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Washington, DC

Board of Directors Meeting
October 26, 2017
Marriott Marquis, LeDroit Park/Shaw (Meeting Level 3)
Washington, DC
Thursday, October 26, 2017
Breakfast

TIMED AGENDA

Executive Session
1. Board Member and Officer Stipends for FY 2017-18 (A8)
2. ASA Practice Guidelines for Moderate Procedural Sedation (D3)
3. CCIIO Litigation Update
4. Personnel Issues

7:00 am
Dr. Skiendzielewski (phone) 7:00 am
Dr. Schneider
Ms. Moore
Mr. Wilkerson/Dr. Parker

**************************************************************************************************
BREAK
8:00 am
1. Open Session Call to Order
a. Announcements
b. Changes to the agenda
c. Status of items postponed definitely to this agenda
d. Conflict of interest disclosure
e. Disclosure of any issues discussed in executive session
- ASA Practice Guidelines for Moderate Procedural Sedation & Analgesia
- Board Member and Officer Stipends 2017-18
- CCIIO Litigation
- Personnel Issues
1. Approval of any actions taken (restate motions in open session)

Dr. Rogers

8:15 am

2. President’s Report

Dr. Parker

8:20 am

3. President-Elect’s Report

Dr. Kivela

8:30 am

4. Executive Director’s Report

Mr. Wilkerson

8:40 am

5. Consent Agenda
Dr. Rogers
Minutes (A1)
a. Board of Directors Meeting
1. June 27-29, 2017
b. Board of Directors Executive Session Meeting
1. June 28-29, 2017
c. Board of Directors Conference Call Meeting
1. September 27, 2017
d. Actions Taken by the Chair
e. ABEM/ACEP Task Force on the Aging Physician Final Report (A4)
f. Health Care System Surge Capacity Recognition, Preparedness, & Response (A9)
g. Hospital Disaster Physician Privileging (A10)
h. Writing Admission and Transition Orders (A14)
i. Referred Amended Resolution 17(16) Insurance Collection of Beneficiary Deductibles (A18)
j. Definition of Boarded Patient (A21a)
k. South Carolina Public Policy Grant Request (A24)
l. Medical Transport Advertising, Marketing, and Brokering (A25)
m. Study on the Value & Cost Effectiveness of Emergency Care (A27)
n. Clinical Ultrasound Accreditation Program Governance Charter (A28)

8:50 am
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7. Secretary-Treasurer’s Report
a. August 31, 2017 Financial Statement (A2)

Dr. Friedman

8:50 am

8. Board Officer Candidate Declarations
a. Chair of the Board
b. Vice President
c. Secretary-Treasurer

Dr. Kaplan

9:00 am

9. Clinical Emergency Medicine Data Registry Update

Dr. Augustine/Dr. Goyal 9:05 am

10. Emergency Medicine Residents’ Association Report

Dr. Degesys

9:25 am

11. Society of Emergency Medicine Physician Assistants Report

Mr. Morissette

9:30 am

12. American Academy of Emergency Nurse Practitioners Report

Ms. Evans

9:35 am

13. American Board of Emergency Medicine Report

Dr. Kowalenko

9:40 am

BREAK

10:00 am

14. Emergency Nurses Association Report

Ms. Wiley

10:15 am

15. American Academy of Physician Assistants Report

Mr. Chambers

10:20 am

16. Pediatric Emergency Medicine Committee
a. Pediatric Medication Safety in the ED (A20)

Dr. Perina

17. Disaster Preparedness & Response Committee
a. Unsolicited Medical Personnel Volunteering at Disaster Scenes (A11)

Dr. Kang

18. State Legislative/Regulatory Committee
a. Distracted and Impaired Driving (A22)

Dr. Haddock (phone)

10:25 am
10:40 am
10:55 am

19. EMS Committee
Dr. Goodloe
a. Preventing Occupational Fentanyl and Fentanyl Analog Exposure
to Emergency Responders (A15)
b. The Clinical Practice of EMS Medicine (A16)
c. The Role of the Physician Medical Director in EMS System Leadership (A17)

11:15 am
11:30 am
11:45 pm

LUNCH – Mount Vernon Square (Meeting Level 3)

12:00 pm

20 Clinical Policies Committee
a. Mechanical Ventilation (A7)

Dr. Wolf (phone)

21. Clinical Emergency Data Registry Committee
a. CEDR Quality Measures (A6)

Dr. Epstein

22. Resolution 11(16) CMS Recognition of Independently Licensed FECs (A26)
23. Alternate Payment Models Task Force Status Report

1:00 pm
1:15 pm

Dr. Epstein/Ms. Wooster 1:30 pm

Dr. Bettinger (phone)/Dr.Jaquis

2:00 pm

24. Guiding Principles for Interactions with External Entities (A30)

Mr. Heard

2:20 pm

25. EvidenceCare (A29)

Mr. Heard

2:40 pm

BREAK

3:00 pm
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26. Emergency Medicine Practice Committee
a. Sub-Dissociative Dose Ketamine (A13)

Dr. Turturro (phone)

27. Diversity & Inclusion Task Force Interim Report (A12)

Dr. Liferidge

ADJOURN

3:15 pm
3:30 pm
4:00 pm

Memorandum
To:

Board of Directors
Council Officers

From: John Skiendzielewski, MD, FACEP
Chair, Compensation Committee
Date: October 13, 2017
Subj: Board Member and Officer Stipends for 2017-18
Recommendations
1. That the Global Stipend Pool be increased by 10% for all Board member and officer
positions effective November 1, 2017 through October 31, 2018.
2. That the Board address the key recommendations included in the Governance
Assessment report from Nelson Strategic Consulting.
Background
The Compensation Committee’s primary objective is to establish stipends for Board
members, Board officers, and the Council officers. The committee acknowledged that
stipends for non-officer Board members and all officer positions, except for the chair, have
not increased since the 2011-12 term and that the CPI has increased approximately 8.1%
cumulatively since 2011 (Attachment A).
The 10% increase applied to each officer and non-officer Board member stipend will reflect
the following annual stipend amounts:
President
President-Elect
Chair
Vice President
Secretary-Treasurer
Immediate Past President
Speaker
`
Vice Speaker
Non-Officer Board Members

$139,933
$101,759
$33,713
$33,713
$33,713
$33,713
$33,713
$17,371
$10,428

The committee also reviewed the Governance Assessment report (Attachment B) from
Nelson Strategic Consulting and discussed the recommendations contained in the report. The
report will need extensive discussion by the Board and perhaps that could occur at the
upcoming Board retreat since there is inadequate time for the discussion at the October 26
Board meeting.
The Governance Assessment report highlighted significant inefficiencies and potentially
unnecessary workload of the ACEP Board, some of which are contrary to best practices for a
Board of Directors. As stated in the report, “Before long-lasting change can occur, Board
consensus that change is needed must occur.” The majority opinion of the Compensation
Committee supported the 10% increase at this time, but that additional increases should not
be considered until the Board addresses the key recommendations in the report, which
include:
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•
•
•
•
•
•
•
•
•
•

Culture Change
Workload Reduction
Diversity
Board Development/Training
Section and Committee Board Liaison Activity
Number of Board Meetings
Residency Visits
Chapter Visits
Nominations/Campaigning Practices
Governance Structure – including appointing a task force as recommended in the
report to analyze the current governance system comprised of current and former
members of the Board

Should the Board disagree with the committee’s recommendations for stipends, the
committee will consider such feedback with the understanding that the global pool for
stipends will remain constant. If the committee agrees with modifications suggested by the
Board, the approval will be communicated to the Board no later than the November 1, 2017,
Board meeting. However, consistent with the Bylaws, the committee reserves the right to
disregard the Board’s recommendation for revision. The Board would then have the right to
not accept the committee recommendation and appeal directly to the Council as described in
the Bylaws.
The basis for the Compensation Committee resides in the ACEP Bylaws, Article XI –
Committees, Section 7 – Compensation Committee, which states:
“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 (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 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.”
Fiscal Impact
The FY 17-18 budget includes funds for stipends at the 2016-17 amounts. The budget for
stipends would increase by $31,606 to increase the stipends by 10% for the remainder of the
fiscal year for the current number of Board members and officers. The total for a full twelve
months of these proposed stipends would be $521,480 for the current number of Board
members and officers. Should the number of Board members change because of the
elections at ACEP17, the total would increase/decrease by the monthly amount for a nonofficer Board member.
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Prior Board Action
October 2016, accepted the committee’s recommendations to: 1) maintain the Global
Stipend Pool at the current level for the Board/ officer term of 2016-17; 2) continue the
current 2015-16 stipends for the 2016-17 year; and 3) maintain the existing Relative Service
Unit (RSU) for each position.
October 2015, accepted the committee’s recommendations to: 1) maintain the Global
Stipend Pool at the current level for the Board/ officer term of 2015-16; 2) continue the
current 2014-15 stipends for the 2015-16 year; and 3) maintain the existing Relative Service
Unit (RSU) for each position.
October 2014, accepted the committee’s recommendations to: 1) increase the Global Stipend
Pool by $6,808; 2) apply the entire CPI increase in the Global Stipend Pool to the Chair’s
stipend if the Chair is a non-officer Board member in order to continue achieving parity with
stipends for the Immediate Past President, Vice President and Secretary-Treasurer; 3) apply
an additional amount to the Chair’s stipend to achieve the desired parity position; and 4)
maintain the existing Relative Service Unit (RSU) for each position.
October 2013, accepted the committee’s recommendations to: 1) increase the Global Stipend
Pool by $5,382; 2) apply the entire increase in the Global Stipend Pool to the Chair’s stipend
if the Chair is a non-officer Board member; 3) apply an additional amount to the Chair’s
stipend to achieve the desired parity position; and 4) maintain the existing RSU for each
position.
October 2012, accepted the committee’s recommendations to: 1) increase the Global Stipend
Pool by $8,233; 2) bring the Chair’s stipend to parity with the stipends for the
IPP/VP/ST/Council Speaker without decreasing current stipends for other Board members or
Council officer; 3) apply the entire increase in the Global Stipend Pool to the Chair’s
stipend; and 4) that an officer also serving as Chair will have the additional stipend for chair
capped at 50% of the non-officer Board member as chair.
October 2011, accepted the committee’s recommendation to increase the stipend pool by
$13,238 and that the Relative Service Value for each position remain unchanged.
June 2010, accepted the committee’s recommendation to increase only the President’s
stipend to $120,791.
January 2010, approved the committee’s recommendation to use a methodology based on the
Relative Service Value of each Board and officer position to determine stipends.
April 2009, accepted the committee’s recommendation to maintain the current stipends.
June 2008, accepted the committee’s recommendation to maintain the current stipends.
June 2007, accepted the committee’s recommendation to maintain the current stipends.
September 2006, accepted the committee’s recommendation to set a specific stipend for the
Chair, to increase stipends for Council Speaker and Vice Speaker, and to keep other stipends
at their current levels.
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April 2005, accepted the committee’s recommendation for all stipends for FY 05-06 except
the stipend for the president-elect. The Board established the president-elect’s stipend at
$87,840.
June 2004, accepted the committee’s recommendation that officer stipends for FY 04-05 be
increased by approximately 12% effective at the conclusion of the October 14, 2004 Board
meeting.
September 2003, accepted the committee’s recommendation that stipends for non-officer
Board members be discontinued effective at the conclusion of the October 15, 2003 Board of
Directors meeting.
February 2002, accepted the committee’s recommendation for non-officer Board members to
receive an annual stipend of $7,500 beginning July 1, 2002.
September 2001, accepted an annual stipend for the immediate past president equal to that of
the vice president effective October 2001.
January 2000, approved a budget modification to adjust the stipend levels for Board officers
and Council officers by 12.5%. as recommended by the Compensation Committee and
approved by the Finance Committee.

Attachment A
CONSUMER PRICE INDEX HISTORY
October 1994 - Present
CPI change as of:

Cumulative
% change

Stipend Change

October 1995

2.7%

No change recommended for officer term 96/97

October 1996

5.7%

No change recommended for officer term 97/98

October 1997

7.6%

No change recommended for officer term 98/99

October 1998

8.9%

No change recommended for officer term 99/00

August 1999

10.0%

Stipends increased by 12.5% for 10/00 – 10/01, effective Jan 2000)

Jan 2000 - May 2001

5.3%

No change recommended for officer term 10/01-10/02

August 2001

5.2%

No change recommended for officer term 10/02 – 10/03

August 2002

7.0%

No change recommended for officer term 10/03-10/04

May 2004

12.0%

Stipends increased by 12% for 10/04 – 10/05 (effective 10/14/04)

May 2004 – Jan 05

.8%

Stipends for all but Speaker, Vice Speaker increased significantly for
officer term 05-06 (effective 9/05)

June 2006

7.3%

Stipends for Speaker and Vice Speaker increased 10/06 and 9/05 for
Chair for officer term 06-07

Jan 2007

7.0%

No change recommended for officer term 07-08

April 2008

13.6%

No change recommended for officer term 08-09

Jan 2009

11.6%

No change recommended for officer term 09-10

March 2010

14.6%

President stipend (only) increase by 10% for officer term 10-11

March 2011

3.1%

All stipends increased by 3.1% for officer term 11-12

March 2012

1.87%

Committee recommended that the entire increase be applied to
Chair’s stipend only

March 2013

1.2%

Global Stipend Pool increase by 1.2%; entire increase be
applied to the Chair’s stipend if NOBM is elected Chair

March 2014

1.5%

Global Stipend Pool increases by 1.5%; recommended that entire
increase be applied to the Chair’s stipend if NOBM is elected Chair

March 2015

-0.174%

recommended no change in Global Stipend Pool and maintain
current stipends for 2014-15

March 2016

2.013%

recommended no change in Global Stipend Pool and maintain
current stipends for 2016-17

July 2017

1.7%

recommended Global Stipend Pool increases 10% effective
November 1, 2017 for all positions

THESE MINUTES ARE PENDING APPROVAL BY THE BOARD OF DIRECTORS AT THE OCTOBER 26, 2017,
MEETING. ANY CHANGES WILL APPEAR IN THE MINUTES OF THAT MEETING.

Board of Directors Meeting
June 27-29, 2017
ACEP Headquarters
Irving, TX
Minutes
Chair of the Board John Rogers, MD, FACEP, called to order a regular meeting of the Board of Directors of the
American College of Emergency Physicians at 4:00 pm Central time on Tuesday, June 27, 2017.
Directors participating in all or portions of the meeting were: Stephen Anderson, MD, FACEP; James
Augustine, MD, FACEP; Vidor Friedman, MD, FACEP, secretary-treasurer; Jon Mark Hirshon, MD, FACEP; Hans
House, MD, FACEP; William Jaquis, MD, FACEP, vice president; Christopher Kang, MD, FACEP; Jay Kaplan, MD,
FACEP, immediate past president; Paul Kivela, MD, FACEP, president-elect; Kevin Klauer, DO, FACEP; Rebecca
Parker, MD, FACEP, president; Debra Perina, MD, FACEP; John Rogers, MD, FACEP, chair of the Board; Mark
Rosenberg, DO, FACEP; and Gillian Schmitz, MD, FACEP.
Speaker of the Council James Cusick, MD, FACEP, and Vice Speaker John McManus, MD, FACEP, also
participated in all or portions of the meeting.
Other members and guests participating in all or portions of the meeting were: Isabel Barata, MD, FACEP
(phone); Jeff Bettinger, MD, FACEP (phone); Michael Brown, MD, FACEP; Michael Carius, MD, FACEP; Jordan
Celeste, MD; Kathleen Clem, MD, FACEP; Nida Degesys, MD; Carrie de Moor, MD, FACEP; Jeffrey Druck, MD,
FACEP; Matt Fields, MD, FACEP (phone); J.T. Finnell, MD, FACEP; Kristi Gindlesperger, MPAS, PA-C (phone);
Andrea Green, MD, FACEP; Sheryl Heron, MD, FACEP; Aisha Liferidge, MD, FACEP; Bernard Lopez, MD, FACEP;
John Milne, MD, FACEP; Joshua Moskovitz, MD, FACEP; David Packo, MD, FACEP; Michael Phelan, MD, FACEP
(phone); Earl Reisdorff, MD, FACEP; Virgil Smaltz, MD, FACEP; Michael Turturro, MD, FACEP (phone); Arvind
Venkat, MD, FACEP (phone); Matthew Watson, MD, FACEP; Mildred Willy, MD, FACEP; and Stephen Wolf, MD,
FACEP.
Staff participating in all or portions of the meeting were: Pamela Autry; Tom Bedford; Peggy Brock; Kelly
Burlison; Michele Byers, CAE; Raul Cabello; Nancy Calaway, CAE; Shannon Campbell; Gabe Casey; Mary Beth
Collins; Tanya Downing; Mary Ellen Fletcher, CPC, CEDC; Riane Gay; Laura Gore; Pawan Goyal, MD, MHA; Maude
Suprenant Hancock; Robert Heard, MBA, CAE; Pat Hughes, CMP; Adam Krushinskie; Bill Malcolm; Susan Mathis;
Toni McElhinney, CMP; David McKenzie, CAE; Harry Monroe; Margaret Montgomery, RN; Sonja Montgomery,
CAE; Leslie Moore, JD; Rick Murray, EMT-P; Jana Nelson; Michelle Parker; Layla Powers; Craig Price, CAE; Shari
Purpura; Julie Rispoli; Loren Rives; Sandy Schneider, MD, FACEP; Dawn Scrofano, CMP; Gene Scruggs; Cynthia
Singh, MS; Travis Schulz, MLS, AHIP; Debbie Smithey, CMP, CAE; Lori Vega; Julie Wassom; Chris Weller; Gordon
Wheeler; Rhonda Whitson, RHIA; Dean Wilkerson, JD, MBA, CAE; Cathey Wise; Carole Wollard; and Laura
Wooster, MPH.
Consent Agenda
The Board approved the following items by consent: 1) minutes of the April 20-21, 2017, Board of Directors
meeting; 2) minutes of the April 20-21, 2017, Board of Directors Executive Session meeting; 3) minutes of the May 10,
2017 and May 19, 2017 Executive Committee conference calls; 4) actions taken by the Chair of the Board to approve
fellowship applications; 5) “Academic Departments of Emergency Medicine in Medical Schools” revised policy
statement; 6) National Emergency Medicine Faculty Teaching Award recipients; 7) National Emergency Medicine
Junior Faculty Teaching Award recipients; 8) cosponsoring the Chapter Bylaws Conformance Standards –
Housekeeping Bylaws Amendment for submission to the 2017 Council; 9) “Process for Handling Requests from
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Outside Organizations for ACEP to Review Their Guidelines” revised internal policy; 10) “Definition of Rural
Emergency Medicine” policy statement; 11) taking no further action on Referred Resolution 10(16) National
Decriminalization of Marijuana for Personal Use; 12) “EMS as an Essential Public Safety Service” revised policy
statement; 13) sunsetting the “Implementation of EMS Interventions” policy statement; 14) sunsetting the “Leadership
in Emergency Medical Services” policy statement; 15) “Physician Medical Direction of EMS Dispatch Programs”
revised policy statement; 16) 2017 Compendium of ACEP Policy Statements on Ethical Issues; 17) “E-Codes and
Injury Surveillance Data Systems” revised policy statement with the new title “External Cause of Morbidity Codes and
Injury Surveillance Data Systems;” 18) “Emergency Department Utilization During Outbreaks of Influenza” revised
policy statement; 19) 2016-17 Section Grants for Funding (13 grants); 20) 2unsetting the “Alcohol Taxation” policy
statement; 21) “Emergency Physician Shift Work” revised policy statement; 22) signing on as a partner in the World
Suicide Prevention Day; 23) “Member Use of ACEP Member Directory Information” revised internal policy; and 24)
supporting the preliminary committee objectives for 2017-18
EMS Committee
Dr. Perina presented the committee’s proposed policy statement “Support for Transition of Military Medics to
Civilian EMS Careers.”
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE POLICY STATEMENT
“SUPPORT FOR TRANSITION OF MILITARY MEDICS TO CIVILIAN EMS CAREERS.”
It was moved THAT LINE 10 BE AMENDED TO INCLUDE THE WORDS “OTHER
ASSOCIATIONS, INCLUDING THOSE BY” AFTER THE WORDS “LED BY.” The motion was
adopted.
The amended main motion was then voted on and adopted.
Sections Subcommittee
Dr. House presented the subcommittee’s proposed revisions to the “Policy on Sections of Membership” and the
Sample Section Operational Guidelines.
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE REVISED POLICY ON
SECTIONS OF MEMBERSHIP” AND THE SAMPLE SECTION OPERATIONAL GUIDELINES.
It was moved THAT THE LAST SENTENCE IN THE “DESCRIPTION” PARAGRAPH BE
AMENDED BY SUBSTITUTION TO READ: “THE ACEP PRESIDENT, ON BEHALF OF THE
BOARD OF DIRECTORS, MUST APPROVE THESE GUIDELINES, BUT MAY CHOOSE TO
REFER THIS DECISION TO THE ENTIRE BOARD OF DIRECTORS AT THEIR NEXT
MEETING. THE BOARD WILL RATIFY THE PRESIDENT’S APPROVAL AT THEIR NEXT
MEETING.” The motion was adopted.
The amended main motion was then voted on and adopted.
Emergency Ultrasound Section
Dr. Jaquis discussed the FDA’s directive regarding the demonstration of ultrasound devices on live models. He
then presented the section’s proposed “Guidance for Live Model Ultrasound Scanning in Educational and Conference
Settings.”
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE “GUIDANCE FOR LIVE
MODEL ULTRASOUND SCANNING IN EDUCATIONAL AND CONFERENCE SETTINGS”
AND THE SUGGESTED SCRIPTING AT VENDOR SUPPORTED EXHIBITS WITH LIVE
MODELS. The motion was adopted.
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REBOA Catheter
Dr. Perina updated the Board on discussions with the American College of Surgeons Committee on Trauma
(ACS-COT) during their June 23, 2017, meeting regarding the REBOA catheter. She reviewed the draft ACS-COT
statement on REBOA and stated that ACS-COT has requested that ACEP collaborate on a joint statement. She also
mentioned that ACEP17 has a course and a lab scheduled on REBOA.
It was moved THAT DR. PERINA, ON BEHALF OF THE BOARD, WORK WITH ACS-COT TO
DEVELOP A JOINT STATEMENT REGARDING THE REBOA CATHETER. The motion was
adopted.
It was moved THAT THE LAB ON REBOA AT ACEP17 BE CANCELLED, THE DIDACTIC
SESSION BE RETAINED, AND THAT ACS-COT BE INFORMED OF THIS DECISION. The
motion was adopted.
Strategic Considerations
Dr. Parker and Mr. Wilkerson led a discussion regarding strategic and proactive steps to address attacks against
emergency medicine by the health insurance industry and others, particularly regarding out-of-network and balance
billing, which generate negative media coverage. The Board supported the steps as outlined and suggested considering
direct messaging to consumers and non-IRB studies that generate data that could be published.
Emergency Medicine Residents’ Association Report (EMRA)
Dr. Degesys submitted a written report and discussed several key initiatives for EMRA.
President-Elect’s Report
Dr. Kivela submitted a written activity report. He discussed his work with staff in preparing the 2017-18
committee objectives, recent chapter visits, and his attendance at the AMA annual meeting, a meeting with The Joint
Commission, and the meeting with the American College of Surgeons – Committee on Trauma.
Speaker’s Report
Dr. Cusick submitted a written activity report. He provided an update on the June 26, 2017, Steering
Committee meeting.
The Board recessed at 6:06 pm and reconvened in open session at 8:00 am on Wednesday, June 28, 2017.
Conflict of Interest Disclosure
Ms. Moore reminded the Board of the key elements of conflict of interest disclosure and how real or perceived
conflicts can be resolved She then responded to questions from the Board.
President’s Report
Dr. Parker submitted a written activity report. She discussed the tremendous influence of NEMPAC, advocacy
meetings and fundraisers she attended recently in Washington, DC, and the fundraiser she attended in Chicago for
Speaker Paul Ryan. She reported on the AMA annual meeting, where several resolutions were adopted that are
favorable for emergency medicine. She also updated the Board on her attendance at several meetings: emergency
medicine organizations meeting held at the Society for Academic Emergency Medicine (SAEM) annual meeting;
EDPMA; American College of Osteopathic Emergency Physicians; and The Joint Commission. She informed the
Board that all of the large groups have renewed their dues to the Emergency Medicine Action Fund and that SAEM and
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the Council of Emergency Medicine Residency Directors (CORD) will reconsider for 2018. She provided an update on
the work of the Diversity & Inclusion Task Force and her recent chapter visits.
Immediate Past President’s Report
Dr. Kaplan submitted a written activity report. He reported on the Hospital Flow Conference hosted by ACEP,
his attendance at the National Academy of Medicine’s Action Collaborative on Clinician Well Being meeting, and the
appropriate use criteria article submitted to ACEP Now.
Secretary-Treasurer’s Report
The April 30, 2017, financial statements were provided to the Board. Year-to-date revenue was $2,248,824
favorable to budget and year-to-date expense was $(44,164) unfavorable to budget. Life-to-date unrealized gain on
investments was $1,646,051. Net from operations was $2,204,659 favorable to budget.
Board Officer Candidate Declarations
Dr. Anderson, Dr. Hirshon, and Dr. Rosenberg declared their candidacy for secretary-treasurer. Dr. Klauer
declared his candidacy for vice president. The elections for chair, vice president, and secretary-treasurer will be held on
November 1, 2017. Dr. Rogers reminded the Board that additional candidates for these offices may be announced at the
October 26, 2017, meeting and the November 1 meeting, depending on the outcome of the Board of Directors and
president-elect elections.
Finance Committee
Dr. Packo presented the proposed FY 2017-18 budget and capital expenditure budget.
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE FY 2017-18 BUDGET WITH
A CONTRIBUTION TO EQUITY OF $209,158 (0.54%).
It was moved THAT THE REGISTRATION FEE FOR MEDICAL STUDENTS AND RESIDENTS
FOR THE LEADERSHIP & ADVOCACY CONFERENCE BE RETAINED AT $60 INSTEAD OF
INCREASING TO $100 AS REFLECTED IN THE PROPOSED BUDGET. The motion was adopted.
The amended main motion was then voted on and adopted.
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE FISCAL YEAR 2017-18
CAPITAL EXPENDITURE BUDGET OF $1,233,436. The motion was adopted.
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE STAFF BONUS PROGRAM
WITH NO CHANGES FOR FY 2017-18. The motion was adopted.
Reports from Board Members
Written activity reports were submitted by Dr. Anderson, Dr. Augustine, Dr. Cusick, Dr. Hirshon, Dr. House,
Dr. Jaquis, Dr. Kang, Dr. Klauer, Dr. Perina, Dr. Rogers, Dr. Rosenberg, and Dr. Schmitz. Written activity reports are
maintained on file and are available for review on request.
Dr. House provided an update on the Emergency Medicine Foundation.
Dr. Augustine discussed the recent Centers for Disease Control and Prevention National Hospital Ambulatory
Medical Care Survey data and the serious shortage of some drugs. The Food & Drug Administration has approved an
extension of expiration dates on several drugs.
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Dr. Perina reported on the American Academy of Pediatrics and American College of Surgeons Committee on
Trauma meetings.
Clinical Policies Committee
Dr. Brown presented the committee’s recommendation regarding the 2007 Clinical Policy: Critical Issues in
the Evaluation and Management of Adult Patients Presenting to the Emergency Department with Syncope. He
explained ACEP’s work with the American College of Cardiology (ACC) and the American Heart Association (AHA)
in the development of the ACC/AHA Guideline for the Evaluation and Management of Syncope and ACEP has
endorsed the guideline.
It was moved THAT THE BOARD RESCIND THE 2007 CLINICAL POLICY: CRITICAL ISSUES IN
THE EVALUATION AND MANAGEMENT OF ADULT PATIENTS PRESENTING TO THE
EMERGENCY DEPARTMENT WITH SYNCOPE AND THAT A REVISED ACEP CLINICAL
POLICY ON THIS TOPIC NOT BE DEVELOPED AT THIS TIME. The motion was adopted.
Dr. Brown presented the committee’s proposed Clinical Policy: Emergency Department Management
of Patients Needing Reperfusion Therapy for an ST-Segment Elevation Acute Myocardial Infarction (STEMI).
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE CLINICAL POLICY:
EMERGENCY DEPARTMENT MANAGEMENT OF PATIENTS NEEDING REPERFUSION
THERAPY FOR AN ST-SEGMENT ELEVATION ACUTE MYOCARDIAL INFARCTION (STEMI).
It was moved THAT THE WORD “PHYSICIAN” ON LINE 175 BE REPLACED WITH THE
WORDS “HEALTH CARE PROVIDERS.” The motion was adopted.
It was moved THAT REFERENCES TO PARTICLAR CLINICIANS BE REMOVED
THROUGHOUT THE DOCUMENT AND IN FUTURE CLINICAL POLICIES. The motion was
adopted. The Board authorized Dr. Hirshon to review and edit the document where appropriate to
delete the references to particular clinicians.
The amended main motion was then voted on and adopted
It was moved THAT THE BOARD OF DIRECTORS RESCIND THE 2006 CLINICAL POLICY:
INDICATIONS FOR REPERFUSION THERAPY IN EMERGENCY DEPARTMENT PATIENTS WITH
SUSPECTED ACUTE MYOCARDIAL INFARCTION. The motion was adopted.
Dr. Brown presented the committee’s proposed policy statement “Mechanical Ventilation.”
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE POLICY STATEMENT
“MECHANICAL VENTILATION.”
Comments were provided that the policy should be broad and not directive and that the committee should
consider developing a Policy Resource and Education Paper (PREP) for additional guidance and education.
It was moved THAT THE POLICY STATEMENT BE REFERRED BACK TO THE COMMITTEE
FOR FURTHER POLICY DEVELOPMENT.
Dr. Brown presented the committee’s proposed policy statement “Reversal of Non-Vitamin K Antagonist Oral
Anticoagulants (NOACs) in the Presence of Major Life-Threatening Bleeding.”
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE POLICY STATEMENT:
“REVERSAL OF NON-VITAMIN K ANTAGONIST ORAL ANTICOAGULANTS (NOACS) IN
THE PRESENCE OF MAJOR LIFE-THREATENING BLEEDING.” The motion was adopted.
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Dr. Brown presented the committee’s proposed revisions to the policy statement “Sedation in the Emergency
Department” with the revised title, “Procedural Sedation in the Emergency Department.”
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE REVISED POLICY
STATEMENT “SEDATION IN THE EMERGENCY DEPARTMENT” WITH THE REVISED
TITLE, “PROCEDURAL SEDATION IN THE EMERGENCY DEPARTMENT.”
Society of Emergency Medicine Physician Assistants (SEMPA)
Ms. Gindlesperger, immediate past president of SEMPA, discussed the American Academy of Physician
Assistants (AAPA) Full Practice Authority & Responsibility resolution that was adopted. She stated that SEMPA did
not support the original version of the resolution, but did support the amended resolution.
Executive Director’s Report
Mr. Wilkerson highlighted key accomplishments for ACEP in this fiscal year, including financial success,
grants, membership growth, participation in the Clinical Emergency Data Registry, attendance at ACEP meetings,
advocacy initiatives, NEMPAC, reimbursement for emergency physicians, public relations, increased readership and
ratings for ACEP Now, and management services provided to CORD, EMF, and SEMPA. He acknowledged upcoming
retirements for Ms. Scrofano, Barbara Tomar, and Mr. Wheeler and thanked them for their years of dedication to
ACEP.
Emergency Medicine Practice Committee
Dr. Turturro presented the committee’s proposed revisions to the policy statement “Boarding of Admitted and
Intensive Care Patients in the Emergency Department.”
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE REVISED POLICY
STATEMENT “BOARDING OF ADMITTED AND INTENSIVE CARE PATIENTS IN THE
EMERGENCY DEPARTMENT.” The motion was adopted.
Dr. Turturro presented the committee’s proposed policy statement “Advocacy for ED Ultrasound Privilege and
Practice” that was developed in response to Amended Resolution 26(16) Opposition of Exclusive Imaging Contracts
Limiting Clinical Ultrasound use and Billing by Emergency Physicians.
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE POLICY STATEMENT
“ADVOCACY FOR ED ULTRASOUND PRIVILEGE AND PRACTICE.” The motion was adopted.
Dr. Turturro presented the committee’s proposed new Community Emergency Medicine Excellence
Award.
It was moved THAT THE BOARD OF DIRECTORS APPROVE A NEW COMMUNITY
EMERGENCY MEDICINE EXCELLENCE AWARD TO RECOGNIZE EXCELLENCE IN NONACADEMIC DEPARTMENT LEADERS AND BEDSIDE CLINICIANS.
It was moved THAT THE AWARD BE ADMINISTERED BY THE EMERGENCY MEDICINE
PRACTICE COMMITTEE (SIMILAR TO THE NATIONAL FACULTY TEACHING AWARDS BY
THE ACADEMIC AFFAIRS COMMITTEE) AND THAT TRAVEL EXPENSES AND
DEVELOPMENT OF A VIDEO OF THE AWARD RECIPIENT FOR THE PRESIDENT’S
AWARDS GALA BE DELETED. The motion was adopted.
The amended main motion was then voted on and adopted.
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It was suggested that the Board review the travel expenses and other benefits of the awards
administered by the Academic Affairs Committee and the Disaster Medical Sciences Award administered by
the Disaster Preparedness & Response Committee at a future Board meeting.
Dr. Turturro presented the committee’s recommendations regarding Resolution 30(16) Treatment of Marijuana
Intoxication in the ED.
It was moved THAT THE BOARD OF DIRECTORS ACCEPT THE REPORT OF THE
EMERGENCY MEDICINE PRACTICE COMMITTEE REGARDING REFERRED RESOLUTION
30(16) TREATMENT OF MARIJUANA INTOXICATION IN THE ED, TAKE NO FURTHER
ACTION ON THE FIRST, SECOND, AND FOURTH RESOLVED STATEMENTS, ASSIGN THE
THIRD RESOLVED TO ANOTHER COMMITTEE OR SECTION TO ADDRESS, AND
UNDERTAKE EFFORTS TO ADDRESS THE FIFTH RESOLVED TO BETTER UNDERSTAND
THE SCOPE OF THE ISSUE AND PROVIDE APPROPRIATE RESOURCES. The motion was
adopted.
Dr. Turturro presented the committee’s proposed revisions to the policy statement “Specialty Hospitals.”
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE REVISED POLICY
STATEMENT “SPECIALTY HOSPITALS.”
There was consensus to delete the word “specialist” from line 26 and insert the words “of on-call specialists”
after the word “availability in line 26.
The main motion was then voted on and adopted.
American Board of Emergency Medicine (ABEM) Report
Dr. Carius addressed the Board and discussed ABEM’s response to ACEP’s Referred Resolution 8(16)
Opposition to Required High Stakes Secured Examination for Maintenance of Certification. Dr. Reisdorff also
addressed the Board. The Board urged ABEM to address the concerns expressed by diplomates regarding the ConCert
exam.
Alternate Payment Models Task Force
Dr. Jaquis provided an update on the work of the task force and the next steps to complete their work.
ACEP/EDPMA Joint Task Force
Dr. Bettinger presented the task force’s proposed model legislation for payment of out-of-network services. The
model legislation is consistent with a resolution recently adopted by the American Medical Association House of
Delegates.
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE ACEP/EDPMA JOINT TASK
FORCE MODEL LEGISLATION ON OUT-OF-NETWORK SERVICE PAYMENTS AND THE
SUPPORTING DOCUMENT “GUIDING PRINCIPLES AND ANNOTATIONS OF OON MODEL
LEGISLATION” SO THAT THEY MAY BE USED FOR THE PURPOSE OF GUIDING
INDIVIDUAL STATES CONSIDERING OUT-OF-NETWORK AND BALANCE BILLING
LEGISLATION. The motion was adopted.
Ethics Committee
Dr. Venkat presented the committee’s proposed revisions to the policy statement “Law Enforcement
Information Gathering in the Emergency Department.”
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It was moved THAT THE BOARD OF DIRECTORS APPROVE THE REVISED POLICY
STATEMENT “LAW ENFORCEMENT INFORMATION GATHERING IN THE EMERGENCY
DEPARTMENT.” The motion was adopted.
Executive Session
The Board recessed at 3:10 pm for the Executive Committee to meeting privately with Dr. Carius and Dr.
Reisdorff, and to hold an executive session to discuss two ethics complaints, maintenance of certification, a Board
member’s conflict of interest, and the EMF Shared Services Agreement.
The Board reconvened in open session at 7:55 am on Friday, April 21, 2017.
It was moved THAT THE BOARD OF DIRECTORS RATIFY THEIR ACTIONS TAKEN IN
EXECUTIVE SESSION, WHICH INCLUDED TWO ETHICS CHARGES AND THE EMF SHARED
SERVICES AGREEMENT. The motion was adopted.
Diversity & Inclusion Task Force
Dr. Anderson presented the task force’s recommendation regarding the use of ACEP’s membership email
addresses by the Association of American Medical Colleges (AAMC) for the distribution of a diversity and inclusion
survey to all ACEP members.
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE USE OF ACEP’S
MEMBERSHIP EMAIL ADDRESSES BY THE AAMC FOR THE DISTRIBUTION OF A
DIVERSITY AND INCLUSION SURVEY TO ALL ACEP MEMBERS. The motion was adopted.
Implicit Bias
Dr. Lopez, Dr. Heron, and Dr. Druck gave presentations on implicit bias and conducted a training session with
the Board and staff. Dr. Lopez also provided an overview of SAEM’s Academy of Diversity & Inclusion in Emergency
Medicine.
Quality & Patient Safety Committee
Dr. Phelan presented the committee’s recommendation regarding Amended Resolution 14(16) Development &
Application of Dashboard Quality Clinical Data Related to the Management of Behavioral Health Patients in EDs to
develop a toolkit for reporting of behavioral health patients. He explained that the Clinical Emergency Data Registry
(CEDR) is not an applicable option for this project since CEDR measures evaluate the performance of the ED and the
emergency physician. He further explained that the Quality Improvement & Patient Safety Section is currently working
on a paper that addresses issues pertinent to this resolution and a section grant, which the section would need to apply
for funding next year, would be an ideal funding source to allow the section to develop the toolkit.
It was moved THAT THE BOARD OF DIRECTORS SUPPORT THE DEVELOPMENT OF A
TOOLKIT FOR REPORTING OF BEHAVIORAL HEALTH PATIENTS THAT CAN BE
IMPLEMENTED INDEPENDENTLY IN EMERGENCY DEPARTMENTS. The motion was
adopted.
Dr. Phelan presented the committee’s recommendation regarding Referred Amended Resolution 12(16)
Collaboration with Non-Medical Entities on Quality and Standards, which includes renewing ACEP’s membership to
the National Quality Forum.
It was moved THAT THE BOARD OF DIRECTORS SUPPORT NEW AND EXISTING
PARTNERSHIPS WITH NON-MEDICAL ORGANIZATIONS INVOLVED IN DEVELOPING
QUALITY STANDARDS. The motion was adopted.
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Public Health & Injury Prevention Committee
Dr. Barata presented the committee’s proposed revisions to the policy statement “Bloodborne Infections in
Emergency Medicine” with the revised title “Bloodborne Pathogens in Emergency Medicine.”
It was moved THAT THE BOARD OF DIRECTORS APPROVE THE REVISED POLICY
STATEMENT “BLOODBORNE INFECTIONS IN EMERGENCY MEDICINE” WITH THE
REVISED TITLE “BLOODBORNE PATHOGENS IN EMERGENCY MEDICINE.”
It was moved THAT THE WORDS “IN ACCORDANCE WITH ESTABLISHED PROTOCOLS
WITH LOCAL HEATH DEPARTMENTS” BE ADDED AFTER THE WORD “PATIENT” IN LINE
32. The motion was adopted.
It was moved THAT THE WORD “WITH” BE INSERTED BEFORE THE ACRONYM “HIV” AND
THE WORDS “WITH OR WITHOUT CONSENT” BE INSERTED AFTER THE WORD
“INFECTION” IN LINE 52. The motion was adopted.
The amended main motion was then voted on and adopted.
Pediatric Emergency Medicine Committee
Dr. Perina led a discussion regarding steps ACEP should take to ensure collaboration with the ACS and other
stakeholders on anticipated revisions of the 2015 Pediatric Surgery Center Guidelines. Mr. Wilkerson agreed to call the
Pediatric Surgical Association executive director and the American Academy of Pediatrics’ (AAP) executive director to
discuss ACEP’s concerns with the guidelines and to reiterate the discussions and commitments from ACS and AAP that
ACEP will be involved in the next revision of the guidelines. The Board agreed that follow-up letters should be sent to
ACS and AAP to confirm the discussions about involving ACEP in the next revision and to the Pediatric Surgical
Association.
Emergency Ultrasound Section
Dr. Fields presented the section’s recommendation regarding the development of an Ultrasound Qualification
Tracker Program.
It was moved THAT THE BOARD APPROVE THE ULTRASOUND QUALIFICATION TRACKER
PROGRAM.” The motion was adopted.
Dr. Fields led a discussion regarding the potential for ACEP certification of individuals in basic point-of-care
ultrasound. There was consensus from the Board that providing a letter indicating the person has met minimum
qualifications, but not verifying their competency, should be provided as a member benefit. The Board requested the
section leaders to refine the program to address their concerns and develop a recommendation for the June 2017 Board
meeting.
Dr. Fields led a discussion regarding the Alliance for Physician Certification and Advancement’s (APCA)
Point-of-Care Ultrasound (POCUS) Academy and whether ACEP should send a letter to Intelos, Inc. the radiologybased parent organization of APCA, expressing ACEP’ concerns about their POCUS Academy. The POCUS
certification offered by APCA conflicts with ACEP’s “Ultrasound Guidelines: Emergency, Point-of-Care, and Clinical
Ultrasound Guidelines in Medicine.”
Trauma & Injury Prevention Section
Dr. Friedman informed the Board of the section’s desire to show a 90-minute film at ACEP17 about the
Newtown shooting. There was consensus to allow the film to be shown during the section meeting and to inform the
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section it is too late to request a meeting room to show the film during the education programming.
Funding for EMRA
Dr. Schmitz asked for clarification about the $35,000 that was removed from the ACEP FY 2017-18 budget for
funding EMRA leadership training. Mr. Wilkerson clarified that the funding is optional in the Shared Services
Agreement with EMRA. There was consensus from the Board not to reconsider their previous decision to approve the
FY 2017-18 budget.
Reports from Board Members (continued)
Dr. Hirshon discussed the Pfizer meeting on Sickle Cell Disease that he attended and the work on the new ED
Information Systems Task Force.
Dr. Anderson discussed the work of the Contract Transitions Task Force.
Dr. Rosenberg discussed the Alternatives to Opioids (ALTO) program and the opioids initiative in New Jersey
that is being implemented in other states. He also reported on the Geriatric Falls program.
Dr. Kang reported on his visit to the Hawaii Chapter and his work with the Ethics Committee.
Dr. Schmitz reported on the Freestanding Emergency Centers Accreditation Task Force and the residency visit
program review.
Dr. Klauer discussed his work with the Education Committee and the E-QUAL Network.
Next Meeting
The next regular meeting of the Board of Directors is scheduled for Thursday, October 27, 2017, at the Marriott
Marquis Hotel in Washington, DC.
With no further business, the meeting was adjourned at 12:00 pm Central time on Thursday, June 29, 2017.
Respectfully submitted,

Approved by,

Dean Wilkerson, JD, MBA, CAE
Executive Director

John Rogers, MD, CPE, FACEP
Chair of the Board

Board of Directors Conference Call
September 27, 2017
Minutes
Chair of the Board John Rogers, MD, FACEP, called to order a conference call meeting of the Board of
Directors of the American College of Emergency Physicians at 10:07 am Central time on Wednesday, September 27,
2017.
Directors participating in all or portions of the meeting were: Stephen Anderson, MD, FACEP; James
Augustine, MD, FACEP; Vidor Friedman, MD, FACEP, secretary-treasurer; Jon Mark Hirshon, MD, FACEP; Hans
House, MD, FACEP; William Jaquis, MD, FACEP, vice president; Christopher Kang, MD, FACEP; Kevin Klauer, DO,
FACEP; Rebecca Parker, MD, FACEP, president; Debra Perina, MD, FACEP; John Rogers, MD, FACEP, chair of the
Board; Mark Rosenberg, DO, FACEP; and Gillian Schmitz, MD, FACEP.
Speaker of the Council James Cusick, MD, FACEP, and Vice Speaker John McManus, MD, FACEP, also
participated in all or portions of the meeting.
Other members and guests participating in all or portions of the meeting were: Nida Degesys, MD; Andrea
Green, MD, FACEP; and Aisha Liferidge, MD, FACEP.
Staff participating in all or portions of the meeting were: Michele Byers, CAE; Mary Ellen Fletcher, CPC,
CEDC; Pawan Goyal, MD, MHA; Robert Heard, MBA, CAE; Harry Monroe; Margaret Montgomery, RN; Sonja
Montgomery, CAE; Leslie Moore, JD; Craig Price, CAE; Loren Rives, MNA; Travis Schulz, MLS, AHIP; Dean
Wilkerson, JD, MBA, CAE; Carole Wollard; and Laura Wooster, MPH.
Consent Agenda
The Board approved the following items by consent: 1) 2017 Section Awards.
Hospital Participation in Clinical Emergency Data Registry (CEDR)
Dr. Augustine presented a recommendation regarding hospital participation in CEDR.
It was moved THAT THE BOARD OF DIRECTORS APPROVE HOSPITAL PARTICIPATION IN
CEDR AS RECOMMENDED BY THE CEDR HOSPITAL PARTICIPATION REVIEW TASK
FORCE. The motion was adopted.
2017 Council Resolutions
Dr. Schmitz presented recommendations regarding resolutions 10-26 assigned to Reference Committee A. There
was consensus for the Board to support resolutions 10,11, 18, and 22; oppose resolutions 15, 16, 17, and 24 (or
recommend referral to the Board for 24); take no position and provide information on resolutions 12, 13 (it is dependent
on adoption of Resolution 12), 20, and 23; take no position on resolutions 14, 19 (or recommend referral to the Board for
19), 21, 25, and 26.
Dr. Kang presented recommendations regarding resolutions 27-41 assigned to Reference Committee B. There
was consensus for the Board to support resolutions 27 (although concerns about developing model legislation), 29, 32
(although the last resolved is unnecessary since the AMA has already taken action), 34, 36 (with amended last resolved
to indicate “for emergency physicians”), 38, 40, and 41; take no position on resolutions 28, 33 (but support any language
consistent with ACEP’s policy statements), 35, and 41; and oppose resolutions 30 (or recommend referral for 30), 31,
37, and 39 (or recommend referral to the Board for 39).
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Dr. Rosenberg presented recommendations regarding resolutions 42-55 assigned to Reference Committee C.
There was consensus for the Board to support resolutions 42, 43 (but prefer a broad statement instead of a list of
diversity and inclusion categories), 44, 45,48, 49, 51, 52, and 53; recommend referral to the Board for resolutions 46, 47,
50, and 55; and take no position on resolution 54.
With no further business, the conference call meeting was adjourned at 11:52 pm Central time on Wednesday,
September 27, 2017.
Respectfully submitted,

Approved by,

Dean Wilkerson, JD, MBA, CAE
Executive Director

John Rogers, MD, CPE, FACEP
Chair of the Board

Memorandum
To:

Board of Directors
Council Officers

From: John J. Rogers, MD, CPE, FACEP
Chair of the Board
Date: October 18, 2017
Subj: Approval of Actions Taken by the Chair
Recommendation
That the Board of Directors approve the actions taken by the Chair of the Board.
Summary of Actions
Between June 1, and August 31, 2017, I approved 298 applications for fellow status.
The list is attached.

Applications for Fellow Status
Name
Becky A Abell MD
Joshua Adamow MD
Hessam Afshari MD
Wakas Ahmad DO
Saadia Akhtar MD
Abdulaziz Alburaih MD
Kendall Shane Allred MD
Erik Amoroso MD
Peter Anastopoulos MD
Robert James Anderson DO
Alexandra Isa Asrow MD
Kevin Aston DO
Amado Alejandro Baez MD
Carrie Baker DO
Melanie R Barnhart MD
Bryan Elliott Baskin DO, FAAEM
Sonal Batra MD
Brandon Begley DO
Deena Bengiamin MD
Kristin Berona MD
Brian M Berry DO
Billy G Bisswanger MD
Aaron Blue MD
Andrew P Bohn MD
Cassandra Kim Bradby MD
Hans R Bradshaw MD
John David Bream MD
Joshua Briscoe MD
Matthew Brian Broadwater-Hollifield MD
Autumn Brogan MD
Deborah Brooks MD
Eric J Brown MD
Isaac Bruck MD
Krista Brucker MD
Vonzella A Bryant MD
Paul Francis Bucchi MD
Keith C Buchanan MD
Tiffany Burneka MD
Aaron K Buzzard MD
Avery L Callahan DO
Daniel Kenneth Case MD
Kyle Keahi Chong MD
Tina Choudhri MD
Stephen John Cico MD
Christopher Colbert DO
Peter Cole MD
Timothy J Comte MD
Matthew Thomas Cote MD
Daniel Keith Crane MD
Peter Croft MD
Bethany A Cummings DO
Mark Curato DO
Jason Andrew Curry MD
Callie Tucker Dagen MD
Vi Dang MD
Trina Daniels MD
Damon Allen Darsey MD
Benjamin Davidson MD

Chapter
GA
OH
HI
ND
NY
MD
CA
WI
CA
MN
IL
SD
NY
OH
AL
OH
DC
CA
CA
CA
NY
AR
ID
GS
NC
AZ
NC
FL
UT
MN
PA
OK
NY
IN
MA
MI
GA
OH
TX
LA
MD
HI
MI
IN
IL
GS
OH
CA
MS
MA
VA
NY
SC
PA
TX
WI
MS
VA

Name
Caleb Davis MD
Christopher Weston Davis MD
Janardhanan V Davy MD
Luke T Day MD
Giuliano De Portu MD
Joakyna De Santiago MD
Nicolas Denne MD
Eli N Denney DO
Matthew Donnelly MD
Ian Doten MD
Megan J Dougherty MD
Brian E Driver MD
Tina Dulani MD
Alan Dupre MD
Laurence M Edelman MD
Laura Eliseo MD
Katherine Ellis MD
Andrew Elsberg MD
Eleanor A Erwin MD
Frank Paul Faustus MD
Jamecia Lynn Finnie MD
Jay D Fisher MD
Patrick Flaherty DO
Paul C Flanders MD
Ashley Flannery DO
Heather RB Miller Fleming MD
Jonathan Glen Fleurat MD
Robert C Ford DO
Sarah M Fowles DO
Casey Alexander Fox DO
Lucy Franjic MD
Hallie Megan French MD
Jeremy Fried MD
Marina Furtado MD
Francisco Garcia MD
Erik E Geibig MD
Marc L Gelman MD
Shawna Marie Gelormino DO
Courtney Gibson MD
Thomas D Gifford DO
Jennifer Ashley Goebel DO
David Gonzalez MD
Randall Grant DO
David Grasso MD
William D Gregorie MD
Christopher Allen Griggs MD
Kathryn Groner MD
Puneet Gupta MD
Brad Gutierrez DO
Jordana Haber MD
Laura Hagopian MD
Thomas R Hartka MD
Ashley Megan Haynes MD
Adam Heringhaus MD
Ramsey Herrington MD
Danielle Hines MD
Anthony Ho DO
Rick L Holland MD

Chapter
MI
WA
IN
CO
FL
PR
WV
MO
CA
WA
MI
MN
NY
GS
MD
FL
GS
AK
VA
TX
TX
NV
MI
NC
NJ
IN
DC
GS
FL
CA
OH
UT
CT
WA
HI
TN
PA
AL
OH
NY
TX
NY
GS
TN
NC
DE
MI
MI
NV
MA
VA
TX
OH
VT
GA
CA
MI

Carl K Hsu MD
Marilyn Innes MD
Hillary R Irons MD, PhD
Blake Isom DO
Jennifer S Jackson MD
Laura Janneck MD
Travan Kennard Jasper MD
Richard Jeisy MD
Brian D Johnson MD
Michael Austin Johnson MD
Jason Jones MD
Michael S Joo MD
Kamal S Kalsi DO
Stephen R Kessinger DO
Danya Khoujah MBBS
Sara E Kirby MD
Kellie Lynn Kirkpatrick MD
Timothy J Koboldt MD
Chad Michael Kovala DO
Priya Kuppusamy MD
Douglas James Kuxhausen DO
Alexis M LaPietra DO
Erin Lareau MD
Alexis C Lawrence MD
Alan A Lazzara MD
Erik O Ledig MD
Daniel Leverenz DO
Jinyue Li MD
Brandon Eric Libby MD
Brigid M Linnan MD
Jennifer C Liu DO
Alexis Long MD
Derrick Lowery MD
John Thomas Ludlow MD
Kevin Lunney MD
Marlow Macht MD
Fernando Macias MD
Mary B Mackessy MD
Tracy E Madsen MD
Kristen Maguire MD
Darren P Mareiniss MD
David Markel MD
Lindsay Marshall DO
Suzanna Martin MD, PhD
David L Matlock MD
Molly A McConachie MD
Mark McDowell MD
Steve David McGraw DO
Scott E McIntosh MD
Andrew C Meltzer MD
David A Meurer MD
Peter K Milano MD
Diane Lee Miller MD, MS
Emily M Mills MD
Nathaniel S Minnick DO
Swarup Misra DO
Tiffany Moadel MD
Karolyn K Moody DO, MPH
Christopher A Moore DO
James Daniel Moore MD
Teresa Morrell Riech MD
Sean Mosharo MD

NY
MI
MA
PA
FL
MA
GA
IL
WA
CA
FL
IL
GS
ID
DC
FL
OH
MO
MI
MD
IN
NJ
IL
RI
MI
TX
TN
AL
ME
CA
CA
CA
MO
CA
GS
WA
CA
CT
RI
IL
MD
WA
OK
MD
MO
MI
OH
MI
UT
DC
FL
CA
NC
MI
VA
NC
NY
TN
MI
KY
IL
MA

Hawnwan P Moy MD
Terry Moy-Brown DO
Brittany Lee Murray MD
John F Murray MD
Ankit Nanavati MD
Jeremy Sebastian Nelson MD
Bridget Shannon Nestor-Arjun DO
Jenna Karagianis Nikolaides MD
Nikkel D Nisbet DO
Jessica M Noonan MD
Tatsuya Norii MD
Erin E Noste MD
Paul Curtis Nystrom MD
David Ondrako MD
Sara Ornazian DO
Carolyn Maher Overman MD
Christopher Palmer MD
Sharad A Pandit MD
Joseph Robert Pare MD
Rakesh S Parekh MD
Saumil Har Parikh MD
Shabana Parvez MD
Darshan D Patel MD
Raj Vinod Patel MD
Trushnaa Patel DO
Carmella Percy DO
David J Pheysey MD
Mark Pittman MD
Joshua C Poles DO
Avital Porat MD
Amelia Y Pousson MD
Katherine Prybys DO
Russell D Radtke MD
Jamal Rahman Rahimi MD
Juan D Ramirez MD
Amy B Raubenolt MD
Christopher T Richards MD
Tonatiuh Rios-Alba MD
Hector Rivera MD
Rose Anna G Roantree DO
Daniel Wellington Robinson MD
Lourdes R Rodriguez MD
Matthew Alan Roehrs DO
Anita Rohra MD
Daniel Rolston MD
William Roper MD
Javier E Rosario MD
Joshua Rothstein MD
Mike Rubin MD
Matthew Rudy MD
Jordan D Rupp MD
Debra Rusk MD
Kevin J Sabotchick DO
Michael Safa MD
Guneesh Saluja MD
Brian P Sanders MD
Julie Marie Sanicola-Johnson DO
Nicholas George Sansone DO
Matthew Dana Sarasin MD
Matthew B Scales MD
Caitlin Schaninger MD
Valerie A Schmidt DO

MO
WA
WY
NC
GA
GS
IL
TX
NY
NM
NC
MN
MD
MI
CA
MO
MA
FL
NY
TX
NY
NC
GA
SC
WA
SC
CO
CT
DC
MD
FL
GS
LA
OH
IL
OH
FL
NY
IL
FL
OH
TX
NY
UT
FL
GA
GA
GS
IN
PA
WI
IL
MA
MD
IN
RI
CA
CA
IL

Susan Maria Schreffler MD
Kevin Schulz MD
Christopher Ian Scott MD
Halden F Scott MD
James Scribner MD
Sameh Osamah Sejiney MD
Lekha A Shah MD
Ryan Scott Shanahan MD
Nicholas B Shawnik DO
David Y Shih MD
Michael Ian Silberman DO
Jeremy Wendell Simonsen MD
Joelle N Simpson MD, MPH
Anumeha Singh MD
Becky Ann Slater DO
Christopher L Smith MD
Kristy M Smith MD
William John Snuffin DO
Philippa N. Soskin MD, MPP
Stephen Spencer MD
Justin Spratt DO
Kristine Staff MD
Erik J Stamper DO
Christine R Stehman MD
Eric M Steinberg DO
Matthew Alan Stephens MD
Megan Stobart Gallagher DO
Justin Stowens MD
Erik J Strelnieks MD
Tricia Swan MD
Mary Tanski MD
Sabrina Taylor MD
Todd Andrew Taylor MD
Sarah Temple MD
Zeke S Terrell MD
Daniel L Theodoro MD
Nikhil R Theyyunni MD
Ryan J Thompson MD
Alainya Vollmering Tomanec MD
Michelle M Troendle MD
David L Trotter MD
Mark Truxillo MD
Paul Tschetter MD
Michael Van Meter MD
Scott Gregory VanKeulen MD
Arjun K Venkatesh MD, MBA
Leslie R Vojta MD
Joseph W Walter MD
Heidi F Walz MD
Christopher Wang MD
Michael A Watts MD
Nancy W Weber DO
Alan V Weier MD
Benjamin Zachar DO
Kori Sauser Zachrison MD
Olga Zavelsky MD
David Zimmerman DO
David Zodda MD

Total =298

NC
TX
CA
CO
LA
GA
MD
UT
NY
TN
NC
DC
CT
MT
MD
MI
VA
DC
WV
WV
FL
KS
IN
NY
PA
PA
DE
TX
FL
OR
TX
GA
FL
GA
MO
MI
WI
TX
VA
IL
GS
MN
TX
SD
CT
GS
MN
MN
TX
MO
MI
TX
IN
MA
IL
PA
NJ

Memorandum
To:

Board of Directors
Council Officers

From: Hans House, MD, FACEP
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That the Board of Director accept the report of the ABEM/ACEP Task Force on the
Aging Physician (Attachment A).
Background
The 2016 Council and the Board of Directors adopted Amended Resolution 6(16)
Assuring Safe and Effective Care for Patients by Senior/Late Career Physicians:
RESOLVED, That the ACEP Board of Directors create a task force to
study issues speciﬁc to Senior/Late Career Emergency Physicians. The task
force shall make recommendations regarding identified issues to the Board,
which shall deliver an update on this matter to the 2017 ACEP Council.
Since the American Board of Emergency Medicine (ABEM) had already begun a
substantial review of cognitive skill and physician age, ACEP partnered with ABEM to
create a task force.
Attachment A is the report from the task force on its findings.
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Introduction
America is getting older. A “silver tsunami” is beginning to crest as the baby boomers reach retirement age. The aging
American workforce includes physicians, as 23% of the physician workforce is 65 and older.1 United States hospitals
may be staffed with providers from up to four different generations (traditionalists, baby boomers, generation X, and
millennials).
Emergency Medicine (EM) is a relatively young specialty, with a specialty board created in 1979, and as such, has
had a relatively young workforce to date. In the early years, there were few residencies but great demand for
emergency coverage. Individuals who practiced EM and met other educational criteria were eligible for board
certification. Closing the practice-eligibility pathway led to a relatively large cohort of physicians becoming certified,
followed by a sharp decrease after the grandfathering period closed. Since that time, there has been a steady increase
in physicians entering the field as the number of residencies has expanded. Between 2007 and 2016, the number of
American Board of Emergency Medicine (ABEM)-certified physicians aged 65 and older increased from 707 (3% of
all diplomates) to 3,424 (10% of all diplomates). Given this maturation, the specialty must now consider the issues of
an aging workforce, including age-related neurocognitive and physical changes that impact clinical performance.
In 2016, the American College of Emergency Physicians (ACEP) Council adopted a resolution calling on the Board
of Directors of ACEP to study issues related to “senior/late career” emergency physicians. Specifically, it asked the
Board to “study and determine if any specific issues posed to senior/late career emergency physicians exist,” to
“address those issues in an appropriate manner,” and report its findings to the 2017 ACEP Council. What follows is
that report.
In March 2017, ACEP President Dr. Rebecca Parker appointed a task force to address this resolution. Members of the
task force were selected for their expertise in education, certification, geriatrics, competency, circadian rhythms, and
generational relations. The group held several conference calls and met in person at the Society for Academic
Emergency Medicine (SAEM) Annual Meeting in May of 2017. Early in the process, the task force determined that
“aging physician” was a better term than “senior/late career physician” for the focus of the report.
Two overarching challenges face the aging emergency physician: competency and wellness. Competency is affected
by cognitive decline, the ability to keep up with evolving science and technology, and physical limitations to perform
procedures and cope with a shift schedule. Defining and recognizing critical skill deterioration, whether due to age,
illness, or injury, is essential for professional self-regulation. Simultaneously, the specialty must promote wellness and
identify reasonable accommodations that allow the aging workforce to maximize career longevity. Failure to do so
risks losing decades of experience and wisdom.
Cognitive Ability
Both cognitive and procedural skills are essential and likely decrease with age. Cognitive skills decline with age and
many studies among physicians have demonstrated decreasing practice performance with increasing years in medical
practice.2 One meta-analysis found that the pooled prevalence of dementia in European cohorts rose continuously
from 55 years of age.3 In the US, the rate of cognitive impairment without dementia is 20% in those aged 71 and
older, with 12% of these individuals progressing to dementia annually.4 However, this change is quite variable, and
while high intellect and life-long learning may mitigate the rate and impact of this decay, some degree of
neurocognitive decline is unavoidable.5,6 Importantly, the capacity to process new information and reason declines
beginning in middle adult years, potentially affecting the acquisition of new knowledge.2 The impact of cognitive

decay is complicated even further by the counteractive forces of experience and wisdom that improve performance
over novice practitioners.
Eva identified age-related factors that could interfere with optimal cognitive function for physicians. These included:
decreasing working memory, decreasing ability to store and process information, slower speed of mental operations,
the tendency to be influenced by the order in which information is received (primacy effect), increased bias from
personal experience, and impaired vision and hearing.7,8
Assessing a physician’s medical knowledge and decision-making ability is challenging, especially when determining
cutpoints for competence as many additional skills combine to impact the sophisticated care that is delivered in the
time-compressed environment of the emergency department. While there are neurocognitive tests that are an objective
index of a physician’s cognitive skills, these are not routinely used in practice. Such assessments usually only occur
when physicians are undergoing reentry into practice after a clinical hiatus; remediation after an unfavorable event or
disciplinary action; or as a mandatory age-related assessment. Mandatory testing based on age is a complex issue and
raises concerns about age-related discrimination.9 Further it is not clear who should be testing the physicians –
hospitals, physician practice groups or the individuals themselves. Beyond a recertification examination, most aging
physicians receive no objective, validated data on their decision-making ability and medical knowledge.
Healthcare institutions also have a duty to monitor quality of clinical care. The AMA CME report on the Aging
Physician stated that, “from a public protection perspective, the objective assessment option seems like an important
intervention, given the strong impact of aging on performance, the extreme variability of cognitive function among
older physicians, and the well-documented inability of physicians to self-assess…”10
The only objective assessment of medical knowledge and cognitive skills that most emergency physicians receive is
the ABEM Continuous Certification Examination (ConCert). An ABEM-certified physician must take the ConCert on
average at least every 10 years. Most questions on the ConCert assess complex cognitive skills (e.g., diagnostic
processing, clinical synthesis), not fact recall. Just as the clinical practice of emergency medicine requires that a
physician determine a diagnosis from undifferentiated signs and symptoms, most questions on the ConCert require
that the physician derive a diagnosis from a clinical scenario.
A prior study showed that physicians tend to maintain their performance on the ConCert over time.11 A more recent
analysis shows an age-related decline, particularly around age 60 [Figure 1]. A similar age-associated decrease in
examination performance has been noted in other medical specialties12,13,14 The performance predication curve
suggests that at age 75, there is about a 50% risk of failing the examination. Despite this trend, some physicians older
than age 75 perform well on the ConCert.
Physician performance on standardized examinations has been shown to correlate with medical malpractice risk, state
medical board disciplinary actions, and the quality of care.15,16 Though some evidence suggests that advancing age is
not associated with the risk of a malpractice suit or state medical board disciplinary action, the overall weight of the
data indicates that age is a risk factor for malpractice and disciplinary actions.17,18,19
Tests such as the ConCert exam do not measure procedural competency. Physical limits with age include decreases in
dexterity, vision and hearing. In addition, procedural competence may decline when procedures are not performed for
years or decades.
Clinical data registries provide a unique opportunity for comparing clinical performance to a normative group. The
ACEP qualified clinical data registry, called the Clinical Emergency Data Registry (CEDR), could provide normreferenced data on the adherence to clinical quality measures. Because most clinical quality measures are still processoriented, the degree to which this data can be used to make determinations about patient outcomes and physician
competency is uncertain. Nonetheless, their use as a longitudinal physician assessment is promising.
Physicians have a professional duty to self-monitor their physical and mental fitness to practice. Because there is no
age-based mandatory retirement for physicians, the decision to retire from practice is largely a self-determined event.
Late-career emergency physicians face many concerns, such as difficulty recovering from night shifts, greater
emotional exhaustion at the end of a shift, less ability to handle the stress of emergency medicine, and a worsening
memory.20 Providing information to physicians about their medical knowledge and cognitive skills could assist the
physician in making important and sometimes agonizing decisions about retirement.

Changing Nature of CME
It is critically important to retain knowledge and skills while acquiring new information from rapidly evolving
medical science; a task made more challenging with age-related challenges in incorporating new information
(reference 2). The options for obtaining Continuing Medical Education (CME) are greater today than ever before.
Individual physicians have their own preferences for CME formats, such as in-person courses, journal articles,
magazine articles, blogs, webinars, podcasts, and social media. Electronic media and free open access medical
education (FOAMed) are increasing in popularity, while “traditional” CME sources such as in-person conferences and
print media are decreasing. While the preference for non-traditional media is increasing overall, older physicians
continue to prefer print media for CME.21 Though some state chapters of ACEP have seen a decline in CME program
attendance, the ACEP annual meeting continues to consistently post record attendance. At the same time, the
College’s sales of virtual ACEP and eCME have steadily increased each year. The bottom line is that varied CME
formats that appeal to different age cohorts are still desirable.
Procedure Skill
In emergency medicine, there are life-saving procedures that are rarely performed. Simulation settings, such as with
manikins or cadavers, are likely the only way for most emergency physicians to practice rare procedures, such as
thoracotomy and cricothyroidotomy. Aging physicians face additional procedural skill challenges due to the natural
decline in hand-eye coordination and the decrease in visual acuity due to presbyopia. Furthermore, new medical
advances render some procedures obsolete (eg, application of MAST trousers, diagnostic peritoneal lavage) while
creating a need to learn new procedures (clinical ultrasound, video laryngoscopy). Preliminary data in a study by Dr.
David Sklar and his colleagues found that acquiring new information was strongly correlated with stopping the use of
obsolete treatments by emergency physicians.22 Observation by nurses, trainees, and colleagues is also helpful in
monitoring for skill deterioration.
Work Flow, Productivity, and Task Switching
Task switching, or multi-tasking skill, declines with age, and older adults may have difficulty inhibiting distracting
information and interference from other tasks. Interestingly, the decrease in ability to task switch may, in part, be due
to an increased number of tasks presented to the brain with maturity.23 Difficulty in triaging information may be
influenced by the order in which information is gathered or received, with earlier information given more weight.
Information may be processed differently based on a physician’s personal experience.24 For example, a less
experienced physician may be confident with an ‘obvious’ benign diagnosis, while the more experienced physician
may recall a person who died from a similar presentation. Interruptions are frequent in the ED and may interfere with
productivity and recall of task completion.
Age-related changes with over-reliance on pattern recognition, mental algorithm use, decreasing working memory,
and worsening ability to store and process information by older physicians can affect the speed of evaluation and
treatment of patients, including the ability to quickly move the patient through the emergency department. While
some medical decisions are safely made using experiential and “gestalt” processes, in the complex patient, nonanalytic processes may lead to more accurate diagnoses. Unfortunately, unrecognized diagnostic errors can occur
when pattern recognition supplants analytic processes in complex clinical situations.7
Circadian Rhythms, Fatigue and Sleep
As humans age, a number of physiologic changes take place with respect to circadian rhythms, fatigue and sleep, and
some of these directly affect the ease of doing shift work. With age, people shift so that they are more functional at
early, rather than late, hours. Therefore, they find that early shifts are favorable. Generally, work performance or
functional capacity begins to decline at age 45.25
There is reduced tolerance for longer work hours with aging.26 Older workers need longer time to recover from night
shifts or overtime work.27 In addition, older workers may be unable to sustain the same level of performance over an
entire night shift or cope with multiple successive night shifts.28 Substituting 10-12 hour shifts for 8 hour shifts
increases fatigue. The critical age for increasing intolerance to shift- and night- work seems to be about 45-50 years of
age.26

With respect to sleep, numerous physiologic changes occur with aging. Humans begin to sleep less efficiently. This
can happen if it takes longer to fall asleep or there are longer periods of wakefulness during a sleep period. Decreased
sleep efficiency also occurs because a greater percentage of sleep time is spent in the lighter stages of sleep (NREM
Stages 1 and 2). These lighter sleep stages result in less restorative sleep. In addition, there are more arousals from
sleep during an average sleep period for our aging population. The net result is less total sleep time. In fact, total sleep
time decreases an average of 27 minutes per decade from midlife until the eighth decade. As a result of these
influences, there is more daytime sleepiness for people as they age, which can impact one’s ability to work.29
Supporting senior physicians can be accomplished in a number of ways. Adjusting shifts can be helpful. Requiring
fewer night shifts is beneficial, though it is important to do this equitably. For example, having incremental income
for doing night shifts and rewarding nocturnists with non-monetary benefits can reduce the number of night shifts
given to aging physicians. Non-monetary benefits for dedicated night-shift workers (nocturnists) may be an effective
incentive. Shift sharing (two people split a standard shift) among our aging physicians and assigning shorter shifts
should be encouraged. Limiting consecutive shifts to two is advantageous.30
Physical Health and Wellbeing
With advancing age comes a greater likelihood of physical ailments. Years of shift work in the emergency department
may increase this likelihood. Chronic disruptions in circadian function are associated with an increase in disease
states, including heart disease, ulcers, diabetes and some cancers.31,32 Sleep deprivation decreases insulin sensitivity
and increases the risk for Type II diabetes. Night workers have increased risks of hypertension, indigestion, and
heartburn.
Procedural and job-related injuries, due to repetitive manual procedures and long hours standing or bending, decrease
productivity as years in practice increase.33 Decreased fine motor skills, visual changes, and sensory function decline
are part of the aging process and make daily emergency practice more difficult. Cognitive difficulties also increase
with aging. Regardless of the potential causative influence of shift work, the practice environment, or the aging
process itself, with increasing age comes a higher risk of physical ailments and physical changes. The effects of these
age-related physical changes are sometimes hard for the aging physician to recognize or acknowledge. Because
emergency physicians often practice alone or in parallel to their colleagues, the impact of these changes may not be
noticed until a question of competency arises because of poor patient care or a bad patient outcome.7
Another important consideration is the impact of aging on psychological wellbeing. Physicians who practice
emergency medicine have one of the highest burnout rates of all specialties. Burnout is defined as loss of enthusiasm
for work, feelings of depersonalization and a low sense of personal accomplishments. A survey showed that 45.8 % of
physicians reported at least one symptom of burnout and that emergency medicine has the highest rate of symptoms
(65%).34 However, there does not seem to be much evidence that burnout increases with age. One review of 47 papers
revealed that younger age, among other things, was associated with burnout in doctors.35
Generations in the Workplace
Understanding the context of aging physicians amidst a multigenerational workforce decreases conflict and increases
productivity. Open communication and generational understanding help to harness the different strengths of each
group. With attention to generational diversity, optimizing the role of the aging physician can be accomplished.
There are up to four groups within the workplace, each of whom display differences in ambition, enterprise, and job
expectations. The four workplace generations are: Traditionalists (born before 1946), Boomers (born 1947 to 1964),
Gen Xers (born 1965 to 1976), and Millennials (born 1977 to 1997). The “aging physician” includes all traditionalists
and currently approximately half of the baby boomers. Generations tend to have different career goals, ideas of
balance, and the need for feedback. Lancaster and Stillman summarized generalizations describing each age category
(see table 1).36 Understanding of the different attitudes and ambitions in the workplace is essential. Acknowledging
and leveraging this diversity can create generational synergy in clinical practice. Ideally, optimizing generational
contributions would lessen burnout, enhance professional fulfillment, improve professional communication, and
provide better outcomes for patients and their families.

Legal Matters
There is limited data on the association of medical-legal risk and older physicians. Some studies suggest that age is
not associated with increased risk. Winta, et al, found that physicians over 60 years of age actually have a lower rate
of “never events” than any other age category.37 Looking at peri-operative complications, the rate of operative
mortality is not significantly affected by age.38 A recent study (Annals, in press), using an emergency medicine-only
database, indicated that physicians with more years of practice had a greater likelihood of being named in a claim
during the 4-year study period. The authors concluded that the total number of patient exposures was the reason for
this, rather than physician-related factors.39
Other research, however, demonstrates more medical-legal problems with older age. A review of disciplinary cases by
the Medical Board of California found an increased risk of disciplinary action with age.40 Older physicians were more
likely to be deemed “unsafe” to return to practice after review by a physician health program.41 A study in the New
England Journal of Medicine found that the risk of malpractice claims for physicians, in general, peaks at ages 45–54,
with physicians under 35 having one-third the risk of their older colleagues.42 This is consistent with specialty-specific
data from dermatology, psychiatry, and plastic surgery.43,44,45
Although there is limited data on physician age and medical malpractice risk (as well as disciplinary actions), the
majority of the research suggests that physician age increases the risk of malpractice lawsuits and state medical board
disciplinary action.
Survey of Emergency Medicine Practice / Accommodations
From the preceding review of the literature as well as practical experience, The Aging Physician Task Force
confirmed that certain practice accommodations may be important for some aging physicians. To further advise this
consideration, the task force developed a 10-question survey on core issues related to the aging emergency physician.
The survey was distributed in May 2017 and was designed to assess how members are currently addressing the aging
clinician in their own practices. Participation was voluntary and included outreach to members of the Emergency
Department Practice Management Association (EDPMA), as well as others. The results of the survey questions are
summarized in Table 2.
Several observations can be drawn from the survey responses. Over half of the respondents have requested hospital
credentials for a physician over age 65. Similarly, over half of the respondents have implemented some type of
practice accommodation for the aging physician. The most frequent accommodation was reduced night shifts,
followed by reductions in the total number of shifts scheduled per month. Additional accommodations included
scheduling the provider only with residents, scheduling in urgent care or fast track areas, working shorter shifts, or
scheduling only double-covered shifts. Sixteen percent (16%) of respondents indicated that there were no
accommodations in their group for the aging clinician.
In order to assess the cognitive skills of an aging physician, a significant majority (over 75%) rely on feedback from
other physicians, nurses, and staff. Fifty-five to 68% rely on ongoing board certification or maintenance of
certification. Approximately half of the respondents utilized patient complaints, and approximately 40% used the
OPPE/FPPE processes in the hospital. Twenty-one percent used targeted reviews of medical records. Five percent
reported no method of cognitive assessment.
For assessing procedural and technical skills, almost 80% rely on feedback from other physicians in the practice. One
third use OPPE/FPPE assessments, direct observation, or patient complaints. Eleven percent of respondents indicate
that they do not assess procedural skills in the aging clinician.
All respondents reported that they do not have a mandatory or recommended retirement age, and 80% reported that
they have not had to dismiss an older physician because of a concern about clinical competence. For those who have
dismissed an older physician over clinical competency issues, most incidents were discovered by direct observation,
complaints (by nurses, peers, patients, residents, faculty, scribes), or though peer review processes.
Respondents offered numerous additional comments worthy of note. Many commented that overall, this issue is
important and requires solutions. Several commented that this issue is difficult, concerning, and can have unfortunate
and contentious outcomes if not handled effectively (either through proactive processes or episodically). Respondents

further affirmed the need for authoritative strategies and recommendations for the assessment and management of
issues related to the aging clinician. Several indicated that they are working on solutions independently.
Finally, several respondents reaffirmed the value of the aging physician (experience, maturity, quality), and indicated
an interest and commitment to effective solutions. Most notably, “Older physicians have years of experience that are
very valuable. Their wisdom and experience should be considered an asset, and efforts should be made to enable them
to practice at their highest potential.”
The Value of the Aging Physician
In the domains of clinical experience, personal and professional humility, realism and wisdom, aging emergency
physicians have much to offer that enriches our practice and provides modeling for younger colleagues.
Better outcomes in clinical practice have been related to previous experiences.46,47 Experience also enhances the
ability to sort high-risk situations from other circumstances in real-time; the acceptance of clinical intuition and
clinical ambiguity; and the development of effective coping strategies for clinical mistakes and diagnostic misses.
Experience provides knowledge of the most meaningful communication styles for patients, colleagues and learners, as
well as the ability to create calm amidst chaos.
A long career provides the opportunity to learn how to deal with an unrealistic impression of self-perfection or
perfection in others. The limits of medical knowledge are revealed often and by many; seasoned emergency clinicians
have learned when to accept criticism or advice, and when to ignore it. With age, empathy is developed through the
personal experiences of pain and loss, and physicians become better at forgiving themselves as well as others.48
Aging physicians have developed a more realistic picture of the practice environment. They are better able to
recognize which obstacles to seamless daily practice can be overcome, and which must be stepped around; which
administrative battles are worth fighting, and which cannot be won. Longevity in practice develops a realistic
impression of the strengths and weaknesses of the care team and practice environment, more accurate expectations of
responsible practice among all colleagues, and unobtrusive methods to help the team and colleagues ensure the best
clinical performance and patient care.49
The outcome of longevity in practice is the accumulation of knowledge, insight, and reasoned action based on what
has been learned from experience. Such wisdom allows the seeing of patients and not just cases; to practice art as well
as science in medicine; to see deeper meaning in personal and professional experiences: and to use self-reflection to
grow as a clinician and person.48
Understanding and appreciating the unique aspects of aging in emergency medicine is bound to enhance the specialty.
Developing creative accommodations for aging physicians may be difficult while meeting the demands of a busy
emergency practice, but providing them with unique opportunities (ie, functioning as triage doctor, bedside educator,
senior mentor) that tap into their greatest strengths could provide significant value for departments, to preserve,
disseminate and reward wisdom.
Summary of Recommendations and Conclusions
Physicians face challenges to their practice as they age. These challenges are not just cognitive, but also procedural,
physical, and technologic. Aging physicians must integrate new medical science, learn new procedures, and integrate
the use of new technology into their practice. The specialty of emergency medicine has a vested interest in prolonging
the careers of its physicians, who should have some choice over when they end their medical practice. Currently,
however, aging physicians who are unfit to practice are largely identified by observation and the reporting of incidents
by colleagues, healthcare team members, and patients. For more than 100 years, the public has relied on the medical
profession to regulate itself. As such, we cannot rely on adverse outcomes and must proactively help physicians
identify skills that deteriorate, while simultaneously providing feasible accommodations and support to maximize our
collective career longevity.
Ongoing professional practice evaluation (OPPE) should be used to monitor the care provided by all providers, not
just the aging physician. ACEP and ABEM should work together to develop a standardized process to monitor
providers in multiple domains (such as cognitive, procedural, task switching, productivity, etc.). These assessments

should be both formative and summative to assist in individualizing the development needs for those assessed. ACEP
and ABEM should also develop or identify resources to help those physicians who are not meeting the specialty’s
standards. These resources include suggestions for accommodations for the practice of aging physicians. Ceasing the
practice of medicine should not be the only option for those who wish to continue their career despite mental and
physical limitations.
Figure 1. ConCert Performance Prediction Curve

This performance predication curve is based on the scores of over 26,000 ConCert test-takers since 2004. ©2016
American Board of Emergency Medicine. Used with permission.

Table 1: Generalizations for Each Generation
Career Goal
• Traditionalist: Build a legacy.
• Baby Boomers: Build a stellar career.
• Generation Xers: Build a portable career.
• Millennials: Build parallel careers.
ClashPoint around Balance
• Traditionalist: Support me in shifting the balance.
• Baby Boomers: Help me balance everyone else and find meaning myself.
• Generation Xers: Give me balance now, not when I'm 65.
• Millennials: Work isn't everything; flexibility to balance my activities is more important
ClashPoint around Feedback
• Traditionalists (Born 1900-1945): No news is good news.
• Baby Boomers (Born 1946-1964): Once a year, with lots of documentation.
• Generation Xers (Born 1965-1980): Sorry to interrupt, but how am I doing?
• Millennials (Born 1981-1999): Feedback whenever I want it at the push of a button.
Source: Lancaster, Lynne C, and David Stillman. When Generations Collide: Who They Are, Why They Clash, How to
Solve the Generational Puzzle at Work. New York: HarperCollins, 2002. Print.

Table 2
The ACEP Aging Physician Task Force Survey, May 2017, n=146
Domain
1. Credentialing frequency

# of
Respondents
146

Responses
•
•
•

56% (82) have presented a physician over the age of 65 to a
credentialing body
44% (36) have presented a physician over the age of 70
10% (8) have presented a physician over the age of 75

2. Practice accommodations

80

•

3. Assessment of cognitive
skills

76

Respondents were asked how they assess the cognitive skills of an aging
physician.
• 79% (60) rely on feedback from other physicians in the group
• 76% (58) rely on feedback from nurses/staff
• 68% (52) require ongoing board certification
• 55% (42) use Maintenance of Certification
• 47% (36) use patient complaints
• 39% (30) use OPPE / FPPE processes
• 21% (16) use targeted review of medical records
• 5% (4) use no method of assessment
• Two respondents utilize formal neurocognitive testing.
• One noted that their legal team advised no testing unless a formal
complaint/concern was raised.

4. Assessment of procedural
and technical skills

75

•
•

81% (65) have accommodated aging physicians by reducing night shifts:
o 26% (21) with a pay reduction
o 55% (44) with no pay reduction
• 57% (46) have reduced the total number of shifts the older physician
works in a month:
o 58% (31) included a pay reduction
o 19% (15) included more administrative/teaching time
• 38 respondents noted a variety of additional practice accommodations:
o 23% (18): urgent care / fast track only
o 12% (10): shorter shifts
o 7% (6): double covered shifts only
o 5% (4): work only with residents

•
•

79% (59) rely on feedback from other physicians in the practice.
33% (25) use OPPE / FPPE assessments, direct observation, and patient
complaints.
12% (9) use nursing, scribe, resident, or documentation feedback.
11% (8) do not assess procedural skills in the aging physician.

5. Mandatory retirement age

76

•

100% of respondents report that they do not have a mandatory or
recommended retirement age.

6. Dismissal

76

•

80% (61) of respondents indicated that they have not had to dismiss an
older physician because of concern for clinical competence.
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Memorandum
To:

Board of Directors
Council Officers

From: Ira R. Nemeth, MD, FACEP
Chair, Disaster Preparedness & Response Committee
Christopher S. Kang, MD, FACEP
Board Liaison, Disaster Preparedness & Response Committee
Date: October 14, 2017
Subj: Health Care System Surge Capacity Recognition, Preparedness, and Response
Recommendation
That the Board of Directors reaffirm the policy statement “Health Care System Surge
Capacity Recognition, Preparedness, and Response” (Attachment A).
Background
The Disaster Preparedness & Response Committee reviewed the current policy “Health
Care System Surge Capacity Recognition, Preparedness and Response” pursuant to the
Policy Sunset Review Process. After careful consideration, the committee believes that the
policy remains pertinent and should be reaffirmed at this time.
Prior Board Action:
October 2011, approved the revised policy statement Health Care System Surge Capacity
Recognition, Preparedness, and Response;” originally approved August 2004.
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statement.

Memorandum
To:

Board of Directors
Council Officers

From: Ira R. Nemeth, MD, FACEP
Chair, Disaster Preparedness & Response Committee
Christopher S. Kang, MD, FACEP
Board Liaison, Disaster Preparedness & Response Committee
Date: October 14, 2017
Subj: Hospital Disaster Physician Privileging
Recommendation
That the Board of Directors approve the revised policy statement, “Hospital Disaster
Physician Privileging” (Attachment C).
Background
The Emergency Medicine Practice Committee (EMPC) was assigned an objective for the
2016-17 committee year to review the policy statement “Hospital Disaster Physician
Privileging” as part of the policy sunset review process.
Members of the EMPC discussed the policy at their meeting at ACEP16 and originally
recommended that the policy be reaffirmed. The Disaster Medicine Section was also asked
to review the policy and noted that the Joint Commission has very specific standards
related to physician credentialing for a disaster and recommended that the policy be
rescinded. The EMPC again reviewed the policy statement and the additional information
provided by the section and agreed that the policy should be rescinded.
The Board determined that ACEP should have a policy statement on this issue and referred
the policy to the Disaster Preparedness & Response Committee for review with the
recommendation that a revised policy reference The Joint Commission standards.
Attachment B reflects the revisions to the current policy statement with new language
indicated by bolding and deleted language indicated by strikeouts. Attachment C is the
clean version of the proposed revised policy.
Prior Board Action
January 2010, approved the revised policy statement “Hospital Disaster Physician
Privileging;” originally approved February 2003 with the title “Hospital Disaster
Privileging.”
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Hospital Disaster Physician Privileging
Draft, October 2017

Attachment B

1

The American College of Emergency Physicians (ACEP) believes that all hospitals should have a process in place

2

which allows emergency privileging of additional physician staff in the event of activation of the hospital disaster

3

(emergency preparedness) plan. Should it be necessary to activate the disaster plan, additional physician support may

4

be needed immediately to supplement the existing medical staff. A Hazard Vulnerability Assessment (HVA) or other

5

similar evaluation should be undertaken to proactively identify potential emergencies, including any circumstances

6

unique to the particular hospital that could suddenly affect physician demand or supply. It should also include the

7

hospital’s role in the community and the potential of displacing the medical staff in the event of hospital evacuation to

8

an alternate site or hospital through community and mutual aid agreements.

9
10

Physicians who request disaster credentialing must be currently licensed practitioners who maintain equivalent

11

privileges at another facility. Privileges requested should be consistent with those currently in place in the appropriate

12

department and specialty at the physician's "home" hospital. Hospitals and physicians should ensure that physician

13

possesses professional liability coverage for services provided while assisting during the disaster.

14
15

Hospital medical staff rules and regulations or bylaws that address disaster credentialing should conform to local,

16

state, and federal regulations, laws and accreditation standards and specify identification requirements for those

17

physicians requesting disaster privileging. Such identification should include government-issued photo identification

18

(eg, driver’s license or passport), plus one or more of the following:

19

•

A current picture hospital/health organization identification card.

20

•

A current license to practice medicine and/or surgery.

21

•

Identification indicating that the individual has been granted authority to render patient care in disaster

22
23
24

circumstances, such authority having been granted by a federal, state, or municipal entity.
•

Presentation by current hospital or medical staff member(s) with personal knowledge regarding the practitioner's
identity.

25
26

Immediate disaster privileges may be granted in accordance with medical staff rules and regulations or bylaws. The

27

role for the individual(s) responsible for granting such privileges must be delineated in writing in the medical staff

28

bylaws and/or rules and regulations, and referenced in the hospital's disaster (emergency preparedness) plan. The rules

29

and regulations or bylaws should specify that this individual is not required to grant privileges to any requestor and is

30

expected to make such decisions on a case-by-case basis at his or her discretion. The privileges should be effective

31

immediately and continue through the completion of the patient care needs or until the orderly transfer of the patient's

32

care to another properly credentialed physician can be accomplished.

33
34

Following disaster credentialing, the physician should be provided and maintain on his or her person written

35

verification of said privileges. The medical staff bylaws, rules and regulations should require that his or her notations

36

in the medical record reflect that the physician is working under disaster privileges. For quality review purposes, a list

37

of all patient encounters should be kept, if practical.

38
39

As soon as practical, primary source verification of the disaster credentialed physician should be undertaken. This

40

verification should include:

41

•

Current and unencumbered medical licensure verification, and

42

•

DEA and state narcotics registration verification.

43
44

If required by the hospital's policy for granting temporary privileges, one or more of the following may be verified:

45

•

National Practitioner Data Bank discovery

46

•

Health and Human Services/Office of Inspector General (HHS/OIG) List of Parties Excluded from Federal

47
48

Programs; and
•

One current active hospital affiliation.

49
50

The Joint Commission (TJC) has put forth standards (TJC Standard EM.02.02.13) to address the issue of

51

hospital disaster physician privileging. During disasters, the hospital may grant disaster privileges to volunteer

52

licensed independent practitioners (LIP). As defined by TJC: A disaster is an emergency that, due to its

53

complexity, scope, or duration, threatens the organization’s capabilities and requires outside assistance to

54

sustain patient care, safety, or security functions.

55
56

Therefore, ACEP agrees with and reaffirms the TJC Hospital Accreditation Standards, EM.02.02.13

57

recommendations.

Hospital Disaster Physician Privileging
Proposed Policy Statement

Attachment C

The American College of Emergency Physicians (ACEP) believes that all hospitals should have a process in place
which allows emergency privileging of additional physician staff in the event of activation of the hospital disaster
(emergency preparedness) plan. Should it be necessary to activate the disaster plan, additional physician support may
be needed immediately to supplement the existing medical staff. A Hazard Vulnerability Assessment (HVA) or other
similar evaluation should be undertaken to proactively identify potential emergencies, including any circumstances
unique to the particular hospital that could suddenly affect physician demand or supply. It should also include the
hospital’s role in the community and the potential of displacing the medical staff in the event of hospital evacuation to
an alternate site or hospital through community and mutual aid agreements.
The Joint Commission (TJC) has put forth standards (TJC Standard EM.02.02.13) to address the issue of Hospital
Disaster Physician Privileging. During Disasters, the hospital may grant disaster privileges to volunteer licensed
independent practitioners (LIP). As defined by TJC: A disaster is an emergency that, due to its complexity, scope, or
duration, threatens the organization’s capabilities and requires outside assistance to sustain patient care, safety, or
security functions.
Therefore, ACEP agrees with and reaffirms the TJC Hospital Accreditation Standards, EM.02.02.13
recommendations.

Memorandum
To:

Board of Directors
Council Officers

From: Michael A. Turturro, MD, FACEP
Chair, Emergency Medicine Practice Committee
Mark S. Rosenberg, DO, MHA, FACEP
Board Liaison, Emergency Medicine Practice Committee
Date: October 11, 2017
Subj: Writing Admission and Transition Orders
Recommendation
That the Board of Directors approve the revised policy statement “Writing Admission and
Transition Orders” (Attachment C).
Background
The Emergency Medicine Practice Committee (EMPC) was assigned an objective for the
2016-2017 committee year to review the policy statement “Writing Admission and
Transition Orders” as part of the policy sunset review process.
Members of the EMPC discussed this policy statement and determined that revisions were
needed. The following revisions are reflected in the revised policy:
• Reference to the “emergency physician” was changed to “emergency care provider.”
• More clearly defines when the relationship with the admitting physician is established.
• Refers to the best practice.
• Changed the language addressing when an emergency care provider may write
transition orders. (“compelled” changed to “choose”)
• Clarifies the responsibility to address the writing of admission/transition orders and
defining appropriately limited time frames in hospital policy and bylaws.
• Highlights what this policy does not address.
The draft policy statement was reviewed by the Medical-Legal Committee, and their edits
and comments are reflected in this revision. Attachment A is the current policy statement.
Attachment B is the draft revised policy statement with additions and deletions. Attachment
C is the proposed policy statement.
Prior Board Action
April 2010, revised and approved with current title; October 2001, October 1997, reaffirmed;
October 1993, revised and approved; April 1992, reaffirmed; October 1989, approved as a
policy statement titled “Writing Admission Orders.”
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Attachment A

POLICY
STATEMENT
Writing Admission and
Transition Orders

Approved April 2010

Revised with current title
April 2010
Reaffirmed October 2001 and
October 1997
Revised October 1993
Reaffirmed April 1992

The American College of Emergency Physicians (ACEP) believes that the best
patient care occurs when there is no ambiguity as to who is the physician
responsible for the patient. Medical orders establish which physician is in
charge of a patient's care. Emergency physicians generally do not have
admitting privileges and do not provide continuing inpatient care.
Therefore, ACEP endorses the following principles:

Originally approved titled,
“Writing Admission Orders”
October 1989

•

Patients are best served when there is a clear delineation of patient care
responsibility.

As an adjunct to this policy
statement, ACEP’s Medical
Legal Committee has prepared
a Policy Resource and
Education Paper (PREP)
entitled, “Writing Admission
and Transition Orders”

•

The emergency physician is responsible for care of the patient only while
the patient is physically present in the emergency department under their
care.

•

The admitting physician is responsible for care of the patient after they have
accepted responsibility for the patient’s admission, regardless of the
patient’s physical location within the hospital.

•

When an emergency physician is compelled to write orders that appear to
extend control and responsibility for the patient beyond treatment in the
emergency department to the inpatient setting, it is understood that the
admitting physician retains responsibility for providing inpatient care.
o However, in the interest of patient care and safety, an
emergency physician may be compelled to write transition
orders.
o These transition orders may include essential treatment and
assessment parameters required before preparation of suitable
admission orders.

•

Hospital and emergency department policies should clearly delineate
responsibility for writing admission or transition orders. Policies must
define an appropriate period of time for the admitting physician to see the
patient and prepare admission orders.

Attachment B
Writing Admission and Transition Orders
Draft, June 2017
1

The American College of Emergency Physicians (ACEP) believes that the best patient care occurs when

2

there is no ambiguity as to who is the which physician provider is responsible for care of the patient.

3

Medical orders establish which The physician is in charge of a hospitalized patient's care (admitting

4

physician) is established when they accept responsibility for the patient’s care by verbal or written

5

communication, by policy, or by providing, authorizing or writing admission orders for that

6

patient. Emergency care providers physicians generally do not have admitting privileges and do should

7

not provide continuingongoing inpatient care.

8

Therefore, ACEP endorses the following principles:

9

•

Patients are best served when there is a clear delineation of patient care responsibility.

10

The best practice for hospitalized patients is to have admitting physicians evaluate and write

11

admission orders for emergency department (ED) patients requiring hospitalization.

12
13

The admitting physician is responsible for ongoing care of the patient after they have accepted accepting

14

responsibility for the patient’s admission,-care whether verbally, by policy, or by writing admission

15

orders, regardless of the patient’s physical location within the hospital.

16

•

The emergency physiciancare provider is responsible for ongoing care of the patient only while the

17

patient is physically present in the ED emergency departmentand under theirthe emergency care

18

provider’s exclusive care.

19

•

emergency physiciancare provider may be compelled choose to write transition orders.

20
21

However, there are circumstances where in the interest of patient care, andsafety and flow, an

•

These tTransition orders should be time limited and may include essential treatment and assessment

22

parameters required before preparation of suitable-complete admission orders are provided by the

23

admitting physician.

24
25

•

When it is necessary for an emergency care providerphysician is compelled to write orders that

26

appear to extend control and responsibility for the patient beyond treatment in the emergency

27

department ED to the inpatient setting, it is understood that the admitting physician retains

28

responsibility for providing inpatient care.1

29

•

Hospital and emergency departmentED policies and medical staff bylaws should clearly delineate

30

responsibility and privilieges for writing admission orand transition orders. Policies must and define

31

an appropriately limited period of time for the admitting physician to see the evaluate their patients

32

and preparewrite admission orders.
This policy is not meant to address the emergency episodic care that emergency care providers

33

1

34

may provide to inpatients on a case by case basis (eg, cardiac arrest, emergent procedures, etc.).

35

Refer to the ACEP policy statement, “Emergency Physicians’ Patient Care Responsibilities Outside

36

the Emergency Department.”

Attachment C
Writing Admission and Transition Orders
Proposed Policy Statement, October 2017
The American College of Emergency Physicians (ACEP) believes that the best patient care occurs when
there is no ambiguity as to which provider is responsible for care of the patient. The physician in charge
of a hospitalized patient's care (admitting physician) is established when they accept responsibility for the
patient’s care by verbal or written communication, by policy, or by providing, authorizing or writing
admission orders for that patient. Emergency care providers generally do not have admitting privileges
and should not provide ongoing inpatient care.
Therefore, ACEP endorses the following principles:
•

Patients are best served when there is a clear delineation of patient care responsibility.

•

The best practice for hospitalized patients is to have admitting physicians evaluate and write
admitting orders for emergency department (ED) patients requiring hospitalization.

•

The admitting physician is responsible for ongoing care of the patient after accepting responsibility
for the patient’s care whether verbally, by policy, or by writing admission orders, regardless of the
patient’s physical location within the hospital.

•

The emergency care provider is responsible for ongoing care of the patient only while the patient is
physically present in the ED and under the emergency care provider’s exclusive care.

•

However, there are circumstances where, in the interest of patient care, safety and flow, an emergency
care provider may choose to write transition orders.

•

Transition orders should be time limited and may include essential treatment and assessment
parameters required before complete admission orders are provided by the admitting physician.

•

When it is necessary for an emergency care provider to write orders that appear to extend control and
responsibility for the patient beyond treatment in the ED to the inpatient setting, it is understood that
the admitting physician retains responsibility for providing inpatient care.1

•

Hospital and ED policies and medical staff bylaws should clearly delineate responsibility and
privileges for writing admission and transition orders and define an appropriately limited period of
time for the admitting physician to evaluate their patients and write admission orders.

This policy is not meant to address the emergency episodic care that emergency care providers may
provide to inpatients on a case by case basis (eg, cardiac arrest, emergent procedures, etc.). Refer to the
ACEP policy statement, “Emergency Physicians’ Patient Care Responsibilities Outside the Emergency
Department.”
1

Memorandum
To:

Board of Directors
Council Officers

From: Ashley Norse, MD, FACEP
Chair, Federal Government Affairs Committee
Laura Wooster, MPH
Associate Executive Director, Public Affairs
Date: October 17, 2017
Subj: Referred Amended Resolution 17(16) Insurance Collection of Beneficiary
Deductibles
Recommendation
That the Board of Directors take no further action on Referred Amended Resolution 17(16)
Insurance Collection of Beneficiary Deductibles.
Background
The 2016 Council referred Amended Resolution 17(16 to the Board of Directors:
RESOLVED, That ACEP add to its legislative agenda as a priority to
advocate for health care insurance companies to be required to collect patients’
deductibles for EMTALA-related care after the insurance company pays the
physician; and be it further
RESOLVED, That ACEP submit a resolution to the American Medical
Association House of Delegates that advocates for a national law requiring health
care insurance companies to collect patient’s deductibles after the insurance
company pays the physician for EMTALA related care.
The Federal Government Affairs Committee discussed the referred resolution on their June
1, 2017, conference call. The committee did not support adding this issue to ACEP’s
legislative agenda based on several factors. First, and foremost, ACEP was actively engaged
in Congress’ efforts to repeal and replace the Patient Protection and Affordable Care Act
(ACA), working with lawmakers to ensure no deterioration of the federal mandate to include
emergency services as an essential health benefit or the number of insured Americans.
Second, given the limited advocacy resources available, it was determined that the efforts by
Congress to repeal the ACA should take precedent and that elevating this request to a
legislative priority could undermine those efforts. Third, but somewhat related, was the
concern that Congress itself had a limited spectrum of health care-related issues that it would
be willing to consider, but this would not be viewed by lawmakers as significantly relevant
during their efforts to repeal and replace the ACA. Finally, it was believed that Congress
would view an effort by emergency physicians to alter the current system of how coinsurance amounts are collected in the current political environment as self-serving and not
necessarily in the best interest of patients.

Referred Amended Resolution 17(16) Insurance Collection of Beneficiary Deductibles
Page 2
The committee did consider whether a recommendation by the unified physician community
(such as through an AMA resolution) may be more favorably received, but later learned that
the AMA Board of Trustees adopted a similar resolution in November 2016. The AMA
Board of Trustees was directed to make a decision and provide a report at the June 2017
AMA Annual meeting. At their April 2017 meeting, the AMA Board of Trustees
determined:
Health Insurance Companies Should Collect Deductible From Patients
After Full Payment to Physicians – The Board received a report in response to
Resolution 805-I-16 which was referred for decision at the 2016 Interim
Meeting of the House of Delegates. Resolution 805, sponsored by the
Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, and
Vermont delegations, asks our AMA to “seek federal and state legislation that
requires health insurers to reimburse physicians the full negotiated payment rate
for services to enrollees in high deductible plans and that the health insurers
collect any patient financial responsibility, including deductibles and coinsurance, directly from the patient.”
Those in support of Resolution 805-I-16 argued that such legislative
action was necessary to address the potential increase in bad debt as a result of
patient collections becoming more challenging due to the growth in highdeductible health plans. Conversely, others expressed concern over the
unintended consequences to physician practices and the larger political
challenges of successfully enacting such legislation.
In lieu of Resolution 805-I-16, the Board voted to approve that the AMA:
1. Reaffirm Policies H-165.849, “Update on HSAs, HRAs, and Other
Consumer-Driven Health Care Plans,” and D-190.974, “Administrative
Simplification in the Physician Practice;” 2. Engage in a dialogue with health
plan representatives (e.g., America’s Health Insurance Plans, Blue Cross and
Blue Shield Association) about the increasing difficulty faced by physician
practices in collecting co-payments and deductibles from patients enrolled in
high-deductible health plans.
In June 2017, the ACEP Board of Directors approved model legislation for payment of outof-network services, which was prepared by the ACEP/EDMA Joint Task Force on
Reimbursement. The model legislation includes a provision for payment directly to the
provider. The model legislation was shared with chapters and is important for state
legislatures that are considering out-of-network and balance billing legislation and look to
emergency medicine for guidance.
Prior Board Action
None pertaining to this referred resolution.
Fiscal Impact
None

Memorandum
To:

Board of Directors
Council Officers

From: Michael Phelan, MD, FACEP
Chair, Quality & Patient Safety Committee
Vidor Friedman, MD, FACEP
Board Liaison, Quality & Patient Safety Committee
Date: October 15, 2017
Subj: Definition of Boarded Patient
Recommendation
That the Board of Directors reaffirm the policy statement “Definition of Boarded Patient”
(Attachment A).
Background
The Quality & Patient Safety Committee (QPSC) was assigned an objective for the 201617 committee year to review the policy statement “Definition of Boarded Patient” as part
of the policy sunset review process.
Members of the QPSC discussed the policy statement during their January 2017
conference call. The policy was initially assigned to a subcommittee for possible revision,
with the goal of using newer literature to update and expand the policy’s discussion of the
effects of boarding and crowding. When the subcommittee’s suggested changes were
presented to the full QPSC, the majority of the committee members advised that this policy
requires further review and should be continued “as is” for another year while the
committee has an opportunity to work with the Emergency Medicine Practice Committee
to make further revisions. The College has other policy statements addressing boarding,
most notably, “Boarding of Admitted and Intensive Care Patients in the Emergency
Department” (Attachment B). However, none of these policies have a formal definition of
a boarded ED patient.
Prior Board Action
January 2011, approved the policy statement “Definition of Boarded Patient.”
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Memorandum
To:

Board of Directors
Council Officers

From: Alison Haddock, MD, FACEP
Chair, State Legislative/Regulatory Committee
John Rogers, MD, FACEP
Board Liaison
Date: October 15, 2017
Subj: South Carolina College of Emergency Physicians Public Policy Grant
Recommendation
That the Board of Directors approve a public policy grant to the South Carolina
College of Emergency Physicians (SCCEP) in the amount of $9,500 to support its
efforts on behalf of mental health boarding reform.
Background
Advocacy efforts in South Carolina have been hindered by a lack of public policy
infrastructure connecting aligned stakeholders. There is little inter-professional
collaboration between relevant stakeholders advocating for public health policy in
the state, with physicians having little awareness of what other public health
partners are doing regarding analysis and advocacy. As a result, according to the
2014 ACEP Report Card, the state ranked last in Public Health/Injury Prevention
and 45th and 46th in Access to Emergency Care and Disaster Preparedness,
respectively.
In addition, while the state has high demand for mental health services, the state
has fewer beds (per capita) and fewer physicians accepting Medicaid patients than
other states. As a result of increasing lengths of service for mental health patients,
physicians working in large academic centers are sometimes finding 30% of beds
filled by psychiatric boarders waiting four to six days for psychiatric placement.
The chapter previously received a public policy grant in the 2015-16 fiscal year.
With help from the grant, the chapter reports that it successfully launched its Public
Health Fellowship. Two fellows were selected to participate in the program. The
fellows developed a statewide database of mental health leaders and through a
survey of ED Directors across the state collected data regarding the number of
mental health borders and their impact on hospital and emergency department
operations. The results of their survey was recently submitted to the Southeastern
Symposium on Mental Health Annual Conference (Greenville , SC May 12-13,
2017). Their project “The Impact of Emergency Department Boarding of

SCCEP
Psychiatric Patients: A Survey of South Carolina Hospitals” was accepted for
inclusion as a presentation.
SCCEP submitted a public policy grant application (Attachment A) on March 22,
2017, for $9,500. The purpose of the proposal is to further develop and advance the
Public Health Fellowship by leveraging the results of the 2016 survey and help
develop a statewide coalition to reduce mental health overcrowding in South
Carolina emergency departments. They will also develop a long-term strategy to
support the fellowship and public health partnerships.
As required under ACEP’s State Public Policy Grant Program Criteria (Attachment
B), SCCEP will at least match the funds received from ACEP through in-kind
services.
As required in the program guidelines, the State Legislative/Regulatory Committee
reviewed SCCEP’s application and discussed the request during its meeting on
August 3, 2017. The SCCEP president-elect answered questions about the request
during the meeting.
The committee believes that the request meets the criteria of the state public policy
grant program. The committee believes the request is for an extraordinary public
policy initiative that surpasses the scope of normal chapter advocacy efforts and
that would significantly enhance the emergency medicine environment in the state
while advancing a national ACEP public policy objective.
Prior Board Action
October 2015, awarded $9,500 to SCCP to support their efforts on mental health
boarding reform in 2015.
Fiscal Impact
$9,500 from budgeted funds for the State Public Policy Grant program. There is
$65,000 in the Public Policy Grant Program budget for FY17-18.

Public Policy Grant Program
Chapter Application Form

American College of Emergency Physicians
Chapter and State Relations Department
PO Box 619911
Dallas, Texas 75261-9911
Fax: 972-580-2816
1. Chapter Name
South Carolina College of Emergency Physicians (SCCEP)
2. Chapter Contact Person
Jackie Boylston, Executive Director
3. Chapter Contact Information
Phone Number:
E-Mail Address:

803-315-0566
sccep.exec@gmail.com

4. Please provide a detailed description of the state public policy initiative for which the chapter is seeking an
ACEP grant (including the origins and details of the issue, current or anticipated allies and adversaries, the
current political environment in the state as it relates to the potential success of this project, and the strategies
and tactics that will be employed to achieve the chapter’s goal.)
The state of South Carolina lacks many public policy initiatives and programs that most states take for granted. Much
of this disparity stems from a very fragmented, poorly funded and uncoordinated public health policy program. There
is little to no inter-professional collaboration between relevant stakeholders where South Carolina public health policy
is concerned. Physicians and other clinicians often have low awareness of what our public health partners are doing
(regulatory agencies and schools of public health) when it comes to analysis and advocacy for patients.
The results have been catastrophic for emergency department patients who live in a state with few safety resources.
According to the 2014 ACEP Report Card, South Carolina ranks last in Public Health/ Injury Prevention and 45th and
46th in the nation, respectively, for Access to Emergency Care and Disaster Preparedness.
(http://www.emreportcard.org/default.aspx)
Of particular concern is the status of psychiatric emergency medical care in our state. Relative to national averages,
South Carolina patients have higher rates of unmet needs when it comes to mental health and substance abuse
treatment. They also have higher rates poverty and lower rates of health insurance. While the demand for mental
health services is high, resources are low. SC has lower numbers of psychiatric beds (per capita) and lower numbers
of physician accepting Medicaid patients than other states. Our emergency providers are finding length of service for
mental health patients is increasing at alarming rates. For physicians working in large academic centers, it is not
uncommon to find 30% of beds taken by psychiatrics boarders. For physicians working in rural areas, it is not
uncommon to find patients waiting 4-6 days for psychiatric placement, receiving intermittent ‘telehealth’ consults
simply to maintain commitment paperwork.
Accomplishments of the 2016-2017 Fellowship Year
The specific goal for 2016-2017 was “to reduce the burden overcrowding in SC Emergency Rooms – in particular, the
boarding of psychiatric patients – through data collection and the development of an advocacy coalition that will
increase bed availability and decrease the need for admission through prevention and other public health resources.”
To date we have accomplished the following:
Aim 1. Solicit, review and select a qualified applicant to serve SCCEP, advancing a project-related public health
goal consistent with SCCEP’s mission. This past year, we were fortunate to recruit Dr. Cindy Oliva (EM Resident,

Palmetto) and Kristen Stoltz (MPH candidate, Columbia SPH, and Infectious Disease staff member at the
Medical University of SC) to serve as Co-Fellows. Although we did not intend to recruit two Fellows this year,
we’ve enjoyed the cohesiveness and hard work of Cindy and Kristen, working as partners on this project. We think
their partnership symbolizes exactly what we are trying to achieve, an ER resident and a MPH candidate working
together to improve mental health emergency policies in our state.
Aim 2. Reduce the burden overcrowding in SC Emergency Rooms – in particular, the boarding of psychiatric patients
– through data collection. Cindy and Kristen have developed a statewide database of leaders in the field of Mental
Health as it pertains to Emergency Medicine (private, public and NGO stakeholder list). In addition, they have
developed a list of ED Directors across the state and an electronic survey to help collect data about the number of
mental health borders in Emergency Rooms and their impact on ED and hospital operations. The results of their
survey was recently submitted to the Southeastern Symposium on Mental Health Annual Conference
(Greenville , SC May 12th & 13th , 2017). Their project “The Impact of Emergency Department Boarding of
Psychiatric Patients: A Survey of South Carolina Hospitals” was accepted for inclusion as a presentation.
Aim 3. Ensure mentorship and support for the fellow and advance project milestones and dissemination. The
Fellows attended ACEP’s Scientific Assembly in October 2016 and attended several mental health related lectures.
Individual mentoring sessions stared prior to SA and continued each month (sometimes by phone) throughout the
year. Milestones were established for IRB, data collection, coalition development and data review. All milestones
were met.
Proposal for 2017-2018 Fellowship Year:
We propose the continuation of an ACEP-sponsored Public Health Fellowship, with the primary mission of
developing and advancing public health efforts for the South Carolina College of Emergency Physicians (SCCEP).
This coming academic year (2017-18), we will leverage the results of the 2016 Survey and help develop a
statewide coalition to reduce mental health overcrowding in SC Emergency Departments.
Aim 1. Recruit qualified applicant(s) to serve as SCCEP Fellow(s), advancing a project-related public health
goal consistent with SCCEP’s mission.
The fellow(s) will raise the relevance of SCCEP and Emergency Medicine in South Carolina by developing a project
that focuses on emergency medicine patients and the critical role EM plays as a health care provider in our state. The
fellowship would be offered to an outstanding, dedicated trainee, via a competitive application offered primarily to
Arnold School of Public Health Masters of Public Health (MPH)/Masters of Health Administration (MHA) students
and/or Emergency Medicine trainees from Greenville Health System, Palmetto Richland or the Medical University of
South Carolina.
Each year in June, applications will be reviewed by the Public Health Fellowship Advisory Committee (PHFAC, see
below) and a candidate would be interviewed and selected by late July. During the course of the 10-month
fellowship, starting in August and continuing through May of the following year, the fellow will serve approximately
10 hours a week for SCCEP. The fellow will assist with research efforts and data collection as directed by the SCCEP
Board. The fellow will also attend and represent SCCEP at major stakeholder functions such as meetings of the
SCMA, SCHA and the SCPHA.
This coming academic year (2017-18), we will leverage the results of the 2016 Survey (currently in progress) and
help develop a statewide coalition to reduce mental health overcrowding in SC Emergency Departments.
Aim 1. Through inter-professional collaboration with our community partners, develop a Public Health
Fellowship Advisory Committee (PHFAC) that will help drive our statewide coalition.
This year, we will develop a Public Health Fellowship Advisory Committee (PHFAC) that will form the beginnings
of a statewide coalition on mental health overcrowding in the ED. The roster will include:
Lancer Scott, MD, FACEP, Board of Directors and Fellowship Director, SCCEP
Geoff Hayden, President, SCCEP
Jackie Boylston, SCCEP Executive Director
Maya Peck, SC Institute for Medicine and Public Health

Chandler, G. Thomas, Dean, Arnold School of Public Health
Kelli Kenison, Director, MPH program, University of South Carolina
Michelle L. Myer, President, South Carolina Public Health Association (SCPHA)
Barb Burgess, Executive Director, CO ACEP (consultative)
South Carolina Medical Association (SCMA) (consultative)
South Carolina Hospital Association (SCHA) (consultative)
Of particular interest when developing the PHFAC is a collaboration with the Institute for Medicine and Public
Health, the most important advocate for mental health reform on the state level (see their statewide blueprint
“Behavioral Health Taskforce’s report “Hope for Tomorrow: The Collective Approach for Transforming South
Carolina’s Behavioral Health Systems.”) We will also continue to leverage the academic prestige of the Arnold
School of Public Health and their cutting edge research will provide substantial benefits and opportunities for
collaboration in South Carolina’s public health arena.
The specific goal for 2017-2018 will be:
1. Reduce the burden overcrowding in SC Emergency Rooms – in particular, the boarding of
psychiatric patients – through the development of an advocacy coalition that will increase bed
availability and decrease the need for admission through prevention and other public health resources.
Aim 3. Ensure mentorship and support for the fellow and advance project milestones and dissemination.
The SCCEP fellow will be monitored and supported by the Executive Director who will assign duties. The fellow
will be also be assigned a primary mentor (currently Dr. Lancer Scott, MD, SCCEP Fellowship Director) to help
develop their project and ensure that milestones are met (i.e., data collection, coalition development, implementation
of aims). Additional mentorship will be supported by Members of the SCCEP Board. Applicant projects will be
developed and administered with the goal of submitting results of the public health project each year as an abstract to
an emergency medicine related conference such as ACEP’s Scientific Assembly and the SC Medical Society Annual
Meeting.
Aim 4. Develop long term strategy to support SCCEP Fellowship and our public health partnerships.
While the focus of the fellowship project will be on Emergency Department patients, the fellowship partnership with
the Arnold School of Public Health will help solidify collaborative resources, public health allies and help establish a
clear long-term plan for health policy which incorporates the vision of all patient care stakeholders in our state.
5. How does this project relate to a national ACEP priority objective?
ACEP is at the forefront of public health advocacy. ACEP’s Public Policy Health and Injury Prevention Committee
has supported several components of the Healthy People 2020 campaign which provides a comprehensive set of 10year, national goals and objectives for improving the health of all Americans.
http://www.acep.org/workarea/DownloadAsset.aspx?id=47345
ACEP priorities include:
a)
b)
c)
d)
e)
f)

Reduce ED Boarding to Alleviate ED Crowding
Improving Trauma Systems, EMS and Disaster Response
Advancing Child Safety (Social Service Support, Helmet, Seat Belt and Texting Laws)
Improving Laws to Reduce Violence Against Women/Spousal Violence
Increased Emergency Mental Health Crisis Resources
HIV and ETOH Abuse Screen in ED

As emergency physicians we are de facto public health officials and we practice as such daily. We recognize ACEP’s
leading role in advocacy and we strive to align our chapter with this leadership advocacy model at the state level. Our
state’s public health deficits demand that we take a leadership position in strengthening South Carolina’s public health
policy.
6. Explain the extraordinary nature of this project and the significant impact it could have on emergency
medicine that qualifies it for funding under the criteria of ACEP’s state public policy grant program.

No effort of this size and magnitude has ever been attempted in South Carolina. Individual or local efforts to advance
the cause of mental health emergencies have largely failed due to lack of unity, coordination and integration. There is
no stakeholder derived blueprint for public health policy. In fact, our experience from the 2016 Fellowship tells us
that SC lacks accurate data on the extent and scope of the number of mental health patients boarding in emergency
departments across the state.
When we are successful in achieving our goals, the SCCEP Fellowship will be a model of success for other states
struggling to achieve public policy and public health gain. More importantly, the true gains of our program will be
revealed in the improved lives of our patients and our fellow citizens. We understand that political progress can be
slow at times. However, we believe that progress of this magnitude can be achieved with a coordinated program
which brings all stakeholders together.
7. How much funding is the chapter seeking through the ACEP public policy grant program?
We are seeking $9500 from ACEP to achieve our second year aims. In return, SCCEP is committed to $2000 and
$24900 of direct and indirect funding. We plan to reapply for $5000-10000 each year over three years, as we develop
long term funding to support the project via the PHFAC. (see timeline)
8. Please provide details on the specific activities that will be funded by this grant.
We anticipate the funding to cover expenses related to travel for national meetings (SA), our annual legislative
advocacy days in South Carolina and Washington, DC as well as local meeting such as the SC Mental Health
Symposium. Funding will also help to cover expenses related to advocacy, such as letter writing and leave behinds.
Any funds remaining the end of the year will be utilized at the discretion of the Board but in keeping with this
program’s goals and objectives. No funds will be spent unnecessarily.
9. Please indicate whether the chapter is requesting that grant funds from ACEP be distributed directly to the
chapter or to another entity. If the latter, please identify the entity and provide the entity’s tax status (i.e.
501(c)3, 501(c)6, etc.)
We are requesting that funds be distributed directly to SCCEP for distribution as needed when expenses are incurred.
With the guidance of SCCEP and public health leaders, the fellow will assist in the development of a public health
policy agenda related to psychiatric emergencies in the ED. This agenda will address key public health policy
concerns that are relevant to all parties, be expansive in scope and create a blueprint for future policy efforts at the
state level. We expect this blueprint to incorporate cutting edge research and academically derived data.
10. State and federal laws dictate the legality and taxability of certain political contributions. Any contribution
provided through an ACEP grant to an entity other than the chapter or any contribution that is passed
through the chapter to an entity engaged in political activity must be legal and without tax consequences to
ACEP. Please provide information demonstrating that there would be no legal or tax implications to ACEP if
this grant is approved.
No funds will be used for political contributions.
11. How much funding is the chapter allocating to this public policy effort? Is the chapter providing a dollarfor-dollar match of the amount of grant funds requested? If some or all of the match requirement is being met
through in-kind services, please detail the in-kind services that the chapter is providing specifically for this
project and the reasonable estimated value of each of these in-kind services.
SCCEP is providing significant in-kind funding ($24,900) from personnel resources, including the Executive Director
and mentorship from key members of the Board of Directors who guide, develop, assist and educate the Fellow.
SCCEP is also providing significant direct funding ($2000) to support the fellowship. (see attached/enclosed budget)
12. Please provide details showing how all expenditures will be allocated.
Please see the attached/enclosed budget.

13. Please describe other efforts that the chapter and/or members of the chapter are engaging in to support this
public policy effort.
SCCEP’s leadership and Board regularly attend our local and national (SA and LAC) advocacy days. Mental Health
emergencies are a priority of the board and several dedicated SCCEP members are committed to mentor and help
mentor the fellows. We need the support of a dedicated fellow (or fellows) to assist our on-going efforts on the state
level. In addition, the research and data portion of this project is paramount to its success. We currently do not have
anyone engaged at this level of expertise or detail.
14. Please provide information on any other organizations that are supporting this initiative and how much
money they have contributed or pledged to this effort.
We do not expect, at this time, any outside funding for our fellow. We do however enjoy -- and will cultivate more
fully with the help of the PHFAC – considerable support from public health stakeholder from across the state who are
eager to collaborate on South Carolina’s pressing agenda. Our stakeholders are excited to engage our new fellow and
welcome the contribution they can provide. While no additional funding sources are available at this time but we
plan to develop them over time with the goal of a self-sufficient program after three years.

BUDGET JUSTIFICATION
Personnel
Applicants will be reviewed by PHFAC and candidates will be interviewed and selected by late July.
During the course of the 10-month fellowship, starting in August and continuing through May of the
following year, the fellows will serve approximately 10 hours a week for SCCEP.
Travel
We anticipate the funding to cover expenses related to travel. Important mentorship and networking
meetings include SA ACEP and LAC ACEP in Washington DC. Additional meetings include local
meetings of SCCEP, SCMA, SCPHA and SCHA.
Other Expenses
We anticipate that projects may require production of letters, fliers, leave-behinds and other
expenses associated with grassroots, or more focused media and legislative campaigns. Funding
may also be required to cover research related and statistical support expenses, including a survey
of ED’s around the state.
Other Funding Sources
No additional funding sources are available at this time but we plan to develop them over time with
the goal of a self-sufficient program after three years.
Budget Category/Description

1. Personnel
Fellowship Mentors

Lancer Scott, MD, FACEP (lead mentor)
Hunter Louis, MD, FACEP
Zach Kiker, MD, FACEP
Preston Wendell, MD, FACEP
Wade Manaker, MD, FACEP
Karen Kriza, MD, FACEP
Geoff Hayden, MD, FACEP
Christina Millhouse, MD, FACEP
Page Bridges, MD
Garrett Clanton, MD, FACEP
Eric Larson, MD

Mentors will supervise and direct the
development of the fellow including

ACEP Budget
(Direct)

SCCEP
Budget
(Direct)

SCCEP Budget
(In Kind)
0.5-2 hrs/month
X 10 months
X 11 mentors
110 hours
$180/hour
$19800

orientation, coalition building, data
analysis, publication and dissemination
of project results. Lead mentor will
travel to RA and LAC to assist with
orientation, networking and
dissemination of project results.

4-8 hours/month
X 10 months
40-80 hours
$85/hour
$5100

Fellowship Executive Director
Jackie Boylston

Exec Director will assist the fellow in
orientation and administrative support
for project and partnership
development
Fellow Stipend
10 months, $500 per month, 3035 hours per month
(If co-fellow, then expectation
will be 15-17 hours per month
with a stipend of $1000)

$2000

4. Travel and Accommodation
ACEP Accommodation and Travel*
$ 3000 5 hotel nights(2 rooms)
$ 1800 airfare x 3
$ 400 Conf/meeting fees x 2
$ 4200

$7700

LAC Accommodation and Travel*
$ 2400 4 hotel nights (2 rooms)
$ 900 airfare x 3
$ 200 Conf/meeting fees x 2
$ 3500

*2017-18 In anticipation of recruiting two
fellows for a Co-Fellowship, travel budget
allows for 2 Co-Fellows and 1 Lead Mentor
traveling

5. Office/Media
Printing and other expenses
associated with letters, flyers,
leave-behinds and media
campaigns
Research expenses including
pilot site data collection and
corresponding statistical support
Totals

$800

$1000

$9500

$2000

$24900

TIMELINE FOR DEVELOPMENT OF FELLOWSHIP (July-June)
Aims
1. Establish, develop and sustain Public Health Fellowship
Advisory Committee (PHFAC)
2. Recruit, Select and Orient Fellow
a. Development, application and recruitment
b. Applicant vetting
c. Fellow Orientation
3. Mentorship, Project Milestones
a. Mentorship
b. Establish and Ensure Project Milestones
c. Project Dissemination
4. Long Term Support of Fellowship and Partnership
a. Fellowship Recruitment
b. Partnership Development

Year 1
Quarter
1
2

3

4

Year 2
Quarter
1
2

3

4

Year 3
Quarter
1
2

3

4

ACEP State Public Policy Grant Program

Attachment B

State Public Policy Grant Program Overview
To assist chapters in pursuing extraordinary state public policy initiatives that are aligned with ACEP’s national
priorities, ACEP has established a budgeted state public policy grant program. In Fiscal Year 2014-2015, this grant
program allocates up to $50,000 to chapters that meet strict criteria and demonstrate a significant commitment to
pursuing an exceptional effort to enact state policy changes that are highly meaningful to emergency medicine.
The maximum amount of grant funds available for any single state public policy initiative cannot exceed $12,500. To
qualify for this program, chapters must commit their own funds and/or other resources, amounting to a dollar-fordollar match of the funds being requested from ACEP, as described in the criteria below.
In addition to supporting extraordinary public policy efforts initiated by state chapters, this program may also be
utilized by ACEP to initiate and support exceptional multi-chapter efforts to pursue significant public policy
initiatives identified by the Board of Directors.
State Public Policy Grant Program Procedures
Chapters interested in applying for state public policy grant funds through this program must submit a written request
to ACEP, providing the information described in the state public policy grant program criteria.
All grant requests should be submitted to the Chapter and State Relations Department at ACEP. This department will
maintain copies of the State Public Policy Grant Application form which can be used by chapters to assist them in
developing a grant application.
All requests for regular (not emergency) state public policy grants will be reviewed by the State
Legislative/Regulatory Committee. The committee will provide a recommendation to the Board of Directors as to
whether a grant request should be approved. The committee’s recommendation will be based on the criteria
established for the grant program and the amount of funds available in the program. The Board of Directors will make
the final decision on all state public policy grant requests.
Chapter applications will be considered on a first-come, first-served basis in each fiscal year. If all budgeted funds are
allocated at any point during the fiscal year, no additional grant requests can be approved during that fiscal year.
In the event the ACEP Board of Directors authorizes funding from this program to support an exceptional multi-state
effort identified by the Board, ACEP will establish criteria and guidelines specific to the project and distribute funds
to relevant state chapters to support the identified effort, pursuant to the chapters’ agreement to utilize the funds in the
manner prescribed by the Board.
Emergency State Public Policy Grant Process
Chapter requests that meet all other criteria of the State Public Policy Grant Program and require immediate action
due to the sudden emergence of a critical issue that could not have been reasonably anticipated by the chapter may
qualify for expedited funding consideration through the Emergency State Public Policy Grant Process. This process
exists to expedite ACEP’s review and consideration of grant requests that require funding decisions in a timeframe
that could not be accommodated through the regular procedures of the State Public Policy Grant Program. All other
requirements identified in the State Public Policy Grant criteria remain in effect and any funding approved and
allocated through this emergency process draws from the same pool of funds budgeted for the State Public Policy
Grant program.
Chapters interested in applying for emergency state public policy grant consideration must submit a written request to
ACEP that includes the information requested in the State Public Policy Grant Program application as well as a onepage written statement from the authoring chapter describing the reason that this request should be considered as an
emergency request. This summary should include a timeline of the events leading up to this request with an
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explanation as to the urgent nature of the request. Consideration of emergency requests shall be based upon a
determination that the need could not reasonably have been foreseen by the chapter in time to pursue grant funding
through the regular public policy grant application process.
All emergency requests for state public policy grants will be reviewed by an ad-hoc committee consisting of the Chair
of the State Legislative/Regulatory Committee, the ACEP Board of Directors Liaison to the State
Legislative/Regulatory Committee, and a past chair of the State Legislative/Regulatory Committee. This ad-hoc
committee will determine if the immediacy of the grant request qualifies it for submission as an emergency grant
application. If not, the ad hoc committee will refer the matter to the full State Legislative/Regulatory Committee for
consideration as a regular state public policy grant. If the ad hoc committee determines that the request qualifies for
consideration as an emergency grant application, the ad hoc committee will utilize the grant criteria outlined below to
then develop and submit a recommendation regarding funding for the grant request. The recommendation will be
submitted for final consideration by the Board of Directors or, if the ACEP President determines that time
considerations require a decision before the Board of Directors can be convened, by the Executive Committee of the
Board of Directors.
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State Public Policy Grant Program Criteria


Grants will only be awarded for state public policy efforts that are aligned with a national ACEP priority
objective.



Grants will only be awarded for extraordinary public policy efforts undertaken by a chapter that exceed the scope
of typical advocacy activities (such as lobbying, PAC fundraising, support for state candidates, etc.) and that
would significantly enhance the emergency medicine environment in the state or advance a national ACEP public
policy objective/initiative.



Grants will only be awarded to those chapters that demonstrate a significant chapter and member commitment to
the public policy effort. This commitment must include at least a dollar-for-dollar match of chapter funds to the
grant amount being sought from ACEP, or the chapter may provide a substantial amount of in-kind services to
support the project. The estimated value of these in-kind services (which may include staff and volunteer time
specifically dedicated to the grant project, as well as other project-related materials and services) should
reasonably correspond with the amount of unmatched grant funds requested from ACEP.



Individual chapter grants may not exceed one-fourth of the total amount budgeted for this program in any fiscal
year. Grants may be awarded to the same chapter for the same project in subsequent years, but only if the chapter
can demonstrate that progress was made on the project as a result of the previous grant and that there is a
reasonable chance that a subsequent grant could result in the successful completion and fulfillment of the original
goals of the project.



Chapters must demonstrate that grants from ACEP would have no taxable impact on ACEP and would comply
with all applicable legal requirements.



Grants cannot be provided to chapter PACs.



Chapters seeking grants must submit a request in writing outlining the project and detailing how the request meets
all the criteria established in this program. Chapters may use the State Public Policy Grant Application form in
preparing their submission.



Grant requests must include:
 a detailed breakdown of how grant funds would be spent.
 a description of the public policy effort, including strategies, tactics, allies, adversaries, and the political
climate as it applies to the possible success of the effort.
 information on other organizations (if any) involved in the advocacy effort and the level of commitment
provided by those organizations.



Grant requests will be reviewed by the State Legislative/Regulatory Committee which will provide a
recommendation to the Board of Directors. The committee will develop its recommendation based on the criteria
established for this program and the availability of funds budgeted for the program. The Board of Directors will
make the final decision on all state public policy grant requests.



All grant requests should be submitted to the Chapter and State Relations Department at ACEP.



Successful grant awardees are expected to provide the State Legislative/Regulatory Committee with updates at
least every six months on the progress of their project. At the completion of the project, awardees should provide
a brief written summary of their grant project detailing results and any lessons learned, supply a copy of all work
product related to the project, and summarize their project in a presentation to the State Legislative/Regulatory
Committee at its meeting during Scientific Assembly or the Leadership and Advocacy Conference.

Memorandum
To:

Board of Directors
Council Officers

From: Rose Haisler, DO, FACEP
Chair, Air Medical Transport Section
Christopher S. Kang, MD, FACEP
Board Liaison, Air Medical Transport Section
Date: October 14, 2017
Subj: Medical Transport Advertising, Marketing, and Brokering
Recommendation
That the Board of Directors approve the policy statement “Medical Transport
Advertising, Marketing and Brokering” (Attachment C).
Background
The Air Medical Transport Section reviewed the current policy statement “Air Ambulance
Medical Transport Advertising and Marketing” (Attachment A) pursuant to the Policy
Sunset Review Process. This is a joint policy statement of the American College of
Emergency Physicians (ACEP), the National Association of EMS Physicians (NAEMSP),
the Air Medical Physician Association (AMPA), the Association of Air Medical Services
(AAMS) and the National Association of State EMS Officials (NASEMSO). After careful
consideration, the section believes that the policy remains pertinent and should be retained
with some revisions. These revisions include clarifying the title, language, and terms used
in the policy.
Attachment B reflects the original recommended revisions to the current policy, including
the revised title that was approved by the ACEP Board of Directors in October of 2015.
Another revision was suggested by one of the participating organizations to delete the word
“international” from the policy. Additionally, per new ACEP policy statement procedures,
the list of supporting organizations of a joint policy statement are not listed as part of the
policy itself, but are referred to outside the body of the policy statement. This precludes
ACEP from needing to revise its policy whenever another organization adds or withdraws
its support for the joint policy. Attachment C reflects these changes.
Prior Board Action:
October 2015, approved the revised policy statement “Air Ambulance Medical Transport
Advertising and Marketing” with the revised title “Medical Transport Advertising and
Marketing.”

Medical Transport Advertising, Marketing, and Brokering
Page 2
June 2008, approved the policy statement “Air Ambulance Medical Transport Advertising
and Marketing.”
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Memorandum
To:

Board of Directors
Council Officers

From: David Stuhlmiller, MD, FACEP, CMTE
Chair, Section of Air Medical Transport
Jon Mark Hirshon, MD, MPH, PhD, FACEP
Board Liaison
Date: October 5, 2015
Subj: Air Ambulance Medical Transport Advertising and Marketing
Recommendation
That the Board of Directors approve the revised policy statement, “Air Ambulance Medical
Transport Advertising and Marketing” with the revised title, “Medical Transport
Advertising, Marketing, and Brokering” (Attachment C).
Background
The Section of Air Medical Transport reviewed the current policy, “Air Ambulance
Medical Transport Advertising and Marketing” (Attachment A), pursuant to the Policy
Sunset Review Process. After careful consideration, the Section of Air Medical Transport
believes that the policy remains pertinent and should be retained with some revisions.
These revisions include updating the title and the language used in the policy related to
adding national and international regulatory authority, brokering disclosure, and
transparency. The National Association of Emergency Physicians (NAEMSP), the Air
Medical Physician Association (AMPA), the Association of Air Medical Services
(AAMS), and the National Association of State EMS Officials (NASEMSO) participated
in the review of this policy but their respective Board of Directors have not yet reviewed
the revised policy statement. Any significant changes suggested by these organizations will
be provided to the ACEP Board of Directors for final review.
Attachment B reflects the recommended revisions to the current policy with new language
indicated by bolding and deleted language indicated by strikeouts. Attachment C is the
clean version of the proposed revised policy.
Prior Board Action
“Air Ambulance Medical Transport Advertising and Marketing” originally approved by
the ACEP Board of Directors in June 2008.
Fiscal Impact
Budgeted printing and distribution costs.

Attachment A

Attachment B
Air Ambulance Medical Transport Advertising, and Marketing, and Brokering
Draft, October 2015
1

Joint Position Statement of the American College of Emergency Physicians, the National Association of EMS

2

Physicians®, the Air Medical Physician Association, the Association of Air Medical Services, and the National

3

Association of State EMS Officials

4
5

Position

6

The American College of Emergency Physicians (ACEP), the National Association of EMS Physicians ® (NAEMSP®),

7

the Air Medical Physician Association (AMPA), the Association of Air Medical Services (AAMS), and the National

8

Association of State EMS Officials (NASEMSO) believe that patient care and outcomes are optimized by using air

9

medical transport services that are officially recognized by the appropriate regulatory health care authority

10

licensed air ambulance providers with and have robust physician medical director oversight and ongoing quality

11

assessment and review management. Only air ambulance medical transport services with these credentials should

12

advertise and/or market themselves as air ambulance providing medical transport services. Brokers should not

13

advertise as medical transport services and must identify themselves as brokers, admitting that another entity

14

completes the transport and providing transparency regarding their involvement with arranging the transport.

15
16

Recommendations

17



18
19

regulating the advertising and/or marketing of air ambulance medical transport services.


20
21

Every international, national, or state should develop regulatoryions authority or should develop statutes
These regulations or statutes should only allow an entity to advertise and/or market as an air ambulance medical
transport service if the entity possesses a valid air ambulance medical transport license or certificate.



These regulations or statutes should require the air ambulance medical transport service brokers to disclose their

22

role in arranging the transport and inform the client at the time transport is arranged if another which licensed

23

air ambulance medical transport service will complete the transport, including providing the name, contact

24

information, and licensure/certification information of that medical transport service.

25



Active physician medical direction, oversight, and ongoing performance improvement through quality assessment

26

and review management shall must be a required component of state air ambulance medical transport licensure

27

service licensure/certification.

Attachment C
Medical Transport Advertising, Marketing, and Brokering
Joint Position Statement of the American College of Emergency Physicians, the National Association of
EMS Physicians®, the Air Medical Physician Association, the Association of Air Medical Services, and the
National Association of State EMS Officials
Position
The American College of Emergency Physicians (ACEP), the National Association of Emergency Medical
Services Physicians® (NAEMSP®), the Air Medical Physician Association (AMPA), the Association of
Air Medical Services (AAMS), and the National Association of State Emergency Medical Services Officials
(NASEMSO) believe that pPatient care and outcomes are optimized by using medical transport services that
are officially recognized by the appropriate regulatory health care authority and have robust physician
medical oversight and ongoing quality management. Only medical transport services with these credentials
should advertise and/or market themselves as providing medical transport services. Brokers should not
advertise as medical transport services and must identify themselves as brokers, admitting that another
entity completes the transport and providing transparency regarding their involvement with arranging the
transport.
Recommendations
•

Every international, national, or state regulatory authority should develop statutes regulating the
advertising and/or marketing of medical transport services.

•

These statutes should only allow an entity to advertise and/or market as a medical transport service if
the entity possesses a valid medical transport license or certificate.

•

These statutes should require brokers to disclose their role in arranging the transport and inform the
client at the time the transport is arranged which licensed medical transport service will complete the
transport, including providing the name, contact information, and licensure/certification information
of that medical transport service.

•

Active physician medical oversight and ongoing performance improvement through quality
management must be a required component of medical transport service licensure/certification.

Memorandum
To:

Board of Directors
Council Officers

From: Dean Wilkerson, JD, MBA, CAE
Executive Director
Sandra M. Schneider, MD, FACEP
Associate Executive Director, Policy, Practice and Academic Affairs
Date: October 17, 2017
Subj: Budget Modification – Study on the Value and Cost Effectiveness of
Emergency Care
Recommendation
That the Board of Directors approve a budget modification of up to $100,000 to fund a
study on the value and cost effectiveness of emergency care.
Background
Over the past year, there have been several academic articles targeting the expense of
emergency care. Typically, these studies have been subsidized by insurers who provide
funding as well as their own data to drive research that supports their agenda and furthers
their message with the public and policymakers. There is a desperate need to conduct and
disseminate more comprehensive and balanced research that advances a greater
understanding of the value and cost effectiveness of emergency care and that
appropriately quantifies the full range of benefits provided throughout the emergency
care system, The emergency department’s unique evaluation and management
capabilities, such as rapid screening, diagnostic and laboratory testing; treatment and
management of illnesses or injuries; and coordination of care should be examined for
value/cost savings to the full spectrum of health care constituents.
Currently, most, if not all, studies examine cost from the single perspective of the insurer.
These studies often look at charges, rather than payments, and neglect the benefit of early
treatment (preventing further deterioration) and the benefit of off-hours care for working
families. We propose to fund research that will include a comprehensive assessment of
the cost/benefit ratio of emergency care to all stakeholders, including patients, families,
caregivers, employers, and insurers.
We propose that ACEP will fund this grant for up to $100,000 for FY 17-18. The
Emergency Medicine Foundation (EMF) will consider adding an additional $50,000
when they hold their next meeting. That would bring the grant total to $150,000. The
grant will be awarded through EMF and go through their normal screening process.
EMF has developed the Request for Proposal (RFP) for an initial stimulus grant
(Attachment A) and will solicit the applications, score the proposals (through ACEP’s
Scientific Review Subcommittee), and award the grant(s). Stimulus grants are short

Study on the Value and Cost Effectiveness of Emergency Care
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turnaround grants where the researcher has existing resources, such as the appropriate
cleaned databases used for prior research, or uses open access data.
This grant opportunity will be open to anyone experienced in emergency care, health
policy, or cost-effectiveness research. If funding is approved, EMF will fast-track this
grant to produce results within nine (9) months of the award. Depending on the response
and proposals received, ACEP may wish to fund additional, longer-term projects in the
future.
Fiscal Impact
Up to $100,000 in FY 17-18.

Emergency Medicine Foundation
Value and Cost Effectiveness of Emergency Care

Please read these instructions carefully. Applications that do not follow these instructions
with regards to typesize, length, format, and supporting documentation will be summarily
rejected. If the grant application deadline has not passed, the application may be resubmitted
after deficiencies are addressed. No extension of the deadline will be granted to allow
resubmission in this cycle.
Before submitting your application, please be sure that the following items have been addressed:
•

Information page is included as the first page of the application packet and is fully completed.

•

Type size - 12 pt. font

•

Evidence of submission to IRB, from each institution, is included in application packet (for multi-centered
studies, approval from or evidence of submission to IRB/AUC for all sites is required)

•

Clearly stated research hypothesis

•

Statement of Conditions is signed by applicant and Institutional Fiscal Officer and is included in
application packet

•

Letter of support from Emergency Medicine Chair is included in application packet

•

Letter of support from each co-investigator is included in application packet

•

Other grant support for all investigators is included in application packet

•

Submit your application to Cynthia Singh, Director of Grant Development, at csingh@acep.org
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EMERGENCY MEDICINE FOUNDATION

Value and Cost Effectiveness of Emergency Care
GENERA L INFORM ATIO N
Deadline for receipt of application
Notification of award
Funding Period
Funding Amount

November 30, 2017
December 1, 2017
December 1, 2017 – August 31, 2018
Up to $100,000

RESEARCH TOPIC
The EMF Value and Cost Effectiveness of Emergency Care Grant will award funds for research that
advances a greater understanding of the value of emergency care to society. More specifically, the goals of this
grant are to show the value/cost effectiveness of emergency care for insurers, employers, caregivers, families,
and patients. The emergency department’s unique evaluation and management capabilities, such as rapid
screening, diagnostic and laboratory testing, treatment and management of illnesses or injuries, and coordination
of care should be examined for value/cost savings to the full spectrum of health care constituents. Currently
most, if not all, studies examine cost from the single perspective of the insurer. This research should include the
cost/benefit ratio of emergency care to all stakeholders, including patients, families, caregivers, employers, and
insurers.
This funding opportunity requires the utilization of existing databases and results within nine (9) months of
award.
ELIGIBILITY
This grant opportunity should be considered by anyone experienced in emergency care, health policy, or
cost-effectiveness research. The principal investigator will make all arrangements for conduct of the proposed
research projects and assumes responsibility for conducting the research projects and supervising the work of all
associate investigators.
INSTITUTIONAL SUPPORT
The applicant is required to demonstrate that the project will be successfully completed at their institution.
The applicant must demonstrate that access to an existing clean database(s) will be available for study during
the funding period. Research must be approved by the institutional review board (IRB), or its equivalent,
and a copy of the approval or pending approval sent with this application. IRB approval must be
documented prior to dispensation of EMF funds.
EVALUATION OF APPLICATIONS
Each application will be reviewed by members of ACEP’s Scientific Review Subcommittee. Each
application will be judged primarily on: (1) the significance of the project to emergency medicine, (2) the
soundness of the research methodology, (3) the likelihood the project will be completed, and (4) innovation.
Priority will be given to investigators with existing databases and prior experience in the field. The final funding
decision will be made by the Emergency Medicine Foundation Board of Trustees and all decisions are final.
TERMS OF THE AWARD
The EMF grant funds will be disbursed in two payments. Disbursement of payments will be contingent upon
satisfactory progress reports.
Limitations on Awards
Funds may be used for materials and supplies and to provide salary support. Capital equipment expenditures
(costing more than $5,000 and a life of over one year) must be justified in the budget. Payments will be made to
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the principal investigator's institution that will be responsible for administering the funds. The Emergency
Medicine Foundation will not be responsible for institutional overhead, cost for publications, travel,
renovations, or secretarial support. Detailed audited financial reports may be required. The EMF is not fiscally
responsible for funds necessary for the project's completion.
Change of Status of Principal Investigator
If the principal investigator changes affiliations or ceases research in the field for which the award was
made, the award will terminate and the remaining balance will be returned to the Emergency Medicine
Foundation.
Liability of the Emergency Medicine Foundation
The EMF assumes no financial liability if patient care responsibilities of any kind are undertaken by the
program faculty or investigator. The principal investigator and his or her institution acknowledge that the EMF
is not legally liable for the conduct of the institution, the principal investigator, the program faculty, or any
associate investigators.
Patent Policy
The principal investigator and institution acknowledge that, though unlikely, if a patentable invention or
discovery is conceived, or conceived and reduced to practice by EMF-supported personnel during the award
year, the EMF must be apprised of the invention and the institution's plans for protecting such invention under
existing institutional patent policy. The EMF will defer to institutional policies where they are in compliance
with those of the Federal government. The EMF reserves the right where the organization has no patent policy,
or policies not in compliance with those of the federal government, to claim rights and interests in the invention
or discovery.
SUPPORT FACILITIES
The applicant must submit letters of support if the proposed project uses facilities not routinely available to
or directly under the supervision of the sponsoring program.
PUBLICATIONS
All discoveries resulting from work supported in part by the Foundation should be made available to the
public and scientific community through scientific and/or public policy channels such as national meetings and
peer-reviewed publications. Publications will acknowledge the support of the Emergency Medicine Foundation.
Two reprints of each publication should be forwarded to the Emergency Medicine Foundation.
PROGRESS REPORTS AND MONEY MANAGEMENT
The principal investigator is required to submit progress reports and a final progress report within thirty days
of the conclusion of the award year. Additional reports may be required. Failure to provide such reports will
delay transmission of funds. Furthermore, failure to provide interim and final reports to the Foundation may
negatively impact the institution’s ability to apply for future EMF awards. EMF will maintain the copyright of
all such reports. Progress reports must include an accounting report using Generally Accepted Accounting
Procedures showing the distribution of funds with a signature from an institutional official (e.g., accountant,
grants manager, administrator from the Office of Sponsored Research). The EMF reserves the right to with hold
release of interim funds if >25% of the previous cycle remains unspent. The EMF allows up to 25% of funds to
be carried over from one cycle to the next.
SURVEYS
The principal investigator and the institution will be surveyed periodically following completion of the
award regarding career paths, subsequent grants/contracts obtained, and publications. The principal investigator
and the institution will be expected to respond to these surveys, as the Foundation will rely on such information
3

to support continuation of the award program.
RESEARCH FORUM
Awardees are required to present their work at the American College of Emergency Physicians Scientific
Assembly/Research Forum immediately following the completion of the award year as a poster presentation.
Funds cannot be requested to cover the travel cost to attend the Research Forum.
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APPLICATION INSTRUCTIONS
Submission in electronic format is required. No paper copies please. Please fill out the detailed questionnaire about
your grant application on the link on our EMF grant page. Be prepared to submit information about your project
including where the name and address of your institution, detailed information about where the check will be sent,
and names of your mentor, fiscal officer, etc. Once the “questionnaire” is completed, you will need to press submit
then you will be guided to the next page where you can upload your application in a PDF format. Please note, the
completed file cannot be larger than 10MB. INC OMP LETE PROP OSALS OR PROP OSALS RECEI VED
AFTER THE DEADLINE DATE INDICA TED UNDER GENERA L INFORM ATIO N WIL L NOT BE
CONSI DERED.

Historically, getting the signatures on the application has been the main delay in meeting the grant
deadline due to sick leave, vacations, business travel, etc. We suggest that you start getting the
signatures as soon as possible so you do not miss the grant deadline. Once the deadline passes, we
cannot accept the application.
Use English only and avoid jargon and unusual abbreviations. For terms not universally known, spell out the
term the first time it is used with the appropriate abbreviation in parentheses; the abbreviation may be used
thereafter. Type the application, single-spaced, and stay within the margin limitations indicated on the forms and
continuation pages. The type must be clear and readily legible, use 12 pt. size font.
Do not submit an incomplete application. An application will be considered incomplete if it is illegible, if it
fails to follow instructions, or if the material presented is insufficient to permit an adequate review.
Unless specifically required by these instructions (e.g. human subjects certification, vertebrate animals
verification) do not send supplementary material.
The application is to be submitted using the enclosed forms. Number the pages consecutively at the bottom
throughout the application. Do not use suffixes such as 5a, 5b. Type the name of the Mentor at the top of each
printed page, if applicable. AN APPLICATION WILL NOT BE CONSIDERED IF PAGE LIMITATIONS
ARE NOT OBSERVED.
The application consists of the following sections:
1.

INFORMATION PAGE
Name the one person responsible to the applicant organization for the scientific and technical direction of
the project. Choose a title that is descriptive and specifically appropriate, rather than general. List the
Mentor and any associate investigators. (See sample below)

2.

ABSTRACT
Brief summary of research proposal. Include coursework (or degree) to be completed and rationale,
research hypothesis, specific aims, and significance.

3.

TABLE OF CONTENTS

4.

RESEARCH PROPOSAL (limit 12 pages)
Use NIH form Continuation Format Page available on the internet at
www.grants.nih.gov/grants/funding/phs398/phs398.html#
Please use the following subheadings:
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Specific Aims
• State concisely the goals of the proposed research and summarize the expected outcome(s), including
the impact that the results of the proposed research will exert on the research field(s) involved.
• List succinctly the specific objectives of the research proposed, e.g., to test a stated hypothesis, create
a novel design, solve a specific problem, challenge an existing paradigm or clinical practice, address
a critical barrier to progress in the field, or develop new technology.
• Specific Aims are limited to one page.
Significance
• Explain the impact of the condition on the health of individuals and populations
• Explain how the potential for the study to improve healthcare and outcomes
• Describe how the concepts, methods, technologies, treatments, services, or preventative interventions
that drive this field will be changed if the proposed aims are achieved.
Innovation
• Explain any refinements, improvements, or new applications of theoretical concepts, approaches or
methodologies, instrumentation, or interventions.
Approach
•

•
•
•
•
5.

Describe overall strategy, methodology, and analyses to be used to accomplish specific aims of project.

Discuss potential problems, alternative strategies, and benchmarks for success anticipated to achieve
the aims.
If the project is in the early stages of development, describe any strategy to establish feasibility, and
address the management of any high-risk aspects of the proposed work.
Preliminary Studies. Include information on Preliminary Studies. Discuss the PD/PI’s preliminary
studies, data, and or experience pertinent to this application. Preliminary data can be an essential part
of a research grant application and help to establish the likelihood of success of the proposed project.
Specify databases or available data resources to be used.

PERSONAL STATEMENT (limit 1 page)
Use the NIH form Continuation Format Page
The applicant should compose and submit a personal statement that addresses:
a.
the applicant’s interest in the topic and this project
b. the applicant’s perception of his/her role in the project
c.
any additional pertinent experience or interests the applicant wishes the committee to consider

6.

ROLE OF PARTICIPANTS (limit 1 page)
Use the NIH form Continuation Format Page
List the investigator and consultant. Include a brief description of how and to what extent each will be
involved in the proposed project.

7.

BIOGRAPHICAL SKETCHES

Use the NIH Biographical Sketch Format Page available on the internet at
www.grants.nih.gov/grants/funding/phs398/phs398.html#

Information is requested for the applicant, Mentor and any associate investigators who will be involved
with the projects. The new 5-page NIH format has been adopted.
10.

RESOURCES AND ENVIRONMENT
Use the NIH Resources Page available on the internet at
www.grants.nih.gov/grants/funding/phs398/phs398.html#
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Describe the research facilities (laboratory space, clinical population, etc.) available for fellowship
training. If computer access or statistical support is available, it should be described in this section.
11.

BUDGET
Use the NIH Form Detailed Budget for Initial Budget Period available on the internet at
www.grants.nih.gov/grants/funding/phs398/phs398.html#
Indicate how the money will be spent. Justify all major expenditures.

12.

OTHER SUPPORT
List all current and pending intramural and extramural research funding for the applicant, Mentor and coinvestigators. For each item indicate the grant identification number, grant type, PI, funding source,
annual direct costs, funding period, percent effort, grant title, and brief description of project. For all
items indicate whether there is any scientific or budgetary overlap with the current proposal.

13.

ETHICS
Use the NIH form Continuation Format Page (no page limit) available on the internet at
www.grants.nih.gov/grants/funding/phs398/phs398.html#
Human subjects. For all research involving human subjects, a part of the peer review process will
include careful consideration of protections from research risks, as well as the appropriate inclusion of
women, minorities, and children. The EMF Scientific Review Committee (SRC) will assess the adequacy
of safeguards of the rights and welfare of research participants, and the appropriate inclusion of women,
minorities, and children, based on the information in the application. This evaluation will be factored into
the overall score. The information on the protection of human subjects that you are required to provide in
this section is identical to information that you will be required to provide for IRB at your own institution
and are required by most Federal agencies. This section must address the following items. These can be
copied and pasted directly into your application.
The applicant should include specific measures on how protected health information (as defined by the
Human Health Services) will be handled in accordance with the Privacy Rule of the Health Insurance
Portability Accountability Act (HIPAA).”
1.

RISKS TO THE SUBJECTS
a. Human Subjects Involvement and Characteristics
Describe the proposed involvement of human subjects in the work outlined in the Research Design
and Methods section. Describe the characteristics of the subject population, including their
anticipated number, age range, and health status. Identify the criteria for inclusion or exclusion of
any subpopulation. Explain the rationale for the involvement of special classes of subjects, such as
fetuses, neonates, pregnant women, children, prisoners, institutionalized individuals, or others who
may be considered vulnerable populations. Note that 'prisoners' includes all subjects involuntarily
incarcerated (for example, in detention centers) as well as subjects who become incarcerated after
the study begins. List any collaborating sites where human subjects research will be performed, and
describe the role of those sites in performing the proposed research.
b. Sources of Materials
Describe the research material obtained from living human subjects in the form of specimens,
records, or data.
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Describe any data that will be recorded on the human subjects involved in the project.
Describe the linkages to subjects, and indicate who will have access to subject identities.
Provide information about how the specimens, records, or data are collected and whether material
or data will be collected specifically for your proposed research project.
c. Potential Risks
Describe the potential risks to subjects (physical, psychological, social, legal, or other), and assess
their likelihood and seriousness to the subjects.
Where appropriate, describe alternative treatments and procedures, including the risks and benefits
of the alternative treatments and procedures to participants in the proposed research.
2.

ADEQUACY OF PROTECTION AGAINST RISKS
a. Recruitment and Informed Consent
Describe plans for the recruitment of subjects (where appropriate) and the process for obtaining
informed consent. If the proposed studies will include children, describe the process for meeting
requirements for parental permission and child assent.
Include a description of the circumstances under which consent will be sought and obtained, who
will seek it, the nature of the information to be provided to prospective subjects, and the method of
documenting consent. Informed consent document(s) need not be submitted to the PHS agencies
unless requested.
b. Protection Against Risk
Describe planned procedures for protecting against or minimizing potential risks, including risks to
confidentiality, and assess their likely effectiveness. Where appropriate, discuss plans for ensuring
necessary medical or professional intervention in the event of adverse effects to the subjects.
Studies that involve clinical trials (biomedical and behavioral intervention studies) must include a
description of the plan for data and safety monitoring of the research and adverse event reporting to
ensure the safety of subjects.

3.

POTENTIAL BENEFITS OF THE PROPOSED RESEARCH TO THE SUBJECTS AND
OTHERS
Discuss the potential benefits of the research to the subjects and others.
Discuss why the risks to subjects are reasonable in relation to the anticipated benefits to subjects
and others.

4.

IMPORTANCE OF THE KNOWLEDGE TO BE GAINED
Discuss the importance of the knowledge gained or to be gained as a result of the proposed research.
Discuss why the risks to subjects are reasonable in relation to the importance of the knowledge that
reasonably may be expected to result.

5.

DATA AND SAFETY MONITORING PLAN (if applicable)
If your research includes a clinical trial, create a heading entitled "Data and Safety Monitoring
Plan." Provide a general description of a monitoring plan that you plan to establish as the overall
framework for data and safety monitoring.
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Vertebrate Animals. For all applications involving vertebrate animals, the applicant must address
the following five items. These five points may be copied and pasted directly into the application.
1. Provide a detailed description of the proposed use of the animals in the work outlined in the
Research Design and Methods section. Identify the species, strains, ages, sex, and numbers of
animals to be used in the proposed work.
2. Justify the use of animals, the choice of species, and the numbers to be used. If animals are in
short supply, costly, or to be used in large numbers, provide an additional rationale for their
selection and numbers.
3. Provide information on the veterinary care of the animals involved including the name of the
supervising veterinarian. Include information from the Association for Assessment and
Accreditation of Laboratory Animal Care International: the name of the accredited parent
organization (e.g., University of X) and the certificate number and date of last inspection.
4. Describe the procedures for ensuring that discomfort, distress, pain, and injury will be limited to
that which is unavoidable in the conduct of scientifically sound research. Describe the use of
analgesic, anesthetic, and tranquilizing drugs and/or comfortable restraining devices, where
appropriate, to minimize discomfort, distress, pain, and injury.
5. Describe any method of euthanasia to be used and the reasons for its selection. State whether this
method is consistent with the recommendations of the Panel on Euthanasia of the American
Veterinary Medical Association. If not, present a justification for not following the
recommendations
14.

LITERATURE CITED

15.

APPENDIX
Include letters of support from the department chairs, and associate investigators (required). No page
numbering is necessary for Appendix. The appendix can include:
•
•
•
•

•
•
•

Application for coursework or degree program at an accredited graduate school
Up to 5 publications, manuscripts (accepted for publication), abstracts, patents, or other printed
materials directly relevant to this project. Do not include manuscripts submitted for publication.

Publications in press: Include only a publication list with a link to the publicly available on-line journal
article or the NIH PubMed Central (PMC) submission identification number. Do not include the entire
article.
Manuscripts accepted for publication but not yet published: The entire article should be submitted and may
be stapled.
Manuscripts published but an online journal link is not available: The entire article should be submitted and
may be stapled.

Surveys, questionnaires, data collection instruments, clinical protocols, and informed consent
documents. These may be stapled as sets.
Original glossy photographs or color images of gels, micrographs, etc., provided that a photocopy
(may be reduced in size) is also included within the 12-page limit of Items a-d of the research
plan. No photographs or color images may be included in the Appendix that are not also
represented within the Research Plan.

Do not use appendix to circumvent page limitations for research plans. Do not include experimental
methods, protocols or figures that should be incorporated within the research project description.
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Emer gency Medicine Foundation
In for mati on Page
Full Name with Titles:_______________________________________________________________________
Name of Institution:_________________________________________________________________________
Grant Category:_____________________________________________________________________________
Project Title:_______________________________________________________________________________
Amount Requesting:_________________________________________________________________________
Mentor, if applicable:________________________________________________________________________
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Principal Investigator (Last, first, middle)
STATEMENT OF CONDITIONS GOVERNING THE
EMERG ENCY MEDIC INE F OUNDATIO N GRANT
It is understood that any Emergency Medicine Foundation Research Grant approved by the Emergency
Medicine Foundation will be made with the following conditions:
1.

Institutional overhead is not allowed.

2.

The principal investigator's institution is associated or organized for humanitarian purposes and is not a
profit-making organization.

3.

All reports of work achieved with this grant will acknowledge the support of the Emergency Medicine
Foundation and his or her co-sponsor, if applicable.

4.

Any discovery that arises from work supported in part by the Emergency Medicine Foundation will be
submitted for publication. Two copies of each publication will be furnished to the Emergency Medicine
Foundation.

5.

Independent progress reports by the applicant will be submitted to the Emergency Medicine Foundation
mid-project, and within thirty days of completion of the funding period. Additional reports may be
required. The Emergency Medicine Foundation will maintain the copyright of all such reports.

6.

Participation in Emergency Medicine Foundation recognition reception during the American College of
Emergency Physicians Scientific Assembly is required. Grant money may not be used for travel to this
event.

7.

Participation in the Emergency Medicine Foundation Grantee Workshop is required. The Emergency
Medicine Foundation will reimburse travel expenses.

8.

Participation in Research Forum to give a poster and lightning oral presentation is required. This event
takes place at the end of your project. Research Forum is held each year during the American College of
Emergency Physicians Scientific Assembly. Grant money may not be used for travel.

9.

If all requirements are met, funding will begin on July 1st. The Emergency Medicine Foundation
reserves the right to terminate payments under this grant at its sole discretion.

10. If the named principal investigator leaves the institution or terminates research in the designated field,
all remaining funds revert to the Emergency Medicine Foundation. If unused funds exist at the
completion of the project, all remaining funds revert to the Emergency Medicine Foundation.
11. Patent rights will conform to institutional standards. If none exist, the Emergency Medicine Foundation
reserves the right to protect such interests.
12. No research proposal will be funded unless the principal investigator and the Fiscal Officer of the
sponsoring institution affirm:

12

a.
b.
c.

d.
e.

That the investigation(s) proposed in this application are endorsed by the Animal and/or
Human Subjects Committee or other designated body of the preceptor's institution, and
That any research involving human subjects conforms with the principles of the Helsinki Code
of the World Medical Association, and
Research involving animals or human subjects must be approved by the institutional review
board (IRB), or its equivalent, and a copy of the approval or pending approval sent with this
application. IRB approval must be documented prior to dispensation of Emergency Medicine
Foundation funds.
That research involving vertebrate animals will conform with the "Guiding Principles in the
Care and Use of Animals" as approved by the Council of the American Physiological Society.
Research involving vertebrate animals must have approval from the institutional Animal Care
and Use Committee.

___________________________________ /________________________________
Date Signature of Principal Investigator Type Name of Principal Investigator
___________________________________ /________________________________
Date Signature of Mentor, if applicable Type Name of Mentor
____________________________________/________________________________
Date Signature of Fiscal Officer
Type Name of Fiscal Officer
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Memorandum
To:

Board of Directors
Council Officers

From: Jerry Chiricolo, MD, FACEP
Chair, Clinical Ultrasound Accreditation Program
William P. Jaquis, MD, FACEP
Board Liaison, Clinical Ultrasound Accreditation Program
Date: October 12, 2017
Subj: Clinical Ultrasound Accreditation Program Governance Charter
Recommendation
That the Board of Directors approve the revised Clinical Ultrasound Accreditation
Program Governance Charter.
Background
In August 2017, the Clinical Ultrasound Accreditation Program (CUAP) Board of
Governors approved revisions to the governance charter for CUAP.
Major changes to the governance charter are:
•
•

Addition of the Immediate Past Chair as a voting position on the Board of Governors.
This will help with continuity of Board members and is more in line with other
leadership segments within ACEP.
Changed staff responsible from the Director, Emergency Medicine Practice to the
CUAP Staff Liaison.

Attachment A is the proposed revised charter with deletions indicated by strikethroughs
and additions indicated by underlining.
Prior Board Action
October 2015, approved the revised Clinical Ultrasound Accreditation Program
Governance Charter; originally approved January 2015.
Fiscal Impact
Budgeted expenses for implementation of the CUAP.

Attachment A
CLINICAL ULTRASOUND ACCREDITATION PROGRAM
GOVERNANCE CHARTER
Approved by the ACEP Clinical Ultrasound Accreditation Program
Board of Governors
August 1, 2017
1
2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47

At its October 2008 meeting, the ACEP Board of Directors accepted the strategic plan developed by the Emergency
Ultrasound Section regarding the adoption and execution of an accreditation program for the performance of
emergency ultrasound studies by emergency physicians. At that time, the Board agreed with the following principles:
• The College and the Emergency Ultrasound Section take the lead in the initiation of an emergency
ultrasound accreditation program;
• The accreditation of emergency ultrasound be voluntary and integrated with the revised ACEP Emergency
Ultrasound Guidelines; and
• The proposed accreditation program be simple, clear, efficient and cost effective in structure and function.
In line with these principles, ACEP has created the Clinical Ultrasound Accreditation Program (CUAP) as a separate,
segregated unit within ACEP’s organizational structure that operates in accordance with this Governance Charter
(Charter). CUAP is also subject to the terms and conditions of ACEP’s bylaws and other applicable ACEP governing
documents and policies (including conflict of interest and confidentiality policies for ACEP Board of Directors
and/or ACEP committees), as well as all laws and regulations applicable to ACEP. Stewardship of CUAP rests with
ACEP. As a program of ACEP, CUAP is at all times subject to the oversight and control of the ACEP Board of
Directors.
This Charter is intended to facilitate CUAP’s governance and operations.
1.

Name
The name shall be the Clinical Ultrasound Accreditation Program (CUAP).

2.

Purpose
To provide a national accreditation body that will formally accredit clinical ultrasound programs throughout
the United States.

3.

Objectives
CUAP shall promote quality, patient safety, communication, responsibility, and clarity in the use of
emergency ultrasound.

4.

Governance
4.1 The governing body of CUAP shall be a Board of Governors (BOG) composed of eight (8) voluntary
members as follows:
(a)
Chairperson;
(b)
Chair-Elect;
(c)
Immediate Past Chair
(d)
Secretary;
(d)
Four (4) At-large Governors; and
(e)
One (1) sitting Director of ACEP’s Board of Directors who shall serve as an ex-officio
member of the BOG without vote.
4.3
Each member of the BOG shall be entitled to one (1) vote except the ex-officio ACEP Board
Member who shall not be entitled to vote.
4.4
Actions by the BOG shall be by majority vote of those Governors attending a meeting, provided that
a majority of all voting BOG members must be in attendance for a quorum to exist and for the BOG
to take actions at a meeting, provided that the BOG may permit proxy voting if a quorum of inperson members is present. The BOG may meet in-person or via conference call or other electronic
means as long as all members of the BOG can communicate with each other in real time. The BOG
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4.5
4.6
4.7

4.8
4.9

may take action outside a meeting by email or other electronic means (or hard copy ballot) as long as
the same number of votes necessary to take action at a meeting are cast by email vote in favor of the
action.
The Board of Governors will work collaboratively with ACEP’s Director, EM Practicethe CUAP
Staff Liaison and other assigned ACEP staff.
Except as otherwise set forth herein, members of the Board of Governors shall each serve one two
(2)-) year term.
If a CUAP BOG vacancy occurs as a result of resignation, removal, or election to an officer position,
the Chair shall appoint a qualified individual to serve the remainder of the vacated position’s term,
except the President of ACEP or the Board of Directors shall appoint another member of the Board
of Directors to fill a vacancy in the Board of Directors’ ex officio seat.
All requests for ACEP staff and other resources shall be coordinated through the ACEP Director,
EM Practice or her designeeCUAP Staff Liaison.
No member of the Board of Governors, acting alone or in concert with others, has the authority to
engage staff, consultants, or any other advisors to CUAP.

5.

Board of Governors Eligibility
5.1
All BOG members should maintain membership in ACEP and the Emergency Ultrasound
Section.
5.2
All BOG member appointments are subject to ACEP Board of Directors’ approval.
5.23
The four at large Governors shall be elected from the slate of nominees selected by the CUAP
Nominating Committee. Following election, each Governor shall serve a two (2) year term, subject
to reappointment, not to exceed three (3) consecutive terms.

6.

Officers
6.1
The Officers of the BOG shall be the Chair, the Chair-Elect, the Immediate Past Chair, and the
Secretary. Officers shall be selected from the voting members of the BOG. The Chair, Chair-Elect,
and Immediate Past Chair The Officers of the BOG shall each serve a two (2) year term, subject to
re-election. The Secretary shall serve a two (2) year term, subject to reappointment, not to
exceed Officers may not serve more than three (3) consecutive terms in the same office.
6.2
The Officers of the BOG shall be elected by majority vote of the BOG at its annual meeting.
6.32 Nominees for Officer positions shall be members of the BOG presented to the Board by CUAP’s
Nominating Committee.
6.43 The election of Officers shall be by majority vote of the BOG. Voting will be held electronically 1
month prior to the annual meeting. The BOG shall elect the Chair-Elect and the Secretary. The
Chair-Elect shall become the Chair at the end of his/her two-year term as Chair-Elect. The Chair
shall become the Immediate Past Chair at the end of his/her two-year term. If for any reason the
current Chair-Elect cannot serve as Chair, the BOG will also elect a different Chair.

7.

Duties of the Officers
7.1
The duties of the Chair are as follows:
7.1.1 May attend ACEP Board of Directors meetings at his/her own expense or participate by
telephone. However, if CUAP’s Chair is specifically invited by the ACEP Board of
Directors to conduct official CUAP business at an ACEP Board meeting, ACEP will
reimburse travel expenses related to the attendance of the CUAP Chair or his/her designee
from the BOG pursuant to ACEP’s Reimbursement Policies and Procedures.
7.1.2 Shall keep the Director, EM PracticeCUAP Staff Liaison informed of CUAP activities
through quarterly reports, correspondence, agenda, meeting minutes, etc.
7.1.3 Shall submit an annual report to Director, EM PracticeCUAP Staff Liaison by January
March 1 of each year. The annual report shall consist of a list of CUAP achievements and
activities of the past year and goals and objectives for the coming year and shall be provided
to the ACEP Board of Directors prior to its June meeting.
7.1.4 Shall preside over all meetings of the BOG.
7.1.5 Shall appoint committees or subcommittees to carry out CUAP’s activities.
7.1.6 Shall perform such other duties customarily associated with such position.
7.2
Duties of the Chair-Elect:
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7.3
7.4

7.2.1 Shall act as Chair in the event of the Chair’s absence, resignation or death.
7.2.2 Shall serve as Chair of the Nominating Committee.
7.2.3 Shall carry out such other duties as are assigned by the Chair or the BOG.
Duties of the Immediate Past Chair:
7.3.1 Shall facilitate transition for incoming Chair including a summary of active items being
addressed by the BOG
Duties of the Secretary:
7.43.1 Shall keep minutes of the proceedings of all meetings in written form or in any form capable
of being converted into written form within a reasonable period of time and perform such
other duties customarily associated with such position.

8.

Nominating Committee
The Chair shall appoint a Nominating Committee as a standing committee and shall designate the ChairElect to serve as Chair of the Nominating Committee. In addition to the Chair-Elect, the Nominating
Committee shall consist of two (2) members of the BOG appointed for a term of one (1) year.

9.

Removal
Any member of the BOG may be removed from office at any meeting of the BOG by a three-quarters vote of
all voting members of the BOG.

10.

Elections
10.1
Unless otherwise set forth in this Charter, nominees for Officers shall be presented by the
Nominating Committee, in writing, to the BOG and ACEP’s Board of Directors at least sixty (60)
days prior to the CUAP’s annual meeting.
10.2
The election of Officers shall be by a majority vote held electronically thirty (30) days prior to the
annual meeting.

11.

Meetings
11.1
Beginning in 2015, tThe annual meeting of the BOG shall be held during ACEP’s annual Scientific
Assembly.
11.2
Except for executive sessions, the annual meeting shall be open to all members of the College.
11.3
Other meetings may be held on an as-needed basis throughout the year by teleconference or in
person, if appropriate, as determined by CUAP’s officers or ACEP’s President.
11.4
A quorum shall be necessary to take official action at any meetings and shall consist of a majority of
BOG members present.
11.5
No official action may be taken if a quorum is not present at a scheduled meeting, but the BOG may
still meet and discuss its business without taking any formal actions.
11.6
The Secretary shall take minutes for each meeting of the BOG. Such minutes shall be maintained in
the official records of the BOG.

12.

Parliamentary Authority
The parliamentary authority for all meetings of the BOG shall be the parliamentary authority approved for
use for ACEP Board of Director meetings and proceedings. However, should conflicts or inconsistencies
arise between the parliamentary authority and this Charter, this Charter shall govern.

13.

Award of Accreditation
13.1
Entities wishing to pursue accreditation must comply with the procedures established by CUAP’s
BOG for such accreditation.
13.2
When an entity is under consideration for award of accreditation and the entity is affiliated in any
way with a member of the BOG considering such nomination or review, such Board member shall
not participate in any vote related to the accreditation of such entity.

14.

Voting
14.1
Voting on any issue, except for officer removal, may be accomplished either during the annual
meeting or by teleconference or mail (including email ballot). The Chair shall determine which
method is appropriate for each item coming before the BOG except for Officer elections.
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14.2

15.

Voting by email:
14.2.1 Email or electronic voting software may be used to email the ballots and tally the results.
14.2.2 An email notice shall be sent to all members of the BOG at least three (3) days prior to
transmittal of a ballot. Such notice shall provide the BOG background information necessary
to make an informed decision about the issue upon which they are requested to vote.
14.2.3 The ballot shall be emailed once to all voting members with a due date for return by email
within a time specified by the Chair.

Amendments
15.1
Any member of the BOG or ACEP’s Board of Directors may originate a proposed change in this
Charter. Proposed amendments to the Charter must be submitted in writing to the Chair of the BOG
in care of ACEP’s Director, EM Practicethe CUAP Staff Liaison at least ninety (90) days prior to a
scheduled meeting of ACEP’s Board of Directors.
15.2
The Director, EM PracticeCUAP Staff Liaison shall submit proposed amendments in writing by
email to the BOG at least sixty (60) days prior to the ACEP Board of Directors’ meeting. Voting will
be completed no less than 30 days prior to the ACEP Board of Directors’ meeting. Any proposed
amendment must be approved by two-thirds (2/3) of the members of the BOG. The adopted
amendments shall then be forwarded to ACEP’s Board of Directors for review at its next scheduled
meeting.
15.3
ACEP’s Board of Directors will review the BOG’s approved amendments, and shall determine
whether to adopt the proposed amendments. Amendments shall not be effective until adopted by
majority vote of ACEP’s Board of Directors.

Memorandum
To:

Vidor E. Friedman, MD, FACEP
Dean Wilkerson, JD, MBA, CAE

From: Layla Powers, MBA
Date:

October 15, 2017

Subj:

August 31, 2017 Financial Statements

Key Indicators for the two-month period
 Net from Operations was $239,799 unfavorable to budget
 Members’ Equity (including unrealized gain on investments) was
$26,140,146 - 68% of operating budget (target is 30%)
 Liquid Reserve including unrealized gains was $13,299,878 - 34% of operating budget (target
is 15%)
o Life-to-Date Unrealized gain on investments was $1,716,429
o YTD unrealized loss on investments was $146,042
Significant Budget variances for the two-month period:
o Overall revenue was under budget by $82K primarily due to
o Meeting revenue was under budget by $227K
o Product Sales were over budget by $66K
o CEDR revenue was under budget by $164K
o Grants/Investments/Other were over budget by $276K
o
o
o
o
o
o

Overall direct expenses were under budget by $59K primarily in
Salaries were under budget by $25K
Staff Benefits were under budget by $44K
Depreciation expense was over budget by $39K
Facility/Meal costs were over budget by $36K
Mail/Shipping expense was over budget by $40K

Summary of Financial Data as of August 31, 2017
Chart 1
Statement of Activities ($000)

Chart 2

Revenue
Expense
Net from Operations
Bonus Award
Contribution to Equity
EMF Contribution
Unrealized Gain/Loss
Net Change in Equity after Unrea

Aug 17 YTD
Actual
$9,813
$4,909
$4,904
$0
$4,904
$0
($146)
$4,758

Aug 17 YTD
Budget
$9,895
$4,751
$5,144
$0
$5,144
$0
$0
$5,144

Aug 16 YTD
Actual
$10,746
$5,734
$5,012
$0
$5,012
$0
$335
$5,347

$2,239
23%

Chart 3
$423
4%

Revenue $9,813,862
0%

$1,028
11%

Expense
Expense$4,909,408
$20,191,814

Products
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CEDR
Other
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Public Affairs,
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Educ &
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Chart 4
Chart 5
Budget for FY 17-18($000)
Approved June 17

Net Income from Operations ($000)
6,000
4,000

2,988

3,000

2,215

2,000

1,973

Jun‐17

Jun‐16

Jun‐15

Current
Aug-17
38,385
20,931
3,092
13,233
1,095
34

Prior Month
Jul-17
37,816
20,816
3,089
12,805
1,072
34

Prior Year
Aug-16
36,761
20,304
3,217
12,091
1,117
32

Active Fellows
Sections - Paid

11,839
12,658

11,887
12,606

11,679
12,081

Sections - Comp

19,784

19,168

18,277

Total Members
Regular Less Life
Life
Candidate
International
Honorary

$38,858

$38,660

$198

0.5%

Actual Operations

$38,786

$38,828

($42)

-0.1%

$168

($240)

142
357
20

Aug-16
78
526
(18)

$0

($72)

Chart 6
Membership Activity - Net (Month)
Regular Less Life
Candidate
Other

‐
Chart 7
Membership

Revised Aug 17

Forecast Actual Variance

1,000
Aug‐17

Expense
$38,660

Modifications

4,904

5,000

%
Net
Contribution
$198
0.5%

Revenue
$38,858

Aug-17

Jul-17
115
428
26

Chart 8

Membership History
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Summary of Financial Data as of August 31, 2017
Chart 9
Balance Sheet ($000)

Cash, Equivalents, Investments
Other Current Assets
Total Current Assets
Line of Credit
Deposits
Net Fixed Assets
Total Assets

Chart 10
Current
Aug-17
$25,226
$2,172
$27,398
$0
$14
$18,289
$45,701

Prior Month
Jul-17
$24,522
$2,777
$27,299
$0
$14
$18,175
$45,488

$3,914
$1,926
$10,001

$4,668
$2,058
$9,769

Accounts Payables/Accruals
Due to Chapters
Deferred Revenue
Note Payable
Total Liabilities
Members' Equity
Total Liabilities & Equity

Chart 11

Prior Year
Aug-16
$26,265
55%
$1,954
$28,219 Deposits, $14 ,
$0
0%
$12
$14,016
40%
$42,247
$3,702
$1,785
$10,843

$3,720

$3,751

$2,508

$19,561
$26,140
$45,701

$20,246
$25,242
$45,488

$18,838
$23,409
$42,247

20%
10%
51%

$25,000

Note Payable,
$3,720 , 19%

Other Current
Assets, $2,172
, 4%

A/P/Accruals,
$3,914 , 20%

Cash, Eqlnts,
Investments,
$25,226 , 55%

Bonus Awards
EMF Matching Contribution
Forgiveness ACEPF Loan
Unrealized Gain (Loss)

$21,375

$18,062

$20,000

Due to
Chapters,
$1,926 , 10%

Deferred
Revenue,
$10,001 , 51%

Below the Line Expenses

Members' Equity

$26,140

Net Fixed
Assets,
$18,289 , 40%

Chart 13

Chart 12

$30,000

LIABILITIES $19,561,293

ASSETS $45,701,438

FY 17-18
$0
$0
$0

FY
FY 15-16
$561,765
$0
0

FY 16-17
$874,394
$0
$0

($146,042)

1,205,425

($547,888)

FY 14-15
$757,744
$0
$0
($92,893)

$16,956

$15,000
$10,000
$5,000
$0

Investment Income YTD

Chart 15
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Total Equity

June 16
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900

15% Liquid Minimum

600

Chart 14

FTE's at Aug 31
Annual Turnover
Turnover percentage
Actual FTE's at Aug 31
Exempt
Non-Exempt

YTD
FY 17-18
130.5
2
1.5%

FY 16-17
134.0
22
16.4%

FY 15-16
119.0
15
12.6%

FY 14-15
114.5
11
10.2%

300

Overtime Hours (Hrs over 37.5 work week)
Exempt
4,119
Non-Exempt
693

89
39.5

84
35.5

FY TOTAL

FY TOTAL

30,831
5,564

20,016
5,843

81
33.5

584
345

459

332

385

75

Aug 17 (146)

Jun 17

Jun 16

(600)

Jun 15
(547)

(900)

24,884
8,704

399

315

(300)

91
39.5

1,205

1,200

Actual

Budget

Unrealized

(93)

American College of Emergency Physicians
Line of Service Summary
For the Two Months Ending August 31, 2017
AUGUST
ACTUAL

AUGUST
BUDGET

VARIANCE

%
ED PRODUCTS
5.33% REVENUE
-14.41% EXPENSE

1,868,165.90
493,482.47

1,773,690.18
576,583.41

94,475.72
(83,100.94)

1,374,683.43

1,197,106.77

177,576.66

139,706.54
286,559.56

71,226.00
369,977.12

68,480.54
(83,417.56)

POLICY & EM PRACTICE
96.15% REVENUE
-22.55% EXPENSE

(146,853.02)

(298,751.12)

151,898.10

23,501.68
565,217.36

36,650.01
514,984.46

(13,148.33)
50,232.90

(541,715.68)

(478,334.45)

(63,381.23)

YTD
ACTUAL

YTD
BUDGET

VARIANCE

REMAINING
BUDGET

FY17-18
BUDGET

6,530,009.99
1,423,874.03

6,613,365.29
1,206,002.42

(83,355.30)
217,871.61

10,111,943.76
9,630,021.92

16,725,309.05
10,836,024.34

5,106,135.96

5,407,362.87

(301,226.91)

481,921.84

5,889,284.71

185,260.13
523,579.56

88,286.00
664,150.94

96,974.13
(140,571.38)

2,044,269.61
5,127,133.18

2,132,555.61
5,791,284.12

-50.84% NET

(338,319.43)

(575,864.94)

237,545.51

(3,082,863.57)

(3,658,728.51)

PUBLIC AFFAIRS
-35.88% REVENUE
9.75% EXPENSE

(119,777.52)
908,830.66

73,300.02
961,501.59

(193,077.54)
(52,670.93)

2,070,500.02
7,178,935.89

2,143,800.04
8,140,437.48

(888,201.57)

(140,406.61)

(5,108,435.87)

(5,996,637.44)

14.83% NET

13.25% NET
MEMBERSHIP
-7.94% REVENUE
0.77% EXPENSE

1,344,738.02
569,551.73

1,460,693.25
565,172.50

(115,955.23)
4,379.23

775,186.29

895,520.75

(120,334.46)

12,896.11
296,369.39

15,916.67
244,746.88

(3,020.56)
51,622.51

(283,473.28)

(228,830.21)

(54,643.07)

123,037.92
743,322.62
(486,015.08)

40,226.67
733,577.22
(487,236.07)

82,811.25
9,745.40
1,220.99

COLLEGE ADMINISTRATION
205.86% REVENUE
1.33% EXPENSE
-0.25% ADMINISTRATION ALLOCATED

(134,269.62)

(206,114.48)

71,844.86

-34.86% NET

-13.44% NET
LEADERSHIP
-18.98% REVENUE
21.09% EXPENSE
23.88% NET

(1,028,608.18)
2,834,762.72
1,077,312.60

3,008,493.69
1,137,027.00

(173,730.97)
(59,714.40)

14,174,378.63
6,585,362.81

17,182,872.32
7,722,389.81

1,757,450.12

1,871,466.69

(114,016.57)

7,589,015.82

9,460,482.51

27,845.46
410,199.59

31,833.34
464,493.76

(3,987.88)
(54,294.17)

159,166.66
3,654,524.57

191,000.00
4,119,018.33

(382,354.13)

(432,660.42)

50,306.29

(3,495,357.91)

(3,928,018.33)

355,761.88
1,286,975.21
(721,362.97)

80,453.34
1,292,774.91
(974,472.14)

275,308.54
(5,799.70)
253,109.17

402,266.66
6,605,203.23
(4,872,360.70)

482,720.00
7,897,978.14
(5,846,832.84)

(209,850.36)

(237,849.43)

27,999.07

(1,330,575.87)

(1,568,425.30)
38,858,257.02
38,660,299.38

113,643.39
(49,317.47)

TOTAL ACEP
3.34% REVENUE
-1.96% EXPENSE

9,813,862.66
4,909,408.68

9,895,731.68
4,751,478.48

(81,869.02)
157,930.20

28,962,525.34
33,908,820.90

880,597.26

162,960.86

18.51% NET INCOME FROM OPERATIONS

4,904,453.98

5,144,253.20

(239,799.22)

(4,946,295.56)

197,957.64

1,043,558.12
(145,743.37)

880,597.26
0.00

162,960.86
(145,743.37)

18.51% CONTRIBUTION TO EQUITY
0.00% UNREALIZED GAIN/LOSS INVEST

4,904,453.98
(146,042.15)

5,144,253.20
0.00

(239,799.22)
(146,042.15)

(4,946,295.56)
0.00

197,957.64
0.00

897,814.75

880,597.26

17,217.49

4,758,411.83

5,144,253.20

(385,841.37)

(4,946,295.56)

197,957.64

3,512,046.17
2,468,488.05

3,398,402.78
2,517,805.52

1,043,558.12

LOB SUMMARY
SUMMARY BY LOS / DIV
ACT TO BUD, MO AND YTD w% FY14

1.96% NET CHANGE IN EQUITY AFTER UNREALIZED

10/16/17
01:38 PM

Variance to Budget by Line Item for the Month of Aug 2017
($25,000 and 5%)
Month Yr to Date
(000) (000) REVENUE

(227)

Meeting Revenue is under budget for the year by $227K due to ACEP17 registration being under
budget by $198K, exhibit revenue is under budget by $68K but satellite symposium is over budget by
$40K. The variance appears to be due to timing and we are anticipating ACEP17 to meet budgeted
revenue.

50

66

Product Sales are over budget YTD by $66K due to ACEP Pubs being over budget by $54K. Peer IX
digital is over budget by $52K and ACEP eCME is under budget by $9K.

0

(164)

CEDR Revenue is under budget YTD by $164K due to revenue that was accrued in FY 17 but has not
been received in FY 18.

105

276

Grants/Investments/Other were over budget YTD by $276K due to investment income being higher
than budget by $270K. In July 2017, $1 million was taken out of investments to pay down the debt on
the new building loan. The portfolio was rebalanced which has resulted in increased investment gains
and income in July & Aug 2017.

(35)

EXPENSES
(10)

25

Salaries/Accrued Vacation are under budget by $25K YTD due to open positions in various
departments.

19

44

Staff Benefits were under budget YTD by 44K due to open positions in various positions and timing of
budget spreads for staff benefits.

18

39

Depreciation expense was under budget YTD by $40K due to timing of the budget spread for new
equipment purchases and the actual expense.

(9)

(36)

Facility/Meal Costs were over budget for the year by $36K due to timing of budget spread for DC
office rent.

4

(40)

Mail/Shipping Expense was over budget YTD by $40K due to timing of postage expense for ACEP
2017 and addressing services for Public Relations $26K.

146

146 Unrealized Loss of $146K YTD as of Aug 30,2017. The unrealized gain/loss is unbudgeted.

American College of Emergency Physicians
Income Statement
For the Two Months Ending August 31, 2017
AUGUST
ACTUAL

AUGUST
BUDGET

VARIANCE

1,151,016.96
1,546,708.33
279,433.36
229,369.28
16,200.00
0.00
289,318.24

1,133,851.97
1,581,826.00
289,171.04
179,104.14
29,983.34
0.00
184,466.29

17,164.99
(35,117.67)
(9,737.68)
50,265.14
(13,783.34)
0.00
104,851.95

3,512,046.17

3,398,402.78

113,643.39

1,096,681.82
309,756.13
5,326.64
334,076.84
102,255.05
32,901.89
117,674.49
59,271.81
54,056.33
27,569.05
9,931.32
15,832.18
39,012.62
25,788.06
53,234.91
15,634.00
7,395.49
19,194.02
57,580.10
30,307.87
48,844.08
14,274.59
0.00
(2,082.93)

1,085,873.77
329,401.14
0.00
369,585.77
120,309.57
41,821.00
110,187.97
49,826.81
67,266.00
31,411.14
16,370.00
13,971.29
43,742.46
25,974.00
9,284.16
27,699.50
17,830.00
10,346.20
57,500.00
33,041.70
52,111.08
26,143.10
0.00
0.00

10,808.05
(19,645.01)
5,326.64
(35,508.93)
(18,054.52)
(8,919.11)
7,486.52
9,445.00
(13,209.67)
(3,842.09)
(6,438.68)
1,860.89
(4,729.84)
(185.94)
43,950.75
(12,065.50)
(10,434.51)
8,847.82
80.10
(2,733.83)
(3,267.00)
(11,868.51)
0.00
(2,082.93)

2,474,516.36

2,539,696.66

(65,180.30)

(6,028.31)

(21,891.14)

15,862.83

YTD
ACTUAL

%
1.51%
-2.22%
-3.37%
28.06%
-45.97%
0.00%
56.84%

REVENUE
MEMBERSHIP DUES
MEETING REVENUE
ROYALTIES/ED SERV/ADVERTISING
PRODUCT SALES
EMAF CONTRIBUTIONS
CEDR
GRANTS/ INVESTMENTS/ OTHER

3.34% TOTAL REVENUE
1.00%
-5.96%
0.00%
-9.61%
-15.01%
-21.33%
6.79%
18.96%
-19.64%
-12.23%
-39.33%
13.32%
-10.81%
-0.72%
473.40%
-43.56%
-58.52%
85.52%
0.14%
-8.27%
-6.27%
-45.40%
0.00%
0.00%

DIRECT EXPENSE
SALARIES/ACCRUED VACATION
STAFF BENEFITS
TEMPORARY SERVICES
CONSULT/LEGAL/PROF FEES
DEPRECIATION
BUILDING EXPENSE
MAINTENANCE/REPAIR
FACILITY/MEAL COSTS
STIPENDS/DISCRETIONARY
MAIL/SHIPPING EXPENSE
DUES & REGISTRATIONS
TELEPHONE
SUPPLIES/PUBLICATIONS
COST OF GOODS SOLD
MEMBER TRAVEL AND PER DIEM
STAFF AND OTHER TRAVEL
FACULTY HONORARIA/TRAVEL
PRINTING
BANK/INVESTMENT FEES
CONTRIBUTIONS/AWARDS
TAXES/INSURANCE
OTHER EXPENSE
FUTURE YR CANCELLATION FEE
COST REIMBURSEMENTS

-2.57% TOTAL DIRECT EXPENSE
INDIRECT EXPENSE
-72.46% INTERDEPT/ OVERHEAD

YTD
BUDGET

VARIANCE

REMAINING
BUDGET

FY17-18
BUDGET

2,238,925.39
6,123,195.16
515,258.26
422,914.12
32,400.00
(164,224.20)
645,393.93

2,246,594.79
6,350,429.00
511,600.35
358,208.28
59,966.68
0.00
368,932.58

(7,669.40)
(227,233.84)
3,657.91
64,705.84
(27,566.68)
(164,224.20)
276,461.35

11,706,803.02
6,881,037.15
3,017,491.65
2,338,091.72
299,833.32
1,501,000.00
3,218,268.48

13,953,397.81
13,231,466.15
3,529,092.00
2,696,300.00
359,800.00
1,501,000.00
3,587,201.06

9,813,862.66

9,895,731.68

(81,869.02)

28,962,525.34

38,858,257.02

2,076,503.38
616,986.79
4,156.64
469,320.57
200,861.96
36,617.34
163,826.48
343,136.05
108,112.66
86,372.60
15,506.15
21,413.59
106,254.95
58,461.80
22,054.84
44,031.86
17,839.87
37,203.15
142,702.13
59,209.27
97,688.19
18,442.30
0.00
(10,295.86)

2,101,747.54
661,225.36
0.00
463,441.21
240,619.14
64,242.00
137,114.43
306,774.22
134,532.00
46,239.28
21,470.00
15,627.58
112,070.62
51,948.00
47,687.32
31,871.00
18,530.00
12,692.40
133,250.00
62,523.40
104,222.16
27,433.10
0.00
0.00

(25,244.16)
(44,238.57)
4,156.64
5,879.36
(39,757.18)
(27,624.66)
26,712.05
36,361.83
(26,419.34)
40,133.32
(5,963.85)
5,786.01
(5,815.67)
6,513.80
(25,632.48)
12,160.86
(690.13)
24,510.75
9,452.13
(3,314.13)
(6,533.97)
(8,990.80)
0.00
(10,295.86)

11,104,611.80
3,652,488.97
361,673.00
4,122,812.96
1,203,095.70
243,160.04
823,591.83
5,719,667.07
682,660.00
454,430.06
209,237.00
264,460.78
363,357.98
330,815.80
865,046.28
667,991.40
576,062.00
398,654.88
511,390.00
662,466.60
556,709.74
291,647.12
0.00
(55,650.00)

13,206,359.34
4,313,714.33
361,673.00
4,586,254.17
1,443,714.84
307,402.04
960,706.26
6,026,441.29
817,192.00
500,669.34
230,707.00
280,088.36
475,428.60
382,763.80
912,733.60
699,862.40
594,592.00
411,347.28
644,640.00
724,990.00
660,931.90
319,080.22
0.00
(55,650.00)

4,736,406.71

4,795,260.76

(58,854.05)

34,010,381.01

38,805,641.77

173,001.97

(43,782.28)

216,784.25

(101,560.11)

(145,342.39)

2,468,488.05

2,517,805.52

(49,317.47)

-1.96% TOTAL EXPENSE

4,909,408.68

4,751,478.48

157,930.20

33,908,820.90

1,043,558.12
0.00

880,597.26
0.00

162,960.86
0.00

18.51% NET INCOME FROM OPERATIONS
0.00% BONUS AWARDS

4,904,453.98
0.00

5,144,253.20
0.00

(239,799.22)
0.00

(4,946,295.56)
0.00

197,957.64
0.00

1,043,558.12
0.00
(145,743.37)

880,597.26
0.00
0.00

162,960.86
0.00
(145,743.37)

18.51% CONTRIBUTION TO EQUITY
0.00% EMF MATCHING CONTRIBUTION
0.00% UNREALIZED GAIN/LOSS INVEST

4,904,453.98
0.00
(146,042.15)

5,144,253.20
0.00
0.00

(239,799.22)
0.00
(146,042.15)

(4,946,295.56)
0.00
0.00

197,957.64
0.00
0.00

897,814.75

880,597.26

17,217.49

4,758,411.83

5,144,253.20

(385,841.37)

(4,946,295.56)

197,957.64

INCOME STMT
ONE PAGE SUMMARY P&L
ACT TO BUD, MO AND YTD w% FY14
FY 13-14 STF RPTS SAM

1.96% NET CHANGE IN EQUITY AFTER UR GAIN/LOSS

38,660,299.38

10/16/17
01:31 PM

AMERICAN COLLEGE OF EMERGENCY PHYSICIANS
Fiscal Year 2017-2018 Budget Summary and Progression
ACTION
FIN COMM APPROVED BUDGET

REVENUES

DIRECT
EXPENSES

I/D
EXP

O/H
EXP

TOTAL
EXPENSES

38,858,207

38,660,249

0

0

FINAL BUDGET - JUNE 2017

38,858,207

38,660,249

0

APPROVED BAP TARGET JUN 18

38,858,207

38,660,249

0.00

FEDERAL
TAX

NET FROM
OPERATIONS

0

38,660,249
0
0
38,660,249

0

197,958
0
0
197,958

0

38,660,249

0

197,958

Fiscal Year 2017-2018 Forecast

DATE

ACTION
APPROVED BUDGET AS MODIFIED THRU AUG 17

Variances due to actual results
JULY
AUG

ACTUAL RESULTS

REVENUES
38,858,207
(195,512)
113,643

DIRECT
EXPENSES
38,660,249
6,326
(65,180)

I/D
EXP

O/H
EXP

TOTAL
EXPENSES
38,660,249

200,921
15,863

0

207,248
(49,317)

NET
INCOME
197,958
(402,760)
162,961

38,776,338

38,601,395

216,784

0

38,818,179

(41,841)

38,776,338

38,601,395

216,784

0

38,818,179

(41,841)

Significant potential future variances to budget

FORECAST/ACTUAL @6/30/18

AMERICAN COLLEGE OF EMERGENCY PHYSICIANS
BALANCE SHEET
As of Aug 31, 2017 and Aug 31, 2016
ASSETS

LIABILITIES AND MEMBERS' EQUITY

2017

2016

$16,253,792
1,716,429
17,970,221

$16,575,808
992,443
17,568,251

4,603,204
2,652,857
25,226,282

6,875,955
1,820,313
26,264,519

193,878
485,846
(10,261)
63,959
151,323
2,621
887,366

77,713
266,926
(11,377)
44,703
276,159
(5,585)
648,539

0

0

Inventories
Prepaid Expenses
Deferred Expenses
Total Prepaid & Deferred

500,080
353,101
431,421
1,284,602

302,302
507,381
496,031
1,305,714

Fixed Assets
Less Accumulated Depreciation
Net Fixed Assets

22,343,216
(4,054,019)
18,289,197

23,957,146
(9,940,363)
14,016,783

13,991

12,431

$45,701,439

$42,247,986

Investment portfolio
Unrealized Gain (Loss) Investments
Net Investments
Operating Accounts
Non Interest Bearing Accounts
Total Cash and Investments
Trade and Chapters
Associations
Travel Advances Receivable
Investment Interest Receivables
Misc Receivable
Less Allowance for Doubtful Accounts
Total Accounts Receivable
EMAF Pledges Receivable

Deposits
TOTAL ASSETS

2017

2016

Accounts Payable
Accrued Payroll, Taxes, Benefits
Other Accrued Taxes
Accrued Liabilities - Chapter Grants
Accrued Liabilities - Section Grants
Other Accrued Liabilities
Royalties Payable/Advances
Prepayments and Partial Payments
Refunds Payable
Total Accounts Payable and Accrued Expenses

488,432
3,070,316
185,186
35,427
116,374
46,176
0
(34,477)
7,432
3,914,866

$767,361
2,561,359
194,800
53,389
96,053
24,329
0
(7,689)
12,692
3,702,293

Held on Behalf of Chapters

1,925,132

1,785,087

7,467,385
306,906
842,144
0
122,362
1,262,474
10,001,272

7,668,227
303,981
864,515
0
135,808
1,870,559
10,843,090

3,720,023

2,508,216

19,561,293

18,838,686

24,423,716
1,716,429
26,140,146

22,416,857
992,443
23,409,300

$45,701,439

$42,247,986

Membership Dues
Subscriptions
Deferred EMAF Revenue
Deferred EMAF Pledges Receivable
Deferred Rent - DC office
Cost Reimbursements/Refundable Advances
Total Deferred Revenue
Note Payable
TOTAL LIABILITIES/DEFERRED REVENUE
Cumulative Members' Equity
Unrealized Gain (Loss) Investments
Total Members' Equity

TOTAL LIABILITIES AND
MEMBERS' EQUITY

COMPONENTS OF CASH and INVESTMENTS:
Cash due to Chapters
Cash to fund prepaid member services
Unrealized Gain (Loss) on Investments
Available for contingencies
Total Cash and Investments

Events
Grants
Other
Total Miscellaneous Receivables

$1,925,132
$10,001,272
$1,716,429
$11,583,450
$25,226,282

98,908
52,415
$151,323

Consignment Publications-Nonreturnable
Total Inventories

50th Anniversary

EDDA Phase 1 Fall
Reimbursement
Cadaver Lab
Publications
Total Deferred Expenses

1,919
199,540
63,400

Team VTE Project
Novartis Pharm - The Heart Failure Management

Multiview - Buyers Guide & WK END Review
Janssen - AFib Work Group Grant

2,753
500,080

EDDA Phase 1 Fall & Coding
EMBRS Future
Teaching Fellowship (Future)
Total Cost Reimbursement/Refundable Advances

12,838
14,859
116,156
209,249
$353,101

DEFERRED EXPENSES:
Future Meetings
Scientific Assembly (October 2017)
Scientific Assembly (October 2018)
Scientific Assembly (October 2019)
Scientific Assembly (October 2020)
Scientific Assembly (October 2021)
Scientific Assembly (October 2023)
Scientific Assembly (October 2027)
Research Forum

Medtronics Web and Podcast Acute Ischemic Stroke
ACEP17 Exhibits & Registrations
Best Practices for Diagnosing & Managing Hyperkalemia
Bristol Myers Squibb - VTE CARE Grant

481,724
15,603

PREPAID EXPENSES:
Employee Insurance
Postage
Scheduled Payments
Business Insurance
Other
Total Prepaid Expenses

302,083
46,647
107,950
127,102

Game Changing Procedures in Stroke Mgmt Grant - Medtronic
NFL Concussion Essentials Grant

INVENTORIES
ACEP Publications
Consignment Publications-Returnable

COST REIMBURSEMENT/REFUNDABLE ADVANCES
Annals Unearned
COPE Grant
Wiley Royalty
Chapter Support Grants - Janeesn, BI, Actavis
Items under $60,000 Each

EMAF
EMAF Deferred Revenue
EMAF Expenses Paid
EMAF Expenses Committed

Deferred Pledged Revenue
Total Emergency Medical Action Fund
0
42,730
2,095
1,539
19,516
125,019
19,500
0
211,354
0
0
0
9,667
$431,421

59,825
67,445
4,135
58,761
131,383
0
9,459
82,825
1,262,474

4,589,469
(3,747,324)
842,144
0
$842,144

COMPONENTS OF MEMBERS' EQUITY:
Investment in Fixed Assets, net of depreciation
Investment in Other Assets
Investment in Inventory, Prepaid & Deferred Expense
Investment in Working Capital (Accounts Receivable less
Accounts Payable and Accrued Expenses)
Pledges Receivable
Unrealized Gain (Loss) Investments
Available for contingencies
Total Members' Equity

$18,289,197
13,991
1,284,602
(3,027,500)

$0
$1,716,429
$24,423,716
$26,140,146

AMERICAN COLLEGE OF EMERGENCY PHYSICIANS
INVESTMENT ACTIVITY
8/31/2017

SYMBOL

DESCRIPTION
EQUITY ‐ ETFs
S&P 500 Index Fd Ishares TR
SPDR Blackstone GSO SEN
Vanguard FTSE EUROPE ETF (VGK)
Vanguard FTSE DEVELOPED MKTS E

IVV
SRLN
VGK
VEA

# OF SHARES

9,000.5150
15,000
14,000
36,000

COST
08/31/17

MARKET
VALUE

UNREALIZED
GAIN/(LOSS)

1,465,740.56
751,164.80
779,595.00
1,588,118.65

2,242,388.30
711,000.00
794,360.00
1,530,720.00

776,647.66
(40,164.80)
14,765.00
(57,398.65)

4,584,619.01

5,278,468.30

693,849.21

518,285.82
656,153.00
186,055.00
689,166.99
1,050,872.50
249,819.66
214,325.00

445,500.00
662,640.00
177,200.00
967,700.00
1,676,760.00
231,400.00
221,425.00

(72,785.82)
6,487.00
(8,855.00)
278,533.01
625,887.50
(18,419.66)
7,100.00

TOTAL BOND ‐ ETFs

3,564,677.97

4,382,625.00

817,947.03

TOTAL Exchange Traded & Closed End Funds

8,149,296.98

9,661,093.30

1,511,796.24

0.00

0.00

0.00

0.00

0.00

0.00

99,658.00
96,272.00
49,114.50
99,614.00
150,007.58
99,440.00
99,135.00
99,316.00
98,743.00
97,000.00
43,805.00
0.00
30,654.00
44,234.50
199,542.00
99,604.00
72,000.00
48,115.00
74,931.00
74,979.00
199,400.00
48,284.50
49,960.50
49,843.50
99,698.00
97,030.00
116,535.75
99,561.00
195,800.00
198,400.00
97,324.00
140,410.50
144,718.50
99,449.00
98,576.00
50,000.00
98,840.00
98,375.00
49,865.00
97,718.00
96,141.00
99,950.00
73,688.25
97,050.00
94,454.00

101,117.00
100,003.00
51,375.00
100,250.00
149,970.00
100,854.00
101,391.00
99,995.00
99,616.00
97,375.00
52,750.00
0.00
47,875.00
47,750.00
199,970.00
100,700.00
78,187.50
51,687.50
75,843.75
76,104.00
202,796.00
49,608.00
49,871.50
49,999.00
100,069.00
99,639.00
123,298.75
100,000.00
211,112.00
199,920.00
100,000.00
150,075.00
127,875.00
100,768.00
99,931.00
50,919.50
100,000.00
98,848.00
52,142.50
100,859.00
99,845.00
99,792.00
75,579.75
103,794.00
94,367.00

TOTAL EQUITY ‐ ETFs

ACCD
INTEREST

(0.08)

BOND ‐ ETFs
Clearbridge Energy MLP FDINC
FT‐preferred secur & inc ETF
Ishares IBOXX
Ishares TR Morningstar LRG V
Ishares Russell 2000 Index Fd
Powershares SR Loan Port
Vanguard Inter Term Corp Bond

CEM
FPE
HYG
JKF
IWM
BKLN
VCIT

30,000
33,000
2,000
10,000
12,000
10,000
2,500

EQUITY ‐ OPEN END MUTUAL FUNDS
DODGE & COX

Intl Stk FD (DODFX)

0.000

TOTAL OPEN END MUTUAL FUNDS
CORPORATE BONDS
ALEXANDRA INTL ENERGY INC
ALLERGAN
AMERICAN AIRLINES
ANTERO RESOURCES CORPORATION
AT&T
AT&T
BANK OF AMERICA CORP
BB&T CORP
BOEING CO
BRINKER INTERNATIONAL INC
CHESAPEAKE ENERGY CORP
CITIGROUP INC.
CLIFFS NATURAL RES
CLIFFS NATURAL RES
CONAGRA FOODS INC
CONOCOPHILLIPS COMPANY
DANA HOLDING CORP
DELL INC
DEUTSCHE BANK AG
DEUTSCHE BANK AG
DEUTSCHE BANK AG
DEVON ENERGY CORPORATION
DIAGEO CAPITAL PLC
DOMINION RESOURCES INC
DOW CHEMICAL
EMC CORP
EMC CORP
FMC TECHNOLOGIES INC
FORD MOTOR CREDIT
FORD MOTOR CREDIT CO LLC
FREEPORT‐MCMORAN COPPER & GOLD INC
FREEPORT‐MCMORAN INC
FRONTIER COMMUNICATIONS
GATX CORP
GENERAL DYNAMICS
GENERAL ELECT CAPITAL CORP MED TERM NOTES
GENWORTH FINL INC
GOLDMAN SACHS GROUP INC
HCP
HCP
IBM SR GLBL
JOHNSON CONTROL INC
KINDER MORGAN ENERGY PARTNERS
KINDER MORGAN ENERGY PARTNERS
MACEYS RETAIL HLDGS INC

015271AF6
018490AP7
U0242AAB8
03674XAC0
00206RBM3
00206RCL4
06051GFT1
05531FAM5
097023BE4
109641AG5
165167CC9
172967HYO
18683KAB7
18683KAD3
205887BQ4
20826FAJ5
235825AE6
24702RAQ4
25152R5D1
25152R2X0
25152r2u6
25179MAT0
25243YAT6
25746UBR9
26054LVW0
268648AP7
268648AQ5
30249UAA9
345397WK5
345397XY4
35671DBG9
35671DBH7
35906AAP3
361448ATO
369550AV0
36966TAF9
37247DAM8
38143CCF6
40414LAL3
40414LAM1
459200HM6
4783734b9
494550BR6
494550BS4
55616XAH0

100,000
100,000
50,000
100,000
150,000
100,000
100,000
100,000
100,000
100,000
50,000
0
50,000
50,000
200,000
100,000
75,000
50,000
75,000
75,000
200,000
50,000
50,000
50,000
100,000
100,000
125,000
100,000
200,000
200,000
100,000
150,000
150,000
100,000
100,000
50,000
100,000
100,000
50,000
100,000
100,000
100,000
75,000
100,000
100,000

1,459.00
3,731.00
2,260.50
636.00
(37.58)
1,414.00
2,256.00
679.00
873.00
375.00
8,945.00
0.00
17,221.00
3,515.50
428.00
1,096.00
6,187.50
3,572.50
912.75
1,125.00
3,396.00
1,323.50
(89.00)
155.50
371.00
2,609.00
6,763.00
439.00
15,312.00
1,520.00
2,676.00
9,664.50
(16,843.50)
1,319.00
1,355.00
919.50
1,160.00
473.00
2,277.50
3,141.00
3,704.00
(158.00)
1,891.50
6,744.00
(87.00)

351.38
622.49
1,156.25
1,281.25
525.00
408.33
962.50
197.36
279.72
1,140.97
765.27
0.00
1,000.00
1,015.62
380.00
647.77
870.83
963.54
659.06
312.49
180.27
237.49
190.62
322.77
1,037.49
468.75
828.12
833.33
607.63
1,324.87
1,429.44
1,783.33
4,322.91
208.33
294.44
661.11
1,625.55
111.11
86.11
283.33
478.47
462.77
165.62
345.83
127.77

MATTEL INC
MOLSON COORS BREWING CO
MOLSON COORS BREWING CO
MONSANTO CO
MONSANTO COMPANY
MORGAN STANLEY
MURPHY OIL CORP
NATURAL RESOURCE PARTNER
NEWMONT MINING
NORTHROP GRUMMAN CORP
PRECISION DRILLING CORP
PETROBRAS GLOBAL FINANCE
PETROBRAS GLOBAL FINANCE
PITNEY BOWES INC
RENT A CENTER INC
RITEAID CORP REG‐S
ROYAL BANK OF CANADA
SOTHERN COPPER CORP
SPRINT NEXTEL CORP
SPRINT REALTY CAPITAL IN
TELSA INC REGS
TEVA PHARMA FIN IV LLC
TOYOTA MOTOR CREDIT
TRANOCEAN INC
UNITED PARCEL
US STEEL CORP
VODAFONE GROUP PLC
WAL‐MART STORES
WELLS FARGO & CO
WHITING PETROLEUM CORP
WILLIAM PARTNERS/FINANCE CORP
WILLIAM PARTNERS LP
XEROX CORPORATION
ZOETIS INC
TOTAL US CORPORATE BONDS

577081BA9
60871RAF7
60871RAE0
61166WAU5
61166WAM3
61747YDU6
626717AD4
63902MAB4
651639AN6
666807BF8
74022DAJ9
71647NAB5
71647NAF6
724479AK6
76009NAH3
U76659AW8
78011DAC8
84265VAF2
852061AS9
84860WAA0
U8810LAA1
88166had9
89233P6S0
893830BD0
911312AP1
912909AF5
92857WAY6
931142DF7
94974BGF1
966387AG7
96950FAG9
96950FAJ3
984121CH4
98978VAGB

100,000
100,000
100,000
50,000
150,000
75,000
50,000
35,000
100,000
100,000
100,000
150,000
100,000
100,000
100,000
100,000
100,000
50,000
75,000
150,000
100,000
100,000
100,000
100,000
100,000
150,000
0
200,000
150,000
150,000
75,000
75,000
50,000
100,000

TOTAL CORPORATE FIXED INCOME

98,590.00
97,550.00
99,048.00
48,092.50
149,925.00
75,148.37
44,125.00
34,196.75
86,236.00
98,955.00
89,270.00
148,169.32
94,613.00
98,251.00
94,500.00
98,875.00
99,080.00
49,125.00
66,915.00
147,825.00
150,000.00
97,970.00
99,141.00
99,595.00
99,890.00
137,584.00
0.00
199,806.00
149,400.00
143,061.00
73,125.00
73,314.75
48,968.50
99,487.00
7,557,069.27

98,405.00
98,916.00
99,149.00
51,349.00
150,007.50
78,788.25
49,201.00
35,175.00
104,129.00
100,135.00
87,250.00
150,315.00
98,085.00
100,022.00
94,000.00
98,125.00
99,995.00
51,560.50
79,781.25
149,625.00
147,930.00
97,864.00
100,002.00
100,125.00
99,990.00
163,687.50
0.00
199,694.00
150,790.50
148,500.00
78,689.25
76,251.75
50,245.00
99,997.00
7,761,702.25

(185.00)
1,366.00
101.00
3,256.50
82.50
3,639.88
5,076.00
978.25
17,893.00
1,180.00
(2,020.00)
2,145.68
3,472.00
1,771.00
(500.00)
(750.00)
915.00
2,435.50
12,866.25
1,800.00
(2,070.00)
(106.00)
861.00
530.00
100.00
26,103.50
0.00
(112.00)
1,390.50
5,439.00
5,564.25
2,937.00
1,276.50
510.00
204,632.98

104.44
268.33
185.27
215.62
817.08
845.62
500.00
1,330.72
1,613.88
437.50
1,545.83
575.00
1,227.43
1,406.25
1,950.69
510.41
540.00
549.30
1,324.99
1,269.79
287.08
1,018.75
506.94
1,700.00
468.75
4,609.37
0.00
875.00
268.74
3,458.33
910.93
111.66
412.22
156.24
63,959.45

7,557,069.27

7,761,702.25

204,632.98

63,959.45

0.00

0.00

0.00

0.00
63,959.45

CERTIFICATES OF DEPOSIT

TOTAL CERTIFICATES OF DEPOSIT
TOTAL FIXED INCOME
MONEY FUND
Cash and Cash Equivalent

7,557,069.27

7,761,702.25

204,632.98

15,706,366.25

17,422,795.55

1,716,429.22

547,425.33

547,425.33

0.00

16,253,791.58

17,970,220.88

1,716,429.22

TOTAL CASH & MONEY FUNDS
TOTAL MORGANSTANLEY HOLDINGS
UNREALIZED GAIN / (LOSS) AT 7‐31‐2017
NET GAIN (LOSS) FOR THE CURRENT MONTH:

1,862,172.67
(145,743.45)

% AT COST
EQUITY ‐ ETFs

1‐00‐000043‐105

EQUITY ‐ OPEN END MUTUAL FUNDS
TOTAL EQUITY

1‐00‐000041‐105

BOND ‐ ETFs
CORPORATE BONDS

CERTIFICATES OF DEPOSIT

1‐00‐000047‐105

TOTAL FIXED INCOME
CASH & MONEY FUNDS
TOTAL PORTFOLIO

% AT MARKET
4,584,619.01

5,278,468.30

693,849.21

0.00
4,584,619.01

0.00
5,278,468.30

0.00
693,849.21

1‐00‐000044‐105

3,564,677.97

4,382,625.00

817,947.03

1‐00‐000048‐105

7,557,069.27
11,121,747.24

7,761,702.25
12,144,327.25

204,632.98
1,022,580.01

28.21%

63,959.45

29.37%

0.00

0.00

0.00

68.43%

11,121,747.24

12,144,327.25

1,022,580.01

67.58%

3.37%

547,425.33

547,425.33

0.00

3.05%

16,253,791.58

17,970,220.88

1,716,429.22
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1

CEDR Vision 2020
By 2020, CEDR will be a high
performing Qualified Clinical Data
Registry (QCDR), dedicated to
building a culture of quality in the
emergency medicine community.
.

2

CEDR Value Statement
As a result of CEDR, ACEP members
will be able to reach full practice
potential and will transform their EM
practice to be –
patient-centric
quality-driven
cost-effective
maximizing revenue
3

CEDR: A Qualified Clinical Data Registry
CEDR is the QCDR pathway to participation in the Meritbased Incentive Payment System (MIPS)
One of the limited methods for reporting the three non-CMS
calculated areas of MIPS:
Quality (formerly PRQS)
Clinical Performance Improvement Activities
Advancing Care Information (formerly Meaningful Use)

Able to assess performance, population management,
long term clinical outcome data collection, performance
and clinical process improvements
Provide confidential feedback on performance
4

CEDR Fulfilling ACEP Operational Goals
Goals

Timeline

Stabilize operations, promote lean processes, and
develop structure for outstanding customer service

Q1 2018

Achieve sustainable growth and adoption across
membership

Q2 2018

Establish CEDR as a self‐sustaining business unit
within ACEP, generating revenues from participation,
grants, new value‐adding products and services,
including monetizing insights generated from data

2018‐2019

5

CEDR FY 2017-18 Financial and Operating Goals

Generate revenue of $1.5M
Implementation Goals:
90 ED Groups
500 Individual ED
9,000 Providers
15 million patient visits
6

CEDR GROWTH BY ED GROUPS AND INDIVIDUAL ED
# of ED Groups

1,605

# of ED

1,500

1,405
1,205
1,000

1,005
805
605

500

405
205
5

14
5
2015

70
30
2016

90
2017

150

2018

200
2019

ED PROVIDERS IN CEDR
Cumulative
15,000

16,000
14,000

12,000

12,000
9,000

10,000
8,000
6,000
4,000
2,000

263

1,534

0
2015

2016

2017

2018

2019

# OF PATIENT VISITS IN CEDR (IN MILLIONS)
50

# of Visits Added (in millions)

45.00

40

30.00

30
20

12.11

10
0

0.46

2015

2.43
2016

2017

2018

2019

CEDR 5 Year Financial Projections
$4,000,000.00

$3,600,000.00
$3,450,000.00

$3,276,865.05

$3,000,000.00

$2,655,149.02
$2,000,000.00

$1,701,000.00
$1,289,525.81

$1,000,000.00

$555,421.62
$‐

$‐

$200,000.00
$396,795.93

$150,000.00

FY 2015
$(396,795.93) FY 2016
$(1,000,000.00)

FY 2017

FY 2018

FY 2019

$(954,149.02)

$(1,089,525.81)

$(2,000,000.00)
$(2,721,443.43)

$(3,000,000.00)

$(4,000,000.00)
Revenue

Direct Expense

Indirect Expense

Total Expense

Net Income/Loss

CEDR as a revenue driver for ACEP
45.0
38.9

38.2

40.0

41.2

35.8
33.3

35.0
30.0
25.0
20.0
15.0
10.0
5.0
0.0

0.2

0.0
2015

2016

CEDR Revenue (in Millions)

1.7

0.6
2017

3.6

2018

ACEP Revenue (in Millions)

2019

Growth Strategy – 15 Million Patient Visits
Revenue Cycle Management (RCM) Companies to act
as data suppliers using standard data format
Master Services Agreement signed with:
Intermedix
McKesson
RTI
EGO
Zotec Partners

Technical interfaces being developed/tested
12

Growth Strategy – 15 Million Patient Visits
Hospitals
Hospital data suppliers using standard data format
Master Services Agreement in negotiation with:
HCA
CHS
CHI
Ascension
Trinity
THR
Prime Healthcare
Veterans Health Administration
13

Growth Strategy – 15 Million Patient Visits
Technical Integration
EMR Companies data scripts validators using standard data format

In discussions with:
EPIC
CERNER
AllScripts
MedHost
T-Systems
Technical interfaces, scripts, mapping methodology
being developed/tested
14

Future Outlook
Outlook
2017-18 a year of growth, transition, and turnaround. Partnerships
and hospital onboarding should fill pipeline
2018-19 the year of transformation where CEDR will become selfsustaining, growth will be visible in revenue realization, product
adoption, and reports being written.

• Asks
Rapid growth will bring staff needs
In 2017-18 added Implementation Manager
Plan to add CEDR Specialist and Data Analyst, start Internships and
Fellowship
In 2018-19 new positions to support technical integration, provide
customer support, and informatics consulting
Development of automation solutions for integrated billing, contract
management, single sign-on, integration with CRM, etc.
15

Future Outlook
Part of the Future of ACEP
This is part of a 10 year plan for ACEP digital integration and
transformation
Includes bedside clinical support programs (CMT or alternate)
Includes bedside quality improvement (EvidenceCare or alternate)
Digital educational offerings
Real time quality feedback

16

Memorandum
To:

Board of Directors
Council Officers

From: Madeline Joseph, MD, FACEP
Chair, Pediatric Emergency Medicine Committee
Debra Perina, MD, FACEP
Board Liaison, Pediatric Emergency Medicine Committee
Date: October 11, 2017
Subj: Pediatric Medication Safety in the Emergency Department.
Recommendation
That the Board of Directors approve the joint policy statement, “Pediatric Medication
Safety in the Emergency Department” (Attachment A).
Background
The Pediatric Emergency Medicine (PEM) Committee was assigned an objective for the
2013-14 committee year to work with the American Association of Pediatrics (AAP) to
develop the pediatric medication safety guidelines. Work on this objective continued in
2014-15, 2015-16, and 2016-17. This joint statement now includes the Emergency Nurses
Association, whose Board approved the statement on May 1, 2017. The AAP Board has
also approved the policy. Joint copyright will be held by all three organizations with the
goal of simultaneous publication in Annals of Emergency Medicine and Pediatrics.
Prior Board Action
None.
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.
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The material contained in the attached document is under embargo, pending publication by the American Academy of Pediatrics and
approval by the American College of Emergency Physicians. It has been approved by the AAP and Emergency Nurses Association
Board of Directors. It should not be made public under any circumstance.
As a recipient of this document, you may review and comment on its content, but may not share, publish, post, broadcast, or distribute
by any means its details before the embargo is lifted. The embargo date for release to the public and press will be placed on the
document following its approval by ACEP and acceptance for publication in Pediatrics.
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AMERICAN ACADEMY OF PEDIATRICS
Committee on Pediatric Emergency Medicine
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Pediatric Emergency Medicine Committee
EMERGENCY NURSES ASSOCIATION
Pediatric Emergency Medicine Committee
POLICY STATEMENT

Organizational Principles to Guide and Define the Child Health Care System and/or Improve the Health of All Children

Pediatric Medication Safety in the Emergency Department
ABSTRACT. Pediatric patients cared for in emergency departments are at high risk of

35

medication errors for a variety of reasons. A multidisciplinary panel was convened by the Emergency

36

Medical Services for Children program and the American Academy of Pediatrics Committee on

37

Pediatric Emergency Medicine to initiate a discussion on medication safety in the emergency

38

department. Top opportunities identified to improve medication safety include using kilogram-only

39

weight-based dosing, optimizing computerized physician order entry using clinical decision support,

40

developing a standard formulary for pediatric patients while limiting variability of medication

41

concentrations, using pharmacist support within emergency departments, enhancing training of

42

medical professionals, systematizing the dispensing and administration of medications within the

43

emergency department, and addressing challenges for home medication administration before

44

discharge.

45

ABBREVIATION: ADE, adverse drug event; ASHP, American Society of Health-System Pharmacists;

46

CPOE, computerized physician order entry; ED, emergency department.

47

Key words:

48
49

BACKGROUND

50

Despite a national focus on patient safety since the publication of the Institute of Medicine report

51

“To Err is Human” in 1999, medical errors remain a leading cause of morbidity and mortality across the

52

United States.1 Medication errors are by far the most common type of medical error occurring in

53

hospitalized patients,2 and the medication error rate in pediatric patients has been found to be as much as 3

54

times the rate in adult patients.3,4 Because many medication errors and adverse drug events (ADEs) are

55

preventable,1 strategies to improve medication safety are an essential component of an overall approach to

56

providing quality care to children.

57

The pediatric emergency care setting is recognized as a high-risk environment for medication errors

58

because of a number of factors, including medically complex patients with multiple medications who are

59

unknown to emergency department staff, a lack of standard pediatric drug dosing and formulations,5 weight-

60

based dosing,6,7 verbal orders, a hectic environment with frequent interruptions,8 lack of clinical pharmacists

61

on the emergency department (ED) care team,9,10 inpatient boarding status,11 use of information technology

62

systems that lack pediatric safety features,12 and numerous transitions in care. In addition, the vast majority

63

of pediatric patients seeking care in EDs are not seen in pediatric hospitals but rather in community

64

hospitals, which may treat a low number of pediatric patients.13 Studies also outline the problem of

65

medication errors in children in the prehospital setting. A study of 8 Michigan emergency medical services

66

agencies demonstrated errors for commonly used medications, with up to one third of medications being

67

dosed incorrectly.14 Medication error rates reported from single institutions with dedicated pediatric EDs

68

range from 10% to 31%,15,16 and a study by Shaw and colleagues from a pediatric tertiary care center

69

network showed that medication errors accounted for almost 20% of all incident reports, with 13% of the

70

medication errors causing patient harm.17 Another study examined medication errors in children at 4 rural
2

71

EDs in northern California and found an error rate of 39%, with 16% of these errors having the potential to

72

cause harm.18 The following discussion adds to the broad topic of medication safety by introducing specific

73

opportunities unique to pediatric patients within EDs to facilitate local intervention on the basis of

74

institutional experience and resources.

75
76
77

STRATEGIES FOR IMPROVEMENT
A multidisciplinary expert panel was convened by the Emergency Medical Services for Children

78

program and the American Academy of Pediatrics, through its Committee on Pediatric Emergency

79

Medicine, to discuss challenges related to pediatric medication safety in the emergency setting. The panel

80

included emergency care providers, nurses, pharmacists, electronic health record industry representatives,

81

patient safety organization leaders, hospital accreditation organizations, and parents of children who

82

suffered ADEs. The panel outlined numerous opportunities for improvement, including raising awareness of

83

risks for emergency care providers, trainees, children, and their families; developing policies and processes

84

that support improved pediatric medication safety; and implementing best practices to reduce pediatric

85

ADEs. Specific strategies discussed by the panel, as well as recent advances in improving pediatric

86

medication safety, are described.

87
88

Decreasing Pediatric Medication Prescribing Errors in the ED

89

Computerized Physician Order Entry

90

Historically, the majority of pediatric medication errors were associated with the ordering phase of

91

the medication process. Specific risks related to pediatric weight-based dosing include not using the

92

appropriate weight,17 performing medication calculations based on pounds instead of the recognized

93

standard of kilograms,17 and making inappropriate calculations, including tenfold dosing errors.19,20,21

94

Childhood obesity introduces further opportunity for dosing error. In addition to the lack of science to guide

95

medication dosing in obese patients,22 frequent underdosing23 is reported, and currently available

96

resuscitation tools are commonly imprecise.24 Furthermore, there are limited opportunities for prescription
3

97

monitoring or double-checking in the ED setting, and many times calculations are performed in the clinical

98

area without input from a pharmacist.9 The implementation of computerized physician order entry (CPOE)

99

and clinical decision support (CDS) with electronic prescribing have reduced many of these errors, because

100

most CPOE systems obviate the need for simple dose calculation. However, CPOE systems have not fully

101

eliminated medication errors. Commercial or independently developed CPOE systems may fail to address

102

critical unique pediatric dosing requirements.12,25 Kilogram-only scales are recommended for obtaining

103

weights, yet conversion to pounds either by the operator or electronic health record may introduce

104

opportunity for error into the system. In addition, providers may overide CDS, despite its proven success in

105

reducing errors.16,26 Prescribers frequently choose to ignore or override CDS prescribing alerts, with

106

reported override rates as high as 96%.27 Allowing for free text justification to override alerts for

107

nonformulary drugs may introduce errors. The development of an override algorithm can help reduce user

108

variability.28 As the use of CPOE increases, one can expect that millions of medication errors will be

109

prevented.29 For EDs that do not use CPOE, preprinted medication order forms have been shown to

110

significantly reduce medication errors in a variety of settings and serve as a low-cost substitute for

111

CPOE.30,31,32,33

112

Standardized Formulary

113

The IOM recommends development of medication dosage guidelines, formulations, labeling, and

114

administration techniques for the pediatric emergency care setting.5 Unfortunately, there are currently no

115

universally accepted, pediatric-specific standards with regard to dose suggestion and limits, and dosing

116

guidelines and alerts found in CPOE are commonly provided by third-party vendors that supply platforms to

117

both childrens’ and general hospitals. The development of a standard pediatric formulary, independent from

118

an adult-focused system, can reduce opportunities for error by specifying limited concentrations and

119

standard dosage of high-risk and frequently used medications, such as resuscitation medications, vasoactive

120

infusions, narcotics, and antibiotics as well as look-alike and sound-alike medications.34 A standard

121

formulary will allow for consistent education during initial training and continuing medical education for

122

emergency care providers, creating a consistent measure of provider competency. At least one large hospital
4

123

organization has successfully implemented this type of change.35 In addition, the American Society of

124

Health-System Pharmacists (ASHP) is working with the Food and Drug Administration to develop and

125

implement national standardized concentrations for both intravenous and oral liquid medications.36

126

ED Pharmacists

127

Currently, many medications are prepared and dispensed in the ED without pharmacist verification

128

or preparation, because many EDs lack consistent on-site pharmacist coverage.9,37 In a survey of

129

pharmacists, 68% reported at least 8 hours of ED coverage on weekdays, but fewer than half of EDs see this

130

support on weekends, with a drastic reduction in coverage during overnight and morning hours.38 The

131

American College of Emergency Physicians supports the integration of pharmacists within the ED team,

132

specifically recognizing the pediatric population as a high-risk group that may benefit from pharmacist

133

presence.39 The Emergency Nurses Association supports the role of the emergency nurse as well as

134

pharmacy staff to efficiently complete the best possible medication history and reduce medication

135

discrepencies. (Johnston R, Saulnier L, Gould O. Best possible medication history in the emergency

136

department: Comparing pharmacy technicians and pharmacists. Can J Hosp Pharm. 2010. 63(5):359-5.)

137

(Role of the Emergency Nurse in Medication Reconciliation. https://www.ena.org/practice-

138

research/Practice/Position/Pages/MedicationReconciliation.aspx. Accessed November 29, 2016) The ASHP

139

suggests that ED pharmacists may help verify and prepare high-risk medications, be available to prepare and

140

double-check dosing of medications during resuscitation, and provide valuable input in medication

141

reconciliation, especially of medically complex children whose medications and dosing may be unknown to

142

ED staff and who present without a medication list or portable emergency information form (EIF).40

143

Medically complex patients typify the difficulty with medication reconciliation with an error rate of 21% in

144

a tertiary care facility. (Stone BL, Boehme S, Mundorff MB, Maloney CG, Srinvastava R. Hospital

145

admission medication reconciliation in medically complex children: an observational study. Arch Dis

146

Child. 2010 Apr;95(4):250-5.) In this study, no one source of either the parent, pharmacy, or primary

147

provider was available, appropriately sensitive or specific in completing medication reconciliation.

148

Pharmacist managed reconciliation has had a positive impact for admitted pediatric patients and may
5

149

translate to the emergency setting. (Provine AD, Simmons EM, Bhagat PH. Establishment and evaluation

150

of pharmacist-managed admission medication history and reconciliation process for pediatric patients. J

151

Pediatr Pharmacol Ther. 2014 Apr;19(2):98-102.) (Gardner B, Graner K. Pharmacists’ medication

152

reconciliation-related clinical interventions in a children’s hospital. Jt. Comm J Qual Patient Saf. 2009

153

May;35(5):278-82.) ED pharmacists can also help monitor for ADEs, provide drug information, and provide

154

information regarding medication ingestions to both providers and patients/families.41

155

Dedicated pharmacists can be integrated through various methods, such as hiring dedicated

156

pharmacy staff for the ED,7 having these staff immediately available when consulted, or having remote

157

telepharmacy review of medication orders by a central pharmacist.42,43 Although further research is needed

158

on the potential outcomes on medication safety and return on investment when a pharmacist is placed in the

159

ED, current experience indicates improvements in medication safety when a pharmacist is present.44 Studies

160

from general EDs suggest significant cost savings as well,45 with one study in a single urban adult ED

161

identifying more than $1 million dollars of cost avoidance in only 4 months.46

162

Training in Pediatric Medication Safety

163

Dedicated training in pediatric medication safety is highly variable in curricula of professional

164

training programs in medical, nursing, and pharmacy schools.47 Although national guidelines support the

165

training of prehospital personnel with specific pediatric content and safety and error-reduction training,48 a

166

nearly 35% prehospital medication error rate for critical medications for pediatric patients remains.14 At the

167

graduate medical education level, the curricula of pediatric and emergency medicine residency programs

168

and pediatric emergency medicine fellowship programs do not define specific requirements for pediatric

169

medication safety training.49,50,51 The same is true for pharmacy programs.52 Although schools of pharmacy

170

include pediatric topics in their core curricula, pediatric safety advocates believe there is an opportunity for

171

enhanced and improved training.53

172

Experts in pediatric emergency care from the multidisciplinary panel recommend development of a

173

curriculum on pediatric medication safety that could be offered to all caregivers of children in emergency

174

settings. A standard curriculum may include content such as common medication errors in children,
6

175

systems-improvement tools to avoid or abate errors, and the effects of developmental differences in

176

pediatric patients. Demonstrating competency on the basis of this curriculum is one means by which

177

institutions may reduce risks of medication errors.

178
179
180

Decreasing Pediatric Medication Administration Errors in the ED
The dispensing and administration phases serve as final opportunities to optimize medication safety.

181

Strategies to reduce errors include standardizing the concentrations available for a given drug, having

182

readily available and up-to-date medication reference materials, using premixed intravenous preparations

183

when possible, having automated dispensing cabinets with appropriate pediatric dosage formulations, using

184

barcoded medication administration,54 pharmacists and ED care providers working effectively as a team,

185

and having policies to guide medication use.55,56 Although yet to be studied in the ED environment, smart

186

infusion pumps have shown promise in other arenas in reducing administration errors for infusions.57

187

Nurses are held accountable by each state’s nurse practice act for the appropriateness of all

188

medications given. Nursing schools teach the 5 rights of medication administration; the right patient, the

189

right medication, the right dose, the right time, and the right route.58 Elliott and Liu expand the 5 rights to

190

include right documentation, right action, right form, and right response to further improve medication

191

safety.59 Simulated medication administration addresses opportunities beyond those captured within these

192

rights and may have implications within the ED.60 Additionally, given the association of medication

193

preparation interruptions and administration errors,61 the use of a distraction-free medication safety zone has

194

been shown to enhance medication safety.62,63 Implementation of an independent 2-provider check process

195

for high-alert medications, as suggested by The Joint Commission, also reduces administration errors.64

196

Both the Institute for Safe Medication Practices and The Joint Commission provide excellent guidance on

197

these topics.65

198
199
200

Decreasing Pediatric Medication Errors in the Home
Recognizing and addressing language barriers and health literacy variability in the ED can affect
7

201

medication safety in the home. Nonstandardized delivery devices contine to be used in the home, and dosing

202

error rates of greater than 40% are reported.66 Advanced counseling and instrument provision in the ED are

203

proven to decrease dosing errors at home.67 Pictograms provided to aide in medication measurement have

204

also been shown to decrease errors and may be considered as part of discharge instructions.68 The AAP

205

supports policy on the use of milliliter-only dosing for liquid medications used in the home and that

206

standardized delivery devices be distributed from the ED for use with these medications.69 As the body of

207

literature regarding health literacy evolves, further addressing these issues in real time may influence out-of-

208

hospital care.

209
210

SUMMARY

211

Pediatric medication safety requires a multidisciplinary approach across the continuum of

212

emergency care, starting in the prehospital setting, during emergency care, and beyond. Key areas for

213

medication safety specific to pediatric care in the ED include creation of standardized medication dosing

214

guidelines, better integration and use of information technology to support patient safety, and increased

215

education standards across health care disciplines. Following is a list of specific recommendations that can

216

lead to improved pediatric medication safety in the emergency care setting.

217
218

RECOMMENDATIONS

219

1.

Create a standard formulary for pediatric high-risk and commonly used medications.

220

2.

Standardize concentrations of high-risk medications.

221

3.

Reduce the number of available concentrations to the smallest possible number.

222

4.

Provide recommended precalculated doses.

223

5.

Measure and record weight in kilograms only.

224

6.

Utilize length-based dosing tools when a scale is unavailable or use is not feasible.

225

7.

Implement and support the availability of pharmacists in the ED.

226

8.

Use standardized order sets with embedded best practice prescribing and dosing range maximums.
8

227

9.

Promote the development of distraction free medication safety zones for medication preparation.

228

10.

Implement process screening, such as a 2-provider independent check for high-alert medications.

229

11.

Implement and utilize CPOE and CDS with pediatric-specific kilogram-only dosing rules, including

230
231

upper dosing limits within Emergency Department Information Systems.
12.

232
233

Encourage community providers of children with medical complexity to maintain a current
medication list and an emergency information form to be available for emergency care.

13.

Create and integrate a dedicated pediatric medication safety curriculum into training programs for

234

nurses, physicians, respiratory therapists, nurse practitioners, physician assistants, prehospital

235

providers, and pharmacists.

236

14.

Develop tools for competency assessment.

237

15.

Use dispensing standardized delivery devices for home administration of liquid medications.

238

16.

Dispense milliliter-only dosing for liquid medications used in the home.

239

17.

Employ advanced counselling such as teach-back when sharing medication instructions for home

240

use.

241

18.

Use pictogram-based dosing instruction sheets for use of home medications.

242
243
244
245
246
247
248
249
250
251
252
253
254
255
256
257
258
259
260
261
262
263
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Memorandum
To:

Board of Directors
Council Officers

From: Ira R. Nemeth, MD, FACEP
Chair, Disaster Preparedness & Response Committee
Christopher S. Kang, MD, FACEP
Board Liaison, Disaster Preparedness & Response Committee
Date: October 14, 2017
Subj: Unsolicited Medical Personnel Volunteering at Disaster Scenes
Recommendation
That the Board of Directors approve the revised policy statement, “Unsolicited Medical
Personnel Volunteering at Disaster Scenes” (Attachment C).
Background
The Disaster Preparedness & Response Committee reviewed the policy statement
“Unsolicited Medical Personnel Volunteering at Disaster Scenes” (Attachment A),
pursuant to the Policy Sunset Review Process. This is a joint policy statement with the
National Association of EMS Physicians (NAEMSP).
A revised joint policy statement was approved by the Board in October 2015 and was
submitted to the NAEMSP Board for approval. NAEMSP recommended additional
language and another revised draft policy statement was submitted to the Board in June
2016. The Board referred the policy back to the committee for further revisions with the
recommendations that the policy refer to the Incident Command System (ICS), remove
examples of volunteer opportunities, include knowledge of how to volunteer, and soften
language regarding self-deployment.
After consideration, both the NAEMSP and ACEP authors of the revisions believed the
policy should include language that discourages self-deployment to a scene but softened
the wording to “generally discourage.” The authors also prefer to leave in the examples as
they believe it would be helpful to provide members some knowledge of specific
organizations, particularly the Emergency System for Advance Registration of Volunteer
Health Professionals (ESAR-VHP) and the Medical Reserve Corps (MRC), as those are
more common, local, and easier to join than the federal teams such as Urban Search and
Rescue (USAR) and Disaster Medical Assistance Teams (DMAT).
Attachment B reflects the revisions to the current policy with new language indicated by
bolding and deleted language indicated by strikeouts. Attachment C is the clean version of
the proposed revised policy.

Unsolicited Medical Personnel Volunteering at Disaster Scenes
Page 2
Prior Board Action
June 2016, reviewed additional revisions to the policy statement “Unsolicited Medical
Personnel Volunteering at Disaster Scenes” provided by NAEMSP and referred the policy
back to the Disaster Preparedness & Response Committee for further work.
October 2015, approved revisions to the policy statement “Unsolicited Medical Personnel
Volunteering at Disaster Scenes,” pending approval by NAEMSP.
June 2008, reaffirmed the policy statement “Unsolicited Medical Personnel Volunteering at
Disaster Scenes;” originally approved June 2002.
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Attachment B
Unsolicited Medical Personnel Volunteering at Disaster Scenes
Draft, October 2017
The American College of Emergency Physicians (ACEP) and the National Association of EMS Physicians
(NAEMSP) believe an organized approach is needed for the utilization of unsolicited medical personnel who
volunteer to respond to disaster scenes or mass casualty incidents. To ensure the efficient, effective, and safe
mobilization of such volunteer medical resources, medical command must come under the authority of the medical
director for the emergency medical services (EMS) system and Volunteer medical resources must integrate with
the jurisdiction's established incident command system (ICS). This practice will ensure the integration of all medical
functions in the area and accountability under the jurisdiction's established (ICS) without hampering authorized and
established functioning rescue efforts.
To that end, ACEP and NAEMSP encourage its members to become affiliated with pre-established disaster
response organizations. This includes becoming pre-registered as disaster response personnel through the
Emergency System for Advance Registration of Volunteer Health Professionals (ESAR-VHP), which is present
in every state and provides for license verification, personnel notification, and rostering of response teams.
Affiliation with an established response team increases the likelihood of being mobilized in large scale events
and provides training, integration into the emergency response within the jurisdiction, and logistical support.
Examples include Medical Reserve Corps (Local and State resource), Disaster Medical Assistance Team
(DMAT, federal resource), Urban Search and Rescue (FEMA), and others. Volunteer medical personnel (eg,
physicians, nurses, emergency medical technicians, etc.) should not respond to a disaster scene unless officially
requested by the jurisdiction's established ICS.
ACEP and NAEMSP generally discourage health care provider self-deployment to a disaster scene, believing
that a medical provider’s primary responsibility during a disaster or multi-casualty event is to respond to the
facility or health system where he/she has staff privileges. An exception can occur when medical personnel are
already present at a scene where an unanticipated incident occurs. These health care providers are
encouraged to provide initial care as a Good Samaritan. Responding EMS and law enforcement will establish
on-scene medical command and direct further scene coordination and care. All personnel must understand the
authority and resources of local EMS and health care systems, the importance of staffing their facilities as their
primary responsibility, and the dangerous conditions associated with on-site operations Once ICS is established,
responsibility of a volunteer medical provider will be determined by the incident commander based on the
nature of the incident, skills of the provider, and other medical resources available.

Attachment C
Unsolicited Medical Personnel Volunteering at Disaster Scenes
Proposed Policy Statement, October 2017
The American College of Emergency Physicians (ACEP) and the National Association of EMS Physicians
(NAEMSP) believe an organized approach is needed for the utilization of unsolicited medical personnel
who volunteer to respond to disaster scenes or mass casualty incidents. Volunteer medical resources must
integrate with the responding jurisdiction's established incident command system (ICS).
To that end, ACEP and NAEMSP encourage its members to become affiliated with pre-established disaster
response organizations. This includes becoming pre-registered as disaster response personnel through the
Emergency System for Advance Registration of Volunteer Health Professionals (ESAR-VHP), which is
present in every state and provides for license verification, personnel notification, and rostering of response
teams. Affiliation with an established response team increases the likelihood of being mobilized in large
scale events and provides training, integration into the emergency response within the jurisdiction, and
logistical support. Examples include Medical Reserve Corps (Local and State resource), Disaster Medical
Assistance Team (DMAT, federal resource), Urban Search and Rescue (FEMA), and others.
ACEP and NAEMSP generally discourage health care provider self-deployment to a disaster scene,
believing that a medical provider’s primary responsibility during a disaster or multi-casualty event is to
respond to the facility or health system where he/she has staff privileges. An exception can occur when
medical personnel are already present at a scene where an unanticipated incident occurs. These health care
providers are encouraged to provide initial care as a Good Samaritan. Responding EMS and law
enforcement will establish on-scene medical command and direct further scene coordination and care. Once
ICS is established, responsibility of a volunteer medical provider will be determined by the incident
commander based on the nature of the incident, skills of the provider, and other medical resources available.

Memorandum
To:

Board of Directors
Council Officers

From: Alison Haddock, MD, FACEP
Chair, State Legislative/Regulatory Committee
John Rogers, MD, FACEP
Board Liaison
Date: October 13, 2017
Subj: Distracted and Impaired Driving
Recommendation
That the Board of Directors approve the revised policy statement “Addressing the Public
Safety Dangers Associated with Impaired or Distracted Driving” with the revised title
“Distracted and Impaired Driving” (Attachment D) and rescind the policy statement
“Participation in Activities While Distracted by Mobile Device Use” (Attachment B).
Background
The State Legislative/Regulatory Committee was assigned an objective for the 2016-17
committee year to review the policy statement “Addressing the Public Safety Dangers
Associated with Impaired or Distracted Driving” as part of the policy sunset review
process and to seek input from the Public Health & Injury Prevention Committee. In
addition to revising the policy statement with new and updated language, the committees
believe that a second related policy statement, “Participation in Activities While Distracted
by Mobile Device Use,” should be combined and incorporated as part of a single
comprehensive policy statement that covers distracted and impaired driving.
Attachment A is the current policy statement “Addressing the Public Safety Dangers
Associated with Impaired or Distracted Driving.” Attachment B is the current policy
statement “Participation in Activities While Distracted by Mobile Device Use.”
Attachment C shows the proposed revisions. Text in red that is stricken is being deleted
from the previous “Addressing the Public Safety Dangers Associated with Impaired or
Distracted Driving” policy. Underlined text that is being added is identical to provisions
currently in the policy “Participation in Activities while Distracted by Mobile Device Use.”
Text in all green, bold, all caps is new and was not included previously in either of the
policies. While the editor’s marks reflect all change in the actual language, rearrangement
of material is not necessarily noted. Attachment D is the clean version of the proposed
policy statement.
Prior Board Action
October 2011, approved the revised policy statement “Addressing the Public Safety
Dangers Associated with Impaired or Distracted Driving,” which replaced the policy
statements: “Alcohol Abuse and Motor Vehicle Safety” approved April 2003, “Legal
Sanctions for Drunk Driving” approved June 2003, and “Legal Sanctions and
Rehabilitation for Driving Under the Influence” approved January 2004.
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June 2014, approved the policy statement “Participation in Activities While Distracted by
Mobile Device Use.”
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Attachment C
Addressing the Public Safety Dangers Associated with Impaired or Distracted Driving
Distracted and Impaired Driving
Draft, October 2017
1

In recognition of the significant public safety dangers associated with drivers who are impaired by the use of alcohol

2

or drugs, as well as by those who engage in distracted driving1, the American College of Emergency Physicians:

3
4

•

DRIVING.

5
6

•

7
8

•

RECOGNIZES THAT PEDESTRIANS MAY ALSO BE DISTRACTED BY THE USE OF
HANDHELD ELECTRONIC MOBILE DEVICES.

•

11
12

Discourages the use of handheld electronic mobile devices while driving motorized vehicles OR
maneuvering other vehicles.

9
10

Encourages public education about the dangers of IMPAIRED, INTOXICATED, AND DISTRACTED

Encourages research to quantify the magnitude and severity of injuries to distracted pedestrians and
drivers using electronic mobile devices and encourages research involving prevention of these injuries.

•

supports MEASURES THAT ENHANCE THE SAFETY OF BOTH THE OFFENDER AND THE

13

GENERAL PUBLIC AND legal sanctions for persons convicted of driving while impaired, intoxicated,

14

or distracted. Legal sanctions may include incarceration, driver's license suspension, automobile

15

impoundment, public disclosure, ignition interlocks, monetary fines or penalties, and other measures that

16

enhance the safety of both the offender and the general public.

17

•

DISTRACTION AND IMPAIRMENT.

18
19

SUPPORTS INNOVATIVE TECHNOLOGIES THAT DISCOURAGE AND REDUCE DRIVER

•

RECOGNIZES THAT DROWSY DRIVING IS POTENTIALLY ANOTHER FORM OF

20

IMPAIRED DRIVING AND ENCOURAGES CONTINUED RESEARCH INTO ITS

21

CONSEQUENCES AND INCREASING PUBLIC AWARENESS OF ITS DANGERS.

22

•

advocates toxicological screening of drivers by law enforcement officials in all crashes involving fatality

23

or serious injury. Law enforcement personnel should have the capability of conducting all toxicological

24

screening, which includes but is not limited to blood alcohol

25

concentration testing. These efforts will promote appropriate prosecutions and convictions of impaired or

26

intoxicated drivers and will facilitate intervention and treatment as needed.

27

•

28
29

supports mandatory rehabilitation programs as mandated by state law for persons convicted of driving
under the influence (DUI) of medicines, illicit drugs, or alcohol.

•

recognizes the high rate of recidivism for persons involved in DUI offenses, even with active intervention

30

and punishment through the judicial system, and supports efforts by emergency physicians and society to

31

identify and arrange treatment for individuals suffering from substance addiction or abuse.

32
33

•

supports efforts to ensure that the treatment of alcoholism and other addictions is covered by health care
plans to the same extent as other medical conditions.

34

•

advocates for education efforts regarding the hazards of binge drinking and other substance abuse, even

35

among individuals not considered alcoholic or addicted, because as these activities are often associated

36

with impaired driving.

37

•

opposes legislation providing permissive or mandatory reporting of the results of patient toxicological

38

screening, including but not limited to blood alcohol concentration levels, by physicians to law

39

enforcement officials because such reporting fundamentally WHICH conflicts with the appropriate role

40

of physicians in the physician-patient relationship.

41

•

opposes legislation that relieves insurance companies of financial responsibility for otherwise insured

42

losses incurred by beneficiaries who suffer the losses due to the actions of those driving while impaired,

43

intoxicated, or distracted, including but not limited to driving while under the influence of medicines,

44

illicit drugs, or alcohol.

45
46

1

Distracted driving is defined in accordance with the definition provided at www.distraction.gov, a web site

47

developed for the U.S. Department of Transportation, which states that "distracted driving is any non-driving activity

48

a person engages in while operating a motor vehicle. Such activities have the potential to distract the person from the

49

primary task of driving and increase the risk of crashing.” DRIVING INCLUDES BUT IS not limited to

50

automobiles, trucks, motorcycles, bicycles, skateboards, and water craft.

Attachment D
Distracted and Impaired Driving
Proposed Policy Statement
In recognition of the significant public safety dangers associated with drivers who are impaired by the use of alcohol or
drugs, as well as by those who engage in distracted driving1, the American College of Emergency Physicians:
•
•
•
•
•
•
•
•
•
•
•

Encourages public education about the dangers of impaired, intoxicated, and distracted driving.
Discourages the use of handheld electronic mobile devices while driving motorized vehicles or maneuvering other
vehicles.
Recognizes that pedestrians may also be distracted by the use of handheld electronic mobile devices.
Encourages research to quantify the magnitude and severity of injuries to distracted pedestrians and drivers using
electronic mobile devices and encourages research involving prevention of these injuries.
Supports measures that enhance the safety of both the offender and the general public and legal sanctions for
persons convicted of driving while impaired, intoxicated, or distracted.
Supports innovative technologies that discourage and reduce driver distraction and impairment.
Recognizes that drowsy driving is potentially another form of impaired driving and encourages continued
research into its consequences and increasing public awareness of its dangers.
Advocates toxicological screening of drivers by law enforcement officials in crashes involving fatality or serious
injury.
Advocates for education efforts regarding the hazards of binge drinking and other substance abuse, as these
activities are often associated with impaired driving.
Opposes legislation providing permissive or mandatory reporting of the results of patient toxicological screening
which conflict with the appropriate role of physicians in the physician-patient relationship.
Opposes legislation that relieves insurance companies of financial responsibility of otherwise insured losses
incurred by beneficiaries who suffer the losses due to the actions of those distracted, intoxicated, or impaired
while driving.

Distracted driving is defined in accordance with the definition provided at www.distraction.gov, a web site developed for
the U.S Department of Transportation, which states that “distracted driving is any non-driving activity a person engage in
while operating a motor vehicle. Such activities have the potential to distract the person from the primary task of driving
and increase the risk of crashing.” Driving includes but is not limited to automobiles, trucks, motorcycles, bicycles,
skateboards and watercraft.
1

Memorandum
To:

Board of Directors
Council Officers

From: Jeffrey Goodloe, MD, FACEP
Chair, EMS Committee
Debra G. Perina, MD, FACEP
Board Liaison
Date: October 14, 2017
Subj: Preventing Occupational Fentanyl and Fentanyl Analog Exposure to Emergency
Responders
Recommendation
That the Board of Directors approve endorsement of the American College of Medical
Toxicology (ACMT) and the American Academy of Clinical Toxicology (AACT) Position
Statement: Preventing Occupational Fentanyl and Fentanyl Analog Exposure to
Emergency Responders (Attachment A).
Background
The EMS Committee was assigned an objective to monitor the EMS environment and
identify issues that potentially impact EMS and make recommendations to the Board.
There has been a rash of recent public and industry related news stories on the possible
dangers of occupational exposure to Fentanyl and its analogs. There have also been
numerous warnings and guidelines issued by private and government groups that are not
based entirely on existing facts. This has led to a great deal of misinformation being
distributed and decisions regarding responding to these incidents are being made based on
bad information.
The committee is aware of reports of law enforcement agencies advising EMS that they
will not respond to overdose calls or other incidents that might involve Fentanyl and some
fire departments will only respond with HazMat teams. There have also been reports of
EMS services and personnel debating if responding to these incidents would put their
crews at an unacceptable risk. The committee believes that these actions, which are based
on misinformation, have a negative impact patient care.
The National Highway Traffic Safety Administration (NHTSA) Office of EMS became
aware of these issues and after a review of the current documents, is asking the national
EMS organizations to assist by disseminating accurate information regarding the real
dangers of occupational exposures. They identified the recent ACMT and AACT position
statement “Preventing Occupational Fentanyl and Fentanyl Analog Exposure to
Emergency Responders” as a document that should be shared and endorsed by each
organization. The document has been reviewed and endorsed by several national EMS
organizations including the National Association of EMS Physicians (NAEMSP) and the
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International Association of Fire Chiefs (IAFC). This document has been shared with the
EMS Section and the EMS Committee supports its endorsement.
NHTSA, working with the Department of Homeland Security, Office of Health Affairs,
plans to host a series of stakeholder and subject matter expert meetings to continue to
review the information and, if needed, to develop additional resources like educational and
reference documents and guidelines.
Prior Board Action
None
Fiscal Impact
Budgeted committee and staff resources for policy development and distribution and
budgeted liaison travel expenses.

Attachment A
ACMT and AACT Position Statement: Preventing Occupational Fentanyl and Fentanyl Analog Exposure to
Emergency Responders
The position of the American College of Medical Toxicology (ACMT) and American Academy of Clinical Toxicology
(AACT), is as follows:
Fentanyl and its analogs are potent opioid receptor agonists, but the risk of clinically significant exposure to
emergency responders is extremely low. To date, we have not seen reports of emergency responders developing
signs or symptoms consistent with opioid toxicity from incidental contact with opioids. Incidental dermal absorption is
unlikely to cause opioid toxicity. For routine handling of drug, nitrile gloves provide sufficient dermal protection. In
exceptional circumstances where there are drug particles or droplets suspended in the air, an N95 respirator provides
sufficient protection. Workers who may encounter fentanyl or fentanyl analogs should be trained to recognize the
signs and symptoms of opioid intoxication, have naloxone readily available, and be trained to administer naloxone
and provide active medical assistance. In the unlikely event of poisoning, naloxone should be administered to those
with objective signs of hypoventilation or a depressed level of consciousness, and not for vague concerns such as
dizziness or anxiety. In the absence of prolonged hypoxia, no persistent effects are expected following fentanyl or
fentanyl analog exposures. Those with small subclinical exposures and those who awaken normally following
naloxone administration will not experience long-term effects. While individual practitioners may differ, these are the
positions of American College of Medical Toxicology and American Academy of Clinical Toxicology at the time
written, after a review of the issue and scientific literature.
Background
Fentanyl and fentanyl analogs are potent opioid receptor agonists. Fentanyl and its analogs are increasingly
implicated in overdose and death in North America among illicit opioid users. The reported mortality from synthetic
opioids rose 72.2% (to 9,850) from 2014 to 2015 [1]. Due to limitations in identifying analogs, this figure likely
underrepresents death from these drugs. Fentanyl analogs are distributed in North America both as
substituted/adulterated powdered heroin and pressed into counterfeit tablet forms of opioids and other medications
[2-4]. Authorities in the United States have reported seizures of a variety of these products including fentanyl, fentanyl
precursors (e.g., N-phenyl-1-(2-phenylethyl) piperidin-4-amine), and different fentanyl analogs such as acetylfentanyl,
butyrylfentanyl, and furanylfentanyl [4]. Other analogs, such as alfentanil, remifentanil, and sufentanil, are used in
clinical practice.
Fentanyl is 50-100 times more potent than morphine at the mu-opioid receptor [5-8]. Carfentanil, an opioid developed
for veterinary use, is 10,000 times more potent than morphine in animals, although it produces less apnea when
dosed therapeutically [6, 9]. Despite its improved therapeutic index compared to morphine, very small errors in
carfentanil dosing not unexpected with illicitly distributed drugs will result in lethal doses. There are limited
pharmacological data on other analogs found in the illicit drug supply.
To date, there has been limited guidance for emergency responders. In June 2016, DEA published a warning to law
enforcement on the dangers of fentanyl cautioning against field testing suspected fentanyl and recommending the
use of gloves and a mask when such testing is conducted [10].
The US National Institute for Occupational Safety and Health (NIOSH, Centers for Disease Control) published a
bulletin addressing potential danger to law enforcement, public health workers, and first responders who may be
exposed to fentanyl or its analogs [11]. Citing an absence of empirical evidence, the NIOSH bulletin recommended
use of a P100-rated respirator, nitrile gloves, and eye protection. For personnel performing tasks that may aerosolize
fentanyl, the NIOSH bulletin recommended dermal protection such as coveralls or protective sleeves.

Given the prevalence of synthetic opioids, law enforcement and emergency medical services (EMS) agencies have
become increasingly concerned about potential exposures while responding to medical calls, crime scenes, or during
drug raids [10, 12, 13]. Reports of emergency responders developing symptoms after contact with these substances
have described nonspecific findings such as “dizziness” or “feeling like body shutting down”, “dying” without objective
signs of opioid toxicity such as respiratory depression [10]. Law enforcement and EMS must balance safety with
mobility and efficiency when entering and securing potential scenes where drugs are used, distributed, or produced.
We aim to address the risks of occupational exposures to ultra-potent opioids and the role of various types of
personal protective equipment to reduce those risks.

Methodology
Our initial recommendations are based on the opinion and clinical experience of a task force of our members. In
addition, the authors performed a literature search and drafted this position statement. This document was reviewed
and approved by the ACMT Position Statement and Guidelines Committee, was sent to the ACMT Board of Directors,
and then sent to the entire College membership for review. After revision by the task force, final approval was made
by the ACMT Board of Directors and AACT Board of Trustees.
Inhalation Exposure Risk for Fentanyl and Fentanyl Analogs
Inhalation is an exposure route of concern if drug particles are suspended in the air. Fentanyl has potentially high
bioavailability (12-100%) by inhalation [14, 15]. It is highly suspected that a weaponized aerosolized containing
carfentanil and remifentanil were used to subdue hostage-takers of a Moscow theater in 2002. One hundred and
twenty-five died as a result of this weaponized aerosolized exposure [16]. Although an optimized airborne dispersal
device is unlikely to be encountered in a local event, we considered such a scenario for respiratory protection.
Industrial producers of fentanyl use time-weighted average occupational exposure limits (OEL-TWA) for alfentanil (1
mcg/m3), fentanyl (0.1 mcg/m3), and sufentanil (0.032 mcg/m3) to limit exposure [17]. At the highest airborne
concentration encountered by workers, an unprotected individual would require nearly 200 minutes of exposure to
reach a dose of 100 mcg of fentanyl.
The vapor pressure of fentanyl is very low (4.6 x 10-6  Pa) suggesting that evaporation of standing product into a
gaseous phase is not a practical concern [18].
Dermal Exposure Risk for Fentanyl and Fentanyl Analogs
Fentanyl is amenable to transdermal absorption because of its low molecular weight and lipophilicity [19, 20].
Depending on the specific product, transdermal delivery systems (“patches”) take 3-13 hours to produce a
therapeutic serum fentanyl concentration and 35 hours to reach peak concentration [21-24]. Absorption of liquid or
aqueous fentanyl increases with larger surface area of application, duration of application, broken skin, and heat. The
physical properties of fentanyl analogs are similar to fentanyl, suggesting potential for dermal absorption. In a small
volunteer study, sufentanil citrate applied to the forearm and covered in an occlusive dressing was absorbed
comparably to fentanyl, although exact bioavailability was not determined [25].
However, incidental dermal absorption is unlikely to cause opioid toxicity. If bilateral palmar surfaces were covered
with fentanyl patches, it would take approximately 14 minutes to receive 100 mcg of fentanyl [using a body surface
area of 17,000 cm2, palm surface area of 0.5% [26], and fentanyl absorption of 2.5 mcg/cm2/h [24]. This extreme
example illustrates that even a high dose of fentanyl prepared for transdermal administration cannot rapidly deliver a
high dose.

The above calculation is based on fentanyl patch data, which overestimates the potential exposure from drug in tablet
or powder form in several ways. Drug must have sufficient surface area and moisture to be efficiently absorbed.
Medicinal transdermal fentanyl utilizes a matrix designed to optimize delivery, whereas tablets and powder require
dissolution for absorption. Relatedly, powdered drug sits on the skin, whereas patches have adhesive to hold drug in
close proximity to the skin allowing both to remain moist. Finally, the above quoted figure 2.5 mcg/cm2/h represents
delivery at steady state after drug has penetrated the dermis, which overestimates the amount of absorption in the
first few minutes of dermal exposure. This initial period is of most relevance in unintentional exposure, because
fentanyl that is observed on skin can be rapidly removed by mechanical (brushing) means or cleansing with water..
Therefore, based on our current understanding of the absorption of fentanyl and its analogs, it is very unlikely that
small, unintentional skin exposures to tablets or powder would cause significant opioid toxicity, and if toxicity were to
occur it would not develop rapidly, allowing time for removal.
Ocular-Facial Exposure Risk for Fentanyl and Fentanyl Analogs
Mucous membranes present opportunity for absorption of fentanyl and its analogs. Fentanyl, for example, exhibits
greater than 30-fold absorption across mucous membranes when compared to skin, and is available in a formulation
that utilizes transmucosal administration [27]. A healthy male veterinarian was splashed in the eyes and mouth with
contents of a dart containing 1.5 mg of carfentanil and 50 mg xylazine. Despite immediately washing his face with
water, he became drowsy within two minutes; he responded promptly to the administration of naltrexone [28]. It is not
clear to what extent these effects were a result of carfentanil exposure. Although facial contact with liquid or powder
opioids is unlikely, OSHA rated splash protection would be sufficient to prevent mucous membrane exposure.
Naloxone
Naloxone, a mu-opioid receptor antagonist, administered by parenteral, or intranasal routes, reverses opioid-related
respiratory depression. The effective dose of naloxone depends on the patient’s weight, amount of opioid to be
reversed, and relative binding affinities at the mu receptor [8, 29]. There is scant information on human and animal
naloxone reversal of fentanyl analogs. Despite anecdotal reports that higher-than-usual doses may be necessary
[30], animal data suggest that standard doses of naloxone should be sufficient to reverse carfentanil [31]. While a
detailed discussion of dosing and administration of naloxone is beyond the scope of this guideline, if a patient does
not respond to 10 mg of naloxone, it is unlikely additional naloxone will be of value [29]. For patients who are
hypoventilating and unresponsive to initial doses of naloxone, promptly assisting ventilation and oxygenation are
recommended.
Recommendations
The American College of Medical Toxicology and American Academy of Clinical Toxicology recognize the challenges
in issuing recommendations where available data are incomplete. We believe that recommendations should be
protective of emergency responders, but not result in unnecessary delays in care to patients with time-sensitive
conditions. We also recognize that PPE can interfere with task performance by emergency responders and law
enforcement officials. Due to the limited available data, the following recommendations primarily represent consensus
expert opinion.
The position of ACMT and AACT, is as follows:
General Precautions and Management of Exposure
● Workers who may encounter fentanyl or fentanyl analogs should be trained to recognize the symptoms and
objective signs of opioid intoxication, have naloxone readily available, and be trained to administer naloxone.
● For opioid toxicity to occur the drug must enter the blood and brain from the environment. Toxicity cannot
occur from simply being in proximity to the drug.

●

Toxicity may occur in canines utilized to detect drug. The risks are not equivalent to those in humans given
the distinct contact that dogs, and not humans, have with the local environment.

Dermal precautions
● For routine handling of these drugs, nitrile gloves provide sufficient protection.
● In situations where an enclosed space is heavily contaminated with a potential highly potent opioid, water
resistant coveralls should be worn.
● Incidental dermal exposures should immediately be washed with copious amounts of water. Alcohol based
hand sanitizers should not be used for decontamination as they do not wash opioids off the skin and may
increase dermal drug absorption.
Respiratory precautions
● In the unusual circumstance of significant airborne suspension of powdered opioids, a properly fitted N95
respirator or P100 mask is likely to provide reasonable respiratory protection.
Mucous Membrane/Splash Exposure
● OSHA-approved protection for eyes and face should be used during tasks where there exists possibility of
splash to the face.
Naloxone Administration and Airway Management
● Naloxone should be administered to those with objective signs of hypoventilation from opioid intoxication.
● If hypoventilation persists following initial naloxone dose and personnel with advanced airway training are
not available, repeat naloxone until reversal is seen or 10 mg is administered.
● Personnel with advanced airway training should provide airway support for patients who are in extremis or
those who do not improve with naloxone.
Long-term Sequelae of Exposure
● In the absence of prolonged hypoxia, no persistent effects are expected following fentanyl or fentanyl analog
exposures. Those with small subclinical exposures and those who awaken normally following naloxone
administration will not experience long-term effects.
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Memorandum
To:

Board of Directors
Council Officers

From: Jeffrey Goodloe, MD, FACEP
Chair, EMS Committee
Debra Perina, MD, FACEP
Board Liaison
Date: October 15 2017
Subj: The Clinical Practice of Emergency Medical Services Medicine
Recommendation
That the Board of Directors approve the new policy statement “The Clinical Practice of
Emergency Medical Services Medicine” (Attachment A) and rescind five existing policy
statements that are being superseded by this new comprehensive policy statement.
Background
The EMS Committee was assigned an objective in 2016-17 to “perform a comprehensive
review of ACEP policies, resource papers, and educational resources that are applicable to
EMS with a goal to reduce unintended conflicting information, redundancy, and to
streamline these resources for increased usability.” The workgroup reviewed several
policies that address the clinical practice of EMS medicine to determine if they could be
combined. The EMS Committee recommends approval of the new policy statement to
replace these existing policies:
•
•
•
•
•

Discontinuing Resuscitation in the Out-of-Hospital Setting (Attachment B)
Early Defibrillation Programs (Attachment C)
Out-of-Hospital 12-Lead ECG (Attachment D)
Out-of-Hospital Severe Hemorrhage Control (Attachment E)
Out-of-Hospital Use of Analgesia and Sedation (Attachment F)

The Board approved sunsetting the policy statement “Implementation of EMS
Interventions” in June 2017, which has also been incorporated into this new policy
statement.
The EMS Committee believes this new policy will provide the needed guidance on clinical
issues that are based on evidence-based decisions and will replace the need for individual
polices addressing specific topics.
Prior Board Action
October 2015, approved the revised policy statement “Discontinuing Resuscitation in the
Out-of-Hospital Setting;” revised and approved June 2008; reaffirmed October 2002;

The Clinical Practice of EMS Medicine
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June 2015, approved the policy statement “Out-of-Hospital Use of Analgesia and
Sedation.”
June 2014, approved the policy statement “Out-of-Hospital Severe Hemorrhage Control.”
June 2013, approved the revised policy statement “Early Defibrillation Programs;”
reaffirmed October 2006; revised and approved June 1999; originally approved October
1998.
June 2013, approved the revised policy statement “Out-of-Hospital 12-Lead ECG;”
reaffirmed October 2006; originally approved June 1999.
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Attachment A
The Clinical Practice of Emergency Medical Services Medicine
Draft, October 2017
This policy statement replaces the following policies previously approved by the ACEP Board of Directors:
Discontinuing Resuscitation in the Out-of-Hospital Setting
Early Defibrillation Programs
Implementation of EMS Interventions
Out-of-Hospital 12-Lead ECG
Out-of-Hospital Severe Hemorrhage Control
Out-of-Hospital Use of Analgesia and Sedation
1

The American College of Emergency Physicians (ACEP) considers Emergency Medical Services (EMS) a practice of

2

medicine, reaffirms its commitment to evidence-based decisions in practices of medicine, and supports the following

3

principles:

4
5

•

Clinical standards of care (including treatments that can be provided by laypersons prior to EMS arrival)

6

developed, established, and promulgated by EMS physician medical directors should be based upon peer-

7

reviewed, published, evidence-based treatments and outcomes. Where such supported treatments and

8

outcomes do not exist, expert consensus statements should substantially form the basis for clinical standards

9

of care.

10
11

•

Clinically-related research initiatives involving EMS systems and providers should be encouraged and
supported, with careful adherence to the ethical and legal principles of human subjects protection.

Memorandum
To:

Board of Directors
Council Officers

From: Jeffrey Goodloe, MD, FACEP
Chair, EMS Committee
Debra G. Perina, MD, FACEP
Board Liaison
Date: October 15, 2017
Subj: The Role of the Physician Medical Director in EMS Leadership
Recommendation
That the Board of Directors approve the new policy statement “The Role of the Physician
Medical Director in Emergency Medical Services Leadership” (Attachment A) and rescind
four existing policy statements (and one corresponding PREP) that are being superseded by
this new comprehensive policy statement.
Background
The EMS Committee was assigned an objective to “perform a comprehensive review of
ACEP policies, resource papers, and educational resources that are applicable to EMS with
a goal to reduce unintended conflicting information, redundancy, and to streamline these
resources for increased usability.” The workgroup reviewed several policies that address
the medical direction and leadership of EMS to determine if they could be combined. The
EMS Committee recommends approval of the new policy statement to replace these
existing policies:
•
•
•
•

Medical Direction for Staffing of Ambulances (Attachment B)
Medical Direction of Emergency Medical Services (Attachment C) and the
corresponding PREP (Attachment D)
Physician Medical Direction of Emergency Medical Services Dispatch Programs
(Attachment E)
Professional Liability Insurance for EMS Medical Control Activities (Attachment
F)

The Board approved sunsetting the policy statement “Leadership in Emergency Medical
Services: in June 2017, which has also been incorporated into this new policy statement.
The EMS Committee believes this new policy will provide the needed guidance regarding
the broad practice of EMS medical direction and related leadership roles and will replace
the need for individual polices addressing specific topics.

The Role of the Physician Medical Director in EMS Leadership
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Prior Board Action
June 2017, approved the revised policy statement “Physician Medical Direction of
Emergency Medical Services Dispatch Programs;” reaffirmed June 2010; revised and
approved September 2003; originally approved October 1998.
October 2015, approved the revised policy statement “Professional Liability Insurance for
EMS Medical Control Activities;” reaffirmed October 2008, revised and approved June
1999 with the title “Professional Liability Insurance for EMS Medical Control Activities;”
originally approved September 1985 with the title “Insurance for Medical Control
Activities.”
April 2012, approved the revised policy statement “Medical Direction for Staffing of
Ambulances;” reaffirmed September 2005; originally approved March 1999.
April 2012, reaffirmed the policy statement “Medical Direction of Emergency Medical
Services;” revised and approved April 2005; reaffirmed October 2001; revised and
approved September 1997 with the revised title “Medical Direction of EMS;” revised and
approved October 1992 titled “Medical Direction of Prehospital Emergency Medical
Services;”; revised and approved November 1987; originally approved April 1984 with the
title “Medical Control of Prehospital Emergency Medical ‘Services.”
April 2005, reviewed the PREP “Medical Direction of Emergency Medical Services.”
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Attachment A
The Role of the Physician Medical Director in Emergency Medical Services Leadership
Draft, October 2017
This policy statement replaces the following policies previously approved by the ACEP Board of Directors:
Leadership in Emergency Medical Services
Medical Direction for Staffing of Ambulances
Medical Direction of Emergency Medical Services
Physician Medical Direction of Emergency Medical Services Dispatch Programs
Professional Liability Insurance for EMS Medical Control Activities
1

The American College of Emergency Physicians (ACEP) considers Emergency Medical Services (EMS) a practice of

2

medicine requiring physician oversight, reaffirms its commitment to physician medical director leadership in EMS,

3

and supports the following principles:

4
5

•

EMS physician medical directors should be intricately familiar and conversant with all relevant aspects of

6

affiliated EMS systems that relate to patient safety and outcomes. A physician who is board certified in EMS

7

medicine is best prepared to lead an EMS system in the role of physician medical director.

8
9

•

10

EMS physician medical directors should actively direct and lead the clinical performance in an EMS system,
serving with recognized ultimate clinical authority.

11
12

•

13

EMS physician medical directors should actively guide and direct EMS system design that is based on
evidence-supported clinical practices and outcomes.

14
15

•

EMS physician medical directors should actively direct and oversee the operation of EMS systems

16

communications, establishing or modifying dispatch training, protocols, and credentialing programs that serve

17

in determining initial and ongoing dispatch privileges for communications specialists. Emergency

18

communications comprise an integral component of patient care and therefore are clinical functions.

19
20

•

EMS physician medical directors should actively direct and oversee credentialing programs that serve in

21

determining initial and ongoing clinical privileges for individual providers in an EMS system. The EMS

22

physician medical director must have authority to immediately withdraw clinical privileges as part of a due

23

process structure if an EMS professional poses potential imminent threat to patient safety and welfare.

24
25

•

EMS physician medical directors should actively direct and oversee continuous quality improvement

26

programs based on evidence-supported practices and outcomes, so as to critically appraise and advance the

27

quality of clinical performance in an EMS system.

28
29
30

•

EMS physician medical directors should actively participate and advocate in development of engaging,
evidence-supported education for EMS providers, including communication specialists.

31

•

32

EMS physician medical directors should actively advise and guide the development of certification and scope
of practice policies affecting EMS providers at local, state, and national levels.

33
34

•

35

EMS physician medical directors should actively monitor and influence issues impacting EMS system
funding, reimbursement, and government regulation.

36
37

•

EMS physician medical directors should actively promote research initiatives involving EMS systems and

38

providers, recognizing that pre-hospital research is an essential element in advancing evidence-based

39

medicine within the practice of EMS medicine.

40
41

•

EMS physician medical director leadership should be an integral part of pre-hospital research; thus, ACEP

42

supports the further development of federal EMS grants that link distribution of funds for any EMS purpose

43

with the end goal of enhancing the quality of care provided by an EMS system.

44
45

•

Roles fulfilled by EMS physician medical directors, including responsibilities, authority, and reporting

46

hierarchies, are to be formally established in writing in contractual agreements between EMS physician

47

medical directors and EMS systems and/or applicable legal parties.

48
49

•

EMS physician medical directors should advocate for the mental and physical welfare of patients and EMS

50

professionals, including supporting patient safety initiatives and EMS systems designs that incorporate

51

appropriate sleep/wake-work cycles and maximum duty hours.

52
53

•

EMS systems have ethical responsibilities to provide EMS physician medical directors with the tangible

54

resources and remuneration commensurate with the responsibilities and authorities fulfilled by EMS

55

physician medical directors.

56
57

•

EMS physician medical directors must have liability protection that covers the spectrum of their

58

responsibilities and authorities. EMS systems have ethical, and in some jurisdictions, legal responsibilities to

59

provide this liability protection to EMS physician medical directors. Medical malpractice policies will

60

typically cover traditional clinical aspects in the practice of EMS medicine, though EMS physician medical

61

directors should always formally verify such coverage with applicable carrier(s). Essential administrative

62

actions of EMS physician medical directors can be subject to claims outside of medical malpractice policies.

63

An insurance policy, often referred to as a Directors and Officers policy (D&O policy), must be enacted for

64

proper protection of EMS physician medical directors if the applicable traditional medical malpractice policy

65

does not specifically cover the range of essential administrative actions.

Memorandum
To:

Board of Directors
Council Officers

From: Stephen J. Wolf, MD, FACEP
Clinical Policies Committee, Co-Chair 2017-2018
Michael D. Brown, MD, MSc, FACEP
Clinical Policies Committee, Co-Chair 2017-2018
Date: October 12, 2017
Subj: Mechanical Ventilation
Recommendation
That the Board of Directors approve the policy statement: “Mechanical Ventilation”
(Attachment B).
Background
The Clinical Policies Committee was assigned an objective to develop a policy statement
on mechanical ventilation. The purpose of this new policy statement is to promote the safe
and effective use of mechanical ventilation in the emergency department.
The policy statement was drafted with input from the ACEP Critical Care Section and was
presented to the Board in June 2017. The Board reviewed the original draft and commented
that the policy statement should be less directive to emergency physicians and more
educational. The Board’s comments were provided to the committee and revisions were
made to address the Board’s concern. Attachment A shows revisions made to the June
draft. Attachment B is the revised draft policy statement.
Prior Board Action
June 2017, reviewed the draft policy statement, “Mechanical Ventilation.”
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Attachment A
Mechanical Ventilation
Draft, October 2017
1

Airway management is a cornerstone of emergency medicine practice and one of the expert skills of the

2

emergency physician. The emergency physician should not only be adept at endotracheal intubation but also

3

familiar with the strategies involved in the initial management of mechanical ventilation.

4

The emergency physician must be adept not only in endotracheal intubation, but also in initial management of

5

mechanical ventilation. Choosing an appropriate ventilator strategy is essential towill ensure the best clinical

6

outcome and avoid complications, such as barotrauma, oxygen toxicity, and ventilator-associated pneumonia.

7

This skill is particularly critical relevant in the setting of crowding, prolonged emergency department (ED)

8

boarding times, and rise in the number of ED-based critical care units. A collaborative team effort that includes

9

nursing and respiratory care is essential to providing optimal care of the ventilated patient.

10
11

The American College of Emergency Physicians (ACEP) is the authoritative body for the establishment of

12

guidelines for rapid sequence intubation and mechanical ventilation in the emergency setting. To promote the safe

13

and effective use of mechanical ventilation in ED patients, ACEP recommends the following:

14
15

•

Emergency physicians should select and/or supervise the ventilator settings after intubation; and to ensure

16

optimal care of the ventilated patient, a collaborative team effort with nursing and respiratory care is

17

critical.

18
19

•

The emergency physician should individualize a mechanical ventilation strategy should be
individualized with consideration of the patient’s underlying disease process.

20
21
22

•

Mechanical ventilation should be delivered using a Consider lung protective strategies may that include

23

y, limiting tidal volume, maintaining lung recruitment, limiting airway pressures, and minimizing oxygen

24

toxicity. Providers may also follow measures of lung of lung compliance, such as plateau pressure or

25

driving pressure, to help reduce incidence of barotrauma and lung injury.

26
27

Providers should follow measures of lung compliance, such as plateau pressure or driving pressure, to

28

help reduce incidence of barotrauma and lung injury.

29
30

•

Continuous quantitative waveform capnography (end tidal carbon dioxide) monitoring is recommended

31

for all patients receiving mechanical ventilation and a post-intubation blood gas measurementd may

32

be obtained to ensure appropriate ventilator settings (eg, respiratory rate, tidal volume, fraction of

33

inspired oxygen [FiO2]).

34

35

•

Patients should be maintained on appropriate doses of analgesia and sedation to maintain comfort while

36

on mechanical ventilation. Emergency physicians should participate in and provide oversight of any

37

sedation protocols impacting ventilated patients in the ED.

38
39

•

40

Unless contraindicated, elevate the head of the bed to at least 30 degrees to prevent ventilator-associated
pneumonia.

41
42

•

As prolonged periods of 100% fraction of inspired oxygen (FiO2) may lead to iatrogenic organ injury,

43

titrate down the FiO2 to maintain appropriate oxygen saturation. As prolonged periods of hyperoxia

44

may lead to iatrogenic injury, titrate down the FiO2 to maintain appropriate oxygen saturation.

45
46
47

•

Patients who remain in the ED after intubation should have a post-intubation blood gas measured to
ensure appropriate ventilator settings (eg, respiratory rate, tidal volume, FiO2).

48
49

Resources

50
51

Brower RG, Matthay MA, Morris A, et al; For the Acute Respiratory Distress Syndrome Network. Ventilation

52

with lower tidal volumes as compared with traditional tidal volumes for acute lung injury and the acute

53

respiratory distress syndrome. N Engl J Med. 2000;342:1301-1308.

54
55

Spiegel R, Mallemat H. Emergency department treatment of the mechanically ventilated patient. Emerg Med

56

Clin N Am. 2016;341:63-75.

57
58

Weingart SD. Managing initial mechanical ventilation in the emergency department. Ann Emerg Med.

59

2016;68:614-617.

Mechanical Ventilation
Proposed Policy Statement

Attachment B

Airway management is a cornerstone of emergency medicine practice and one of the expert skills of the
emergency physician. The emergency physician should not only be adept at endotracheal intubation but also
familiar with the strategies involved in the initial management of mechanical ventilation. Choosing an appropriate
ventilator strategy will ensure the best clinical outcome and avoid complications, such as barotrauma, oxygen
toxicity, and ventilator-associated pneumonia. This is particularly relevant in the setting of crowding, prolonged
emergency department (ED) boarding times, and rise in the number of ED-based critical care units. A
collaborative team effort that includes nursing and respiratory care is essential to providing optimal care of the
ventilated patient.
The American College of Emergency Physicians (ACEP) is the authoritative body for the establishment of
guidelines for rapid sequence intubation and mechanical ventilation in the emergency setting. To promote the safe
and effective use of mechanical ventilation in ED patients, ACEP recommends the following:
•

The mechanical ventilation strategy should be individualized with consideration of the patient’s
underlying disease process. Consider lung protective strategies that include limiting tidal volume,
maintaining lung recruitment, limiting airway pressures, and minimizing oxygen toxicity. Providers may
also follow measures of lung compliance, such as plateau pressure or driving pressure, to help reduce
incidence of barotrauma and lung injury.

•

Continuous quantitative waveform capnography (end tidal carbon dioxide) monitoring is recommended
and a post-intubation blood gas measurement may be obtained to ensure appropriate ventilator settings
(eg, respiratory rate, tidal volume, fraction of inspired oxygen [FiO2]).

•

Patients should be maintained on appropriate doses of analgesia and sedation to maintain comfort while
on mechanical ventilation.

•

Unless contraindicated, elevate the head of the bed to at least 30 degrees to prevent ventilator-associated
pneumonia.

•

As prolonged periods of hyperoxia may lead to iatrogenic injury, titrate down the FiO2 to maintain
appropriate oxygen saturation.

Resources
Brower RG, Matthay MA, Morris A, et al; For the Acute Respiratory Distress Syndrome Network. Ventilation
with lower tidal volumes as compared with traditional tidal volumes for acute lung injury and the acute
respiratory distress syndrome. N Engl J Med. 2000;342:1301-1308.
Spiegel R, Mallemat H. Emergency department treatment of the mechanically ventilated patient. Emerg Med
Clin N Am. 2016;341:63-75.
Weingart SD. Managing initial mechanical ventilation in the emergency department. Ann Emerg Med.
2016;68:614-617.

Memorandum
To:

Board of Directors
Council Officers

From: Stephen Epstein, MD, FACEP
Chair, Clinical Emergency Data Registry Committee
James Augustine, MD, FACEP
Board Liaison, Clinical Emergency Data Registry Committee
Date: October 18, 2017
Subj: CEDR Quality Measures Policy Statement
Recommendation
That the Board of Directors approve the policy statement “Clinical Emergency Data
Registry Quality Measures” (Attachment A).
Background
The Clinical Emergency Data Registry Committee (CEDR.) was assigned an objective for
the 2017-2018 committee year to “draft a policy for use of quality measures in tracking and
reporting ED physician performance with the goal to protect the autonomy and define the
authority of ED providers”
Hospitals, insurance companies, and other stakeholders may have motives for CEDR
participation that do not align with ACEP’s stated principles for its use. In other words,
there is a potential for hospitals to use CEDR inappropriately, for example, by selectively
choosing or reformatting data to suit their purposes or in attempts to disparage ED groups
or individual physicians.
Members of the CEDR Committee with members of the Quality & Patient Safety
Committee (QPSC), drafted the policy statement and there was significant discussion about
specific elements and language to be included.
Prior Board Action
None
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Attachment A
Clinical Emergency Data Registry Quality Measures
Proposed Policy Statement, October 2017
1

1. ACEP is sensitive to the needs of its members and continues to safeguard member interests.

2

2. Emergency Department physicians and practice groups should continue to be the primary

3

customers of the Clinical Emergency Data Registry (CEDR). However, other business

4

relationships with hospitals have many benefits.

5

3. The decision as to who bears the cost of CEDR participation (i.e., ED group, hospital, or shared),

6

is at the discretion of the parties involved. However, use of CEDR data must be delineated in the

7

contract. For example, if only the ED group is contracted with CEDR, the hospital must not be

8

allowed to use the data for its own purposes without also participating in CEDR.

9
10
11
12

4. ED Practice Group Autonomy:
a. CEDR data should be used strictly in good faith to support collaboration and the highest
quality patient-centric care.
b. Quality measure selection and CMS ED physician practice reporting must be controlled

13

directly by the respective ED group or, in the case of hospital employed physicians, with

14

physician input and mutual agreement.

15

c. Hospitals that jointly (with ED group) or independently participate in CEDR may use the data

16

for insight into quality metrics, performance, and other reasonable purposes, such as process

17

improvement activities. However, CEDR data must not be used by hospitals to disparage,

18

penalize, or terminate individual physicians or groups or be used to influence contract

19

negotiations with ED groups.

Memorandum
To:

Board of Directors
Council Officers

From: Stephen K. Epstein, MD, MPP, FACEP
Chair, AMA Section Council on Emergency Medicine
Date: October 12, 2017
Subj: Resolution 11(16) CMS Recognition of Independently Licensed Freestanding
Emergency Centers
Recommendation
That the Board of Directors take no further action at this time on Resolution 11(16) CMS
Recognition of Independently Licensed Freestanding Emergency Centers.
Background
The 2016 Council and the Board of Directors adopted Resolution 11(16) CMS Recognition
of Independently Licensed Freestanding Emergency Centers:
RESOLVED, That ACEP lobby to MedPAC and CMS that all licensed
emergency centers, regardless of being hospital based or independent, be subject
to the same regulations and payment for the technical component of care
provided; and be it further
RESOLVED, That ACEP suggest the AMA lobby MedPAC and CMS
that all licensed emergency centers, regardless of being hospital based or
independent, be subject to the same regulations and payment for the technical
component of care provided.
The first resolved was assigned to Public Affairs staff to include in advocacy and
regulatory initiatives. ACEP staff discussed this issue with MedPAC’s Executive Director,
Mark Miller, as well as with the director of CMS’ outpatient payment program Marc
Hartstein. Both individuals restated the methods CMS uses to collect cost data as the basis
for adjusting Medicare reimbursements. This same approach was used several years ago,
which resulted in Type A and Type B emergency department designations based on 24/7
emergency department versus less than 24/7 availability for reductions in the “technical”
(facility payments in the Outpatient Prospective Payment System) for Type B facilities.
The second resolved was assigned to the AMA Section Council on Emergency Medicine.
In considering a resolution for possible submission to the House of Delegates at the AMA
Annual Meeting in June 2017, it was believed that the best chance of success would be to
try to amend existing AMA policy, which supports similar payment parity for ambulatory
surgical centers and hospital outpatient departments. However, members of the Section
Council raised significant concerns, not only about that particular approach, but also about
pursuing the course of action directed in Resolution 11(16). Those issues include:

Resolution 11(16) CMS Recognition of Independently Licensed FECs
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•

•
•
•

The chances of success are remote and the political capital required would be relatively
high to bring such a resolution forward. The resolution is a strictly financial issue for
the benefit of a subset of emergency providers. Section Council members expressed
concern that such parochial efforts that have no real impact on patient care are not
likely to be received favorably by the House of Delegates.
Aligning ED services with hospital outpatient departments and ambulatory surgical
centers is ill advised since both of those sites of services have been targeted by
MedPAC for payment reductions.
Demanding parity in payment between freestanding and hospital-based EDs may result
in reduction of hospital-based EDs rather than increases for freestanding EDs.
Although MedPAC is targeting facility rather than professional service reductions,
there is a possibility a CMS review could include both professional and facility
payments, putting more than 80% of ED payments at risk for reduction.

Based on these serious concerns, the Section Council recommends that ACEP take no
further action on Resolution 11(16) at this time. The Section Council believes that further
review of this issue by the Board of Directors in consultation with staff experts in
reimbursement is warranted prior to any further action by the Section Council.

Memorandum
To:

Board of Directors
Council Officers

From: Jeff Bettinger, MD, FACEP
APM Task Force Co-Chair
Randy Pilgrim, MD, FACEP
APM Task Force Co-Chair
Date: October 11, 2017
Subj: APM Task Force Update

The Alternative Payment Methodology (APM) Task Force was commissioned in the
summer of 2015 at the direction of the ACEP President with the goal of developing
emergency physician-directed advanced APMs for emergency medicine (EM) as provided
for under MACRA.
Currently, the task force is developing two APMs. The first is the Acute Unscheduled Care
Model (AUCM), which is a combination of the first and second APM models originally
considered by the task force. The AUCM model provides for additional resources and
incentives to discharge patients when appropriate, by facilitating enhanced post-ED
discharge care coordination. The AUCM is designed to ensure that emergency physicians
who make decisions regarding hospital-versus-outpatient care have the necessary tools to
support the decision, and are financially rewarded for taking on the risk associated with
effective dispositions Downside risk is also incorporated, which allows the AUCM to meet
standards required by CMS for an advanced model. The AUCM was submitted to PTAC
on October 9, 2017 for review and comment prior to submission to the CMS CMMI
process.
The second model, Alternative Acute Care Model (AACM) is based on the third model
originally considered by the task force. It is based upon the direction or provision of care
by an emergency physician for evaluation, diagnosis, and treatment of acute illness or
injury for patients within a defined population on a 24/7/365 basis. This model is initially
focused on patients who reside in a skilled nursing facility (SNF). Those patients require
rapid assessment and coordination of care when they develop an acute illness or injury.
The workgroup believes that significant savings can be realized with appropriate treatment
in the SNF, rather than transportation and ED care for numerous common conditions. The
model is designed to repurpose current expenditures to reimburse EPs for this work and
still generate overall savings. Currently we are working with our consultants MPA on
analysis to refine the ACCM proposal.
These three attachments will summarize the progress to date:
Attachment A Talking Points for the AUCM and ACCM Models
Attachment B Timeline for the AUCM Model
Attachment C Timeline for the ACCM Model

Attachment A

Talking Points: Acute Unscheduled Care Model (AUCM)
American College of Emergency Physicians Alternative Payment Models (APM) Task Force

Background
MACRA substantially changed how CMS pays physicians either through participation in Advanced Alternative
Payment Models (AAPMs) or the fee-for-service based Merit-Based Incentive Payment System (MIPS). The
legislation included language to allow organizations to develop and submit potential Physician Focused Payment
Models (PFPMs) to an advisory group. The panel is empowered to review the model based upon twelve criteria
(Appendix A) and to forward a recommendation to CMS to test or to implement the model.
The ACEP Acute Unscheduled Care Model (AUCM) was developed under the direction of the ACEP Alternative
Payment Model Task Force. A second model addressing the care of institutionalized Medicare patients (skilled
nursing and residential long-term care) is currently under development.

Why did ACEP choose to develop a model for emergency medicine participation?
Emergency physicians practice at the interface between inpatient care and outpatient care and as such, have a unique
opportunity to impact outcomes, cost, and the patient experience. Emergency physicians have consistently noted that
there is significant value delivered by the emergency care system - not only because of the quality and type of patient
care delivered, but also because of the role that emergency departments play in the health care system itself. Despite
this, Leavitt Partners explicitly acknowledged that to date, emergency physicians as a provider category have “no
avenues to participate in a Medicare APM” (September 2017 report1, defined by using consensus criteria of the
Department of Health and Human Services’ Healthcare Learning and Action Network).
As a rule, emergency physicians typically have limited engagement with value-based payment mechanisms, and are
usually subject to only pay-for-reporting and pay-for-performance pathways. As such, they are often not optimally
aligned with increasingly important value-based reimbursement systems. Anecdotally, a limited number of
emergency physicians are eligible AAPM participants through the landmark Medicare Shared Savings (ACO)
Program. However, there are broad swathes of the country where there is only limited penetration of Advanced APMqualified ACOs.
Therefore, for those ED providers who do not practice in areas with significant ACO penetration or where barriers to
ACO and other APM penetration exist, the AUCM provides an important opportunity.
__________________________
1

Leavitt Partners. Medicare Alternative Payment Models: Not Every Provider Has a Path Forward. September 2017.

Why focus on acute unscheduled care?
ACEP has undertaken a review of the opportunity for possible cost savings in an emergency medicine-focused
Advanced APM.
An analysis1 of 6.9 million FFS Medicare ED visits in 20142 revealed a significant opportunity to impact quality of
care and reduce expenditures:

Analysis completed by MPA Healthcare Solutions
An initial analysis of over 21 million ED visits by Medicare beneficiaries in 2014 led to a more refined focus on traditional
Medicare fee-for-service (FFS) patients who had not been admitted within 90 days prior to the ED visit. This focus avoids overlap
with other CMS programs (such as the Hospital Readmission Reduction Program), and preserves for a separate analysis those
patients with Medicare-Medicaid dual-eligible status who may have different risk levels.
1
2

•

35.8% of the ED visits resulted in admission, 7.3% in observation stays, and 54.7% of beneficiaries were
discharged to home.

•

Aggregate post-discharge event rates (potential performance metrics) were 8.8% at 7 days post ED visit, and
19.9% of 30 days post ED visit.

•

Of those discharged home without post-discharge events, as many as 45% in some clinical categories
received no other Medicare services within 7 days of discharge. At 30 days, this remained as high as 17% for
some categories of discharge diagnoses.

Analysis of the 6,246,743 ED visits for conditions with a historical admissions rate of less than 90% found they
represent $20.8 billion dollars in inpatient costs. A 3% reduction in the admission rate for four high-volume
diagnoses (abdominal pain, syncope, chest pain, and altered mental status) would lead to approximately $315 million
dollars in savings.

What is the proposed model?
The proposed PFPM seeks to enable ED physicians to improve the quality and cost effectiveness of acute,
unscheduled care of Medicare beneficiaries. The AUCM will enable CMS to effectively engage emergency physicians
to avoid an initial admission while ensuring safe discharge of Medicare beneficiaries to a home environment, to
foster effective care coordination to reduce adverse post-ED patient safety events, while ensuring overall cost
savings.
Figure 1. Overview of the AUCM physician-focused payment model

Table 1. Specifications of the AUCM
Model Parameter
Population

Post discharge Events

Specifications
Medicare FFS beneficiaries who were not admitted for an acute care stay
within 90 days prior to the ED visit excluding Medicare beneficiaries in
hospice. (Dual eligible beneficiaries will be rolled into the AUCM in year
two.)
In the 7 (30) days following discharge home:
• Return ED visit
2

Model Parameter

Patient Safety Metrics

Cost Metrics
Included Visits

Waivers and Incentives
Potential Exclusions

Specifications
• Observation stay
• Inpatient admission
• Death
Repeat ED visit, inpatient or observation stay within 7 days for:
• Injuries
• Adverse drug reaction
• Post-ED procedure complications
Avoided admissions and post discharge costs at 7 (30) days
All live ED discharges where the first-listed ED diagnosis does not result in
admission over 90% of the time.
• Program Limited Test Years (One-Two): A select group of
episodes for a basket of targeted symptoms or diagnoses
• Program Implementation Years (Three): All episodes of acute
unscheduled care rolled into program
Participating ED physicians become eligible to provide telehealth services,
transitional care payments and post discharge visits (non-home health)
Patient transfers, deaths in ED, hospice cases, Medicare beneficiaries with
an inpatient admission 1-90 days prior to the index ED visit.

What types of ED visits have been proposed for inclusion?
ACEP proposes that a limited number of conditions should be included for testing in the first two years. Proposed
conditions are high volume, high cost, symptom-driven diagnoses that were identified as showing marked variation in
risk-adjusted readmission rates. Researchers have found that many symptom-based diagnostic categories are also
associated with an increased risk of death in the thirty days following discharge,4 including those selected for model
testing:
•
•
•
•

Chest pain
Abdominal pain
Syncope
Altered mental status

(6.2% of FFS ED visits in our 2014 data sample),
(4.5% of FFS ED visits),
(2.5% of FFS ED visits), and
(1.2% of FFS ED visits).

What are the performance metrics associated with the model?
The initial metrics are based upon administrative claims and will not require additional reporting infrastructure for ED
groups and hospitals. Post-discharge event rates will be measured at 7 and 30 days.
•
•
•
•

Death
Repeat ED visits with discharge
Observation stays
Inpatient admissions

What does participation mean for individual physicians?
Under MACRA, Qualifying Providers (QPs) who meet a minimum threshold for participating in a CMS-recognized
Advanced APM will be eligible for a lump sum bonus payment equal to 5% of all reimbursement for services
rendered under Medicare Part B. (2019-2024), as well as any potential shared savings derived from the model itself.
QPs are also exempted from the Merit-based Incentive Payment System (MIPS).
CMS requires that qualified providers take more than nominal downside risk in a qualified Advanced APM. In the
ACEP model, this risk would equal 8% of Medicare revenues if the physician does not meet or exceed the target
3

reduction in admissions for the designated population. The portion passed through the individual physician would be
dependent on the practice model where that physician practices.
In the model proposal, an analysis of one year of Medicare FFS ED visits (excluding 90-day prior inpatient stay, and
30-day prior ED visits) identified 77,798 individual NPIs. Average allowed charges per NPI were calculated as
$12,903. Based on this average, an 8% loss would be $1,032. There are a range of billing patterns, by NPI, as seen in
the table below.
Table 2. Range of average annual Part B allowed charges for ED services, by case volume

ED case volume
0-4 cases
5-45 cases
46-142 cases
≥ 431 cases
Mean (n=89 cases)

Average annual Part B
allowed charges
$191
$2,368
$12,116
$36,383
$12,903

Is participation mandatory? Will it be rolled out nationally?
Participation is voluntary. ACEP has recommended that the model be tested regionally and will work with CMS to
determine regions in which a reduction in admission rates is feasible, and where the necessary infrastructure can be
put into place to support care transitions.

How does this benefit members who are faced with risk-based contracts and bundled care
programs?
To date, emergency physicians have felt increasingly uneasy about the potential unintended patient harm that may
occur from the measurement of (and penalties associated with) acute care outcomes. Until now, this pressure has
focused on reducing readmissions. The expansion of ACOs and other global AAPMs will expand this pressure to
discharge Medicare beneficiaries into a healthcare system where timely appropriate testing and follow-up may be a
challenge, instead of admitting them to inpatient or observation services. If the healthcare system is to minimize the
risk of adverse outcomes for these patients, any changes in practice patterns must be accompanied by changes in
payment policy that support care coordination, and reward utilization of tools such as care transition services and
telehealth at this care transition.

How will the model support ED physicians who don’t have the infrastructure in place to
ensure safe care transitions to the home environment?
ACEP has included in the model proposal a request to allow ED physicians to be eligible for specific policy waivers
common to other APMs.

Table 3. Proposed Medicare program policy waivers for AUCM
Telehealth

Emergency physicians will be allowed to provide telehealth services into
the beneficiary’s home or residence and to bill one of the in-home visits
under the same waiver that was put in place in the CJR and other APMs.

Post discharge Home Visit

Licensed clinical staff may provide home visits under the general
supervision of an emergency physician to eligible Medicare beneficiaries.
The providers may bill these services utilizing the same G-codes utilized
in other APMs.
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Transitional Care
Management

Authorize emergency physicians to bill for a transitional care
management code. This could be done utilizing the current CPT codes
(99494 and 99496) or the ED specific Acute Care Transition codes
submitted to the CPT Editorial panel in 2016. (Appendix B)

How do I find out more about the model?
ACEP will be posting information regarding the model as it moves forward.

What will happen next?
The model has been posted to the PTAC website at https://aspe.hhs.gov/proposal-submissions-physician-focusedpayment-model-technical-advisory-committee. ACEP staff will be happy to help you submit comments in support of
the model. We anticipate that it will be discussed at the PTAC meeting in 2018.

Appendix A. Criteria used by Physician Technical Advisory Panel (PTAC) to evaluate
proposed physician-focused payment models (PFPMs)
1. Value over volume: Provide incentives to practitioners to deliver high-quality health care.
2. Flexibility: Provide the flexibility needed for practitioners to deliver high quality healthcare.
3. Quality and Cost: PFPMs are anticipated to improve health care quality at no additional cost, maintain
health care quality while decreasing cost, or both improve health care quality and decrease cost.
4. Payment methodology: Pay APM Entities with a payment methodology designed to achieve the goals of
the PFPM criteria. Addresses in detail through this methodology how Medicare and other payers, if
applicable, pay APM Entities, how the payment methodology differs from current payment
methodologies, and why the Physician-Focused Payment Model cannot be tested under current payment
methodologies.
5. Scope: Aim to either directly address an issue in payment policy that broadens and expands the CMS
APM portfolio or include APM Entities whose opportunities to participate in APMs have been limited.
6. Ability to be evaluated: Have evaluable goals for quality of care, cost, and any other goals of the PFPM.
7. Integration and Care Coordination: Encourage greater integration and care coordination among
practitioners and across settings where multiple practitioners or settings are relevant to delivering care to
the population treated under the PFPM.
8. Patient Choice: Encourage greater attention to the health of the population served while also supporting
the unique needs and preferences of individual patients.
9. Patient Safety: Aim to maintain or improve standards of patient safety.
10. Health Information Technology: Encourage use of health information technology to inform care.
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Attachment A

Summary of Proposal and Data Analysis Needs
ACEP APM Task Force Work Group #3
May 4, 2017
The ACEP APM Task Force Work Group #3 has developed a working construct of a model of care for patients in a
defined population who develop acute illness or sustain an acute injury. This model is based upon the direction of care
by an emergency physician for evaluation, diagnosis, and treatment of acute illness and injury for patients within a
defined population on a 24/7/365 basis. Although there are potentially many “defined populations” that this model
could be applied to, the work group has focused initially on patients who reside in a skilled nursing facility (SNF) as
those patients require rapid assessment and coordination of care when they develop an acute illness or injury based
upon the likelihood of multiple underlying comorbid medical conditions.
The work group believes that a model of care with shared risk between emergency physicians, SNF medical directors,
and SNF operators can be implemented that would provide improved quality of care (including improved patient
experience) while creating a more cost-effective system for delivery of care. By performing an initial analysis of a few
high frequency, but low-acuity conditions, for which SNF patients are often referred to the emergency department for
care, we believe that a significant cost savings can be identified for insurers, while still providing high-quality care
with an improved patient experience. The work group is currently working to develop a proposal for CMS that would
be considered for inclusion under the Advanced Alternative Payment Model (Advanced APM) program under the
Medicare Access and CHIP Reauthorization Act (MACRA) of 2015.
The work group has identified that there are two components to creating a new paradigm of emergency physician
directed care for patients in SNFs with acute illness and injury. The first component of a new system would need to
identify those conditions/presenting chief complaints for which SNF patients are frequently transported to an
Emergency Department and are then subsequently transferred back to the SNF after an Emergency Department
evaluation and minor intervention. For patients who fall into this category, there is an opportunity for an initial
assessment of the patient while at the SNF to determine the most appropriate evaluation and treatment plan. The work
group is currently looking for assistance with identifying the high-frequency/low-acuity conditions based upon the
patient’s initial/presenting chief complaint based upon the assessment of on-site staff at the SNF and the existing
referral patterns of SNF operators and SNF Medical Directors when residents sustain an acute illness or injury. Once
these conditions are identified, the work group would like to establish what the current cost of care is for these
Emergency Department visits. Cost of care would include any facility, professional, and transportation fees associated
with the Emergency Department visit. In addition, the work group would like to identify any existing data regarding
the patient experience for SNF residents evaluated and treated in the Emergency Department with a direct return to
the SNF at the time of completion of care in the Emergency Department.
Following the identification of costs of current care under the work described above, the second component of
developing a new paradigm of care is to establish an estimate of savings that could be realized by CMS (or a private
insurer participating in the Medicare Advantage program) in order for CMS to consider the program to be worth
trialing. By calculating the difference between current expenditures and proposed savings to CMS, the “shared risk”
pool of funds available to develop alternative programs of care delivery would be identified. This funding pool would
then be allocated to the provision of “care in place” in lieu of an Emergency Department visit. The alternative care
programs could include on-site care by physicians, advanced practice providers, or community paramedicine
providers in conjunction with remote care through a telemedicine solution.
The work group believes that there are opportunities to provide high-quality care in a more cost-effective manner for
patients in defined populations, especially SNFs. Through the evaluation of existing costs of care under the current
model in which SNF patients are transported to the Emergency Department for conditions that are frequently
determined to be low-acuity or non-emergent and the development of new models of care that provide for 24/7/365
emergency physician directed evaluation and care of SNF patients for these types of complaints, the work group
hopes to develop a proposal for consideration by CMS as an Advanced APM model for further evaluation and testing.

Attachment A

Opportunity Analysis: Nursing Facility “Acute Care in Place” Physician-Focused Payment Model
Scope of Work for MPA Healthcare Solutions
Background
The American College of Emergency Physicians (ACEP) Alternative Payment Models (APM) Task Force Work
Group #3 has identified for further study the population of nursing facility patients who are transported to the
emergency department (ED), treated, and discharged back to the nursing facility. These patients require rapid
assessment and coordination of care when they develop an acute illness or injury based upon likelihood of multiple
underlying comorbid
medical conditions. The work group believes that an alternative model of “care in place” with shared risk between
emergency physicians, nursing facility medical directors, and facility operators can be implemented that would
provide improved quality of care, improved patient experience, and more cost-effective care.
MPA Healthcare Solutions proposes to undertake the following opportunity analysis to support development of a
proposal for consideration by the Centers for Medicare and Medicaid Services (CMS), via the Physician Focused
Payment Model Technical Advisory Committee (PTAC).
Approach
MPA has extensively studied, built, and is currently supporting hospitals and health plans to launch bundled payment
products and setting risk-adjusted payment models. In order to assist hospitals in defining appropriate ED utilization
and integration into the continuum of care, we have analyzed the cost of an ED episode and its variation in discharge
diagnoses, resource utilization, and discharge disposition across multiple conditions. Most recently, MPA has worked
directly with ACEP to assess the opportunity presented by a hybrid model, the “Acute Unscheduled Care Model”, that
focuses on reducing admissions when appropriate, and providing ED physicians with tools to safely and effectively
manage patients in the 7 (or 30) days following discharge home. MPA will leverage the methods and analytic
database developed during this work to pursue the below research objectives.
Proposal Objectives
MPA will provide descriptive statistics and analyses to support the following objectives of ACEP APM Task Force
Work Group #3:
1. Work with members of the work group to identify those conditions/presenting chief complaints for which
nursing facility patients are frequently transported to an ED and are then subsequently transferred back to the
nursing facility after an ED evaluation with or without minor intervention;
2. Provide analysis that differentiates ED utilization in the skilled nursing facility (SNF)
3. stay population vs. those in a long-term care (LTC) nursing facility stay;
4. Establish cost of care associated with EMS services for these ED visits;
5. Establish the total cost of care for these ED visits (including facility, professional, and related transportation
fees); and
6. Recommend metrics to assess clinical outcomes and potential cost savings for CMS review.
Patient Population and Data Sources
MPA will conduct a retrospective analysis of claims data for Medicare beneficiaries who received ED services in
2014. MPA will access the following data files through the CMS Virtual Research Data Center (MPA has VRDC
Innovator status with CMS):

•
•

Master Beneficiary Summary File,
Inpatient Research Identifiable Files (RIF),

•
•
•
•

Outpatient RIF,
Carrier/Part B RIF,
Skilled Nursing Facility RIF,
Minimum Data Set (MDS) Assessments File, and

Publicly available files including the National Provider Identifier and the Provider of Services
files will also be utilized.
Medicare Care in Place Construct
The Care in Place Physician Focused Payment Model (PFPM) episode is a sequence of events initiated by a
qualifying index visit by a nursing home patient to an ED, in which an eligible professional orders, provides or
significantly influences cost and quality. The physician and payer define the period of responsibility for which the
physician is accountable for driving effective and efficient care

Figure 1. Model for the “Acute Care in Place” Alternative Payment Model

MPA has developed an analytic database of 21.9 million ED visits by Medicare fee-for-service (FFS) and MedicareMedicaid dual eligible beneficiaries. This dataset was developed using established research methodologies.i,ii The

data will be segmented to enable the discrimination of SNF stays from LTC stays. Part A and B claims will
be utilized to calculate cost of care for nursing facility patients visiting the ED and discharged back to the
nursing facility.

Venkatesh AK, Mei H, Kocher K, et al. Identification of Emergency Department Visits in Medicare Administrative Claims:
Approaches and Implications. Acad Emerg Med. 2016 Nov 19. doi: 10.1111/acem.13140. [Epub ahead of print]
i

ii

Research Data Assistance Center (ResDAC). How to Identify Hospital Claims for Emergency Room Visits in the
Medicare Claims Data. July 30, 2015. https://www.resdac.org/resconnect/articles/144
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A

B
Task

1
2

1

C
due date

initial analysis of potential data sources ‐ august 2016 document

completed

4

Confirm current view of data elements

completed

2

completed

7

Review by work group chairs

completed

8

Finalize and Issue RFP

completed

9

RFP responses from vendors‐ expedited process

completed

10

Discussion with APM TF Chairs regarding responses

completed

11

Discussion with Task Force Work group Chairs re recommendation

completed

12

Final vendor recommedation

completed

13

Board technical and budget review

completed

Award contract

completed

14
15

3

1sr weekly call with Awaradee

completed

17

Phase I check‐in (preliminary analysis)

completed

18

Phase II check‐in (interim analysis)

completed

19

ACEP Reimbursement Leader Review

completed

20

Phase II check in ‐ updated analysis

completed

21

Phase III check‐in (final analysis)

completed

22

Develop PTAC framework

completed

23

Call with CMS to get general feedback

completed

24

Review and comment by workgroup members on MPA draft

completed

25

call with Dr. Jacquis

completed

26

Complete PTAC Review and Recommendation

completed

27

Outreach with AHA

completed

28

Follow up call with CMS

completed

29

Outreach with EDPMA

completed

Outreach with Quality Committee

ACEP mtg.

31
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x
x

x
x

x
x

x
x
x
x
x
x
x
x
x

x
x
x
x
x
x
x
x
x

x
x
x
x
x
x
x

CF
CF
CF
HPA
HPA

x

HPA

x
x
x
x
x
x

x
x
x
x
x
x

x
x
x
x
x
x

CF/HPA
MPA
MPA

x
x

x
x

x
x

HPA

Produce final PTAC submission

16

30

x
x

Select modeling vendor via RFP
Update current draft

6

H

Securing Data and Modeling Resources

3
5

D
E
F
G
Co‐Chairs ACEP ACUM group Consultants

MPA
MPA
MPA
CF
chairs
MPA

x
x

x
x
x

x

CF

x

MPA

see 6/21/17 MPA summary
see 6/21/17 MPA summary

call was 7/17/17 with CMMI
call was 8/8/17
Sue will also provide talking points for external outreach
David will share overview and alert them to submission
scheduled for November 3 12:30‐1:00
David
David & Sue reach out for them to attend meeting

Review and approval of Final PTAC submission

32

Letter of Intent to PTAC

completed

33

Submit model for Task Force workgroup approval

completed

34

Approval by ACEP reimbursement committee

completed

35

Appproval of PTAC submission by task force chairs

completed

36

ACEP Board aproval of PTAC submission

completed

37

Submission to PTAC

completed

38

outside agencies ‐ talking points and outreach

10/20/2017

39

PTAC Review and Recommendation

2/15/2018

40

Approval by Board for HHS submission

2/20/2018

41

submission to HHS

2/18/2018

42

HHS Decision

3/25/2018

43

Physicans paid under APM model

FY 2019

dated 9/7/17
x
x
x
x
x

x
x
x
x

x

x
x
x

x
x

x
x

based on changes made by MPA from 9/11/17 call

x

based on changes above
based on changes above

Laura, Randy and Sue and Jeff ‐ talking points completed
PTAC recommendation not binding
goal is for decision at first board meeting in 2018
should coincide with CMS schedule for CMMI awards.

A

B
Task

1
2

1

C
due date

D
E
Co‐Chairs ACEP

F
Tony

G
Consultants Comments

Phase I ‐ Approvals to begin project

3

Conversation with CMMI re general interest

completed

4

Identified SNF as industry partner

completed

5

Schedule call with MPA

completed

6

Proposal from MPA based on 8/15/call

completed

7

Budget approval from ACEP

completed

MPA
x

8
PTAC Submission

9
10

initial data produced by MPA

11

Call to discuss initial data

12

Final analysis

13
14

call to discuss
PTAC DRAFT

15

Review and comment by workgroup members on MPA draft

16

Complete PTAC submission

17

Reach out to external parties if needed

10/19/2017
10/20/2017
11/10/2017
11/13/2017
12/8/2017
12/10/2017
12/22/2017
12/27/2017

18
19
20

4

Review and approval of FINAL PTAC submission
review by ACEP reimbursement committee

21

Review and Appproval of PTAC submission by task force members

22

Review and Approval of PTAC submission by ACEP Board

23

Letter of Intent to PTAC

24

Submission to PTAC

25

PTAC Review and Recommendation

26

Approval by Board for HHS submission

27

submission to HHS

28

HHS Decision

29

Physicans paid under APM model

12/10/2017
12/15/2017
12/15/2017
12/8/2017
1/10/2018
3/10/2018
3/15/2018
3/25/2018
4/25/2018
FY 2020

x

x

x

MPA
x

H

Memorandum
To:

Board of Directors
Council Officers

From: Robert Heard, MBA, CAE
Associate Executive Director, Education and Membership
Michele Byers, CAE, CMP
Senior Director, Membership and Management Services
Lori Vega
Director, Strategic Partnerships
Date: October 12, 2017
Sub:

Guiding Principles for Interactions with External Entities

Recommendation
That the Board of Directors approve the revised “Guiding Principles for Interactions with
External Entities” (Attachment B).
Background
In January 2016, the Board of Directors approved the revised “Guiding Principles for
Interactions with External Entities” (Attachment A), which were previously known as the
“Endorsement and Corporate Relationships Guidelines.”
The document was revisited by the Board during the April 17, 2017, meeting. Based on the
discussion, staff was asked to update the “Guiding Principles” document to better define
the process when reviewing approval of products and services.
ACEP licenses use of its trademark in regular business agreements that do not include
endorsement. Further clarification around this practice has been incorporated to help
delineate that endorsement is different.
Staff recommends that, in an endorsement situation, the product or service being endorsed
must use the ACEP logo plus the term “Endorsed by the American College of Emergency
Physicians.”
Attachment B includes the new proposed guidelines. The tracked changes became so
cumbersome, the document was illegible. We have accepted the appropriate edits, and the
attachment provided is a clean version of all edits. Attachment B1 is a flow chart to
provide a quick glance of approval authority and next steps. Additionally, the following
changes were made:
•

Revised the Definition Section to place the entries in alpha order and to define and
expand the different types of relationships referenced throughout the document.

Guiding Principles for Interactions with External Entities
Page 2
•
•
•
•
•
•

Expanded language to further define Section I., Endorsement, definition and process.
Revised Section I. A.3 and A.4 to add further clarification around use of the ACEP
logo.
Added Section II, Product or Service Acknowledgment.
Revised Section VII, Affinity Relationships, to define the review and approval process.
Revised Section IX, Exhibiting Policies to add new language to clarify that goods or
services to be exhibited will not be permitted if they, to the knowledge of ACEP staff,
are contrary to Board-approved ACEP policies.
Added a flowchart for a quick glance on approval process and next steps.

Attachment C is ACEP’s Advertising Policy and Attachment D is Exhibits Rules and
Regulations.
Staff believes that the proposed policy does not allow for consideration of endorsement of
any device or product used on a patient (e.g., ultrasound, IO device, or drug) and that is
consistent with the Board’s intent. If the Board wants to consider endorsement of devices
or products used on patients, the “Guiding Principles” will need further revision.
Fiscal Impact
Budgeted staff resources to implement the revised policy.

Attachment A

GUIDING PRINCIPLES FOR INTERACTIONS WITH EXTERNAL ENTITIES
A primary goal of the American College of Emergency Physicians (ACEP) is to provide continuing medical education
(CME) to enhance the emergency medicine physician’s ability to furnish the highest possible quality of care for
patients. Therefore, relationships with other organizations must not jeopardize the College’s standing as a respected
organization.
POLICY
The American College of Emergency Physicians (ACEP is frequently approached to collaborate with other
organizations (hereinafter referred to as “Entity”) related to meetings, products and/or services, initiatives, course
offerings, events, or public education programs. ACEP may solicit or accept financial or other support from both forprofit and non-profit organizations in order to develop and/or improve activities and programs that are consistent with
the College’s mission. All arrangements for financial or other support must fall within the guidelines of this policy
statement or be reviewed by the ACEP Board President.
To guide these relationships, promote consistency and fairness, and preserve its credibility and reputation, ACEP sets
forth the following guidelines:
DEFINITIONS
The College may enter into different types of relationships or arrangements with other organizations as defined below:
Endorsement: The College may endorse a domestic educational conference developed and/or promoted by an
entity other than the College. Endorsement may include approval by the College or the loan of the College mark
or name to a program or service developed by another organization. Endorsements must be approved by the
ACEP Board, in writing.
Support: A financial payment or in-kind donation to the College to support a College product or service with
appropriate recognition for the donor.
Joint Providership: A joint effort in which both (or all) organizations or institutions are integrally involved in
planning and developing a College program.
Joint Providership for accredited CME: The ACCME accredits the College to provide AMA PRA Category 1
CreditTM to physicians.
Endemic Supporter: Corporations with products or services that emergency physicians use in order to care for
patients, including but not limited to pharmaceutical companies, medical device manufacturers, and
biotechnology companies.
Non-Endemic Supporter: The College will pursue relationships with non-endemic entities (products or services
outside of emergency medicine) in order to further its initiatives, and achieve its financial objectives. Nonendemic entities’ products or services are not directly used to treat patients. These entities may include areas such
as bicycle helmet manufacturers, airbag makers, automobile manufacturers, staffing or billing companies.
Advertisers: The College offers product and service advertisements in many of our publications, journals, and
digital media.
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I. REQUEST FOR ENDORSEMENT BY ACEP:
A. Educational Conferences
1. The College may endorse a domestic educational conference (hereinafter referred to as “Conference”)
developed and/or promoted by an Entity other than the College.
The president may approve or deny the request for Conference endorsement at her/his discretion or have
the request and a recommendation developed pursuant to I.C.2 below presented to the Board for
determination. The president will, no later than the next Board meeting, inform the Board in writing of all
Conference endorsements that the president approved that have not been reviewed by the Board.
2. The College may also endorse/support international conferences. A copy of the “Guidelines for ACEP
Support of International Meetings” can be found on the ACEP website at: www.acep.org/International
Section
B. Products and Services
1. In rare circumstances, the College may endorse a product or service (hereinafter referred to as “Item”)
developed and/or promoted by an Entity other than the College.
2. Once the Item has been reviewed by the president or the president’s designee(s) pursuant to I.C.2. below,
the conclusions of that review and resulting recommendation(s) will be presented to the Board for its
decision as to the request.
C. Criteria and Process
1. A request for endorsement must be submitted in writing to the president of the College and should clearly
define the benefits to the College and its membership. Failure to document such benefits will result in the
request being returned to the Entity without action.
2. If the president in his/her sole discretion believes that such endorsement may be beneficial, the president
may refer the request to the Board or appropriate individual(s), committee, or section for review and
recommendation.
3. The College may charge a fee for reviewing the request and/or require a royalty arrangement for
endorsing any Conference or Item.
4. Endorsement granted by the president or Board will include an appropriate expiration date when
considering the type of Conference or Item endorsed. Endorsement may be renewed or rescinded by the
president in the case of Section I.A. endorsements at or before the date of original expiration. In the case
of Section I.B. endorsements, endorsement may be renewed or rescinded by the Board at or before the
date of original expiration, subject to the terms of any written agreement to which the College may be a
party.
5. “Endorsed by ACEP” is a statement that may be affixed to a Conference or Item approved for
endorsement and indicates that the endorsed Conference or Item is considered of value to emergency
physicians, their patients, or other individuals as it relates to the field of emergency medicine. This
statement and/or the appearance of the ACEP logo in conjunction with the Conference or Item does not
convey singularity of the Conference or Item or a sense of exclusivity, but merely that the Conference or
Item is considered of merit and benefit to the specialty of emergency medicine or patient care.
6. In the event a Conference or Item is selected for endorsement, the College and Entity must enter into a
signed agreement setting forth the parameters of use of each party’s intellectual property, payment terms
(if any) and other legal obligations of the parties.
7. ACEP has sole authority over use of its name and logo.
8. Review of endorsements and contracts will be forwarded to the Office of the ACEP General Counsel for
final review and written approval.
II. PHYSICIAN ACCREDITED (CME) EDUCATION
A. The American College of Emergency Physicians is accredited by the Accreditation Council for Continuing
Medical Education (ACCME) to provide continuing medical education for physicians.
B. ACEP does accept commercial support in the form of an educational grant relating to continuing medical
education “CME” activities accredited by (ACEP).
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C. Support for all programs and activities accredited by ACEP for AMA PRA Category 1 CreditTM must meet all
ACEP, Accreditation Council for Continuing Medical Education (ACCME), and American Medical
Association (AMA) guidelines including the ACCME Standards for Commercial Support.
III. CORPORATE RELATIONSHIPS
ACEP recognizes it has many positive and beneficial relationships with pharmaceutical companies, medical device
manufacturers, and other industries and entities (hereinafter referred to as “Supporters”) that help further ACEP’s
mission to advance the practice and science of emergency medicine. ACEP will make reasonable efforts to utilize
multiple corporate supporters for its supported items or programs.
A. Guiding Principles for Corporate Relationships
1. ACEP will only enter into relationships that support ACEP’s mission.
2. ACEP will accept financial payments and in-kind support from commercial interests only if such
acceptance is consistent with the principles of medical ethics and acceptable medical practice and will not
pose or give the appearance of a conflict of interest.
3. ACEP will only enter into relationships supporting ACEP’s courses and events subject to compliance
with ACEP, the Accreditation Council for Continuing Medical Education (ACCME) and the American
Medical Association (AMA) guidelines including the ACCME Standards for Commercial Support as well
as the CMSS Code for Interactions with Companies.
4. Participation in a specific corporate relationship does not imply that ACEP will exert its influence to
advance the Supporter’s interests beyond the specific relationship.
5. The types and conditions of corporate relationships and their considerations will be commemorated in a
written agreement signed by all principal parties. The agreement will clearly define the relationship of the
parties, its duration, and the parties’ respective responsibilities. If the written agreement contains specific
mentions of messages, components and spokespeople, it must be reviewed by ACEP’s public relations
office. All agreements will be reviewed by ACEP’s corporate development office and general counsel.
6. ACEP has sole authority over use of its name and logo.
7. ACEP has sole authority to determine appropriate content in messaging when its mailing list, electronic
newsletters, publications, or other resources are used.
8. ACEP reserves the right to seek and/or accept other corporate support for activities related to the same
general subject area as long as the specific activity does not duplicate any component of the current
program, and unless exclusivity is part of the original agreement.
9. ACEP reserves the right to terminate a relationship that violates the terms of the written agreement,
ACEP Policy Statements or Clinical Policies, or if the relationship could materially damage or otherwise
adversely affect ACEP’s reputation or credibility. Upon expiration or termination, no further use may be
made by the Supporter of ACEP's name and logo without prior written approval by ACEP.
IV.

PUBLIC EDUCATON CAMPAIGNS (e.g., press event, media event, radio/television campaigns)
A. Endemic Supporter
1. ACEP has relationships with corporations associated with products or services that emergency physicians
use in order to care for patients, including but not limited to pharmaceutical companies, medical device
manufacturers, and biotechnology companies (hereinafter “Endemic Supporter”). In the case of Endemic
Supporters, the following guidelines apply:
a. Public education campaign materials, messages and components involving commercial support
should have a clear, stated educational purpose that is consistent with ACEP’s mission.
b. Campaign materials and messages must be reviewed and approved by ACEP’s president, corporate
development office, public relations office, Public Relations Committee and relevant medical or
content experts within ACEP’s membership.
c. Campaign materials and messages must adhere to high ethical and scientific standards and promote
public trust and good will.
d. The ACEP name or logo may not be used in conjunction with the name of a product or brand of an
Endemic Supporter or its industry, and may not be used in a manner that would express or imply an
ACEP endorsement of their products. The placement of “non-branded” product graphics (i.e. aspirin
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tablet without maker’s logo on it) in conjunction with the ACEP name or logo is acceptable
contingent on written approval by the ACEP president.
e. If the Endemic Supporter disseminates ACEP public education materials along with its products, the
materials must have a disclaimer approved in writing by ACEP that the inclusion of the materials
does not constitute an endorsement of the product by ACEP.
f. ACEP will use reasonable efforts to obtain multiple sources of commercial support for its public
education activities when a campaign relates to patient care.
2. Acknowledgement
a. ACEP will acknowledge outside support of public education campaign activities funded by Endemic
Supporters. When the project is funded by a grant from an Endemic Supporter, such support will be
acknowledged in the following format: “This [publication, message, program etc.] is made possible
through a grant(s) from [Endemic Supporter’s names(s)].” The statement may be modified, as
appropriate, to indicate partial or multiple funding. A modest size corporate logo(s) may be included
with the acknowledgement. This acknowledgement must be included in all announcements and
articles about the project/product and on relevant materials such as brochures or press releases, as
appropriate. In addition, the following venues may be used:
i.
Acknowledgments in ACEP publications and reports to the membership;
ii.
Acknowledgments in news media interviews and press releases; and
iii.
Acknowledgement on ACEP’s Web site and other electronic media.
b. Specific products will not be identified in any acknowledgement. It is only permissible to include the
phrase “makers of …” immediately following the corporate name and only when it clarifies the
corporate name. Distinct product mention of this type can only be made in the “acknowledgement
line” of the funder’s support on campaign materials.
c. With ACEP’s written approval and when deemed appropriate, institutional, non-product related
advertisements may be included in or distributed in conjunction with program or project materials.
d. Endemic Supporters’ logos placed on ACEP’s Web site or in relation to a public education effort
must have a buffer page with verbiage approved in writing by ACEP that informs the public that they
are now leaving ACEP’s Web site and that ACEP is not responsible for nor does it endorse any
information beyond its Web site.
e. ACEP’s public education campaign logos, themes or slogans cannot be used by an Endemic
Supporter on its product advertising.
3. Process
a. ACEP corporate development and public relations staff will confer initially with a potential Endemic
Supporter to discuss campaign concepts and to clarify ACEP’s guiding principles in these
relationships.
b. The campaign proposal will be initially reviewed by ACEP’s director of corporate development to
confirm compliance with these principles and any further guidelines.
c. Upon the determination of ACEP’s director of corporate development that the proposal is consistent
with the principles set forth in this document, the director of corporate development will forward the
proposal to ACEP’s public relations department with a recommendation that the proposal be reviewed
and a recommendation developed. If the public relations department agrees, it shall be reviewed by
members of ACEP’s Public Relations Committee marketing subgroup and reviewed by other relevant
committees or members. The subgroup’s recommendation will be forwarded to ACEP’s director of
corporate development who will make the decision to forward to ACEP’s president for final approval.
d. When potential and real conflicts of interest questions arise, these situations must be disclosed
promptly to ACEP’s Board of Directors and resolved by ACEP’s Executive Committee or the Board.
e. If internal messages to emergency physicians are provided for one or more non-accredited program
components, the content of the program/product will be forwarded to ACEP’s associate executive
director of membership and education and ACEP’s director of communications for review and
written approval of internal messages and program components..
f. If internal messages or other promotional materials to emergency physicians are provided for one or
more accredited program components, the content of the program/product will be forwarded to
ACEP’s CME Department for review and written approval of messages and program components.
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g. The Public Relations Committee will make a recommendation to ACEP’s president as to program
content and components of public education campaigns before an agreement is signed.
h. If the public education proposal is approved by ACEP’s president, ACEP’s Public Relations
Committee chair will designate members of an advisory group who shall have expertise relative to the
content of the public education campaign. The advisory group will review and approve the program
components, medical content, and messages of the program and provide input to the Public Relations
Committee chair, and public relations and corporate development offices. ACEP corporate
development staff will coordinate the flow of information and materials between the committee and
the Endemic Supporter.
i. It is imperative that all reviews by staff and committees occur expeditiously. If such reviews do not
occur within the timelines established by ACEP and the potential Endemic Supporter, the ACEP
executive director may proceed in implementing the public education campaign or other corporate
relationship with the written approval of the ACEP president.
4. Endemic Guidelines for Use of Product Graphics/Color
a. Product graphics/photos/video that does not include the name of the product will be accepted for
review (e.g. sports bottle without Gatorade on it; aspirin tablet without the maker’s name on it;
adhesive bandage without Band-Aid or Johnson & Johnson appearing).
b. ACEP’s name and logo should be separate from the industry name and any corporate logo.
c. A sample of the product graphic along with a description of how and where graphic will appear must
be submitted to ACEP’s public relations director for review and approval.
d. Non-branded product graphics may be included on promotional materials or where therapeutic uses
are not discussed.
e. In the case of endemic campaigns, special care must be taken to avoid having the public education
campaign appear as product advertisements. Different colors or images should be used to avoid the
appearance of a link between the product and ACEP.
B. Non-Endemic Supporter
1. ACEP will pursue relationships with non-endemic entities in order to achieve public recognition, further
its initiatives, and achieve its financial objectives. Non-Endemic entities’ products or services are not
directly used to treat patients. These entities may include areas such as bicycle helmet manufacturers,
airbag makers, automobile manufacturers, staffing companies, and billing companies. Because these
entities are non-endemic (hereinafter “Non-Endemic Supporter”) and emergency physicians do not use
their products or services to treat patients, guidelines are not as restrictive as those for Endemic
Supporters:
a. In the case of non-endemic support and public education campaigns, brand and product names may
be used.
b. In the case of non-endemic support, product-related advertisements may be included in or distributed
in conjunction with program or project materials, after review and written approval by ACEP.
2. Acknowledgement
a. ACEP will acknowledge outside support of activities funded by Non-Endemic Supporters in ways
that are beneficial to ACEP and the Non-Endemic Supporter.
b. Non-Endemic Supporters’ logos placed on ACEP’s Web site or in relation to a public education effort
must have a buffer page with verbiage approved in writing by ACEP that informs the public that they
are now leaving ACEP’s Web site and that ACEP is not responsible for nor does it endorse any
information beyond its Web site.
3. Non-Endemic Guidelines for Use of Product Graphics/Color
a. In the case of Non-Endemic Supporters, product graphics/photos, descriptions, or videos using the
product and ACEP’s name and logo will be accepted for review as to appropriateness in ACEP’s sole
discretion.
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b. ACEP’s name and logo should be separate from the Non-Endemic Supporter’s name and any
corporate logo.
c. A sample of the product graphic along with a description of how and where graphic will appear must
be submitted to ACEP’s public relations director for review and approval.
V. PHYSICIAN (NON-ACCREDITED) ACTIVITIES AND PATIENT EDUCATION CAMPAIGNS (e.g.,
toolkits, webinars, podcasts, etc.)
A. Corporate development will review and seek written approval of the opportunity from the education and
practice management directors to determine if the topic meets a legitimate educational need for emergency
physicians and their patients.
B. Depending on the topic, ACEP’s appropriate line of service directors will recommend physician thought
leaders to review or develop content.
C. Supporters will be provided a courtesy review of the draft content to check for scientific accuracy; however,
ACEP will retain editorial control of the content and all final decisions regarding the content.
D. ACEP and the Supporter will disseminate materials as agreed to in the agreement between the Supporter and
ACEP.
E. The Supporter will be acknowledged on materials developed through their support. An example of the
acknowledgement follows: “Support for this project was made possible by (Company).”
F. The role of ACEP and the supporter will be clearly defined and disclosed in the agreement
G. The ACEP name and logo use on any materials must have written approval from ACEP’s president.
VI. AFFINITY PROGRAMS
A. ACEP is open to dialogue with companies seeking to collaborate with the College in a way that leverages the
ACEP’s reach, credibility and brand name to increase sales of its products or otherwise further its marketing
or sales initiatives. ACEP welcomes and actively seeks appropriate opportunities for collaboration for these
types of affiliations as an effective method for both increasing member value (through new services and
discounts) and a distinctive benefit that is exclusive to ACEP and its members.
B. Examples of such affiliations include but are not limited to:
• Discounted travel and travel-related services
• Financial services (e.g., credit cards)
• Professional services (e.g., secure email services)
• Professional resources (e.g., clinical reference tools)
C. Each potential affiliation should be evaluated on its own merits. Not all potential affiliations are appropriate
to pursue. Consideration must be given to the “fit” of the affiliation with the ACEP strategic priorities: the
amount of time necessary to negotiate the affiliation, the potential benefits to the ACEP and its members, and
the net revenue impact.
D. All affinity programs and contract review will be handled first by ACEP’s director of membership and
development, director of member services and the director of membership marketing and forwarded to the
Office of the General Counsel for final review and written approval.
VII.

ADVERTISING POLICIES
Annals of Emergency Medicine: http://www.acep.org/Clinical---Practice-Management/Advertising-Policy/
ACEP Now, the Official Voice of Emergency Medicine: http://www.acepnow.com/about/advertise/

Approved by ACEP Board of Directors January 2016
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Attachment B

GUIDING PRINCIPLES FOR INTERACTIONS WITH EXTERNAL ENTITIES
POLICY
The American College of Emergency Physicians (ACEP) is frequently approached to collaborate with other
organizations (hereinafter referred to as “Entity”) related to meetings, products and/or services, initiatives, course
offerings, events, or public education programs. ACEP may solicit or accept financial or other support from both forprofit and non-profit organizations in order to develop and/or improve activities and programs that are consistent with
the College’s mission. All arrangements for financial or other support must fall within the guidelines of this policy
statement or be reviewed by the ACEP President.
To guide these relationships, promote consistency and fairness, and preserve its credibility and reputation, ACEP sets
forth the following guidelines:
DEFINITIONS
The College may enter into different types of relationships or arrangements with other organizations as defined below:
Advertisers: An entity that places a product or service advertisement in a College publication, journal, or digital
medium.
Affinity Relationship: A collaboration of the College and a commercial Entity that allows the Entity to leverage
the ACEP reach, credibility, and brand name to increase sales of its product. Collaboration is indicated by use of the
“ACEP Member Advantage” logo.
Endemic Supporter: A corporation with a product or service that emergency physicians use in order to care for
patients, including but not limited to pharmaceutical companies, medical device manufacturers, and biotechnology
companies.
Endorsement: The College’s public support of an Entity’s conference, product, or service. Endorsement is
indicated by use of the ACEP logo and the phrase “Endorsed by the American College of Emergency Physicians” in
accordance with an endorsement agreement. Requests for Endorsement must be approved by the ACEP Board of
Directors.
Product or Service Acknowledgment: The College’s recommendation of an Entity’s product or service. Product
or Service Acknowledgment is indicated by use of the ACEP logo in accordance with a license or royalty
agreement. Requests for Product or Service Acknowledgment must be approved by the Associate Executive
Director, Education and Membership.
Joint Providership: A joint effort in which both (or all) organizations or institutions are integrally involved in
planning and developing a College program.
Joint Providership for accredited CME: An arrangement in which the College provides AMA PRA Category 1
CreditTM to physicians.
Non-Endemic Support: An arrangement in which The College pursues relationships with non-endemic entities
(products or services outside of emergency medicine) in order to further its initiatives, and achieve its financial
objectives. Non-endemic entities’ products or services are not directly used to treat patients. These entities might
include areas such as bicycle helmet manufacturers, airbag makers, automobile manufacturers, staffing or billing
companies.
Support: A financial payment or in-kind donation to the College to support a College product or service with
appropriate recognition for the donor.
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I.

ENDORSEMENT
A. Definition
1. Endorsement is the term used to signify the College’s public support of a non–ACEP-developed educational
event or product or other service, as indicated by the Entity’s use of the ACEP logo together with the phrase
“Endorsed by the American College of Emergency Physicians” in accordance with an endorsement
agreement. In no case may the logo appear without this notation.
2. Endorsement indicates that an item is considered of value to emergency physicians, their patients, or other
individuals as it relates to the field of emergency medicine. Endorsement does not convey singularity or a
sense of exclusivity but merely that the item is considered of merit and benefit to the specialty of emergency
medicine or patient care.
3. Examples include but are not limited to: a conference that benefits emergency medicine, physicians, or
patients; a publication on an emergency medicine topic designed to expand the knowledge of emergency
physicians; a clinical decision support tool that improves emergency physicians’ procedural skills; a patient
education campaign designed to prevent an illness or injury commonly treated by emergency physicians.
4. All requests for Endorsement must be approved by the ACEP Board of Directors. ACEP has sole authority
over the use of its name and logo.
5. This definition and the process outlined below distinguish Endorsements, which must be approved by the
ACEP Board of Directors, from agreements that provide for use of the ACEP name and logo for specific
business purposes, which have for decades been negotiated and executed by staff alone, and which are now
characterized as Product or Service Acknowledgments. The definition and process also clarify that no outside
entity may receive Endorsement of its product or service without Board approval.
6. Exceptions are made for any Entity’s product or service currently endorsed by the College in accordance with
the term of a previously executed agreement. Such agreements will not be renewed without Board approval in
accordance with the process outlined below.
B. Process
1. Requests for Endorsement must be submitted in writing to the President of the College and should clearly
define the benefits to the College and its membership. Failure to document such benefits will result in the
request being returned to the Entity without action.
2. Requests will be assigned to ACEP staff based on staff expertise, and staff will send requests to the President
in the approved format.
3. If the President believes that Endorsement might be beneficial to the College and its membership, he/she will
direct staff to send the request to appropriate individual(s), committees, Sections, and/or staff for review and
recommendation. Recommendations will be due within 60 days.
4. After receiving the recommendation, staff will present the Endorsement request and recommendation to the
Board at its next meeting.
5. Staff will communicate the Board’s decision to the Entity within 1 week of the Board meeting.
6. If the request for Endorsement is granted, staff will work with the General Counsel to prepare an endorsement
agreement.
7. The endorsement agreement may require payment of a fee or a royalty to the College, as determined by staff.
8. Staff will then work with the Entity to establish the duration of the agreement, the use of each party’s
intellectual property, review process (if needed), payment terms (if any), and other legal obligations, and then
work with the General Counsel to finalize and execute the agreement.
C. Exception for Educational Conferences
1. It is standard practice among associations to endorse other associations’ educational conferences. The College
receives such requests and will continue to review and approve them as described below.
a. If the College is familiar with the requesting organization, staff will send the request to the President.
b. If the College is not familiar with the requesting organization, staff will have the conference content
reviewed by members of the Education Committee before sending the request forward for approval.
2. The College may endorse a domestic educational conference developed and/or promoted by an Entity other
than the College. The President may approve or deny the request for conference endorsement at his/her
discretion or have the request and a recommendation developed and presented to the Board for determination.
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The President will, no later than the next Board meeting, inform the Board in writing of all conference
endorsements that the President approved that have not been reviewed by the Board.
3. The College may endorse or support international conferences developed and/or promoted by an Entity other
than the College. A copy of the “Guidelines for ACEP Support of International Meetings” can be found on the
ACEP website at: https://www.acep.org/internationalSection.
II.

PRODUCT OR SERVICE ACKNOWLEDGMENT
A. Definition
1. Product or Service Acknowledgment is the term used to signify the College’s acknowledgment that a non–
ACEP-developed educational product or service has value to ACEP members as indicated by the Entity’s use
of the ACEP logo.
2. Product or Service Acknowledgment indicates that an item is considered of value to emergency physicians,
their patients, or other individuals as it relates to the field of emergency medicine. Product or Service
Acknowledgment does not convey singularity or a sense of exclusivity or endorsement but merely that the item
is considered of merit and benefit to the specialty of emergency medicine or patient care.
3. Examples include but are not limited to: clinical decision support tools; a publication on an emergency
medicine topic designed to expand the knowledge of emergency physicians; a training tool that improves
emergency physicians’ procedural skills; a patient education campaign designed to prevent an illness or injury
commonly treated by emergency physicians.
4. All requests for Product or Service Acknowledgment must be approved by the Associate Executive Director,
Education and Membership. ACEP has sole authority over the use of its name and logo. No outside entity may
receive Product or Service Acknowledgment of its product or service without approval of the Associate
Executive Director, Education and Membership.
5. This definition and the process outlined below distinguish Product or Service Acknowledgments, which must
be approved by the Associate Executive Director, Education and Membership, from Endorsements, which must
be approved by the ACEP Board of Directors. Product or Service Acknowledgments provide for use of the
ACEP name and logo for specific business purposes.
6. Exceptions are made for any Entity’s product or service currently endorsed by the College in accordance with
the term of a previously executed agreement. Such agreements will not be renewed without Associate
Executive Director, Education and Membership, approval in accordance with the process outlined below.
B. Process
1. Requests for Product or Service Acknowledgment must be submitted in writing to the Associate Executive
Director, Education and Membership, and should clearly define the benefits to the College and its membership
and the proposed business terms. Failure to document such benefits and terms will result in the request being
returned to the Entity without action.
2. Requests will be sent to the Education Committee chair for review in the approved format.
3. If the Education Committee chair believes that Product or Service Acknowledgment might be beneficial to the
College and its membership, he/she will indicate support for the request as follows:
a.
If the Education Committee chair believes the Entity and the subject matter experts developing the
product or service are recognized authorities and qualified to create a product and service that is
consistent with standard of care and ACEP policy and that will reflect well on the College, he/she will
indicate support.
b.
If the Education Committee chair believes that additional review of the product or service is necessary
before the request is approved, he/she will direct staff to arrange for review and recommendation by
appropriate subject matter experts. Recommendations will be due within 30 days and will be sent to the
Education Committee chair for review.
4. If the request for Product or Service Acknowledgment is supported by the Education Committee chair, staff
will send the request and the business terms to the Associate Executive Director, Education and Membership,
for approval.
5. Staff will communicate the Associate Executive Director, Education and Membership’s decision to the Entity
within 1 week of receiving it.
6. If approved, staff will work with the General Counsel to prepare an agreement.
7. The agreement will require compensation of a fee or a royalty to the College, as determined by staff.
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8. Staff will then work with the Entity to establish the duration of the agreement, the use of each party’s
intellectual property, review process (if needed), payment terms, and other legal obligations, and then work
with the General Counsel to finalize and execute the agreement.
III.

PHYSICIAN ACCREDITED (CME) EDUCATION
A. The American College of Emergency Physicians is accredited by the Accreditation Council for Continuing
Medical Education (ACCME) to provide continuing medical education for physicians.
B. ACEP does accept commercial support in the form of an educational grant relating to continuing medical
education “CME” activities accredited by ACEP.
C. Support for all programs and activities accredited by ACEP for AMA PRA Category 1 CreditTM must meet all
ACEP, ACCME, and American Medical Association (AMA) guidelines including the ACCME Standards for
Commercial Support.

IV.

PHYSICIAN AND PATIENT EDUCATION CAMPAIGNS

ACEP recognizes it has many positive and beneficial relationships with pharmaceutical companies, medical device
manufacturers, and other industries and entities (hereinafter referred to as “Supporters”) that help further ACEP’s mission
to advance the practice and science of emergency medicine. ACEP will make reasonable efforts to use multiple corporate
supporters for its supported items or programs.
A. Guiding Principles for Corporate Relationships
1. ACEP will only enter into relationships that support ACEP’s mission.
2. ACEP will accept financial payments and in-kind support from commercial interests only if such acceptance
is consistent with the principles of medical ethics and acceptable medical practice and will not pose or give the
appearance of a conflict of interest.
3. ACEP will only enter into relationships supporting ACEP’s courses and events subject to compliance with
ACEP, ACCME and AMA guidelines including the ACCME Standards for Commercial Support as well as
the CMSS Code for Interactions with Companies.
4. Participation in a specific corporate relationship does not imply that ACEP will exert its influence to advance
the Supporter’s interests beyond the specific relationship.
5. The types and conditions of corporate relationships and their considerations will be commemorated in a
written agreement signed by all principal parties. The agreement will clearly define the relationship of the
parties, its duration, and the parties’ respective responsibilities. If the written agreement contains specific
mentions of messages, components and spokespeople, it must be reviewed by ACEP’s public relations office.
All agreements will be reviewed by ACEP’s corporate development office and general counsel.
6. ACEP has sole authority over use of its name and logo.
7. ACEP has sole authority to determine appropriate content in messaging when its mailing list, electronic
newsletters, publications, or other resources are used.
8. ACEP reserves the right to seek and/or accept other corporate support for activities related to the same general
subject area as long as the specific activity does not duplicate any component of the current program, and
unless exclusivity is part of the original agreement.
9. ACEP reserves the right to terminate a relationship that violates the terms of the written agreement, ACEP
Policy Statements or Clinical Policies, or if the relationship could materially damage or otherwise adversely
affect ACEP’s reputation or credibility. Upon expiration or termination, no further use may be made by the
Supporter of ACEP's name and logo without prior written approval by ACEP.
V.

PUBLIC EDUCATION CAMPAIGNS (e.g., press event, media event, radio/television campaigns)
A. Endemic Supporter
1. ACEP has relationships with corporations associated with products or services that emergency physicians use
in order to care for patients, including but not limited to pharmaceutical companies, medical device
manufacturers, and biotechnology companies (hereinafter “Endemic Supporter”). In the case of Endemic
Supporters, the following guidelines apply:
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a. Public education campaign materials, messages and components involving commercial support should
have a clear, stated educational purpose that is consistent with ACEP’s mission.
b. Campaign materials and messages must be reviewed and approved by ACEP’s President, corporate
development office, public relations office, public relations committee and relevant medical or content
experts within ACEP’s membership.
c. Campaign materials and messages must adhere to high ethical and scientific standards and promote public
trust and good will.
d. The ACEP name or logo may not be used in conjunction with the name of a product or brand of an
Endemic Supporter or its industry, and may not be used in a manner that would express or imply an ACEP
endorsement of their products. The placement of “non-branded” product graphics (i.e. aspirin tablet
without maker’s logo on it) in conjunction with the ACEP name or logo is acceptable contingent on
written approval by the ACEP President.
e. If the Endemic Supporter disseminates ACEP public education materials along with its products, the
materials must have a disclaimer approved in writing by ACEP that the inclusion of the materials does not
constitute an endorsement of the product by ACEP.
f. ACEP will use reasonable efforts to obtain multiple sources of commercial support for its public
education activities when a campaign relates to patient care.
2. Acknowledgment
a. ACEP will acknowledge outside support of public education campaign activities funded by Endemic
Supporters. When the project is funded by a grant from an Endemic Supporter, such support will be
acknowledged in the following format: “This [publication, message, program etc.] is made possible
through a grant(s) from [Endemic Supporter’s names(s)].” The statement may be modified, as appropriate,
to indicate partial or multiple funding. A modest size corporate logo(s) may be included with the
acknowledgment. This acknowledgment must be included in all announcements and articles about the
project/product and on relevant materials such as brochures or press releases, as appropriate. In addition,
the following venues may be used:
i. Acknowledgments in ACEP publications and reports to the membership;
ii. Acknowledgments in news media interviews and press releases; and
iii. Acknowledgment on ACEP’s website and other electronic media.
b. Specific products will not be identified in any acknowledgment. It is only permissible to include the
phrase “makers of …” immediately following the corporate name and only when it clarifies the corporate
name. Distinct product mention of this type can only be made in the “acknowledgment line” of the
funder’s support on campaign materials.
c. With ACEP’s written approval and when deemed appropriate, institutional, non-product related
advertisements may be included in or distributed in conjunction with program or project materials.
d. Endemic Supporters’ logos placed on ACEP’s website or in relation to a public education effort must have
a buffer page with verbiage approved in writing by ACEP that informs the public that they are now
leaving ACEP’s website and that ACEP is not responsible for nor does it endorse any information beyond
its website.
e. ACEP’s public education campaign logos, themes or slogans cannot be used by an Endemic Supporter on
its product advertising.
3. Process
a. ACEP corporate development and public relations staff will confer initially with a potential Endemic
Supporter to discuss campaign concepts and to clarify ACEP’s guiding principles in these relationships.
b. The campaign proposal will be initially reviewed by ACEP’s director of corporate development to
confirm compliance with these principles and any further guidelines.
c. Upon the determination of ACEP’s director of corporate development that the proposal is consistent with
the principles set forth in this document, the director of corporate development will forward the proposal
to ACEP’s public relations department with a recommendation that the proposal be reviewed and a
recommendation developed. If the public relations department agrees, it shall be reviewed by members of
ACEP’s public relations committee marketing subgroup and reviewed by other relevant committees or
members. The subgroup’s recommendation will be forwarded to ACEP’s director of corporate
development who will make the decision to forward to ACEP’s President for final approval.
d. When potential and real conflicts of interest questions arise, these situations must be disclosed promptly to
ACEP’s Board of Directors and resolved by ACEP’s executive committee or the Board.
e. If internal messages to emergency physicians are provided for one or more non-accredited program
components, the content of the program/product will be forwarded to ACEP’s Associate Executive
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Director of Education and Membership and ACEP’s Director of Communications for review and written
approval of internal messages and program components.
f. If internal messages or other promotional materials to emergency physicians are provided for one or more
accredited program components, the content of the program/product will be forwarded to ACEP’s CME
Department for review and written approval of messages and program components.
g. The public relations committee will make a recommendation to ACEP’s President as to program content
and components of public education campaigns before an agreement is signed.
h. If the public education proposal is approved by ACEP’s President, ACEP’s public relations committee
chair will designate members of an advisory group who shall have expertise relative to the content of the
public education campaign. The advisory group will review and approve the program components,
medical content, and messages of the program and provide input to the public relations committee chair,
and public relations and corporate development offices. ACEP corporate development staff will
coordinate the flow of information and materials between the committee and the Endemic Supporter.
i. It is imperative that all reviews by staff and committees occur expeditiously. If such reviews do not occur
within the timelines established by ACEP and the potential Endemic Supporter, the ACEP executive
director may proceed in implementing the public education campaign or other corporate relationship with
the written approval of the ACEP President.
4. Endemic Guidelines for Use of Product Graphics/Color
a. Product graphics/photos/video that does not include the name of the product will be accepted for review
(e.g. sports bottle without Gatorade on it; aspirin tablet without the maker’s name on it; adhesive bandage
without Band-Aid or Johnson & Johnson appearing).
b. ACEP’s name and logo should be separate from the industry name and any corporate logo.
c. A sample of the product graphic along with a description of how and where graphic will appear must be
submitted to ACEP’s public relations director for review and approval.
d. Non-branded product graphics may be included on promotional materials or where therapeutic uses are
not discussed.
e. In the case of endemic campaigns, special care must be taken to avoid having the public education
campaign appear as product advertisements. Different colors or images should be used to avoid the
appearance of a link between the product and ACEP.
f. Term limits will be incorporated into the contract.
B. Non-Endemic Supporter
1. ACEP will pursue relationships with non-endemic entities in order to achieve public recognition, further its
initiatives, and achieve its financial objectives. Non-Endemic entities’ products or services are not directly
used to treat patients. These entities may include areas such as bicycle helmet manufacturers, airbag makers,
automobile manufacturers, staffing companies, and billing companies. Because these entities are non-endemic
(hereinafter “Non-Endemic Supporter”) and emergency physicians do not use their products or services to
treat patients, guidelines are not as restrictive as those for Endemic Supporters:
a. In the case of non-endemic support and public education campaigns, brand and product names may be
used.
b. In the case of non-endemic support, product-related advertisements may be included in or distributed in
conjunction with program or project materials, after review and written approval by ACEP.
2. Acknowledgment
a. ACEP will acknowledge outside support of activities funded by Non-Endemic Supporters in ways that are
beneficial to ACEP and the Non-Endemic Supporter.
b. Non-Endemic Supporters’ logos placed on ACEP’s website or in relation to a public education effort must
have a buffer page with verbiage approved in writing by ACEP that informs the public that they are now
leaving ACEP’s website and that ACEP is not responsible for nor does it endorse any information beyond
its website.
3. Non-Endemic Guidelines for Use of Product Graphics/Color
a. In the case of Non-Endemic Supporters, product graphics/photos, descriptions, or videos using the product
and ACEP’s name and logo will be accepted for review as to appropriateness in ACEP’s sole discretion.
b. ACEP’s name and logo should be separate from the Non-Endemic Supporter’s name and any corporate
logo.
c. A sample of the product graphic along with a description of how and where graphic will appear must be
submitted to ACEP’s public relations director for review and approval.
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VI.

PHYSICIAN (NON-ACCREDITED) ACTIVITIES AND PATIENT EDUCATION CAMPAIGNS (e.g.,
toolkits, webinars, podcasts, etc.)
A. Corporate development will review and seek written approval of the opportunity from the education and
practice management directors to determine if the topic meets a legitimate educational need for emergency
physicians and their patients.
B. Depending on the topic, ACEP’s appropriate line of service directors will recommend physician thought
leaders to review or develop content.
C. Supporters will be provided a courtesy review of the draft content to check for scientific accuracy; however,
ACEP will retain editorial control of the content and all final decisions regarding the content.
D. ACEP and the Supporter will disseminate materials as agreed to in the agreement between the Supporter and
ACEP.
E. The Supporter will be acknowledged on materials developed through their support. An example of the
acknowledgment follows: “Support for this project was made possible by (Company).”
F. The role of ACEP and the supporter will be clearly defined and disclosed in the agreement
G. The ACEP name and logo use on any materials must have written approval from ACEP’s President.

VII. AFFINITY PROGRAMS
A. Definition
Affinity Relationship: A collaboration of the College and a commercial Entity that allows the Entity to leverage
the ACEP reach, credibility, and brand name to increase sales of its product or otherwise further its marketing or
sales initiatives. Collaboration is indicated by use of the “ACEP Member Advantage” logo.
ACEP welcomes and actively seeks appropriate opportunities for collaboration for these types of affiliations as an
effective method for both increasing member value (through new services and discounts) and a distinctive benefit
that is exclusive to ACEP and its members.
Each potential Affinity Relationship should be evaluated on its own merits. Not all potential affiliations are
appropriate to pursue. Consideration must be given to the “fit” of the product/service with the ACEP strategic
priorities, the potential benefits to the ACEP and its members, and the net revenue impact.
Examples of such Affinity Relationships include but are not limited to:
• Insurance services (home, auto, renters)
• Financial services (credit cards; student loan refinancing)
• Professional services (office supplies, clinical reference tools)
• Personal services (identity theft protection, clothing, golf and business clubs)
• Travel services (travel protection, medical transport, rental cars, travel and hotel discounts)
B. Process
A. Affinity Relationships may originate with ACEP outreach to specific vendors or by vendor outreach to ACEP.
Appropriateness of program and initial contract review will be handled by ACEP’s Senior Director of
Membership and forwarded to the Office of the General Counsel and ACEP’s Associate Executive Director,
Education and Membership, for final review and written approval.
B. Affinity Relationships specific to revenue cycle or professional liability firms will be reviewed by the ACEP
Executive Director and the ACEP President.
VIII. ADVERTISING POLICIES
Annals of Emergency Medicine: http://www.acep.org/Clinical---Practice-Management/Advertising-Policy/
ACEP Now, the Official Voice of Emergency Medicine: http://www.acepnow.com/about/advertise/
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IX.

EXHIBITING POLICIES
A. Scientific Assembly is ACEP’s premier meeting. Its purpose is to enhance the professional and scientific
education of the registrants in the field of emergency medicine. ACEP reserves the exclusive and total right to
control all aspects of the conduct of Scientific Assembly. ACEP specifically reserves the right to determine the
acceptability of applications for exhibit space for the Scientific Assembly and all ACEP meetings where
exhibiting opportunities exist. All applications must meet the following criteria:
• The products or services to be exhibited are of professional or educational interest or benefit to the
registrants and are, in the opinion of ACEP, related to the field of emergency medicine or the physician’s
practice. Exhibiting at Scientific Assembly does not imply ACEP's endorsement of products or services.
• The applicant or the goods or services to be exhibited will not be permitted if they, to the knowledge of
ACEP staff, are contrary to Board-approved ACEP policies.
• The applicant is reasonably determined by ACEP to be highly ethical and reputable, and the goods and
services to be exhibited are reasonably determined by ACEP not to be fraudulent.
• The applicant agrees to comply with ACEP Rules and Regulations governing Scientific Assembly.
• The application and required documents must be filled out completely and accurately.
• Applications may be refused or booth space restricted due to space limitations or other reasons determined
by ACEP.
• All pharmaceutical and medical device products exhibited must meet FDA guidelines and standards.
Exception: The only exception to the above guidelines pertains to those companies that will be assigned to the
“Consumer Products Category.” These companies may include, but are not limited to, automobile
manufacturers, credit card companies, banking institutions, jewelers, etc. The exhibitor understands and
agrees that the information contained in this website and the ACEP Rules and Regulations are an integral and
binding part of the exhibit space contract. ACEP reserves the right, even after an application has been
approved, to refuse exhibits, curtail activities, or to close exhibits or parts of the exhibit that do not by ACEP’s
determination comply with its rules and regulations.
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Attachment B1

ACEP Guiding Principles for Interactions with External Entities
Affinity Relationship
Must be submitted in writing to the President of the College
and should clearly define the benefits to the College and its
membership. Refer to process steps identified in Section IB, 1‐
8 and V.3, a‐i.
ACEP President Approval
Yes ‐ only programs
specific to revenue
cycle or professional
liability firms.

ACEP Board Approval

Endorsement

Product or Service
Acknowledgment

Domestic Educational Physician/Patient
Conferences*
Campaigns

Yes

Yes

Yes

Yes ‐ Only if ACEP is
familiar with the
requesting
organization. The
ACEP Board will
receive an update at
next Board meeting.

Yes

Yes ‐ Only when
conflicts of interest
arise ‐ refer to Section
V.3, a‐i.

Yes ‐ staff will present
at next Board meeting.
Board decision will be
communicated to
entity within one (1)
week of board
meeting.
Yes

Must be submitted in writing to the Associate Executive
Director, Education and Membership and should clearly define
the benefits to ACEP.
Requests sent to the Education Committee Chair for Review in
the approved format. Also refer to steps identified in Section
II.B. 1‐5.
Vetting and approval by ACEP staff and approved by the
Associate Executive Director, Education and Membership.
Vetted by Corporate Development, Education, or Public
Relations staff and approved by Public Relations
Subcommittee.
Compensation (e.g., royalty or support fees)

Yes

Yes

Discount or special offer to ACEP Members

Yes

Yes

Yes

Yes

Yes ‐ only if ACEP is not
familiar with the
requesting organization.

Yes

Yes

Yes
Yes

Potential for
compensation (royalty
or support fee) to
ACEP as determined
by staff
Negotiable
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Yes ‐ will require
compensation (royalty
or support fee) to
ACEP as determined
by staff
Negotiable

Yes ‐ will require
compensation (royalty
or support fee) to ACEP
as determined by staff

ACEP Guiding Principles for Interactions with External Entities

Attachment B1

Affinity Relationship

Endorsement

Product or Service
Acknowledgment

Use of ACEP Logo

No. Use of ACEP
Member Advantage
logo only.

Yes. The Entity should
use the ACEP logo
(which includes the
tagline “Advancing
Emergency Care”) plus
the words: “Endorsed
by” to indicate the
College’s public
support of the product
or service.

Yes. The Entity should Yes
use the ACEP logo
(which includes the
tagline “Advancing
Emergency Care”) to
indicate the College’s
acknowledgment that
the product or service
has value.

General Counsel Approval **

Yes. Staff will work with
Yes. Staff will work
Yes. Staff will work
Yes. Staff will work
Yes. Staff will work
with General Counsel with General Counsel with General Counsel with General Counsel General Counsel to
develop contract.
to develop contract. to develop contract. to develop contract. to develop the
Memorandum of
Understanding.

EXAMPLES

CMT/Edie, Clinical
Ins. & Finance
Decision Support
Services, Office
Supplies, Billing & Tools
Coding and Profess.
Liability Firms

* The College may endorse or support international
conferences. A copy of the "Guidelines for ACEP Support
of International Meetings" can be found on the ACEP
website at: www.acep.org/internationalsection.
** All contracts/MOUs will include term limits.
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Textbooks, Clinical
Decision Support
Tools

Domestic Educational Physician/Patient
Conferences*
Campaigns

HealthCare Design
Conference

Yes ‐ Refer to
difference between
endemic and non‐
endemic use. Section
V.4, a‐f and V.B.3, a‐c

Stroke Toolkit, Afib
"Got Clots"‐ Pt. Edc.
Tools

Advertising Policy // ACEP

ATTACHMENT C

ACEP
Advertising Policy
For information about rates or to place an advertisement in Annals, contact Danny Wang, Elsevier, 212-633-3158. For clarification or
additional information related to advertising policies for Annals of Emergency Medicine, contact the Annals Director at ACEP, 800803-1403 or 972-550-0911, fax 972-580-0051.
It is the responsibility of any advertiser in Annals of Emergency Medicine to comply with the laws and regulations applicable to
marketing and sale of products. Acceptance of advertising in Annals should not be construed as a guarantee that the manufacturer has
complied with such laws and regulations or that Annals, the American College of Emergency Physicians, or the Publisher endorses such
a product or service. Annals does not review products and services prior to accepting an advertisement; acceptance of an ad in no way
verifies that claims made are accurate and is not an endorsement of the product or service.
The number of pages of advertising in Annals shall not exceed the number of editorial pages in any issue.
General Eligibility Requirements
Products or services eligible for advertising in Annals of Emergency Medicine must be germane to (a) the practice of medicine, (b)
medical education, or (c) health care delivery and shall be commercially available. The Annals staff may ask for consultation from the
Editor in Chief to determine whether products intended for preventive, diagnostic, or therapeutic purposes are eligible for advertising in
Annals. Special requirements for various types of advertising follow.
Drugs: A drug advertisement is the advertiser's message and should not be considered a physician's sole source of information
regarding a product. The regulations of the Food and Drug Administration provide exacting legal controls over the claims that drug
advertisers may make for their products and require them to state contraindications, hazards, etc. Any products approved by the FDA
for advertising in the United States are eligible for advertising in Annals.
Adherence to legal requirements concerning the content of drug advertising is the manufacturer's responsibility. A pharmaceutical
product requiring approval of a New Drug Application by the FDA will not be eligible for advertising until such approval has been
granted. However, as is common practice in the advertising industry, Annals will allow pharmaceutical manufacturers to run
"corporate" or "teaser" ads prior to a product's official FDA approval. Such advertisements may not mention specific product names.
Medical apparatus, instruments, or devices: As with drug advertising, it is the manufacturer's responsibility to adhere to FDA
regulations governing the manufacture of medical devices. Complete scientific and technical data concerning the product's safety,
operation, and usefulness should be made available on request. Annals may decline advertising for any product being investigated or
challenged by a government agency regarding claims made in marketing the product.
Insurance programs: Statements about insurance policy benefits, losses covered, or premiums must be complete and truthful. Claims
made shall include full disclosure of expectations, reduction, and limitations affecting the basic provisions of the policy. Each
advertisement for insurance should include a statement indicating the number of states in which the company is licensed.
Classified advertising: The primary purpose of Annals' classified advertising is to provide information related to physician placement
opportunities ("help wanted" ads). Annals also will accept for placement in the Classified section ads for residency positions, fellowship
programs, computer software, and physician services such as billing and recruitment.
Alcoholic beverages, tobacco products, investment opportunities: These products are not eligible for advertising.
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Guidelines for Advertising Copy and Graphics
If an ad does not conform to the following requirements, the advertiser or its agent will be contacted and will be given the opportunity to
submit corrected advertising materials, or to authorize Annals to make the necessary changes at the advertiser's expense. However,
Annals cannot guarantee that the corrected advertisement will be included in the issue intended.
Layout, artwork, and format of ads shall be such as to avoid confusion with the editorial content of Annals of Emergency Medicine.
Annals may add the word "advertisement" to an ad to prevent such confusion.
All advertisements should clearly identify the advertiser and the product or service being offered. In the case of drug advertisements, the
full generic name of each active ingredient shall appear. The only exceptions to this policy are the "confidential reply box" option made
available to classified advertisers of physician placement opportunities, and the "corporate" type of advertisement mentioned above,
which may not state the name of a specific product until it receives FDA approval, but does provide the name of the advertising
company.
The words "emergency room" and "ER" are not acceptable in any context. These terms must be changed to "emergency department" or
"ED," whichever is more applicable.
The terms "emergency medicine physician," "emergency room physician," and "emergency department physician" must be changed to
"emergency physician."
The term "board eligible" as it relates to emergency medicine board certification is a misnomer and will be changed to "board prepared."
The term "board eligible" is acceptable when it refers to board certification in a specialty other than emergency medicine; however, if an
ad specifies certification in some other specialty to the exclusion of emergency medicine, the ad must be changed to include emergency
medicine certification or preparation.
Ads for CME products and services that are specific to preparation for Board certification must include the phrase "Not affiliated with
ABEM."
Unfair comparison or unwarranted disparagements of a competitor's product or service will not be allowed.
All price comparison advertising must meet the following guidelines: (a) the source of all prices quoted must be identified within the
advertisement, and substantiation must be available upon request; (b) if a price comparison is based on the advertiser's own research,
that research must be available upon request; (c) all advertising about prices must contain a qualification similar to the following:
"Prices will vary from pharmacy to pharmacy due to location and services offered"; (d) for pharmaceutical products, in the absence of
standard retail price comparison data, the manufacturer's suggested price may be used; (e) for over-the-counter products, price
comparisons must be based on manufacturer's suggested retail or resale price.
Advertisements should not be deceptive or misleading. Exaggerated or extravagantly worded copy will not be allowed.
Annals may refuse any advertisement for any reason. Advertisements will not be accepted if they appear to be indecent or offensive in
either text or artwork, or contain content of a personal, racial, or religious character. The decision as to acceptance will be made by the
Annals Director, who may seek consultation from the Editor in Chief.
Advertising Review Process
In all cases, Annals has the right to make the final decision regarding the eligibility of an ad.
All advertisements must be submitted 10 days before the closing date, for review by the Annals editorial staff to ensure compliance with
Annals advertising policies. Any previously approved ad that has been changed must be resubmitted for review in its most current form
10 days prior to the closing date.
For preprinted advertising inserts, the advertiser or its agent must receive paper stock approval from the Publisher prior to the issue's
closing date, in addition to copy approval by the Annals Director.
Questions about the eligibility of any advertisement raised by an Annals subscriber, an Editorial Board member, or any other party will
be referred to the Annals Director, who may seek the opinions of consultants and the Editor in Chief to determine the suitability of the
claims and the ad itself. The Annals Editor in Chief will be kept informed on a regular basis about the evaluation of advertising,
especially ads that are refused due to non-compliance with these guidelines.
Advertising Placement and Rates
Annals makes every effort to separate ads for competing products.
Commercial advertisements in Annals are "welled" throughout the journal, which means that ads are grouped between significant
editorial sections.
Premium positions are available at extra cost to the advertiser.
Advertisements for educational products, services, and conferences are usually placed in the Calendar section.
Classified ads are published in the Classified section of the journal. Both line and display advertisements are available in this section.
Advertisements will not be placed adjacent to any editorial matter that discusses the product being advertised, nor adjacent to any
article reporting research on the advertised product.
Inquiries about advertising placement and current rates should be directed to the Publisher.
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Advertising Policy Development and Revision
These advertising policies were developed by the members of the Annals Editorial Board, staff, and the Publisher, and approved by the
ACEP Board of Directors. Annals may change any of these polices in light of developments in medicine, trends in the advertising
industry, and the changing needs of the journal.
For clarification or additional information related to advertising policies for Annals of Emergency Medicine, contact the Annals
Director.
This advertising policy was approved by the ACEP Board of Directors on June 19, 1998.
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ATTACHMENT D
ACEP17 Scientific Assembly RULES AND REGULATIONS
The rules and regulations contained herein are intended by the American College of Emergency Physicians
(“ACEP”) to serve in the best interest of the ACEP17 Scientific Assembly (the “Event”), the exhibitors, and the
registrants and to give notice to applicants and exhibitors of these governing Rules and Regulations. All
applicants and exhibitors are bound by the Rules and Regulations.
The exhibitor understands and agrees that the information contained in this Prospectus and these Rules and
Regulations are an integral and binding part of the booth space agreement. Signing the exhibit space
application/agreement indicates understanding and agreement to comply with all policies, terms, Rules and
Regulations and conditions in the prospectus, and any other issued by ACEP regarding the Event; willingness
to abide by the payment policy; acknowledgement of having read these Rules and Regulations; and
agreement to distribute them for proper execution to all individuals involved.
BOOTH PRACTICES
Access to Exhibits
As courtesy, exhibitors may not enter another exhibitor’s booth without the other exhibitor’s approval.
Beverages/Food for Hospitality
Distribution of beverages and food from an exhibitor’s booth for hospitality is permitted. Beverages are to
be dispensed in disposable containers that hold three ounces or less. All beverages, food, and supplies must
be purchased and/or approved through the official convention center caterer. Alcoholic beverages will not
be permitted.
Compliance with Laws
Exhibitor agrees to abide by and assumes all responsibility for compliance with all pertinent laws, regulations
and codes of duly authorized local, state and federal governing bodies including, but not limited to, fire,
safety, environmental and health laws, ordinances, or regulations, together with the rules and regulations
provided by ACEP and the operators and/or owners of the property where the exhibit space is located.
Demonstrations
Demonstration areas should be organized within the exhibit space so as not to interfere with the flow of
aisle traffic. Demonstrations should contribute to the attendees in a professional way. Demonstration tables
must be placed a minimum of 2’ from the aisle line. All activities must be supervised by exhibit personnel
who have full operating knowledge of the demonstration. Should spectators interfere with the normal traffic
flow in the aisle or overflow into neighboring exhibits, ACEP reserves the right to have the exhibitor
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discontinue the activity. ACEP reserves the right to prohibit or curtail any demonstration which, in its opinion,
detracts from the general character of the meeting as a whole or consists of products or services
inconsistent with the purpose of the Event.
Drawings
Exhibiting companies are permitted to conduct prize drawings. All prizes must have the approval of ACEP
Show Management in writing by Friday, September 15. Curtailment of the contest will be enforced if activity
is not pre-approved by ACEP. The “actual” drawing is not allowed in the booth during exhibit hours; however,
attendees may register for a drawing to be held outside exhibit hours. Please note that ACEP Show
Management will ensure that approved drawing items are compliant with AMA, PhRMA, AdvaMed, and other
guidelines regarding these items.
General Conduct
Booth personnel, including demonstrators, hosts/hostesses and models are required to confine their
activities within their assigned booth space. Apart from the specifically assigned space from which an
exhibitor has been assigned, no part of the convention center or its grounds may be used by any
organization other than ACEP for display purposes of any kind.
Giveaways
Exhibiting companies are permitted to distribute giveaways. All giveaways must be approved by ACEP Show
Management in writing by Friday, September 15. This includes all items that are clearly acceptable (with the
exception of descriptive product literature) or not on the pre-approved list of giveaways. This list will be
available in the service kit. Removal of items not pre-approved will be strictly enforced. Please note that ACEP
Show Management will ensure that approved giveaway items are compliant with AMA, PhRMA, AdvaMed,
and other guidelines regarding these items.
Hazardous Waste Disposal
Hazardous waste is any material being stored, recycled, or thrown away that could cause injury or death or
pollute air, land, or water. Exhibitors who generate material meeting any of these criteria, during their
exhibiting activity, need to:
·

Be aware of the full scope of the hazards associated with waste created with the exhibit.

·

Conform to requirements of all regulatory agencies having jurisdiction over the creation of
hazardous waste in that location.

·

Submit the name of the selected waste disposal company in writing to ACEP no later than 30 days
prior to the start of move-in.

Materials Release Pass
For the protection of exhibitors, security guards will require a materials release pass from all persons leaving
the exhibit hall with equipment, cartons, luggage, etc. Passes may be obtained at the Exhibitor Registration
Desk or from security supervisor. To avoid delays, passes should be requested as early as possible on the
day materials and equipment are to be removed from the exhibit hall.
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Models
ACEP expects exhibitors to use prudent judgment when live models, hosts and hostesses are used.
Professional dignity and discretion should be observed at all times. The use of minors as live models is
strictly prohibited. Models must be dressed in a modest and professional manner. Personnel contracted to
assist with demonstrations are required to wear sports attire including sweat suits, shorts, and T-shirts. Tight
fitting or other inappropriate garments, which include leotards, thongs, T-backs, and short shorts, will not be
permitted on the exhibit floor. ACEP's Ultrasound Leadership has developed guidelines for scanning of live
models on the exhibit hall floor. Please refer to these guidelines for best practices on live model scanning.
Printed Materials
Distribution of printed materials, including audiocassette tapes, videotapes, and books, by industry or its
firms is limited to the space rented by the exhibiting company in the exhibit hall. Materials are not allowed
outside of the exhibit hall.
Sales
The purpose of commercial exhibits is to further the education of attendees through product and service
displays and demonstrations. Direct selling is not allowed; however, order taking is permitted within the
booth if business is conducted in a manner consistent with the professional nature of the exhibits.
Sound
Audiovisual equipment as part of a display is acceptable; however, sound equipment must be regulated so
as not to disturb neighboring exhibitors. In addition, spectators must not obstruct aisles or interfere with
accessibility to other exhibits. ACEP reserves the right to determine when sound levels constitute
interference with others or become unacceptable. In such cases, sound levels will be reduced or the
equipment will be removed at the exhibitor’s expense. The exhibitor is responsible for obtaining prior
licensing for the use of any music used in presentations in addition to the payment for any licensing fees.
Further, the exhibitor is responsible for any and all fees that may be due for the licensing rights use of
copyrighted music used in presentations.
Staffing
As a courtesy to attendees and fellow exhibitors, all exhibits must be open on time and each morning and
remain staffed at all times during show hours. Failure to have personnel in the exhibit at all times will result
in the loss of priority points.
DISPLAY GUIDELINES
Americans with Disabilities Act
Exhibitors shall be fully responsible for compliance with all applicable provisions of the Americans with
Disabilities Act (ADA) with regard to their booth space, including, but not limited to, the wheelchair access
provisions. Exhibitors shall indemnify, hold harmless, and defend ACEP, its officers, directors, agents,
members, and employees from and against claims, liabilities, losses, damages, and expenses (including
attorney’s fees and expenses) resulting from or arising out of the exhibitor’s failure or allegations of
exhibitor’s failure to comply with the provisions of the ADA.
Backdrops/Drapes
All backdrops and drapes, which are used in an exhibit, must meet the standards of the local fire department
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in the convention city. Proof that materials are flame-retardant may be required by the fire marshal. If the
fire marshal deems the drape not to be of the standard quality, the drape will have to be replaced with
materials which can be provided by the official general contractor. Any such replacement, including labor,
will be at the expense of the exhibitor.
Balloons
The use of balloons as part of the exhibit display or as a give-away is strictly prohibited.
Care of the Building
Decorations and/or notices may not be taped, nailed, tacked, stapled, or otherwise fastened to ceilings,
painted surfaces, columns, fabrics, doors, windows, or walls. Glitter is not permitted in the Building.
Exhibitors will be held responsible for any damage done to the building, equipment or decorations.
Carpeting
Aisle carpeting will be provided in the exhibit hall and the aisles will be vacuumed daily. Carpet is mandatory
for all booths. Exhibitors may use their own carpeting or rent carpet from the official general contractor.
Booths not carpeted by 12:00 pm on Saturday, October 28, will be supplied carpet and charged accordingly.
Vacuuming of booth carpet on the Saturday, October 28 will be provided compliments of ACEP. Additional
cleaning can be ordered. The arrangements and expense are the responsibility of the exhibitor.
Colors
The aisle carpet will be black/gray “tuxedo” carpet with drape colors being black, gray, and white.

Eligibility for Exhibiting
Scientific Assembly is the American College of Emergency Physicians’ premier meeting. Its purpose is to
enhance the professional and scientific education of the registrants in the field of emergency medicine.
ACEP reserves the exclusive and total right to control all aspects of the conduct of Scientific
Assembly. ACEP specifically reserves the right to determine the acceptability of applications for exhibit
space. All applications must meet the following criteria:
The products or services to be exhibited are of professional or educational interest or benefit to the
registrants and are, in the opinion of ACEP, related to the field of emergency medicine or the
physician’s practice. Exhibiting at Scientific Assembly does not imply ACEP's endorsement of products
or services.
The applicant or the goods or services to be exhibited will not be permitted if they, to the knowledge of
ACEP staff, are contrary to Boardapproved ACEP policies.
The applicant is reasonably determined by ACEP to be highly ethical and reputable, and the goods
and services to be exhibited are reasonably determined by ACEP not to be fraudulent.
The applicant agrees to comply with ACEP Rules and Regulations governing Scientific Assembly.
The application and required documents must be filled out completely and accurately.
Applications may be refused or booth space restricted due to space limitations or other reasons
determined by ACEP.
All pharmaceutical and medical device products exhibited must meet FDA guidelines and standards.
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Exception: The only exception to the above guidelines pertains to those companies that will be
assigned to the “Consumer Products Category.” These companies may include, but are not limited to,
automobile manufacturers, credit card companies, banking institutions, jewelers, etc. The exhibitor
understands and agrees that the information contained in this website and the ACEP Rules and
Regulations are an integral and binding part of the exhibit space contract. ACEP reserves the right,
even after an application has been approved, to refuse exhibits, curtail activities, or to close exhibits
or parts of the exhibit that do not by ACEP’s determination comply with its rules and regulations.
General Booth Specifications
Exhibits will not be permitted to span an aisle by ceiling or floor. Exposed or unfinished sides and
backgrounds must be draped to present an attractive appearance. Booths will be inspected during
installation and the official general contractor, at the discretion of ACEP, will provide draping as deemed
necessary and the charges will be submitted to the exhibitor.
In-Line Booths
An in-line booth is a booth 10’ wide by 10’ deep or multiples thereof arranged in a straight line. Display
material for in-line booths is restricted to a maximum of height 48” in the front 5’ of the booths, and 8’ in the
rear 5’. The back wall on in-lines is limited to 8’ in height, including signs or company name, logo, or product
information. Each in-line booth will have an 8’ high back drape and 36” high slide dividers defining the sides
of the space. The backside of an in-line booth cannot be visible. Show Management can order additional
drape, at the expense of the exhibitor, to cover visible portions. While banners may be hung from the pipe
and drape using such methods as grommets and zip ties, exhibiting companies may not completely replace
the drape provided by ACEP with a backdrop that hangs from the top pole via a pole pocket. In-line booths
will be provided with 7”x44” booth identification sign showing company name, city, state, and booth number.
The only company name allowed to be displayed is the name of the exhibiting company, as listed on the
original application for space.
Island Booths
An island booth is a 400-square-foot (20'x20') or larger exhibit space exposed to the aisles on four sides
restricted to a maximum height of 20'. Solid walls must be set back four feet from the aisles. Island booths
must be constructed to allow access from all sides. Island booths should have open sight lines around and
through the design (including hanging signs/structures), so that the surrounding area can be viewed through
the booth and that neighboring booths are not inappropriately obstructed. The top of the booth's sign must
not extend more than 20' from the exhibit hall floor. Variances will not be granted. Exhibitors who wish to
construct an island booth are required to submit a digital drawing, rendering or architectural plans to ACEP
Show Management by Friday, September 15. Any changes that occur after initial submission must be
resubmitted to ACEP Show Management for approval prior to the meeting. Should booth construction at the
meeting deviate from the actual submitted and approved floor plans, ACEP Show Management reserves the
right to ask the exhibitor to make modifications at the exhibitor's expense.
INTEGRITY OF SHOW FLOOR

ACEP reserves the right to modify or remove any exhibit that does not comply with these Rules and
Regulations. All booths must be set up on time, open and staffed during specified hours. Exhibitors who
violate these Rules and Regulations may be required to leave the premises and will not be invited to
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participate in the 2017 Event. All measurements shown on the floor plans are as accurate as possible, but
ACEP reserves the right to make modifications. ACEP also reserves the right to restrict exhibits and exhibitor
staff that because of noise, method of operation, conduct of exhibitor’s staff, materials, or for any other
reason become objectionable. ACEP may prohibit or evict an exhibit which, in the opinion of ACEP, detracts
from the general character that ACEP determines is desirable. In the event of such restriction or eviction,
ACEP is not liable for any refund or rental or other exhibit expenses or for other damages related to such
restriction or eviction. No “live” microphones or loudspeaker equipment will be permitted in any exhibit
booth but portable film, slide and videotape or other digital projections may be used so long as they do not,
in the sole opinion or ACEP, interfere with other exhibits.
ENFORCEMENT OF RULES

By applying for exhibit space, an exhibitor agrees to comply with all terms, conditions, and these Rules and
Regulations. Any violations shall subject the exhibiting company to the following penalties:
·

First Violation – Loss of current year’s priority points plus loss of 10% of the total number of
accrued points.

·

Second Violation – Loss of current year’s priority points plus loss of 50% of the remaining accrued
points.

·

Third Violation – Loss of all exhibiting privileges. After the third violation, the exhibiting company
will not be invited to exhibit at future ACEP meetings.

Any exhibiting company, which fails to notify ACEP, in writing, prior to the Event of its intent to cancel, is
deemed a no-show. A no-show may result in a loss of exhibiting privileges at future ACEP Events, and no
refunds will be issued. Early dismantling is considered a violation and will result in the loss of all accumulated
priority points. No exceptions.
When practical or appropriate in ACEP’s discretion, disciplinary action will be progressive according to the
above sequence, but a more severe penalty, including refusal of or termination of the exhibit, may be levied
without the requirement of progressing through each of the above successive steps. Infractions in the spirit
of the rules by potential exhibitors at any time may be considered in determining whether or not to accept
an application from such company seeking to exhibit at any ACEP meeting. Each exhibitor is granted nothing
more than a terminable license to exhibit, subject to all the rules herein and the ACEP’s approval of the
exhibitor’s application. If ACEP determines that any exhibitor has failed to comply with any rule herein or any
directive issued to the exhibitor ACEP may terminate the license and close that exhibiting company’s exhibit
without notice. In all interpretation of the rules and regulations, ACEP’s decision is final.

CANCELLATION OF BOOTH SPACE
Notification of an exhibitor’s decision to cancel or reduce exhibit space must be submitted in writing. The effective date
of a space cancellation or reduction will be the date when written notice is received and date stamped by ACEP.
Written notification of a reduction or space cancellation must be received on or before Friday, April 14. A service charge
of $1,000 will be assessed for each 100 square feet of canceled or reduced space.
After April 14, the exhibiting company will remain liable for the full cost of the original exhibit space.
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At the time ACEP receives written notice that an exhibiting company is canceling space, all function space (including hospitality
suites) held by that company will be cancelled. Any booth in the exhibit hall which is unoccupied by 3:00 pm on Sunday,
October 29, will be considered a noshow and may be assigned to another exhibitor unless ACEP Show Management has
received written notice of extenuating circumstances. The exhibitor shall be deemed to have cancelled the exhibit space
contract. There will be no refund to the original exhibitor and no obligation on the part of ACEP to relocate such exhibitors.
Additionally, exhibitors that noshow will remain responsible for any balance that may be owed to ACEP.

EXHIBITOR-DESIGNATED CONTRACTORS
Exhibitors using contractors, other than official ACEP contractors, for labor, supervision, or other service,
must notify ACEP in writing. The exhibitor is to complete and return the EAC notification form in the Exhibitor
Service Kit. Exhibitors must notify their EAC’s of ACEP’s rules and regulations. ACEP reserves the right to
remove EAC’s whose actions jeopardize the on-time opening of the exposition or whose employees fail to
observe the Rules and Regulations. Lack of compliance by the EAC may result in lossof priority points by the
exhibiting company. In order to use the services of an Exhibitor-Appointed Contractor, the following deadline
must be met:
Friday, September 15
Exhibitor-appointed contractor authorization forms due.
Exhibitor-appointed contractor documentation (certificates of insurance) due.
Companies not meeting these deadlines will be required to use labor provided by the official general
contractor.
FIRE & REGULATIONS
The following guidelines will be strictly enforced:
·

No gasoline, kerosene, diesel fuel, or other flammable liquids may be stored inside the Building.

·

No refueling is permitted in the convention center.

Prior written authorization is required for the following:
·

Operations of any heater, heat-producing, or open flame devices.

·

Use of lasers or X-ray equipment.

·

Use of any compressed gases (e.g., L.P., propane, oxygen)

·

Use, handling, storage, and disposal of hazardous materials and waste. You must also comply
with all federal, state, and local regulations pertaining to hazardous materials.
INSURANCE
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It is the responsibility of each exhibiting company to maintain adequate insurance coverage against injury to
persons, theft, damage to or loss of property, and against inability to meet its obligations outlined in the
Prospectus. You are required to send ACEP a copy of your insurance policy by Friday, September 9. Please
make sure your company’s name is on the policy.
LIABLITIY AND INDEMNITY
ACEP shall bear no liability for personal injuries, suffered by an exhibitor or that exhibitor’s employees,
contractors, or business invitees. ACEP will also assume no liability for damage or loss of property of any
exhibitor or that exhibitor’s employees, contractors, or business invitees, regardless of the cause, unless
such injury or damage results from, or is caused by, the negligence or wrongful acts of ACEP. Upon
application for exhibit space, each exhibitor agrees to defend, indemnify, and hold harmless ACEP, its
officers, directors, employees and members from any and all liability to any person or persons for or by
reason of any condition, defect or otherwise, of any apparatus, equipment or fixtures furnished by the
exhibitor in connection with its exhibit. Exhibitor further agrees to defend, indemnify and hold harmless
ACEP, its officers, directors, employees and members from any and all liability to any person or persons for
or by reason of any act or omission of said exhibitor, or any of its agents, servants or employees. Indemnity
includes, but is not limited to, claims of copyright, trademark or patent infringement, unfair competition and
product liability. In no event shall ACEP be liable to an exhibitor for any loss of business, business
opportunities, or any other type of direct or consequential damages alleged to be due from a breach of this
Agreement. It is understood and agreed that the sole liability of ACEP to exhibitor for any breach of this
Agreement shall be for the refund of all amounts paid by the exhibitor to ACEP pursuant to this Agreement,
as an exclusive remedy.
NO SHOW POLICY
Any booth unoccupied by 12:00 pm on Saturday, October 28 will be considered a no-show and may be
assigned to another exhibitor unless Show Management has received written notice of extenuating
circumstances. The exhibitor shall be deemed to have cancelled the exhibit space contract for the Event, and
ACEP will have the right to deny participation at further ACEP meetings. There will be no refund to the
exhibitor and no obligation on the part of ACEP to relocate that exhibitor.
PAYMENT POLICY
A 50% deposit must accompany applications submitted prior to Friday, April 14. Applications submitted
after Friday, April 14, must be accompanied by full payment. Full payment of all booths is due by April 14 or
ACEP may reassign space. Any exhibitor not paid in full upon arriving on site will not be permitted to exhibit
until the full payment is remitted to ACEP.
PHOTOGRAPHY AND VIDEO RECORDERS
Videotaping and taking of pictures, other than by the official photographer, is expressly prohibited.
Exception to this rule will be granted only with written permission from ACEP.
SHOW CANCELLATION POLICY
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Neither party shall be deemed to be in default of any provision of this Agreement, or for failures in
performance, resulting from acts or events beyond its reasonable control resulting in cancellation of the
Event. Such acts shall include, but not be limited to, fire, explosion, strike, freight embargo, act of God, or of
public enemy, war, civil disturbance, act of any government, labor disputes, acts or threats of terrorism,
strikes, government regulation or advisory (including governmental advisories, quarantines, curfews,
epidemics or pandemics) or any other catastrophe which would prevent the Event’s scheduled opening or
continuance. In such a Force Majeure even, the parties’ performance under this Agreement shall be
excused… The exhibitor hereby waives any claim against ACEP and Show Management for damages or
compensation.
Refund of the amount paid by the exhibitor will be determined after deduction of any amounts necessary to
cover expenses incurred by ACEP in connection with the Event. ACEP and Show Management shall not be
financially liable in the event the Event is interrupted, cancelled, moved or dates changed except as provided
herein.
SMOKING
ACEP policy prohibits smoking in all areas of the convention center during installation, show days, and
dismantle. Exhibitors are responsible for ensuring that all individuals associated with the exhibiting company
are in compliance with this policy.
STORAGE
Nothing is to be stored behind booths and back wall drapes. The fire marshal and ACEP’s Exhibits Manager
will inspect all exhibits during setup and throughout the Event to ensure that these areas are kept free of any
types of materials. If storage is needed, please arrange for access storage through the official general
contractor’s service desk. For safety reasons, compliance with this regulation is mandatory.
SECURITY
Uniformed guards will be stationed at the entrance to the Event’s exhibitor hall during exhibit hours. Security
will be provided to guard exhibits at night, beginning Thursday, October 13 and continue through
Wednesday, October 19. ACEP will not guarantee exhibitors against, nor shall it be responsible for, exhibitor
material loss or damage of any kind. Exhibitors are solely responsible for any and all loss or damage to the
exhibit material or damage to their exhibit material.
SUBLETTING/SHARING
Subletting or sharing of exhibit space is not permitted. Exhibitors must show only products or services
manufactured or sold by them in the regular course of business. Featuring names, logos or service marks or
advertisements of non-exhibiting firms or businesses is not permitted.
UNION REGULATIONS
To assist you in your planning efforts for the upcoming Event, we are certain you will appreciate knowing in
advance that union labor may be required for certain aspects of your exhibit handling. The following union
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regulations will apply to installation and dismantling of booths:
The unpacking, erection, assembling, and packing of displays of equipment may be done by full-time
employees of an exhibiting company. The official labor contractor for the exposition will have skilled
craftsmen to assist exhibitors who wish to hire labor to perform these services. Arrangements for all
temporary labor should be made through the official service contactor. Official labor order forms are
included in the Exhibitor Service Kit.
Material Handling
Work rules require that the official material handling contractor off-load all equipment and display material
from commercial carriers/common carriers or van lines. The use of fork trucks, pallet jacks and lift gates are
permitted only by personnel of the official material handling contractor. Exhibitors are allowed to perform
their own material handling, provided they meet all of the following criteria:
Personnel performing the work must be bona fide, full-time company employees of the exhibiting company.
They must be off-loading a company owned truck or rental vehicle, or form of car, van, or truck owned by
personnel of the exhibiting company. All trucks, including co-owned or rental vehicles, over 24’ in length will
be off-loaded or loaded by the official material handling contractor. They may use only hand-operated
equipment, which they have provided; two-wheeled hand trucks and four-wheeled flat trucks are permitted.
The use of fork trucks, pallet jacks, lift gates or any other mechanical equipment is not permitted by anyone
other than the official drayage contractor.
Safety
Standing on chairs, tables, or other rental furniture is prohibited. The furniture is not engineered to support
a person’s standing weight. Neither ACEP nor Freeman will be responsible for injuries or falls caused by the
improper use of rental furniture. Please assist us in our efforts to provide a safe working environment.
USE OF THE ASSOCIATION’S NAME OR LOGO
Exhibitors may not use any ACEP name, mark or logo in advertising with the exception of informational
references, such as “See our booth at the ACEP17 Scientific Assembly in Las Vegas.” Exhibitors who violate
this provision may not be allowed to participate in future ACEP meetings and may be subject to civil
penalties. The Scientific Assembly logo may be used with written permission from ACEP Show Management.
Endorsement
The exhibiting of products at the Event does not constitute an endorsement by ACEP. Exhibitors are not
permitted to imply or represent in any media that ACEP has endorsed or approved their goods and services
unless ACEP has specifically provided such an endorsement in writing.
VEHICLES AND MOTORIZED EQUIPMENT
Any vehicle or combustion operated machine which is part of an exhibit must contain less than one quarter
tank of fuel and must be equipped with locking gas caps. All battery cables must be disconnected and ends
taped. Gas caps locked, and the key retained by show management. No refueling is permitted in the
convention center. Floors under vehicles must be protected from any leakage, spillage, or other potential
damage.
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Memorandum
To:

Board of Directors
Council Officers

From: Robert Heard, MBA, CAE
Associate Executive Director, Membership & Education
Date: October 12, 2017
Sub:

EvidenceCare Affinity Program

Recommendation
That the Board of Directors approve an affinity program arrangement with EvidenceCare.
Background
During the January 2017 Board meeting, the Board reviewed a recommendation to endorse
a relationship with EvidenceCare. The Board agreed it is a viable product, but suggested it
needed more development to enhance the user experience.
Over the last eight months, the following has occurred:
• EvidenceCare has enhanced their entire platform structure and user interface based on
beta-testing feedback.
• EvidenceCare has partaken in an extensive review process of all of their emergency
medicine protocols.
o This was led by the editors of each protocol, many of whom are thought leaders on
these conditions.
o Additionally, ACEP staff secured over 60 peer reviewers that were involved in this
process via conference calls and the ability to leave comments directly within the
protocols.
o As part of the review process the peer reviewers were asked to complete a survey
of their impressions of EvidenceCare, the credibility of our content, and ease of
use. The results of this survey are provided in Attachment A.
• EvidenceCare has been working with Dina Gonzales to review their EM protocols
from a CME accreditation standpoint.
o All protocol applications will be submitted and Pre-Activity documentation
completed by mid-October so that ACEP staff will have time to complete the
review/approval process and accredit the protocols by ACEP2017.
o All CME credits for ACEP members will be seamlessly linked to ACEP’s CME
Tracker.
• Staff are in discussions with ACEP’s IT department on API documentation to
authenticate that a user registering on EvidenceCare is an ACEP member.
o This will ensure the proper attribution of revenue back to ACEP.
• The following are additional business development efforts by EvidenceCare:
o Executed similar partnership agreements with American Academy of Emergency
Medicine (AAEM), American Academy of Orthopedic Surgeons (AAOS), and
American College of Gastroenterology (ACG).

EvidenceCare Affinity Program
Page 2

o
o

Executed partnership agreement to co-develop Urgent Care protocols with
MedStar Health, an innovative 10-hospital system located in Washington, DC.
Currently engaged with multiple EHR vendors on native bi-directional integrations
that will have EvidenceCare protocols embedded within a provider’s EHR
workflow.

At this time, EvidenceCare would like to enter into an Affinity Agreement with ACEP with
the following suggested terms of the arrangement:
1. ACEP will promote EvidenceCare’s Emergency Medicine (EM) protocols to its
membership as a Member Benefit.
a. ACEP and EvidenceCare will agree upon the means to communicate this benefit to
its members, which may include: email campaigns, ACEP’s website, collaborative
web-based campaigns, collaborative presentations, press releases, and promotion at
ACEP’s annual conference (Scientific Assembly).
b. As part of this Program, EvidenceCare will offer ACEP Members a forty percent
(40%) discount off EvidenceCare’s Subscription tier.
i. CME Tracker: If an ACEP Member chooses to purchase EvidenceCare’s
Subscription tier, which comes with CME credits, such credits will be synced
into ACEP’s CME Tracker.
c. EvidenceCare will provide all ACEP Members a complimentary ninety (90) day
trial of EvidenceCare’s EHR documentation assistant.
2. As part of the program, EvidenceCare will share a portion of Gross Revenue with
ACEP.
a. Advertising Revenue: For any Registered User that has an Association with ACEP,
EvidenceCare will share 10% of Gross Revenue generated off that user.
b. Subscription Revenue: For any individual Registered User that has an Association
with ACEP who chooses to Subscribe to EvidenceCare’s Subscription tier,
EvidenceCare will share 10% of Gross Revenue generated off that user.
c. EvidenceCare will pay to ACEP any amounts due from the Program within fortyfive (45) days following the end of the applicable quarter.
3. As part of this agreement, ACEP agrees to accredit all EvidenceCare EM Protocols.
• EvidenceCare will go through the same accreditation process and comply with all
requirements.
• All CME credits obtained by ACEP members will be “synced” back into ACEP’s
CME Tracker via API.
Fiscal Impact
Projections for ACEP's revenue share based on member engagement level:
Number of Members

1,000

5,000

10,000

20,000

ACEP Revenue Share (annual)

$11,328

$58,080

$121,920

$264,000

Emergency Physician Expert Review
EvidenceCare provided a demo and access to over 60 of Emergency Medicine’s brightest and most influential experts.
Participants were asked to complete a survey regarding their experience.
EvidenceCare is different from other
products I have used in patient care.

3%

Usage of this protocol can decrease a
physician's liability associated with the
care of patients with this condition.

10%

Usage of this protocol can
improve provider communication
with their patients.

24%

41%

52%

31%

3%

59%

45%

10%

20%

30%

STRONGLY DISAGREE

What differentiates EvidenceCare from
other products?

The ‘easy-to-use’ system. Great
layout. I am sure that this protocol
yields the latest evidence since it is
reviewed and updated by experts in
each field.
-Barbara Backus, MD

31%

31%

10%

0%

59%

17%

17%

This protocol is easy to use and will
enhance my practice of medicine.
EvidenceCare encapsulates the “best
practice approach to management of
patients with this condition.

14%

52%

40%
DISAGREE

BEST PRACTICE
APPROACH

97%

50%

60%

NEUTRAL

70%
AGREE

80%

90%

100%

STRONGLY AGREE

ENHANCED
WORKFLOW

PATIENT
ENGAGEMENT

90%

83%

A novel product that really
simplifies the need-to-know evidence in a
manner that is quick and easy to reference.
Great interface and appearance. Really like
how this can be incorporated into an EHR
with ordersets and recommended
medications.
I don’t know of any
other products that are
so practical and
This tool is the first that I have
evidence-based. This
encountered which is easy-tois outstanding and
use, valuable for beside use,
will help from a risk
informed and evidencemanagement
based…plus has the ability to
standpoint.
present statistics to the
patient/family and link to the
EHR. Well done!

PROTOCOLS REVIEWED
Acute Coronary Syndrome (ACS)
ACLS
Asthma
Central Line/CLABSI
CHF: Acute Decompensated
Concussion
COPD
Diabetic Emergencies
Low Risk Chest Pain
Neonatal Fever
PALS
Pediatric Appendicitis
Pneumonia
Seizures
Sepsis
Stroke: Acute Ischemic
Transient Ischemic Attack (TIA)

Active and rapid
bedside assistance
when faced with
critically ill patients is
essential and having
evidence based
protocols at one's
fingertips is
paramount.

Free text responses from reviewers:
• First, this product was designed by PRACTICING emergency physicians so that the flow is
right. Secondly, it was designed by experts in the areas involved. Finally, the company
itself has constructed the site so that it "thinks" the way an emergency physician thinks
and can be used to help inform the conversation with the patient and family. For these
reasons I think that it's unique.
• EvidenceCare is far more interactive and fluid then other programs. It allows providers to
use both clinical judgment and validated decision tools. It's recommendations do not box
providers into a set treatment strategy. It provides the evidence to support its claims in
easily digestible referenced explanation. The resources are not stock piled, they come to
your screen as you work your way through the protocol.
• I think this is great for clinicians who aren't comfortable with pediatric resuscitations.
• I do not know of other products that offer the protocol, the evidence and calculation tools
in one application. Adding the patient education component is an added bonus.
• EvidenceCare gives very easy access to the references and straight forward approach.
Clean and simple layout. Love the side notes, prognostication and outcome data.
• Emergency medicine oriented concise with need-to-know information.
• Very user friendly approach to move providers along algorithm. Still working on
consensus on recommendations, but platform is outstanding.
• Ability to see detailed info on studies or choose to skip detailed info and go straight to
recommendations.
• EvidenceCare is very user-friendly. Thorough but succinct. Clinically relevant and directly
applicable. The ability to merge plans and MDM's with the EMR is excellent and guides
the provider to evidence-based care.
• Decision making tool that incorporates evidence as opposed to just a textbook.
• The simplicity of the tool sets it apart from any other program I've tried.
• EC walks the physician through the algorithm actively, rather than presenting the CPR
passively in a table format and asking physician to make inferences or look elsewhere
(internal or external to the product) for amplifying information that may be required. The
ability to bypass steps and use the aspects of the tool (amplifying information) assists
with it's overall usability to all levels of providers. Really like the link to the cited
references in PUBMED - great feature!
• Brings together multiple aspects of evaluation/care for specific problems. Current
breadth of clinical problems still somewhat limited.
• The current products that are commonly used - UpToDate, E-Medicine and textbookssimply to not present data in the same way. While UpToDate is well, up to date, it is
difficult to use real time for conditions that often require rapid decision-making in which
decision #2 is a function of decision #1 and so forth.
• Nice attempt to align with ACEP clinical policies; however, I have concerns… the graphic
tools (e.g., NNH, NNT) that are promoted to help explain the balance of risks and benefits
to patients is limited by the evidence, yet the level of evidence for each graphic is not
explicit. In other words, these graphics may be straightforward with a Level A
recommendation but not with a Level B recommendations (i.e., identify a particular
strategy or range of strategies that reflect moderate clinical certainty). The Canadian
Head CT rule used as an example - yet this rule has limitations. In fact, most of the
evidence used for decision making in EM is Level B or C, and therefore, should not be
incorporated into an EHR. The "thumbs up or down" is too simplistic for complex decision
making.
• Nothing unique about this program in my view. I would not take the time to interact with
this program unless completely integrated into EHR. Interface was reasonably easy to
navigate. No patient communication tools are present in this version.
• This should also be made available on smart phones for easy access; while wouldn't link
to actual patient record, would be a helpful resource.
• This tool puts evidence at the finger tips of community physicians that may not know
how to access the information quickly while seeing patients and may not remember at
the intricacies of the evidence for different patient populations. Additionally, providing
needed education to both the physician and patient will enhance the overall experience
for both the provider and the patient.
• I am an academic practice physician and so my residents look for these kinds of tools all
the time. This is far and away the best thing I have ever seen.
• Very evidence-based and practical. I think this will be protective from a med-mal
standpoint as well.

Memorandum
To:

Board of Directors
Council Officers

From: Michael A. Turturro, MD, FACEP
Chair, Emergency Medicine Practice Committee
Mark S. Rosenberg, DO, MHA, FACEP
Board Liaison, Emergency Medicine Practice Committee
Date: October 11, 2017
Subj: Sub-Dissociative Dose Ketamine
Recommendation
That the Board of Directors approve the policy statement “Sub-dissociative Dose
Ketamine.” (Attachment A).
Background
The Emergency Medicine Practice Committee (EMPC) was assigned an objective for the
2016-2017 committee year to “Collaborate with ENA, AAENP, SEMPA, and other
emergency care provider organizations to develop a joint position statement endorsing the
use of sub-dissociative ketamine under the same procedures and policies as other analgesic
agents administered by nursing staff in the emergency department setting (Amended
Resolution 37-15).”
The EMPC developed the policy statement, “Optimizing the Treatment of Acute Pain in
the Emergency Department” that was approved by the Board in April 2017. Administration
of sub-dissociative ketamine was addressed in that policy. The committee agreed that a
“stand-alone” policy as well as a Policy Resource and Education Paper (PREP) was
needed, due to the resistance many members face at their institutions concerning the use of
sub-dissociative ketamine for analgesia.
Attachment A contains the draft policy statement “Sub-dissociative Dose Ketamine.”.
Prior Board Action
None
Fiscal Impact
Budgeted committee and staff resources for development and distribution of policy
statements.

Attachment A
Sub-dissociative Dose Ketamine
Proposed Policy Statement, October 2017
1

The American College of Emergency Physicians affirms that sub-dissociative dose ketamine (SDK), also referred to

2

as low dose ketamine (LDK) is safe and effective for analgesic use in emergency departments. SDK is one “opioid

3

sparing” modality. Benefits of SDK over opioids and other common analgesics include, improved pain relief, less

4

respiratory depression, and maintenance of cardiac output. Emergency care providers should disclose to patients that

5

SDK administration may trigger generally minor transient side effects, including nausea and temporary dysphoria.

6

As with any analgesic, observation and assessment of the patient’s response to SDK is indicated. Due to SDK’s

7

excellent safety profile and activity as an analgesic, not an anesthetic, special administration procedures and/or

8

monitoring are not required. SDK may be safely ordered and/or administered by emergency care providers under the

9

same policies and procedures as other typical analgesics.

10

FOR REFERENCE:

11

American College of Emergency Physicians. “Optimizing the Treatment of Acute Pain in the Emergency

12

Department.” Policy Statement. Approved April 2017.

13

From ACEP Policy on Optimizing the Treatment of Acute Pain in the Emergency Department, April 2017

14
15

Administration of sub-dissociative dose ketamine (SDK) may be used either alone or as part of a multimodal

16

approach to pain relief for traumatic and non-traumatic pain. Emergency care providers should disclose to patients

17

that SDK administration may trigger generally minor, transient side effects. Administration of sub-dissociative

18

ketamine should commence under the same procedures and policies as other analgesic agents administered by the

19

nursing staff in the ED setting.

Memorandum
To:

Board of Directors
Council Officers

From: Aisha Liferidge, MD, MPH, FACEP
Chair, Diversity & Inclusion Task Force
Stephen H. Anderson, MD, FACEP
Board Liaison, Diversity & Inclusion Task Force
Date: October 17, 2017
Subj: Diversity & Inclusion Task Force Interim Report
ACEP President, Dr. Rebecca Parker, has emphasized diversity and inclusion as a key
focus area this year. In response, the Diversity & Inclusion Task Force was created in
2016 and assigned the following three main objectives:
Objective 1: To engage the specialty of emergency medicine on diversity and inclusion.
Objective 2: To identify obstacles to advancement within the profession of emergency
medicine related to diversity and inclusion, and ways to overcome these obstacles.
Objective 3: To highlight the effects of diversity and inclusion on patient outcomes and
to identify ways to improve these outcomes.
Over the past 14 months, the task force has sought to utilize fully its numerous expert
members to accomplish an ambitious agenda that focused on accessing meaningful
information and creating momentous initiatives that foster perpetuity. A total of 22
specific and actionable tactics were assigned to each objective, 90% of which have been
accomplished.
We recognize that this initiative requires ongoing work to realize its complete
objectives. Therefore, the task force seeks to continue and complete its work over the
next six months. Fortunately, after the life of the task force, efforts will persist through
the work of ACEP’s newly formed and very engaged Minority Affairs and Social
Emergency Medicine Sections, both of which will hold their inaugural meetings at
ACEP17. Additionally, the American Association of Women Emergency Physicians
(AAWEP) Section, particular ACEP committee objectives, and other College initiatives
will serve to foster an ongoing culture that prioritizes diversity.
Countless thanks go to all of the extremely talented members of the Diversity &
Inclusion Task Force and Advisory Group, our Board and staff liaisons, and other staff
members for their expertise and tireless hard work.
Attachment A is our interim report of accomplishments, followed by samples of reports
from key tactics in Appendices A, B, C, and D.

Attachment A
American College of Emergency Physicians
Diversity and Inclusion Task Force
Interim Report
October 2017
Chair: Aisha Liferidge, MD, MPH, FACEP
Board Liaison: Stephen H. Anderson, MD, FACEP
Staff Liaison: Sandra M. Schneider, MD, FACEP
Task Force Members: Ryan Adame, MPA, CAE; Michael J. Baker, MD, FACEP; Steven H. Bowman, MD, FACEP;
Kerryann B. Broderick MD, FACEP; Adam Brown MD, FACEP; Savoy Brummer MD, FACEP; Alejandra (Alex)
Cano, MD; Esther K. Choo MD, FACEP; Kathleen J Clem MD, FACEP; Vidya Eswaran MD, FACEP; Malika Fair
MD, MPH, FACEP; Baruch Fertel, MD, FACEP; Andrea L. Green, MD, FACEP; Sanford Herman MD, FACEP;
Sheryl Heron MD, MPH, FACEP; Robert Hockberger MD, FACEP; Tiffany Jackson MD; Kevin Klauer DO, EJD,
FACEP; Linda Lawrence MD, FACEP; Bernie Lopez MD, FACEP; Mike Lozano MD, FACEP; Don Lum MD,
FACEP; Abhi Mehrotra MD, FACEP; Mark Mitchell DO, FACEP; Adetolu Oyewo, MD; Orlee Panitch MD, FACEP;
Aasim Padela MD, FACEP; Hala Sabry DO, MBA; Trevonne Thompson, MD, FACEP; and Adrian Tyndall MD,
FACEP.
Advisory Group Members: Douglas Char, MD, FACEP; Vidor Friedman, MD, FACEP; Ramon W. Johnson, MD,
FACEP; Gordon Ngai, MD, MPH, FACEP; Ericka Powell, MD, FACEP; Lynne Richardson, MD, FACEP; and
Michelle Van Ryn, PhD.
“Diversity means all the ways we differ. …Anything that makes us unique is part of this definition of
diversity. Inclusion involves bringing together and harnessing these diverse forces and resources, in a way
that is beneficial. Inclusion puts the concept and practice of diversity into action by creating an environment
of involvement, respect, and connection—where the richness of ideas, backgrounds, and perspectives are
harnessed to create business value.”
Source: Jordan TH. Moving from Diversity to Inclusion. Prof Diversity J. undated. Accessed October 5, 2017.

The inception of the task force was in April 2016 at the ACEP Diversity Summit. The work of the task force formally
began in August 2016. At the Summit, attendees prioritized potential action, with the task force receiving the highest
priority. Following the Summit, Drs. Rebecca Parker and Steven Stack, along with attendees of the Summit provided a
well-supported rationale for the importance of diversity in emergency medicine through an editorial published in the
June 2017 issue of Annals of Emergency Medicine.
The task force had three main objectives: 1) to engage the specialty of emergency medicine on diversity and inclusion
(D&I), 2) to identify obstacles to advancement within the profession of emergency medicine related to diversity and
inclusion, and ways to overcome these obstacles, and 3) to highlight the effects of diversity and inclusion on patient
outcomes and to identify ways to improve these outcomes. While diversity can include any difference between
groups, the task force focused on diversity based on age, gender, race/ethnicity, sexual orientation, and religion.
The task force selected leaders for each objective and created actionable tactics for each objective. There was some
duplication in some of the tactics under the objectives and these were later combined.
OBJECTIVE 1 To engage the specialty of emergency medicine on diversity and inclusion.
Led by Bernie Lopez MD, FACEP
• Tactic 1: Engage the organizations within EM (environmental map, gap analysis)

• Tactic 2: Develop a playbook or toolkit to assist various groups of stakeholders in EM on the topic of D&I
• Tactic 3: Encourage EMF to develop a grant for D&I research
• Tactic 4: Create a catalog of existing publications in EM journals and newsletters
• Tactic 5: Disseminate D&I activity in EM that educates about bias, promotes cultural competence
• Tactic 6: Engage senior leadership of ACEP
• Tactic 7: Propose ACEP award and/or ACEPNow mention that supports and highlights D&I
• Tactic 8: Social media and general campaign that educates and depicts D&I in EM
• Tactic 9: Make ACEP’s demographic data collection more exhaustive and granular information
• Tactic 10: Create forum for ACEP membership to contribute thoughts, ideas, stories, suggestions
OBJECTIVE 2

To identify obstacles to advancement within the profession of emergency medicine related to
diversity and inclusion, and ways to overcome these obstacles.
Led by Esther K. Choo MD, FACEP
• Tactic 1: Review and summarize relevant data (systematic review of the literature)
• Tactic 2: Survey relevant stakeholders and groups
• Tactic 3: Conduct focus groups/surveys to identify barriers, create effective pipeline, determine solutions
• Tactic 4: Propose ACEP Award that supports and highlights D&I
• Tactic 5: Make ACEPs demographic data collection more exhaustive and granular
• Tactic 6: Meet with Young Physicians Section leadership to brainstorm
• Tactic 7: Review ACEP Board of Directors nomination and campaign process to determine barriers
OBJECTIVE 3

To highlight the effects of diversity and inclusion on patient outcomes and to identify ways to
improve these outcomes.
Led by Abhi Mehrotra MD, FACEP
• Tactic 1: Locate and advertise relevant data on diversity and inclusion as related to patient outcomes. Complete
literature review, summary synopsis, and gaps analysis.
• Tactic 2: Review diversity and inclusion initiative of other specialty groups and organizations.
• Tactic 3: Determine best practices
• Tactic 4: Stimulate research in the area of diversity and inclusion via EMF Grant and work with the Research
Committee to create network of young researchers with seasoned investigators in a mentoring forum.
• Tactic 5: Make ACEP’s demographic data collection more exhaustive and granular
A few of the tactics, such as creating a playbook or toolkit, required the completion of prerequisite tactics first, and
therefore have not yet been fully completed, but the task force members wish to complete all tactics in the upcoming
next 6 months.
Key Projects: What was accomplished?
• A survey of the current landscape of diversity and inclusion activities and initiatives amongst emergency
medicine organizations and other medical specialty organizations was completed.
• A comprehensive archive of diversity and inclusion related literature and documents was collected and
organized.
• An implicit bias educational workshop was held for the ACEP Board and Staff during the June Board
Meeting.

•
•
•

An implicit bias panel discussion was held at the 2017 Leadership and Advocacy Conference.
A public relations/social media campaign around diversity in emergency medicine was launched and has been
implemented via ACEPNow series, ACEP Frontline podcasts, and social media throughout the year. Photos and
other media from that campaign will be visible at ACEP17.
Heads of 13 large emergency medicine organizations were surveyed to determine the demographic
composition of their leadership and members. The response rate was nearly 90% and data analysis is
currently underway.

Key Products: What contributions were made?
• The task force facilitated a collaboration between ACEP and the Association of American Medical Colleges
(AAMC) to create and administer a robust demographics and diversity-related survey of ACEP’s
membership. The survey sought to determine accurate demographics including practice type and environment,
levels of engagement amongst ACEP members of various backgrounds, and barriers to diversity and inclusion
within the profession of emergency medicine profession. The response rate was approximately 20%, which is
much higher than previous ACEP surveys. Analysis of this data is currently underway; some reports will be
available for ACEP17. These survey results will enhance ACEP’s membership demographic database and
catalyze subsequent follow-up focus groups and research.
• A 3-part online course on implicit bias within clinical practice was developed. This course defines bias,
discusses its effects on patient care, and offers strategy for combatting it. It will be available to all ACEP
members by ACEP17 and is CME-credit eligible.
• A new Council Champion Award in Diversity and Inclusion was approved by the Steering Committee at
their June meeting. This award will be given for the first time in 2018.
Key Efforts: What was attempted?
• Two articles on diversity and disparities of treatment were selected and submitted to the American Board
of Emergency Medicine for consideration as part of Lifelong Learning and Self-Assessment (LLSA).
Neither was chosen. However, there were 150 articles submitted and only 12 selected, such that the competition
was significant.
• A proposal for a diversity research grant was submitted to the Emergency Medicine Foundation.
However, the Emergency Medicine Foundation (EMF) recently restructured their grants criteria and process to
be broader, such that the task force’s proposal was tabled.
Key Discoveries: What was learned?
• Disparaging views about diversity and inclusion persist within the membership of ACEP. Articles in
ACEPNow regarding diversity drew opposing viewpoints from rare but vocal individuals. Comments made
during the task force developed D&I and demographic survey (described below) have not yet been released, but
are described as ‘colorful.’
• There is a paucity of organized initiatives within medical specialties around diversity and inclusion.
ACEP’s prioritization of this issue is groundbreaking, creates precedent, and fosters modeling for other
specialties and the House of Medicine.
• The Academy of Diversity and Inclusion in Emergency Medicine (ADIEM) of the Society of Academic
Emergency Medicine (SAEM) leads in well-established programming and initiatives around D&I within
the specialty of emergency medicine.
• ACEP’s membership demographic data collection is inadequate due to frequent inaccuracies and a
consistent lack of granularity.
• Some of ACEP’s minority and under-represented members have felt marginalized and endured emotional
distress within the context of their ACEP membership and emergency medicine careers.
• Numerous ACEP members who completed the D&I survey are open to discussing their personal
experiences related to diversity and inclusion.
Key Next Steps: What to wrap up in the next 6 months?
• Complete comprehensive literature review (Objective 2, Tactic 1)
• Analyze data from D&I Survey
• Use data analysis from D&I Survey to inform subsequent focus groups, interviews, and future research, to
likely take place at LAC18 and/or ACEP18 (Objective 2, Tactic 2)

•
•
•
•
•
•

Analyze data from leaders of large EM organizations demographic survey
Publicize Implicit Bias Online Course via ACEPNow, www.acep.org, and social media
Dr. Liferidge to meet with State Chapter Executives to assist with solidifying specifics of State Chapterfocused initiatives and proposals
Seek corporate sponsorship of D&I focused grant
Finalize D&I Toolkit (Objective 1, Tactic 2)
Dr. Liferidge to prepare final report and update ACEP Board on completion of task force work Leadership
and Advocacy Conference, May 2018

Understanding and optimizing diversity and inclusion within ACEP, the specialty of emergency medicine, and
ultimately the House of Medicine cannot be accomplished over the course of a single task force’s lifetime; it’s a
continual process and indefinite journey. Yet, the work of this task force has formalized an awareness and established
a foundation from which future progress will be born, as ACEP, our hospitals and institutions, and America itself faces
and grapples with this complex and challenging, yet crucial subject.
Appendices A, B, C and D are reports of key tactics completed by the task force.

Objective 1 Tactic 1

APPENDIX A

Objective 1 -To engage the specialty of emergency medicine on diversity and inclusion.
• Tactic 1: Engage the organizations within emergency medicine.
•

Develop an environmental map of each organization’s diversity and inclusion-related initiatives and
programming, followed by a gap analysis.

Completed by Dr. Bernie Lopez
AAEM:
1. Diversity and Inclusion Task Force (in the process of formation)
2. Cultural competency sessions at their annual conference
Academy for Diversity and Inclusion in EM (ADIEM) – Academy of SAEM:
1. Leadership
a. Executive leadership board - 8 members
b. General membership - currently 135 members
2. Committees
a. Nominating
b. LGBT
c. Social Media
d. Resident
e. Awards
f. Membership
g. Research
h. Resident Scholarship to Annual Meeting
i. SAEM Chair Development Program Nominating
j. Veterans (in development)
3. ADIEM Annual Meeting Activities
a. Diversity 401 (the 4th installment of a longitudinal cultural competency
program) - a half-day,
preconference interactive program
b. Cultural competency didactic sessions (a regular occurrence)
c. LGBT mixer
d. Annual cultural event
e. ADIEM Business Meeting - includes cultural competency didactics, health
disparities research
presentations
f. ADIEM awards presentations
1. Marcus Martin Leadership Award
2. Visionary Educator
3. Outstanding Academician Award
4. Outstanding Future Academician Award
4. Marketing and Publicity
a. Community list-serve
b. Publication in the bimonthly SAEM newsletter
c. Facebook and Twitter announcements through SAEM
d. Newsletter
5. ADIEM educational activities - members of our executive board (past and current) have provided the following:
a. Grand rounds on cultural competency topics to EM residency programs
b. Presentations at SAEM regional meetings
c. Moderating faculty retreats on diversity and inclusion
6. Research
a. Health disparities research by ADIEM members

b. Workforce diversity research (current project looking at best practices in
recruitment of a diverse
residency training program)
7. Diversity and Inclusion Formal Training and Education: Five emergency physicians have completed formal
training in the AAMC Healthcare Executive Diversity and Inclusion Certificate Program (this is a six-month
training and education program)
Academy of Academic Chairs in EM (AACEM) – Academy of SAEM:
Provided a full scholarship for an underrepresented minority or LGBT faculty member to enroll in the Chair
Development Program
CORD: none
SEMPA: none
ACOEP: A Women’s initiative
NMA: Scientific Assembly sessions and if funding allows, typically a reception to celebrate the resident forum. No
other deliberate focus on diversity as NMA itself has been based on diversity and inclusion for URM's as the members
noted by the membership.
ACEP:
President speaks at NMA – EM section meeting annually
ACEP is a sponsor for SNMA booth
ACEP sponsors NMA banquet
First Diversity Summit, April 2016
Diversity and Inclusion Task Force
Cultural Competency didactics at Scientific Assembly
EMRA:
Creation of EMRA Diversity and Inclusion Task Force October 2016
• First Diversity and Inclusion Resolution passed at ACEP16
• Application to Board for EMRA D&I Division-in process
• Mentorship program overhaul
• Proposals for EMRA sponsored D&I opportunities and events
• EMResident (EMRA Magazine)- published articles on diversity and inclusion
• SNMA AMEC Diversity Breakfast, Reception sponsor

APPENDIX B

Objective 1 Tactic 7
Objective 1 -To engage the specialty of emergency medicine on diversity and inclusion.

• Tactic 7: Review ACEP Board of Directors nomination and campaign process to determine barriers.
Completed by Dr. Kerryann Broderick
Diversity and Inclusion Task Force
Opportunities and Barriers in the nomination process for the
American College of Emergency Physicians, Board of Directors
Kerryann B. Broderick, BSN, Sonja Montgomery, CAE
We reviewed the criteria for nomination as a candidate for the ACEP BOD in the lens of diversity and inclusion.
While we found no language or criteria that were inherently barriers, we do have the following comments.
Under the mandatory category, the three year commitment may be more difficult for physicians interested who also
have significant family responsibilities. The Board leadership is a very important post which takes time in
understanding the work, culture and performance of duty. Many Boards have term length requirements for similar
reasons, learning the landscape in order to effect meaningful change. (ACEP Board of Directors Criteria) attach criteria as a
ref

However, more women are caregivers than men and this does anecdotally have an effect on those willing to serve.
Under the highly desirable category the nominee must have demonstrated some ACEP leadership experience. Diversity
white paper

“Internal ACEP demographic information reveals similar diversity challenges. Women are substantially
under-represented, comprising only 26% of the regular ACEP membership, 28% of committee members, 26%
of committee chairs and 27% of Council members. The division is even greater in senior leadership positions
where only 12.5% of the current Board of Directors and 19% of state chapter presidents are women. African
Americans account for just 1% of our members and Hispanics 1.5%.13 these groups have almost no
representation among ACEP leadership” Schneider. Diversity white paper
The steering committee may be one where it is not widely known or understood that you are highly encouraged to
serve on that committee to be nominated.
HIGHLY DESIRABLE
1. Member for at least five years.
2. Evidence of active ACEP involvement in both* national and chapter activities as exemplified by the following:
a. Current or past Council membership (27% women)
b. Current or past Steering Committee membership (53%, 2017)
Individuals need to apply to be on the Steering Committee. Council committee interest usually opens by June 1. It’s a
committee of 15 (as defined in the Bylaws) and a two-year term so about ½ of the committee turns over each year.
The committee is appointed by the Council officers. Interesting fact for 2017: 8 of the 15 members are women!
c. Current or past chapter officer and board member (19% women: 2016)
d. Current or past national committee membership and leadership (26% chairs:2016)
e. Current or past section leadership
* On rare occasions, circumstances and special skills may result in a qualified nominee whose primary experience
is only at the national level
Perception of the barriers – real or perceived – is likely the same for both Board and Steering Committee.
1. Individuals have to apply first! Committee appointments are not usually made unless someone applies. It’s a

rare exception to appoint someone if they haven’t applied. You can’t be considered if no one knows you are
interested. The same applies for nomination to the Board, whether self-nomination or nomination from a
component body. You can’t be nominated if you don’t express interest.
2. Lack of diversity in chapter leadership. The Council is made up of representatives from chapters and sections.
National credentials the councilors and alternates that are submitted by the component bodies (chapters,
sections, EMRA, etc.).
3. Time commitment. Individuals with young families don’t want to be away from home the extra time that is
needed to serve on the Board.
Linda Lawrence:
“In my work for almost 10 years trying to recruit/mentor individuals to consider running for BOD/Council I
have found one of the greatest barriers is the perceived workload with the position. What is critical is for the
BOD to change their operating rhythm and self-imposed expectations especially with ascending leadership. I
was a nontraditional BOD member and operated in a nontraditional way to some extent. I had a FT plus job
and family with young kids. I would suggest the BOD look at how they can operate in more collaborative and
efficient ways, embrace modern technology and help potential candidates see there are ways to be an effective
BOD member without spending 150+ days/year in a hotel. For starters that type of talk and action has to stop.
A huge part of it is the culture and the BOD can reshape that through their behaviors.”
4. Financial. Depending on your practice arrangement, you may not have time to make up missed shifts, trade
shifts, or have adequate PTO to cover the time. ACEP pays a stipend and pays expenses for travel, but it does
not make up for lost income. Campaign time and expenses have increased over time.
a. Chapter visits to campaign pulls BOD members away from BOD work, job and family. New
candidates feel the pressure to visit chapters. Perhaps the steering committee can re-examine
participation in chapter events. Perhaps other new technology such as Webex, or other internet media
platforms.
The Leadership Development Advisory Group (LDAG) – another Council committee created about 5 years ago – has
a primary role of identifying and mentoring potential future leaders. The LDAG works to encourage individuals to
seek nomination so that the Nominating Committee can just work to vet candidates.
The LDAG is committed to identifying and addressing barriers. At their recent 2016 meeting in Las Vegas, the
discussion included several approaches such as; developing a survey to YPS and another survey about barriers.
The American Association of Women Physicians also has a leadership group, now called LEAP, which was
established in 2016 to put structure around pulling women up into leadership positions especially in ACEP.
Summary
•
•

Component bodies, particularly chapters are vital in helping to create diversity at the component body level,
which will naturally lead to increased diversity at the national level. Component bodies should also be
engaged with the LDAG to promote individuals for national leadership consideration.
Persons of diversity and minority may need to be ‘coached’ to raise their hands. Data shows there are definite
differences in gender and diversity when it comes to the imposter phenomenon

APPENDIX C
Objective 3 Tactic 1
Objective 3 - To highlight the effects of diversity and inclusion on patient outcomes and to identify ways to improve
these outcomes.
• Tactic 1: Locate and advertise relevant data on diversity and inclusion as related to patient outcomes.
______________________________________________________________________________
Completed by Dr. Sheryl Heron
A literature review was conducted with information specific to physician concordance and patient outcomes. There
was a paucity of data in the literature review that examined diversity and inclusion related to patient outcomes. Of the
literature noted, the focus was primarily related to patient-physician concordance with patient's more apt to feel
comfortable with physicians notably with concordance in race/culture and gender.
The Gap Analysis is based on information from Healthy People 2020 – The Overarching Goals for HP 2020 are to:1
Attain high-quality, longer lives free of preventable disease, disability, injury, and premature death.
Achieve health equity, eliminate disparities, and improve the health of all groups.
Create social and physical environments that promote good health for all.
Promote quality of life, healthy development, and healthy behaviors across all life stages.
Healthy People 2020 identified categories of disparities/inequity to be assessed by: race/ethnicity, gender, SES,
disability, LGBT and geography. This would be naturally be linked to item 3 which addresses the social determinants
of health which include social and economic factors, natural and built environments, policies and program. Healthy
People 2020 conclude that the Leading Health Indicators (LHI), health Determinants and Health Disparities are
linked. Specifically, “Recognizing that factors related to social and physical environments, multi-sector policies,
individual behaviors, health services, and biology and genetics influence the ability of individuals and communities to
make progress on these indicators, the LHIs will be examined using a health determinants perspective." Addressing
determinants is key to improving health disparities and overall population health. This would align with the work
initiated by ACEP's Public Health and Injury Public Health and Injury Prevention Committee. In September of 2010,
there was a list of potential data elements to be included on the next ACEP Report Card. Led by Drs. Lynne
Richardson and David Sklar, the Committee was tasked to “Review data on disparities in emergency care and identify
opportunities for enhancing data and improving patient care.” Suggested data collection needs and methods for future
to include in the report card:
•

Standardized, Assess quality, Assess patient outcomes, Census data use linking zip codes to determine
socioeconomic status, Life expectancy based on geography, Granular data on race/ethnicity and language,
Provider-type influences , More in-depth socioeconomic status analysis (ie, based on education, income, or
composite index (income, employment, home ownership, communications, transportation, support,
education); using CAPSES index using 3 domains (material capita, human capita, social capita), Revise
implementation of Health Insurance Portability and Accountability Act (HIPAA) such that code for
race/ethnicity designation is mandatory, and Utilization of existing data sets.

The identified barriers to improving data to address disparities include:
• Electronic Medical Records data collection challenges
• Privacy issues
• Costs
• Fluid nature of socio-culture constraints of race and ethnicity
• Political challenges
• Difficulty with federal enforcement of collection requirements on states
• Limitations due to emergent/critical conditions of ED patients

As a follow-up there was a statement from Dr. Liferidge who served as the Subcommittee Chair of The Disparities
Subcommittee. The statement was part of the ACEP Newsletter however notably referenced how to collect race,
ethnicity and primary language data at organizations.
Disparities Toolkit Statement for ACEP Newsletter
The elimination of health disparities in emergency care is a fundamental priority and necessary for any successful
quality improvement effort. Data collection is a key component to eliminating disparities; it affords the development
and implementation of best practices in order that all patients might receive the quality and equitable care that they
deserve. Health systems need guidance on how to systematically collect accurate disparities data and create
meaningful metrics for analysis. The Health Research and Education Trust (HRET), an affiliate of the American
Hospital Association, offers an online disparities toolkit that provides an infrastructure for collecting comprehensive
and granular demographic data related to race, ethnicity, gender, and primary language. It includes information on
why the collection of data is important, staff training on respectful styles of data collection, and how to best utilize the
data once it is collected. It additionally consists of concepts that directly align with the Affordable Care Act,
meaningful use criteria, and Joint Commission Standards. This exceptional tool is well-respected, user-friendly, and
free! Just go to www.hretdisparities.org to get your disparities research project started today.
The next steps would be for ACEP to support research that addresses both the Healthy People 2020 objectives and
include the proposed data elements by the ACEP public health committee in the next ACEP report card.
Reference:
1. Healthy People 2020 [Internet]. Washington, DC: U.S. Department of Health and Human Services, Office of
Disease Prevention and Health Promotion [cited October 6, 2017.] Available from:
https://www.healthypeople.gov/sites/default/files/HP2020_brochure_with_LHI_508_FNL.pdf.

APPENDIX D
Objective 3 Tactic 2
Objective 3 - To highlight the effects of diversity and inclusion on patient outcomes and to identify ways to improve
these outcomes.
• Tactic 2: Review diversity and inclusion initiatives of other specialties and organizations.
Completed by Dr. Don Lum
This document consists of interview summaries done by Dr. Aisha Liferidge (there is some paraphrasing, only
applicable content included) based on notes from telephone interviews which were scheduled and conducted by Dr.
Don Lum from January to mid-February 2017.
1. American Academy of Family Physicians (AAFP)
Two Interviews conducted:
•

Interview 1
Holly McCoy: Director Human Resources AAFP
Contact info:
hmmcoy@aafp.org
800-274-2237
Responsibilities:
Primary internal DI activities: tracking and further outreach and recruitment of employees
They conducted internal review of demographic data. AAFP staff is 75% women. AAFP has statement of
inclusivity and equal employment. They offer class on anti-harassment, believe in pipeline programs and
internal mentoring. AAFP received federal grant based on affirmative action to increase minorities (look by
job categories and compare with hiring area which draws prospective employees). Supervisor and staff
training includes diversity information. AAFP sponsors local conference called “Project Equality.”

•

Interview 2
Belinda Schoof: Director, Division, Health of the Public and Science (clinical guidelines, national research
network)
Contact info: bschoof@aafp.org
800-274-2237
Kevin Kovach: Manager, Population Health (Patient education, Chronic Disease Prevention)
Activities focus on social determinants of health, health equity/inclusion, environmental assessment, and
member needs. Focus increased student interest in FM MIG. Employ Board-appointed strategy for D&I. A
sub-committee on health equity was created and policy development is in early stages. D&I is in AAFP
strategic plan: 2017-18. Initiatives evaluate issues, barriers, and solutions to leadership roles and advocacy.
Doing early surveys, focus groups, and environmental scans are important.
Two AAFP position papers:
Poverty and health
Integration of primary care and public health
Some research activities include patient based research on prevention, patient wellness, asthma, and DM.
Current research is stronger on health disparities and weaker on solutions (ie, Kaiser and Wellmed systems
working on these issues).
Community health navigator serves to identify community –based resources to address non-clinical factors.
This organization participated in the National Academy of Medicine (NAM)/IOM roundtable health equity.

2. Association of American Medical Colleges (AAMC)
Two interviews conducted:
•

Interview 1
Malika Fair MD MPH FACEP
Senior Director, Health Equity Partnerships and Programs
Diversity Policy and Programs
Association of American Medical Colleges
655 K Street Suite 100, N.W., Washington, D.C. 20001-2399
T (202) 778-4773
E mfair@aamc.org
www.aamc.org/publichealth
AAMC membership consists of institutions and constituents, not individuals. AAMC participates in advocacy
on the Hill for any federal initiatives such as rural, title 7. AAMC promotes a “Culture Advance Team”
wherein staff is inclusive and supportive of a work/life balance environment.
The D&I unit has 30 staff with 3 main areas diversity policy:
1. Organizational capacity-how organizations are effective and attain organizational excellence; Score
card - piloted 2 years; HC and health outcomes; Scientific affairs; Health equity; Patient outcomes;
QI- “clear visit”
2. Human capital-provide consulting for unconscious bias training “deficiencies”-partnership “Cook
Ross” LCME.
3. Public health-focuses on people-pipeline programs K-12, black men in medicine, mentoring in
medicine, DC public health sciences.
AAMC forms strategic partnerships with Asian AM, Latino, NMA, Native Americans. There is much focus
on college students through RWJ funded “Summer Health Professions Education Program” from MMP to
(SHPEP); there are 13 sites (college sophomores/juniors) currently tracking students outcomes. There has
been 1/3 placement so far.
There is a focus on underrepresented minorities such that there is a group within student affairs and there is a
site dean for D&I.) Faculty support is also provided for minority faculty and junior faculty. AAMC works to
develop “holistic” metrics based on indicators for today and in the future.

•

Interview 2:
Norma Iris Poll-Hunter, Ph.D.
Senior Director, Human Capital Initiatives
Deputy Director, SMDEP
Diversity Policy & Programs
Association of American Medical Colleges
655 K Street, NW
Washington, DC 20001
T: 202.862.6115
F: 202.862.6282
E: npoll@aamc.org
Background/training
Clinical psychologist –counseling
Her portfolio includes career development, ethnic minorities, and young physicians. She reviewed pipeline
programs for premedical students and faculty development. She spoke about how over 1000K medical
professional were developed via the Summer Health Professions Program. A recent report showed that 20K of
alumni are in rural and underserved areas. She spoke to the importance of pipeline health and programs, as
well as grants and cross-cultural health care issues. She mentioned the National Council on Asian & Pacific

Islander Physicians in relation to there being a big issue around readjusting BMI for Asian-American
communities.
3. American Medical Association (AMA)
Five interviews conducted:
•

Interview 1
J Mori Johnson
Director, Large Practices Engagement, American Medical Association
Responsibility: “Physician Engagement”
#1: 3 year initiative –Large workgroup: internal AMA cross-departmental D&I Workgroup (28 members)
All AMA mission and business-related units and included primary and secondary members, VP/Group VP,
and middle manager. Initially met 1X/month and now the group meets 1x/quarter. Smaller core workgroup of
6-8 members with no formal job description but they drive the D&I initiative. The members’ backgrounds
include legal, HR, communications, strategic planning, minority affairs, and membership.
Employee education/training through HR is important.
AMA is member of the AHA Institute/Diversity which allows “free access” to resources, webinars, meetings.
AMA CEO initiative speaks to defining diversity broadly and not only based on demographic, but also based
on experiences and other dimensions.
Several educational sessions for bench marking through McDonalds Corp, universities, diversity consultants.
Did organization audit compare demographics of AMA staff composition vs other Chicago and nonprofits
with 1000+ employees (gender, vets, ADA (disabilities) etc. Also did exit audit to determine demographics of
terminating employees.
AMA will plan survey employee attitudes and behaviors (i.e. how impact workday and workplace culture?).
Implicit bias tests (use analogy to fit bit- doesn’t record exact number steps but makes one more conscious).
#2: Member facing initiatives D&I
Recruitment, governance, leadership, representation of membership
Aggregated demographic data –collaboration with AAMC

•

Interview 2
Christopher S. Holliday, PhD, MPH
Director, Population Health & Clinical-Community Linkages
Improving Health Outcomes
American Medical Association
330 North Wabash Avenue, Suite 43626
Chicago IL 60611-5885
P: (312) 464-4610, F: (312) 464-4111
Christopher.Holliday@ama-assn.org
Organization section/division focus works on development of health equity tools resources, physician
satisfaction, and accelerating change in graduate medical education.

•

Interview 3
Tanya Lopez
Project Manager
American Medical Association
330 North Wabash Avenue Suite 39300
Chicago IL 60611-5885
P: (312) 464-4616, F: (312) 464-4111

tanya.lopez@ama-assn.org
She spoke about 3 strategies including professional satisfaction, practice sustainability, and health outcomes.
She also about the need for MD burnout measures and admission policies speaking to increased diversity. She
spoke about improving health outcomes, targeting black and Latino males, and how student sections can play
a valuable role. She also mentioned the NY State medical society-commission to end health care disparities
and collaborating with organized medicine Dr. Lynn Richardson and Ron Dunlop.
•

Interview 4
Cadell Labree
Public Health Senior Manager, AMA
Interviewee spoke about a 3-year partnership with CDC around health equity in underserved communities.

•

Interview 5
Stacy L. Lloyd, MPH
Senior Practice Development Specialist
Professional Satisfaction and Practice Sustainability
AMA Plaza
330 N. Wabash Ave., Suite 39300
Chicago, IL 60611-5885
P: (312) 464-5392
M: (724) 787-2994
Stacy.Lloyd@ama-assn.org
Practice Transformation-PS2
Focus areas: Practice sustainability and Professional satisfaction
Dr. Jim Rohach-Past President AMA physician lead and advocate
AMA Campaign on D &I includes 15 min video on culture and bringing together teams and patients.
He spoke of there being a leadership trickle-down effect to patient care and the importance of listening with
empathy.
AMA Burnout work-resources available and free to everyone. There is an integrated leadership development
program.

4. National Hispanic Medical Association (NHMA)
One Interview conducted:
Dr. Elena Rios, Executive Director
National Hispanic Medical Association
1920 L St. NW, Suite 725
Washington, DC 20036
202-628-5895
Email: nhma@nhmamd.org
Website: www.nhmamd.org
NHMA is a small organization of about 2,000 paid members out of database of 50,000 Hispanic physicians. It is
supported by grants and sponsorships and by the Office of Minority Health. NHMA has a separate foundation as
well as government and corporate partners. The organization prioritizes community health care and ending
disparities. The organization focuses on mentoring, federal-national advocacy, increasing regional efforts, health
reform, grants and projects geared to organizational interest groups, Latino medical students, mentoring pre-meds,
resident-faculty development. NHMA participates in information campaigns with CDC annual and regional
meetings, scholarship. NHMA had Health task force on disparities and has increased its emphasis on
environmental issues. NHMA seeks out opportunities for specialty society interest- AAP and ACP-networking
events and receptions.

5. University of Minnesota Medical School
One interview conducted October 2016
Dr. David Satin
Office of Diversity and Inclusion
Teaches 12 hours on race and social determinants
in “Essentials in Clinical Medicine” and ½ day workshop on implicit bias.
Comments:
1.
Review Cognitive bias in diagnostic errors: Croskerry (Australian researcher) Implicit bias can lead to
misdiagnosis or inadequate care (Ex. there is data that implicit bias may result in inadequate pain control)
2.
Difference in definition and focus: implicit bias relates to patient outcomes and care process vs
diversity/inclusion relates to our workforce.
3.
One strategy to diversify emergency care workforce is to recruit under-represented constituencies as ED
scribes.
4.
Need to do up-stream mentoring initiatives at resident, medical student, pre-medical student, high-school
student level.
5.
Decrease implicit bias and increase diversity and inclusion by exposing “in groups” (us) to “out groups”
(them).
6.
Race and sex are two salient factors in implicit bias
7.
Main problem of patient care is implicit bias
Solution is diversity and inclusion (ie, expand in-group to include all). Community based program “The Ladder,”
mentors young children.
6. Mayo Clinic Division of Health Care Policy and Research, Mayo Clinic College of Medicine
One interview conducted
Michelle van Ryn, PhD, MPH
Director of the Research Program on Equity and Inclusion in Health Care & Professor of Health Services
Research,
Early information October 2016
Google search: “Michelle Van Ryn, Ph.D., Mayo Clinic Faculty Profiles-Mayo Clinic Research”
Link:http://www.mayo.edu/research/faculty/van-ryn-michelle-ph-d/bio-20035331
Quote from bio summary: “Michelle van Ryn, Ph.D. studies the equity and quality of health care encounters for
patients and families with a special focus on ways that individual and social interaction processes influence
interpersonal quality of care and clinical decision-making. Her research has improved the national understanding
of how providers unintentionally contribute to disparities in care. This work is leading to interventions to improve
health care encounters, experiences and outcomes for providers, patients and their families.”
Research citations link: http://scholar.google.com/citations?user=0jU2eUYAAAAJ&hl=en
You Tube 3 min video:
https://www.youtube.com/watch?v=igf3telOA5E
Also:
Exec. Director of Partners in Equity & Inclusion, not-for-profit org
“Our Mission is to translate the strongest and most current evidence into practical and effective approaches for
achieving deep diversity, true equity, and full inclusion –for organizational members and for the people they
serve”
Link: p-e-i.org

