREAS, Dr. Kallsen will be missed tremendously and his contributions to emergency medicine, EMS,
35  and his beloved UCSF Fresno community will always be remembered; therefore be it
36
37 RESOLVED, That the American College of Emergency Physicians and the California Chapter extends to his
38  family gratitude for his tremendous service to emergency medicine.
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RESOLUTION: 10(23)

SUBMITTED BY: Pennsylvania College of Emergency Physicians
SUBJECT: In Memory of Michael Kleinman, DO

WHEREAS, The specialty of emergency medicine lost an exceptional emergency physician when Michael
Kleinman, DO, passed away on June 17, 2023, surrounded by his loving family, at the age of 68; and

WHEREAS, Dr. Kleinman completed medical school education at the Des Moines University College of
Osteopathic Medicine in 1979 and completed his internship and residency training in emergency medicine at
Memorial Hospital of York in 1984; and

WHEREAS, Dr. M. Kleinman was a founding faculty member for the emergency medicine residency at
WellSpan York Hospital in 1989 and he was a long-time emergency physician, faculty member, leader, and mentor;
and

WHEREAS, Dr. M. Kleinman served in a variety of leadership positions at WellSpan York Hospital including
Chair of the Department, member of the Medical Executive Committee, and Residency Program Director; and

WHEREAS, Dr. M. Kleinman was aptly known locally as “The Wizard” for his ability to always make the right
diagnosis at the right time and to orchestrate the complex actions needed to care for the many ill and injured patients
he helped over the years as he faithfully served as a staff emergency physician and faculty member until his passing;
and

WHEREAS, Dr. M. Kleinman’s kindness, caring, and wisdom were legendary among his colleagues and his
skill and compassion has helped to shape the careers of hundreds of emergency medicine students, residents, and
fellows over the years; therefore be it

RESOLVED, That the American College of Emergency Physicians cherishes the memory and legacy of
Michael Kleinman, DO, who dedicated himself to his patients, his trainees, his profession, and his family; and be it
further

RESOLVED, That the American College of Emergency Physicians and the Pennsylvania College of Emergency
Physicians extends to his wife Jacklyn, his sons Dr. Steve Kleinman and David Kleinman, gratitude for his
tremendous service as an emergency physician at the WellSpan York Hospital, as well as for his dedication and
commitment to the specialty of emergency medicine.
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RESOLUTION: 11(23)

SUBMITTED BY: Michigan College of Emergency Physicians

SUBJECT: In Memory of Gloria J. Kuhn, DO, PhD
1 WHEREAS, Emergency medicine lost a pioneer in emergency medicine in Gloria J. Kuhn, DO, PhD,
2 adedicated educator and mentor, and a staunch advocate for women leaders, who passed away on March 29, 2023;
3 and
4
5 WHEREAS, Dr. Kuhn was a member of the American College of Emergency Physicians 1977-2019; and
6
7 WHEREAS, Dr. Kuhn served on the Board of Directors of the Michigan College of Emergency Physicians;
8 and
9
10 WHEREAS, Dr. Kuhn founded the residency program at Mt. Carmel Hospital (now Sinai-Grace Hospital) in
11 Detroit in 1982 and served as its program director for 12 years; and
12
13 WHEREAS, Dr. Kuhn held the position of Professor and Vice-Chair of Academic Affairs, Department of
14  Emergency Medicine, Wayne State University, School of Medicine for 10 years; and
15
16 WHEREAS, Dr. Kuhn was recognized for her exemplary service to emergency medicine by receiving the
17 2013 Michigan College of Emergency Physicians John A. Rupke, MD, Lifetime Achievement Award; and
18
19 WHEREAS, Dr. Kuhn was committed to a lifetime of learning as demonstrated by obtaining her Doctorate in
20  Instructional Technology when she was 55; and
21
22 WHEREAS, Dr. Kuhn was recognized for her expertise in education by receiving the 2006 ACEP Award for
23 Outstanding Contribution in Education; and
24
25 WHEREAS, Dr. Kuhn firmly believed and was oft quoted: “The decisions are made by those who show up to
26  the table; if you don’t show up, you won’t have a say.”; and
27
28 WHEREAS, Dr. Kuhn was known for her commitment to the highest standards of resident education
29  balanced with a warm heart and willing ear if a patient case did not go well; and
30
31 WHEREAS, Dr. Kuhn embodied the idea that a residency program is a family, insisted on being called by her
32 first name, and hosted journal clubs at her home where spirited debate was only outdone by the excess of food and
33 dessert — always dessert; therefore be it
34
35 RESOLVED, That the American College of Emergency Physicians and the Michigan College of Emergency
36  Physicians hereby expresses their enduring appreciation to Gloria J. Kuhn, DO, PhD, as a champion for emergency
37  medicine; and be it further
38
39 RESOLVED, That the American College of Emergency Physicians and the Michigan College of Emergency
40  Physicians extends to the family of Gloria J. Kuhn, DO, PhD, her colleagues, and former residents, our condolences
41  along with our profound gratitude for her lifetime of service to the specialty of emergency medicine, Michigan
42 emergency physicians, and patients, who will never fully know her impact, across the United States of America and
43 likely beyond.
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RESOLUTION: 12(23)
SUBMITTED BY: Michigan College of Emergency Physicians
SUBJECT: In Memory of Richard M. Nowak, MD, MBA, FACEP

WHEREAS, Emergency medicine lost a beloved physician leader in the passing of Richard M. Nowak, MD,
MBA, FACEP, who died January 26, 2023; and

WHEREAS, Dr. Nowak earned his medical degree from the University of Toronto School of Medicine,
completed residency at Montreal General Hospital, and a research fellowship at the University of Toronto prior to
joining the Henry Ford Medical Group, Detroit, M1, in 1975; and

WHEREAS, Dr. Nowak’s legacy in emergency medicine is reflected by his almost 50-year relationship with
Henry Ford Hospital (HFH) where he provided innovative emergency care to innumerable patients in a highly
underserved population; and

WHEREAS, Dr. Nowak completed his MBA from Michigan State University and was a founding member
and Chairman of the HFH Department of Emergency Medicine and his contributions to the clinical and academic
mission of the department were immense; and

WHEREAS, Dr. Nowak founded the HFH emergency medicine residency program in 1976, prior to its
approval as a recognized specialty and when few emergency medicine residencies existed; and

WHEREAS, Dr. Nowak’s commitment to teaching was boundless and he always demonstrated a sincere
interest in his patients and possessing an unbridled enthusiasm, he was renowned for his bedside teaching; and

WHEREAS, With an unparalleled sense of curiosity, humor, compassion, and collegiality, Dr. Nowak served
as a role model for students, residents, fellows, and colleagues, and his many life-long relationships with students are
a testament to his rare talent as an educator; and

WHEREAS, Dr. Nowak served as a representative in the Association of American Medical Colleges where he
assisted in the creation of our specialty in the house of medicine in 1979; and

WHEREAS, Dr. Nowak’s commitment to leadership is further demonstrated by his commendable activity in
the Michigan College of Emergency Physicians (MCEP), including representing the College as a councillor and as
MCEP President in 1987; and

WHEREAS, Dr. Nowak was also enormously influential in education nationally, serving as an examiner for
the American Board of Emergency Medicine, on the Board of Directors of the Society of Teachers in Emergency
Medicine, and as President of the University Association for Emergency Medical Services, which is now the Society
for Academic Emergency Medicine (SAEM), and he later served on the SAEM Board of Directors; and

WHEREAS, Dr. Nowak was a nationally recognized presenter at countless local, national, and international
conferences and his lectures were always timely with just the right amount of history, humor, and personal anecdotes;
and

WHEREAS, Dr. Nowak’s lifelong curiosity made him a staunch research advocate who established a world-
class research program, and by diversifying his areas of research activities he fostered interdisciplinary relationships
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worldwide and pioneered advances in cardiopulmonary resuscitation, including the first use cardiopulmonary bypass
in the ED, cardiac biomarker development, and spirometry use for asthma that precipitated hand-held peak flow
meters; and

WHEREAS, Dr. Nowak embraced “bench to bedside” research decades before the term was coined and he
was a reviewer for numerous specialty journals; and

WHEREAS, He had more than 90 grant submissions, wrote numerous textbook chapters, more than 300
scientific papers, and 250 other publications, including a book on resuscitation, and he has served on numerous
international editorial boards in academic emergency medicine and cardiology and was recognized across the globe
with honors and awards; and

WHEREAS, In 1987, he received ACEP’s Award for Outstanding Contribution in Research; and

WHEREAS, Dr. Nowak devoted his entire professional career to emergency medicine and he always
promoted and took time for a life outside of medicine, evidenced by his love and involvement in sports, music,
automobiles, travel, hockey, and theater; however, his family, was the pride of his life and were always included in
lectures and on his travels and they were well known to his HFH family and to his colleagues around the world;
therefore be it

RESOLVED, That the American College of Emergency Physicians recognizes the outstanding contributions
of Richard M. Nowak, MD, MBA, FACEDP, to the specialty of emergency medicine as a clinician, educator,
researcher, scholar, and leader; and be it further

RESOLVED, That the College extends condolences to his wife, Deborah, and children, Michael and Kathryn,
and he will forever endure in the minds of all who had the great opportunity to interact with him.
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RESOLUTION: 13(23)

SUBMITTED BY: Valerie Norton, MD, FACEP
Lori Winston MD, FACEP

California Chapter
SUBJECT: In Memory of Barbara W. Trainor
1 WHEREAS, The specialty of emergency medicine lost a longtime champion and advocate when
2 Barbara Wallace Trainor passed away on December 23, 2022; and
3 WHEREAS, Mrs. Trainor was the California Chapter President Dr. Michael P. Trainor’s widow and

4  dedicated her time and talents to the chapter and the specialty both during his life and for many years after; and

5 WHEREAS, In recognition of Mrs. Trainor’s lifetime of dedication she received honorary membership in the
College in 2013; and

7 WHEREAS, Mrs. Trainor served on the Emergency Medical Research and Education Foundation Board of
8  Trustees and the California Medical Association Alliance Foundation Board, and as President of the Orange County
9  Medical Association Alliance, State President of the California Medical Associations Alliance, as president of the

10 Western Coalition of the American Medical Association Alliance, and tirelessly contributed to numerous other

11 organizations throughout her life; and

12 WHEREAS, Mrs. Trainor served as chair of the Trainor Lectureship given at the California Chapter’s

13 Scientific Assembly from 1993 to 2010; and

14 WHERAS, Mrs. Trainor was committed to the specialty of emergency medicine and determinedly promoted
15  and improved the work of the College and the California Chapter; and

16 WHEREAS, Mrs. Trainor will be missed tremendously and her contributions to emergency medicine, both
17  while her husband was alive and after he passed away, will always be remembered; therefore be it

18

19 RESOLVED, That the American College of Emergency Physicians and the California Chapter extends to her
20  daughter Karyn Trainor and son William Trainor and his partner Patrice Pineda, her brothers David Wallace and

21 Doug Wallace, and sisters Carolyn Wallace Dee and Melanie Wallace, and the many others she impacted, gratitude
22 for her tremendous service to emergency medicine.
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RESOLUTION: 14(23)

SUBMITTED BY: Alicia Mikolaycik Gonzalez, MD, FACEP
Susanne Spano, MD, FACEP
California Chapter
Wellness Section
Wilderness Medicine Section

SUBJECT: In Memory of Lori Weichenthal, MD, FACEP

WHEREAS, The specialty of emergency medicine lost a devoted ACEP member, a beloved trailblazer, and
leader in wilderness medicine and wellness when Lori Weichenthal, MD, FACEP, passed away; and

WHEREAS, Dr. Weichenthal attended the University of California, San Diego for her undergraduate
degree, completed her medical degree at the UCSF School of Medicine in San Francisco, and her emergency
medicine residency at UCSF Fresno; and

WHEREAS, Dr. Weichenthal was a pioneer in the field, one of only two women in the UCSF Fresno
Department of Emergency Medicine when she began her residency in 1995, serving as a guiding star for the
women who have followed, and in 1998 she joined the emergency medicine faculty as a clinical instructor,
quickly rising to UCSF assistant clinical professor, associate clinical professor, and in 2014 to UCSF
professor; and

WHEREAS, Her interest in wilderness medicine led her to create the Emergency Medicine Wilderness
Medicine Fellowship in 2008, serving as program director in its first years while developing the curriculum
and most recently working with other fellowships nationwide to create a standardized curriculum for
wilderness medicine; and

WHEREAS, Dr. Weichenthal started UCSF Fresno emergency medicine’s role as Medical Director for
the Two Cities Marathon, which still occurs today, and about a decade ago, started the UCSF High Sierra
Wilderness Medicine CME Conference which is held annually; and

WHEREAS, In 2019, the Fresno-Madera Medical Society honored Dr. Weichenthal as one of three
Women Trailblazers and in the society’s Winter 2019 “Central Valley Physicians” magazine, her colleagues
praised her achievements and the calm and caring way in which she solved problems and attained goals; and

WHEREAS, Her leadership included starting a Women in Academic Medicine group at UCSF Fresno
about five years ago to help address the disparities that exist between men and women in academic medicine;
and

WHEREAS, In 2018, to help better understand the culture at UCSF Fresno around diversity and
inclusion, Dr. Weichenthal founded a committee on Diversity, Equity, and Inclusion (DEI) and was
instrumental in the appointment of the first campus DEI director in 2021; and

WHEREAS, Dr. Weichenthal developed a wellness curriculum for residents and extensively
researched wellness in residency training, becoming a nationwide voice for the importance of physician

wellness programs; and

WHEEAS, She conducted research looking at burnout rates in emergency medicine residents and at
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whether a wellness curriculum might decrease burnout and compassion fatigue; and recently completed a
study on the impact of a mindfulness meditation course on trainee and faculty wellness; and

WHEREAS, As part of her commitment to wellness, Dr. Weichenthal helped lead yoga sessions at
UCSF Fresno, and over the years she taught yoga to community classes and to youth with disabilities and
weight issues; and

WHEREAS, Dr. Weichenthal received numerous awards and honors throughout her career, including
being inducted into the UCSF Academy of Medical Educators, receiving an Excellence in Teaching Award in
Medical Education from the Haile T. Debas Academy of Medical Educators, a Kaiser Award nominee, faculty
and research awards, a Letter of Distinction from ACEP, mentoring distinctions from UCSF and Women in
Academic Emergency Medicine, a Lifetime Achievement Award from the Fresno-Madera Medical Society,
and a host of other honors and recognitions; and

WHEREAS, She was held in the highest esteem for her unwavering commitment to the teaching and
training of residents, fellows, and medical students — and to their wellness; and

WHEREAS, Dr. Weichenthal was a skilled clinician and expert academic instrumental in resident and
medical student education at UCSF Fresno, first being appointed as Assistant Dean for Graduate Medical
Education in 2016 to provide oversight to the residency and fellowship programs and in November 2021,
named Associate Dean for GME and Clinical Affairs, while also in 2020 having taken on the role of
Designated Institutional Officer (DIO) and at the same time she remained deeply involved in the emergency
medicine residency program as Associate Residency Director; and

WHEREAS, Dr. Weichenthal served on the ACEP Well-Being Committee, served as chair of the
ACEP Wellness Section, and as chair of the ACEP Wilderness Medicine Section; therefore be it

RESOLVED, That the American College of Emergency Physicians, the California Chapter, and the Wellness
and Wilderness Medicine Sections hereby acknowledge the many contributions made by Lori Weichenthal, MD,
FACEP, as one of the leaders in emergency medicine and the greater medical community; and be it further

RESOLVED, That the American College of Emergency Physicians and the California Chapter extends to her
family gratitude for her tremendous service to emergency medicine.
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Bylaws Amendment
RESOLUTION: 15(23)
SUBMITTED BY: Board of Directors

SUBIJECT: Additional Vice President Position on the ACEP Board of Directors

PURPOSE: Amends the Bylaws to add a second vice president officer position on the Board of Directors.

FISCAL IMPACT: Additional funds of $24,682 annually pending recommendation of the Compensation Committee
and approval by the Board of Directors.

WHEREAS, The Board of Directors continuously seeks to optimally and efficiently serve members of the
College, fostering ACEP becoming even stronger in advocacy for member emergency physicians and in fiscal ability,
to provide additional products and services for member emergency physicians; and

WHEREAS, The last change in Board of Directors composition occurred in 2005, with creation of the officer
position of Chair of the Board of Directors, at which time the College had only 23,559 members compared with
today’s approximately 38,000 members, and at which time the College offered less products and services; and

WHEREAS, A multitude of communications technologies and formats continue to be created and to evolve,
thereby also creating choices and challenges in most effectively communicating ACEP advocacy, products, services,
and involvement opportunities for members, which then create increasing duty among the Board of Directors in
strategically directing resources and content; and

WHEREAS, Effectively maintaining and growing College membership is critical to the future successes of
ACEDP for benefits for member emergency physicians, requiring additional focused strategy today, directed by the
Board of Directors, with ongoing leadership to effect that desired growth; and

WHEREAS, The Board of Directors believes the College leadership costs are best conserved by focusing
Board of Directors duties among the current number of members on the Board of Directors; therefore be it

RESOLVED, That the ACEP Bylaws Article X — Officers/Executive Director, Section 1 — Officers, Section 2
— Election of Officers, and Section 7 — Vice President, and Article XI — Committees, Section 2 — Executive
Committee, be revised to read:

ARTICLE X — OFFICERS/EXECUTIVE DIRECTOR
Section 1 — Officers
The officers of the Board of Directors shall be president, president-elect, chair, immediate past president, vice
presidents, and secretary-treasurer. The officers of the Council shall be the speaker and vice speaker. The Board of
Directors may appoint other officers as described in these Bylaws.
Section 2 — Election of Officers
The chair, vice-presidents, and secretary-treasurer shall be elected by a majority vote at the Board meeting

immediately following the annual meeting. The president-elect shall be elected each year and the speaker and vice
speaker elected every other year by a majority vote of the councillors present and voting at the annual meeting.
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Section 7 — Vice Presidents

There shall be two vice president positions. The-vice presidents shall be & members of the Board of
Directors. A director shall be eligible for election to the a position of vice president if he or she has at least one year
remaining as an elected director on the Board and shall be elected at the first Board of Directors meeting following the
annual meeting of the Council. Fhe A vice president’s term of office shall begin at the conclusion of the meeting at
which the election as a vice president occurs and shall end at the conclusion of the first Board of Directors meeting
following the next annual meeting of the Council or when a successor is elected.

ARTICLE XI - COMMITTEES
Section 2 — Executive Committee

The Board of Directors shall have an Executive Committee, consisting of the president, president-elect, vice
presidents, secretary-treasurer, immediate past president, and chair. The speaker shall attend meetings of the
Executive Committee. The Executive Committee shall have the authority to act on behalf of the Board, subject to
ratification by the Board at its next meeting.

Meetings of the Executive Committee shall be held at the call of the chair or president. A report of its actions
shall be given by the Executive Committee to the Board of Directors in writing within two weeks of the adjournment
of the meeting.

Background
This resolution seeks to amend the Bylaws to add a second vice president officer position on the Board of Directors.
A subcommittee of the Board was appointed in January 2023 with the following objectives:

e Review the Board member and officer roles, including the current election process, and whether they continue
to best serve the Board, individual Board members, and the College as a whole.

e Review the activities that Board members should be doing that would be most valuable to the College and to
the individual Board members.

The subcommittee reviewed the current vice president position description and recommended submitting a Bylaws
amendment to create a second vice president position to better align the work of the Board with the needs of the
membership and to create an additional officer leadership opportunity on the Board. The addition of another formal
leadership role (vice president) will help enable the Board to be more facile in addressing member needs based on the
expanding complexity of the healthcare landscape. The subcommittee recommended that one vice president position
have a primary focus on membership and the second vice president position have a primary focus on internal and
external communications. The Board reviewed the subcommittee’s recommendation at their June 28-29, 2023,
meeting and approved submitting a Bylaws amendment to the 2023 Council and approved the position descriptions
(see Attachment A) of the two vice president positions contingent on the resolution being adopted by the Council.

The Board also discussed the need for the Compensation Committee to determine the stipend for both vice president
positions if the Bylaws amendment is adopted. The Compensation Committee has been informed about the Bylaws
amendment and the potential need to develop a stipend recommendation. The stipend for the second vice president is
not included in the current fiscal year budget and would require a budget modification.

The basis for the Compensation Committee resides in the ACEP Bylaws, Article XI — Committees, Section 7 —
Compensation Committee:

“College officers and members of the Board of Directors may be compensated, the amount
and manner of which shall be determined annually by the Compensation Committee. This committee
shall be composed of the chair of the Finance Committee plus four members of the College who are
currently neither officers nor members of the Board of Directors. The Compensation Committee
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chair, the Finance Committee chair, plus one other member shall be presidential appointments and
two members shall be appointed by the speaker. Members of this committee shall be appointed to
staggered terms of not less than two (2) years.

The recommendations of this committee shall be submitted annually for review by the Board of
Directors and, if accepted, shall be reported to the Council at the next annual meeting. The recommendations
may be rejected by a three-quarters vote of the entire Board of Directors, in which event the Board must
determine the compensation or request that the committee reconsider. In the event the Board of Directors
chooses to reject the recommendations of the Compensation Committee and determine the compensation, the
proposed change shall not take effect unless ratified by a majority of councilors voting at the next annual
meeting. If the Council does not ratify the Board’s proposed compensation, the Compensation Committee’s
recommendation will then take effect.”

If the resolution is adopted by the Council, and the Board adopts the resolution at their October 12, 2023, meeting, the
Bylaws amendment would be effective on that date and the two vice president positions would be eligible for election
at that meeting.

ACEP Strategic Plan Reference

Member Engagement and Trust — Every member feels involved and personally connected, in different ways and at
different levels, and trusts ACEP and its leadership.

Resources and Accountability — ACEP commits to financial discipline, modern processes and transparent stewardship
of resources aligned with strategic priorities most relevant to members and essential for the future of emergency.
medicine.

Fiscal Impact

The current annual stipend for the vice president is $35,736 and $11,054 for a non-officer Board member. The
Compensation Committee has the responsibility, as delineated in the Bylaws, to determine the stipends for the Board
of Directors and officers and would need to determine the stipend amount for both vice president positions. The total
fiscal impact for FY 2023-24, if the Compensation Committee recommends the same stipend amount for the second
vice president position, would be $16,455 for November 1, 2023 — June 30, 2024. ($35,756 current vice president
stipend, less $11,054 current non-officer Board member stipend = $24,682 divided by 12 = $2056.83 x 8 months =
$16,454.64).

Prior Council Action
None that is specific to adding a second vice president officer position.
Prior Board Action

June 2023, approved submitting a Bylaws amendment to the 2023 Council and approved the position descriptions of
the two vice president positions contingent on the resolutions being adopted by the Council.

September 2022, approved the revised position description of the vice president.

Background Information Prepared by: Sonja Montgomery, CAE
Governance Operations Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director



Attachment A
VICE PRESIDENT —- MEMBERSHIP POSITION DESCRIPTION
Basic Functions: Represent the College at chapter meetings, emergency medicine residencies, media briefings,
legislative hearings, and meetings of other organizations, as requested by the president. Support
and defend policies and programs adopted by the Board of Directors.

Characteristic Duties and Responsibilities:

1. Serve as Board liaison to the Membership Committee, Emergency Medicine Residents’ Association, Young
Physicians Section, and other committees and sections as appointed by the president.

2. Serve as Board representative to staff in membership issues, with specific focus on recruitment and retention of
members.

3. Update the Board of Directors on issues pertaining to membership in coordination with staff.
4. Complete special assignments upon request of the president.

5. Serve as a member of the Executive Committee.

VICE PRESIDENT — COMMUNICATIONS POSITION DESCRIPTION
Basic Functions: Represent the College at chapter meetings, emergency medicine residencies, media briefings,
legislative hearings, and meetings of other organizations, as requested by the president. Support
and defend policies and programs adopted by the Board of Directors.

Characteristic Duties and Responsibilities:

1. Serve as Board liaison to College communications including, but not limited to, ACEPNow, EM Today, and the
ACEP Annual Report and excluding Annals of Emergency Medicine and JACEP Open unless appointed to such
by the president.

2. Serve as Board representative to the ACEP Rapid Response Team to College social media monitoring and
strategy and to staff regarding communication issues, with specific focus on methods that effectively
communicate College products, services, advocacy, and leadership actions with present and potential College

members.

3. Serve as Board liaison to the Communications Committee and other committees and sections as appointed by the
president.

4. Update the Board of Directors on issues pertaining to College communications in coordination with staff.
5. Complete special assignments upon request of the president.

6. Serve as a member of the Executive Committee.
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Bylaws Amendment
RESOLUTION: 16(23)

SUBMITTED BY: Bylaws Committee
Board of Directors

SUBJECT: Council Quorum — Defining “Present” — Housekeeping Bylaws Amendment

PURPOSE: Amends the Bylaws to define the term “present” to determine a quorum whether voting in person or by
remote communication technology.

FISCAL IMPACT: Budgeted staff resources to update the Bylaws.

WHEREAS, The term “present” in the American College of Emergency Physicians (ACEP) Bylaws is not
clearly defined; and

WHEREAS, The term “present” in the ACEP Bylaws, should be defined as either “in person” or
“participating by approved remote communication technology” to determine a quorum present; and

WHEREAS, A quorum always refers to the number of members present, not to the number voting'; therefore
be it

RESOLVED, That the ACEP Bylaws, Article VIII — Council, Section 4 — Quorum, of the ACEP Bylaws be
amended to read:
Article VIII - COUNCIL

Section 4 — Quorum

A majority of the number of councillors credentialed by the Tellers, Credentials, and Elections Committee
during each session of the Council meeting shall constitute a quorum for that session. The vote of a majority of
councillors voting in person or represented by proxy (if applicable) shall decide any question brought before such
meeting, unless the question is one upon which a different vote is required by law, the Articles of Incorporation, or
these Bylaws.

Whenever the term “present” is used in these Bylaws to determine a quorum present, with respect to
councillor voting, “present” is defined as either in person or participating by approved remote communication

technology.

Background

This resolution amends the Bylaws to define the term “present” to determine a quorum whether voting in person or by
remote communication technology.

The 2020 Council meeting was conducted virtually and the 2021 Council meeting was a hybrid meeting including in-
person and remote participation. Temporary Council Standing Rules were adopted in 2020 and 2021 to allow for
remote participation. During their January 24, 2022, meeting, the Council Steering Committee discussed the Council’s
use of remote voting technology for the past two years and potential changes that may be needed in the Council

!'Sturgis, Alice. The Standard Code of Parliamentary Procedure, 4th Edition (p. 112). McGraw Hill LLC. Kindle Edition.
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Standing Rules if the Council meeting is held virtually or as a hybrid meeting in future years. The Steering Committee
supported continuing to use online voting technology instead of keypads so that the same voting system would be used
whether the Council meeting is held in person, hybrid, or fully virtual. The Steering Committee submitted a resolution
to the 2022 Council to amend the Council Standing Rules to specify that voting electronically includes remote
communication and voting technology .

The Bylaws Committee was assigned an objective for the 2022-23 committee year to review the national ACEP
Bylaws and identify any areas where revision may be appropriate and submit recommendations to the Board of
Directors. The Bylaws Committee was specifically directed to review Article VIII — Council, Section 4 — Quorum
to address voting by remote participation and potential clarifications regarding “present and voting” language
throughout the Bylaws to address remote participation. The Bylaws Committee prepared the Bylaws amendment
to define “present” to determine a quorum present with respect to councillor voting and to address “present and
voting” throughout the College Bylaws regarding councillor participation by remote communication technology.
The Board of Directors approved cosponsoring the resolution with the Bylaws Committee.

ACEP Strategic Plan Reference

Member Engagement and Trust — Every member feels involved and personally connected, in different ways and at
different levels, and trusts ACEP and its leadership.

Fiscal Impact

Budgeted staff resources to update the Bylaws.

Prior Council Action

Amended Resolution 15(22) Electronic Voting During the Council Meeting adopted. The resolution amended the
Council Standing Rules to specify that voting electronically includes remote communication and voting technology;
stipulates that individual connectivity issues or individual disruption of remote communication technology will not be
the basis for a point of order or other challenge to any voting; points of order related to perceived or potential mass
discrepancies in voting are in order; and that the chair of the Tellers, Credentials, & Elections Committee will monitor

the voting to ensure there are no large discrepancies between votes.

October 2021, adopted Temporary Council Standing Rules to accommodate a hybrid meeting for in-person and virtual
participation, including using an online voting platform.

October 2020, adopted Temporary Council Standing Rules to accommodate the virtual meeting, including utilizing an
online platform for electronic voting.

Resolution 12(96) Qurom adopted. The resolution amended the Bylaws with a revised definition of a Council quorum.

Resolution 3(80) Council Meeting. The resolution amended the Bylaws to redefine a Council quorum as a majority of
councillors present.

Prior Board Action

June 2023, approved cosponsoring a Bylaws Amendment with the Bylaws Committee to define the term “present” to
determine a quorum whether voting in person or by remote communication technology.

Background Information Prepared by: Sonja Montgomery, CAE
Governance Operations Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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Bylaws Amendment
RESOLUTION: 17(23)
SUBMITTED BY: Marco Coppola, DO FACEP
Melissa Costello, MD, MS, FACEP
Gary Katz, MD, MBA, FACEP
Arlo Weltge, MD, MPH, FACEP

SUBJECT: Establishing the Position and Succession of a Speaker-Elect for the Council

PURPOSE: Amends the Bylaws to create the position of “speaker-elect” to replace the current position of vice
speaker, establishes an automatic transition from speaker-elect to speaker with each term being two years, and
clarifies the procedures for filling a vacancy and automatic succession.

FISCAL IMPACT: Negligible use of budgeted staff resources to update the Bylaws and other administrative
documents.

WHEREAS, The Council Speaker plays a critical role in the leadership and governance of ACEP, serving as
the presiding officer of the Council; and

WHEREAS, The ACEP Council elects a new Speaker every two years and the election introduces uncertainty
and potential disruption to the continuity of leadership within ACEP; and

WHEREAS, A seamless transition to the role of Speaker from without an additional election after a fixed
period of time enhances stability, efficiency, and effectiveness of leadership within the organization; and

WHEREAS, The naming convention within the College for elected positions that move automatically into the
next office at the end of a previous term is “-elect”; and

WHEREAS, An automatic transition to the role Speaker after two years would allow the incoming Speaker to
build upon the experience and knowledge gained during the preceding term without restrictions on activities created
by nomination for election; therefore be it

RESOLVED, That the ACEP Bylaws be amended to read:

ARTICLE VIII — COUNCIL
Section 8 — Board of Directors Action on Resolutions (paragraph 3)

The ACEP Council Speaker and Viee-Speaker Speaker-Elect or their designee shall provide to the College a

written summary of the Council meeting within 45 calendar days of the adjournment of the Council meeting. This

summary shall include:

1. An executive summary of the Council meeting.
2. A summary and final text of each passed and referred resolution.

ARTICLE X — OFFICERS/EXECUTIVE DIRECTOR

Section 1 — Officers
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The officers of the Board of Directors shall be president, president-elect, chair, immediate past president, vice
president, and secretary-treasurer. The officers of the Council shall be the speaker and viee-speaker speaker-elect.
The Board of Directors may appoint other officers as described in these Bylaws.

Section 2 — Election of Officers

The chair, vice-president, and secretary-treasurer shall be elected by a majority vote at the Board meeting
immediately following the annual meeting. The president-elect shall be elected each year and the speakerand-vice
speaker speaker-elect elected every other year by a majority vote of the councillors present and voting at the annual
meeting.

Section 4.2 — President-Elect

In the event of a vacancy in the office of the president-elect, the Board of Directors, speaker, and viee-speaker
speaker-elect may fill the vacancy by majority vote for the remainder of the unexpired term from among the
members of the Board. If the vacancy in the office of president-elect is filled in such a manner, at the next annual
Council meeting, the Council shall, by majority vote of the credentialed councillors, either ratify the elected
replacement, or failing such ratification, the Council shall elect a new replacement from among the members of the
Board. The Council shall, in the normal course of Council elections, elect a new president-elect to succeed the just-
ratified or just-elected president-elect only when the latter is succeeding to the office of president at the same annual
meeting.

Section 4.4 — Council Officers

In the event of a vacancy in the office of vieespeaker speaker-elect, the Steering Committee shall nominate
and elect an individual who meets the eligibility requirements of these Bylaws to serve as viee-speaker speaker-elect.
This election shall occur as the first item of business, following approval of the minutes, at the next meeting of the
Steering Committee, by majority vote of the entire Steering Committee. If the vacancy occurs during the first year of
a two-year term, the viee-speaker speaker-elect will serve until the next meeting of the Council when the Council
shall elect a viee-speaker speaker-elect to serve the remainder of the unexpired term.

In the event of a vacancy in the office of speaker, the wice-speaker speaker-elect shall succeed to the office of
speaker for the remainder of the unexpired term, and an interim wiee-speaker speaker-elect shall then be elected as
described above. Any time remaining in the unexpired term of the previous speaker will not abbreviate the term
that the new speaker would have originally served prior to the occurrence of the vacancy.

In the event that the offices of both speaker and wiee-speaker speaker-elect become vacant, the Steering
Committee shall elect a speaker, as outlined in paragraph one of Section 4.4, to serve until the election of a new
speaker and viee-speaker speaker-elect at the next meeting of the Council. This individual, having served as
speaker following election by the Steering Committee, shall be eligible for nomination to serve the full terms of
speaker or speaker-elect, provided that all other candidate eligibility criteria are met.

Section 4.6 — Vacancy by Removal of a Council Officer

which-the removal-oceurs—tn-the-event-that the speaker, isremoved and the vice-speaker speaker-elect is-eleeted
shall succeed to the office of speaker. Any time remaining in the unexpired term of the previous speaker will not

abbreviate the term that the new speaker would have originally served prior to the removal.

In the event of removal of the speaker-elect, the-effice-of vicespeaker nominations for replacement shall
be accepted from the floor of the Council, and election shall be by majority vote of the councillors present and

voting at the Council meeting at which the removal occurs shal-then-befiled-by-majority-vote-at-that same
rreeting , fromnomineesfrom-the floor-of the Couneil. The new speaker-elect will succeed to the office of speaker

at the end of the unexpired term.
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Section 11 — Speaker

The term of office of the speaker of the Council shall be two years. The speaker shall attend meetings of the
Board of Directors and may address any matter under discussion. The speaker shall preside at all meetings of the
Council, except that the wieespeaker speaker-elect may preside at the discretion of the speaker. The speaker shall
prepare, or cause to be prepared, the agendas for the Council. The speaker may appoint committees of the Council and
shall inform the councillors of the activities of the College. The speaker’s term of office shall begin immediately
following the conclusion of the annual meeting at which the election of a new speaker-elect has occurred and shall
conclude at such time as a successor takes office. The speaker shall not have the right to vote in the Council except in
the event of a tie vote of the councillors. During the term of office, the speaker is ineligible to accept nomination to
the Board of Directors of the College. No speaker may serve consecutive terms except in fulfillment of a partial
unexpired term.

Section 12 — Viee-Speaker Speaker-Elect

The term of office of the wiece-speaker speaker-elect of the Council shall be two years. The viee-speaker
speaker-elect shall attend meetings of the Board of Directors and may address any matter under discussion. The wiee

speaker speaker-elect shall assume the duties and responsibilities of the speaker if the speaker so requests or if the
speaker is unable to perform such duties. The term of the office of the wieespeaker speaker-elect shall begin
immediately following the conclusion of the annual meeting at which the election occurred and shall conclude at such
time as a successor takes office. During the term of office, the viee-speaker speaker-elect is ineligible to accept
nomination to the Board of Directors of the College. No viee-speaker speaker-elect may serve consecutive terms.

Background

This resolution amends the Bylaws to create the position of “speaker-elect” to replace the current position of vice
speaker, establishes an automatic transition from speaker-elect to speaker with each term being two years, and
clarifies the procedures for filling a vacancy and automatic succession. The resolution eliminates the need for a
speaker election every two years and essentially codifies in the Bylaws what has occurred since 2001. Since 1983, all
vice speakers nominated for speaker have been elected and since 2001 the current vice speaker has been unopposed as
the candidate for speaker.

The speaker and vice speaker served one-year terms from 1974-76. The Bylaws were amended in 1976 to change the
term to two years. Until 1991, the Bylaws were silent on the issue of multiple terms for the Council officers and the
Bylaws were amended in 1991 to limit the speaker and vice speaker to two consecutive terms of two years each. Only
two speakers and two vice speakers have served two consecutive terms (1989-1997). The Bylaws were amended in
2003 to limit the speaker and vice speaker to a single two-year term of office.

The Council has considered automatic succession of the vice speaker to speaker in the past. A Bylaws amendment
was considered in 1984 to allow the vice speaker to succeed to the office of speaker at the conclusion of the speaker’s
two-year term and the resolution was not adopted. In 2001 a Council Issues Governance Task Force was appointed
composed of members of the Board of Directors and the Council Steering Committee. The task force recommended
that the term of the vice speaker and speaker be limited to a single two-year term with automatic progression from
vice speaker to speaker. During the Leadership & Legislative Issues Conference, a roundtable discussion on
governance was held. Several members participating in that discussion were not in agreement with the automatic
progression. The Steering Committee discussed the issue again and agreed that the Council may prefer to have
separate elections for each office. The Bylaws amendment submitted in 2003 focused solely on the single two-year
term for the Council officers.

Eliminating the election of the speaker would allow the speaker-elect to assist the speaker in the annual elections
process, including serving on the Nominating Committee and Candidate Forum Subcommittee, addressing questions
from candidates regarding the Candidate Campaign Rules, and assisting the speaker in evaluating and addressing
alleged Candidate Campaign Rule violations. Currently, as a candidate the vice speaker is excluded from participating



Resolution 17(23) Establishing the Position and Succession of a Speaker-Elect for the Council
Page 4

in these activities in the election year for speaker. However, if adopted, the resolution would also eliminate the
possibility of a floor nominee for speaker and removes the ability for the Council to have a choice in the speaker
election if the speaker-elect has real or perceived performance issues.

ACEP Strategic Plan Reference

Member Engagement and Trust — Every member feels involved and personally connected, in different ways and at
different levels, and trusts ACEP and its leadership.

Resources and Accountability — ACEP commits to financial discipline, modern processes and transparent stewardship
of resources aligned with strategic priorities most relevant to members and essential for the future of emergency.
medicine.

Fiscal Impact

Negligible use of budgeted staff resources to update the Bylaws and other administrative documents.

Prior Council Action

Resolution 2(03) Council Officer Terms adopted. Amended the Bylaws to limit the speaker and vice speaker to a
single two-year term of office.

Resolution 7(02) Council Officer Terms referred to the Council Steering Committee. The resolution sought to amend
the Bylaws to limit the speaker and vice speaker to a single two-year term of office.

Resolution 4(91) Council Officer Terms adopted. Limited the speaker and vice speaker terms to no more than two
consecutive terms.

Resolution 15(84) Councillor Officer Terms not adopted. The resolution sought to amend the Bylaws to allow the vice
speaker to succeed to the office of speaker at the expiration of the speaker’s two-year term.

Resolution 15(80) Election of Officers not adopted. The resolution sought to amend the Bylaws to limit the speaker
and vice speaker to no more than three consecutive two-year terms.

Resolution 9(76) Speaker and Vice Speaker adopted. Amended the Bylaws to elect the speaker and vice speaker for
two-year terms.

Amended Resolution 6(73) Speaker and Vice Speaker Elections adopted. Amended the Bylaws to allow the Council
to elect the speaker and vice speaker.

Prior Board Action
Resolution 2(03) Council Officer Terms adopted.

June 2002, approved cosponsoring a resolution with the Council Issues Governance Task Force to amend the Bylaws
to limit the speaker and vice speaker to a single two-year term of office.

April 2002, accepted the reports of the Council Issues Governance Task Force and the Steering Committee
Governance Task Force.

Amended Resolution 4(91) Council Officer Terms adopted.

Resolution 9(76) Speaker and Vice Speaker adopted.
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Amended Resolution 6(73) Speaker and Vice Speaker Elections adopted.

Background Information Prepared by: Sonja Montgomery, CAE
Governance Operations Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director



PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 18(23)
SUBMITTED BY: Emergency Medicine Workforce Section

SUBIJECT: Referred Resolutions

PURPOSE: Create two separate “refer to the Board” options: “refer to the Board for decision” and “refer to the Board
for report” and return the resolution to the Council for final decision.

FISCAL IMPACT: Budgeted committee and staff resources to develop Bylaws and Council Standing Rules
amendments to be considered at the 2024 Council meeting.

WHEREAS, The Council currently has the options to decide on resolutions: Approve, Not Approve, or Refer
to the Board; and

WHEREAS, The Council may want a resolution to have further discussion and information by the Board, but
then to be returned to the Council for a final decision; therefore be it

RESOLVED, That ACEP create two separate “Refer to Board” options: “Refer to Board for Decision” and
“Refer to Board for Report” then return the resolution back to the Council for final decision.

0NN kAW~

Background

This resolution requests that ACEP create two separate “refer to the Board” options: 1) “refer to the Board for
decision” and 2) “refer to the Board for report” and return the resolution to the Council for final decision. Adoption of
this resolution would require amendments to the Bylaws and the Council Standing Rules to be submitted to the 2024
Council for consideration.

The options available to the Council regarding resolutions are: adopt, adopt as amended, not adopt, or refer.
Resolutions can be referred to the Board of Directors, the Council Steering Committee, or the Bylaws Interpretation
Committee (for certain provisions of the Bylaws). A resolution may be referred to the Board of Directors for a variety
of reasons, including but not limited to:

- additional information is needed to inform a decision

- additional expertise, study, or data collection is required

- additional discussion is needed to consider potential unintended consequences regarding controversial or
complex issues

- consider the impact of the resolution to the organization

- obtain a legal opinion

- asignificant financial investment may be required that is not available in the current budget

- further analysis of fiscal impact is needed (this is particularly true regarding late or emergency resolutions
when background information has not been prepared)

- the resolution asks the College to consider a decision that is contrary to current policy or creates new policy

- pending legislative or regulatory matters

- the Council was not able to reach consensus

ACEP’s Board of Directors has the authority to take action on referred resolutions as they deem appropriate. The
ACEP president, on behalf of the Board of Directors, may assign the referred resolution to a committee, task force,
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section, workgroup of the Board, or staff to review the referred resolution and provide recommendations to the Board
regarding proposed action on the resolution.

The Board of Directors is currently required, per the Bylaws Article VIII — Council, Section 8 — Board of Directors
Actions on Resolutions, to provide “written and comprehensive communication regarding the actions taken and status
of each adopted and referred resolution” including “a summary of the Board of Directors’ intent, discussion, and
decision for each referred resolution.” Written reports on the prior year’s resolutions, as well as reports from the two
previous years, are provided in the Council meeting materials. Additionally, information on the disposition of each
resolution is available on the ACEP website, Actions on Council Resolutions. The resolutions are listed by year and
title and include the original resolution, background information, testimony in the Reference Committee, Council
action, Board action, and implementation action. The search function includes a global search across all resolutions
and a search capability within each year. All resolutions since 1989 are now available. Staff are continuing to work on
adding all resolutions since 1972.

Each year the Council Steering Committee reviews the implementation actions on adopted and referred resolutions to
ensure that the will of the Council is followed in implementing the resolutions. Their review includes actions on all
resolutions adopted and referred from the most recent Council meeting and the resolutions from the two prior years.
This requirement is codified in the Council Standing Rules, “Policy Review” section:

“The Council Steering Committee will report annually to the Council the results of a periodic review of non-
Bylaws resolutions adopted by the Council and approved by the Board of Directors.”

The Steering Committee has the authority to represent the Council between annual meetings as defined in the Bylaws
Article XI — Committees, Section 3 — Steering Committee:

“A Steering Committee of the Council shall be appointed by the speaker of the Council. The committee
shall consist of at least 15 members, each appointed annually for a one-year term. It shall be the function of
the committee to represent the Council between Council meetings. The committee shall be required to meet
at least two times annually, and all action taken by the committee shall be subject to final approval by the
Council at the next regularly scheduled session. The speaker of the Council shall be the chair of the Steering
Committee.

The Steering Committee cannot overrule resolutions, actions, or appropriations enacted by the Council.
The Steering Committee may amend such instructions of the Council, or approve amendments proposed by
the Board of Directors, provided that such amendment shall not change the intent or basic content of the
instructions. Such actions to amend, or approve amendment, can only be by a three-quarters vote of all the
members of the Steering Committee and must include the position and vote of each member of the Steering
Committee. Notice by mail or official publication shall be given to the membership regarding such
amendment, or approval of amendment, of the Council's instructions. Such notice shall contain the position
and vote of each member of the Steering Committee regarding amendment of or approval of amendment.”

As previously stated, adoption of this resolution would require amendments to the Bylaws and the Council Standing
Rules to be submitted to the 2024 Council for consideration. It is unclear from the resolution as written whether the
Board’s decision on a referred resolution or the Board’s report on a referred resolution would need to be assigned to a
Reference Committee for deliberation or if the intent is for the Council to deliberate directly on the Board’s decision
or the Board’s report. Subsequently, there is the potential for re-debate/re-vote/re-referral for each referred resolution
from the prior year's Council meeting.

A resolution was submitted to the Council in 2022 to amend the Bylaws to: 1) require a report on each resolution
referred to the Board will become a matter of business at the subsequent Council meeting; 2) the report will include a
summary of the Board’s discussion and their recommendations regarding the referred resolution; and 3) the Board’s
recommendations on referred resolutions will be subject to approval by the Council. The resolution was not adopted.
Testimony regarding the proposed resolution reflected that there is an existing process for such actions to be taken and
a referred resolution could be resubmitted if there is dissatisfaction with the Board’s actions on a referred resolution.


https://www.acep.org/what-we-believe/actions-on-council-resolutions/
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ACEP Strategic Plan Reference

Member Engagement and Trust — Every member feels involved and personally connected, in different ways and at
different levels, and trusts ACEP and its leadership

Resources and Accountability — ACEP commits to financial discipline, modern processes and transparent
stewardship of resources aligned with strategic priorities most relevant to members and essential for the future of
emergency. medicine.

Fiscal Impact

Budgeted committee and staff resources to develop Bylaws and Council Standing Rules amendments to be considered
at the 2024 Council meeting.

Prior Council Action

Resolution 12 (22) Council Approval of Board Actions on Referred Resolutions not adopted. The resolution sought to
amend the Bylaws to: 1) require a report on each resolution referred to the Board will become a matter of business at
the subsequent Council meeting; 2) the report will include a summary of the Board’s discussion and their
recommendations regarding the referred resolution; and 3) the Board’s recommendations on referred resolutions will
be subject to approval by the Council.

Amended Resolution 10(21) Board of Directors Action on Council Resolutions adopted. Amended the Bylaws to
include reporting requirements to the Council regarding the disposition of all resolutions considered by the Council

and reporting requirements for all resolutions adopted and referred by the Council.

Amended Resolution 12(15) Searchable Council Resolution Database adopted. Directed ACEP to create a web-based
searchable database for Council resolutions.

Substitute Resolution 30(90) Resolution Review adopted. Revised the Council Standing Rules to include a periodic
review of previous resolutions adopted by the Council and the Board of Directors and provide an annual report to the
Council.

Prior Board Action

Amended Resolution 10(21) Board of Directors Action on Council Resolutions adopted.

Amended Resolution 12(15) Searchable Council Resolution Database adopted.

Substitute Resolution 30(90) Resolution Review adopted.

Background Information Prepared by: Sonja Montgomery, CAE
Governance Operations Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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RESOLUTION: 19(23)
SUBMITTED BY: Emergency Medicine Workforce Section

SUBJECT: Scientific Assembly Vendor Transparency

PURPOSE: Require staffing and recruitment companies exhibiting at Scientific Assembly to bring sample contracts
for physicians to review and the contracts must include information regarding non-compete clauses, due process and
policies on transparency in billing and collections.

FISCAL IMPACT: Potential reduction in outside funding support should groups be denied access to exhibit at
Scientific Assembly as well as possible legal expenses to respond to complaints against ACEP for such actions.

WHEREAS, ACEP allows vendors to advertise and recruit members for potential employment during
Scientific Assembly; and

WHEREAS, ACEP members seeking employment deserve transparency in the recruitment and contract
process; therefore be it

RESOLVED, For transparency as part of the vendor contract, vendors recruiting emergency physicians for
employment be required to bring sample contracts for physicians to review during Scientific Assembly exhibits and
the sample contracts must include stipulations relating to non-compete clauses, due process, and policies on
transparency in billing/collections.

SO 01N N WM —
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Background

This resolution calls for ACEP to require staffing and recruitment companies exhibiting at Scientific Assembly to
bring sample contracts for physicians to review and the contracts must include information regarding non-compete
clauses, due process and policies on transparency in billing and collections.

As part of the exhibitor application process, ACEP includes an employer profile survey for staffing and recruitment
companies to complete. The survey, developed in consultation with outside counsel and approved by the ACEP Board
of Directors, requests information regarding the group’s governance structure, transparency of their billing practices,
ownership model, attestation to ACEP’s policies, as well as other non-competitive information. While companies are
required to complete the survey, no questions are mandatory and no answers will prohibit a company from exhibiting.

Contracting and employment resources are available on the ACEP website to assist members. An employer database
is being enhanced to improve transparency between members and entities that employ emergency physicians
regarding adherence to ACEP policy statements. There are dozens of pages of resources on the ACEP website
dedicated to the topics of Employment Contracts and other practice and legal issues. In an effort to better support all
members as they face unprecedented challenges in employment, ACEP staff embarked on a process to update, curate
and develop educational and other assets into a complete set of resources designed to educate and empower
physicians, at any point in their career, to more knowledgeably evaluate contract terms and push back on unfair
business practices, regardless of employment model or practice type. The Medical-Legal Committee developed a
checklist of “Key Considerations in an Emergency Medicine Employment Contract.” The checklist is available on the
EMRA website and the ACEP website in the Medical-Legal Resources. ACEP members also receive a 20 percent
discount on services from Resolve, a partner who offers contract review, compensation data and more. Members have
exclusive access to a contract toolkit that includes an extensive list of frequently asked questions about the nuances of
employment agreements.



https://www.acep.org/siteassets/sites/acep/media/life-as-a-physician/employer-group-profile.pdf
https://www.acep.org/careers
https://www.acep.org/life-as-a-physician/career-center/negotiating-the-best-employment-contract/
https://www.acep.org/globalassets/sites/acep/media/medical-legal/documents/key-considerations-in-an-emergency-medicine-employment-contract.pdf
https://www.acep.org/life-as-a-physician/medical-legal-resources/
https://www.acep.org/acep-membership/membership/benefits-of-membership/member-benefits/benefits-articles/resolve
https://www.acep.org/acep-membership/membership/benefits-of-membership/member-benefits/benefits-articles/resolve
https://www.acep.org/ContractToolkit
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ACEP’s policy statement “Emergency Physician Contractual Relationships™ includes the following provisions:

Contractual Rights:

e ACEP supports the emergency physician receiving early notice of a problem with his or her performance and
an opportunity to correct any perceived deficiency before disciplinary action or termination is contemplated.

o All entities contracting with or employing emergency physicians to provide clinical services, either indirectly
or directly, should ensure an adequate and fair discovery process prior to deciding whether or not to terminate
or restrict an emergency physician’s contract or employment to provide clinical services.

¢ Emergency physicians employed or contracted should be informed of any provisions in the employment
contract or the contracting vendor’s contract with the hospital concerning termination of a physician’s ability
to practice at that site. This includes any knowledge by the contracting vendor of substantial risk of hospital
contract instability.

e Emergency physician contracts should explicitly state the conditions and terms under which the physician’s
contract can be reassigned to another contracting vendor or hospital with the express consent of the individual
contracting physician.

e The emergency physician should have the right to review the parts of the contracting entities’ contract with
the hospital that deal with the term and termination of the emergency physician contract.

Billing Rights:

e The emergency physician is entitled to detailed itemized reports on what is billed and collected for his or her
service on at least a semi-annual basis regardless of whether or not billing and collection is assigned to
another entity within the limits of state and federal law. The emergency physician shall not be asked to waive
access to this information.

e Hospitals should disclose to physicians and/or the contracting vendor which networks, plans, etc. the hospital
is contracting with, ie, which networks consider the hospital to be “in-network.”

e Itis the right of an emergency physician contracting entity to make an independent decision regarding all
contractual arrangements that involve insurers and to be represented by legal counsel.

e Health care facilities should provide confidential complete transparency to the emergency physician of all
facility charges that are billed as part of an emergency visit.

The Nature of the Contract:

e Business relationships that include emergency physicians are best defined within a written contract.

e The contracting parties should be ethically bound to honor the terms of any contractual agreement to which it
is a party and to relate to one another in an ethical manner. This applies even if prior to the initiation of
employment or in the case of deferred/delayed employment such as that of a graduating resident or fellow.

¢ Physician disciplinary, quality of care or credentialing issues pertaining to medical care must be reviewed and
affirmed by a licensed emergency physician.

e The emergency physician is individually responsible for the ethical provision of medical care within the
physician-patient relationship, regardless of financial or contractual relationships.

Quality medical care is provided by emergency physicians organized under a wide variety of group configurations and
with varying methods of compensation. ACEP does not endorse any single type of contractual arrangement between
emergency physicians and the contracting vendor.

The resolution requires that language be added to the contracts of the vendors recruiting emergency physicians
requiring them to provide sample employee contracts at their booth(s) in the exhibit hall and further specifies what
elements must be in those employment contracts. Enforcement of the resolution could be an antitrust violation.

Like many professional associations, ACEP provides venues for competitors to communicate with its members such
as exhibiting at meetings, sponsoring events, and advertising in publications. While some court decisions allow
associations to offer or deny access to these venues based on certain criteria, there is also case law holding that a
denial of essential means of competition may be made the basis for antitrust challenges against associations. Since
ACERP is the oldest and largest association of emergency physicians and its Scientific Assembly is the largest
emergency medicine meeting in the world, excluding certain competitors from these venues could have a significant,
adverse impact on those competitors’ ability to compete and could result in antitrust litigation filed against ACEP.


https://www.acep.org/patient-care/policy-statements/emergency-physician-contractual-relationships/
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ACEP’s “Antitrust” policy statement states: “The College is not organized to and may not play any role in the
competitive decisions of its member or their employees, nor in any way restrict competition among members or
potential members. Rather it serves as a forum for a free and open discussion of diverse opinions without in any way
attempting to encourage or sanction any particular business practice.” The policy further specifies:

e There will be no discussions discouraging or withholding patronage or services from, or encouraging
exclusive dealing with any health care provider or group of health care providers...

e There will be no discussions about restricting, limiting, prohibiting, or sanctioning advertising or solicitation
that is not false, misleading, deceptive, or directly competitive with College products or services.

e There will be no discussions about discouraging entry into or competition in any segment of the health care
market.

o There will be no discussions about whether the practices of any member, actual or potential competitor, or
other person are unethical or anti-competitive, unless the discussions or complaints follow the prescribed due
process provisions of the College’s Bylaws.

ACEP’s General Counsel has engaged outside counsel previously to provide legal opinion on the antitrust risk to
ACEP to implement Referred Amended Resolution 44(20) Due Process in Emergency Medicine that called for ACEP
to exclude or limit certain competitors from participating in the ACEP Scientific Assembly. The opinion was
presented to the Board of Directors in June 2021 with available case law and previous legal opinions shared on this
matter. It was the recommendation of outside counsel that the findings of all four available legal opinions were
consistent and clearly demonstrated a substantial risk to carrying out the resolution as written. However, suggestions
were made by general counsel and outside counsel that meet the intent of the resolution. Specifically, ACEP could
seek to obtain non-competitive information from all emergency physician-employing entities who are exhibitors,
advertisers, and sponsors of ACEP meetings and products with the intent to increase transparency and demonstrate an
employer’s adherence to key ACEP policy statements.

ACEP Strategic Plan Reference

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment.

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and professional.

Fiscal Impact

Potential reduction in outside funding support should groups be denied access to exhibit at Scientific Assembly as
well as possible legal expenses to respond to complaints against ACEP for such actions.

Prior Council Action

Amended Resolution 19(22) Due Process and Interactions with ACEP adopted (second resolved). Directed ACEP to
create a method for members to report incidents of denial of due process, review member-submitted contractual
clauses or other methods of denying such that are of concern. The first resolved was not adopted. It requested that
ACEP adopt this policy: “Any entity that wishes to advertise in ACEP vehicles, exhibit at its meetings, provide
sponsorship, other support, or otherwise be associated with the ACEP, as of January 1, 2023, shall remove all
contractual restrictions on or waivers of due process for emergency physicians. Physicians cannot be asked to waive
this right as it can be detrimental to the quality and safety of patient care. The entities affected include but are not
limited to physician group practices, hospitals, and staffing companies.”

Amended Resolution 44(20) Due Process in Emergency Medicine referred to the Board of Directors. The resolution
requested that ACEP: 1) adopt a policy prohibiting members from denying another emergency physician the right to
due process regarding their medical staff privileges and prohibits members from holding management positions at


https://www.acep.org/patient-care/policy-statements/antitrust/
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entities that deny an emergency physician this right; 2) revise the policy statement “Emergency Physician Rights and
Responsibilities;” 3) adopt a new policy requiring any entity that wants to advertise, exhibit, or provide other
sponsorship of any ACEP activity to remove all restrictions on due process for emergency physicians.

Resolution 17(03) Certificate of Compliance referred to the Board of Directors. The resolution called for ACEP to
require emergency physician staffing groups to comply with terms of a certificate as a prerequisite for being an
exhibitor or sponsor for any ACEP activity. The certificate included multiple provisions that groups must attest to
including “With the provisional period not to exceed one year, our physician group provides our emergency
physicians access to predefined due process.”

Resolution 14(02) Emergency Physician Rights and Self-Disclosure not adopted. The resolution would have required
any exhibitor, advertiser, grant provider, and sponsor who employs emergency physicians as medical care providers to
disclose their level of compliance with College policies on compensation and contractual relationships.

Prior Board Action

Amended Resolution 19(22) Due Process and Interactions with ACEP adopted (second resolved).

June 2021, approved developing and distributing a questionnaire to all emergency physician-employing entities who
are exhibitors, advertisers, and sponsors of ACEP meetings and products in which they are asked to voluntarily
provide non-competitive information about their organizations.

April 2021, approved the revised policy statement “Compensation Arrangements for Emergency Physicians;” revised

and approved April 2015; reaffirmed October 2008, revised and approved April 2002 and June 1997; reaftirmed April
1992; originally approved June 1988.

April 2021, approved the revised policy statement “Emergency Physician Contractual Relationships;” revised and
approved June 2018, October 2012, January 2006, March 1999, and August 1993 with the current title. Originally
approved October 1984 titled “Contractual Relationships between Emergency Physicians and Hospitals.”

April 2021, approved the revised policy statement “Emergency Physician Rights and Responsibilities;” revised and
approved October 2021, April 2008 and July 2001; originally approved September 2000.

October 2020, approved the policy statement “Emergency Physician Compensation Transparency.”

July 2019, reviewed the updated information paper “Fairness Issues and Due Process Considerations in Various
Emergency Physician Relationships;” revised June 1997, originally reviewed July 1996.

July 2018, reviewed the PREP “Emergency Physician Contractual Relationships” as an adjunct to the policy statement
“Emergency Physician Contractual Relationships.”

September 2004, approved a report to the Council with a letter from the Federal Trade Commission regarding issues
raised in Resolution 17(03) Certificate of Compliance and Resolution 18(03) Intention to Bid for Group Contract and
agreed to take no further action on the resolutions.

Background Information Prepared by: Lesliec Moore, JD
Senior Vice President, General Counsel

Jana Nelson
Senior Vice President, Marketing and Communications

Jodi Talia
Senior Vice President, Development


https://www.acep.org/patient-care/policy-statements/compensation-arrangements-for-emergency-physicians
https://www.acep.org/patient-care/policy-statements/emergency-physician-contractual-relationships/
https://www.acep.org/patient-care/policy-statements/emergency-physician-rights-and-responsibilities/
https://www.acep.org/patient-care/policy-statements/emergency-physician-compensation-transparency
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/policy-statements/information-papers/fairness-issues-and-due-process.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/policy-statements/information-papers/fairness-issues-and-due-process.pdf
https://www.acep.org/globalassets/new-pdfs/preps/emergency-physician-contractual-relationships---prep.pdf
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Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director



PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).
J’_

RESOLUTION: 20(23)

SUBMITTED BY: Kalev Freeman, MD, FACEP
Antony Hsu, MD, FACEP
James Paxton, MD, MBA, FACEP
Nicholas Vasquez, MD, FACEP

SUBJECT: Emergency Medicine Research Mentorship Network

PURPOSE: 1) Establish a formal emergency medicine research mentorship program that promptly identifies and
creates collaborative ACEP-staffed networks based on academic topics including, but not limited to, patient-centered
social issues, racial and gender-identity concerns, rural and non-academic research mentorship networks; 2) not be
limited to either virtually only or in-person only; 3) develop multiple emergency medicine research mentorship
models with support by ACEP staff with an ACEP.org-based and aligned online structure; 4) resources include, but
are not limited to, constructive surveys and ACEP-staff curated anonymized feedback with an ongoing mentor
development track replete with recognition of contributions and standardized mentorship training opportunities.

FISCAL IMPACT: This is not a current initiative of the College and is unbudgeted. It would require diverting current
budgeted committee and staff resources from other projects and an additional staff member dedicated to the project.
Unbudgeted costs of approximately $150,000 for salary and benefits and additional estimated costs of $50,000 to
create and track the mentorship network.

1 WHEREAS, ACEP has a significant investment in promoting emergency medicine research; and
2
3 WHEREAS, Many emergency medicine residents and fellows of ACEP present a broad range of research
4  projects and findings at ACEP Scientific Assembly every year; and
5
6 WHEREAS, ACEP has many emergency physician-researchers who pursue clinical research around the
7  world at early points in their training and career looking for mentors; and
8
9 WHEREAS, The emergency physician-researchers pipeline drops off dramatically during their careers; and
10
11 WHEREAS, The number of emergency physician-researchers who are minorities in race, gender-identity and
12 nonacademic—based practice sites comprise a significant proportion of ACEP membership; and
13
14 WHEREAS, The Society of Academic Emergency Medicine does not support a research mentorship program
15 at this time; and
16
17 WHEREAS, Emergency medicine researchers do not yet have an organization-supported ongoing program
18  for research mentorship; therefore be it
19
20 RESOLVED, That ACEP establish a formal emergency medicine research mentorship program that promptly
21  identifies and creates collaborative ACEP-staffed networks based on academic topics including, but not limited to,
22 patient-centered social issues, racial and gender-identity concerns, rural and non-academic research mentorship
23 networks; and be it further
24
25 RESOLVED, That ACEP’s emergency medicine research mentorship program not be limited to either
26  virtually only or in-person only; and be it further



27
28
29
30
31
32
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RESOLVED, That ACEP develop multiple emergency medicine research mentorship models with support by
ACEP staff with an ACEP.org-based and aligned online structure; and be it further

RESOLVED, That ACEP’s emergency medicine research mentorship resources include, but are not limited
to, constructive surveys and ACEP-staff curated anonymized feedback with an ongoing mentor development track
replete with recognition of contributions and standardized mentorship training opportunities.

Background

This resolution requests ACEP to establish a formal emergency medicine research mentorship program of ACEP-
staffed networks focused on diverse academic and non-academic topics; that the research mentorship program not
be limited to either virtually only or in-person only; develop multiple emergency medicine research mentorship
models with support by ACEP staff including an aligned online structure; and provide resources including, but not
limited to, constructive surveys, ACEP-staff curated anonymized feedback, ongoing mentor development track. and
recognition of contributions and standardized mentorship training opportunities.

The creation of a research mentorship network would require recruiting both mentors and mentees and supporting
those interactions. New resources, materials, and tools to support researchers would need to be curated and adapted
from existing sources or created de novo including IT support and software.

ACEP, together with the Emergency Medicine Foundation, is a leading supporter of emergency medicine research
through: educational activities and nearly $1 million dollars in grants annually; hosting of the annual Research Forum;
facilitation of the longest-running emergency medicine research training course, Emergency Medicine Basic Research
Skills (EMBRS); ownership and support of two of the field’s most preeminent emergency medicine journals (4nnals
of Emergency Medicine and JACEP Open); federal and state advocacy for research funding; training and application
of research-to-practice; direct pursuit of and collaboration on research (encompassing millions of dollars annually in
federal and foundation funding); support for the Research, Scholarly Activity, and Innovation (RSI) Section; and
more. More recently, ACEP has also created one of the largest and most detailed registries of emergency care and
related infrastructure through the Emergency Medicine Data Institute (EMDI), which will serve as an unparalleled
data resource for the field. Currently, ACEP staff includes a Senior Research Fellow who is a doctoral and fellowship
research-trained emergency physician to help guide and support the research mission of ACEP.

ACEDP has directly supported formal and informal research mentorship for more than 20 years. EMBRS is a year-long,
research training program including didactics and practical workshops on research study design, protocol
development, statistical analysis, grant writing, manuscript publication, research management, and research career
advancement. Participants are also eligible to receive an EMF/EMBRS grant based on their research grant application
as a key deliverable of the training program. Informal mentorship opportunities are supported through the RSI
Section, Research Committee, and through research related events, such as the Research Forum.

ACEP recognizes that increasing the number, longevity, and diversity of emergency medicine researchers is critical to
advancing emergency medicine research and in turn has dedicated resources towards this purpose. The ultimate
purpose of emergency medicine research is to increase the prominence of the field and pursue the quintuple aim (i.e.,
improved population health, decreased health care costs, improved care experience, well workforce, promotion of

equity).

Develop an evidence-based strategy and resources to promote interest in emergency medicine
research among students, residents, and faculty with the goal of increasing research training,
emergency medicine research fellows, and physician-scientists, for women and individuals of racial
and ethnic minority backgrounds.

Promoting research-related mentorship and mentored exposure to research is foundational. Such experiences and
relationships can begin and continue throughout a prospective researcher’s career from secondary education through
mid or late in independent practice. Additionally, while all those who receive such mentorship may not pursue
research-oriented careers, it is likely that they decide to enter the field of emergency medicine at a higher rate;
suggesting a secondary benefit that is relevant given recent recruitment challenges to the field. Furthermore,
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developing more emergency physician researchers offers a path to expand career options in the context of workforce
concerns and may provide for greater career longevity and job satisfaction. Most major academic institutions provide
numerous resources, support, and infrastructure to develop researchers locally. This investment in developing and
supporting researchers can benefit the institutions directly when the investigators receive federal funding since part of
the award goes to the institution.

The NIH funds more than 60 academic medical centers around the country through a program called the Clinical and
Translational Science Award (CTSA) administered by the National Center for Advancing Translational Sciences
(NCATS).? The goal of the CTSA is to help institutions create an integrated academic home for clinical and
translational science with the resources to support researchers and research teams working to apply new knowledge
and techniques to patient care. This funding specifically focuses on providing the infrastructure and resources to
support research separate from any research an institution/investigator might receive. The total budget for FY 2023 is
over $800 million dollars.

The Society for Academic Emergency Medicine (SAEM) offers numerous research mentorship opportunities and
resources for investigators. SAEM maintains and tracks lists of federal funding in emergency medicine and has a
variety of educational offerings throughout the year and at their annual meeting. SAEM has developed extensive
online resources for emergency medicine researchers, including a tool to help connect researchers with similar areas
of focus called the SAEM Collaborator Connection. Collaboration between ACEP and SAEM would build
complimentary resources and avoid duplication of effort.

ACEP Strategic Plan Reference

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment

Background References

'https://brimr.org/brimr-rankings-of-nih-funding-in-2022/
2Brown J. National Institutes of Health support for individual mentored career development grants in emergency medicine. Acad

Emerg Med. 2014;21(11):1269-73 and Bessman SC, Agada NO, Ding R, et al. Comparing National Institutes of Health funding
of emergency medicine to four medical specialties. Acad Emerg Med. 2011;18(9):1001-4.
3Brown J. National Institutes of Health support for individual mentored career development grants in emergency medicine. Acad
Emerg Med. 2014;21(11):1269-73 and Bessman SC, Agada NO, Ding R, et al. Comparing National Institutes of Health funding
of emergency medicine to four medical specialties. Acad Emerg Med. 2011;18(9):1001-4.

Fiscal Impact

This is not a current initiative of the College and is unbudgeted. It would require diverting current budgeted
committee and staff resources from other projects and an additional staff member dedicated to the project.
Unbudgeted costs of approximately $150,000 for salary and benefits and additional estimated costs of $50,000 to
create and track the mentorship network.

Prior Council Action

None

Prior Board Action

January 2021, approved endorsing the 2030 National Institutes of Health Funding Goals for Emergency Medicine.

Background Information Prepared by: Martin Wegman, MD, PhD
Senior Research Fellow

Jonathan Fisher, MD, MPH, FACEP
Senior Director, Workforce and EM Practice


https://www.saem.org/imported-pages/research/research-resources/saem-collaborator-connection
https://brimr.org/brimr-rankings-of-nih-funding-in-2022/
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Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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RESOLUTION: 21(23)
SUBMITTED BY: Emergency Medicine Residents’ Association

SUBJECT: Mitigation of Competition for Procedures Between Emergency Medicine Resident Physicians
and Other Learners

PURPOSE: Support EM residents right of first refusal over non-physicians, such as PAs and NPs, in performing
ACGME-required procedures that are deemed medically necessary in EDs.

FISCAL IMPACT: Budgeted committee and staff resources for development of a policy statement.

WHERAS, There are physicians, physician assistants, nurse practitioners, and other learners in emergency
departments; and

WHEREAS, Residency is an important time for resident training and procedural practice'; and
WHEREAS, Mastery of skills in residency is integral to developing clinical acumen?; and

WHEREAS, Residency training requires mastery of various procedures including airway management,
vascular access, laceration repair, invasive diagnostic procedures, among others®; and

WHEREAS, Emergency medicine residents are expected to perform a minimum required number of
procedures prior to graduation to be considered competent by the Accreditation Council for Graduate Medicine
Education (ACGME)*; and

WHEREAS, These procedural skills have and should continue to prioritize patient safety and be performed
with appropriate attending supervision; and

WHEREAS, There are an increasing number of non-physician professionals in the emergency department’;
and

WHEREAS, There is a developing trend of fewer medically necessary procedures required in the emergency
department due to improvements in medical care and novel treatment options’; therefore be it

RESOLVED, That ACEP support emergency medicine resident physicians’ right of first refusal over non-
physicians, such as physician assistants and nurse practitioners, in performing ACGME-required procedures that are
deemed medically necessary in emergency departments.

Resolution References

"Husted A, Rélfing JD, Ingeman ML, Paltved C, Ludwig M, Konge L, Nayahangan L, Jensen RD. Identifying technical skills and
clinical procedures for simulation-based training in emergency medicine: A nationwide needs assessment. Am J Emerg Med.
2022 Dec;62:140-143. doi: 10.1016/j.ajem.2022.09.014. Epub 2022 Sep 15. PMID: 36167748.

2Tran V, Cobbett J, Brichko L. Procedural competency in emergency medicine training. Emerg Med Australas. 2018
Feb;30(1):103-106. doi: 10.1111/1742-6723.12925. Epub 2018 Jan 16. PMID: 29341458.

3Williams AL, Blomkalns AL, Gibler WB. Residency training in emergency medicine: the challenges of the 21st century. Keio J
Med. 2004 Dec;53(4):203-9. doi: 10.2302/kjm.53.203. PMID: 15647626.

“Bucher, J.T., Bryczkowski, C., Wei, G. et al. Procedure rates performed by emergency medicine residents: a retrospective
review. Int J Emerg Med 11, 7 (2018). https://doi.org/10.1186/s12245-018-0167-x
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Gisondi, Michael A. MD; Regan, Linda MD; Branzetti, Jeremy MD; Hopson, Laura R. MD. More Learners, Finite Resources,
and the Changing Landscape of Procedural Training at the Bedside. Academic Medicine: May 2018 - Volume 93 - Issue 5 - p
699-704 doi: 10.1097/ACM.0000000000002062

EMRA Policy
EM resident physicians should be given priority, preference, and right of first refusal for medically necessary procedures over
non-physician providers, to preserve the integrity of resident physician training.

Background

This resolution asks ACEP to adopt a position that emergency medicine residents have right of first refusal over non-
physicians, such as physician assistants (PAs) and nurse practitioners (NPs) in performing ACGME-required
procedures that are deemed medically necessary in emergency departments. Adopting such a position would align
with EMRA’s policy and current ACGME common program requirements.

The ACGME is an independent not-for-profit organization that sets and monitors educational standards essential in
preparing physicians to deliver safe, high-quality medical care to all Americans. The ACGME oversees the
accreditation of residency and fellowship programs in the US. In the 2022-23 academic year, there are 13,066
accredited residency and fellowship programs in 182 specialties and subspecialties with 158,079 resident and fellows.
Specialty-specific Review Committees create a uniform set of high standards for each accredited specialty and
subspecialty applied across all accredited U.S. residency and fellowship programs educating and training physicians
in those fields to ensure the highest quality physicians and patient care.! The ACGME does not have oversight of non-
physician learners except as related to physician trainees. According to the ACGME Emergency Medicine Program
Requirements?:

LLE. The presence of other learners and other care providers, including, but not limited to, residents from
other programs, subspecialty fellows, and advanced practice providers, must enrich the appointed
residents’ education. (Core)

I.LE.1. The program must report circumstances when the presence of other learners has interfered with
the residents’ education to the DIO and Graduate Medical Education Committee (GMEC). (Core)

Background and Intent:

The clinical learning environment has become increasingly complex and often includes care
providers, students, and post-graduate residents and fellows from multiple disciplines. The presence
of these practitioners and their learners enriches the learning environment. Programs have a
responsibility to monitor the learning environment to ensure that residents’ education is not
compromised by the presence of other providers and learners.

IV.B.1.b).(2) Residents must be able to perform all medical, diagnostic, and surgical procedures considered
essential for the area of practice.(©®

IV.B.1.b).(2).(a) Residents must demonstrate competence in:

IV.B.1.b).(2).(a).(i) performing diagnostic and therapeutic procedures and
emergency stabilization;

IV.B.1.b).(2).(a).(i1) managing critically-ill and injured patients who present to the
emergency department, prioritizing critical initial stabilization
action, mobilizing hospital support services in the resuscitation
of critically-ill or injured patients and reassessing after a
stabilizing intervention; (€

IV.B.1.b).(2).(a).(iii) properly sequencing critical actions for patient care and
generating a differential diagnosis for an undifferentiated
patient; (©°r®)
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IV.B.1.b).(2).(a).(iv) mobilizing and managing necessary personnel and other
hospital resources to meet critical needs of multiple patients;
and, (Core)

IV.B.1.b).(2).(a).(v) performing invasive procedures, monitoring unstable patients,
and directing major resuscitations of all types on all age
groups.(€o®

IV.B.1.b).(2).(b) Residents must perform indicated procedures on all appropriate patients,
including those who are uncooperative, at the extremes of age,
hemodynamically unstable and who have multiple co-morbidities, poorly
defined anatomy, high risk for pain or procedural complications, or require
sedation, take steps to avoid potential complications; and recognize the
outcome and/or complications resulting from the procedures. (¢o®

IV.B.1.b).(2).(c) Residents must demonstrate competence in performing the following key
index procedures:

IV.B.1.b).(2).(c).(i) adult medical resuscitation; °®

IV.B.1.b).(2).(c).(ii) adult trauma resuscitation; °®)

IV.B.1.b).(2).(c).(iii) anesthesia and pain management; ™

IV.B.1.b).(2).(c).(iv) cardiac pacing; €

IV.B.1.b).(2).(c).(v) chest tubes; €

IV.B.1.b).(2).(c).(vi) cricothyrotomy;

V.B.1.b).(2).(c).(vii) dislocation reduction; “°

IV.B.1.b).(2).(c).(viii) emergency department bedside ultrasound; o

IV.B.1.b).(2).(c).(ix) intubations; ©°®

IV.B.1.b).(2).(c).(x) lumbar puncture; €

IV.B.1.b).(2).(c).(xi) pediatric medical resuscitation; o

IV.B.1.b).(2).(c).(xii) pediatric trauma resuscitation; (¢

V.B.1.b).(2).(c).(xiii) pericardiocentesis; (<"

IV.B.1.b).(2).(c).(xiv)procedural sedation; )

IV.B.1.b).(2).(c).(xv) vaginal delivery; €

IV.B.1.b).(2).(c).(xvi)vascular access; and o)

IV.B.1.b).(2).(c).(xvii) wound management. (<

Over the past few years there is increasing number of learners in EDs, including emergency medicine residents, off
service residents, PAs, and NPs. Another development has been the creation of post graduate training programs in
emergency medicine for both PAs and NPs. These programs are varied in location and format and often co-exist with
emergency medicine residencies. Some of these programs have even referred to themselves as “residencies.” While
there may be abundance of certain procedures, other more critical procedures may be rarer. Additionally, some
procedures such as transvenous pacing or pericardiocentesis have become rarer in the ED as the location they are
being performed has shifted to the cardiac catheterization lab in some centers. All of these factors have led to increase
competition for procedures among learners.’

A recent study published in the Western Journal of Emergency Medicine by Phillips et al. report the results of a
survey of EM residents on the effects of Non-physician Practitioners (NPP) on emergency medicine physician
resident education. The survey was distributed to 1,168 emergency medicine residents across the country and received
393 responses. 66.9% residents reported a detracting or greatly detracting impact on their education caused by NPP
presence in training facilities. The survey also identified a significant loss of procedure opportunities, which was
greatest at facilities that included postgraduate training programs for NPPs, where emergency physician residents
reported a 14x increased loss of procedure opportunities. Even more concerning was the finding that, 33.5% residents
reported feeling “not confident at all” in their ability to report concerns about NPPs to local leadership without
retribution, and 65.2% reported feeling “not confident at all” regarding confidence in the Accreditation Council for
Graduate Medical Education to satisfactorily address concerns about NPPs raised in the end-of-year survey.*

Background References
! https://www.acgme.org/about-us/overview/
2 https://www.acgme.org/globalassets/pfassets/programrequirements/110_emergencymedicine 2022.pdf
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3 Gisondi MA, Regan L, Branzetti J, Hopson LR. More Learners, Finite Resources, and the Changing Landscape of Procedural
Training at the Bedside. Acad Med. 2018 May;93(5):699-704. doi: 10.1097/ACM.0000000000002062. PMID: 29166352.

4 Phillips AW, Sites JP, Quenzer FC, Lercher DM. Effects of Non-physician Practitioners on Emergency Medicine Physician
Resident Education. West J Emerg Med. 2023 May 3;24(3):588-596. doi: 10.5811/westjem.58759. PMID: 37278773; PMCID:
PMC10284528.

ACEP Strategic Plan Reference

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional

Fiscal Impact
Budgeted committee and staff resources for development of a policy statement.
Prior Council Action

Resolution 45(22) Onsite Supervision of Nurse Practitioners and Physician Assistant adopted. The resolution called
for ACEP to revise the current policy statement “Guidelines on the Role of Physician Assistants and Advanced
Practice Registered Nurses in the Emergency Department” so that onsite emergency physician presence to supervise
nurse practitioners and physicians is stated as the gold standard for staffing all emergency departments.

Resolution 73(21) Offsite Supervision of Nurse Practitioners and Physician Assistants referred to the Board of
Directors. The resolution sought to revise the “Guidelines Regarding the Role of Physician Assistants and Nurse
Practitioners in the Emergency Department” policy statement by removing “offsite” supervision and for ACEP to
oppose staffing of emergency departments with physician assistants and nurse practitioners without onsite emergency
physician supervision.

Resolution 71(21) Emergency Medicine Workforce by Non-Physician Practitioners not adopted. The resolution called
for ACEP to support a reduction in non-physician practitioners in ED staffing over the next three years and to
eliminate the use of non-physician practitioners in the ED unless the supply of emergency physicians for the location
is not adequate to staff the facility.

Resolution 44(19) Independent ED Staffing by Non-Physician Providers referred to the Board of Directors. Called for
ACEP to 1) Review and update the policy statement “Guidelines Regarding the Role of Physician Assistants and
Advanced Practice Registered Nurses in the Emergency Department.” 2) Develop tools and strategies to identify and
educate communities and government on the importance of emergency physician staffing of EDs. 3) Oppose the
independent practice of emergency medicine by non-physician providers. 4) Develop strategies, including legislative
solutions, to require on-site supervision of non-physicians by an emergency physician.

Resolution 27(10) Emergency Department (ED) Staffing by Nurse Practitioners referred to the Board of Directors.
Called for ACEP to study the training and independent practice of NPs in emergency care, survey states and hospitals
on where independent practice by NPs is permitted and provide a report to the Council in 2011.

Amended Resolution 23(04) Specialized Emergency Medicine Training for Midlevel Providers Who Work in
Emergency Departments adopted. This resolution called for ACEP to work with NP and PA organizations on the
development of curriculum and clinically based ED education training and encourage certification bodies to develop
certifying exams for competencies in emergency care.

Substitute Resolution 43(91) Development of New Residency Programs adopted. The resolution directed ACEP to
strongly encourage the Residency Review Committee for Emergency Medicine to consistently apply existing special
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requirements used in reviewing prospective emergency medicine residency programs and meet with the ACGME to
explore effective means for facilitating new residency program accreditation.

Amended Resolution 17(90) Emergency Medicine Residency Training Programs adopted. Directed ACEP to promote
the expansion of existing and the development of additional emergency medicine programs, particularly in those areas
of emergency physician shortage.

Prior Board Action

June 2023, approved the revised policy statement “Guidelines Regarding the Role of Physician Assistants and Nurse
Practitioners in the Emergency Department;” revised and approved March 2022; revised and approved June 2020 with
the current title; revised and approved June 2013 titled “Guidelines Regarding the Role of Physician Assistants and
Advanced Practice Registered Nurses in the Emergency Department;” originally approved January 2007 titled
“Guidelines Regarding the Role of Physician Assistants and Nurse Practitioners in the Emergency Department”
replacing two policy statements “Guidelines on the Role of Physician Assistants in the Emergency Department” and
“Guidelines on the Role of Nurse Practitioners in the Emergency Department.”

June 2023 approved the revised policy statement “Guidelines for Undergraduate Education in Emergency Medicine;”
revised March 2022, June 2021, June 2015 and April 2008; reaffirmed October 2001; revised January 1997; originally
approved September 1986.

Resolution 45(22) Onsite Supervision of Nurse Practitioners and Physician Assistant adopted.

January 2022, discussed Referred Resolution 73(21) Offsite Supervision of Nurse Practitioners and Physician
Assistants and appointed a Board workgroup to revise the “Guidelines Regarding the Role of Physician Assistants
and Nurse Practitioners in the Emergency Department” policy statement.

June 2020, filed the final report of the Emergency PA/NP Utilization Task Force.

October 2019, reviewed an interim report from the Emergency NP/PA Utilization Task Force.

January 2019, reaffirmed the policy statement “Providers of Unsupervised Emergency Department Care;” revised and
approved June 2013; reaffirmed October 2007; originally approved June 2001.

August 2018, approved the final report from the ACEP Board Emergency Medicine Workforce Workgroup and
initiated the recommendations therein to appoint a task force to consider the evolution of the role and scope of
practice of advanced practice providers in the ED.

June 2012, reviewed the information paper “Physician Assistants and Nurse Practitioners in Emergency Medicine.”

June 2011, approved the recommendation of the Emergency Medicine Practice Committee to take to take no further
action on Referred Resolution 27(10) Emergency Department (ED) Staffing by Nurse Practitioners. The Emergency
Medicine Practice Committee was assigned an objective for the 2011-12 committee year to develop an information
paper on the role of advanced practice practitioners in emergency medicine to include scope of practice issues and
areas of collaboration with emergency physicians.

Resolution 23(04) Specialized Emergency Medicine Training for Midlevel Providers Who Work in Emergency
Departments adopted.

Amended Substitute Resolution 43(91) Development of New Residency Programs. The Board amended the substitute
resolution adopted by the Council. The amended substitute resolution directed ACEP to meet with the Residency
Review Committee for Emergency Medicine (RRC-EM) to explore effective means for facilitating new residency
program accreditation.

Amended Resolution 17(90) Emergency Medicine Residency Training Programs adopted.


https://www.acep.org/patient-care/policy-statements/guidelines-regarding-the-role-of-physician-assistants-and-nurse-practitioners-in-the-emergency-department/
https://www.acep.org/patient-care/policy-statements/guidelines-regarding-the-role-of-physician-assistants-and-nurse-practitioners-in-the-emergency-department/
https://www.acep.org/patient-care/policy-statements/guidelines-for-undergraduate-education-in-emergency-medicine
https://www.acep.org/patient-care/policy-statements/providers-of-unsupervised-emergency-department-care/
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Background Information Prepared by: Jonathan Fisher MD, MPH, FACEP
Senior Director, Workforce & Emergency Medicine Practice

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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RESOLUTION: 22(23)
SUBMITTED BY: Emergency Medicine Residents’ Association

SUBJECT: Supporting 3-Year and 4-Year Emergency Medicine Residency Program Accreditation

PURPOSE: Support continued accreditation of both three-year and four-year residency program training formats.

FISCAL IMPACT: Budgeted committee and staff resources for development of a policy statement.

WHEREAS, Emergency Medicine residencies have included three-year and four-year programs since the
1980s'; and

WHEREAS, A 2023 ABEM study published in JACEP Open compared ACGME Milestones data and ABEM
test performance of emergency physicians completing three- and four-year residencies concluded the “results do not
provide sufficient evidence to make a confident determination of the superiority of one training duration compared
with the other?; and

WHEREAS, A 2023 study in the American Journal of Emergency Medicine utilized data from over one
million patient encounters by three-year graduates, four-year graduates, and experienced new hires found similar
performance on “measures of clinical care and practice patterns related to efficiency, safety, and flow” among the
three groups; ultimately concluded the results did not support recommending one length of training over the other?;
and

WHEREAS, There is no clear evidence from existing literature that either three- or four-year programs are
superior or noninferior to the other; and

WHEREAS, Any change to length of training requirements in emergency medicine should be evidence-
based; therefore be it

RESOLVED, That ACEP recognizes the value of choice in emergency medicine residency training formats
and supports the continued accreditation of both three-year and four-year emergency medicine residency programs.

References

1. Sloan EP, Strange GR, Jayne HA. United States emergency medicine residency length in 1986-87 and 1987-88. Ann Emerg
Med 1987;16:862—6.

2. Beeson, MS, Barton, MA, Reisdorff, EJ, et al. Comparison of performance data between emergency medicine 1-3 and 1-4
program formats. JACEP Open. 2023; 4:¢12991. https://doi.org/10.1002/emp2.12991

3. Nikolla DA, Zocchi MS, Pines JM, et al. Four- and three-year emergency medicine residency graduates perform similarly in
their first year of practice compared to experienced physicians. Am J Emerg Med. Apr 15 2023;69:100-107.

EMRA Policy

EMRA recognizes the value of choice in emergency medicine residency training formats. EMRA urges the continued accreditation
of three-year and four-year formats.

Background

This resolution calls for ACEP to support continued accreditation of three-year and four-year residency training
program formats.
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Currently, the Accreditation Council for Graduate Medical Education (ACGME), which accredits emergency medicine
residency programs, has standards' that state:

“Residency programs in emergency medicine are configured in 36-month and 48-month formats and
must include a minimum of 36 months of clinical education.”

The requirements additionally specify that:

“Programs utilizing the 48-month format must ensure that all of the clinical, educational, and milestone
elements contained in these Program Requirements are met and must provide additional in-depth
experience in areas related to emergency medicine, such as medical education, clinical- or laboratory-
based research, or global health. An educational justification describing the additional educational
goals and outcomes to be achieved by residents in the incremental 12 months of education must be
submitted to the Review Committee prior to implementation, and at each subsequent accreditation
review of residency programs of 48 months’ duration.”

As of the academic year 2021-22 there were 276 programs and 80% of programs were three years in length. A review
of the ACGME program requirements of the 27 primary specialties demonstrates that emergency medicine is one of the
few specialties that has two different length of training formats. The ACGME is currently in the process of a major
revision to the program requirements for Emergency Medicine which is a process that occurs every 10 years.?

A 2016 study surveyed emergency medicine program directors on their opinion of the ideal length of training for
emergency medicine programs. The mean length of training was 41.5 months (SD = 5.5, range = 36 to 60 months).* A
2023 study by the American Board of Emergency Medicine (ABEM) examined performance of three-year versus four-
year residents. ACGME Milestones and ABEM In-training Examination (ITE), Qualifying Examination (QE), Oral
Certification Examination (OCE), and program extensions from three-year and four-year residency programs showed
slight differences of uncertain significance.*

Measure 3-year Graduate 4-year graduate P value
Milestones 3.51 3.67 <0.001
ITE Score 79.7 80.3 0.01
QE Score 83.5 83.0 <0.001
QE Pass Rate 93.1 90/8 <0.001
OE Score 5.65 5.67 0.03
OE Pass Rate 95.5 96.9 0.06
Program Extension 91.9 90.4 0.05

Another study examined more than one million encounters by 70 three-year graduates, 39 four-year graduates, and 476
experienced attendings found that measures of clinical care and practice patterns related to efficiency, safety, and flow.
Length of stay, patients per hour, RVUs, and 72-hour returns were similar for all three groups although slight variations
were found.’

In 2021, ACEP convened a workgroup of representatives from eight Emergency Medicine organizations (ACEP,
AACEM, ACOEP, SAEM, CORD-EM, AAEM, EMRA, RAMS) to consider the optimal training and skills needed to
prepare medical students entering the field of emergency medicine for future practice in the field. This was done in
advance of the scheduled review and major revision of the emergency medicine program requirements according to
ACGME timeline. Individuals reviewed the available formal and gray literature on selected topics both within and
beyond emergency medicine, as appropriate as selected by the group. A detailed analysis was presented at biweekly
virtual meetings over a six month period. At these sessions, each topic was thoroughly vetted by the entire group before
a final consensus recommendation was developed. The individual recommendations were compiled and provided to the
ACGME, Discussion of 3 year versus 4 year versus competency-based duration of training was robust and the
committee did not reach a consensus recommendation for the optimal length of training. Instead, it was recommended
that future length of training should be based on curriculum requirements for the future and time needed to achieve
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competency in them. Passage of this resolution to support continuation of both 3 and 4 year formats would align with
the multiorganizational report.

Emergency medicine has seen a dramatic rise in emergency medicine residencies in the past 10 years. The 2023 match
also saw an unprecedented number of unfilled spots, with 554 of 3,010 (18.4%) PGY-1 positions at 131 of 276 (47%)
emergency medicine programs going unfilled.® There has been speculation by some that moving to an all 4-year format
will help address the rapid growth of emergency medicine residencies and workforce issues. Others speculate that an all
4-year format will tip the financial incentives in favor of further expansion of residencies. In an all 4-year model, CMS
would be obligated to provide additional funding to cover the additional year of training. It is unclear whether programs
would keep the same total number residents and spread them out over 4 years, meaning a smaller class size, or whether
programs would add an additional year with the same class size. As such, the workforce impact of moving to an all 4-
year format is unknown.

Background References

1. ACGME Program Requirements for Graduate Medical Education in Emergency Medicine
https://www.acgme.org/globalassets/pfassets/programrequirements/110_emergencymedicine_2023.pdf accessed 8/14/2023

2. Shaping GME: The Future of Emergency Medicine
https://www.acgme.org/globalassets/pfassets/reviewandcomment/emergencymedicinethemesinsights.pdf accessed 8/14/2023

3. Hopson L, Regan L, Gisondi MA, Cranford JA, Branzetti J. Program Director Opinion on the Ideal Length of Residency
Training in Emergency Medicine. Acad Emerg Med. 2016 Jul;23(7):823-7. doi: 10.1111/acem.12968. Epub 2016 Jun 20.
PMID: 26999762.

4. Beeson MS, Barton MA, Reisdorff EJ, et al. Comparison of performance data between emergency medicine 1-3 and 1-4
program formats. J Am Coll Emerg Physicians Open. Jun 2023;4(3):¢12991.

5. Nikolla DA, Zocchi MS, Pines JM, et al. Four- and three-year emergency medicine residency graduates perform similarly in
their first year of practice compared to experienced physicians. Am J Emerg Med. Apr 15 2023;69:100-107.

6. Preiksaitis C, Krzyzaniak S, Bowers K, Little A, Gottlieb M, Mannix A, Gisondi MA, Chan TM, Lin M. Characteristics of
Emergency Medicine Residency Programs With Unfilled Positions in the 2023 Match. Ann Emerg Med. 2023 Jul 11:S0196-
0644(23)00429-8. doi: 10.1016/j.annemergmed.2023.06.002. Epub ahead of print. PMID: 37436344.

ACEP Strategic Plan Reference

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care.
Fiscal Impact

Budgeted committee and staff resources for development of a policy statement.

Prior Council Action

Resolution 48(20) Residency Program Expansion referred to the Board of Directors. Requested ACEP to engage the
ACGME and other stakeholders to construct objective criteria for new residency accreditation considering
workforce needs, competitive advantages and disadvantages, geographic distribution, and demand for physicians.

Amended Resolution 15(09) Emergency Medicine Workforce Solutions adopted. Directed ACEP to address workforce
shortages and lobby for the removal of barriers to increasing the number of residency slots available in emergency
medicine. Also directed ACEP to investigate broadening access to ACGME or AOA accredited emergency medicine
residency programs to physicians who have previously trained in another specialty.

Amended Substitute Resolution 24(01) Work Force Shortage in Emergency Medicine adopted. Directed ACEP to work
with other emergency medicine organizations to use existing workforce data to identify current and future needs for
board certified emergency physicians, recommend strategies based on the projected need to ensure appropriate numbers
of emergency medicine residency graduates meet the need, and advocate to eliminate barriers to create adequate
numbers of emergency medicine residency positions and achieve optimal funding for those positions.

Amended Resolution 65(95) Residency Positions in Emergency Medicine adopted. Directed ACEP to continue long-
range planning for projecting emergency physician needs based on patient visits and physician attrition and continue to


https://www.acgme.org/globalassets/pfassets/programrequirements/110_emergencymedicine_2023.pdf
https://www.acgme.org/globalassets/pfassets/reviewandcomment/emergencymedicinethemesinsights.pdf
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work toward preservation of adequate numbers of residency positions in emergency medicine, and to continue intensive
lobbying efforts to preserve funding for adequate numbers of residency positions in emergency medicine.

Resolution 28(92) Emergency Medicine Residency Training Pilot Program not adopted. The resolution called on ACEP
to facilitate, develop, and pilot a model training program in emergency medicine designed to allow practicing
emergency physicians who completed training in other specialties to meet the requirements of the RRC-EM and
become eligible for the ABEM exam. The pilot programs would be completed in a timely manner, through part-time
and independent work, while in practice.

Substitute Resolution 43(91) Development of New Residency Programs adopted. The resolution directed ACEP to
strongly encourage the Residency Review Committee for Emergency Medicine to consistently apply existing special
requirements used in reviewing prospective emergency medicine residency programs and meet with the ACGME to
explore effective means for facilitating new residency program accreditation.

Amended Resolution 17(90) Emergency Medicine Residency Training Programs adopted. Directed ACEP to promote
the expansion of existing and the development of additional emergency medicine programs, particularly in those areas
of emergency physician shortage.

Prior Board Action

January 2021, appointed a multi-organization ACGME Emergency Medicine Requirements Consensus Task
Force appointed to develop recommendations in response to Referred Resolution 48(20) Residency Program
Expansion.

June 2018, reaffirmed the policy statement “Emergency Medicine Training, Competency, and Professional
Practice Principles;” reaffirmed April 2012; revised and approved January 2006; originally approved November
2001.

Amended Resolution 15(09) Emergency Medicine Workforce Solution adopted.

Amended Substitute Resolution 24(01) Work Force Shortage in Emergency Medicine adopted.

Amended Resolution 65(95) Residency Positions in Emergency Medicine adopted.

Amended Substitute Resolution 43(91) Development of New Residency Programs adopted. The Board amended the
substitute resolution to meet with the Residency Review Committee for Emergency Medicine (RRC-EM) to explore
effective means for facilitating new residency program accreditation.

Amended Resolution 17(90) Emergency Medicine Residency Training Programs adopted.

Background Information Prepared by: Jonathan Fisher MD, MPH, FACEP
Senior Director, Workforce & Emergency Medicine Practice

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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https://www.acep.org/patient-care/policy-statements/emergency-medicine-training-competency-and-professional-practice-principles
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RESOLUTION: 23(23)
SUBMITTED BY: Pennsylvania College of Emergency Physicians

SUBJECT: Opposing Sale-Leaseback Transactions by Health Systems

PURPOSE: Advocate for regulatory agencies and other entities, as appropriate, to closely monitor, discourage, and
oppose sale-leaseback transactions involving health systems, ensuring transparency, accountability, and consideration
of the long-term impact on patient care and health care infrastructure.

FISCAL IMPACT: This is not a current initiative of the College and is unbudgeted. It would require diverting current
budgeted staff resources from other advocacy work to support this effort.

WHEREAS, Health systems are increasingly engaging in sale-leaseback transactions, wherein they sell their
owned properties to third-party investors and then lease them back for continued use; and

WHEREAS, Sale-leaseback transactions by health systems are primarily driven by the desire to raise capital
quickly, resulting in a short-term financial gain for the health system while potentially compromising the long-term
stability and accessibility of health care services; and

WHEREAS, The sale-leaseback model often leads to increased operational costs for health care providers due
to the need to pay lease fees, potentially diverting resources away from patient care and other critical health care
investments; and

WHEREAS, Sale-leaseback transactions can limit the control and flexibility of health systems over their
facilities, as decisions regarding facility management and improvements are subject to the terms and conditions set by
the third-party investors; and

WHEREAS, The prioritization of financial gains through sale-leaseback transactions may incentivize health
systems to make decisions that are not aligned with the best interests of patients, potentially compromising the quality
and continuity of care provided; and

WHEREAS, The sale-leaseback model can negatively impact the stability and accessibility of health care
services, particularly in underserved communities where the closure or downsizing of health care facilities could
result in limited access to essential medical services; and

WHEREAS, The sale-leaseback of Hahnemann University Hospital, located within steps of this Council
meeting, was instrumental in the collapse of a health care institution that spanned three centuries; therefore be it

RESOLVED, That ACEP advocate for regulatory agencies and other entities, as appropriate, to closely
monitor, discourage, and oppose sale-leaseback transactions involving health systems, ensuring transparency,
accountability, and consideration of the long-term impact on patient care and health care infrastructure.

Background
This resolution directs ACEP to advocate for regulatory agencies and other entities, as appropriate, to closely monitor,

discourage, and oppose sale-leaseback transactions involving health systems, ensuring transparency, accountability,
and consideration of the long-term impact on patient care and health care infrastructure.
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The sale and subsequent closing of Hahnemann University Hospital in Philadelphia, PA in 2019 resulted in the loss of
a critical safety net hospital and created significant disruption in the training of more than 570 residents and fellows,
including emergency physicians. Considered the “largest displacement of medical residents in a single event ever”!,
residency program slots and their associated funding was subsequently used by the hospital system and its debtors as
an asset that could be traded or sold. Despite the Affordable Care Act (ACA) laying out the process for redistributing
medical residency slots when a hospital closes, the disruption to current residents was unavoidable and significant.

The company that acquired Hahnemann, “Medical Properties Trust, Inc.(MPT), is a self-advised real estate
investment trust formed in 2003 to acquire and develop net-leased hospital facilities. From its inception in
Birmingham, AL, the company has grown to become one of the world’s largest owners of hospitals with 444 facilities
and roughly 47,000 licensed beds in nine countries and across four continents on a pro forma basis. MPT’s financing
model facilitates acquisitions and recapitalizations and allows operators of hospitals to unlock the value of their real
estate assets to fund facility improvements, technology upgrades and other investments in operations.” This
worrisome trend puts innumerable health care facilities at risk for insolvency.

As a result of the closing of Hahnemann and other local hospitals with sale-leasebacks, Pennsylvania lawmakers plan
to introduce legislation that would place a moratorium on private equity and other firms from buying hospitals in the
state. Lawmakers would also prohibit owners from taking out dividends within two years of an acquisition and limit
sale-leaseback transactions.

Several states have taken unprecedented legal actions to prevent hospital closure due to ownership changes. Rhode
Island’s attorney general was one of the first to conditionally approve a transaction that would allow a change in
ownership of two safety net hospitals in 2021. Illinois introduced legislation to enforce monetary penalties for any
critical access hospital that closes due to a failed sale-leaseback transaction by a health system.

Persistent labor shortages and inflation concerns over the past three years have left the majority of the 5,000+
hospitals in the U.S. unprofitable. As a result, leaseback of hospital buildings and infrastructure has been on the rise.
Concerns about the potential diversion of resources away from patient care and limitations on the flexibility of for-
profit health systems to make sustainable long-term financial decisions, still need to be addressed at the state and
federal level.

This resolution asks for investment of ACEP resources in advocating for outside agencies to monitor and discourage
and oppose hospital sale-leaseback transactions. There is not a specific ask related to emergency medicine specifically
or even physicians in general. Additionally, this is an issue where many of ACEP’s advocacy partners, including the
American Medical Association (AMA) in collaboration with the Association of American Medical Colleges
(AAMCQC)', American Association of Colleges of Osteopathic Medicine (AACOM), and the Accreditation Council for
Graduate Medical Education (ACGME), have existing policy and advocacy efforts that are ongoing and specific to
their physician members and trainees.?

Backround References
Uhttps://www.aamc.org/news/what-residents-need-know-about-hahnemann-university-hospital-closure
2 https://www.ama-assn.org/press-center/press-releases/ama-statement-hahnemann-university-hospital-closure-settlement

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Fiscal Impact

This is not a current initiative of the College and is unbudgeted. It would require diverting current budgeted staff
resources from other advocacy work to support this effort.


https://whyy.org/articles/bankruptcy-judge-approves-55-million-sale-of-hahnemann-residency-program/
https://protect-usb.mimecast.com/s/sBerCxoW6KC58vMIvtBoG?domain=medicalpropertiestrust.gcs-web.com
https://www.bloomberg.com/news/articles/2023-03-23/pennsylvania-bill-targets-maternal-care-desert-in-suburban-philadelphia
https://www.bloomberg.com/news/articles/2023-03-23/pennsylvania-bill-targets-maternal-care-desert-in-suburban-philadelphia
https://riag.ri.gov/press-releases/attorney-general-imposes-unprecedented-conditions-hospital-ownership-change-ensure
https://riag.ri.gov/press-releases/attorney-general-imposes-unprecedented-conditions-hospital-ownership-change-ensure
https://www.ilga.gov/legislation/102/HB/10200HB3657.htm
https://www.bloomberg.com/news/terminal/RPB0EVDWX2PS
https://www.bloomberg.com/news/terminal/RPB0EVDWX2PS
https://www.aamc.org/news/what-residents-need-know-about-hahnemann-university-hospital-closure
https://www.ama-assn.org/press-center/press-releases/ama-statement-hahnemann-university-hospital-closure-settlement
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Prior Council Action
None

Prior Board Action
None

Background Information Prepared by: Adam Krushinskie
Director, State Government Relations

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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RESOLUTION: 24(23)
SUBMITTED BY: Pennsylvania College of Emergency Physicians

SUBJECT: Addressing the Growing Epidemic of Pediatric Cannabis Exposure

PURPOSE: Advocate for changes in cannabis product packaging to prevent resemblance to non-cannabis products
marketed towards children, while also appealing to regulatory bodies for labeling regulations to reduce accidental
ingestion by young children and ensure clear dosing information and risk communication for cannabis products
consumed by children.

FISCAL IMPACT: Cannabis labeling is not a current advocacy initiative of the College and is unbudgeted. It would
require diverting current budgeted staff resources for federal or state advocacy initiatives to support this effort.

WHEREAS, Recent studies have shown a rapid increase in unintentional cannabis exposures among young
children, posing significant toxicity risks and leading to a rising number of hospitalizations; and

WHEREAS, Pediatric cannabis exposure can have serious consequences for the health and well-being of
young children, necessitating proactive measures to prevent and mitigate such exposures; and

WHEREAS, Prioritizing prevention strategies is essential in reducing pediatric cannabis exposures; and

WHEREAS, ACEP plays a crucial role in promoting patient safety, public health, and advancing emergency
medicine; therefore be it

RESOLVED That ACEP advocate for changes in product packaging so as not to resemble non-cannabis
containing products, i.e., candy commonly marketed towards children; and be it further

RESOLVED, That ACEP appeal to regulatory bodies and public health agencies for labeling regulations to
reduce the likelihood of accidental ingestion by young children and clearly communicate dosing information as well
as the potential risks to children associated with cannabis products.

Background

This resolution calls for the College to push for changes in cannabis product packaging to avoid any resemblance to
non-cannabis products, particularly those marketed towards children. Additionally, the resolution directs the College
to appeal to regulatory bodies and public health agencies to implement labeling regulations to reduce the likelihood of
accidental ingestion of cannabis products by young children and clearly communicate dosing information as well as
the potential risks associated with cannabis products.

According to the National Conference of State Legislatures, as of April 24, 2023, medical use of cannabis is legalized
in 38 states, three territories, and the District of Columbia. Twelve other states have laws that limit THC content for
the purpose of allowing access to products that are rich in cannabidiol (CBD). As of June 1, 2023, recreational use of
cannabis is legal in 23 states, the District of Columbia, the Northern Mariana Islands, and Guam; 27 states and D.C.
have decriminalized small amounts of marijuana.

Although the use of cannabis remains illegal federally, some of its derivative compounds have been approved by the
Food and Drug Administration (FDA) for prescription use. Cannabidiol derived from industrial hemp is legal at the
federal level for non-prescription use, but legality and enforcement vary by state. A systematic review of the literature


https://www.ncsl.org/health/state-medical-cannabis-laws
https://www.reuters.com/world/us/us-states-where-recreational-marijuana-is-legal-2023-05-31/
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shows that as cannabis legalization, availability, and potency increase so does the possibility of increasing
unintentional pediatric cannabis intoxication and associated hospitalization.!

As cannabis continues to be prevalent in the United States, addressing the rise in pediatric cannabis exposure
effectively remains a critical public health challenge. Recent studies have revealed increases in pediatric cannabis
exposure incidents, resulting in significant toxicity risks and a subsequent rise in hospitalizations among this
population.? Among various forms of marijuana, edible products containing cannabis extracts pose a unique risk to
youth due to their attractive appearance, often closely resembling candies, cookies, and drinks. This resemblance to
regular food items and lack the typical smell and visible smoke associated with inhaled marijuana makes them
inconspicuous and appealing to adolescents. Greater accessibility and palatability have contributed to their growing
popularity among young individuals. Moreover, manufacturers often design the packaging of edible products to
closely resemble mainstream foods, further increasing the likelihood of accidental ingestion.

The effects of edible marijuana products take longer to manifest compared to inhaled forms. The cannabis compounds
must be digested before entering the bloodstream, resulting in a delayed onset of effects. This delay can lead to
unintentional overconsumption, as users may consume more, believing the product to be ineffective. The
psychoactive compound in cannabis, delta-9-tetrahydrocannabinol (THC), can cause adverse effects, such as impaired
motor function, respiratory distress, and even seizures in young children who accidentally consume these products. In
the first half of 2021, poison control centers have managed 2,158 cases related to cannabidiol. Some of these were
related to additional drugs, or adulteration with a synthetic cannabinoid.* Between 2017 and 2018, Utah reported 52
cases of poisoning from ingestion of CBD oil that produced symptoms that included hallucinations, nausea, vomiting,
seizures, and loss of consciousness.’

The increasing prevalence of cannabis use in the United States has brought attention to potential adverse effects,
especially in children and adolescents. In 2023, the Centers for Disease Control and Prevention (CDC) conducted a
study examining trends in cannabis-involved emergency department (ED) visits among individuals aged 25 years and
younger, comparing the period before and during the COVID-19 pandemic.® The study analyzed data from the CDC's
National Syndromic Surveillance Program covering the period from December 30, 2018, to January 1, 2023. The
findings revealed a significant total of 539,106 cannabis-involved ED visits among individuals aged <25 years,
highlighting an average rate of 64.9 visits per 10,000 ED visits. During the COVID-19 pandemic,’ the study observed
a spike in weekly cannabis-involved ED visits, particularly among children aged <10 years. The numbers ranged from
30.4 to 71.5 in the years 2020, 2021, and 2022, compared to 18.7 to 23.2 during the pre-pandemic period. This notable
increase in visits points to a trend of heightened cannabis-related incidents among younger children during the
pandemic, potentially influenced by changes in home environments and easier accessibility to cannabis products.

The study also uncovered patterns among youths aged 11-14 years, where cannabis-involved ED visits showed an
upward trend starting in 2020. The peak of these visits (209.3) occurred during the second half of the 2021-22 school
year. Another significant finding from the study was the sharp increase in cannabis-related ED visits among children
under the age of 11, with a striking 214% rise on average from 2019 to 2022. This rise was primarily associated with
accidental poisoning due to the ingestion of cannabis-infused edibles.

Some have suggested that strengthening labeling policies could play a role in reducing unintended ingestion incidents.
Several states already require specific labeling and packaging requirements. These regulations vary substantially by
state but generally involve specific warnings about potential harmful effects of cannabis and may include nutritional
information. All states require THC content and manufacturer information, but common practices in more than 80
percent of states include providing a list of ingredients, batch number, production tracking, health warnings, and other
information.” For instance, in Colorado, Washington, and Alaska, warning labels or accompanying material must
indicate that cannabis has intoxicating effects (1 Colo. Code Regs. § 212-2, 2016; Wash. Admin. Code § 314-55-105,
2016; Alaska Admin. Code tit. 3, § 306.345, 2016).° Additionally, Colorado and Oregon mandate the inclusion of the
state-designated universal symbol for cannabis on edibles labels (1 Colo. Code Regs. § 212-2; Or. Admin. R. 333-
007-0070, 2016) and require a statement that intoxicating effects may not be felt for up to two hours after
consumption (1 Colo. Code Regs. § 212-2; Or. Admin. R. 333-007-0070). Furthermore, Washington and Oregon
either currently or will soon require that extra informational material be provided to buyers of edibles with each sale
or displayed on posters in dispensaries (Wash. Admin. Code § 314-55-105; Or. Admin. R. 333-008-1500, 2016). In
Washington State, this accompanying material must include warning statements about health risks, the importance of
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keeping edibles out of reach of children, potential impaired judgment, delayed activation of effects, as well as
disclosures of pesticides and extraction methods (Wash. Admin. Code § 314-55-105). Some packaging requirements
include mandatory child-resistance measures (Alaska, Arizona, Colorado, Connecticut, Guam, Hawaii, Illinois,
Maryland, Massachusetts, Minnesota, Nevada, New Mexico, the Northern Mariana Islands, Oregon, and
Washington). Alaska, Colorado, Hawaii, Maryland, Massachusetts, New Mexico, the Northern Mariana Islands, and
Oregon, require that containers housing cannabis must be opaque. Some states also require products to be labeled as
"medical use only" if they are intended for medical patients (California, Delaware, the District of Columbia, Hawaii,
Illinois, Minnesota, New Jersey, and Rhode Island).?

Additional standards and specifications are on the horizon as well. In July 2023, the National Conference on Weights
and Measures (NCWM) met to finalize basic labeling requirements for cannabis products. State and federal regulators
will use these guidelines set by the NCWM and created in coordination with the American Trade Association of
Cannabis and Hemp (ATACH) as model standards for definitions, packaging and labeling requirements, and storage
best practices. Under the guidelines, cannabis products must indicate whether the product "Contains 0.3% or less
Total Delta-9 THC" or "Contains more than 0.3% Total Delta-9 THC." Additionally, the back or side panel of
cannabis packaging must feature "a declaration of the labeled cannabinoid per serving or application," with the
stipulation that “the cannabinoid quantity declaration must be in milligrams.” This policy will become effective
January 1, 2024.7

In 2021, the Council adopted Amended Resolution 50(21) Complications of Marijuana Use directing ACEP to
develop practice guidelines on the treatment of complications of marijuana use as seen in the ED, provide education
and guidance to emergency physicians in relationship to documentation and overall awareness of cannabis-related ED
diagnoses, and develop and disseminate public facing information on the complications of marijuana use as seen in
the emergency department. In response to the resolution, the Clinical Policies Committee is in the process of
developing practice guidelines and the Public Health & Injury Prevention Committee has developed patient
information on the risks and potential effects of marijuana use and physician information on the management of THC
presentations in the ED.

ACEP members have published multiple articles and editorials:

e The perils of recreational marijuana use: relationships with mental health among emergency department
patients (JACEP Open; March 8, 2020)

e Indications and preference considerations for using medical Cannabis in an emergency department: A
National Survey (The American Journal of Emergency Medicine; July 10, 2020)

e Letter to Editor: A National Survey of US Medicine Physicians on their Knowledge Regarding State and
Federal Cannabis [L.aws (Cannabis & Cannabinoid Research; December 2020)

e The emergency department care of the cannabis and synthetic cannabinoid patient: a narrative review
(International Journal of Emergency Medicine; February 2021)

ACEDP has developed education and resources available on demand regarding ED presentations related to marijuana:

e Deadly Spice: A CME Now Case Study
e Legal and Legit? Vices of the Young:

o Still Dope: New on the Scene 2020:

e Marijuana Risks — patient handout

e THC Management — physician handout

Background References

'https://pubmed.ncbi.nlm.nih.gov/28370228/
“https://www.nytimes.com/2023/01/04/health/children-eating-edibles-weed.html
3https://www.acep.org/siteassets/sites/acep/media/by-medical-focus/mental-health/marijuana-risk-handouts---patient-1.pdf
“https://aapcc.org/national-poisondata-system

SHorthRZ,CrouchB,HorowitzBZ etal. Notesfromthefield:acute poisoningsfromasyntheticcannabinoidsoldascannabidiol-Utah,
2017-2018. MMWRMorbMortal WklyRep.2018;67(20):587-588.
®https://www.cdc.gov/mmwr/volumes/72/wr/mm7228al.htm?s_cid=mm7228al_e&ACSTrackingID=USCDC _921-



http://acep.org/by-medical-focus/mental-health-and-substanc-use-disorders
http://acep.org/by-medical-focus/mental-health-and-substanc-use-disorders
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7493489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7493489/
https://www.ajemjournal.com/article/S0735-6757(20)30597-0/fulltext
https://www.ajemjournal.com/article/S0735-6757(20)30597-0/fulltext
https://pubmed.ncbi.nlm.nih.gov/33381647/
https://pubmed.ncbi.nlm.nih.gov/33381647/
https://pubmed.ncbi.nlm.nih.gov/33568074/
https://ecme.acep.org/diweb/catalog/item?id=2450112
https://ecme.acep.org/diweb/catalog/item?id=5027271
https://ecme.acep.org/diweb/catalog/item?id=5033276
https://www.acep.org/siteassets/sites/acep/media/by-medical-focus/mental-health/marijuana-risk-handouts---patient-1.pdf
https://www.acep.org/siteassets/sites/acep/media/by-medical-focus/mental-health/thc-managment---physician.pdf
https://pubmed.ncbi.nlm.nih.gov/28370228/
https://www.nytimes.com/2023/01/04/health/children-eating-edibles-weed.html
https://www.acep.org/siteassets/sites/acep/media/by-medical-focus/mental-health/marijuana-risk-handouts---patient-1.pdf
https://aapcc.org/national-poisondata-system
https://www.cdc.gov/mmwr/volumes/72/wr/mm7228a1.htm?s_cid=mm7228a1_e&ACSTrackingID=USCDC_921-DM108851&ACSTrackingLabel=This%20Week%20in%20MMWR%3A%20Vol.%2072%2C%20July%2014%2C%202023&deliveryName=USCDC_921-DM108851#suggestedcitation
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DM108851&ACSTrackinglLabel=This%20Week%20in%20MMWR%3A%20Vo0l.%2072%2C%20July%2014%2C%202023 &del
iveryName=USCDC 921-DM 10885 1#suggestedcitation

"https://www.liebertpub.com/doi/10.1089/can.2020.0079
$https://www.marijuanamoment.net/federal-standards-handbook-is-getting-new-sections-on-cannabis-packaging-labeling-and-
storage/

°https://cannacon.org/cannabis-packaging-regulations-across-
states/#:~:text=The%20most%20universal%20cannabis%20regulations,Oregon%20and%20Washington%?20require%20this
Ohttps://www.ncbi.nlm.nih.gov/pme/articles/PMC5260817/

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and professional.

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care.
Fiscal Impact

Cannabis labeling is not a current initiative of the College and is unbudgeted. It would require diverting current
budgeted staff resources for federal or state advocacy initiatives to support this effort.

Prior Council Action

The Council has discussed and adopted many resolutions about cannabis, although none have focused solely on
pediatric cannabis exposure.

Amended Resolution 50 (21) Complications of Marijuana Use amended and adopted. Directed ACEP to develop
practice guidelines on the treatment of complications of marijuana use as seen in emergency department
presentations; provide education and guidance to emergency physicians in relationship to documentation and overall
awareness of cannabis related ED diagnoses; and, develop and disseminate public facing information on the
complications of marijuana use as seen in the emergency department.

Amended Resolution 36(18) ACEP Policy Related to Medical Cannabis adopted. Directed ACEP to support
rescheduling of cannabis to facilitate well-controlled studies of cannabis and related cannabinoids for medical use.

Resolution 53(17) Supporting Research in the Use of Cannabidiol in the Treatment of Intractable Pediatric Seizure
Disorders not adopted. Directed ACEP to publicly and officially state support for scientific research to evaluate the
risks and benefits of cannabidiol in children with intractable seizure disorders who are unresponsive to medications
currently available.

Resolution 42(17) ACEP Policy Related to Cannabis not adopted. Directed that ACEP not take a position on the
medical use of marijuana, cannabis, or synthetic cannabinoids and not support the non-medical use of marijuana,
cannabis, synthetic cannabinoids and similar substances.

Resolution 30(16) Treatment of Marijuana Intoxication in the ED referred to the Board of Directors. Directed ACEP
to determine if there are state or federal laws providing guidance to emergency physicians treating marijuana
intoxication in the ED; investigate how other specialties address the treatment of marijuana intoxication in clinical
settings; and provide resources to coordinate the treatment of marijuana intoxication.

Prior Board Action

Amended Resolution 50 (21) Complications of Marijuana Use adopted.

June 2019, approved the policy statement: Medical Cannabis



https://www.cdc.gov/mmwr/volumes/72/wr/mm7228a1.htm?s_cid=mm7228a1_e&ACSTrackingID=USCDC_921-DM108851&ACSTrackingLabel=This%20Week%20in%20MMWR%3A%20Vol.%2072%2C%20July%2014%2C%202023&deliveryName=USCDC_921-DM108851#suggestedcitation
https://www.cdc.gov/mmwr/volumes/72/wr/mm7228a1.htm?s_cid=mm7228a1_e&ACSTrackingID=USCDC_921-DM108851&ACSTrackingLabel=This%20Week%20in%20MMWR%3A%20Vol.%2072%2C%20July%2014%2C%202023&deliveryName=USCDC_921-DM108851#suggestedcitation
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5260817/
https://www.acep.org/patient-care/policy-statements/medical-cannabis/
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Amended Resolution 36(18) ACEP Policy Related to Medical Cannabis adopted.

June 2017, approved the Emergency Medicine Practice Committee’s recommendations regarding Referred Resolution
30(16) Treatment of Marijuana Intoxication in the ED and take no further action on Resolveds 1, 2, and 4 and
approved their recommendations for Resolved 3 (assign to the Tox Section or other body for additional work) and
Resolved 5 (educate ED providers to document diagnosis of marijuana intoxication and subsequent efforts be made to
correlate said diagnosis with concerning emergent presentations, including those in high-risk populations such as
children, pregnant patients, and those with mental illness. Once that data is obtained, ACEP can then appropriately
focus on determining what resources are needed to coordinate treatment of marijuana intoxication).

Background Information Prepared by: Fred Essis
Congressional Lobbyist

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 25(23)

SUBMITTED BY: Larry Bedard, MD, FACEP
Dan Morhaim, DO, FACEP

SUBJECT: Compassionate Access to Medical Cannabis Act — “Ryan’s Law”

PURPOSE: Support allowing patients access to medical cannabis; endorse and support passage of Ryan’s Law across
the U.S.; and, endorse, support, and assist chapters in the passage of Ryan’s Law legislation in their states.

FISCAL IMPACT: This is not a current initiative of the College and is unbudgeted. It would require diverting current
budgeted committee and staff resources for federal and state advocacy initiatives to support these efforts and
potentially additional unbudgeted costs associated with assisting chapters.

WHEREAS, In 1996 California became the first state to legalize the use of medical cannabis when citizens
passed the Compassionate Use Act; and

WHEREAS, 38 states, the District of Columbia, and four U.S. territories allow medical cannabis use; and
WHEREAS, The fastest growing demography of people using medical cannabis is people 65 and older; and
WHEREAS Medical organizations that have issued statements in support of allowing access to medical

cannabis include the American Nurses Association, American Public Health Association, American Medical Student
Association,)National Multiple Sclerosis Society, Epilepsy Foundation, and Leukemia & Lymphoma Society; and

WHEREAS, On January 12, 2017 the National Academies of Science, Engineering & Medicine released a
report entitled “Health Effects of Cannabis and Cannabinoids: Current State of Evidence and Recommendations for
Research”, which concluded there was conclusive or substantial scientific evidence that medical cannabis was an
effective treatment for chronic pain in adults, anti-emetics in chemotherapy-induced nausea and spasticity symptoms
in MS and moderate scientific evidence that medical cannabis was an effective treatment for obstructive sleep apnea
and

WHEREAS, Many terminally ill patients are admitted to acute care hospitals with chronic pain and nausea
due to chemotherapy; and

WHEREAS, According to a survey from Morse Life Health System Hospice and Palliative Care 87% of
Americans support medical cannabis as an option for treatment in cases where the patient has received a terminal
diagnosis; and

WHEREAS, Hospitals in Israel, Germany, Canada, and other countries have developed policy and procedures
for inpatient use of medicinal cannabis; and

WHEREAS, The AMA Code of Ethics, Opinion 10.01 - Fundamental Elements of the Patient- Physician
Relationship that states “The patient has the right to receive information from physicians and to discuss the benefits,
risks, and costs of appropriate treatment alternatives.” should apply to inpatients; and

WHEREAS, Ryan’s Law allows terminal ill patients to use medical cannabis in hospitals; and

WHEREAS, Ryan’s Law specifically prohibit the smoking or vaping of medical cannabis for hospitalized
terminally ill patients; and



https://en.wikipedia.org/wiki/American_Nurses_Association
https://en.wikipedia.org/wiki/American_Public_Health_Association
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https://en.wikipedia.org/wiki/American_Medical_Student_Association
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WHEREAS, Ryan’s Law allows any hospital investigated by the federal government for using a scheduled 1
drug to immediately prohibit the use of medical cannabis in the hospital; and

WHEREAS, Ryan’s Law was signed into law in California by Governor Newson on September 28, 2021,
becoming effective January 1, 2022 (Ryan’s Law applies to all CA health care facilities including acute care hospitals,
special hospitals, skilled nursing facilities, congregate living health facilities, or hospice providers, excluding
chemical dependency recovery hospitals, and state hospitals); and

WHEREAS, Marin Health Medical Center became one of the first hospitals in California to implement
Ryan’s law; and

WHEREAS, The Ryan’s Law team is advocating for a version of Ryan’s Law in 14 other states and the
United States Congress and if approved these laws will also require health care facilities and hospitals to allow
terminally ill patients use of some types of medical cannabis; therefore be it

RESOLVED, That ACEP support allowing patients access to medical cannabis; and be it further

RESOLVED, That ACEP endorse and support the passage of Ryan’s Law across the entire United States; and
be it further

RESOLVED, That ACEP endorse, support, and assist ACEP chapters in the passage of Ryan’s Law
legislation in their states.

Background

The resolution calls for ACEP to support allowing patients access to medical cannabis; endorse and support the
passage of Ryan’s Law across the U.S.; and, endorse, support, and assist ACEP chapters in the passage of Ryan’s Law
legislation in their states. A similar resolution was submitted to the Council last year with the same three resolveds.

The Compassionate Access to Medical Cannabis Act, or “Ryan’s Law,” is a California law requiring health care
facilities to allow the use of medical cannabis on their premises for terminally ill patients with a valid medical
cannabis card or recommendation from their physician. The law requires health care facilities to not interfere with or
prohibit eligible patients from consuming medical cannabis on-site (smoked or vaped cannabis products are
excluded); list medical cannabis use in a patient’s record; obtain a copy of the patient’s valid medical cannabis license
or physician recommendation before allowing any consumption; write and distribute guidelines detailing the new
protocols; and, ensure that the patient’s cannabis is stored and secured in a locked container when not being
consumed.

However, recognizing the current legal disparities between state laws and federal law, a provision was added to the
law to ensure that hospitals and facilities are not forced to choose between complying with state law and not federal
law (or vice versa), thus ensuring they do not face the threat of potentially losing access to federal funds for operating
in accordance with state law. Hospitals may comply with federal demands in the case of a federal agency ordering a
facility to stop allowing a patient to consume medical cannabis.

The legalization of both recreational and medicinal use of cannabis continues to be highly controversial, enhanced by
conflicting studies demonstrating various effects experienced in states where marijuana use has been legalized.
According to the National Conference of State Legislatures, as of April 24, 2023, medical use of cannabis is legalized
in 38 states, three territories, and the District of Columbia. Twelve other states have laws that limit THC content for
the purpose of allowing access to products that are rich in cannabidiol (CBD). As of June 1, 2023, recreational use of
cannabis is legal in 23 states, the District of Columbia, the Northern Mariana Islands, and Guam; 27 states and D.C.
have decriminalized small amounts of marijuana.

Despite legalization in several states, marijuana remains a Schedule I drug under the federal Controlled Substances
Act, along with drugs like cocaine, LSD, heroin, MDMA (ecstasy), and psylocibin, among others. Schedule I drugs


https://www.safeaccessnow.org/ryanslaw
https://www.ncsl.org/health/state-medical-cannabis-laws
https://www.reuters.com/world/us/us-states-where-recreational-marijuana-is-legal-2023-05-31/
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are those with a high potential for abuse, no current accepted medical treatment use within the U.S., and a lack of
accepted safety for use under medical supervision. Although the use of cannabis remains illegal federally, some of its
derivative compounds have been approved by the Food and Drug Administration (FDA) for prescription use.
Cannabidiol derived from industrial hemp is legal at the federal level for non-prescription use, but legality and
enforcement vary by state.

In October 2022, President Joe Biden announced three initiatives his Administration was taking to address federal
marijuana policy: 1) pardoning all prior federal offenses of simple marijuana possession; urging all state governors to
do the same with regard to state offenses; and, 3) directing the Secretary of Health and Human Services and the
Attorney General to initiate the administrative review process to review expeditiously how marijuana is scheduled
under federal law. The Administration aims to finish that review before the end of 2023.

The 2021 Council adopted Amended Resolution 50(21) Complications of Marijuana Use directing ACEP to develop
practice guidelines on the treatment of complications of marijuana use as seen in the ED, provide education and
guidance to emergency physicians in relationship to documentation and overall awareness of cannabis-related ED
diagnoses, and develop and disseminate public facing information on the complications of marijuana use as seen in
the emergency department. In response to the resolution, the Clinical Policies Committee began reviewing
information on the conditions where there is evidence for an association between marijuana use and ED presentations:
hyperemesis, psychosis, trauma, and, possibly, dysrhythmias. An initial literature search was performed to gain
understanding of the scope of existing literature on the topic and found there was limited published data. The
committee was also informed that the Society for Academic Emergency Medicine’s “Guidelines for Reasonable and
Appropriate Care” (GRACE) program is currently working on a practice guideline for cannabis-induced hyperemesis.
ACEP’s Clinical Policies Committee shifted its focus to developing a systematic review of the evidence for an
association between marijuana use and specific ED presentations. The committee continues to work on developing a
scientific article accompanied by a best practice document.

ACEP’s policy statement “Medical Cannabis” states:

The American College of Emergency Physicians (ACEP) believes that scientifically valid and well-
controlled clinical trials conducted under federal investigational new drug applications are necessary to
assess the safety and effectiveness of all new drugs, including cannabis and cannabis derivative products, for
medical use. Currently, in many states, cannabis and related cannabinoids are being recommended for
patient use by physicians when little evidence has been provided regarding appropriate indications, efficacy,
dosages, and precautions of these drugs. ACEP supports the rescheduling of cannabis and encourages the
Food & Drug Administration (FDA), Drug Enforcement Administration (DEA), and other appropriate
organizations to facilitate scientifically valid, well-controlled studies of the use of cannabis and cannabis
derivative products for treatment of disease and of its impact on societal health.

ACEP members have published multiple articles and editorials:

e The perils of recreational marijuana use: relationships with mental health among emergency department
patients (JACEP Open; March 8, 2020)

e Indications and preference considerations for using medical Cannabis in an emergency department: A
National Survey (The American Journal of Emergency Medicine; July 10, 2020)

e Letter to Editor: A National Survey of US Medicine Physicians on their Knowledge Regarding State and
Federal Cannabis [Laws (Cannabis & Cannabinoid Research; December 2020)

e The emergency department care of the cannabis and synthetic cannabinoid patient: a narrative review
(International Journal of Emergency Medicine; February 2021)

ACEDP has developed education and resources available on demand regarding ED presentations related to marijuana:

e Deadly Spice: A CME Now Case Study
e Legal and Legit? Vices of the Young:

e Still Dope: New on the Scene 2020:

e Marijuana Risks — patient handout



https://www.whitehouse.gov/briefing-room/statements-releases/2022/10/06/statement-from-president-biden-on-marijuana-reform/
https://www.acep.org/globalassets/new-pdfs/policy-statements/medical-cannabis.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7493489/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7493489/
https://www.ajemjournal.com/article/S0735-6757(20)30597-0/fulltext
https://www.ajemjournal.com/article/S0735-6757(20)30597-0/fulltext
https://pubmed.ncbi.nlm.nih.gov/33381647/
https://pubmed.ncbi.nlm.nih.gov/33381647/
https://pubmed.ncbi.nlm.nih.gov/33568074/
https://ecme.acep.org/diweb/catalog/item?id=2450112
https://ecme.acep.org/diweb/catalog/item?id=5027271
https://ecme.acep.org/diweb/catalog/item?id=5033276
https://www.acep.org/siteassets/sites/acep/media/by-medical-focus/mental-health/marijuana-risk-handouts---patient-1.pdf
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e THC Management — physician handout

Based on direction in Amended Resolution 36(18) ACEP Policy Related to Medical Cannabis and recommendation
from the Federal Government Affairs Committee, ACEP Supported H.R. 3797, the “Medical Marijuana Research Act
0f 2019.” This legislation is consistent with ACEP policy, amending the Controlled Substances Act to establish a less
burdensome registration process specifically for marijuana research, and providing approved researchers with the
ability to acquire cannabis needed for their studies. This legislation is also intended to ensure a supply of marijuana
for research purposes through the National Institute on Drug Abuse Drug Supply Program, directed the FDA to issue
guidelines on the production of marijuana, and encouraged authorized researchers and manufacturers to produce
marijuana. In the 117" Congress, ACEP advocated for the “Medical Marijuana and Cannabidiol Research Expansion
Act,” an updated version of the legislation that was successfully passed by both chambers of Congress and signed into
law on December 2, 2022. The law removes the aforementioned barriers for research, ensures an adequate supply of
research-grade marijuana, and promotes the development of FDA-approved drugs derived from CBD and marijuana.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and professional.

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care.
Fiscal Impact

This is not a current initiative of the College and is unbudgeted. It would require diverting current budgeted
committee and staff resources for federal and state advocacy initiatives to support these efforts and potentially
additional unbudgeted costs associated with assisting chapters.

Prior Council Action

Resolution 30(22) Compassionate Access to Medical Cannabis Act — “Ryan’s Law” not adopted. The resolution
requested that ACEP support allowing patients access to medical cannabis; endorse and support passage of Ryan’s
Law across the U.S.; and, endorse, support, and assist chapters in the passage of Ryan’s Law legislation in their states.

Amended Resolution 50(21) Complications of Marijuana Use adopted. Directed ACEP to develop practice guidelines
on the treatment of complications of marijuana use as seen in the ED; provide education and guidance to emergency
physicians in relationship to documentation and overall awareness of cannabis related ED diagnoses; and develop and
disseminate public facing information on the complications of marijuana use as seen in the emergency department.

Amended Resolution 36(18) ACEP Policy Related to Medical Cannabis adopted. Directed ACEP to support
rescheduling of cannabis to facilitate well-controlled studies of cannabis and related cannabinoids for medical use.

Resolution 37(18) ACEP Policy Related to “Recreational” Cannabis not adopted. Called for ACEP to align ACEP
policy on recreational use of cannabis with current AMA policy on the issue.

Resolution 54(17) Use of Cannabis as an Exit Drug for Opioid Dependency not adopted. Called for ACEP to adopt a
policy stating that a chronic pain patient in a pain management program should not be eliminated from the program
solely because they use cannabis as recommended by their physician.

Resolution 53(17) Supporting Research in the Use of Cannabidiol in the Treatment of Intractable Pediatric Seizure
Disorders not adopted. Directed ACEP to publicly and officially state support for scientific research to evaluate the
risks and benefits of cannabidiol in children with intractable seizure disorders who are unresponsive to medications
currently available.

Resolution 42(17) ACEP Policy Related to Cannabis not adopted. Directed that ACEP not take a position on the
medical use of marijuana, cannabis, or synthetic cannabinoids and not support the non-medical use of marijuana,


https://www.acep.org/siteassets/sites/acep/media/by-medical-focus/mental-health/thc-managment---physician.pdf
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cannabis, synthetic cannabinoids and similar substances.

Resolution 30(16) Treatment of Marijuana Intoxication in the ED referred to the Board of Directors. Directed ACEP
to determine if there are state or federal laws providing guidance to emergency physicians treating marijuana
intoxication in the ED; investigate how other specialties address the treatment of marijuana intoxication in clinical
settings; and provide resources to coordinate the treatment of marijuana intoxication.

Resolution 10(16) Criminal Justice Reform — National Decriminalization of Possession of Small Amounts of
Marijuana for Personal Use referred to the Board. The resolution directed ACEP to adopt and support a national
policy for decriminalization of small amounts of marijuana possession for personal and medical use and submit a
resolution to the AMA for national action on decriminalization of possession of small amounts of marijuana for
personal use.

Resolution 16(15) Decriminalization and Legalization of Marijuana not adopted. Directed ACEP to support
decriminalization for possession of marijuana for recreational use by adults and to support state and federal
governments to legalize, regulate, and tax marijuana for adult use.

Resolution 15(15) CARERS Act of 2015 not adopted. Directed ACEP to endorse S. 683 and require the AMA Section
Council on Emergency Medicine to submit a resolution directing the AMA to endorse this legislation.

Resolution 27(14) National Decriminalization of Possession of Marijuana for Personal and Medical Use not adopted.
Directed ACEP to adopt and support policy to decriminalize possession of marijuana for personal use, support
medical marijuana programs, and encourage research into its efficacy, and have the AMA Section Council on EM
submit a resolution for national action on decriminalization for possession of marijuana for personal and medical use.

Amended Resolution 19(14) Cannabis Recommendations by Emergency Physicians not adopted. The original
resolution called for ACEP to support emergency physician rights to recommend medical marijuana where it is legal;
object to any punishment or denial of rights and privileges at the state or federal level for emergency physicians who
recommend medical marijuana; and support research for medical uses, risks, and benefits of marijuana. The amended
resolution directed ACEP to support research into the medical uses, risks, and benefits of marijuana.

Resolution 23(13) Legalization and Taxation of Marijuana for both Adult and Medicinal Use not adopted. This
resolution requested ACEP to support, endorse, and advocate for the legalization and taxation of marijuana.

Resolution 25(11) Regulate Marijuana Like Tobacco not adopted. This resolution would have revised ACEP policy
on tobacco products to apply to marijuana or cannabis.

Resolution 20(10) Legalization and Taxation of Marijuana not adopted. This resolution requested ACEP to support,
endorse, and advocate for the legalization and taxation of marijuana.

Resolution 16(10) Classification Schedule of Marijuana as a Controlled Substance not adopted. The resolution
requested ACEP to convene a Marijuana Technical Advisory Committee to advocate for change in the classification
status of marijuana from a DEA Schedule I to a Schedule II drug.

Resolution 16(09) Legalization and Taxation of Marijuana not adopted. This resolution requested ACEP to support,
endorse, and advocate for the legalization and taxation of marijuana and for a trust fund to be established using tax
revenue from marijuana sales that would fund research and treatment of drugs and alcohol dependence.

Prior Board Action

Amended Resolution 50(21) Complications of Marijuana Use adopted.

June 2019, approved the policy statement “Medical Cannabis.”

Amended Resolution 36(18) ACEP Policy Related to Medical Cannabis adopted.


https://www.acep.org/patient-care/policy-statements/medical-cannabis/
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June 2017, approved the Emergency Medicine Practice Committee’s recommendations regarding Referred Resolution
30(16) Treatment of Marijuana Intoxication in the ED and take no further action on Resolveds 1, 2, and 4 and
approved their recommendations for Resolved 3 (assign to the Tox Section or other body for additional work) and
Resolved 5 (educate ED providers to document diagnosis of marijuana intoxication and subsequent efforts be made to
correlate said diagnosis with concerning emergent presentations, including those in high-risk populations such as
children, pregnant patients, and those with mental illness. Once that data is obtained, ACEP can then appropriately
focus on determining what resources are needed to coordinate treatment of marijuana intoxication).

June 2017, adopted the recommendation of the Emergency Medicine Practice Committee, Medical-Legal Committee,
and the Public Health & Injury Prevention Committees to take no further action on Referred Resolution 10(16)
Criminal Justice Reform — National Decriminalization of Possession of Small Amounts of Marijuana for Personal
Use.

Background Information Prepared by: Ryan McBride, MPP
Congressional Affairs Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 26(23)

SUBMITTED BY: Larry Bedard, MD, FACEP
Dan Morhaim, DO ,FACEP

SUBJECT: Decriminalization of All Illicit Drugs

PURPOSE: Endorse and support decriminalization of personal possession and use of small amounts of all illicit
drugs in the U.S. and endorse and support chapters to develop and introduce state legislation decriminalizing personal
possession and use of small amounts of all illicit drugs.

FISCAL IMPACT: This is not a current initiative of the College and is unbudgeted. It would require diverting current
budgeted committee and staff resources for federal and state advocacy initiatives to support these efforts and
additional unbudgeted costs of approximately $10,000 for legislative drafting or consulting for development of model

legislation.
1 WHEREAS, In 2001 Portugal became the first country to decriminalize the personal possession and use of
2 small amounts of all illicit drugs; and
3
4 WHEREAS, Since it decriminalized all illicit drugs, Portugal has seen a dramatic drops in drops in
5  problematic drug use, HIV and hepatitis infection rates, overdose deaths, drug-related crime, and incarceration rates;
6 and
7
8 WHEREAS, The following countries have decriminalized drug use: Antigua + Barbuda, Argentina, Armenia,
9  Australian States: South Australia, Australian Capital Territory, Northern Australia, Belize, Bolivia, Chile, Colombia,
10 Costa Rica, Croatia, Czech Republic, Estonia, Germany, Italy, Jamaica, Mexico, Netherlands, Paraguay, Peru, Poland,
11 Portugal, Russian Federation, South Africa, Spain, Switzerland, Uruguay, U.S. Virgin Islands; and
12
13 WHEREAS, On Election Day 2020, Oregonians overwhelmingly passed Measure 110 that made the
14 possession of small amounts of cocaine, heroin, LSD, and methamphetamine, among other drugs, punishable by a
15  civil citation — akin to a parking ticket — and a $100 fine; and
16
17 WHEREAS, Alaska, California, Colorado, Connecticut, Delaware, Hawaii, Illinois, Maine, Maryland,
18 Massachusetts, Nevada, New Hampshire, New Mexico, New York, Oregon, Rhode Island, Vermont, and Washington
19  DC have decriminalized to some degree the personal possession and use of illicit drugs; therefore be it
20
21 RESOLVED, That ACEP endorse and support the decriminalization of the personal possession and use of
22 small amounts of all illicit drugs in the United States; and be it further
23
24 RESOLVED, That ACEP endorse and support ACEP chapters to develop and introduce state legislation that
25  decriminalizes the personal possession and use of small amounts of all illicit drugs.

Background

The resolution directs the College to endorse and support the decriminalization of the personal possession and use of
small amounts of all illicit drugs in the United States and also directs the College to endorse and support ACEP
chapters to develop and introduce state legislation that decriminalizes the personal possession and use of small
amounts of all illicit drugs. A similar resolution was submitted to the Council last year that was not adopted, however,
that resolution included language in both resolveds to instead make personal possession and use of small amounts of
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all illicit drugs in the U.S. a civil penalty with referral to treatment.

Decriminalization of drugs typically refers to the elimination of criminal penalties for the possession and use of illicit
drugs, possession and use of paraphernalia and related equipment used to introduce drugs into the body, and low-level
drug sales (i.e., not large-scale trafficking). To date, twenty-six states in the U.S. and the District of Columbia (D.C.)
have decriminalized the possession of small amounts of marijuana, and in November 2020, Oregon became the first
state in the country to decriminalize possession of all drugs and increase access to support services. Since the passage
of this ballot measure (the “Drug Addiction Treatment and Recovery Act,” Measure 110), similar efforts have been
either introduced or initiatives have been launched in several states and the U.S. Congress. Such efforts include bills
aimed specifically at decriminalization of marijuana and others, like the “Drug Policy Reform Act” (H.R. 4020 in the
117™ Congress), that would decriminalize drug possession at the federal level, promote evidence-based treatment- and
recovery-focused health approaches, and expunge criminal records and provide resentencing opportunities.

Worldwide, Portugal is considered the primary case study for decriminalization, having decriminalized the personal
use and possession of all illicit drugs in 2001. Portugal’s law did not make illicit drugs legal, nor did it decriminalize
drug trafficking. Instead of incarceration or criminal penalties, law enforcement officers encountering individuals in
possession of drugs may confiscate the drug and refers the individual to substance use disorder (SUD) services,
managed under regional networks of “dissuasion commissions” operated through the Portugal Ministry of Health.
These commissions consist of health, social, and legal services workers who connect individuals directly with SUD
treatment, harm reduction services, and therapy, depending on an individual’s needs or desires. While there are no
longer any criminal penalties, individuals may be served with fines or required to provide community service or
attend required therapy interventions.

The success or failure of Portugal’s decriminalization example is still a matter of debate more than two decades later,
with disagreement among proponents and opponents on what lessons can be learned from the country’s experience
given the available data. Some, like the U.S. Office of National Drug Control Policy, suggest that “[i]t is difficult,
however, to draw any clear, reliable conclusions...regarding the impact of Portugal’s drug policy changes.” A more
recent review of the available scientific literature published in the Current Opinion in Psychiatry journal (July 2018)
concluded that:

“[s]cientific evidence supporting drug addiction as a health disorder and the endorsement by the [United
Nations] strengthen the case for decriminalization. However, studies reporting the positive outcomes of
decriminalization remain scarce. The evidence needs to be more widespread in order to support the case for
decriminalization.”

According to the Drug Policy Alliance, while Portugal’s rate of drug use has stayed about the same, arrests,
incarceration, disease, overdoses, and other associated harms with drug use and SUD are all down. Additionally,
Portugal’s drug use rates are below the average in Europe and far lower than drug use rates in the U.S. Within the first
decade after the law was enacted, three-quarters of individuals with opioid use disorder (OUD) were in medication-
assisted treatment (MAT) programs, the number of people in drug treatment programs increased by more than 60
percent, overdose fatalities dropped significantly, incarceration rates and prison overcrowding were dramatically
reduced, and bloodborne disease diagnoses like HIV also fell.

However, there were also negative effects in the years following decriminalization. One study found that after the law
was enacted, drug experimentation increased even though it did not lead to regular drug use. Murders increased by 41
percent in the first five years following passage, but began to fall again after, and large-scale drug trafficking
increased. Further complicating efforts to analyze the full effects of the law is the fact that even prior to enactment,
drug consumption and possession convictions typically resulted in fines, not incarceration, and the country already
had low rates of incarceration for drug use.

Most recently, an article published in the Washington Post on July 7, 2023, suggests that the country’s initial progress
may have stalled, and that decriminalization model may need to be reexamined in the wake of rising crime rates,
significant increases in visible drug use in urban areas, long delays in access to state-funded rehabilitation treatment,
lack of law enforcement engagement in registration of individuals with SUD, among others. The article further notes
that, “[o]verdose rates have hit 12-year highs and almost doubled in Lisbon from 2019 to 2023.” Some of these



https://www.ojp.gov/pdffiles1/ondcp/Portugal.pdf
https://journals.lww.com/co-psychiatry/Abstract/2018/07000/Decriminalization_of_drug_use.5.aspx
https://drugpolicy.org/issues/drug-decriminalization
https://www.nytimes.com/2020/10/05/upshot/portugal-drug-legalization-treatment.html
https://www.washingtonpost.com/world/2023/07/07/portugal-drugs-decriminalization-heroin-crack/
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challenges also appear to have been exacerbated by the effects of the COVID-19 pandemic. Overall, these issues have
led even some pro-decriminalization advocates to push for some targeted reforms to address some of the more
pressing public impacts, such as limited recriminalization in urban areas, or near schools and hospitals, though other
decriminalization advocates oppose such changes. The piece also quotes Jodo Gouldo, Portugal’s current national
drug coordinator and the architect of the country’s decriminalization and drug policy, who ...”admitted to the local
press in December that ‘what we have today no longer serves as an example to anyone.” Rather than fault the policy,
however, he blames a lack of funding.”

Proponents of drug decriminalization focus on the relatively recent shift in understanding substance use disorder as a
health issue, rather than a criminal justice issue or as a personal failing. Supporters also note that drug arrests are the
most commonly arrested offense in the U.S. with one drug arrest every 23 seconds, and that there are significant long-
term consequences that may limit an individual’s ability to secure public benefits, employment, housing, child welfare
services, immigration, and others, if they have a criminal drug offense on their record. Supporters argue that removing
criminal penalties would reduce incarceration and the associated public costs, allow law enforcement to reprioritize
resources for other purposes, promote health care, treatment, and safety efforts rather than criminal punishment,
reduce stigma for both drug use and treatment, and would reduce or eliminate barriers to evidence-based harm
reduction strategies. Additionally, with more accessible community services, such as safe use/injection facilities,
needle exchange programs/services, and more, proponents suggest there will be a significant public health impact in
reduced bloodborne pathogen and disease transmission, lower rates of overdose and overdose deaths, and higher rates
of successful long-term recovery given access to treatment and recovery programs.

Opponents of decriminalization note that there remains limited data on the effects of decriminalization, including a
lack of reporting of adverse trends such as increases in drug-related deaths and overall safety of the drug supply. With
respect to the safety of the drug supply, many communities throughout the U.S. have witnessed increases in fentanyl
contamination in heroin, opioids, benzodiazepines, cocaine, and other stimulants (along with other effects of the
COVID-19 pandemic, the volatility of the illicit drug supply is presumed to be a likely contributing factor in the
estimated 107,622 overdose deaths recorded in 2021, a 15 percent increase compared to 2020). Additionally, some
(particularly law enforcement) are concerned about the potential for increased rates of violent crime and drug
trafficking, especially given the substantial influx of illicit fentanyl and other synthetic opioids in the U.S. drug
supply. Some have recently pointed to Portugal’s recent experience, suggesting that decriminalization may lead to
“normalization,” and that the initial benefits of decriminalization may reverse course as time goes on.

Others note concerns about the current lack of health care, SUD/OUD treatment, and social service infrastructure
needed to support decriminalization laws — a challenge noted in Oregon even by supporters of the state’s
decriminalization effort. These concerns appear to have manifested in practice, with civil fines or penalties
ineffective, low engagement with available community support resources and limited voluntary treatment, a lack of
grant funding, with Portland experiencing a 46 percent increase in overdoses this year. Other persistent challenges
remain as well, including continued stigma and bias among health care providers who may have received little or no
training on providing SUD/OUD treatment.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and professional.

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care.
Fiscal Impact

This is not a current initiative of the College and is unbudgeted. It would require diverting current budgeted
committee and staff resources for federal and state advocacy initiatives to support these efforts and additional

unbudgeted costs of approximately $10,000 for legislative drafting or consulting for development of model
legislation.


https://drugpolicy.org/issues/drug-decriminalization
https://www.cdc.gov/nchs/pressroom/nchs_press_releases/2022/202205.htm#:%7E:text=Provisional%20data%20from%20CDC%E2%80%99s%20National%20Center%20for%20Health,overdose%20deaths%20rose%2030%25%20from%202019%20to%202020.
https://www.oregonlive.com/politics/2021/10/police-issue-few-tickets-under-new-drug-decriminalization-law-most-people-ignore-court-hotline.html
https://www.washingtonpost.com/world/2023/07/07/portugal-drugs-decriminalization-heroin-crack/
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Prior Council Action

Resolution 31(22) Decriminalization of All Illicit Drugs not adopted. The resolution called for ACEP to endorse and
support decriminalization of personal possession and use of small amounts of all illicit drugs in the U.S. and endorse
and support chapters to develop and introduce state legislation decriminalizing personal possession and use of small
amounts of all illicit drugs

Amended Resolution 36(18) ACEP Policy Related to Medical Cannabis adopted. Directed ACEP to support
rescheduling of cannabis to facilitate well-controlled studies of cannabis and related cannabinoids for medical use.

Resolution 37(18) ACEP Policy Related to “Recreational” Cannabis not adopted. Called for ACEP to align ACEP
policy on recreational use of cannabis with current AMA policy on the issue.

Resolution 54(17) Use of Cannabis as an Exit Drug for Opioid Dependency not adopted. Called for ACEP to adopt a
policy stating that a chronic pain patient in a pain management program should not be eliminated from the program
solely because they use cannabis as recommended by their physician.

Resolution 42(17) ACEP Policy Related to Cannabis not adopted. Directed that ACEP not take a position on the
medical use of marijuana, cannabis, or synthetic cannabinoids and not support the non-medical use of marijuana,
cannabis, synthetic cannabinoids and similar substances.

Resolution 10(16) Criminal Justice Reform — National Decriminalization of Possession of Small Amounts of
Marijuana for Personal Use referred to the Board. The resolution directed ACEP to adopt and support a national
policy for decriminalization of small amounts of marijuana possession for personal and medical use and submit a
resolution to the AMA for national action on decriminalization of possession of small amounts of marijuana for
personal use.

Resolution 16(15) Decriminalization and Legalization of Marijuana not adopted. Directed ACEP to support
decriminalization for possession of marijuana for recreational use by adults and to support state and federal
governments to legalize, regulate, and tax marijuana for adult use.

Resolution 27(14) National Decriminalization of Possession of Marijuana for Personal and Medical Use not adopted.
Directed ACEP to adopt and support policy to decriminalize possession of marijuana for personal use, support
medical marijuana programs, and encourage research into its efficacy, and have the AMA Section Council on EM
submit a resolution for national action on decriminalization for possession of marijuana for personal and medical use.

Amended Resolution 19(14) Cannabis Recommendations by Emergency Physicians not adopted. The original
resolution called for ACEP to support emergency physician rights to recommend medical marijuana where it is legal;
object to any punishment or denial of rights and privileges at the state or federal level for emergency physicians who
recommend medical marijuana; and support research for medical uses, risks, and benefits of marijuana. The amended
resolution directed ACEP to support research into the medical uses, risks, and benefits of marijuana.

Resolution 23(13) Legalization and Taxation of Marijuana for both Adult and Medicinal Use not adopted. This
resolution requested ACEP to support, endorse, and advocate for the legalization and taxation of marijuana.

Resolution 25(11) Regulate Marijuana Like Tobacco not adopted. This resolution would have revised ACEP policy
on tobacco products to apply to marijuana or cannabis.

Resolution 20(10) Legalization and Taxation of Marijuana not adopted. This resolution requested ACEP to support,
endorse, and advocate for the legalization and taxation of marijuana.

Resolution 16(10) Classification Schedule of Marijuana as a Controlled Substance not adopted. The resolution
requested ACEP to convene a Marijuana Technical Advisory Committee to advocate for change in the classification
status of marijuana from a DEA Schedule I to a Schedule II drug.
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Resolution 16(09) Legalization and Taxation of Marijuana not adopted. This resolution requested ACEP to support,
endorse, and advocate for the legalization and taxation of marijuana and for a trust fund to be established using tax
revenue from marijuana sales that would fund research and treatment of drugs and alcohol dependence.

Prior Board Action

June 2019, approved the policy statement “Medical Cannabis.”

Amended Resolution 36(18) ACEP Policy Related to Medical Cannabis adopted.

June 2017, approved the Emergency Medicine Practice Committee’s recommendation to take no further action on
Resolveds 1, 2, and 4 and approved their recommendations for Resolved 3 (assign to the Tox Section or other body
for additional work) and Resolved 5 (educate ED providers to document diagnosis of marijuana intoxication and
subsequent efforts be made to correlate said diagnosis with concerning emergent presentations, including those in
high-risk populations such as children, pregnant patients, and those with mental illness. Once that data is obtained,
ACEP can then appropriately focus on determining what resources are needed to coordinate treatment of marijuana
intoxication).

June 2017, adopted the recommendation of the Emergency Medicine Practice Committee, Medical-Legal Committee,
and the Public Health & Injury Prevention Committees to take no further action on Referred Resolution 10(16)
Criminal Justice Reform — National Decriminalization of Possession of Small Amounts of Marijuana for Personal
Use.

Background Information Prepared by: Ryan McBride, MPP
ACEP Congressional Affairs Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/medical-cannabis/
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PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 27(23)

SUBMITTED BY: Rural Emergency Medicine Section
Social Emergency Medicine Section
Arizona Chapter
California Chapter
Colorado Chapter
New Mexico Chapter
Oklahoma Chapter
Vermont Chapter
Washington Chapter

SUBJECT: Addressing Interhospital Transfer Challenges for Rural EDs

PURPOSE: 1) Work with state and federal agencies to create state and regional transfer coordination centers; 2)
advocate for state and federal requirements for tertiary centers to have a regional process for the rapid acceptance of
patients from rural hospitals; 3) advocate for regional dashboards with updated information on hospital specialty
service availability including procedural interventions and other treatment modalities; 4) support research to
strengthen evidence-based rural hospital transfer processes; and 5) create a task force to examine current models and
existing research yielding detailed recommendations for ACEP advocacy efforts.

FISCAL IMPACT: This is not a current initiative of the College and is unbudgeted. It would require diverting current
budgeted resources for federal and state advocacy initiatives to support these efforts. Additionally, it would require
unbudgeted costs of $50,000 — $100,000 to collect and analyze data and conduct a comprehensive study, unbudgeted
staff resources for supporting a task force, and unbudgeted funds of a minimum of $10,000 for convening an in-
person task force meeting.

1 WHEREAS, Rural hospitals bear a great burden of transferring complex or critically ill patients, with up to
2 15% of Emergency Department (ED) visits to rural hospitals resulting in transfer; and

3 WHEREAS, Crowding and boarding at tertiary and academic EDs is an impediment to transfer of patients to
4  these hospitals which provide critical treatments and interventions for patients with time-sensitive conditions; and

5

6 WHEREAS, The current process of finding an accepting hospital for these patients is uncoordinated,

7  inefficient, and time-consuming, taking physicians away from their roles caring for other emergent patients; and

8

9 WHEREAS, Delays or failure to transfer rural patients can harm patients with time-sensitive conditions

10 because delay in access to life-saving interventions, which would otherwise reduce rural patient morbidity and
11 mortality, can violate the principle of justice; and

12

13 WHEREAS, There is no systematic data collected on transfers, which are critical to inform national and

14  regional policy on transfers and bed capacity, particularly during surges; and

15

16 WHEREAS, Several models exist to address this problem, which can be scaled regionally and nationally, in

17 particular, the Arizona REACH, Washington Medical Coordination Center, and the Office of the Administration for
18  Preparedness and Response (ASPR) Medical Operations Coordination Centers; therefore be it

19

20 RESOLVED, That ACEP work with state and federal agencies to create state and regional transfer

21 coordination centers to facilitate transfer of patients when normal transfer mechanisms are impaired by hospital and
22 ED capacity problems and to report their activities publicly; and be it further



https://az-reach.com/
https://nwhrn.org/washington-medical-coordination-center-wmcc/
https://asprtracie.hhs.gov/technical-resources/resource/8559/medical-operations-coordination-cells-toolkit-first-edition
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RESOLVED, That ACEP advocate for state and federal requirements that tertiary centers have a regional
process for rapidly accepting patients from rural hospitals when the patient needs an emergency intervention not
available at the referring hospital, even when capacity is limited at the tertiary center; and be it further

RESOLVED, That ACEP advocate for regional dashboards with updated information on hospital specialty
service availability including procedural interventions and other treatment modalities (e.g., ERCP, ECMO, dialysis,
STEMI, interventional stroke, interventional PE, neurosurgery, acute oncologic disease) and in this region is defined
as patient catchment areas rather than jurisdictional boundaries; and be it further

RESOLVED, That ACEP support research to strengthen the evidence base regarding rural hospital transfer
processes including delays, administrative burden on sending hospitals, and clinical association with patient outcomes
and experience and include investigation of common challenges experienced by all small, non-networked hospitals;
and be it further

RESOLVED, That ACEP create a task force to examine current models and existing research yielding
detailed recommendations for ACEP advocacy efforts regarding interhospital transfer challenges for rural EDs and the
task force should:

e Examine existing and theoretical transfer models to identify best practices, including coordination of transfers
across state borders.

e Enumerate and endorse effective mechanisms to facilitate tertiary care hospitals’ acceptance of patients in
transfer with time-sensitive conditions who are initially treated at EDs without needed services.

e Identify key capacity measures for public reporting of hospital capacity limitations, and propose mechanisms
to create and sustain appropriate state/regional dashboards.

Background

This resolution directs ACEP to work with state and federal agencies to create state and regional transfer coordination
centers; advocate for state and federal requirements for tertiary centers to have a regional process for the rapid
acceptance of patients from rural hospitals; advocate for regional dashboards with updated information on hospital
specialty service availability including procedural interventions and other treatment modalities; support research to
strengthen evidence-based rural hospital transfer processes; and create a task force to examine current models and
existing research yielding detailed recommendations for ACEP advocacy efforts.

ACEDP has had several rural health task forces over the past 20 years; however none specifically address rural hospital
transfer processes to identify best practices. Furthermore, ACEP does not have comprehensive evidence-based data
about rural EDs and has not conducted research as requested in the resolution. Since no such research has been
previously conducted, and ACEP lacks access to this data, a third-party academic researcher would be required to
collect this information on current and theoretical transfer models.

ACEP has advocated at the state and federal level for better coordination when transferring patients between facilities,
however, the three models referenced in the resolution exist to address transfers (Arizona REACH, Washington

Medical Coordination Center, and the ASPR Medical Operations Coordination Center).

ACEP’s policy statement “Appropriate Interfacility Patient Transfer” addresses regional transfer policies:

“When transfer of patients is part of a regional plan to provide optimal care at a specialized medical
facility, written transfer protocols and interfacility agreements should be in place.”

The policy statement does not examine existing and theoretical transfer models and does not identify best practices,
including coordination of transfers across state lines.


https://www.acep.org/patient-care/policy-statements/appropriate-interfacility-patient-transfer
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ACEP’s current legislative and regulatory priorities for the First Session of the 118" Congress include several rural
emergency care initiatives although none that are specific to interhospital transfer challenges for rural EDs.

ACEP Strategic Plan Reference

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment.

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and professional.

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care.
Fiscal Impact

This is not a current initiative of the College and is unbudgeted. It would require diverting current budgeted resources
for federal and state advocacy initiatives to support these efforts. Additionally it would require unbudgeted costs of
$50,000 — $100,000 to collect and analyze data and conduct a comprehensive study, unbudgeted staff resources for
supporting a task force, and unbudgeted funds of a minimum of $10,000 for convening an in-person task force
meeting.

Prior Council Action

Amended Resolution 65(21) Rural Provider Support and a Call for Data adopted. Directed ACEP to: 1) recognize that
patients presenting to rural emergency departments are a vulnerable ED patient population in the U.S. and deserve
increased support; 2) support the Rural Section in collecting survey data from rural emergency departments to
investigate volumes, clinician staffing patterns, and common barriers of care and staffing based on defined volumes;
3) recognize that ABEM/AOBEM-certified or eligible physicians are underrepresented in rural emergency
departments and that very low volume EDs generally cannot support full-time ABEM/AOBEM-certified physicians;
4) encourage rural emergency departments to retain ABEM/AOBEM-certified physicians to serve as emergency
department medical directors so there will be physician-led teams in all U.S. EDs; and 5) support and endorse rural-
specific tools including telemedicine initiatives, the development of regional expedited transfer agreements, regional
hub and spoke model integration, and rural specific educational tools.

Substitute Resolution 41(19) Establish a Rural Emergency Care Advisory Board adopted. Directed ACEP to work
with stakeholders within the College including the Rural Emergency Medicine Section and chapters to provide a
regular mechanism to seek input from rural physicians in legislation that impacts rural communities; and seek rural
physician representation on the State Legislative/Regulatory Committee and the Federal Government Affairs
Committee to reflect the fact that nearly half of all US EDs are located in rural areas.

Resolution 40(19) Advancing Quality Care in Rural Emergency Medicine referred to Board. Directed ACEP to: 1)
work with stakeholder groups to promote emergency medicine delivery models that increase quality and reduce costs
in rural settings; 2) identify and promote existing training opportunities to help physicians and non-physicians in rural
settings maintain their clinical skills; 3) develop a paper that identifies best practices and funding mechanisms to
promote development of emergency medicine electives within emergency medicine residency programs; and 4)
encourage research in rural emergency medicine by identifying funding sources to support research and cost savings
in rural emergency medicine.

Substitute Resolution 19(08) Second Rural Workforce Task Force referred to the Board of Directors. The resolution
called for the appointment of a second rural task force empowered to convene a second Rural Emergency Medicine
Summit and develop recommendations for the ACEP Board.

Prior Board Action

February 2023, approved the legislative and regulatory priorities for the First Session of the 118th Congress that
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include several initiatives related to rural emergency care.

June 2022, approved the revise policy statement “Rural Emergency Medical Care” with the current title; originally
approved June 2017 titled “Definition of Rural Emergency Medicine.”

January 2022, approved the revised policy statement, “Appropriate Interfacility Patient Transfer;” revised and
approved January 2016 with current title; revised and approved February 2009, February 2002, June 1997, September
1992 titled, “Appropriate Inter-hospital Patient Transfer;” originally approved September 1989 as position statement
“Principles of Appropriate Patient Transfer.”

Amended Resolution 65(21) Rural Provider Support and a Call for Data adopted.

October 2020, filed the report of the Rural Emergency Care Task Force. ACEP’s Strategic Plan was updated to
include tactics to address recommendations in the report.

January 2020, assigned Referred Resolution 40(19) Advancing Quality Care in Rural Emergency Medicine to the
Rural Emergency Task Force to review and provide recommendations to the Board to address rural emergency
medicine issues.

Substitute Resolution 41(19) Establish a Rural Emergency Care Advisory Board adopted. Directed ACEP to work
with stakeholders within the College including the Rural Emergency Medicine Section and chapters to provide a
regular mechanism to seek input from rural physicians on legislation that impacts rural communities; and to seek rural
physician representation on the State Legislative/Regulatory Committee and the Federal Government Committee.

August 2017, reviewed the information paper “Delivery of Emergency Care in Rural Settings.”
June 2015, accepted for information the report of the Rural Emergency Medicine Task Force.

June 2014, discussed the proposal from the Rural Emergency Medicine Section to support the Rural Emergency
Medicine Education (REME) Program and appointed a Rural Emergency Medicine Task Force.

June 2009, took no further action on Referred Substitute Resolution 19(08) Second Rural Workforce Task Force
because the intent of the resolution would be met by the Future of Emergency Medicine Summit.

September 2004, approved continuing the work of the Rural Task Force to complete their assigned tasks

September 2003, approved the recommendations by the Rural Emergency Summit

February 2003, approved the development of a Rural Emergency Summit

November 2002, approved convening a Rural Workforce Summit to identify specific needs of physicians practicing in
rural emergency departments, explore solutions to staffing rural EDs, and make recommendations as to ACEP’s role

in this effort.

Background Information Prepared by: Adam Krushinskie
Director, State Government Relations

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/rural-emergency-medical-care/
https://www.acep.org/patient-care/policy-statements/appropriate-interfacility-patient-transfer
https://www.acep.org/contentassets/c3cef041efd54af48b71946c0cb658f0/final---board-report---2020-rural-emergency-care-task-force-oct-2020---provider-002.mcw-final-edits-002.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/practice-management/empc-deliv.-of-care-in-rural--settings-final-9.29.17.pdf?_t_id=gsuyxVKaE3wUIyHrc47lOw==&_t_q=Delivery%20of%20Emergency%20Care%20in%20Rural%20Settings&_t_tags=andquerymatch,language:en|language:7D2DA0A9FC754533B091FA6886A51C0D,siteid:3f8e28e9-ff05-45b3-977a-68a85dcc834a|siteid:84BFAF5C52A349A0BC61A9FFB6983A66&_t_ip=&_t_hit.id=ACP_Website_Application_Models_Media_DocumentMedia/_fe03a588-a13d-402a-816b-9bbc2653686e&_t_hit.pos=0

PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 28(23)

SUBMITTED BY: Andrew Fenton, MD, FACEP
Roneet Lev, MD, FACEP
Aimee Moulin, MD, FACEP
California Chapter

SUBJECT: Facilitating EMTALA Interhospital Transfers

PURPOSE: Work with the American Hospital Association and appropriate agencies to compel hospitals to make
available to other hospitals transfer coordinator information, including contact numbers for accepting transfers, for
each Medicare participating hospital bound by EMTALA and support state efforts to encourage state agencies to
create and maintain a central list of transfer coordinator numbers for hospitals, including contact numbers for
accepting transfers, for each Medicare participating hospital bound by EMTALA.

FISCAL IMPACT: No additional staff resources are required as the proposed action fits within currently budgeted
and ongoing federal and state advocacy initiatives.

1 WHEREAS, ACEP recently wrote a letter to the White House ringing the alarm that emergency departments
2 (EDs)are in crisis: “Our nation’s safety net is on the verge of breaking beyond repair, EDs are gridlocked and
3 overwhelmed with patients waiting — waiting to be seen, waiting for admission to an inpatient bed in the hospital;
4 waiting to be transferred to psychiatric, skilled nursing, or other specialized facilities; or, waiting simply to return to
5 their nursing home, ”’; and
6
7 WHEREAS, Contributing to the crisis is limited capacity at tertiary care centers and the lack of access to
8  specialist care leading to patients requiring transfer being boarded for hours or days in EDs who are unable to provide
9  definitive care; and
10
11 WHEREAS, EMTALA regulations require: “A Medicare participating hospital that has specialized
12 capabilities or facilities...may not refuse to accept from a referring hospital within the boundaries of the United
13 States an appropriate transfer of an individual who requires such specialize capabilities or facilities if the receiving
14 hospital has the capacity to treat the individual.” (42 CFR 489.24 (f)), ”; and
15
16 WHEREAS, ACEP’s policy statement “Appropriate Interfacility Patient Transfer” states: “When a patient
17 requires a higher level of care other than that provided or available at the transferring facility, a receiving facility
18  with the capability and capacity to provide a higher level of care may not refuse any request for transfer.”; and
19
20 WHEREAS, ACEP’s policy statement “EMTALA and On-Call Responsibility for Emergency Department
21  Patients” states: “All hospitals with specialized capabilities have a responsibility to accept transfer of patients when
22 such transfer is necessary to stabilize an emergency medical condition. Hospitals should have a means to
23 ensure medical staff responsibility for transfer acceptance and provision of specialized care.”;; and
24
25 WHEREAS, Because of financial and logistical issues, it is not uncommon that it is difficult to determine the
26 contact information and number for hospitals that may be able to provide higher level of care; and
27
28 WHEREAS, The California Chapter of ACEP wrote a letter to the state Department of Health Care Services
29  requesting the Department create and maintain a central list of transfer coordinator numbers for each Medicare
30  participating hospital bound by EMTALA,; therefore be it
31
32 RESOLVED, That ACEP work with the American Hospital Association and appropriate agencies to compel


https://www.acep.org/patient-care/policy-statements/appropriate-interfacility-patient-transfer
https://www.acep.org/patient-care/policy-statements/emtala-and-on-call-responsibility-for-emergency-department-patients
https://www.acep.org/patient-care/policy-statements/emtala-and-on-call-responsibility-for-emergency-department-patients
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hospitals to make available to other hospitals transfer coordinator information, including contact numbers for
accepting transfers, for each Medicare participating hospital bound by EMTALA; and be it further

RESOLVED, That ACEP support state efforts to encourage state agencies to create and maintain a central list
of transfer coordinator numbers for hospitals, including contact numbers for accepting transfers, for each Medicare
participating hospital bound by EMTALA.

Background

The resolution calls for the College to work with the American Hospital Association and appropriate agencies to
compel hospitals to make available to other hospitals transfer coordinator information, including contact numbers for
accepting transfers, for each Medicare participating hospital bound by EMTALA. It also directs the College to support
state efforts to encourage state agencies to create and maintain a central list of transfer coordinator numbers for
hospitals, including contact numbers for accepting transfers, for each Medicare participating hospital bound by
EMTALA.

The resolution highlights the difficulties of determining appropriate contact information for hospitals that may be able
to provide a higher, more specialized level of care based on financial and/or logistical issues. This is a particularly
acute problem given the ongoing emergency department (ED) boarding crisis affecting EDs throughout the country,
as well as one exacerbated throughout the COVID-19 pandemic response. The resolution cites a January 2023 letter
sent by California ACEP to the California Department of Public Health, which notes:

“...our members report difficulty determining who to contact at a given hospital to coordinate
transfers. This opacity creates delays in care for the patient in need of transfer and sucks countless
hours of emergency physician time into endless phone mazes diverting precious time from patients in
the emergency department and stacked up waiting rooms.”

The letter goes on to offer a suggested solution, proposing that the California Department of Public Health create and
maintain a central list of transfer coordinator numbers for each Medicare participating hospital bound by EMTALA,
ideally updated on a semi-annual basis.

Delays and inefficiencies in the transfer process may negatively affect patient outcomes and contribute to growing
frustration and burnout for physicians and health care providers. A Becker’s Hospital Review white paper (sponsored
by Conduit Health Partners, an outsource organization whose services include patient transfer coordination) notes
that, “[p]hysician frustration during the referral process can contribute to a poor patient experience, slower time to
transfer, or patients leaving the organization...” Some hospitals employ dedicated call centers or patient transfer
coordination partners to facilitate transfers and coordinate communications between physicians. Overall, there is
limited information on interhospital transfers broadly and varying levels of effectiveness of dedicated call centers or
related services.

Over the course of the past year, ACEP’s federal advocacy has focused on raising awareness of the ED boarding crisis
and developing both legislative and regulatory solutions to help ease this multifactorial challenge. Improving
coordination between hospitals and health systems is a key component of this effort. One of the policy suggestions
ACEDP has proposed as an operational modification is a new Centers for Medicare & Medicaid Services (CMS)
condition of participation (COP) that would require hospitals to develop contingency plans when inpatient occupancy
exceeds 85 percent (or similar threshold as appropriate), including a load balancing plan and an identification and
utilization plan of alternative space and staffing for inpatients when greater than a certain percentage of ED licensed
bed capacity is occupied. As part of this continued initiative, ACEP is hosting an ED Boarding Summit on September
27,2023, and stakeholder invitees include the American Hospital Association, America’s Essential Hospitals, federal
health care entities, and many others,

Additionally, similar efforts have been central to ACEP federal advocacy in response to the COVID-19 pandemic and
related work to prepare for future pandemics, natural disasters, manmade disasters, and other mass casualty events


https://go.beckershospitalreview.com/the-patient-transfer-problem-how-health-systems-can-improve-patient-acquisition-access-to-care
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(such as the reauthorization of the Pandemic and All Hazards Preparedness Act, or PAHPA). ACEP has partnered
with the American College of Surgeons Committee on Trauma (ACS-COT) in the development of a blueprint for a
coordinated National Trauma and Emergency Preparedness System (NTEPS) that can provide awareness of resources
and surge capacity throughout the health care system, as well as the ability to load balance the system to match
patients with appropriate resources and specialty expertise. This would be operationalized on a framework of
interconnected network of Regional Medical Operations Coordination Centers (RMOCCs) to improve regional care
delivery by facilitating the most appropriate level of care based on individual patient acuity, while also maintaining
patient safety and keeping patients in local facilities that are capable of providing high quality care. While this effort
is designed around bolstering emergency/trauma response systems, the fundamental structures and improved
coordination would also serve to strengthen everyday “normal” coordination and communication between hospitals
and health systems in a given region.

ACEP has developed Emergency Department Boarding and Crowding resources on the website, including policy
solutions to ED boarding, that include links to relevant information papers, policy statements, resources regarding
state approaches, and other resources. ACEP’s current legislative and regulatory priorities include:

- Develop and promote legislative efforts to address ED boarding and crowding crisis.

- Continue to advocate to CMS and other agencies for measures, reimbursement changes, and other regulatory
strategies to help address the boarding and crowding crisis.

- Seek expansion of outpatient and inpatient psychiatric bed availability and services to reduce psychiatric
boarding in the ED, improve coordination of care between EDs and mental health services within
communities, and promote establishment of new and innovative models of care for acute psychiatric
emergencies.

- Support innovative initiatives and models to reduce psychiatric boarding in the ED

ACEP Strategic Plan Reference

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment.

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Fiscal Impact

No additional staff resources are required as the proposed action fits within currently budgeted and ongoing federal
and state advocacy initiatives.

Prior Council Action

Amended Resolution 38(22) Focus on Emergency Department Patient Boarding as a Health Equity Issue adopted.
Directed ACEP to use legislative venues and lobbying efforts, focus regulatory bodies to establish a reasonable matrix
of standards including acceptable boarding times and handoff of clinical responsibility for boarding patients; publish
best-practice action plans for hospitals to improve ED capacity; and define criteria to determine when an ED is
considered over capacity and hospital action plans are triggered to activate

Amended Resolution 48(21) Financial Incentives to Reduce ED Crowding adopted. Directed the College to study
financial and other incentives that might be used to reduce Boarding of admitted patients in the emergency
department.

Amended Resolution 13(16) ED Crowding and Boarding is a Public Health Emergency adopted. Directed ACEP to
work with the U.S. Department of Health and Human Services, the U.S. Public Health Service, The Joint
Commission, and other appropriate stakeholders to determine action steps to reduce ED crowding and boarding.


https://www.acep.org/administration/crowding--boarding/
https://www.acep.org/contentassets/f31712d47ec74b9aad129978f60dd575/acep-boarding-policy-solutions.pdf
https://www.acep.org/contentassets/f31712d47ec74b9aad129978f60dd575/acep-boarding-policy-solutions.pdf
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Amended Resolution 42(15) Prolonged Emergency Department Boarding adopted. Directed ACEP to work with other
organizations and stakeholders to develop multi-society policies that establish clear definitions for boarding and
crowding and limit the number of hours and volume of boarders to allow for continued patient access and patient
safety. Also directed that ACEP promote to other organizations and stakeholders known solutions to mitigate
boarding and crowding, including but not limited to smoothing of elective admissions, increasing weekend
discharges, discharge of patients before noon, full availability of ancillary services seven days a week, and
implementation of a full-capacity protocol and promote legislation at the state and national level that limits and
discourages the practice of emergency department boarding as a solution to hospital crowding.

Resolution 28(08) Nationwide ED Crowding Crisis not adopted. The resolution directed ACEP members to work with
state medical associations and/or health departments to encourage hospitals and health care organizations to develop
mechanisms to increase availability of inpatient beds. Salient provisions of this resolution were included in Substitute
Resolution 25(08) State Department of Health Crowding Surveys.

Substitute Resolution 25(08) State Department of Health Crowding Surveys adopted. Directed ACEP to investigate
options to collect data from individual hospitals throughout the states regarding boarding and crowding, encourage
members to work with their state medical associations and/or state health departments to develop appropriate
mechanisms to facilitate the availability of inpatient beds and use of inpatient hallways for admitted ED patients,
identify and develop a speakers bureau of individuals who have successfully implemented high-impact, low-cost
solutions to boarding and crowding.

Amended Resolution 27(07) Hospital Leadership Actions to Ameliorate Crowding adopted. Directed ACEP to
develop a position paper on the systematic changes in hospital operations that are necessary to ameliorate crowding
and treatment delays affecting ED and other hospital patients.

Amended Resolution 26(07) Hallway Beds adopted. The resolution directed ACEP to revise the policy statement
“Boarding of Admitted and Intensive Care Patients in the ED,” work with state and national organizations to promote
the adoption of such policies, and to distribute information to the membership and other organizations related to
patient safety outcomes caused by the boarding of admitted patients in the ED.

Resolution 39(05) Hospital Emergency Department Throughput Performance Measure referred to the Board of
Directors. Called for ACEP to work with CMS and other stakeholders to develop measures of ED throughput that will
reduce crowding by placing the burden on hospitals to manage their resources more effectively.

Substitute Resolution 18(04) Caring for Emergency Department ‘Boarders’ adopted. Directed ACEP to endorse the
concept that overcrowding is a hospital-wide problem and the most effective care of admitted patients is provided in
an inpatient unit, and in the event of emergency department boarding conditions, ACEP recommends that hospitals
allocate staff so that staffing ratios are balanced throughout the hospital to avoid overburdening emergency
department staff while maintaining patient safety.

Amended Resolution 33(01) ED Overcrowding: Support in Seeking Local Solutions adopted. Directed ACEP to
develop a specific strategy to coordinate all activities related to emergency department and hospital crowding to
support state efforts, analyze information and experiences to develop a resource tool to assist chapters in efforts to
seek solutions to emergency department and hospital crowding at the local level.

Amended Substitute Resolution 15(01) JCAHO Mandate for Inpatients adopted. The resolution called for ACEP to
meet with appropriate regulatory agencies, including the AMA, JCAHO, and the American Hospital Association and
other interested parties to establish monitoring criteria and standards that are consistent with ACEP’s policy
“Boarding of Admitted and Intensive Care Patients in the Emergency Department.” The standard should address the
prompt transfer of patients admitted to inpatient units as soon as the treating emergency physician makes such a
decision.
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Prior Board Action
February 2023, approved the revised policy statement “Boarding of Admitted and Intensive Care Patients in the

Emergency Department;” revised and approved June 2017, April 2011, April 2008, January 2007; originally approved
October 2000.

January 2022, approved the revised policy statement, “Appropriate Interfacility Patient Transfer;” revised and
approved January 2016 with current title; revised and approved February 2009, February 2002, June 1997, September
1992 titled, “Appropriate Inter-hospital Patient Transfer;” originally approved September 1989 as position statement
“Principles of Appropriate Patient Transfer.”

Amended Resolution 38(22) Focus on Emergency Department Patient Boarding as a Health Equity Issue adopted.
Resolution 48(21) Financial Incentives to Reduce ED Crowding adopted.

April 2019, approved the revised policy statement “Crowding;” revised and approved February 2013; originally
approved January 2006.

January 2019, reaffirmed the policy statement “EMTALA and On-Call Responsibility for Emergency Department
Patients;” revised and approved June 2013, April 2006 replacing “Hospital, Medical Staff, and Payer Responsibility
for Emergency Department Patients” (1999),“Medical Staff Responsibility for Emergency Department Patients”
(1997), and““Medical Staff Call Schedule.”

Amended Resolution 13(16) ED Crowding and Boarding is a Public Health Emergency adopted.

June 2016, reviewed the updated information paper “Emergency Department Crowding High-Impact Solutions”

Amended Resolution 42(15) Prolonged Emergency Department Boarding adopted.

Substitute Resolution 25(08) State Department of Health Crowding Surveys adopted.

Amended Resolution 27(07) Hospital Leadership Actions to Ameliorate Crowding adopted.

Amended Resolution 26(07) Hallway Beds adopted.

April 2007, reviewed the information paper “Crowding and Surge Capacity Resources for EDs.”

October 2006, reviewed the information paper “Approaching Full Capacity in the Emergency Department.”
Substitute Resolution 18(04) Caring for Emergency Department ‘Boarders’ adopted

Amended Resolution 33(01) ED Overcrowding: Support in Seeking Local Solutions adopted.

Amended Substitute Resolution 15(01) JCAHO Mandate for Inpatients adopted.

Background Information Prepared by: Ryan McBride, MPP
Congressional Affairs Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/boarding-of-admitted-and-intensive-care-patients-in-the-emergency-department/
https://www.acep.org/patient-care/policy-statements/boarding-of-admitted-and-intensive-care-patients-in-the-emergency-department/
https://www.acep.org/patient-care/policy-statements/appropriate-interfacility-patient-transfer
https://www.acep.org/patient-care/policy-statements/crowding/
https://www.acep.org/patient-care/policy-statements/emtala-and-on-call-responsibility-for-emergency-department-patients
https://www.acep.org/patient-care/policy-statements/emtala-and-on-call-responsibility-for-emergency-department-patients
https://www.acep.org/globalassets/sites/acep/media/crowding/empc_crowding-ip_092016.pdf
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RESOLUTION: 29(23)

SUBMITTED BY: Pennsylvania College of Emergency Physicians
Pediatric Emergency Medicine Section

SUBJECT: Addressing Pediatric Mental Health Boarding in Emergency Departments

PURPOSE: Advocate for federal support to decrease ED boarding of pediatric mental health patients, and for tiered
reimbursement for pediatric mental health admissions and a standard payment for boarding of children for whom
there is no other medical necessity for hospital care.

FISCAL IMPACT: Budgeted resources for federal advocacy initiatives.

WHEREAS, Pediatric mental health boarding refers to the practice of keeping children and adolescents with
mental health conditions in emergency departments for extended periods due to the lack of appropriate mental health
care resources; and

WHEREAS, Pediatric mental health boarding is a systemic issue arising from the limited availability of
community-based mental health services, insufficient pediatric psychiatric beds, and inadequate coordination between
emergency departments, mental health providers, and other relevant stakeholders; and

WHEREAS, Pediatric mental health boarding can have detrimental effects on the well-being and
development of children, leading to increased anxiety, worsening of mental health symptoms, disruption of academic
progress, and potential escalation of crisis situations; and

WHEREAS, Emergency departments are ill-equipped to provide comprehensive mental health care, as they
primarily focus on acute medical conditions and lack the necessary staff, training, and resources to address the
specialized needs of pediatric mental health patients; and

WHEREAS, Current national legislative efforts, such as the “Improving Mental Health Access from the
Emergency Department Act” (S. 1346), offer workable solutions for emergency departments, these efforts do not
allocate specific resources/funds for pediatric patients; and

WHEREAS, The State of Massachusetts has successfully implemented a tiered payment structure for
pediatric mental health beds and other states (Delaware, Pennsylvania) are currently advocating for similar payment
structures to support current open pediatric mental health beds and encourage facilities to maintain these beds;
therefore, be it

RESOLVED, That ACEP advocate for federal support to decrease ED boarding of pediatric mental health
patients; and be it further

RESOLVED, That ACEP advocate for tiered reimbursement for pediatric mental health admissions and a
standard payment for boarding of children for whom there is no other medical necessity for hospital care.
Background
This resolution calls for the College to advocate for federal support to decrease ED boarding of pediatric mental

health patients, and for tiered reimbursement for pediatric mental health admissions and a standard payment for
boarding of children for whom there is no other medical necessity for hospital care.
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Pediatric mental health boarding is an issue that arises when children and adolescents experiencing mental health
crises are held in emergency departments (EDs) while awaiting appropriate psychiatric care or placement in a mental
health facility. Psychiatric boarding has become a significant challenge in many emergency departments and health
care systems, with detrimental effects on the overall mental health and well-being of young patients.

During the last decade, pediatric ED visits for mental health conditions have risen dramatically.! The COVID-19
pandemic led to a further acceleration of these visits, causing several pediatric health organizations to issue a national
emergency for children’s mental health in 2021 and the U.S. Surgeon General to release an advisory on mental health
among youth. According to the CDC, one in five children and adolescents experience a mental health condition each
year?, with a staggering 50% of mental illnesses beginning by age 14 and 75% by age 24.°> Another study revealed that
during March—October 2020, among all ED visits, the proportion of mental health-related visits increased by 24
percent among U.S. children aged 5-11 years, compared to 2019 figures. That proportion also increased to 31 percent
among adolescents aged 1217 years, compared with 2019.* The problem of pediatric mental health is underscored by
a 2021 CDC survey of American youth, which found:

e 42% of high school students felt sad or hopeless almost every day for at least two weeks.
e 29% of high school students reported experiencing poor mental health in the past 30 days.
e 1 in 5 high school students seriously contemplated suicide, and 1 in 10 made an attempt.

In the U.S. the growing demand for mental health services exceeds the available resources. Multiple studies show that
pediatric patients with mental health conditions who are boarded are more likely to leave without being treated, and
less likely to receive counseling or psychiatric medications.® The lack of specialized care during this critical period
can also lead to an increased risk of self-harm, violence, and suicide attempts. Another study revealed that the primary
barrier to disposition for mental health patients with prolonged ED stays was the lack of patient acceptance to
inpatient psychiatric hospitals, community settings, or other housing.°

According to data from the 2013 National Pediatric Readiness Assessment, which was made available by the Health
Resources & Services Administration (HRSA)-funded National Emergency Medical Services for Children (EMSC)
Data Analysis Resource Center, only 47.2 percent of hospital emergency departments (EDs) reported having a policy
specifically for children's mental health, and this percentage drops significantly to 33 percent in rural areas.
Furthermore, although over half of all EDs have designated transfer guidelines for children with mental health issues,
the figure decreases to 38 percent for rural and remote EDs.”

ACEDP has been working on a study of ED boarding with the Emergency Department Benchmarking Alliance
(EDBA). Preliminary results of this 2022 EDBA performance measures survey “...found a significant deterioration in
patient processing due to inpatient boarding.” ACEP issued a report in 2016, developed by the Emergency Medicine
Practice Committee, “Emergency Department Crowding: High Impact Solutions.” The report was developed to
identify and disseminate proven ways to decrease input, as well as novel approaches to increase throughput and
increase output. This document is available on ACEP’s resource page, “Crowding & Boarding,” along with links to
other relevant information papers, policy statements, resources regarding state approaches, and others.

Overall, addressing boarding and crowding have been longstanding priorities of the College There is active policy
development, committee work, liaison work, and media outreach that is ongoing on this issue. Federal legislative and
regulatory advocacy efforts continue as well. ACEP federal advocacy has focused on raising awareness of the ED
boarding crisis and developing both legislative and regulatory solutions to help ease this multifactorial challenge. As
part of this continued initiative, ACEP is hosting an ED Boarding Summit on September 27, 2023, and stakeholder
invitees include the American Hospital Association, America’s Essential Hospitals, federal health care entities, and
many others. ACEP has reached out to both CMS and The Joint Commission to determine what federal action can be
taken to address the issue.

Addressing mental health boarding and crowding have also been included as key priorities in communications with
Congress during the 118" Congress as legislators in both the House and Senate develop legislative efforts to address
the nation’s mental health crisis. ACEP helped develop and supports the bipartisan Improving Mental Health Access
from the Emergency Department Act (S.1346), which creates a grant program aimed at assisting emergency
departments and communities in implementing innovative strategies to ensure continuity of care for patients who have



chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.cdc.gov/healthyyouth/data/yrbs/pdf/YRBS_Data-Summary-Trends_Report2023_508.pdf
https://www.acepnow.com/article/a-first-look-at-emergency-department-data-for-2022/
https://www.acep.org/globalassets/sites/acep/media/crowding/empc_crowding-ip_092016.pdf
https://www.acep.org/administration/crowding--boarding/
https://www.congress.gov/bill/118th-congress/senate-bill/1346?q=%7B%22search%22%3A%5B%22Improving+Mental+Health+Access+from+the+Emergency+Department+Act%22%5D%7D&s=2&r=1
https://www.congress.gov/bill/118th-congress/senate-bill/1346?q=%7B%22search%22%3A%5B%22Improving+Mental+Health+Access+from+the+Emergency+Department+Act%22%5D%7D&s=2&r=1
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presented with acute mental health conditions. ACEP also supports the bipartisan Helping Kids Cope Act (H.R.
2412), introduced by Representatives Lisa Blunt Rochester (D-DE) and Brian Fitzpatrick (R-PA) which would
provide funding to support necessary staffing, capacity increases, and infrastructure adjustments needed to alleviate
pediatric boarding; maintaining initiatives to allow more children to access care outside of emergency departments;
and addressing gaps in the continuum of care for children. ACEP staff continue to discuss potential solutions with
legislators in both chambers and inform additional legislative efforts in development. Additionally, ED boarding, ED
crowding, and mental health have been the central themes of the face-to-face advocacy efforts by our members who
attend the ACEP Annual Leadership and Advocacy Conference for the last several years.

Emergency Department Boarding and Crowding resources are also available on the ACEP website, including Policy
Solutions to Emergency Department Boarding.

Background References

Thttps://pubmed.ncbi.nlm.nih.gov/31175994/
Zhttps://www.cdc.gov/childrensmentalhealth/features/kf-childrens-mental-health-report.html
Shttps://www.samhsa.gov/data/sites/default/files/report_1973/ShortReport-1973.html
“https://www.cdc.gov/mmwr/volumes/69/wr/mm6945a3.htm#:~:text=During%20weeks%2012%E2%80%9342%2C%202020%2
C%20the%?20proportion%200f%20mental,years%20remained%20similar%20in%202020.
Shttps://www.ncbi.nlm.nih.gov/pmc/articles/PMC8762987/

%https://pubmed.ncbi.nlm.nih.gov/33279330/

Thttps://www.hrsa.gov/sites/default/files/hrsa/critical-crossroads/critical-crossroads-tool.pdf

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care.
Fiscal Impact

Budgeted staff resources for federal advocacy initiatives.

Prior Council Action

Amended Resolution 38 (22) Focus on Emergency Department Patient Boarding as a Health Equity Issue adopted.
Directed the College, through legislative venues and lobbying efforts, to focus regulatory bodies, i.e., Centers for
Medicare & Medicaid Services, The Joint Commission, etc., to establish a reasonable matrix of standards including
acceptable boarding times and handoff of clinical responsibility for boarding patients; publish best practice action
plans for hospitals to improve emergency department capacity; and, work to define criteria to determine when an
emergency department is considered over capacity and hospital action plans are triggered to activate.

Amended Resolution 48(21) Financial Incentives to Reduce ED Crowding adopted. Directed the College to study
financial and other incentives that might be used to reduce Boarding of admitted patients in the emergency
department.

Amended Resolution 13(16) ED Crowding and Boarding is a Public Health Emergency adopted. Directed ACEP to
work with the U.S. Department of Health and Human Services, the U.S. Public Health Service, The Joint
Commission, and other appropriate stakeholders to determine action steps to reduce ED crowding and boarding.

Amended Resolution 42(15) Prolonged Emergency Department Boarding adopted. Directed ACEP to work with other
organizations and stakeholders to develop multi-society policies that establish clear definitions for boarding and
crowding and limit the number of hours and volume of boarders to allow for continued patient access and patient
safety. Also directed that ACEP promote to other organizations and stakeholders known solutions to mitigate
boarding and crowding, including but not limited to smoothing of elective admissions, increasing weekend


https://www.congress.gov/bill/118th-congress/house-bill/2412?s=1&r=7
https://www.acep.org/administration/crowding--boarding
https://www.acep.org/contentassets/f31712d47ec74b9aad129978f60dd575/acep-boarding-policy-solutions.pdf
https://www.acep.org/contentassets/f31712d47ec74b9aad129978f60dd575/acep-boarding-policy-solutions.pdf
https://pubmed.ncbi.nlm.nih.gov/31175994/
https://www.cdc.gov/childrensmentalhealth/features/kf-childrens-mental-health-report.html
https://www.samhsa.gov/data/sites/default/files/report_1973/ShortReport-1973.html
https://www.cdc.gov/mmwr/volumes/69/wr/mm6945a3.htm#:%7E:text=During%20weeks%2012%E2%80%9342%2C%202020%2C%20the%20proportion%20of%20mental,years%20remained%20similar%20in%202020
https://www.cdc.gov/mmwr/volumes/69/wr/mm6945a3.htm#:%7E:text=During%20weeks%2012%E2%80%9342%2C%202020%2C%20the%20proportion%20of%20mental,years%20remained%20similar%20in%202020
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8762987/
https://pubmed.ncbi.nlm.nih.gov/33279330/
https://www.hrsa.gov/sites/default/files/hrsa/critical-crossroads/critical-crossroads-tool.pdf
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discharges, discharge of patients before noon, full availability of ancillary services seven days a week, and
implementation of a full-capacity protocol and promote legislation at the state and national level that limits and
discourages the practice of emergency department boarding as a solution to hospital crowding.

Resolution 28(08) Nationwide ED Crowding Crisis not adopted. The resolution directed ACEP members to work with
state medical associations and/or health departments to encourage hospitals and health care organizations to develop
mechanisms to increase availability of inpatient beds. Salient provisions of this resolution were included in Substitute
Resolution 25(08) State Department of Health Crowding Surveys.

Substitute Resolution 25(08) State Department of Health Crowding Surveys adopted. Directed ACEP to investigate
options to collect data from individual hospitals throughout the states regarding boarding and crowding, encourage
members to work with their state medical associations and/or state health departments to develop appropriate
mechanisms to facilitate the availability of inpatient beds and use of inpatient hallways for admitted ED patients,
identify and develop a speakers bureau of individuals who have successfully implemented high-impact, low-cost
solutions to boarding and crowding.

Amended Resolution 27(07) Hospital Leadership Actions to Ameliorate Crowding adopted. Directed ACEP to
develop a position paper on the systematic changes in hospital operations that are necessary to ameliorate crowding
and treatment delays affecting ED and other hospital patients.

Amended Resolution 26(07) Hallway Beds adopted. The resolution directed ACEP to revise the policy statement
“Boarding of Admitted and Intensive Care Patients in the ED,” work with state and national organizations to promote
the adoption of such policies, and to distribute information to the membership and other organizations related to
patient safety outcomes caused by the boarding of admitted patients in the ED.

Resolution 39(05) Hospital Emergency Department Throughput Performance Measure referred to the Board of
Directors. Called for ACEP to work with CMS and other stakeholders to develop measures of ED throughput that will
reduce crowding by placing the burden on hospitals to manage their resources more effectively.

Substitute Resolution 18(04) Caring for Emergency Department ‘Boarders’ adopted. Directed ACEP to endorse the
concept that overcrowding is a hospital-wide problem and the most effective care of admitted patients is provided in
an inpatient unit, and in the event of emergency department boarding conditions, ACEP recommends that hospitals
allocate staff so that staffing ratios are balanced throughout the hospital to avoid overburdening emergency
department staff while maintaining patient safety.

Amended Resolution 33(01) ED Overcrowding: Support in Seeking Local Solutions adopted. Directed ACEP to
develop a specific strategy to coordinate all activities related to emergency department and hospital crowding to
support state efforts, analyze information and experiences to develop a resource tool to assist chapters in efforts to
seek solutions to emergency department and hospital crowding at the local level.

Amended Substitute Resolution 15(01) JCAHO Mandate for Inpatients adopted. The resolution called for ACEP to
meet with appropriate regulatory agencies, including the AMA, JCAHO, and the American Hospital Association and
other interested parties to establish monitoring criteria and standards that are consistent with ACEP’s policy
“Boarding of Admitted and Intensive Care Patients in the Emergency Department.” The standard should address the
prompt transfer of patients admitted to inpatient units as soon as the treating emergency physician makes such a
decision.

Prior Board Action

June 2023, filed the report of the ED Boarding Summit Task Force and approved convening an ED Boarding Summit
within the next 12 months.

February 2023, approved the revised policy statement “Boarding of Admitted and Intensive Care Patients in the
Emergency Department;” revised and approved June 2017, April 2011, April 2008, January 2007; originally approved
October 2000.



https://www.acep.org/patient-care/policy-statements/boarding-of-admitted-and-intensive-care-patients-in-the-emergency-department/
https://www.acep.org/patient-care/policy-statements/boarding-of-admitted-and-intensive-care-patients-in-the-emergency-department/
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Resolution 38(22) Focus on Emergency Department Patient Boarding as a Health Equity Issue
Resolution 48(21) Financial Incentives to Reduce ED Crowding adopted.

April 2019, approved the revised policy statement “Crowding;” revised and approved February 2013; originally
approved January 2006.

September 2018, approved the revise policy statement “Boarding of Pediatric Patients in the Emergency Department;”
originally approved January 2012.

September 2018, approved the revised policy statement “Definitionof Boarded Patient;” reaffirmed October 2017;
originally approved January 2011.

Amended Resolution 13(16) ED Crowding and Boarding is a Public Health Emergency adopted.

June 2016, reviewed the updated information paper “Emergency Department Crowding High-Impact Solutions”

Amended Resolution 42(15) Prolonged Emergency Department Boarding adopted.

Substitute Resolution 25(08) State Department of Health Crowding Surveys adopted.

Amended Resolution 27(07) Hospital Leadership Actions to Ameliorate Crowding adopted.

Amended Resolution 26(07) Hallway Beds adopted.

April 2007, reviewed the information paper “Crowding and Surge Capacity Resources for EDs.”

October 2006, reviewed the information paper “Approaching Full Capacity in the Emergency Department.”
Substitute Resolution 18(04) Caring for Emergency Department ‘Boarders’ adopted

Amended Resolution 33(01) ED Overcrowding: Support in Seeking Local Solutions adopted.

Amended Substitute Resolution 15(01) JCAHO Mandate for Inpatients adopted.

Background Information Prepared by: Fred Essis
Congressional Lobbyist

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/crowding
https://www.acep.org/patient-care/policy-statements/boarding-of-pediatric-patients-in-the-emergency-department
https://www.acep.org/patient-care/policy-statements/definition-of-boarded-patient
https://www.acep.org/globalassets/sites/acep/media/crowding/empc_crowding-ip_092016.pdf

PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 30(23)
SUBMITTED BY: Pennsylvania College of Emergency Physicians

SUBJECT: Advocating for Increased Funding for EMS

PURPOSE: Advocate for: 1) increased funding for EMS services to address inadequacies in reimbursement rates; 2)
increased funding for EMS services; 3) a premium rate for EMS reimbursement in rural areas; 4) EMS reimbursement
rates for services and mileage to increase in line with Medicare rates based on changes to the consumer price index
(CPI); 5) reimbursement of EMS based on the value of the care provided; and 6) reimbursement models that allow for
“treatment-in-place” health care delivery

FISCAL IMPACT: Budgeted staff resources for ongoing advocacy initiatives.

1 WHEREAS, EMS providers play a critical role in providing life-saving services to individuals covered by
2 Medicaid and Medicare; and
3
4 WHEREAS, EMS reimbursements for transporting Medicaid patients have received only two increases in the
5 last two decades, with the last increase occurring in 2018; and
6
7 WHEREAS, The current reimbursement rates for Advanced Life Support (ALS) and Basic Life Support
8  (BLS) services in Pennsylvania are significantly below Medicare and commercial insurance reimbursements; and
9
10 WHEREAS, There are often additional costs associated with providing EMS services in rural areas;
11
12 WHEREAS, Future reimbursement rates for services and mileage should increase in line with Medicare rates
13 based on changes to the CPI, ensuring that EMS agencies can keep pace with the increased cost of providing these
14 vital services; and
15
16 WHEREAS, EMS is reimbursed at a flat rate based on the level of care provided and on miles transported,
17  rather than the value of the care provided; and
18
19 WHEREAS, EMS is unable to collect financial reimbursement for valuable healthcare services provided to
20  Medicaid and Medicare patients that do not involve transport of a patient to an Emergency Department setting,
21  including, but not limited to, emergent scenarios such as cardiac arrest care involving field termination, non-emergent
22 mobile integrated health services and other “treatment-in-place” healthcare delivery models that allow for reduced
23 reliance on Emergency Departments; and
24
25 WHEREAS, Agencies throughout the nation are reporting that EMS units are facing financial collapse, a
26  crisis accelerated by COVID-19 and inflation; therefore be it
27
28 RESOLVED, That ACEP advocate for increased funding for EMS services to address the inadequacies in
29  reimbursement rates for EMS services and advocate for increased funding for EMS services recognizing the
30  importance of fair and adequate reimbursements to ensure the provision of high-quality emergency medical care for
31  patients and the sustainability of EMS services and be it further
32
33 RESOLVED, That ACEP advocate for a premium rate for EMS reimbursement in rural areas; and be it

%)
o

further
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RESOLVED, That ACEP advocate for EMS reimbursement rates for services and mileage to increase in line
with Medicare rates based on changes to the CPI, ensuring that EMS agencies can keep pace with the increased cost
of providing these vital services to our communities; and be it further

RESOLVED, That ACEP advocate for reimbursement of EMS based on the value of the care provided; and
be it further

RESOLVED, That ACEP actively advocate for reimbursement models for EMS that allow for “treatment-in-
place” health care delivery.

Background

This resolution calls on ACEP to advocate for: increased funding for EMS services to address inadequacies in
reimbursement rates; increased funding for EMS services; a premium rate for EMS reimbursement in rural areas;
EMS reimbursement rates for services and mileage to increase in line with Medicare rates based on changes to the
consumer price index (CPI); reimbursement of EMS based on the value of the care provided; and reimbursement
models that allow for “treatment-in-place” health care delivery.

EMS provides a critical role in providing life-saving services for Medicare and Medicaid recipients around the US.
Despite this, EMS is reimbursed at a flat rate rather than based on the value, quality or efficiency of the care
delivered. As such, EMS is unable to collect financial reimbursement for anyhealthcare services provided to Medicaid
and Medicare patients that do not involve transport of a patient to an Emergency Department. This includes emergent
scenarios such as cardiac arrest care terminated in the field, mobile integrated health services, patient navigation
services, alternate destination programs, co-response with law enforcement and other “treatment-in-place” delivery
models that reduce reliance on transport to Emergency Departments. Further complicating this issue is that EMS is
deemed an essential service in only 11 states and not deemed an essential service at the federal level. The result is that
EMS funding has been left to states and local governments, leading to a lack of national coordination and
inconsistencies in EMS system design, training, qualifications, personnel requirements, and pay. For years, EMS
agencies have struggled with these issues and increasing difficulty in retaining and supporting both volunteer and
paid staff.. The stresses of the COVID-19 pandemic only exacerbated these problems. As a result, the challenges of
already-strained state and local budgets coupled with extreme surges in EMS demand without additional capacity (and
in some cases, reduced capacity)have pushed many EMS systems to the breaking point.

ACEP’s policy statement “Definition of an Emergency Service” codifies that an emergency service is any health care
service provided to evaluate and/or treat any medical condition for which a prudent layperson possessing an average
knowledge of medicine and health, believes that immediate unscheduled medical care is required. Thus, advocacy for
EMS falls under any ACEP policy that support reimbursement and fair payment for emergency services. In the “Fair
Reimbursement when Services are Mandated” policy, any government agency, legislative body, insurance carrier,
third party payer, or any other entity that mandates that a service or product be provided by emergency physicians or
other health care professionals is called on to also mandate an adequate source of funding to ensure fair coverage for
those services or products. Further, the “Emergency Medical Services Interfaces with Health Care Systems” asserts
ACEP’s belief that EMS plays an essential role in the clinically effective, fiscally responsible regionalization of
healthcare and therefore EMS systems must have significant involvement, funding, and leadership decision-making
authority to best provide necessary out-of-hospital acute assessment and safe, timely care to patients. Current
reimbursement and payment policies for EMS are not sufficient to keep EMS systems afloat. More and more patients
will lose access to emergency services as systems fail.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and local.


https://www.acep.org/siteassets/new-pdfs/policy-statements/definition-of-an-emergency-service.pdf
https://www.acep.org/siteassets/new-pdfs/policy-statements/fair-reimbursement-when-services-are-mandated.pdf
https://www.acep.org/siteassets/new-pdfs/policy-statements/fair-reimbursement-when-services-are-mandated.pdf
https://www.acep.org/patient-care/policy-statements/emergency-medical-services-interfaces-with-health-care-systems
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Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care, by
anticipating emerging trends in clinical and business practices and developing new career opportunities for emergency
physicians.

Fiscal Impact
Budgeted staff resources.
Prior Council Action

Amended Resolution 36(22) Emergency Medical Services are Essential Services adopted. Directed the College to
advocate for EMS to be considered and funded as an essential service and work with the American Hospital
Association, the National Association of EMS Physicians, and other stakeholder organizations to actively promote the
inclusion of Emergency Medical Services among federally- and locally-funded essential services, including efforts to
educate the public.

Resolution 26(01) Emergency Care as an Essential Public Service adopted. Directed the College to champion the
principle that emergency care is an essential public service and make it a key concept in advocacy efforts on behalf of
America’s emergency medical services safety net.

Prior Board Action
June 2023, approved the revised policy statement “Fair Reimbursement When Services are Mandated” with the

current title; revised and approved April 2017 titled “Fair Coverage when Services are Mandated;” reaffirmed April
2011 and September 2005; originally approved June 1999 titled “Compensation when Services are Mandated.”

Resolution 36(22) Emergency Medical Services are Essential Services adopted.

January 2021, reaffirmed the policy statement “Definition of an Emergency Service;” reaffirmed June 2015; revised
and approved April 2009; reaffirmed October 2002, October 1998; revised January 1994 with the current title;
originally approved October 1982 titled “Bona Fide Emergency Defined.”

February 2018, approved the policy statement “Emergency Medical Services Interfaces with Health Care Systems”
replacing 4 separate policy statements on EMS and ambulance care.

Resolution 26(01) Emergency Care as an Essential Public Service adopted.

Background Information Prepared by: Erin Grossmann
Regulatory & External Affairs Manager

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/fair-reimbursement-when-services-are-mandated
https://www.acep.org/patient-care/policy-statements/definition-of-an-emergency-service
https://www.acep.org/patient-care/policy-statements/emergency-medical-services-interfaces-with-health-care-systems
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 31(23)
SUBMITTED BY: New York Chapter

SUBJECT: Combating Mental Health Stigma in Insurance Policies

PURPOSE: 1) Advocate and commit resources for the elimination of discrimination against individuals with treated
mental health conditions in insurance policies; and 2) work with other organizations to promote equitable access to
insurance for all emergency physicians, regardless of their mental health status.

FISCAL IMPACT: Budgeted resources for federal advocacy initiatives. Unbudgeted staff and resources may be
required for actions beyond federal advocacy.

1 WHEREAS, Mental health conditions such as depression and post-partum depression are common among
2 emergency physicians and can significantly impact their ability to work and perpetuate burn out; and
3
4 WHEREAS, Disability insurance can provide financial protection for emergency physicians in the event of a
5 disability that prevents them from working; and
6
7 WHEREAS, Some insurance companies may decline a disability insurance policy for an emergency physician
8  due to a previously diagnosed and treated mental health condition, such as depression and post-partum depression;
9 and
10
11 WHEREAS, The American College of Emergency Physicians (ACEP) has a responsibility to advocate for the
12 well-being and fair treatment of its members; therefore be it
13
14 RESOLVED, That ACEP advocate and commit resources for the elimination of discrimination against
15  individuals with treated mental health conditions in insurance policies; and be it further
16
17 RESOLVED, That ACEP work with other organizations to promote equitable access to insurance for all
18  emergency physicians, regardless of their mental health status.

Background

This resolution directs the College to advocate and commit resources for the elimination of discrimination against
individuals with treated mental health conditions in insurance policies and work with other organizations to promote
equitable access to insurance for all emergency physicians, regardless of their mental health status.

The resolution notes that some insurance companies may decline a disability insurance policy for an emergency
physician due to a previously diagnosed and treated mental health condition, such as depression and post-partum
depression. The resolution also notes that disability insurance may provide financial protection for emergency
physicians in the event of a disability, such as a mental health condition, that prevents them from working.

Upwards of 65 percent of emergency physicians and emergency medicine resident physicians report experiencing
burnout during their careers.! Approximately 15 to 17 percent of emergency physicians, and upwards of 20 percent of
emergency medicine residents met the diagnostic criteria for PTSD in 2019. Other data indicates that, in the last year,
as many as 6,000 emergency physicians have contemplated suicide and up to 400 have attempted to take their own
life.



https://www.annemergmed.com/article/S0196-0644(17)30893-4/fulltext
https://www.annemergmed.com/article/S0196-0644(17)30893-4/fulltext
https://www.annemergmed.com/article/S0196-0644(17)30893-4/fulltext
https://www.medscape.com/viewarticle/914568_4
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ACEP’s current legislative and regulatory priorities include “Advocate for continued and increased funding for short,
medium, and long-term efforts to improve mental health, reduce burnout, and prevent suicide for emergency
physicians and other health care workers, and continue to develop new policy solutions.”

ACEP helped inform, develop, and secure successful passage and enactment of the Dr. Lorna Breen Health Care
Provider Protection Act (P.L. 117-105), which promotes mental and behavioral health support for physicians and
health care providers, increases awareness and education about mental and behavioral health challenges for health
care workers, and has funded dozens of grants totaling more than $100 million for organizations to develop programs
and resources for frontline health care workers.

ACEP has advocated and continues to advocate at the federal level for both elimination of pre-existing conditions
exclusions and for mental health parity in insurance plans, supporting legislative efforts that would provide the
Department of Labor the ability to issue civil monetary penalties for violations of the Mental Health Parity and
Addiction Equity Act. However, these laws and efforts focus on traditional health insurance — pre-existing conditions
exclusions may still apply to certain types of life insurance or disability insurance.

ACEP’s policy statement “Physician Impairment” states: “The existence of a health problem in a physician is NOT
synonymous with occupational impairment...” and that most physicians with “appropriately managed personal health
problems and other stressors are able to function safely and effectively in the workplace.

Background Reference

!Carbajal E. 29 physician specialties ranked by 2022 burnout rates. Becker’s Hospital Review website.
https://www.beckershospitalreview.com/hospital-physician-relationships/29-physician-specialties-ranked-by-2022-burnout-
rates.html. Published February 1, 2023. Accessed August 31, 2023.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment.

Fiscal Impact

Budgeted resources for federal advocacy initiatives. Unbudgeted staff and resources may be required for actions
beyond federal advocacy.

Prior Council Action

Amended Resolution 41(22) Addressing Stigma in the Emergency Department adopted. Directed ACEP to develop an
educational resource on identifying and addressing stigma in the emergency department that can be provided to
emergency physicians and residency programs, highlighting the role of important practices such as person-first
language.

Amended Resolution 20(19) Supporting Physicians to Seek Care for Mental Health and Substance Use Disorders
adopted. It called for ACEP to promote awareness of ACEP policy statements that oppose barriers to physicians
seeking treatment for mental health and substance use issues, work with the AMA and state medical societies to
advocate for changes by state medical boards for protections for licensure for physicians that seek help and treatment,
and partner with other stakeholders to investigate the effectiveness and quality of Physician Health Programs.

Amended Resolution 18(18) Reducing Physician Barriers to Mental Health Care adopted. Directed ACEP to work
with stakeholders to advocate for changes in state medical board licensing application questions about physician’s
mental health.


https://www.acep.org/federal-advocacy/mental-health/dr.-lorna-breen-health-care-provider-protection-act
https://www.acep.org/federal-advocacy/mental-health/dr.-lorna-breen-health-care-provider-protection-act
https://www.acep.org/patient-care/policy-statements/physician-impairment/
https://www.beckershospitalreview.com/hospital-physician-relationships/29-physician-specialties-ranked-by-2022-burnout-rates.html
https://www.beckershospitalreview.com/hospital-physician-relationships/29-physician-specialties-ranked-by-2022-burnout-rates.html
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Resolution 16(18) No More Emergency Physician Suicides adopted. Directed ACEP to study the unique specialty-
specific factors leading to depression and suicide in emergency physician and develop an action plan to address them.

Substitute Resolution 41(05) Non-Discrimination adopted. The resolution expressed ACEP’s opposition to all forms
of discrimination against patients on the basis of gender, race, age, creed, color, national or ethnic origin, religion,
disability, or sexual orientation and against employment discrimination in emergency medicine on the same principles
as well as physical or mental impairment that does not pose a threat to the quality of patient care.

Amended Resolution 32(04) Disability in Emergency Physicians adopted. Directed ACEP to evaluate and
communicate issues related to disability and impairment in the practice of emergency medicine to members and
address barriers to participation for members with disabilities. Also directed ACEP to request that ABEM include
information on disability in their Longitudinal Study of Emergency Physicians.

Substitute Resolution 9(99) Federation of State Medical Board Recommendations adopted. Directed ACEP to
consider establishing a formal relationship with the FSMB and to develop strategies and tools for members to respond
to the FSMB’s recommendations in “Maintaining State-Based Medical Licensure and Discipline: A Blueprint for
Uniform and Effective Regulation of the Medical Profession.”

Prior Board Action

Amended Resolution 41(22) Addressing Stigma in the Emergency Department adopted.

April 2021, approved the revised policy statement “Non-Discrimination and Harassment;” revised and approved June
2018 and April 2012 with the current title; originally approved October 2005 titled “Non-Discrimination.”

October 2020, reviewed the information paper Stigma in the Emergency Department.

February 2020, “Physician Impairment;” revised and approved October 2013 and October 2006; reaffirmed
September 1999; revised and approved April 1994; originally approved September 1990.

Amended Resolution 20(19) Supporting Physicians to Seek Care for Mental Health and Substance Use Disorders was
adopted.

Amended Resolution 18(18) Reducing Physician Barriers to Mental Health Care adopted.
Resolution 16(18) No More Emergency Physician Suicides adopted.

Substitute Resolution 41(05) Non-Discrimination adopted.

Amended Resolution 32(04) Disability in Emergency Physicians adopted.

Substitute Resolution 9(99) Federation of State Medical Boards adopted.

Background Information Prepared by: Fred Essis
Congressional Lobbyist

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/non-discrimination-and-harassment/
https://www.acep.org/globalassets/new-pdfs/information-and-resource-papers/stigma-in-the-emergency-department.pdf
https://www.acep.org/patient-care/policy-statements/physician-impairment/
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 32(23)

SUBMITTED BY: Gary Gaddis, MD, PhD, FACEP
David Schriger, MD, MPH, FACEP

SUBJECT: Health Care Insurers Waive Network Considerations During Declarations of Emergency

PURPOSE: 1) Advocate at the federal level and provide assistance to chapters for state lobbying efforts, urging the
enactment of legislation and/or regulations that require health insurers to waive ‘“network” rules and considerations
for their insured patients during times at which a Declaration of Emergency has been declared and placed in force by a
state governor or by the President of the United States, regardless of whether that state of emergency is the result of a
natural disaster, an act of war, a pandemic, or other causative forces; and 2) Submit a resolution to the American
Medical Association, requesting its House of Delegates to consider joining ACEP in seeking legislative or regulatory
changes designed to compel health insurers to waive "network" considerations under the same circumstances.

FISCAL IMPACT: This is not a current initiative of the College and is unbudgeted. Efforts pertaining to this issue
would be prioritized with current committee and staff resources for federal and state advocacy initiatives.

1 WHEREAS, Because of the COVID-19 pandemic, a public health emergency was declared by the Trump

2 Administration on March 13, 2020'; and

3

4 WHEREAS, During that time of emergency, numerous hospitals quickly became overcrowded and

5 oversubscribed, leading to an over-capacity inpatient census, which caused their health personnel and their systems of

6  care to become compromised regarding their ability to meet patient care needs; and

7

8 WHEREAS, Elsewhere, other area hospitals’ capacities were simultaneously undersubscribed; and

9
10 WHEREAS, This uneven distribution of patients and the local over-crowding that subsequently occurred at
11 oversubscribed hospitals is widely believed to have led to avoidable morbidity and mortality, as a direct consequence
12 of this patient maldistribution; and
13
14 WHEREAS, In a scholarly article by Ioannides et al.2, which appeared in the Annals of Emergency Medicine
15  in October of 2022, it was demonstrated that sufficient ambulance capacity existed throughout the early months of the
16  pandemic to have enabled extensive inter-hospital patient transfers to mitigate the effects of sporadic overcrowding, if
17  only local inter-hospital transfer protocols had been enacted and then followed by local health authorities; and
18
19 WHEREAS, In their manuscript, loannides et al. specifically advocated that regional Emergency Medical
20  Services (EMS) leaders should develop policies and procedures to facilitate a more even distribution of patients in
21 during future episodes of high hospital demand, toward employing EMS resources to facilitate inter-hospital transfers
22 of patients, and thus mitigate the sporadic over-subscribing of hospital capacities that demonstrably harmed patients;
23 and
24
25 WHEREAS, The existence of adequate EMS capacity to effect inter-hospital patients alone can be expected
26  to be insufficient to effect sufficiently numerous, voluntary patient transfers between hospitals (making this EMS
27  capacity be of questionable relevance), because offers for inter-hospital transfers would be likely to be resisted or
28  refused by many patients, if those patients were asked to transfer to a hospital that their health insurer considered to be
29  “out of network™; and
30
31 WHEREAS, The reason patients would be unlikely to agree to be transferred to an “out of network™ facility
32 lies in the higher “out of pocket” “co-payments” that these patients would encounter when billed for care at “out of
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network” locations; and

WHEREAS, This complicating factor of insurers “networks,” which would blunt the salutatory effect of
updated inter-hospital transfer protocols, was spotlighted in a Letter to the Editor of the Annals of Emergency
Medicine® written by the author of this resolution (GM Gaddis), with that letter appearing in the May 2023 Annals of
Emergency Medicine; and

WHEREAS, The authors of the manuscript which precipitated that Letter to the Editor documented agreement
with the key points raised in Gaddis’ Letter® in their reply*; and

WHEREAS, The senior author of the Ioannides manuscript, David Schriger, MD, FACEP, an Associate
Editor of the Annals of Emergency Medicine, has indicated that such advocacy for waiver of insurance networks was
exactly what the authorship team of Ioannides et al. hoped would happen in response to their manuscript® because
they did not believe it to be appropriate to engage in political advocacy within the text of a scientific article in a
scientific journal and thus, they did not take the opportunity to raise this point in their manuscript?; and

WHEREAS, These insurer “network” concerns are human-made barriers that could be eradicated by human
actions; and

WHEREAS, The logical and salutatory human action to eliminate these “network™ considerations and barriers
during times of emergencies could be voluntarily undertaken by health care insurance companies; and

WHEREAS, Such health insurers may be unlikely to voluntarily waive “network” considerations for their
insureds, even during times of declared national emergencies, as can be judged from their failure to extend this
courtesy to their insured patients during the COVID-19 emergency; and

WHEREAS, In the absence of voluntary network suspensions, new governmental legislation or regulatory
mandates are likely to be needed to compel such actions on the part of health care insurance companies; and

WHEREAS, ACEP maintains a presence in our nation’s capital to “lobby” for legislative and regulatory
changes desired by ACEP leaders, as does the American Medical Association (AMA); therefore be it

RESOLVED, That ACEP lobby at the federal level and provide assistance to chapters for state lobbying
efforts, for the enactment of legislation and/or regulations requiring health insurers to waive “network” rules and
considerations for their insured patients during times at which a Declaration of Emergency has been declared and
placed in force by a state governor or by the President of the United States, whether that state of emergency is the
result of a natural disaster, an act of war, a pandemic, or other causative forces; and be it further

RESOLVED, That ACEP submit a resolution to the American Medical Association for consideration by its
House of Delegates at its upcoming Interim Meeting, asking the AMA to join ACEP in the seeking of legislative or
regulatory change designed to compel health insurers to waive “network” considerations during times at which a
Declaration of Emergency has been declared and placed in force by a state governor or by the President of the United
States, whether that state of emergency is the result of a natural disaster, an act of war, a pandemic, or other causative
forces.
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Background

This resolution calls for the College to lobby at the federal level and provide assistance to chapters for state lobbying
efforts, urging the enactment of legislation and/or regulations that require health insurers to waive "network" rules and
considerations for their insured patients during times at which a Declaration of Emergency has been declared and
placed in force. It further directs the College to submit a resolution to the American Medical Association asking them
to join ACEP in the seeking of legislative or regulatory change designed to compel health insurers to waive “network”
considerations during times at which a Declaration of Emergency has been declared and placed in force.

The resolution posits that insurer network considerations could serve as barriers to optimal patient care and out-of-
network costs may deter inter-hospital patient transfers that could be beneficial in alleviating hospital capacity and
crowding issues. The resolution suggests that waivers of insurer network requirements during emergencies could help
eliminate these concerns by enabling overburdened/over-capacity facilities to transfer patients. During the COVID-19
pandemic, constraints on hospital resources became increasingly severe, leading to an increase in admitted patients
remaining in the ED for prolonged periods of time. The resolution cites a study that suggests using only a modest
portion of existing ambulance infrastructure would have significant impacts in load-balancing community resources
and alleviating strain on over-capacity facilities.

The COVID-19 public health emergency provides some precedent for requiring health insurers to waive certain rules
and considerations for their covered consumers. Group health plans and individual health insurance plans were
obligated to cover COVID-19 tests and related services without requiring cost sharing, prior authorization, or other
medical management requirements during the COVID-19 state of emergency. A coverage requirement was extended
to over-the-counter (OTC) COVID-19 tests and health plans ensured coverage for up to 8 OTC at-home tests per
covered individual each month. Alternatively, plans could establish a network to offer free OTC tests directly, thus
eliminating the need for patients to pay upfront and submit reimbursement claims later.! Plans and issuers were
obligated to cover COVID-19 vaccines without cost sharing, even if administered by out-of-network clinicians, and
were required to reimburse for the administration of the vaccine at a reasonable amount, with federal regulations
specifying the Medicare reimbursement rate as the rea.sonable amount. Many payers voluntarily waived or changed
certain policies during the pandemic, such as certain cost-sharing requirements, prior authorization requirements,
telehealth coverage, and others — some of which have even been implemented permanently. Plans also typically have
processes for applying for waivers to receive out-of-network care with prior approval, though they are not obligated to
approve such requests.

Many patient considerations in the context of out-of-network costs have essentially been obviated — at least in theory
— by recent legislative and regulatory actions. State and federal laws have been enacted to remove patients from the
middle of billing disputes between physicians/providers and insurers, banning the practice of “surprise medical
billing” in cases where patients who receive care from physicians, providers, or hospitals that were not in their plan’s
network. This includes the federal No Surprises Act (NSA; Public Law 116-260) that went into effect on January 1,
2022, which is in some respects a form of a network waiver for medically necessary care. Broadly, the NSA applies to
emergency and non-emergency services, including air ambulance transportation but not ground ambulance
transportation. The NSA bans physicians, hospitals, facilities, and other providers from billing of patients more than
in-network cost sharing amounts for most emergency care, and requires insurers to cover out-of-network claims with
patient cost-sharing at in-network amounts in these cases. However, the NSA protections for patients only exist when
an insurer has not retrospectively declared the care and/or transportation “not medically necessary.”

The No Surprises Act extends its protections to additional services that emergency patients may receive in conjunction
with an emergency visit even after they are stabilized—a new concept known as “post-stabilization services” in the
law. Thus, a patient coming to the ED to be treated for a medical emergency cannot be balance billed for any of the
out-of-network services they receive up to the point of stabilization, NOR for the care they receive once they are:

e admitted to the hospital; or,
e transferred to another facility via ambulance or other form of emergency medical transportation; or,
¢ placed into observation.
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The protections end when the patient is discharged or when the insurer determines retrospectively that the care did not
meet medical necessity criteria. They also can end when under the clinical judgment of the emergency physician, the
out-of-network patient could have been transferred to a participating facility safely and without undue financial
burden using a non-emergency form of transportation (like the patient’s car, a bus, or a taxi), AND the patient signs a
notice-and-consent given to them by the subsequent clinician.

There are still some gaps — the NSA does not cover non-emergency services provided in a variety of other settings,
such as urgent care centers, clinics, nursing homes, substance use disorder treatment facilities, and others. In many of
these non-emergency situations, providers may ask (but not require) patients to provide consent to waive their rights
under the NSA and allow them to bill more as an out-of-network provider. So for patients who are forced to seek non-
emergency care out-of-network during a declaration of emergency, the NSA’s provisions will not address the situation
as they could still find themselves needing to consent to costs of care higher than if they’d received the care in-
network. In recognizing this potential gap in existing law, it is worth considering whether there will be any kind of
significant numbers of patients seeking or needing non-emergency care during a declaration of emergency.

Background References
thttps://www .kff.org/coronavirus-covid-19/issue-brief/what-happens-when-covid-19-emergency-declarations-end-implications-
for-coverage-costs-and-access/#coverage-costs-and-payment

2https://www.jointcommission.org/-/media/tjc/documents/ standards/r3-reports/r3_report_issue_4.pdf

3https://catalyst.nejm.org/doi/full/10.1056/CAT.21.0217

“https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8344999/
5

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8276718/

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care.
Fiscal Impact

This is not a current initiative of the College and is unbudgeted. Efforts pertaining to this issue would be prioritized
with current committee and staff resources for federal and state advocacy initiatives.

Prior Council Action

None that is specific to waiving “network” rules and considerations for insured patients during a Declaration of
Emergency.

Prior Board Action
None

Background Information Prepared by: Fred Essis
Congressional Lobbyist

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 33(23)

SUBMITTED BY: Kathy Staats, MD, FACEP
Niki Thran, MD, FACEP
California Chapter

SUBJECT: Ban on Weapons Intended for Military or Law Enforcement Use

PURPOSE: 1) Support a ban on the sale, transfer, importation, and possession of weapons intended for military or
law-enforcement use, including semi-automatic rifles and handguns, that are designed to fire multiple rounds; 2)
Encourage state and federal policymakers to enact comprehensive legislation addressing the ban on such weapons
while respecting the rights of responsible gun owners; 3) Advocate for evidence-based measures, including the ban on
such weapons, to prevent and reduce gun-related injuries and fatalities through public education, research, and
collaboration with relevant stakeholders; and 4) Urge members to engage in discussions with their patients,
communities, and lawmakers to promote policies and initiatives aimed at reducing the availability and potential harm
caused by such weapons, while recognizing the importance of mental health services and violence prevention
programs in comprehensive strategies for reducing gun violence.

FISCAL IMPACT: Budgeted staff resources for ongoing advocacy initiatives related to firearms.

WHEREAS, ACEP is committed to the promotion of public health and safety; and

WHEREAS, Weapons intended for military or law enforcement use, including semi-automatic rifles and
handguns, designed to rapidly fire multiple rounds, pose a significant threat to public safety and contribute to mass
shootings and violence; and

WHEREAS, The proliferation of weapons intended for military or law enforcement use has resulted in an
alarming increase in the number and severity of injuries seen in emergency departments across the United States; and

WHEREAS, Studies have consistently demonstrated a correlation between the availability of weapons
intended for military or law enforcement use and increased rates of gun-related injuries and fatalities; and

WHEREAS, The possession of weapons intended for military or law enforcement use often serves no
legitimate purpose for self-defense or hunting, but rather enhances the potential for misuse and harm; and

WHEREAS, The banning of weapons intended for military or law enforcement use has proven effective in
reducing mass shootings and protecting the safety and well-being of individuals and communities in other countries;
and

WHEREAS, Responsible gun ownership and regulation should not infringe upon the rights of law-abiding
citizens to possess firearms for legitimate purposes, such as self-defense and recreational shooting; therefore be it

RESOLVED, That ACEP support a ban on the sale, transfer, importation, and possession of weapons
intended for military or law enforcement use, including semi-automatic rifles and handguns, that are designed to
rapidly fire multiple rounds; and be it further

RESOLVED, That ACEP encourage policymakers at the local, state, and federal levels to enact
comprehensive legislation that addresses the ban on weapons intended for military or law enforcement use while
respecting the rights of responsible gun owners; and be it further
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RESOLVED, That ACEP advocate for evidence-based measures, including the ban on weapons intended for
military or law enforcement use, to prevent and reduce gun-related injuries and fatalities through public education,
research, and collaboration with relevant stakeholders; and be it further

RESOLVED, That ACEP urge members to engage in discussions with their patients, communities, and
lawmakers to promote policies and initiatives aimed at reducing the availability and potential harm caused by
weapons intended for military or law enforcement use, while recognizing the importance of mental health services
and violence prevention programs in comprehensive strategies for reducing gun violence.

References

https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.rand.org/research/gun-policy/analysis/ban-assault-weapons.html
https://www.judiciary.senate.gov/press/dem/releases/studies-gun-massacre-deaths-dropped-during-assault-weapons-ban-
increased-after-expiration

Background

The resolution calls for the College to: 1) support a ban on the sale, transfer, importation, and possession of weapons
intended for military or law enforcement use, including semi-automatic rifles and handguns, that are designed to
rapidly fire multiple rounds; 2) encourage policymakers at the local, state, and federal levels to enact comprehensive
legislation that addresses the ban on weapons intended for military or law enforcement use while respecting the rights
of responsible gun owners; 3) advocate for evidence-based measures, including the ban on weapons intended for
military or law enforcement use, to prevent and reduce gun-related injuries and fatalities through public education,
research, and collaboration with relevant stakeholders; and 4) urge members to engage in discussions with their
patients, communities, and lawmakers to promote policies and initiatives aimed at reducing the availability and
potential harm caused by weapons intended for military or law enforcement use, while recognizing the importance of
mental health services and violence prevention programs in comprehensive strategies for reducing gun violence.

A fundamental challenge in the debate over firearms laws and policies revolves around language and semantics,
particularly the lack of consensus on definitions and controversy over terminology. Defining objects by intended use
is rarely definitive or restrictive. The term “intended for military or law enforcement use, including...” encompasses
firearms of all types and historical periods, while also excluding most modern firearms, which are not marketed to the
military or police. Conversely, all types of firearms are in current usage with the military and police for various
purposes, e.g. basic marksmanship.

Defining firearms by mechanical function (kinetic energy, reloading mechanism, length, rapidity of fire) does not
separate traditional and common sporting firearms from military and police firearms, except in the case of fully-
automatic reloading mechanisms (firing multiple shots with a single trigger pull) and ammunition belt fed
mechanisms.

The term “weapons intended for military or law enforcement use” is most generally used to refer to semi-automatic
rifles and shotguns with certain cosmetic similarities, features, or accessories, e.g. pistol or vertical hand grips,
removable ammunition magazines, integral mount rails, and bayonet lug. Accessories themselves, not integral to a
firearm, have been treated separately under current state and federal laws, e.g. bump stocks (facilitating faster trigger
actuation), ammunition magazines (capacity size), sound and flash suppressors, muzzle recoil breaks, folding stocks,
forearm braces, and ammunition.

The U.S. Bureau of Alcohol, Tobacco, Firearms, and Explosives (ATF), for example, states that “... certain features
designed for military application are indicative of non-sporting rifles and shotguns.

Pistol functions, cosmetics, accessories, and ammunition have remained effectively indistinguishable between
civilian, military, and police users for centuries. Certain accessories have been regulated at the state and federal levels,
e.g. shoulder stocks, forearm braces, forward grips, magazine capacity, and ammunition.


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.rand.org/research/gun-policy/analysis/ban-assault-weapons.html
https://www.judiciary.senate.gov/press/dem/releases/studies-gun-massacre-deaths-dropped-during-assault-weapons-ban-increased-after-expiration
https://www.judiciary.senate.gov/press/dem/releases/studies-gun-massacre-deaths-dropped-during-assault-weapons-ban-increased-after-expiration
https://en.wikipedia.org/wiki/Belt_(firearms)#:%7E:text=An%20ammunition%20belt%20is%20a%20firearm%20device%20used,of%20continuous%20fire%20without%20needing%20frequent%20magazine%20changes
https://en.wikipedia.org/wiki/Belt_(firearms)#:%7E:text=An%20ammunition%20belt%20is%20a%20firearm%20device%20used,of%20continuous%20fire%20without%20needing%20frequent%20magazine%20changes
https://www.atf.gov/firearms/firearms-guides-importation-verification-firearms-ammunition-and-implements-war-import
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The U.S. Bureau of Alcohol, Tobacco, Firecarms, and Explosives (ATF), for example, states that ““... certain features
designed for military application are indicative of non-sporting rifles and shotguns..”

Pro-firearm advocates oppose categorization of AR-15-style and other semi-automatic rifles as assault rifles, assault
weapons, or even as weapons intended for military/LE use, and that these firearms are instead categorized as “modern
sporting rifles,” according to the Firearm Industry Trade Association’s (NSSF) “Writer’s Guide to Firearms and
Ammunition.”

To illustrate the difficulty in reconciling common definitions between the different camps of advocates, consider the
following practical comparison: according to the manual for the Bushmaster XM 15 E2S, a AR-15-style semi-
automatic rifle available to the public, its rate of fire is 45 rounds per minute. The M4 carbine used by the U.S.
military has a rate of fire of 700-950 rounds per minute. Again, while similar in form and basic function, on this
example some would consider the XM15 E2S to be a weapon intended for military or law enforcement use while
others would qualify it as a modern sporting rifle. Further complicating regulation is that AR-15-style rifles are
offered in various ammunition choices, decreasing capacity of the same magazine by up to 66%.

As 0f 2023, ten U.S. states have banned or restricted the sale of AR- and AK-style and other similar firearms:
California, Connecticut, Delaware, Hawaii, Maryland, Massachusetts, New Jersey, New York, Illinois, and most
recently, Washington. These laws obviously vary by state, but generally prohibit manufacture, sale, and possession of
such a firearm unless the owner lawfully possessed it prior to the ban. At the federal level, the Violent Crime Control
and Law Enforcement Act of 1994 similarly banned the manufacture, transfer, or possession of these types of firearms
and others (“pre-ban” firearms were grandfathered in), prohibited the manufacture of new large-capacity magazines
except for government, military, or law enforcement sales, and banned possession and transfer of new large-capacity
magazines, though pre-ban magazines were exempted and could be legally transferred and possessed as well. The
1994 law included a sunset clause and its provisions expired in 2004. Similar legislation to reinstate a ban has been
introduced in Congress ever since, including the current 118" Congress, however none of these efforts have been
successfully considered by Congress and enacted into law.

Evidence of the federal ban’s effectiveness is mostly inconclusive with respect to impact on the overall U.S. homicide
rate. Rifles of all types, regardless of features, were involved in 3% of firearm murders in 2020 according to the Pew
Research Center. A 2020 RAND analysis of six studies found evidence to be inconclusive of the effect of state or
federal bans on mass shootings (inconsistent evidence for the policy’s effect on an outcome, or a single study only
found uncertain or suggestive effects), while there is limited evidence that a ban on high-capacity magazines may
decrease mass shootings. A 2019 study published in The Journal of Trauma and Acute Care Surgery, however, found
that mass-shooting related homicides were reduced in the U.S. during the years of the 1994-2004 ban.

The College has addressed the issue of firearms many times over the years through Council resolutions and policy
statements, including the current policy statement, “Firecarm Safety and Injury Prevention.” Among the policy’s
provisions is the directive that ACEP support legislative and regulatory efforts that “[r]estrict the sale and ownership
of weapons, munitions, and large-capacity magazines that are designed for military or law enforcement use, and
prohibit the sale of after-market modifications that increase the lethality of otherwise legal firearms.” ACEP’s
legislative and regulatory advocacy over the years includes working with members of Congress to promote efforts to
prevent firearm-related injuries and deaths, reduce firearms-related violence, and support public and private initiatives
to fund firearm safety and injury prevention research, and support the creation of a National Bureau for Firearm Injury
Prevention that would lead and coordinate a long-term, multidisciplinary campaign to reduce firearm injury and
deaths based on proven public health research and practices. While not directly the same issue as the firearms
identified in this resolution, ACEP has previously supported legislative efforts to ban the manufacture, possession,
and sale of “bump stocks” that allow semi-automatic firearms to nearly replicate the firing rate of fully automatic
firearms, such as those that were used to perpetrate the October 1, 2017 mass shooting in Las Vegas, NV that claimed
the lives of 60 people. ACEP also supported the Trump Administration’s 2019 ban on these and similar devices. This
regulatory ban has come under scrutiny recently with two federal appeals courts ruling against the ban and its ultimate
fate still uncertain.

The current “Firearm Safety and Injury Prevention” policy statement was originally developed by a task force of
members with a diversity of positions on the firearms issue and opinions on where/whether ACEP could have a


https://www.atf.gov/firearms/firearms-guides-importation-verification-firearms-ammunition-and-implements-war-import
http://www3.nssf.org/share/PDF/WritersGuide2017.pdf
http://www3.nssf.org/share/PDF/WritersGuide2017.pdf
https://web.archive.org/web/20051125012220/http:/www.ar15.com/content/manuals/manual_bushmaster.pdf
https://en.wikipedia.org/wiki/M4_carbine
https://www.axios.com/2023/01/12/assault-weapons-ban-states-illinois
https://en.wikipedia.org/wiki/Federal_Assault_Weapons_Ban
https://en.wikipedia.org/wiki/Federal_Assault_Weapons_Ban
https://www.rand.org/research/gun-policy/analysis/ban-assault-weapons/mass-shootings.html
https://journals.lww.com/jtrauma/Abstract/2019/01000/Changes_in_US_mass_shooting_deaths_associated_with.2.aspx
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.acep.org/globalassets/new-pdfs/policy-statements/firearm-safety-and-injury-prevention.pdf
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meaningful impact. ACEP policies are reviewed on a 5-year cycle as part of the policy sunset review process.
Committees and section are assigned specific policies for review and recommendations are then made to the Board to
reaffirm, revise, rescind or sunset the policy statement. The policy statement was assigned to the Public Health &
Injury Prevention Committee (PHIPC) for review during the 2018-19 committee year. Subsequently, a resolution was
submitted to the 2018 Council that called for the revision of the policy, requesting an emphasis on the importance of
research in firearm injury and on the relationship of firearm use in suicide attempts; and included additional language
restricting the sale of after-market modifications to firearms that increase the lethality of otherwise legal weapons. The
Council adopted a substitute resolution that directed the policy statement be revised to reflect the current state of
research and legislation. The PHIPC developed a revised policy statement that reflected many of the revisions as
recommended in the original resolution submitted to the 2018 Council. The Board approved the revised policy
statement in October 2019. The policy statement will be reviewed again by the PHIPC in the 2024-25 committee year
as part of the policy sunset review process.

The policy statement “Violence-Free Society” also notes that “ACEP believes emergency physicians have a public
health responsibility to reduce the prevalence and impact of violence through advocacy, education, legislation, and
research initiatives.”

In addition to the College’s own specific efforts, ACEP staff and member representatives also continue to work with
the American Medical Association (AMA), American College of Surgeons (ACS) and the ACS Committee on
Trauma, the American Academy of Pediatrics (AAP), and other stakeholders to address firearm injury prevention and
research. These include, but are not limited to:

- In September 2022, ACEP, ACS, AAP, the American College of Physicians (ACP) and the Council of
Medical Specialty Societies (CMSS) cohosted the second Medical Summit on Firearm Injury Prevention,
featuring representatives from more than 46 organizations everall. This meeting served as a follow-up to the
inaugural summit held in 2019, in which ACEP also participated. The proceedings, including the key
takeaways from the summit, were published in the Journal of the American College of Surgeons in March
2023. As a continuation of the summit’s efforts, the Healthcare Coalition for Firearm Injury Prevention
(HCFIP) has been formed as a multidisciplinary coalition of professional organizations representing medicine
and public health to collaborate on firearm injury prevention initiatives, with a focus on non-partisan and
evidence-based/data driven solutions. The Steering Committee member organizations of HCFIP are AAP,
ACEP, ACP, ACS, and CMSS. Additional invitations to join the coalition will be disseminated to a
preliminary list of nearly 70 organizations and work should formally start in late 2023 or early 2024.

- In February 2023, ACEP participated in a firearm injury prevention roundtable organized by the AMA. The
meeting was joined by the ACS, AAP, the American College of Physicians (ACP), American Psychiatric
Association (APA), and the American Academy of Family Physicians (AAFP). As a result of this initial
meeting, the AMA has established a Firearm Injury Prevention Task Force on which an ACEP representative
will also serve.

- Helped establish and currently serve as both a steering committee member and regular member of the Gun
Violence Prevention Research Roundtable (GVPRR), an effort spearheaded by the AAP. The GVPRR is a
nonpartisan and national coalition of leading medical, public health, and research organizations focused on
advocating for the value for federal funding for firearm violence prevention research.

ACEP worked successfully with other physician specialties, health care providers, and other stakeholders to restore
federal funding for firearm morbidity and mortality prevention research, with $25 million split between the National
Institutes of Health (NIH) and Centers for Disease Control and Prevention (CDC) in December 2019, after a more
than 20-year hiatus of federal appropriations for this purpose. ACEP continues to advocate for increased funding for
the NIH and CDC to continue and expand this research. For many consecutive years now, ACEP has joined an annual
appropriations request letter urging Congress to provide continued funding for firearms injury prevention research.
The most recent version of this letter for the 2024 fiscal year includes more than 400 signatories, and asks for a total
of $61 million for the CDC, NIH, and the recently established National Institute of Justice (NI1J) to conduct public
health research into firearm morbidity and mortality prevention. ACEP has also met with the National Collaborative
on Gun Violence Research (NCGVR), a research collaborative with the mission to fund and disseminate nonpartisan
scientific research to provide necessary data to establish fair and effective policies, in a discussion to share ACEP’s
policy priorities regarding firearms injury prevention.


https://www.acep.org/patient-care/policy-statements/violence-free-society/
https://www.acep.org/home-page-redirects/latest-news/medical-summit-on-firearm-injury-prevention-promotes-collaborative-approach-to-address-firearm-violence
https://journals.lww.com/journalacs/Citation/2023/06000/Proceedings_from_the_Second_Medical_Summit_on.34.aspx
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ACEP conducted an all member survey in the fall of 2018. Three of the survey questions were about firecarms. The
following questions were asked:

e Do you support ACEP's policies on firearms safety and injury prevention (increased access to mental health
services, expanded background checks, adequate support and training for the disaster response system,
increased funding for research, and restrictions on the sale and ownership of weapons, munitions, and large-
capacity magazines designed for military or law enforcement use)?

e Do you support limiting firearms purchases to individuals 21 years or older?

When mass shootings occur, should ACEP issue public statements advocating for change consistent with the
College's policies (referred to above)?

The survey was sent to 32,400 members including medical students and residents with 3,465 responses. Sixty-nine
percent of the respondents support the current ACEP policy statement in its entirety with 21.3 % in support of part of
the policy. Limiting firearm purchases to individuals 21 years or older was supported by 68.7% of the respondents and
not supported by 25.3%. Almost 6% did not know if they supported the age limit or not. When asked about ACEP
issuing public statements following a mass shooting event advocating for change consistent with the College’ s
policies, 62.5% were in support of making public statements while 28.1% did not support such action.

The PHIPC developed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention” on prevention of firearm injuries including relevant emergency medicine
firearm violence and injury prevention programs, prevention practice recommendations, firearm suicide prevention
programs as well as listings of community-based firearm violence prevention programs by state. ACEP also partnered
with the American Medical Association and the American College of Surgeons to work on issues of common concern
to address gun violence through public health research and evidence-based practice.

ACEDP has supported the mission and vision of the American Foundation for Firearm Injury Reduction in Medicine
(AFFIRM), including AFFIRM’s efforts to fund medical and public health research of firearm-related violence, injury
and death and development of evidence-based, best practice recommendations for health care providers to prevent and
reduce the incidence and health consequences of firearm-related violence. The Emergency Medicine Foundation
(EMF) has partnered with AFFIRM on research grants.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Fiscal Impact
Budgeted staff resources for ongoing advocacy initiatives related to firearms.
Prior Council Action

Resolution 33(21) Formation of a National Bureau for Firearm Injury Prevention adopted. Directed ACEP to support
the creation of a National Bureau for Firearm Injury Prevention that would lead and coordinate a long-term,
multidisciplinary campaign to reduce firearm injury and deaths based on proven public health research and practices.

Amended Resolution 36(19) Research Funding and Legislation to Address Both Firearm Violence and Intimate
Partner Violence adopted. Directed ACEP to work with stakeholders to raise awareness and advocate for research
funding and legislation to address both firearm violence and intimate partner violence.

Resolution 19(19) Support of the American Foundation for Firearm Injury Reduction in Medicine (AFFIRM)
adopted. Directed ACEP to support a public health approach to firearms-related violence and the prevention of
firearm injuries and deaths as enumerated in the 2018 ACEP Position Paper; and that ACEP support the mission and
vision of AFFIRM to advocate for the allocation of federal and private research dollars to further this agenda.


https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
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Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted. Directed ACEP to
revise the policy statement, “Firearm Safety and Injury Prevention” to reflect the current state of research and
legislation.

Resolution 27(13) Studying Firearm Injuries adopted. Directed ACEP to advocate for funding for research on firecarm
injury prevention and to work with the AMA and other medical societies to achieve this common cause.

Amended Resolution 31(12) Firearm Violence Prevention adopted. Condemned the recent massacres in Aurora, CO
and WI and the daily violence throughout the U.S. and reaffirmed ACEP’s commitment against gun violence
including advocating for public and private funding to study the health effects of gun violence.

Amended Resolution 41(04) Assault Weapon Ban adopted. ACEP deplores the threat to public safety that is the result
of widespread availability of assault weapons and high capacity ammunition devices and urges the Congress and the
President to enact and sign into law a comprehensive ban on all sales of assault weapons and high capacity magazines.

Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Sought to collaborate with other medical specialty organizations on firearms issues.

Resolution 22(96) National Center for Injury Prevention and Control adopted. Directed ACEP to continue supporting
funding for Injury Prevention and Control in the CDC in which firearms research was included.

Amended Resolution 69(95) Firearm Legislation adopted. Sought to limit access to Saturday night specials.

Amended Resolution 48(94) Increased Taxes on Handguns and Ammunition adopted. Advocated for increased taxes
on handguns and ammunition with proceeds going to fund the care of victims and/or programs to prevent gun
violence and to fund firearm safety education.

Resolution 47(94) Firearm Classification referred to the Board of Directors. Directed ACEP to support legislation
classifying firearms into three categories: 1) prohibited; 2) licensed; and 3) unlicensed.

Amended Resolution 46(94) Photo Identification and Qualifications for Firearm Possession adopted. Directed ACEP
to support legislation requiring photo identification and specific qualifications for firearm possession.

Substitute Resolution 45(94) Firearm Possession adopted. Supported legislation (as was passed in the crime bill) to
make it illegal for persons under 21 and persons convicted of violent crimes, spousal and/or child abuse or subject to a
protective order to possess firearms; illegal to transfer firearms to juveniles; and support legislation making it illegal
to leave a loaded handgun where it is accessible to a juvenile.

Substitute Resolution 44(94) Firearm Legislation adopted. Support comprehensive legislation to limit federal firearms
licenses.

Amended Resolution 43(94) Support of National Safety Regulations for Firearms adopted. Supported national safety
regulations for firearms.

Amended Resolution 18(93) Firearm Injury Reporting System adopted. Explore collaboration with existing
governmental entities to develop a mandatory firearm injury reporting system.

Amended Resolution 17(93) Firearm Injury Prevention adopted. Consider developing and/or promoting public
education materials regarding ownership of firearms and the concurrent risk of injury and death.

Amended Resolution 16(93) Possession of Handguns by Minors adopted. Support federal legislation to prohibit the
possession of handguns by minors.


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
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Amended Resolution 11(93) Violence Free Society adopted. Develop a policy statement supporting the concept of a
violence free society and increase efforts to educate member about the preventable nature of violence and the
important role physicians can play in violence prevention.

Resolution 15(90) Gun Control not adopted. Sought for ACEP to undertake a complete review of all medical, legal,
technical, forensic, and other pertinent literature regarding firearm-related violence with emphasis on the effects of
firearm availability to the incidence of such violence, and that ACEP withhold public comment on gun control until
such study is completed and an informed, unemotional, and unpolarized position on weapons can be formulated.

Amended Resolution 14(89) Ban on Assault Weapons adopted. Support federal and state legislation to regulate as
fully automatic weapons are regulated, the sale, possession, or transfer of semi-automatic assault weapons to private
citizens and support legislation mandating jail sentences for individuals convicted of the use of a semi-automatic
assault weapon in the commission of a crime.

Amended Resolution 13(89) Waiting Period to Purchase Firearms adopted. Support federal and state legislation to
require 15-day waiting period for the sale, purchase, or transfer of any firearm to allow time for a background check
on the individual and also support legislation mandating significant penalties for possession of a firearm while
committing a crime.

Substitute Resolution 16(84) Ban on Handguns adopted. Deplored the loss of life and limb secondary to the improper
use of handguns; supported legislation mandating significant penalties for possession of a handgun while committing
a crime; support legislation mandating significant penalties for the illegal sale of handguns; support a waiting period
for all prospective handgun buyers; supported successful completion of an education program on handgun safe for all
prospective handgun buyers; support development of educational programs on the proper use of handguns for existing
owners; support requiring screening of prospective handgun buyers for previous criminal records and mental health
problems that have led to violent behavior.

Resolution 15(83) Handgun Legislation not adopted. Urged legislative bodies to enact legislation restricting the
availability of handguns to the general public and to monitor the results.

Prior Board Action
Resolution 33(21) Formation of a National Bureau for Firearm Injury Prevention adopted.

Amended Resolution 36(19) Research Funding and Legislation to Address Both Firearm Violence and Intimate
Partner Violence adopted.

Resolution 19(19) Support of the American Foundation for Firearm Injury Reduction in Medicine (AFFIRM)
adopted.

October 2019, approved the revised policy statement “Firearm Safety and Injury Prevention;” approved April 2013
with current title, replacing rescinded policy statement titled “Firearm Injury Prevention;” revised and approved
October 2012, January 2011; reaffirmed October 2007; originally approved February 2001 replacing 10 separate
policy statements on firearms.

June 2019, approved sending a survey on firearms research, safety, and policy to the ACEP Council.

April 2019, approved the revised policy statement “Violence-Free Society;” reaffirmed June 2013, revised and
approved January 2007, reaffirmed October 200; originally approved January 1996.

January 2019, approved $20,000 contribution to the American Federation for Firearm Injury Reduction in Medicine
(AFFIRM).

Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted.


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
https://www.acep.org/patient-care/policy-statements/violence-free-society/
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June 2018, reviewed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention.”

June 2014, approved the Research Committee’s recommendations to convene a consensus conference of firearm
researchers and other stakeholders to: 1) develop a research agenda and to consider the use of available research
networks (including the proposed EM-PRN) to perform firearm research; 2) identify grant opportunities and promote
them to emergency medicine researchers; 3) recommend EMF consider seeking funding for a research grant
specifically supporting multi-center firearm research; and 4) advance the development of the EM-PRN so as to create
a resource for representative ED-based research on this topic and others.

Resolution 27(13) Studying Firearm Injuries adopted.

Amended Resolution 31(12) Firearm Violence Prevention adopted.

Amended Resolution 41(04) Assault Weapon Ban adopted.

Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Resolution 22(96) National Center for Injury Prevention and Control adopted.

Amended Resolution 69(95) Firearm Legislation adopted.

Amended Resolution 48(94) Increased Taxes on Handguns and Ammunition adopted.

Resolution 47(94) Firearm Classification referred to the Board of Directors.

Amended Resolution 46(94) Photo Identification and Qualifications for Firearm Possession adopted.

Substitute Resolution 45(94) Firearm Possession adopted.

Substitute Resolution 44(94) Firearm Legislation adopted.

Amended Resolution 43(94) Support of National Safety Regulations for Firearms adopted.

Amended Resolution 18(93) Firearm Injury Reporting System adopted.

Amended Resolution 17(93) Firearm Injury Prevention adopted.

Amended Resolution 16(93) Possession of Handguns by Minors adopted.

Amended Resolution 11(93) Violence Free Society adopted.

Amended Resolution 14(89) Ban on Assault Weapons adopted.

Amended Resolution 13(89) Waiting Period to Purchase Firearms adopted.

Substitute Resolution 16(84) Ban on Handguns adopted.

Background Information Prepared by: Ryan McBride, MPP
Congressional Affairs Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
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PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 34(23)

SUBMITTED BY: Kathy Staats, MD, FACEP
Niki Thran, MD, FACEP
California Chapter

SUBJECT: White Paper on Weapons Intended for Military or Law Enforcement Use

PURPOSE: 1) Develop a white paper on the examination of weapons intended for military or law enforcement use to
inform evidence-based policies, interventions, and public health strategies to address the risks and consequences
associated with these firearms and seek collaboration among experts in emergency medicine, public health, and other
stakeholders as appropriate to ensure a multidisciplinary approach in the development of the white paper; 2) include a
range of components with a comprehensive review of existing literature; examination of specific characteristics and
features of weapons intended for military or law enforcement; assessment of the societal impact and psychological
consequences; evaluation of existing policies, legislative measures, and firearm regulations; consideration of potential
interventions, strategies, and evidence-based approaches; 3) seek funding, partnerships, and collaboration with
relevant stakeholders, organizations, and governmental bodies to support the development of the paper; 4) disseminate
the paper to members, policymakers, public health officials, medical organizations, and other interested parties; and 5)
actively engage in advocacy efforts to promote evidence-based policies aimed at reducing the risks and impact of
weapons intended for military or law enforcement use on public health and safety.

FISCAL IMPACT: This is not a current initiative of the College and is unbudgeted. Development of a comprehensive
white paper would require diverting current budgeted staff resources from other initiatives to support this effort.
Unbudgeted costs of organizing/collaborating with relevant stakeholders for development of a comprehensive
research paper, if the costs are not offset by funding opportunities, and unbudgeted funds of approximately $25,000
for an in-person stakeholder meeting for 20 people.

1 WHEREAS, ACEP is committed to the promotion of public health, safety, and the well-being of patients; and
2
3 WHEREAS, ACEP recognizes the alarming impact of firearms-related incidents on public health, including
4 the toll of mass shootings and assaults involving weapons intended for military or law enforcement use; and
5
6 WHEREAS, ACEP acknowledges the importance of evidence-based research and information in informing
7  policies and interventions aimed at reducing the risk and impact of firearm-related injuries and fatalities; and
8
9 WHEREAS, There is a need for a comprehensive understanding of the medical implications and public health
10 consequences associated with the use of weapons intended for military or law enforcement use; therefore be it
11
12 RESOLVED, That ACEP develop a white paper on the examination of weapons intended for military or law
13 enforcement use to inform evidence-based policies, interventions, and public health strategies to address the risks and
14 consequences associated with these firearms and seek collaboration among experts in emergency medicine, public
15  health, and other stakeholders as appropriate to ensure a multidisciplinary approach in the development of the white
16  paper; and be it further
17
18 RESOLVED, That the ACEP white paper on the examination of weapons intended for military or law
19  enforcement use include, but not be limited to, the following components:
20
21 1. A comprehensive review of existing literature, studies, and research on the medical and public health
22 impact of weapons intended for military or law enforcement use, including injury patterns, morbidity,
23 mortality, and the unique challenges they present to emergency medical response and care.
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2. Examination of the specific characteristics and features of weapons intended for military or law
enforcement use that contribute to increased lethality and potential for mass casualties.

3. Assessment of the societal impact and psychological consequences associated with the use of weapons
intended for military or law enforcement use in mass shootings and other acts of violence.

4. Evaluation of existing policies, legislative measures, and firearm regulations pertaining to weapons
intended for military or law enforcement use at the federal and state levels and analysis of their
effectiveness in preventing and mitigating firearm-related injuries and fatalities.

5. Consideration of potential interventions, strategies, and evidence-based approaches to reduce the risks and
impact of weapons intended for military or law enforcement use on public health and safety, including but
not limited to, firearm safety education, mental health services, and law enforcement initiatives; and be it
further

RESOLVED, That ACEP seek funding, partnerships, and collaboration with relevant stakeholders,
organizations, and governmental bodies to support the development of the white paper on the examination of weapons
intended for military or law enforcement use; and be it further

RESOLVED, That upon completion of a white paper on the examination of weapons intended for military or
law enforcement use, ACEP will disseminate it to members, policymakers, public health officials, medical
organizations, and other interested parties to promote awareness, education, and evidence-based decision-making on
the topic of weapons intended for military or law enforcement use; and be it further

RESOLVED, That ACEP actively engage in advocacy efforts to promote evidence-based policies aimed at
reducing the risks and impact of weapons intended for military or law enforcement use on public health and safety.

References

https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.rand.org/research/gun-policy/analysis/ban-assault-weapons.html
https://www.judiciary.senate.gov/press/dem/releases/studies-gun-massacre-deaths-dropped-during-assault-weapons-ban-
increased-after-expiration

Background

The resolution directs the College to develop a white paper on the examination of weapons intended for military or
law enforcement use to inform evidence-based policies, interventions, and public health strategies to address the risks
and consequences associated with these firearms and seek collaboration among experts in emergency medicine, public
health, and other stakeholders as appropriate to ensure a multidisciplinary approach in the development of the white
paper; and include in the white paper, but not be limited to, the following components:

1. A comprehensive review of existing literature, studies, and research on the medical and public health
impact of weapons intended for military or law enforcement use, including injury patterns, morbidity,
mortality, and the unique challenges they present to emergency medical response and care.

2. Examination of the specific characteristics and features of weapons intended for military or law
enforcement use that contribute to increased lethality and potential for mass casualties.

3. Assessment of the societal impact and psychological consequences associated with the use of weapons
intended for military or law enforcement use in mass shootings and other acts of violence.

4. Evaluation of existing policies, legislative measures, and firearm regulations pertaining to weapons
intended for military or law enforcement use at the federal and state levels and analysis of their
effectiveness in preventing and mitigating firearm-related injuries and fatalities.

5. Consideration of potential interventions, strategies, and evidence-based approaches to reduce the risks and
impact of weapons intended for military or law enforcement use on public health and safety, including but
not limited to, firearm safety education, mental health services, and law enforcement initiatives.


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.rand.org/research/gun-policy/analysis/ban-assault-weapons.html
https://www.judiciary.senate.gov/press/dem/releases/studies-gun-massacre-deaths-dropped-during-assault-weapons-ban-increased-after-expiration
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It further directs the College to seek funding, partnerships, and collaboration with relevant stakeholders,
organizations, and governmental bodies to support the development of the white paper on the examination of weapons
intended for military or law enforcement use; upon completion of a white paper on the examination of weapons
intended for military or law enforcement use, ACEP will disseminate to its members, policymakers, public health
officials, medical organizations, and other interested parties to promote awareness, education, and evidence-based
decision-making on the topic of weapons intended for military or law enforcement use; and, actively engage in
advocacy efforts to promote evidence based policies aimed at reducing the risks and impact of weapons intended for
military or law enforcement use on public health and safety.

A fundamental challenge in the debate over firearms laws and policies revolves around language and semantics,
particularly the lack of consensus on definitions and controversy over terminology. Defining objects by intended use
is rarely definitive or restrictive. The term “intended for military or law enforcement use, including...” encompasses
firearms of all types and historical periods, while also excluding most modern firearms, which are not marketed to the
military or police. Conversely, all types of firearms are in current usage with the military and police for various
purposes, e.g., basic marksmanship.

Defining firearms by mechanical function (kinetic energy, reloading mechanism, length, rapidity of fire) does not
separate traditional and common sporting firearms from military and police firearms, except in the case of fully-
automatic reloading mechanisms (firing multiple shots with a single trigger pull) and ammunition belt fed
mechanisms.

The term “weapons intended for military or law enforcement use” is most generally used to refer to semi-automatic
rifles and shotguns with certain cosmetic similarities, features, or accessories, e.g. pistol or vertical hand grips,
removable ammunition magazines, integral mount rails, and bayonet lug. Accessories themselves, not integral to a
firearm, have been treated separately under current state and federal laws, e.g. bump stocks (facilitating faster trigger
actuation), ammunition magazines (capacity size), sound and flash suppressors, muzzle recoil breaks, folding stocks,
forearm braces, and ammunition.

Pistol functions, cosmetics, accessories, and ammunition have remained effectively indistinguishable between
civilian, military, and police users for centuries. Certain accessories have been regulated at the state and federal levels,
e.g., shoulder stocks, forearm braces, forward grips, magazine capacity, and ammunition.

The U.S. Bureau of Alcohol, Tobacco, Firearms, and Explosives (ATF), for example, states that “... certain features
designed for military application are indicative of non-sporting rifles and shotguns.”

Pro-firearm advocates oppose categorization of AR-15-style and other semi-automatic rifles as assault rifles, assault
weapons, or even as weapons intended for military/LE use, and that these firearms are instead categorized as “modern
sporting rifles,” according to the Firearm Industry Trade Association’s (NSSF) “Writer’s Guide to Firearms and
Ammunition.”

To illustrate the difficulty in reconciling common definitions between the different camps of advocates, consider the
following practical comparison: according to the manual for the Bushmaster XM 15 E2S, a AR-15-style semi-
automatic rifle available to the public, its rate of fire is 45 rounds per minute. The M4 carbine used by the U.S.
military has a rate of fire of 700-950 rounds per minute. Again, while similar in form and basic function, on this
example some would consider the XM15 E2S to be a weapon intended for military or law enforcement use while
others would qualify it as a modern sporting rifle. Further complicating regulation is that AR-15-style rifles are
offered in various ammunition choices, decreasing capacity of the same magazine by up to 66%.

As of 2023, ten U.S. states have banned or restricted the sale of AR- and AK-style and other similar firearms:
California, Connecticut, Delaware, Hawaii, Maryland, Massachusetts, New Jersey, New York, Illinois, and most
recently, Washington. These laws obviously vary by state, but generally prohibit manufacture, sale, and possession of
such a firearm unless the owner lawfully possessed it prior to the ban. At the federal level, the Violent Crime Control
and Law Enforcement Act of 1994 similarly banned the manufacture, transfer, or possession of these types of firearms
and others (“pre-ban” firearms were grandfathered in), prohibited the manufacture of new large-capacity magazines
except for government, military, or law enforcement sales, and banned possession and transfer of new large-capacity



https://en.wikipedia.org/wiki/Belt_(firearms)#:%7E:text=An%20ammunition%20belt%20is%20a%20firearm%20device%20used,of%20continuous%20fire%20without%20needing%20frequent%20magazine%20changes
https://en.wikipedia.org/wiki/Belt_(firearms)#:%7E:text=An%20ammunition%20belt%20is%20a%20firearm%20device%20used,of%20continuous%20fire%20without%20needing%20frequent%20magazine%20changes
https://www.atf.gov/firearms/firearms-guides-importation-verification-firearms-ammunition-and-implements-war-import
http://www3.nssf.org/share/PDF/WritersGuide2017.pdf
http://www3.nssf.org/share/PDF/WritersGuide2017.pdf
https://web.archive.org/web/20051125012220/http:/www.ar15.com/content/manuals/manual_bushmaster.pdf
https://en.wikipedia.org/wiki/M4_carbine
https://www.axios.com/2023/01/12/assault-weapons-ban-states-illinois
https://en.wikipedia.org/wiki/Federal_Assault_Weapons_Ban
https://en.wikipedia.org/wiki/Federal_Assault_Weapons_Ban
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magazines, though pre-ban magazines were exempted and could be legally transferred and possessed as well. The
1994 law included a sunset clause and its provisions expired in 2004. Similar legislation to reinstate a ban has been
introduced in Congress ever since, including the current 118" Congress, however none of these efforts have been
successfully considered by Congress and enacted into law.

Evidence of the federal ban’s effectiveness is mostly inconclusive with respect to impact on the overall U.S. homicide
rate. Rifles of all types, regardless of features, were involved in 3% of firearm murders in 2020 according to the Pew
Research Center. A 2020 RAND analysis of six studies found evidence to be inconclusive of the effect of state or
federal bans on mass shootings (inconsistent evidence for the policy’s effect on an outcome, or a single study only
found uncertain or suggestive effects), while there is limited evidence that a ban on high-capacity magazines may
decrease mass shootings. A 2019 study published in The Journal of Trauma and Acute Care Surgery, however, found
that mass-shooting related homicides were reduced in the U.S. during the years of the 1994-2004 ban.

The College has addressed the issue of firearms many times over the years through Council resolutions and policy
statements, including the current policy statement, “Firecarm Safety and Injury Prevention.” Among the policy’s
provisions is the directive that ACEP support legislative and regulatory efforts that “[r]estrict the sale and ownership
of weapons, munitions, and large-capacity magazines that are designed for military or law enforcement use, and
prohibit the sale of after-market modifications that increase the lethality of otherwise legal firearms.” ACEP’s
legislative and regulatory advocacy over the years includes working with members of Congress to promote efforts to
prevent firearm-related injuries and deaths, reduce firearms-related violence, and support public and private initiatives
to fund firearm safety and injury prevention research. While not directly the same issue as the firecarms identified in
this resolution, ACEP has previously supported legislative efforts to ban the manufacture, possession, and sale of
“bump stocks” that allow semi-automatic firearms to nearly replicate the firing rate of fully automatic firearms, such
as those that were used to perpetrate the October 1, 2017 mass shooting in Las Vegas, NV that claimed the lives of 60
people. ACEP also supported the Trump Administration’s 2019 ban on these and similar devices. This regulatory ban
has come under scrutiny recently, though, with two federal appeals courts ruling against the ban and its ultimate fate
still uncertain.

The current “Firearm Safety and Injury Prevention” policy statement was originally developed by a task force of
members with a diversity of positions on the firearms issue and opinions on where/whether ACEP could have a
meaningful impact. ACEP policies are reviewed on a 5-year cycle as part of the policy sunset review process.
Committees and section are assigned specific policies for review and recommendations are then made to the Board to
reaffirm, revise, rescind or sunset the policy statement. The policy statement was assigned to the Public Health &
Injury Prevention Committee (PHIPC) for review during the 2018-19 committee year. Subsequently, a resolution was
submitted to the 2018 Council that called for the revision of the policy, requesting an emphasis on the importance of
research in firearm injury and on the relationship of firearm use in suicide attempts; and included additional language
restricting the sale of after-market modifications to firearms that increase the lethality of otherwise legal weapons. The
Council adopted a substitute resolution that directed the policy statement be revised to reflect the current state of
research and legislation. The PHIPC developed a revised policy statement that reflected many of the revisions as
recommended in the original resolution submitted to the 2018 Council. The Board approved the revised policy
statement in October 2019. The policy statement will be reviewed again by the PHIPC in the 2024-25 committee year
as part of the policy sunset review process.

The policy statement “Violence-Free Society” also notes that “ACEP believes emergency physicians have a public
health responsibility to reduce the prevalence and impact of violence through advocacy, education, legislation, and
research initiatives.”

In addition to the College’s own specific efforts, ACEP staff and member representatives also continue to work with
the American Medical Association (AMA), American College of Surgeons (ACS) and the ACS Committee on
Trauma, the American Academy of Pediatrics (AAP), and other stakeholders to address firearm injury prevention and
research. These include, but are not limited to:

- In September 2022, ACEP, ACS, AAP, the American College of Physicians (ACP) and the Council of
Medical Specialty Societies (CMSS) cohosted the second Medical Summit on Firearm Injury Prevention,
featuring representatives from more than 46 organizations everall. This meeting served as a follow-up to the



https://www.rand.org/research/gun-policy/analysis/ban-assault-weapons/mass-shootings.html
https://journals.lww.com/jtrauma/Abstract/2019/01000/Changes_in_US_mass_shooting_deaths_associated_with.2.aspx
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.acep.org/globalassets/new-pdfs/policy-statements/firearm-safety-and-injury-prevention.pdf
https://www.acep.org/patient-care/policy-statements/violence-free-society/
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inaugural summit held in 2019, in which ACEP also participated. The proceedings, including the key
takeaways from the summit, were published in the Journal of the American College of Surgeons in March
2023. As a continuation of the summit’s efforts, the Healthcare Coalition for Firearm Injury Prevention
(HCFIP) has been formed as a multidisciplinary coalition of professional organizations representing medicine
and public health to collaborate on firearm injury prevention initiatives, with a focus on non-partisan and
evidence-based/data driven solutions. The Steering Committee member organizations of HCFIP are AAP,
ACEP, ACP, ACS, and CMSS. Additional invitations to join the coalition will be disseminated to a
preliminary list of nearly 70 organizations and work should formally start in late 2023 or early 2024.

- In February 2023, ACEP participated in a firearm injury prevention roundtable organized by the AMA. The
meeting was joined by the ACS, AAP, the American College of Physicians (ACP), American Psychiatric
Association (APA), and the American Academy of Family Physicians (AAFP). As a result of this initial
meeting, the AMA has established a Firearm Injury Prevention Task Force on which an ACEP representative
will also serve.

- Helped establish and currently serve as both a steering committee member and regular member of the Gun
Violence Prevention Research Roundtable (GVPRR), an effort spearheaded by the AAP. The GVPRR is a
nonpartisan and national coalition of leading medical, public health, and research organizations focused on
advocating for the value for federal funding for firearm violence prevention research.

ACEP worked successfully with other physician specialties, health care providers, and other stakeholders to restore
federal funding for firearm morbidity and mortality prevention research, with $25 million split between the National
Institutes of Health (NIH) and Centers for Disease Control and Prevention (CDC) in December 2019, after a more
than 20-year hiatus of federal appropriations for this purpose. ACEP continues to advocate for increased funding for
the NIH and CDC to continue and expand this research. For many consecutive years now, ACEP has joined an annual
appropriations request letter urging Congress to provide continued funding for firearms injury prevention research.
The most recent version of this letter for the 2024 fiscal year includes more than 400 signatories, and asks for a total
of $61 million for the CDC, NIH, and the recently established National Institute of Justice (NI1J) to conduct public
health research into firearm morbidity and mortality prevention. ACEP has also met with the National Collaborative
on Gun Violence Research (NCGVR), a research collaborative with the mission to fund and disseminate nonpartisan
scientific research to provide necessary data to establish fair and effective policies, in a discussion to share ACEP’s
policy priorities regarding firearms injury prevention.

ACEP conducted an all member survey in the fall of 2018. Three of the survey questions were about firearms. The
following questions were asked:

e Do you support ACEP's policies on firearms safety and injury prevention (increased access to mental health
services, expanded background checks, adequate support and training for the disaster response system,
increased funding for research, and restrictions on the sale and ownership of weapons, munitions, and large-
capacity magazines designed for military or law enforcement use)?

Do you support limiting firearms purchases to individuals 21 years or older?

e  When mass shootings occur, should ACEP issue public statements advocating for change consistent with the

College's policies (referred to above)?

The survey was sent to 32,400 members including medical students and residents with 3,465 responses. Sixty-nine
percent of the respondents support the current ACEP policy statement in its entirety with 21.3 % in support of part of
the policy. Limiting firearm purchases to individuals 21 years or older was supported by 68.7% of the respondents and
not supported by 25.3%. Almost 6% did not know if they supported the age limit or not. When asked about ACEP
Resolution 36(19) Research Funding and Legislation to Curb Gun Violence and Intimate Partner Violence Page 3
issuing public statements following a mass shooting event advocating for change consistent with the College’ s
policies, 62.5% were in support of making public statements while 28.1% did not support such action.

The PHIPC developed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention” on prevention of firearm injuries including relevant emergency medicine
firearm violence and injury prevention programs, prevention practice recommendations, firearm suicide prevention
programs as well as listings of community-based firearm violence prevention programs by state. ACEP also partnered



https://journals.lww.com/journalacs/Citation/2023/06000/Proceedings_from_the_Second_Medical_Summit_on.34.aspx
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
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with the American Medical Association and the American College of Surgeons to work on issues of common concern
to address gun violence through public health research and evidence-based practice.

ACEP has supported the mission and vision of the American Foundation for Firearm Injury Reduction in Medicine
(AFFIRM), including AFFIRM’s efforts to fund medical and public health research of firearm-related violence, injury
and death and development of evidence-based, best practice recommendations for health care providers to prevent and
reduce the incidence and health consequences of firearm-related violence. The Emergency Medicine Foundation
(EMF) has partnered with AFFIRM on research grants.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Fiscal Impact

This is not a current initiative of the College and is unbudgeted. Development of a comprehensive white paper would
require diverting current budgeted staff resources from other initiatives to support this effort. Unbudgeted costs of
organizing/collaborating with relevant stakeholders for development of a comprehensive research paper, if the costs
are not offset by funding opportunities, and unbudgeted funds of approximately $25,000 for an in-person stakeholder
meeting for 20 people.

Prior Council Action

The Council has discussed and adopted many resolutions about firearms, although none have focused solely on
developing a comprehensive white paper on weapons intended for military or law enforcement use.

Resolution 33(21) Formation of a National Bureau for Firearm Injury Prevention adopted. Directed ACEP to support
the creation of a National Bureau for Firearm Injury Prevention that would lead and coordinate a long-term,
multidisciplinary campaign to reduce firearm injury and deaths based on proven public health research and practices.

Amended Resolution 36(19) Research Funding and Legislation to Address Both Firearm Violence and Intimate
Partner Violence adopted. Directed ACEP to work with stakeholders to raise awareness and advocate for research
funding and legislation to address both firearm violence and intimate partner violence.

Resolution 19(19) Support of the American Foundation for Firearm Injury Reduction in Medicine (AFFIRM)
adopted. Directed ACEP to support a public health approach to firearms-related violence and the prevention of
firearm injuries and deaths as enumerated in the 2018 ACEP Position Paper; and that ACEP support the mission and
vision of AFFIRM to advocate for the allocation of federal and private research dollars to further this agenda.

Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted. Directed ACEP to
revise the policy statement, “Firearm Safety and Injury Prevention” to reflect the current state of research and
legislation.

Resolution 27(13) Studying Firearm Injuries adopted. Directed ACEP to advocate for funding for research on firecarm
injury prevention and to work with the AMA and other medical societies to achieve this common cause.

Resolution 19(13) Developing a Research Network to Study Firearm Violence in EDs referred to the Board of
Directors. Called for a task force to develop a research network of EDs to study the impact of firearm violence and
invite interested stakeholders to participate in the network.

Amended Resolution 31(12) Firearm Violence Prevention adopted. Condemned the recent massacres in Aurora, CO
and WI and the daily violence throughout the U.S. and reaffirmed ACEP’s commitment against gun violence
including advocating for public and private funding to study the health effects of gun violence.


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
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Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Sought to collaborate with other medical specialty organizations on firearms issues.

Resolution 22(96) National Center for Injury Prevention and Control adopted. Directed ACEP to continue supporting
funding for Injury Prevention and Control in the CDC in which firearms research was included.

Amended Resolution 43(94) Support of National Safety Regulations for Firearms adopted. Supported national safety
regulations for firearms.

Amended Resolution 18(93) Firearm Injury Reporting System adopted. Explore collaboration with existing
governmental entities to develop a mandatory firearm injury reporting system.

Amended Resolution 17(93) Firearm Injury Prevention adopted. Consider developing and/or promoting public
education materials regarding ownership of firearms and the concurrent risk of injury and death.

Amended Resolution 11(93) Violence Free Society adopted. Develop a policy statement supporting the concept of a
violence free society and increase efforts to educate member about the preventable nature of violence and the
important role physicians can play in violence prevention.

Resolution 15(90) Gun Control not adopted. Sought for ACEP to undertake a complete review of all medical, legal,
technical, forensic, and other pertinent literature regarding firearm-related violence with emphasis on the effects of
firearm availability to the incidence of such violence, and that ACEP withhold public comment on gun control until
such study is completed and an informed, unemotional, and unpolarized position on weapons can be formulated.

Prior Board Action

Resolution 33(21) Formation of a National Bureau for Firearm Injury Prevention adopted. Directed ACEP to support
the creation of a National Bureau for Firearm Injury Prevention that would lead and coordinate a long-term,
multidisciplinary campaign to reduce firearm injury and deaths based on proven public health research and practices.

Amended Resolution 36(19) Research Funding and Legislation to Address Both Firearm Violence and Intimate
Partner Violence adopted.

Resolution 19(19) Support of the American Foundation for Firearm Injury Reduction in Medicine (AFFIRM)
adopted.

October 2019, approved the revised policy statement “Firearm Safety and Injury Prevention;” approved April 2013
with current title, replacing rescinded policy statement titled “Firearm Injury Prevention;” revised and approved
October 2012, January 2011; reaffirmed October 2007; originally approved February 2001 replacing 10 separate
policy statements on firearms.

June 2019, approved sending a survey on firearms research, safety, and policy to the ACEP Council.

April 2019, approved the revised policy statement “Violence-Free Society;” reaffirmed June 2013, revised and
approved January 2007; reaffirmed October 200; originally approved January 1996.

Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted.

June 2018, reviewed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention.”

Resolution 27(13) Studying Firearm Injuries adopted.


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
https://www.acep.org/patient-care/policy-statements/violence-free-society/
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
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December 2013, assigned Referred Resolution 19(13) Developing a Research Network to Study Firearm Violence in
EDs to the Research Commiittee to provide a recommendation to the Board of Directors regarding further action on
the resolution.

Amended Resolution 31(12) Firearm Violence Prevention adopted.

Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Resolution 22(96) National Center for Injury Prevention and Control adopted.

Resolution 47(94) Firearm Classification referred to the Board of Directors.

Amended Resolution 43(94) Support of National Safety Regulations for Firearms adopted.

Amended Resolution 18(93) Firearm Injury Reporting System adopted.

Amended Resolution 17(93) Firearm Injury Prevention adopted.

Amended Resolution 11(93) Violence Free Society adopted.

Background Information Prepared by: Ryan McBride, MPP
Congressional Affairs Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director



PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 35(23)
SUBMITTED BY: District of Columbia Chapter

SUBJECT: Declaring Firearm Violence a Public Health Crisis

PURPOSE: Declare firearm violence a public health crisis in the United States.

FISCAL IMPACT: Budgeted staff resources for ongoing advocacy initiatives related to firearms and communications
to members and the public. Potential unbudgeted costs depending on other ways ACEP might address the issue,
possibly as much as $100,000 depending on the scope of the campaign.

1 WHEREAS, Emergency physicians have the privilege of working on the front lines of health crises; and
2
3 WHEREAS, Emergency physicians have the responsibility to care for victims of firearms violence in our
4 communities; and
5
6 WHEREAS, Firearm violence is an increasing threat to our public health; and
7
8 WHEREAS, Each day, 327 people are shot in the United States; and
9
10 WHEREAS, Firearm violence is the number one cause of death for children and teens in the United States;
11 and
12
13 WHEREAS, ACEP previously stated that emergency physicians have a public health responsibility to address
14  the effects of firearm violence in our communities; and
15
16 WHEREAS, The “Firearm Safety and Injury Prevention” policy statement, last revised in 2019, upholds
17  ongoing support for research, new legislation and regulatory actions, community engagement, addressing social
18 determinants of health in reducing firearm violence, increased mental health resources, and more; and
19
20 WHEREAS, ACEP believes that engaging in firearm violence discussions from the purview of public health
21  and safety is our professional and ethical obligation for our communities; and
22
23 WHEREAS, Other national medical groups (including the, American Academy of Family Physicians,
24 American Academy of Pediatrics, American College of Surgeons, American Medical Association, American
25 Psychological Association, Association of American Medical Colleges, American Public Health Association) have
26 declared firearm violence to be a public health crisis; therefore be it
27
28 RESOLVED, That ACEP declare firearm violence to be a public health crisis in the United States.

Background

The resolution calls for the College to declare firearm violence a public health crisis in the United States. While the
resolution does not specify how ACEP might approach the issue, the authors cite similar examples where other
physician and medical associations have declared firearm violence a public health crisis using methods such as a
white paper, policy statement, letter to Congress or media campaign.


https://pubmed.ncbi.nlm.nih.gov/36680877/
https://www.bradyunited.org/key-statistics
https://www.kff.org/global-health-policy/issue-brief/child-and-teen-firearm-mortality-in-the-u-s-and-peer-countries/
https://www.acep.org/who-we-are/leadership/board-blog/board-blog-articles/june-3-2022
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.acep.org/who-we-are/leadership/board-blog/board-blog-articles/june-3-2022
https://www.aafp.org/about/policies/all/gun-violence.html
https://publications.aap.org/pediatrics/article/150/6/e2022060070/189686/Firearm-Related-Injuries-and-Deaths-in-Children
https://www.facs.org/for-medical-professionals/news-publications/news-and-articles/press-releases/2022/acs-calls-for-action-to-address-firearm-violence-public-health-crisis/
https://www.ama-assn.org/press-center/press-releases/ama-calls-gun-violence-public-health-crisis
https://www.apaservices.org/advocacy/news/gun-violence-public-health-crisis
https://www.apaservices.org/advocacy/news/gun-violence-public-health-crisis
https://www.aamc.org/news/crossroads-addressing-gun-violence-public-health-crisis
http://uat.apha.org/-/media/Files/PDF/factsheets/200221_Gun_Violence_Fact_Sheet.ashx
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The College has addressed the issue of firearms many times over the years through Council resolutions and policy
statements, including the policy statement “Firearm Safety and Injury Prevention” (as also cited in the resolution).

The first paragraph of the policy states:

“The American College of Emergency Physicians condemns the current rates of injury and death
from firearms in the United States. Firearm injury is a leading cause of death among young
Americans, is the most common means of suicide death among all Americans, and has psychological
and financial ramifications for victims, their families, and the healthcare system. As emergency
physicians, we witness the toll firearm injuries take on our patients each day across the United States.
We support the need for funding, research, and protocols to help address this public health issue
[emphasis added].”

While the policy does not emphatically state firearm violence is a public health crisis, it does call attention to firearm
violence as a public health issue and also identifies comprehensive legislative, regulatory, public health, and health
care efforts that ACEP supports. The policy statement was originally developed by a task force of members with a
diversity of positions on the firearms issue and opinions on where/whether ACEP could have a meaningful impact.
ACEP policies are reviewed on a 5-year cycle as part of the policy sunset review process. Committees and section are
assigned specific policies for review and recommendations are then made to the Board to reaffirm, revise, rescind or
sunset the policy statement. The policy statement was assigned to the Public Health & Injury Prevention Committee
(PHIPC) for review during the 2018-19 committee year. Subsequently, a resolution was submitted to the 2018
Council that called for the revision of the policy, requesting an emphasis on the importance of research in firearm
injury and on the relationship of firearm use in suicide attempts; and included additional language restricting the sale
of after-market modifications to firearms that increase the lethality of otherwise legal weapons. The Council adopted a
substitute resolution that directed the policy statement be revised to reflect the current state of research and legislation.
The resolution was assigned to the PHIPC. The committee drafted a revised policy statement. that reflected many of
the revisions as recommended in the original resolution submitted to the 2018 Council. The Board approved the
revised policy statement in October 2019. The policy statement will be reviewed again by the PHIPC in the 2024-25
committee year as part of the policy sunset review process.

The policy statement “Violence-Free Society” also notes that “ACEP believes emergency physicians have a public
health responsibility to reduce the prevalence and impact of violence through advocacy, education, legislation, and
research initiatives.”

Recently, ACEP federal advocacy staff recently worked closely with Representative Robin Kelly (D-IL), Vice Chair
of the House Gun Violence Prevention Task Force, to help develop and substantially inform the “Gun Violence as a
Public Health Emergency Act” (H.R. 5010). Essentially all the information and suggestions provided by ACEP staff
and ACEP member experts on the topic were included in the product ultimately introduced in the House of
Representatives on July 27, 2023. The legislation calls for the U.S. Department of Health and Human Services and the
Centers for Disease Control and Prevention to publish data on national firearm deaths and injuries, disaggregated by
age, sex, gender, location, type of violence, and type of firearm; information on the types of programs used to respond
to and reduce gun violence and their effectiveness; and, data on federal funding and the frequency of research relating
to gun violence. ACEP’s legislative and regulatory priorities over the years have also included working with members
of Congress to promote efforts that may prevent firearm-related injuries and deaths, reduce firearms-related violence,
and support public and private initiatives to fund firearm safety and injury prevention research and support the
creation of a National Bureau for Firearm Injury Prevention that would lead and coordinate a long-term,
multidisciplinary campaign to reduce firearm injury and deaths based on proven public health research and practices.

In addition to the College’s own specific efforts, ACEP staff and member representatives also continue to work with
the American Medical Association (AMA), American College of Surgeons (ACS) and the ACS Committee on
Trauma, the American Academy of Pediatrics (AAP), and other stakeholders to address firearm injury prevention and
research. These include, but are not limited to:

- In September 2022, ACEP, ACS, AAP, the American College of Physicians (ACP) and the Council of
Medical Specialty Societies (CMSS) cohosted the second Medical Summit on Firearm Injury Prevention,



https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.acep.org/patient-care/policy-statements/violence-free-society/
https://robinkelly.house.gov/media-center/press-releases/reps-kelly-espaillat-lee-introduce-bill-recognize-gun-violence-public
https://robinkelly.house.gov/media-center/press-releases/reps-kelly-espaillat-lee-introduce-bill-recognize-gun-violence-public
https://www.acep.org/home-page-redirects/latest-news/medical-summit-on-firearm-injury-prevention-promotes-collaborative-approach-to-address-firearm-violence
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featuring representatives from more than 46 organizations everall. This meeting served as a follow-up to the
inaugural summit held in 2019, in which ACEP also participated. The proceedings, including the key
takeaways from the summit, were published in the Journal of the American College of Surgeons in March
2023. As a continuation of the summit’s efforts, the Healthcare Coalition for Firearm Injury Prevention
(HCFIP) has been formed as a multidisciplinary coalition of professional organizations representing medicine
and public health to collaborate on firearm injury prevention initiatives, with a focus on non-partisan and
evidence-based/data driven solutions. The Steering Committee member organizations of HCFIP are AAP,
ACEP, ACP, ACS, and CMSS. Additional invitations to join the coalition will be disseminated to a
preliminary list of nearly 70 organizations and work should formally start in late 2023 or early 2024.

- In February 2023, ACEP participated in a firearm injury prevention roundtable organized by the AMA. The
meeting was joined by the ACS, AAP, the American College of Physicians (ACP), American Psychiatric
Association (APA), and the American Academy of Family Physicians (AAFP). As a result of this initial
meeting, the AMA has established a Firearm Injury Prevention Task Force on which an ACEP representative
will also serve.

- Helped establish and currently serve as both a steering committee member and regular member of the Gun
Violence Prevention Research Roundtable (GVPRR), an effort spearheaded by the AAP. The GVPRR is a
nonpartisan and national coalition of leading medical, public health, and research organizations focused on
advocating for the value for federal funding for firearm violence prevention research.

ACEP worked successfully with other physician specialties, health care providers, and other stakeholders to restore
federal funding for firearm morbidity and mortality prevention research, with $25 million split between the National
Institutes of Health (NIH) and Centers for Disease Control and Prevention (CDC) in December 2019, after a more
than 20-year hiatus of federal appropriations for this purpose. ACEP continues to advocate for increased funding for
the NIH and CDC to continue and expand this research. For many consecutive years now, ACEP has joined an annual
appropriations request letter urging Congress to provide continued funding for firearms injury prevention research.
The most recent version of this letter for the 2024 fiscal year includes more than 400 signatories, and asks for a total
of $61 million for the CDC, NIH, and the recently established National Institute of Justice (N1J) to conduct public
health research into firearm morbidity and mortality prevention. ACEP has also met with the National Collaborative
on Gun Violence Research (NCGVR), a research collaborative with the mission to fund and disseminate nonpartisan
scientific research to provide necessary data to establish fair and effective policies, in a discussion to share ACEP’s
policy priorities regarding firearms injury prevention.

ACEP conducted an all member survey in the fall of 2018. Three of the survey questions were about firearms. The
following questions were asked:

e Do you support ACEP's policies on firearms safety and injury prevention (increased access to mental health
services, expanded background checks, adequate support and training for the disaster response system,
increased funding for research, and restrictions on the sale and ownership of weapons, munitions, and large-
capacity magazines designed for military or law enforcement use)?

e Do you support limiting firearms purchases to individuals 21 years or older?

When mass shootings occur, should ACEP issue public statements advocating for change consistent with the
College's policies (referred to above)?

The survey was sent to 32,400 members including medical students and residents with 3,465 responses. Sixty-nine
percent of the respondents support the current ACEP policy statement in its entirety with 21.3 % in support of part of
the policy. Limiting firearm purchases to individuals 21 years or older was supported by 68.7% of the respondents and
not supported by 25.3%. Almost 6% did not know if they supported the age limit or not. When asked about ACEP
Resolution 36(19) Research Funding and Legislation to Curb Gun Violence and Intimate Partner Violence Page 3
issuing public statements following a mass shooting event advocating for change consistent with the College’ s
policies, 62.5% were in support of making public statements while 28.1% did not support such action.

The PHIPC developed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention” on prevention of firearm injuries including relevant emergency medicine
firearm violence and injury prevention programs, prevention practice recommendations, firearm suicide prevention



https://journals.lww.com/journalacs/Citation/2023/06000/Proceedings_from_the_Second_Medical_Summit_on.34.aspx
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programs as well as listings of community-based firearm violence prevention programs by state. ACEP also partnered
with the American Medical Association and the American College of Surgeons to work on issues of common concern
to address gun violence through public health research and evidence-based practice.

ACEP has supported the mission and vision of the American Foundation for Firearm Injury Reduction in Medicine
(AFFIRM), including AFFIRM’s efforts to fund medical and public health research of firearm-related violence, injury
and death and development of evidence-based, best practice recommendations for health care providers to prevent and
reduce the incidence and health consequences of firearm-related violence. The Emergency Medicine Foundation
(EMF) has partnered with AFFIRM on research grants.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Fiscal Impact

Budgeted staff resources for ongoing advocacy initiatives related to firearms and communications to members and the
public. Potential unbudgeted costs depending on other ways ACEP might address the issue, possibly as much as
$100,000 depending on the scope of the campaign.

Prior Council Action

The Council has discussed and adopted many resolutions about firearms, although none have focused solely on
declaring firearms a public health crisis.

Resolution 19(19) Support of the American Foundation for Firearm Injury Reduction in Medicine (AFFIRM)
adopted. Directed ACEP to support a public health approach to firearms-related violence and the prevention of
firearm injuries and deaths as enumerated in the 2018 ACEP Position Paper; and that ACEP support the mission and
vision of AFFIRM to advocate for the allocation of federal and private research dollars to further this agenda.

Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted. Directed ACEP to
revise the policy statement, “Firearm Safety and Injury Prevention” to reflect the current state of research and
legislation.

Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Sought to collaborate with other medical specialty organizations on firearms issues.

Amended Resolution 11(93) Violence Free Society adopted. Develop a policy statement supporting the concept of a
violence free society and increase efforts to educate member about the preventable nature of violence and the
important role physicians can play in violence prevention.

Prior Board Action

Resolution 19(19) Support of the American Foundation for Firearm Injury Reduction in Medicine (AFFIRM)
adopted.

October 2019, approved the revised policy statement “Firearm Safety and Injury Prevention;” approved April 2013
with current title, replacing rescinded policy statement titled “Firearm Injury Prevention;” revised and approved

October 2012, January 2011; reaffirmed October 2007; originally approved February 2001 replacing 10 separate
policy statements on firearms.

June 2019, approved sending a survey on firearms research, safety, and policy to the ACEP Council.


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
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April 2019, approved the revised policy statement “Violence-Free Society;” reaffirmed June 2013, revised and
approved January 2007, reaffirmed October 200; originally approved January 1996.

January 2019, approved $20,000 contribution to the American Federation for Firearm Injury Reduction in Medicine
(AFFIRM).

Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted.

June 2018, reviewed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention.”

Amended Resolution 11(93) Violence Free Society adopted.

Background Information Prepared by: Ryan McBride, MPP
Congressional Affairs Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director
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RESOLUTION: 36(23)

SUBMITTED BY: California Chapter
Leslie Mukau, MD, FACEP
Valerie Norton, MD, FACEP
Bing Pao, MD, FACEP
Scott Pasichow, MD, MPH, FACEP
Katherine Staats, MD, FACEP
Niki Thran, MD, FACEP
Randall Young, MD, FACEP

SUBJECT: Mandatory Waiting Period for Firearm Purchases

PURPOSE: Advocate for a mandatory federal waiting period prior to firearm purchases; assist state chapters in
promoting legislation on mandatory waiting periods at the state level; and, add language to the “Firearm Safety and
Injury Prevention” policy statement supporting mandatory waiting periods prior to firearm purchases.

FISCAL IMPACT: Budgeted staff resources for ongoing federal advocacy initiatives related to firearms and budgeted
committee and staff resources for revising policy statements. Unbudgeted resources would be needed to assist
chapters in promoting legislation on mandatory waiting periods and would require diverting current budgeted staff
resources from other state advocacy work to support this effort.

1 WHEREAS, More than 48,000 people died in firearm-related incidents in 2021 in the United States, a 23%
2 increase compared to 2019; and
3
4 WHEREAS, Studies show that a mandatory waiting period prior to firearm purchases diminishes the
5 incidence of firearm-related injuries and deaths; and
6
7 WHEREAS, The American Medical Association supports a waiting period of at least one week before
8  purchasing any form of firearm in the United States; and
9
10 WHEREAS, ACEP has an interest in reducing firearm-related injuries and deaths; therefore be it
11
12 RESOLVED, That ACEP advocate for a mandatory federal waiting period prior to firearm purchases; and
13 be it further
14
15 RESOLVED, That ACEP assist state chapters in promoting legislation on mandatory waiting periods at
16 the state level; and be it further
17
18 RESOLVED, That ACEP add language to its “Firearm Safety and Injury Prevention” policy statement
19  supporting mandatory waiting periods prior to firearm purchases.

References

1. Luca M, Malhotra D, Poliquin C., “Handgun waiting periods reduce gun deaths.” Proc Natl Acad Sci U S A.
2017;114(46):12162-12165.

2. AMA Policy: Waiting Period Before Gun Purchase H-145.992: https://policysearch.ama-
assn.org/policyfinder/detail/waiting%?20period ?uri=%2FAMADoc%2FHOD.xml-0-549.xml

3. https://www.pewresearch.org/short-reads/2023/04/26/what-the-data-says-about-gun-deaths-in-the-u-s/



https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5699026/
https://policysearch.ama-assn.org/policyfinder/detail/waiting%20period?uri=%2FAMADoc%2FHOD.xml-0-549.xml
https://policysearch.ama-assn.org/policyfinder/detail/waiting%20period?uri=%2FAMADoc%2FHOD.xml-0-549.xml
https://www.pewresearch.org/short-reads/2023/04/26/what-the-data-says-about-gun-deaths-in-the-u-s/

Resolution 36(23) Mandatory Waiting Period for Firearm Purchases
Page 2

Background

The resolution calls for ACEP to advocate for a mandatory federal waiting period prior to firearm purchases; assist
state chapters in promoting legislation on mandatory waiting periods at the state level; and, add language to its
“Firearm Safety and Injury Prevention” policy statement supporting mandatory waiting periods prior to firearm
purchases.

Advocates of mandatory waiting periods for firearms purchases cite evidence that mandatory waiting periods reduce
firearms-related injuries and deaths, including suicides, by allowing a prospective buyer to “cool off”” and prevent
acting upon impulsive behaviors or emotions that may otherwise lead to harm of others or oneself. Several studies
have found evidence that waiting periods reduce gun homicides, such as the Luca, Malhotra, and Poliquin study that
found a 17 percent reduction in gun homicides based on changes in state-level policy since 1970. Another study of
four handgun laws — waiting periods, universal background checks, gun locks, and open carrying regulations — found
significantly lower firearm suicide rates. Analyses of multiple studies conducted by RAND’s Gun Policy in America
initiative have found moderate evidence that mandatory waiting periods reduce total homicides, limited evidence that
waiting periods may reduce firearm homicides, and limited evidence that waiting periods may reduce total suicides
and moderate evidence that waiting periods may reduce firearms suicides.

Those opposed to mandatory waiting periods suggest that waiting periods are an “unnecessary time tax” on both
purchasers and licensed firearms dealers after a federal background check has been carried out under the National
Instant Criminal Background Check System (NICS). Additionally, advocates of more permissive firearms policies
suggest that these waiting periods are unnecessary burdens that could put an individual who needs a firearm for
protection at risk, and that an individual intent on committing a criminal act with a firearm is unlikely to purchase a
firearm through legal means so waiting periods disproportionately affect law-abiding citizens.

There is currently no waiting period for firearms purchases at the federal level. Currently, 10 states and the District of
Columbia have laws establishing waiting periods applicable to some types of firearms. The specifics of these laws
vary by state, but below is a brief overview:

Waiting periods for all firearms purchases:

California — 10 days

Colorado — 3 days

D.C. - 10 days

Florida — 3 days or time required to complete background check, whichever is later
Hawaii — 14 days

linois — 72 hours

Rhode Island — 7 days

Waiting periods for certain types of firearms purchases:

e Minnesota — 30 days. Applies to handguns and “semiautomatic military-style assault weapons” according
to statute. All or a portion of the waiting period may be waived by chief of police or sheriff under certain
conditions.

e  Washington — 10 days. Applies to semi-automatic rifles.

Waiting periods for handgun purchases only:

e Maryland — 7 days
e New Jersey — 7 days

From 1994 through 1998, the Brady Handgun Violence Prevention Act (P.L. 103-159) imposed a federal 5-day
waiting period for handgun purchases until superseded by the implementation of NICS in 1998. NICS applies to all
types of firearms, not just handguns, and requires all firearms manufacturers, dealers, and importers who hold a


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://pubmed.ncbi.nlm.nih.gov/29078268/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4566524/
https://www.rand.org/research/gun-policy/analysis/waiting-periods/violent-crime.html
https://www.rand.org/research/gun-policy/analysis/waiting-periods/suicide.html
https://www.nraila.org/articles/20150421/wisconsin-48-hour-waiting-period-repeal-bill-passes-senate
https://www.revisor.mn.gov/laws/2023/0/52/laws.13.2.0#laws.13.2.0
https://www.law.cornell.edu/
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Federal Firearms License (FFL) to submit a background check on all buyers before transferring a firearm
(sales/transfers between private parties do not require background checks). The vast majority of NICS background
checks are returned immediately (85.30 percent in 2020, 87.98 percent in 2021), with the remainder requiring
additional information or investigation which the Federal Bureau of Investigation (FBI) has three days to complete.
The FBI NICS Section targets an immediate determination rate of 90 percent. If a NICS request is not completed
within three days, the FFL holder may proceed to complete the sale and transfer the firearm to an individual, though
they are not required to — Walmart, for example, voluntarily chooses to not complete so-called “default proceed”
sales.

The “default proceed” sale process is now referred to by some as the “Charleston loophole” as this is how the
perpetrator of the 2015 mass shooting at the Emanuel AME Church in Charleston, SC, was able to acquire a firearm
though he should have been prevented from purchasing one. Federal legislation to address this issue, the Enhanced
Background Checks Act, has been introduced several times in Congress. This proposal would provide the FBI with
additional time to complete a background check before a firearm sale is completed, and if a background check has not
been completed within 10 days, the purchaser may request an escalated FBI review. This escalated review triggers a
more intensive FBI investigation intended to resolve the case within an additional 10-business day period. If that
additional 10-day period lapses, the FFL may proceed with the sale or transfer to the purchaser. This legislation
passed the House of Representatives in both the 116™ Congress and 117" Congress, but was not considered in the
Senate. ACEP has and continues to support this legislation, in line with the current “Firearm Safety and Injury
Prevention policy statement.”

The College has addressed the issue of firearms many times over the years through Council resolutions and policy
statements, including the current policy statement, “Firearm Safety and Injury Prevention.” Among the policy’s
provisions is the directive that ACEP “support universal background checks for all firearm transactions, including
private sales and transfers,” as well as “support adequate enforcement of existing laws and support new legislation
that prevents high-risk and prohibited individuals from obtaining firearms.” The policy statement also states that
ACEP supports public health and health care efforts that “promote access to effective, affordable, and sustainable
mental health services for emergency department patients with acute mental illness for whom access to a firearm
poses a real risk to life for themselves or others” and “support research into public policies that may reduce the risk of
all types of firearm-related injuries, including risk characteristics that might make a person more likely to engage in
violent and/or suicidal behavior.”

The current “Firearm Safety and Injury Prevention” policy statement was originally developed by a task force of
members with a diversity of positions on the firearms issue and opinions on where/whether ACEP could have a
meaningful impact. ACEP policies are reviewed on a 5-year cycle as part of the policy sunset review process.
Committees and section are assigned specific policies for review and recommendations are then made to the Board to
reaffirm, revise, rescind or sunset the policy statement. The policy statement was assigned to the Public Health &
Injury Prevention Committee (PHIPC) for review during the 2018-19 committee year. Subsequently, a resolution was
submitted to the 2018 Council that called for the revision of the policy, requesting an emphasis on the importance of
research in firearm injury and on the relationship of firearm use in suicide attempts; and included additional language
restricting the sale of after-market modifications to firearms that increase the lethality of otherwise legal weapons. The
Council adopted a substitute resolution that directed the policy statement be revised to reflect the current state of
research and legislation. The PHIPC developed a revised policy statement that reflected many of the revisions as
recommended in the original resolution submitted to the 2018 Council. The Board approved the revised policy
statement in October 2019. The policy statement will be reviewed again by the PHIPC in the 2024-25 committee year
as part of the policy sunset review process. If adopted, this resolution would be assigned to the PHIPC to review the
policy statement during the 2023-24 committee year.

The policy statement “Violence-Free Society” also notes that “ACEP believes emergency physicians have a public
health responsibility to reduce the prevalence and impact of violence through advocacy, education, legislation, and
research initiatives.”

In addition to the College’s own specific efforts, ACEP staff and member representatives also continue to work with
the American Medical Association (AMA), American College of Surgeons (ACS) and the ACS Committee on
Trauma, the American Academy of Pediatrics (AAP), and other stakeholders to address firearm injury prevention and


https://www.fbi.gov/file-repository/nics-2020-2021-operations-report.pdf/view
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://www.acep.org/globalassets/new-pdfs/policy-statements/firearm-safety-and-injury-prevention.pdf
https://www.acep.org/patient-care/policy-statements/violence-free-society/
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research. These include, but are not limited to:
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- In September 2022, ACEP, ACS, AAP, the American College of Physicians (ACP) and the Council of
Medical Specialty Societies (CMSS) cohosted the second Medical Summit on Firearm Injury Prevention,
featuring representatives from more than 46 organizations everal. This meeting served as a follow-up to the
inaugural summit held in 2019, in which ACEP also participated. The proceedings, including the key
takeaways from the summit, were published in the Journal of the American College of Surgeons in March
2023. As a continuation of the summit’s efforts, the Healthcare Coalition for Firearm Injury Prevention
(HCFIP) has been formed as a multidisciplinary coalition of professional organizations representing medicine
and public health to collaborate on firearm injury prevention initiatives, with a focus on non-partisan and
evidence-based/data driven solutions. The Steering Committee member organizations of HCFIP are AAP,
ACEP, ACP, ACS, and CMSS. Additional invitations to join the coalition will be disseminated to a
preliminary list of nearly 70 organizations and work should formally start in late 2023 or early 2024.

- In February 2023, ACEP participated in a firearm injury prevention roundtable organized by the AMA. The
meeting was joined by the ACS, AAP, the American College of Physicians (ACP), American Psychiatric
Association (APA), and the American Academy of Family Physicians (AAFP). As a result of this initial
meeting, the AMA has established a Firearm Injury Prevention Task Force on which an ACEP representative
will also serve.

- Helped establish and currently serve as both a steering committee member and regular member of the Gun
Violence Prevention Research Roundtable (GVPRR), an effort spearheaded by the AAP. The GVPRR is a
nonpartisan and national coalition of leading medical, public health, and research organizations focused on
advocating for the value for federal funding for firearm violence prevention research.

ACEP worked successfully with other physician specialties, health care providers, and other stakeholders to restore
federal funding for firearm morbidity and mortality prevention research, with $25 million split between the National
Institutes of Health (NIH) and Centers for Disease Control and Prevention (CDC) in December 2019, after a more
than 20-year hiatus of federal appropriations for this purpose. ACEP continues to advocate for increased funding for
the NIH and CDC to continue and expand this research. For many consecutive years now, ACEP has joined an annual
appropriations request letter urging Congress to provide continued funding for firearms injury prevention research.
The most recent version of this letter for the 2024 fiscal year includes more than 400 signatories, and asks for a total
of $61 million for the CDC, NIH, and the recently established National Institute of Justice (NIJ) to conduct public
health research into firearm morbidity and mortality prevention. ACEP has also met with the National Collaborative
on Gun Violence Research (NCGVR), a research collaborative with the mission to fund and disseminate nonpartisan
scientific research to provide necessary data to establish fair and effective policies, in a discussion to share ACEP’s
policy priorities regarding firearms injury prevention.

ACEP conducted an all member survey in the fall of 2018. Three of the survey questions were about firearms. The
following questions were asked:

e Do you support ACEP's policies on firearms safety and injury prevention (increased access to mental health
services, expanded background checks, adequate support and training for the disaster response system,
increased funding for research, and restrictions on the sale and ownership of weapons, munitions, and large-
capacity magazines designed for military or law enforcement use)?

e Do you support limiting firearms purchases to individuals 21 years or older?

When mass shootings occur, should ACEP issue public statements advocating for change consistent with the
College's policies (referred to above)?

The survey was sent to 32,400 members including medical students and residents with 3,465 responses. Sixty-nine
percent of the respondents support the current ACEP policy statement in its entirety with 21.3 % in support of part of
the policy. Limiting firearm purchases to individuals 21 years or older was supported by 68.7% of the respondents and
not supported by 25.3%. Almost 6% did not know if they supported the age limit or not. When asked about ACEP
Resolution 36(19) Research Funding and Legislation to Curb Gun Violence and Intimate Partner Violence Page 3
issuing public statements following a mass shooting event advocating for change consistent with the College’ s
policies, 62.5% were in support of making public statements while 28.1% did not support such action.


https://www.acep.org/home-page-redirects/latest-news/medical-summit-on-firearm-injury-prevention-promotes-collaborative-approach-to-address-firearm-violence
https://journals.lww.com/journalacs/Citation/2023/06000/Proceedings_from_the_Second_Medical_Summit_on.34.aspx
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The PHIPC developed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention” on prevention of firearm injuries including relevant emergency medicine
firearm violence and injury prevention programs, prevention practice recommendations, firearm suicide prevention
programs as well as listings of community-based firearm violence prevention programs by state. ACEP also partnered
with the American Medical Association and the American College of Surgeons to work on issues of common concern
to address gun violence through public health research and evidence-based practice.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Fiscal Impact

Budgeted staff resources for ongoing federal advocacy initiatives related to firearms and budgeted committee and staff
resources for revising policy statements. Unbudgeted resources would be needed to assist chapters in promoting
legislation on mandatory waiting periods and would require diverting current budgeted staff resources from other state
advocacy work to support this effort.

Prior Council Action
Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted. Directed ACEP to

revise the policy statement, “Firearm Safety and Injury Prevention” to reflect the current state of research and
legislation.

Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Sought to collaborate with other medical specialty organizations on firearms issues.

Amended Resolution 11(93) Violence Free Society adopted. Develop a policy statement supporting the concept of a
violence free society and increase efforts to educate member about the preventable nature of violence and the
important role physicians can play in violence prevention.

Amended Resolution 13(89) Waiting Period to Purchase Firearms adopted. Support federal and state legislation to
require 15-day waiting period for the sale, purchase, or transfer of any firearm to allow time for a background check
on the individual and also support legislation mandating significant penalties for possession of a firearm while
committing a crime.

Substitute Resolution 16(84) Ban on Handguns adopted. Deplored the loss of life and limb secondary to the improper
use of handguns; supported legislation mandating significant penalties for possession of a handgun while committing
a crime; support legislation mandating significant penalties for the illegal sale of handguns; support a waiting period
for all prospective handgun buyers; supported successful completion of an education program on handgun safe for all
prospective handgun buyers; support development of educational programs on the proper use of handguns for existing
owners; support requiring screening of prospective handgun buyers for previous criminal records and mental health
problems that have led to violent behavior.

Prior Board Action

October 2019, approved the revised policy statement “Firearm Safety and Injury Prevention;” approved April 2013
with current title, replacing rescinded policy statement titled “Firearm Injury Prevention;” revised and approved
October 2012, January 2011; reaffirmed October 2007; originally approved February 2001 replacing 10 separate
policy statements on firearms.

June 2019, approved sending a survey on firearms research, safety, and policy to the ACEP Council.


https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
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April 2019, approved the revised policy statement “Violence-Free Society;” reaffirmed June 2013, revised and
approved January 2007, reaffirmed October 200; originally approved January 1996.

Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted.

June 2018, reviewed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention.”

Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Amended Resolution 11(93) Violence Free Society adopted.

Amended Resolution 13(89) Waiting Period to Purchase Firearms adopted.

Substitute Resolution 16(84) Ban on Handguns adopted.

Background Information Prepared by: Ryan McBride, MPP
Congressional Affairs Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/violence-free-society/
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 37(23)

SUBMITTED BY: Leslie Mukau, MD, FACEP
Valerie Norton, MD, FACEP
Bing Pao, MD, FACEP
Katherine Staats, MD, FACEP
Niki Thran, MD, FACEP
Randall Young, MD, FACEP
California Chapter

SUBJECT: Support for Child-Protective Safety Firearm Safety and Storage Systems

PURPOSE: Support efforts to improve firearm safety in the United States, including smart gun technology, while
respecting responsible firearm ownership, and promote child-protective firearm safety and storage systems.

FISCAL IMPACT: Budgeted staff resources for ongoing advocacy initiatives related to firearms. Unbudgeted funds
may be required if further action beyond advocacy is needed.

WHEREAS, Firearm-related fatalities are now the number one cause of death in the United States in children
and adolescents since 2020*** with a disproportionate effect on children from communities of color’; and

WHEREAS, Firearm safety laws, including those that address child-protective firearm safety and storage
systems, have been associated with reduced firearm-related mortality'; and

WHEREAS, Smart gun technology has the potential to reduce accidental firearm injuries and teenage suicide;
therefore be it

RESOLVED, That ACEP support efforts to improve firearm safety in the United States, including smart gun
technology, while respecting responsible firearm ownership; and be it further

RESOLVED, That ACEP promote child-protective firearm safety and storage systems.

References

1. https://www.pewresearch.org/short-reads/2023/04/26/what-the-data-says-about-gun-deaths-in-the-u-s/, accessed June 17,
2023.

2. Stevens J, Pickett K, Reppucci ML, Nolan M, Moulton SL. National trends in pediatric firearm and automobile fatalities. J
Pediatr Surg. 2023 Jan;58(1):130-135.

3. Kaufman EJ, Richmond TS, Hoskins K. Youth Firearm Injury: A Review for Pediatric Critical Care Clinicians. Crit Care
Clin. 2023 Apr;39(2):357-371.

4. Goldstick JE, Cunningham RM, Carter PM. Current causes of death in children and adolescents in the United States. NEJM.
2022;386(20):1955-6.

5. Lanfear CC, Bucci R, Kirk DS, Sampson RJ. Inequalities in Exposure to Firearm Violence by Race, Sex, and Birth Cohort
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Background

The resolution directs the College to support efforts to improve firecarm safety in the United States, including smart
gun technology, while respecting responsible firearm ownership, and to promote child-protective firearm safety and
storage systems.
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Smart gun technology only allows a firearm to be operated by an authorized user. These systems may include
fingerprint or other biometric recognition, radiofrequency identification (RFID) tags and readers, other proximity
sensors or detectors, magnetic rings, or mechanical locks. While such technology has been developed, tested, and
theoretically feasible for commercial firearms sales in the U.S. for decades, only recently (July 2023) has a
manufacturer released a smart gun to the market. Reliability testing failures have thus far prevented military or police
acceptance. Such technology has been promoted by advocates of greater firearms safety and injury prevention as a
safety feature that could help prevent unauthorized use, reducing both unintentional and intentional injuries
(especially for children and teenagers), preventing accidental discharges, discouraging firearms theft and illicit sales.
Others, while not necessarily opposed to the technology itself, have expressed concerns that smart gun technology
may lead to legal mandates for all firearms to be equipped with these systems. Advocates for more permissive
firearms laws and regulations also state concerns that smart gun technology may fail or be unreliable in critical
moments, such as when an individual is under duress; that systems may be defeated or manipulated by bad actors; or,
that smart gun systems using wireless/RFID technology could be monitored by criminals or law enforcement to detect
who is carrying a firearm in a given area (thus hindering the purpose of concealed carry).Additionally, smart guns are
typically significantly more expensive than their more traditional counterparts, limiting potential uptake, and
retrofitting the technology to existing firearms is not feasible.

Child-protective firearm safety and safe storage systems encompass a variety of measures — safes or lockboxes for
handguns, locked gun safes for rifles and shotguns, trigger locks that prevent the trigger from being pulled, cable
locks, and separate lockboxes for ammunition, among others. According to the American Academy of Pediatrics
(AAP), 16 states and the District of Columbia have laws requiring firearms to be stored locked, two states have laws
requiring trigger locks to accompany firearm purchases, and nine states requiring firearms to be stored locked and
trigger locks to accompany purchases. Some safe storage laws do not require all firearms to be stored locked, but are
limited to child access prevention. Virginia law, for example, prohibits any individual from “recklessly” leaving a
loaded, unsecured firearm in such a manner as to endanger the life or limb of any child under the age of fourteen, and
also prohibits any individual from knowingly authorizing a child under the age of twelve to use a firearm unless under
the direct supervision of an adult. Supporters of child-protective or safe storage policies note growing evidence-based
research that such policies are associated with reductions in suicide, unintentional injuries and death, and homicides,
including for young adults. The AAP, for example, “...supports a number of measures to reduce the destructive
effects of guns in the lives of children and adolescents, including safe storage and CAP laws.” Those opposed to safe
storage mandates, note concerns that restrictive laws prevent quick, timely access to firearms for self-defense, and
further that the U.S. Supreme Court already ruled in District of Columbia v. Heller (2008) that D.C.’s requirement
that rifles must be unloaded or disassembled or bound by a trigger lock violated the Second Amendment.

The College has addressed the issue of firearms many times over the years through Council resolutions and policy
statements, including the current policy statement, “Firearm Safety and Injury Prevention.” Among the policy’s
provisions is the directive that ACEP “support research into public policies that may reduce the risk of all types of
firearm-related injuries, including risk characteristics that might make a person more likely to engage in violent and/or
suicidal behavior.”

Various studies have shown a strong correlation between firearm safety instruction to children and a reduction in
dangerous interactions with firearms. A study published July 2023 in JAMA Pediatrics found that children ages 8-12
were three times more likely to avoid touching a discovered firearm when they had been shown a single one-minute
firearm safety video a week prior. They were also three times more likely to tell an adult.

The current “Firearm Safety and Injury Prevention” policy statement was originally developed by a task force of
members with a diversity of positions on the firearms issue and opinions on where/whether ACEP could have a
meaningful impact. ACEP policies are reviewed on a 5-year cycle as part of the policy sunset review process.
Committees and section are assigned specific policies for review and recommendations are then made to the Board to
reaffirm, revise, rescind or sunset the policy statement. The policy statement was assigned to the Public Health &
Injury Prevention Committee (PHIPC) for review during the 2018-19 committee year. Subsequently, a resolution was
submitted to the 2018 Council that called for the revision of the policy, requesting an emphasis on the importance of
research in firearm injury and on the relationship of firearm use in suicide attempts; and included additional language
restricting the sale of after-market modifications to firearms that increase the lethality of otherwise legal weapons. The
Council adopted a substitute resolution that directed the policy statement be revised to reflect the current state of



https://www.kunc.org/news/2023-07-03/first-commercially-available-smart-guns-are-available-for-sale-in-the-us
https://www.americas1stfreedom.org/articles/2015/12/23/smoking-gun/
https://law.lis.virginia.gov/vacode/title18.2/chapter4/section18.2-56.2/
https://www.rand.org/research/gun-policy/analysis.html
https://www.aap.org/en/advocacy/state-advocacy/safe-storage-of-firearms/
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention
https://jamanetwork.com/journals/jamapediatrics/fullarticle/2807325
https://www.acep.org/globalassets/new-pdfs/policy-statements/firearm-safety-and-injury-prevention.pdf
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research and legislation. The PHIPC developed a revised policy statement that reflected many of the revisions as
recommended in the original resolution submitted to the 2018 Council. The Board approved the revised policy
statement in October 2019. The policy statement will be reviewed again by the PHIPC in the 2024-25 committee year
as part of the policy sunset review process.

The policy statement “Violence-Free Society” also notes that “ACEP believes emergency physicians have a public
health responsibility to reduce the prevalence and impact of violence through advocacy, education, legislation, and
research initiatives.”

In 2018, the Public Health and Injury Prevention Committee developed the information paper “Resources for
Emergency Physicians: Reducing Firearm Violence and Improving Firearm Injury Prevention” that provides
information on prevention of firearm injuries, including relevant emergency medicine firearm violence and injury
prevention programs, prevention practice recommendations, firearm suicide prevention programs, and listings of
community-based firearm violence prevention programs by state.

In addition to the College’s own specific efforts, ACEP staff and member representatives also continue to work with
the American Medical Association (AMA), American College of Surgeons (ACS) and the ACS Committee on
Trauma, the American Academy of Pediatrics (AAP), and other stakeholders to address firearm injury prevention and
research. These include, but are not limited to:

- In September 2022, ACEP, ACS, AAP, the American College of Physicians (ACP) and the Council of
Medical Specialty Societies (CMSS) cohosted the second Medical Summit on Firearm Injury Prevention,
featuring representatives from more than 46 organizations everal. This meeting served as a follow-up to the
inaugural summit held in 2019, in which ACEP also participated. The proceedings, including the key
takeaways from the summit, were published in the Journal of the American College of Surgeons in March
2023. As a continuation of the summit’s efforts, the Healthcare Coalition for Firearm Injury Prevention
(HCFIP) has been formed as a multidisciplinary coalition of professional organizations representing medicine
and public health to collaborate on firearm injury prevention initiatives, with a focus on non-partisan and
evidence-based/data driven solutions. The Steering Committee member organizations of HCFIP are AAP,
ACEP, ACP, ACS, and CMSS. Additional invitations to join the coalition will be disseminated to a
preliminary list of nearly 70 organizations and work should formally start in late 2023 or early 2024.

- In February 2023, ACEP participated in a firearm injury prevention roundtable organized by the AMA. The
meeting was joined by the ACS, AAP, the American College of Physicians (ACP), American Psychiatric
Association (APA), and the American Academy of Family Physicians (AAFP). As a result of this initial
meeting, the AMA has established a Firearm Injury Prevention Task Force on which an ACEP representative
will also serve.

- Helped establish and currently serve as both a steering committee member and regular member of the Gun
Violence Prevention Research Roundtable (GVPRR), an effort spearheaded by the AAP. The GVPRR is a
nonpartisan and national coalition of leading medical, public health, and research organizations focused on
advocating for the value for federal funding for firearm violence prevention research.

ACEP worked successfully with other physician specialties, health care providers, and other stakeholders to restore
federal funding for firearm morbidity and mortality prevention research, with $25 million split between the National
Institutes of Health (NIH) and Centers for Disease Control and Prevention (CDC) in December 2019, after a more
than 20-year hiatus of federal appropriations for this purpose. ACEP continues to advocate for increased funding for
the NIH and CDC to continue and expand this research. For many consecutive years now, ACEP has joined an annual
appropriations request letter urging Congress to provide continued funding for firearms injury prevention research.
The most recent version of this letter for the 2024 fiscal year includes more than 400 signatories, and asks for a total
of $61 million for the CDC, NIH, and the recently established National Institute of Justice (NIJ) to conduct public
health research into firearm morbidity and mortality prevention. ACEP has also met with the National Collaborative
on Gun Violence Research (NCGVR), a research collaborative with the mission to fund and disseminate nonpartisan
scientific research to provide necessary data to establish fair and effective policies, in a discussion to share ACEP’s
policy priorities regarding firearms injury prevention.


https://www.acep.org/patient-care/policy-statements/violence-free-society/
https://www.acep.org/globalassets/uploads/uploaded-files/acep/membership/sections-of-membership/trauma/minutes/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/membership/sections-of-membership/trauma/minutes/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/home-page-redirects/latest-news/medical-summit-on-firearm-injury-prevention-promotes-collaborative-approach-to-address-firearm-violence
https://journals.lww.com/journalacs/Citation/2023/06000/Proceedings_from_the_Second_Medical_Summit_on.34.aspx
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ACEP conducted an all member survey in the fall of 2018. Three of the survey questions were about firecarms. The
following questions were asked:

e Do you support ACEP's policies on firearms safety and injury prevention (increased access to mental health
services, expanded background checks, adequate support and training for the disaster response system,
increased funding for research, and restrictions on the sale and ownership of weapons, munitions, and large-
capacity magazines designed for military or law enforcement use)?

e Do you support limiting firearms purchases to individuals 21 years or older?

When mass shootings occur, should ACEP issue public statements advocating for change consistent with the
College's policies (referred to above)?

The survey was sent to 32,400 members including medical students and residents with 3,465 responses. Sixty-nine
percent of the respondents support the current ACEP policy statement in its entirety with 21.3 % in support of part of
the policy. Limiting firearm purchases to individuals 21 years or older was supported by 68.7% of the respondents and
not supported by 25.3%. Almost 6% did not know if they supported the age limit or not. When asked about ACEP
Resolution 36(19) Research Funding and Legislation to Curb Gun Violence and Intimate Partner Violence Page 3
issuing public statements following a mass shooting event advocating for change consistent with the College’ s
policies, 62.5% were in support of making public statements while 28.1% did not support such action.

The PHIPC developed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention” on prevention of firearm injuries including relevant emergency medicine
firearm violence and injury prevention programs, prevention practice recommendations, firearm suicide prevention
programs as well as listings of community-based firearm violence prevention programs by state. ACEP also partnered
with the American Medical Association and the American College of Surgeons to work on issues of common concern
to address gun violence through public health research and evidence-based practice.

ACEP Strategic Plan Reference

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state and professional.

Fiscal Impact

Budgeted staff resources for ongoing advocacy initiatives related to firearms. Unbudgeted funds may be required if
further action beyond advocacy is needed.

Prior Council Action

Resolution 33(21) Formation of a National Bureau for Firearm Injury Prevention adopted. Directed ACEP to support
the creation of a National Bureau for Firearm Injury Prevention that would lead and coordinate a long-term,
multidisciplinary campaign to reduce firearm injury and deaths based on proven public health research and practices.

Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted. Directed ACEP to
revise the policy statement, “Firearm Safety and Injury Prevention” to reflect the current state of research and
legislation.

Resolution 27(13) Studying Firearm Injuries adopted. Directed ACEP to advocate for funding for research on firearm
injury prevention and to work with the AMA and other medical societies to achieve this common cause.

Resolution 14(00) Childhood Firearm Injuries referred to the Board of Directors. Directed ACEP to support
legislation that requires safety locks on all new guns sold in the USA and support legislation that holds the adult gun
owner legally responsible if a child is accidentally injured with the gun.


https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
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Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Sought to collaborate with other medical specialty organizations on firearms issues.

Amended Resolution 43(94) Support of National Safety Regulations for Firearms adopted. Supported national safety
regulations for firearms.

Amended Resolution 17(93) Firearm Injury Prevention adopted. Consider developing and/or promoting public
education materials regarding ownership of firearms and the concurrent risk of injury and death.

Amended Resolution 11(93) Violence Free Society adopted. Develop a policy statement supporting the concept of a
violence free society and increase efforts to educate member about the preventable nature of violence and the
important role physicians can play in violence prevention.

Prior Board Action

Resolution 33(21) Formation of a National Bureau for Firearm Injury Prevention adopted. Directed ACEP to support
the creation of a National Bureau for Firearm Injury Prevention that would lead and coordinate a long-term,
multidisciplinary campaign to reduce firearm injury and deaths based on proven public health research and practices.

October 2019, approved the revised policy statement “Firearm Safety and Injury Prevention;” approved April 2013
with current title, replacing rescinded policy statement titled “Firearm Injury Prevention;” revised and approved
October 2012, January 2011; reaffirmed October 2007; originally approved February 2001 replacing 10 separate
policy statements on firearms.

June 2019, approved sending a survey on firearms research, safety, and policy to the ACEP Council.

April 2019, approved the revised policy statement “Violence-Free Society;” reaffirmed June 2013, revised and
approved January 2007; reaffirmed October 200; originally approved January 1996.

Substitute Resolution 44(18) Firearm Safety and Injury Prevention Policy Statement adopted.

June 2018, reviewed the information paper “Resources for Emergency Physicians: Reducing Firearm Violence and
Improving Firearm Injury Prevention.”

Resolution 27(13) Studying Firearm Injuries adopted.

Resolution 18(97) ACEP Collaboration with Other Medical Specialty Organizations on Firearms Issues adopted.
Amended Resolution 43(94) Support of National Safety Regulations for Firearms adopted.

Amended Resolution 17(93) Firearm Injury Prevention adopted.

Amended Resolution 11(93) Violence Free Society adopted.

Background Information Prepared by: Ryan McBride, MPP
Congressional Affairs Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/firearm-safety-and-injury-prevention/
https://www.acep.org/patient-care/policy-statements/violence-free-society/
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf
https://www.acep.org/globalassets/uploads/uploaded-files/acep/clinical-and-practice-management/resources/publichealth/violence/resources-for-emergency-physicians---reducing-firearm-violence-and-improving-firearm-injury-prevention.pdf

PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 38(23)
SUBMITTED BY: Pennsylvania College of Emergency Physicians

SUBJECT: Advocating for Sufficient Reimbursement for Emergency Physicians in Critical Access
Hospitals and Rural Emergency Hospitals

PURPOSE: Advocate for sufficient reimbursement for emergency physician services in critical access hospitals and
rural emergency hospitals to ensure the availability of board certified emergency physicians who possess the
necessary skills and expertise to provide high-quality care in these underserved areas, thereby recognizing the critical
role of board certified emergency physicians in delivering high-quality emergency care, promoting patient safety, and
supporting the sustainability of health care services in rural communities.

FISCAL IMPACT: Budgeted staff resources for continuing current advocacy initiatives.

1 WHEREAS, Critical access hospitals and rural emergency hospitals play a crucial role in providing

2 emergency care in geographically underserved areas, often operating with limited resources and facing unique

3 challenges; and

4

5 WHEREAS, These rural healthcare facilities require staffing by board certified emergency physicians who

6  possess the necessary skills and expertise to treat a wide range of injuries, illnesses, and perform interventions,

7  including resuscitative procedures and trauma stabilization across all age groups; and

8

9 WHEREAS, Insufficient reimbursement for professional services in rural emergency departments has led to
10  financial constraints, forcing these departments to rely on inadequately trained personnel, such as nurse practitioners
11 and physicians assistants, without the presence of a board certified emergency physician on site; and
12
13 WHEREAS, Section 125 of the Consolidated Appropriations Act of 2021 established the Rural Emergency
14  Hospital (REH) as a new Medicare provider type, allowing struggling rural hospitals to continue operating with
15  outpatient and emergency services to preserve access to essential healthcare services in underserved areas; and
16
17 WHEREAS, Under the act, REHs have the opportunity to receive enhanced payment upon meeting certain
18  requirements, recognizing the additional challenges and resource limitations faced by these health care facilities;
19  therefore be it
20
21 RESOLVED, That ACEP advocate for sufficient reimbursement for emergency physician services in critical
22 access hospitals and rural emergency hospitals to ensure the availability of board certified emergency physicians who
23 possess the necessary skills and expertise to provide high-quality care in these underserved areas, thereby recognizing
24 the critical role of board certified emergency physicians in delivering high-quality emergency care, promoting patient
25  safety, and supporting the sustainability of health care services in rural communities.

Background

The resolution calls for ACEP to advocate for sufficient reimbursement for emergency physician services in critical
access hospitals and rural emergency hospitals to ensure the availability of board certified emergency physicians who
possess the necessary skills and expertise to provide high-quality care in these underserved areas, thereby recognizing
the critical role of board certified emergency physicians in delivering high-quality emergency care, promoting patient
safety, and supporting the sustainability of health care services in rural communities.
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With rural EDs representing 53% of all hospitals in the U.S. and 24% of total ED patient volume the care provided at
these sites significantly affects the overall health of the U.S. population and, as such, demands the attention of our
organization.

To increase access to emergency services in rural areas, the implementation of the REH designation under Medicare
was included in the Consolidated Appropriations Act 2021 (Public Law 116-260) passed by Congress in late
December 2020 and would allow critical access hospitals and small rural hospitals (with fewer than 50 beds) to
convert to an REH beginning January 1, 2023. Once established, an REH will not provide any inpatient services, but
must be able to provide 24/7 coverage for emergency services. They must also meet other requirements, including, but
not limited to, having transfer agreements in place with a level I or II trauma center; adhering to quality measurement
reporting requirements to be set by CMS; and following new emergency department conditions of participation
(COPs). REHs will receive a five percent reimbursement bump for facility payments that hospitals traditionally
receive for outpatient services under the Medicare OPPS and will receive an additional facility payment on top of that.
However, while this new provider designation provides higher facility payments for REHs, emergency physicians will
not receive higher payments under the Medicare Physician Fee Schedule (PFS) for providing services in an REH.
CMS is currently in the process of writing the regulations and processing comments on the new designation that will
be included in the CY20223 OPPS rule.

ACEP worked with Congress on the legislative language that was included in the initial Consolidated Appropriations
Act and was proactive in reaching out to CMS to help construct various REH requirements. In June 2021, ACEP
specifically requested that although REHs can legally be staffed by non-physician practitioners, we strongly believe
that all care provided in REHs should be supervised by a board-certified emergency physician, even remotely via
telehealth. ACEP also had a Congressional meeting on this before any regulations were released. ACEP submitted
comprehensive response on proposed regulations establishing conditions of participation for REHs that were released
in July 2022. ACEP also submitted a joint response to the regulation with the American Academy of Family
Physicians focusing on the issue of scope of practice and the importance of having physician-led teams provide the
care that is delivered in REHs. We strongly recommended that physicians should supervise all care delivered by non-
physician practitioners in REHs. When possible, board-certified emergency physicians should conduct that
supervision, but we understand that, due to workforce issues, that is not always possible. When a board-certified
emergency physician is not available, it is still critical that physicians experienced and/or trained in emergency
medicine (such as family physicians) oversee care being delivered by non-physician practitioners in REHs.

ACEDP has also advocated for increased reimbursement for clinicians, including emergency physicians, that may work
in rural emergency hospitals (REHs) once they have been established. To incentivize physicians and other clinicians
to work in rural areas and appropriately staff REHs, ACEP requested in our official response to the Calendar Year
(CY) 2023 OPPS proposed rule that the Centers for Medicare & Medicaid Services (CMS) consider creating an add-
on code or modifier under the Medicare Physician Fee Schedule (PFS) that clinicians could append to claims for
services delivered in REHs. CMS could consider setting the value of this add-on code or modifier at five percent of
the PFS rate for each code that is billed — consistent with the additional OPPS payment that the statute provides. In
other words, although the statute provides an additional payment for facilities, ACEP argued that there must also be a
commensurate payment for clinicians under the PFS in order for REHs to have the resources and staff necessary to be
a viable option for patients who need emergency treatment or other services in rural areas.

Resolution 34(21) Global Budgeting for Emergency Physician Reimbursement in Rural and Underserved Areas called
for ACEP to engage appropriate stakeholders, including at the federal and state levels, to find innovative staffing,
payment, and reimbursement models, including but not limited to potential global budgeting for emergency physician
professional services that incentivize and maintain financial viability of the coverage of emergency departments in
rural and underserved areas by board eligible/certified emergency physicians. Whereas global budgeting models have
focused on the hospital/facility side of reimbursement, not on professional physician fee reimbursement that is still
largely dependent on patient volumes or subsidies, this resolution proposed a global budgeting model specifically for
professional physician fee reimbursement could address this gap, decoupling emergency care from more traditional
volume-dependent payment, helping incentivize and maintaining financial viability of coverage of emergency
departments in rural and underserved areas by board eligible/certified emergency physicians. Some in favor of this


https://www.acep.org/globalassets/new-pdfs/advocacy/acep-response-to-cy-2023-opps-proposed-rule-09.13.22.pdf
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approach propose that in such a system, emergency physicians would be paid at a market-determined fixed rate,
whether employed directly by a hospital under a global physician budget or employed by a practice management
organization that contracts directly with the facility. Proponents of this model suggest that this would help eliminate
the challenges of balancing high vs. low reimbursed visits relative to the resources expended, would help guarantee
24/7/365 coverage of rural EDs, and would also help provide a financial cushion to provide for surge capacity. Some
of the key considerations noted by proponents and observers alike are the need for a well-defined catchment area or
the ability to identify an appropriate reference population needed to determine a global budget, as well as if the
service area can provide enough patient volume to sustain the model. Some have also noted that given the growth of
new value-based payment pathways, rural hospitals may be able to adopt other payment mechanisms (e.g., managed
care programs, accountable care organizations, etc.) that are easier to implement while achieving the same ultimate
results in care delivery transformation. Another potential challenge may be the willingness for payers to participate in
an all-payer global budgeting model and other issues posed by longstanding conflict between hospitals/systems and
payers.

ACEP has had three separate task forces in the past ten years to address the issue of attracting emergency physicians
to practice in rural areas. They have identified several strategies, including rural rotations for emergency medicine
residents and loan forgiveness programs. However, a survey of emergency medicine residency graduates, conducted
by Ed Salsberg, PhD, at George Washington showed that few, if any, of those who answered the survey took jobs in
the rural area, even though those jobs paid an average of $100,000 more in compensation and included loan
forgiveness programs. Though they were not asked directly why they did not take rural positions, they were asked the
major factors for their decision. The most common responses were spouse, job needs, and to be near family.

In May 2018, ACEP met with the Centers for Medicare & Medicaid Services (CMS) to discuss innovative payment
approaches that would improve access to care in rural areas. ACEP staff provided an overview of a data analysis
ACEP prepared on Medicare ED utilization in rural areas, and discussed how ACEP’s alternative payment model, the
Acute Unscheduled Care Model (AUCM), could be implemented in these areas. Since that meeting, ACEP’s federal
affairs staff have continued to follow up with CMS and provide additional information to help inform the ongoing
work in this area. CMS has not yet approved the AUCM model for use.

ACEP’s current legislative and regulatory priorities for the First Session of the 118th Congress include:

e Promote legislative options and solutions to ensure rural patients maintain access to emergency care, including
supporting the use of government funding for rural elective rotations for EM residents at rural CAHs.

e  Support innovative models of care that enable or promote access to emergency care, such as Rural Emergency
Hospitals, digital health, Free Standing Emergency Departments, telehealth, etc.

e  Monitor the willingness of critical access hospitals and rural hospitals to convert to Rural Emergency Hospitals,
and develop policy suggestions that would make this a more attractive option.

e Develop and propose federal legislation to address unique challenges for the current and future EM
workforce, with special consideration for solutions to promote access to board-certified EPs in rural and
underserved communities.

e Support student loan forgiveness for physicians choosing to practice EM in rural areas.

ACEP Strategic Plan Reference

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment.

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and professional.

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care.
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Fiscal Impact
Budgeted staff resources for continuing current advocacy initiatives.
Prior Council Action

The Council has discussed and adopted many resolutions regarding rural emergency care. The following resolutions
are specific to advocating for sufficient reimbursement for emergency physician services in critical access hospitals
and rural emergency hospitals and to ensure the availability of board certified emergency physicians in these
underserved areas.

Amended Resolution 50(22) Supporting Emergency Physicians to Work in Rural Settings adopted. The resolution
directed ACEP to support and encourage emergency medicine trained and board certified emergency physicians to
work in rural EDs; help establish, with the Council of Residency Directors in Emergency Medicine, a standardized
training program for emergency medicine residents with aspirations to work in rural settings; and support working
with the Accreditation Council for Graduate Medical Education and Centers for Medicare and Medicaid Services to
increase resident exposure and remove regulatory barriers to rural emergency medicine.

Resolution 49(22) Enhancing Rural Emergency Medicine Patient Care not adopted. The resolution called for ACEP to
support initiatives that encourage the placement of emergency medicine-trained and board certified medical directors
in all U.S. EDs, whether in person or virtual; support initiatives that promote rural EDs to seek coverage by
emergency medicine trained and board certified physicians; and support the creation of a minimum standard for
training partnered with emergency medicine trained and board certified local or virtual bedside support for all non-
emergency medicine physicians, physician assistants, and nurse practitioners already working in rural EDs.

Resolution 35(21) Preserving Care in Rural Critical Access Hospitals and Rural Emergency Hospitals first two
resolveds adopted and last three resolveds referred to the Board of Directors. The resolution directed ACEP to: 1)
Support the rural critical access hospital program, including conversion of certain rural hospitals into rural emergency
hospitals; 2) support rural health services research to better understand the optimal funding mechanism for rural
hospitals; 3) support cost-based reimbursement for rural critical access hospitals and rural emergency hospitals at a
minimum of 101% of patient care; 4) support changes in CMS regulation to allow rural off-campus EDs and rural
emergency hospitals to collect the facility fee as well as the professional fee; and 5) advocate for insurance plans to
aggregate all institutional and professional billing related to an episode of care and send one unified bill to the patient.

Resolution 34(21) Global Budgeting for Emergency Physician Reimbursement in Rural and Underserved Areas
adopted. The resolution directed that ACEP engage appropriate stakeholders, including at the federal and state levels,
to find innovative staffing, payment, and reimbursement models, including but not limited to potential global
budgeting for emergency physician professional services that incentivize and maintain financial viability of the
coverage of emergency departments in rural and underserved areas by board eligible/certified emergency physicians.

Prior Board Action

February 2023, approved the legislative and regulatory priorities for the First Session of the 118th Congress that
include several initiatives related to rural emergency care.

Amended Resolution 50(22) Supporting Emergency Physicians to Work in Rural Settings adopted.

June 2022, approved the revise policy statement “Rural Emergency Medical Care” with the current title; originally
approved June 2017 titled “Definition of Rural Emergency Medicine.”

January 2022, approved the legislative and regulatory priorities for the Second Session of the 117th Congress that
included several initiatives related to rural emergency care.

Resolution 35(21) Preserving Care in Rural Critical Access Hospitals and Rural Emergency Hospitals first two
resolveds adopted.


https://www.acep.org/patient-care/policy-statements/rural-emergency-medical-care/
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Resolution 34(21) Global Budgeting for Emergency Physician Reimbursement in Rural and Underserved Areas
adopted.

January 2021, approved the legislative and regulatory priorities for the First Session of the 117th Congress that
include several initiatives related to rural emergency care.

October 2020, filed the report of the Rural Emergency Care Task Force. ACEP’s Strategic Plan was updated to
include tactics to address recommendations in the report.

Background Information Prepared by: David McKenzie
Reimbursement Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/contentassets/c3cef041efd54af48b71946c0cb658f0/final---board-report---2020-rural-emergency-care-task-force-oct-2020---provider-002.mcw-final-edits-002.pdf

PLEASE NOTE: THIS RESOLUTION WILL BE DEBATED AT THE 2023 COUNCIL MEETING. RESOLUTIONS ARE NOT
OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 39(23)

SUBMITTED BY: Bing Pao, MD. FACEP
Thomas Sugarman, MD, FACEP
California Chapter

SUBJECT: Medicaid Reimbursement for Emergency Services

PURPOSE: Advocate at the federal and state level for Medicaid programs to reimburse emergency physicians at rates
equivalent to or above Medicare rates and submit a resolution to the AMA to advocate for reimbursing emergency
physicians at rates equivalent to or above Medicare rates.

FISCAL IMPACT: Budgeted staff resources for ongoing federal and state advocacy initiatives.

1 WHEREAS, EMTALA requires emergency departments to provide care to any patient that seeks emergency
2 service; and
3
4 WHEREAS, Emergency departments must provide care even if a patient is uninsured and can’t afford to pay
5  for emergency medical care; and
6
7 WHEREAS, Emergency physicians must accept Medicare and Medicaid payments even if the reimbursement
8 is below the cost of care!; and
9
10 WHEREAS, Emergency departments are not reimbursed for providing standby capacity; and
11
12 WHEREAS; More than 150 rural hospitals nationwide closed between 2005 and 2019 mainly because of
13 financial difficulties?; and
14
15 WHEREAS, The federal government reimbursed emergency providers at Medicare rates for uninsured covid
16  related care’; and
17
18 WHEREAS, Many states reimburse emergency providers at or above Medicare rates for Medicaid enrollees?;
19 and
20
21 WHEREAS, The No Surprises Act has allowed commercial plans to reduce payment for emergency
22 professional care and increase the financial burden for emergency providers to care for the uninsured and under-
23 insured; and
24
25 WHEREAS, Access to emergency care is being threatened because of the financial strain of adequately
26  staffing emergency departments; therefore be it
27
28 RESOLVED, That ACEP advocate at the federal level and support chapters in advocating at the state level for
29  Medicaid programs to reimburse emergency physicians at rates equivalent to or above Medicare rates; and be it
30  further
31
32 RESOLVED, That ACEP submit a resolution to the American Medical Association to advocate for
33 reimbursing emergency physicians at rates equivalent to or above Medicare rates.
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Background

The resolution requests that ACEP advocate at the federal and state level for Medicaid programs to reimburse
emergency physicians at rates equivalent to or above Medicare rates and submit a resolution to the AMA to advocate
for reimbursing emergency physicians at rates equivalent to or above Medicare rates.

Medicaid patients currently count for around 40% of the payer mix in many emergency departments. This is a
significant increase from close to 20% 15 years ago before the original Patient Protection and Affordable Care Act
(PPACA, also known as the Affordable Care Act or ACA) required all states to expand Medicaid eligibility and
shifted much of the previously uninsured population to Medicaid coverage. The current percentage may start to
decline with the unwinding of Medicaid expansion following the end of the public health emergency, although with a
likely increase in the percentage of uninsured patients.

Historically, Medicaid payments are set by individual states based on statutory and budget constraints and make up
the majority of state general fund spending. Each state is responsible for paying a percentage of their claims with the
federal government picking up the other half or more of the cost of Medicaid. If a state runs out of the budget for
Medicaid payments before the year is over, it may suspend payment in arrears until the next budget cycle, thereby
starting the next year’s budget already underfunded for new claims.

When Medicaid rates are very low in a state for primary care office visits, it tends to drive this vulnerable population
to seek care in the emergency department where EMTALA mandates they receive appropriate care. All these factors
place a heavy burden on the emergency department to provide quality care, usually at a payment rate lower than the
cost it entails. The federal budget has little room for increased spending, so achieving Medicaid payment parity rates
with Medicare will be a heavy lift.

ACEP has advocated at the state and federal level for parity between Medicaid and Medicare going back to at least the
ACA in 2010. Individual state chapters have also advanced legislation to put Medicaid reimbursement on par with
Medicare rates, with mixed success. Advocacy efforts have been geared toward Medicaid expansion in states that
failed to expand Medicaid eligibility and funding for the most vulnerable populations following the implementation of
the ACA.

The AMA has been a proponent of parity between Medicaid and Medicare rates since 2013 when they supported the
Ensuring Access to Primary Care for Women and Children Act that would continue the current requirement that
Medicaid pay at rates no lower than Medicare for services provided by family physicians, general internists, and
pediatricians, as well for as ob-gyns who provide a significant volume of certain primary care services. More recently,
the AMA House of Delegates has supported parity for additional services beyond primary care, however this has yet
to become part of the AMA’s policy objectives.

Over the years, ACEP has developed Medicaid resources for members and chapters in advocating for adequate and
fair reimbursement policies at the state level. Resolution 40(22) Support for Medicaid Expansion directed ACEP to
develop a policy statement in support of expanding Medicaid to the levels allowable by federal law and develop a
toolkit to assist ACEP chapters in efforts to advocate for Medicaid expansion in their states. This resolution was
assigned to the State Legislative/Regulatory Committee and is in progress.


https://ruralhospitals.chqpr.org/downloads/Rural_Hospitals_at_Risk_of_Closing.pdf
https://www.govinfo.gov/app/details/PLAW-116publ136
https://www.kff.org/medicaid/state-indicator/medicaid-to-medicare-fee-index/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.kff.org/medicaid/state-indicator/medicaid-to-medicare-fee-index/?currentTimeframe=0&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7D
https://www.acep.org/state-advocacy/medicaid
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ACEP Strategic Plan Reference

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment.

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and professional.

Fiscal Impact
Budgeted staff resources for ongoing federal and state advocacy initiatives.
Prior Council Action

The Council has discussed and adopted many resolutions regarding Medicaid, Medicare, and reimbursement,
although, none that are specific to advocating at the federal and state level for Medicaid programs to reimburse
emergency physicians at rates equivalent to or above Medicare rates. The following resolutions are related to
advocacy for Medicaid reimbursement rates.

Resolution 40(22) Support for Medicaid Expansion adopted. Directed ACEP to develop a policy statement in support
of expanding Medicaid to the levels allowable by federal law and develop a toolkit to assist ACEP chapters in efforts
to advocate for Medicaid expansion in their states.

Resolution 30(21) Unfair Health Plan Payment Policies adopted. Directed the College to develop model legislation
and advocate for enactment at both the state and federal levels, prohibiting health plans from implementing new
payment policies during the term of a provider’s contracts, unless the new policy is required by new laws or
regulations, as well as to advocate at the American Medical Association to pass legislation prohibiting health plan
contracts from requiring adherence to new health plan payment policies unless the new policy is required by new laws
or regulations.

Amended Resolution 29(21) Downcoding adopted. Directed ACEP to develop strategies to assist chapters in
identifying if downcoding is occurring in their state; work with the Centers for Medicare & Medicaid Services and
private insurers to prevent the practice of downcoding in state Medicaid programs and by private insurers; and work
with chapters to develop specific model legislative language to require transparency when insurance companies make
changes to or require additional information for a claim.

Resolution 25(20) Adverse Impact of Healthcare Insurers on Emergency Medicine Reimbursement and Optimal
Coverage adopted. The resolution directed ACEP to commission an independent study on the financial influence
exerted by health insurers to leverage EMTALA mandates and withhold appropriate reimbursement and work with
other allied organizations to better understand their impact on physician delivery of emergency care.

Amended Resolution 35(19) Prudent Layperson Visit Downcoding adopted. Directed ACEP to develop and enact
strategies (including state and federal legislative solutions) to prevent payors from arbitrarily downcoding charts and
work to develop and enact policy at the state and federal level that prevents payors from downcoding based on a final
diagnosis and provides meaningful disincentives for doing so.

Amended Resolution 40(17) Reimbursement for Emergency Services adopted. Directed ACEP to continue to uphold
federal PLP laws by advocating for patients to prevent negative clinical or financial impact caused by lack of
reimbursement, and to partner with the AMA and work with third-party payers to ensure access to and reimbursement
for emergency care.

Resolution 28(15) Standards for Fair Payment of Emergency Physicians referred to the Board. Directed ACEP to
increase resources related to establishing and defending fair payment standards for emergency physician services by
monitoring state-by-state changes, developing model legislation, providing resources to chapters, and encouraging
research into the detrimental effects of legislation that limits the rights of emergency physicians to fair payment.
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Resolution 43(97) Prudent Layperson Legislation adopted. Directed ACEP to study the problem of retroactive denial
of payment and the impact of passage of the prudent layperson definition in states that have the definition in law.

Prior Board Action

June 2023, approved the revised policy statement “Fair Payment for Emergency Department Services;” revised and
approved June 2022 and April 2016; originally approved April 2009.

June 2023, approved the revised policy statement “Fair Reimbursement When Services are Mandated” with the
current title; revised and approved April 2017 titled “Fair Coverage when Services are Mandated;” reaffirmed April
2011 and September 2005; originally approved June 1999 titled “Compensation when Services are Mandated.”

Resolution 40(22) Support for Medicaid Expansion adopted.
Resolution 30(21) Unfair Health Plan Payment Policies adopted.
Amended Resolution 29(21) Downcoding adopted.

June 2021, approved an RFP to commission an independent study on the financial influence of health insurers on
emergency physicians, with a focus on Emergency Medical Treatment and Labor Act (EMTALA)-related mandates
and associated reimbursement issues affecting emergency physicians.

June 2021, approved filing the report of the EDPMA/ACEP Unfair Health Plan Payment Policy Task Force and
utilizing the recommendations contained in the report as options for future implementation to address unfair health
plan payment policies.

April 2021, approved the revised policy statement “Compensation Arrangements for Emergency Physicians;” revised
and approved April 2015, April 2002 and June 1997; reaffirmed October 2008 and April 1982; originally approved
June 1988.

Resolution 25(20) Adverse Impact of Healthcare Insurers on Emergency Medicine Reimbursement and Optimal
Coverage adopted.

October 2020, approved the revised policy statement “Third-Party Payers and Emergency Medical Care;” revised and
approved April 2014, June 2007, July 2000, and January 1999; approved March 1993 with title “Managed Health
Care Plans and Emergency Care;” originally approved September 1987.

February 2020, approved prudent layperson model state legislation stipulating that “the health plan shall, in
accordance with payment timeliness regulations, reimburse any undisputed amount while review of disputed portions
of the claim is underway.”

Amended Resolution 35(19) Prudent Layperson Visit Downcoding adopted.

July 2019, reviewed the information paper “Medicaid Cost savings Measures for Emergency Care.”

Amended Resolution 40(17) Reimbursement for Emergency Services adopted.
Resolution 43(97) Prudent Layperson Legislation adopted.

Background Information Prepared by: David McKenzie
Reimbursement Director

Reviewed by: Kelly Gray-Eurom, MD, MMM, FACEP, Speaker
Melissa W. Costello, MD, FACEP, Vice Speaker
Susan Sedory, MA, CAE, Council Secretary and Executive Director


https://www.acep.org/patient-care/policy-statements/fair-payment-for-emergency-department-services
https://www.acep.org/patient-care/policy-statements/fair-reimbursement-when-services-are-mandated
https://www.acep.org/globalassets/new-pdfs/policy-statements/compensation-arrangements-for-emergency-physicians.pdf
https://www.acep.org/patient-care/policy-statements/third-party-payers-and-emergency-medical-care/
https://www.acep.org/siteassets/uploads/uploaded-files/acep/clinical-and-practice-management/policy-statements/information-papers/medicaid-cost-savings-for-emergency-care-final-2.pdf
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OFFICIAL UNTIL ADOPTED BY THE COUNCIL AND THE BOARD OF DIRECTORS (AS APPLICABLE).

RESOLUTION: 40(23)

SUBMITTED BY: Dual Training Section
Geriatric Emergency Medicine Section
Observation Medicine Section
Maryland Chapter

SUBJECT: Support for Reimbursement of Geriatric ED Care Processes

PURPOSE: Directs the College to advocate for development of policies that will reimburse geriatric emergency care.

FISCAL IMPACT: Budgeted resources as part of ACEP’s ongoing efforts to increase emergency physician and ED
reimbursement.

WHEREAS, Older adults visit the emergency department (ED) at disproportionally higher rates compared to
younger adults, a trend anticipated to continue in the coming decades.' These older adults patients have increased
length of stays?, use more resources’ and are more likely to be hospitalized compared to younger adults®; and

WHEREAS, The American College of Emergency Physicians (ACEP), has been instrumental in encouraging
the implementation of care processes in geriatric emergency medicine by initiating the Geriatric Emergency
Department Accreditation Program in 2018; and

WHEREAS, Over 420 EDs have received recognition from ACEP as an accredited geriatric ED; and

WHEREAS, Many of these care processes in place among accredited geriatric emergency departments have
been shown to decrease ED length of stay’, ED revisits*>, hospital admissions and re-admissions® as well as improve
the patient experience®’; and

WHEREAS, These care processes include but are not limited to functional and cognitive screening, falls
evaluations, delirium management interventions, caregiver burden assessment, post-discharge follow up programs,
medication reconciliation procedures; and

WHEREAS, Implementation of such care processes requires additional education and training for staff as
well as incremental increases in resources to help ensure appropriate delivery; and

WHEREAS, Similar care processes in other health care settings such as transitional care management after an
inpatient stay is reimbursable; and

WHEREAS, Such geriatric specific ED care process and interventions are often not reimbursed through
traditional evaluation and management codes, thereby limiting more widespread adoption of such practices; therefore
be it

RESOLVED, That ACEP advocate for and support the development of policies that will allow for appropriate
reimbursement for high value geriatric emergency department care processes that have been shown to improve both
health system focused and patient centered outcomes.
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Background

This resolution directs the College to advocate for and support the development of policies that will allow for
appropriate reimbursement for high value geriatric emergency department care processes that have been shown to
improve both health system focused and patient centered outcomes.

ACEDP has a longstanding interest in improving geriatric emergency care. The Geriatric Emergency Medicine Section
works to:

continuously improve ED training and cultural attitudes towards aging,

advance better policies, protocols and guidelines for geriatric-centered care,

improve evidence-basedrisk stratification

inform members about geriatric-specific risk management issues, and

advocate for availability of specialized equipment and adaptations to the ED environment of care to prevent
further illness and injury.

ACEP has also developed the Geriatric Emergency Department Accreditation (GEDA) program. GEDA represents a
major ongoing investment of time, energy and ACEP resources to promote the goals of quality of care for older
people; enhanced staffing and education; geriatric-focused policies and protocols including transitions of care; quality
improvement and metrics; and optimal preparation of the physical environment in the form of tiered accreditation
levels and surveys of facilities. GEDA is informed by the “Geriatric Emergency Department Guidelines”, a joint
policy statement between ACEP, American Geriatrics Society, Emergency Nurses Association, and Society for
Academic Emergency Medicine.

Geriatric care processes for emergency departments (EDs) include but are not limited to functional and cognitive
screening, falls evaluations, delirium management interventions, caregiver burden assessment, post-discharge follow
up programs, and medication reconciliation procedures, all of which require education and training for staff and
specific resources to incorporate into ED care. However, geriatric focused, ED-based care does not have a specific
reimbursement payment mechanism for emergency departments that have implemented some or all of the
recommended care processes.

For example, accurate medication reconciliation is a critical part of safe geriatric care. While there is a CPT code for
medication reconciliation for outpatients (CPT 1111F, medication reconciliation after discharge), it does not apply to
the ED and is therefore not a separately billable charge. There are also care transition codes (Transitional Care
Management, CPT 99495 and 99496) that currently apply to transitioning from an inpatient to a community setting
that could be adjusted to support care transition efforts and care-coordination from the ED to avoid inpatient
hospitalization. Advocating for expansion of these CPT codes to apply to the ED setting could allow for
reimbursement of geriatric care.

The Fiscal Year 2024 Inpatient Prospective Payment System proposed rule from the Centers for Medicare and
Medicaid Services (CMS) included a request for comment on future inclusion of an attestation-based Geriatric
Hospital structural measure in the Hospital Inpatient Quality Reporting Program (Hospital IQR). Data for selected


https://www.acep.org/siteassets/new-pdfs/policy-statements/geriatric-emergency-department-guidelines.pdf
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measures are used for paying a portion of hospitals based on the quality and efficiency of care. Further, CMS sought
comment on the consideration of a geriatric care hospital designation that would recognize hospitals that have
implemented best practices for geriatric care. ACEP’s response to this comment solicitation supported the Geriatric
Hospital measure and requested to work with CMS going forward in the process of designing a geriatric care hospital
designation and advocacy work in support of this response is ongoing.

ACEP Strategic Plan Reference

Career Fulfillment — Members believe that ACEP confronts tough issues head on and feel supported in addressing
their career frustrations and in finding avenues for greater career fulfillment.

Advocacy — Members believe that they can rely on ACEP to fight for emergency physicians across all landscapes and
levels, including federal, state, and local.

Practice Innovation — Members work with ACEP to revolutionize the management of acute, unscheduled care, by
anticipating emerging trends in clinical and business practices and developing new career opportunities for emergency

physicians.

Member Engagement and Trust — Every member feels involved and personally connected, in different ways and at
different levels, and trusts ACEP and its leadership.

Fiscal Impact

Budgeted resources as part of ACEP’s ongoing efforts to increase emergency physician and ED reimbursement.
Prior Council Action

Substitute Resolution 38(14) Geriatric Emergency Department Accreditation referred to the Board of Directors. The
resolution directed ACEP to work with regulatory agencies that are or may become involved in the development of
accreditation requirements for geriatric emergency departments.

Prior Board Action

June 2023, approved including the “GEDA ED Boarding Care Processes and Outcomes” to the Geriatric Emergency
Department Accreditation Program Criteria for Level 1 and Level 2 accreditation or re-accreditation.

September 2022, approved the revised Geriatric Emergency Department Accreditation Program Governance Charter;
revised and approved June 2021, April 2020, September 2019, April 2019; initial governance charter approved April
2017.

September 2022, rescinded the policy statement “Quality Improvement Initiatives for the Care of Geriatric Patients in
the Emergency Department;” originally approved April 2016. The creation of the Geriatric Emergency Department
Accreditation Program eliminated the need for the policy statement.

June 2019, approved the revised Geriatric ED Accreditation Program Criteria.

January 2019, reaffirmed the “Geriatric Emergency Department Guidelines;” originally approved October 2013.

January 2017, approved proceeding with the Geriatric Emergency Department Accreditation Program and the
program criteria.

September 2016, Board authorized staff to proceed in developing a formal business plan and framework of a Geriatric
ED Accreditat