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Resolution 1-S26. Educating ACP Members about Discharge Summaries from Skilled Nursing Facilities 
 
(Sponsor: New York Chapter) 
 
WHEREAS, it is well known that when patients transition between different settings, i.e. community 
to hospital, hospital to skilled nursing facility (SNF), and SNF to community, quality of care and 
patient safety can be compromised due to high rates of medication errors, incomplete/inaccurate 
information transfer, and lack of follow-up care (1,2,3,4,5,6); and 
 
WHEREAS, there are published recommendations for optimization of transitions of care including a 
2016 best practice consensus from SGIM-AMDA-AGS (7) [i.e., Society of General Internal Medicine, 
AMDA – The Society for Post-Acute and Long-Term Care Medicine, and the American Geriatrics 
Society] which includes a recommendation that SNFs transmit a formal discharge summary to the 
patient’s outpatient primary care physician (PCP) within 72 hours of patient discharge from SNF; and 
 
WHEREAS, the Centers for Medicare and Medicaid Services (CMS) has issued a policy regulation (8) in 
2017 requiring SNFs to create a discharge summary that includes but is not limited to a recapitulation of 
the resident’s stay that includes, but is not limited to, diagnoses, course of illness/treatment or therapy, 
and pertinent lab, radiology, and consultation results, to improve follow-up care; therefore be it 
 
RESOLVED, that the Board of Regents educate their members as to CMS Policy (8) regarding SNF’s 
responsibility to create and timely deliver a comprehensive patient discharge summary to a 
patient’s outpatient primary care physician (PCP); and be it further 
 
RESOLVED, that the Board of Regents advocate that CMS enforce its own policy regulation (8) 
regarding SNF’s responsibility to create and timely deliver a comprehensive patient discharge 
summary to a patient’s outpatient PCP. 
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Resolution 2-S26. Advocating for Partial Medicare Opt-Out for Physicians 
 
(Sponsor: Utah Chapter; Co-sponsors: Mississippi Chapter and BOG Class of 2029) 
 
WHEREAS, despite ACP’s efforts to advocate for Medicare payment reform, ongoing cuts are planned and 
many physicians are unable to sustain their private practices and may need to work in multiple settings; and 
 
WHEREAS, in order to start a private practice or work in certain practice settings, physicians may desire to 
opt out of Medicare; and 
 
WHEREAS, current federal Medicare regulations require physicians who opt out of Medicare to do so 
entirely, without the ability to selectively participate in certain practice settings, as Medicare billing is linked 
to a physician’s National Provider Identifier (NPI) number; and 
 
WHEREAS, this “all-in or all-out” policy prevents physicians who practice in different settings from billing 
Medicare for services provided in separate roles such as hospice, inpatient care, or locum tenens (outside of 
emergency care exceptions) without jeopardizing their opt-out status; and 
 
WHEREAS, this restriction discourages physicians from opening innovative practice models that can improve 
access, reduce administrative burden, and enhance patient satisfaction; and 
 
WHEREAS, the inability to partially opt out of Medicare can create physician shortages in high-need areas 
such as small practices, hospice, rural hospitals, and skilled nursing facilities, where part-time or 
moonlighting physicians could otherwise fill gaps; and 
 
WHEREAS, ACP policy supports a physician’s right to autonomy in participation in Medicare and 
Medicare reforms to decrease administrative burden; and 
 
WHEREAS, this resolution builds on that position by advocating for a partial opt-out option, preserving 
patient access while protecting physician practice autonomy; therefore be it 
 
RESOLVED, that the Board of Regents advocate for federal legislation or regulatory changes to allow 
physicians to opt out of Medicare in one employment setting while maintaining the ability to bill 
Medicare for services provided in other practice settings (e.g., private practices, hospice, inpatient 
hospital care, or other defined roles); and be further 

RESOLVED, that the Board of Regents join with AMA and other organizations to advocate for this 
change collectively on behalf of physicians and patients. 
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Resolution 3-S26. Updating ACP’s Tobacco Use Prevention and Control Policy Positions 
 
(Sponsor: New York Chapter) 
 
WHEREAS, most of the 6 official policy positions and recommendations from the ACP via its 2015 public 
policy paper “Electronic Nicotine Delivery Systems (ENDS): Executive Summary of a Policy Position Paper 
From the ACP” and current compendium should be updated to include current (2025) information and 
recommendations; and 
 
WHEREAS, ACP’s vision is to be recognized globally as the leader in promoting quality patient care, 
advocacy, education, and career fulfillment in internal medicine and its subspecialties; and 
 
WHEREAS, tobacco use is considered the single most deadly legal consumer product ever made and its 
prevention and treatment are partially tied to the education of physicians and their advocacy for anti-
tobacco actions (e.g., patient education/treatment, advocacy for legislative change, etc.) (1, 3); and 
 
WHEREAS, the rate of legislation and the tobacco industries’ actions towards attracting new customers 
(mainly young people) changes at a rapid pace, it becomes essential to stay up to date on the state of 
tobacco use and the most current recommendations for prevention and treatment (1-2); and 
 
WHEREAS, ACP members may be missing valuable ENDS educational facts and advocating for effective 
anti-tobacco ENDS policies like banning the tobacco industry’s price reduction strategies, 
zoning/licensing laws to limit tobacco retail density in vulnerable communities, laws on banning young 
people appealing designs/packaging of ENDS products, laws banning tobacco/ENDS point of sale 
marketing, increasing ENDS law enforcement (e.g., bestowing more rights to public health departments 
in trying to curtail the illegal sale of ENDS from retailers), increasing primary care physicians ENDS 
education and screening checks, etc. (1-3); therefore be it 
 
RESOLVED, that the Board of Regents update their tobacco use prevention and control policy 
positions to reflect current evidence. 
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Resolution 4-S26. Developing Evidence-Based Nutrition Policy and Establishing an ACP ‘Nutrition and 
Food as Medicine’ Hub 
 
(Sponsor: Vermont Chapter; Co-sponsors: Nevada, Ohio, and Washington Chapters) 
 
WHEREAS, the American College of Physicians (ACP) has longstanding policy supporting the role of 
physicians in promoting preventive health, high-value care, and health equity, including “Strengthening 
Food and Nutrition Security to Promote Public Health in the United States” (2022), which calls for 
improving medical education and clinical resources in nutrition and food security;¹ and 
 
WHEREAS, a 2010 Health and Public Policy Committee report recommended that ACP consolidate diet-
related disease information in a single location on its website and encouraged the ACP to create 
educational materials for physicians and patients;² however, such consolidated and freely accessible 
resources remain limited; and 
 
WHEREAS, current ACP nutrition-related content, such as Advancing Nutrition in Medicine learning 
modules, exists primarily as fee-based continuing education packages, creating barriers for medical 
students, residents, and practicing physicians seeking high-quality, cost-free guidance on diet-related 
disease management; and 
 
WHEREAS, diet-related diseases such as cardiovascular disease, diabetes, and cancer account for a 
substantial proportion of preventable morbidity and mortality,³ and physicians consistently report 
limited training in evidence-based nutrition counseling,⁴ representing an opportunity to further support 
ACP’s mission to promote prevention-focused, patient-centered care; and 
 
WHEREAS, growing evidence supports the role of dietary patterns, including whole-food, plant-based 
diets, in the prevention and treatment of chronic diseases, yet ACP has not issued any recent clinical 
guidance evaluating such approaches; and 
 
WHEREAS, movements such as Make America Healthy Again (MAHA) have mixed legitimate concerns 
about food and environmental exposures with unverified or misleading health claims, and research into 
“super-spreaders” on social media—individuals with large followings who regularly post nutrition 
content—found that 87% lacked medical or health-related credentials, yet their advice reached tens of 
millions and often contradicted established public health guidelines;⁵ and 
 
WHEREAS, the International Agency for Research on Cancer (IARC), a specialized agency of the World 
Health Organization (WHO), has classified processed meat as carcinogenic to humans (Group 1) and red 
meat as probably carcinogenic to humans (Group 2A)6, yet consumption of processed and red meat 
remains high in the United States, with a recent study demonstrating that red and processed meat 
account for 25.9% and 20.4% of protein-rich food sales, respectively, while poultry, seafood, eggs, other 
meats, and non-meat foods (beans, nuts, seeds, and meat alternatives) accounted for 25.8%, 5.9%, 
12.6%, 1.3%, and 10.1% of sales, respectively;7 and 
 
WHEREAS, a report from the National Health and Nutrition Examination Survey found that the mean 
percentage of total calories consumed from ultra-processed foods among individuals aged one year and 
older was 55%8, despite evidence associating ultra-processed food consumption with increased risk of 
numerous health conditions and higher all-cause mortality9; and 
 
  



WHEREAS, patients often encounter institutional and systemic barriers to healthy eating, including 
limited access to nutritious food options in hospitals, long-term care facilities, and community settings; 
therefore be it 
 
RESOLVED, that the Board of Regents review and summarize the current evidence on the role of diet 
in the prevention and treatment of disease and publish updated practice guidelines; and be it further 
 
RESOLVED, that the Board of Regents support the creation of a centralized nutrition hub on the ACP 
website with content addressing the role of nutrition and ‘food as medicine’ in the prevention and 
treatment of diet-related disease. Materials may include evidence based clinical nutrition resources, 
patient education tools, and counseling frameworks and should be free for all ACP members including 
medical students and residents; and be it further  
 
RESOLVED, that the Board of Regents advocate for healthier food options in hospitals, long-term care 
facilities, and other health care settings by encouraging the adoption of institutional nutrition 
standards and menu policies consistent with evidence-based dietary recommendations. 
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Resolution 5-S26. Developing Policy to Support Permanent Standard Time 
 
(Sponsor: Washington Chapter; Co-sponsors: New Hampshire and Vermont Chapters) 
 
WHEREAS, ACP does not currently have policy regarding Daylight Savings Time; and 
 
WHEREAS, ACP goals include advocacy for “responsible positions on individual health and on public 
policy related to health care for the benefit of the public, patients, the medical profession, and our 
members”1; and 
 
WHEREAS, evidence suggests that permanent Standard Time could improve multiple outcomes including 
myocardial infarction2, obesity3, motor vehicle fatalities4, and medical errors5; and  
 
WHEREAS, internal medicine physicians in training are at increased risk for sleep disruption, especially 
during changes to and from Daylight Savings Time; and 
 
WHEREAS, other organizations including the American Medical Association6 and the American Academy 
of Sleep Medicine7 already advocate for permanent Standard Time; and 
 
WHEREAS, Daylight Savings Time is regulated by both state and Federal law, and updating ACP policy 
would allow individual ACP Chapters to advocate for change in state legislatures; therefore be it 
 
RESOLVED, that the Board of Regents develop policy in support of permanent Standard Time. 
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Resolution 6-S26. Addressing the Environmental Burden Associated with ACP Publications 
 
(Sponsor: Vermont Chapter; Co-sponsor: Washington Chapter) 
 
WHEREAS, climate change, air and water pollution and other environmental impacts of human activity 
are widely considered by public health authorities and professional medical societies to be the leading 
contemporary and future threat to human health; and 
 
WHEREAS, the ACP has acknowledged the central importance of comprehensively addressing 
environmental health in two position papers on the subject, calling for “immediate action” to limit 
global temperature rise to 1.5 degrees Celsius; and 
 
WHEREAS, the present default provision of Annals and other publications to ACP members in the United 
States and around the world comes at a significant environmental cost, via the procurement of raw 
materials and the expenditure of energy and resources for the production and transportation of 
materials; and 
 
WHEREAS, the readership of the Annals of Internal Medicine and other ACP publications is comprised of 
healthcare professionals invested in the health of the individuals and communities they serve, including 
the broader global community; and 
 
WHEREAS, online-only access to ACP publications cannot currently be selected by members without 
direct contact with an ACP representative, despite being preferred over print by 22% of recently polled 
readers; therefore be it 
 
RESOLVED, that the Board of Regents address the environmental burden of printed publications, and 
diverse preferences of the ACP readership, by providing a simplified pathway to select online-only 
access to publications via the ACP web portal and upon registering for ACP membership. 
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Resolution 7-S26. Phasing Out Industry Funding from ACP’s Annual Internal Medicine Meeting  
 
(Sponsor: Washington Chapter) 
 
WHEREAS, ACP’s mission is to foster “professionalism in the practice of medicine” and its vision is to be 
recognized as a leader in promoting quality patient care and advocacy1; and   
 
WHEREAS, ACP’s position paper pertaining to physician-industry relations recommends that “medical 
education providers and medical professional societies should avoid all industry interactions that might 
diminish, or appear to others to diminish, their objectivity or concern for patients’ best interests”, or risk 
endangering the organization’s integrity and public confidence;2 and 
 
WHEREAS, prior studies of physician behavior have shown that industry payments to physicians 
influence prescribing and increase costs of health care3; and  
 
WHEREAS, “corporate capture of medical information” by pharmaceutical and healthcare industries is 
an argument used in the Make America Healthy Again report to undermine the credibility of physicians, 
physician organizations, and the advice we give4; and 
 
WHEREAS, despite these concerns, ACP solicits payments from industry as exhibitors and symposia 
sponsors for its annual Internal Medicine Meeting, including promoting exposure to “6,500+ physicians” 
for “3 hours of unopposed exhibit time daily” and “unlimited networking opportunities”5; and 
 
WHEREAS, ACP “drives traffic into the Hall” by co-locating industry exhibitors with important meeting 
content, including the ACP Resource Center, Career & Professional Development Center, Coffee Breaks, 
Boxed Lunches, and Attendee Lounges5; and 
 
WHEREAS, the 5% of meeting attendees who choose not to visit the exhibit hall are still subject to 
industry advertising in the form of posters, banners, and brand placement in the ACP Meeting App and 
elsewhere; therefore be it 
 
RESOLVED, that the Board of Regents eliminate advertising outside the exhibit hall by ACCME-defined 
ineligible companies6 effective no later than Internal Medicine Meeting 2030; and be it further  

RESOLVED, that the Board of Regents develop and implement a plan to eliminate funding for IMM by 
ineligible companies effective no later than Internal Medicine Meeting 2035. 
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