
 
 

 

 

 

Tell Congress to Stop Medicare Payment Cuts 
 

 

 

 
Without imminent congressional action, surgeons face another round of significant Medicare payment 
cuts on January 1, 2023. Specifically, the recently released 2023 Medicare Physician Fee Schedule (MPFS) 
Proposed Rule once again jeopardizes the financial stability of many physician practices by proposing 
policies that will lead to approximately 4.5% in cuts to Medicare payment. These cuts, combined with the 
pending threat of the 4% PAYGO reduction, are simply not sustainable. This would be on top of the 2 
percent sequestration cuts implemented in 2022 and the lowest level conversion factor since 1994. 
Furthermore, there is no mechanism in place to bring payment levels to the current cost of providing 
care. These compounding negative financial factors facing those who treat Medicare patients are amid 
historically high inflation.   
 

Congressional Action 
 

Congress must act before the end of the year to ensure surgeons do not face another round of significant 
payment cuts beginning January 2023. In addition to staving off these immediate cuts, Congress should 
provide a one-year inflationary update based on the Medicare Economic Index.  
 
CONGRESSIONAL ASK 
 
House and Senate: Tell your lawmakers to pass legislation which stops the 4.5 percent cut for 2023 and 
waives the looming 4 percent statutory PAYGO requirement. The legislation should also include a one-
year payment update to account for inflation. 
 
*Additional supplemental information included below. 
 

 
House and Senate: Tell lawmakers to expeditiously pass legislation that stops the 4.5 percent cut for 
2023 and waives the 4 percent statutory PAYGO cut. Legislation should also provide a one-year 
inflationary update based on the Medicare Economic Index. 



MODERNIZING THE MEDICARE PHYSICIAN PAYMENT SYSTEM
FIVE PRIMARY FACTORS HAVE PREVENTED THE MEDICARE PAYMENT 
SYSTEM FROM ENSURING PATIENTS RECEIVE THE BEST CARE 

PRESSURES ON THE 
SYSTEM THAT NEED 
TO BE ADDRESSED

1 BUDGET NEUTRALITY 
Budget neutrality requires spending on Medicare to have no budgetary impact. 
Increases in payment for physician services in a given year will require  
across-the-board decreases in payment for all physicians. This does not take  
into consideration the varying costs associated with performing these services.

2 INFLATION
Unlike hospitals and nursing homes, investments in physicians lack an 
automatic annual update and Medicare payments have failed to keep pace with 
inflation, resulting in a real-world decrease year after year. The cost of running 
a medical practice has increased 39% between 2001 and 2021. When adjusting 
for inflation, Medicare payments have actually declined 20% during this same 
period. The proposed CY 2023 conversion factor is significantly lower than the 
rate of $36.6873 paid in 1998 and trending towards the $31.0010 CF in place  
in 1992 when CMS first implemented the MPFS. 

While Medicare updates to hospital payment have increased roughly  
60% over the last two decades, physician payments only increased by 11%.  
On top of this, high inflation across the economy-at-large has raised  
operational and staffing costs for health care providers.
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CF
Conversion Factor

The conversion factor is  
a national dollar multiplier 
that is applied to the 
geographically adjusted 
relative value units (RVUs).

That figure is then used  
to determine the Medicare 
payment to a physician.

The dollar amount assigned 
to the CF is calculated 
annually to achieve budget 
neutrality.

MPFS
Medicare Physician  
Fee Schedule

The Medicare Physician  
Fee Schedule is the fee-for-
service system under which 
physicians and other health 
care professionals are paid. 
It provides more than 10,000 
physician services with:

•  The associated relative 
value units (RVUs)

•  A fee schedule status 
indicator

•  Various payment policy 
indicators needed for 
payment adjustments 
(i.e. payment of assistant 
at surgery, team surgery, 
bilateral surgery, etc.)

TERMS AND DEFINITIONS:



PRESSURES ON THE 
SYSTEM THAT NEED 
TO BE ADDRESSED

PAYGO
Pay-As-You-Go

PAYGO is a budget rule that 
Congress uses to ensure 
spending increases do not 
increase the budget deficit.

For example, if Congress  
wants to pay for a new 
program, it must find a place 
in which to cut funding.

CMS
Centers for Medicare  
& Medicaid Services

The Centers for Medicare  
& Medicaid Services is the 
federal agency within the 
United States Department  
of Health and Human 
Services (HHS) that 
administers Medicare, 
Medicaid, Children’s Health 
Insurance Programs (CHIP) 
and health insurance 
portability standards.

E/M
Evaluation and management

Evaluation and management 
(E/M) codes are used by 
physicians to bill for E/M 
services. These services 
could include a patient 
visiting a physician in an 
office, hospital or other 
health care facility to 
evaluate and manage that 
patient’s medical needs.

TERMS AND DEFINITIONS:

5 SEQUESTER CUT
Sequestration is the automatic reduction of certain types of spending 
in the federal budget. The Budget Control Act of 2011 was passed  
to reduce the deficit and included a requirement of 2% annual cuts  
to Medicare payments. While Congress temporarily suspended these 
cuts, the full 2% sequester took effect on July 1.  

3 STATUTORY PAY-AS-YOU-GO (PAYGO) CUT 
Congress uses sequestration as an enforcement mechanism for 
three budget enforcement rules—one of which is PAYGO. Without 
congressional action by the end of 2022, Medicare sequestration 
funding cuts under PAYGO could occur in 2023. If the additional  
4% PAYGO sequester is triggered in 2023, patients would be harmed  
by payment cuts to Medicare providers.

4 LACK OF AN EQUITABLE UPDATE TO BUNDLED  
SURGICAL SERVICES—GLOBAL CODES  
Medicare law requires CMS to pay all physician specialties equally  
for the same E/M service, whether it is performed as part of a 
standard office visit or within the 10- or 90-day global surgical 
package — known as a global surgical payment code. CMS increased 
payments for E/M visits, but did not apply this increase to hospital 
and office visits provided as part of the global surgical codes.  
This creates specialty differentials by paying physicians  
differently for the same work.



UNDERSTANDING THE PHYSICIAN FEE SCHEDULE FOR SURGEONS

MEDICARE PHYSICIAN 
PAYMENT 101

The Medicare Physician Fee Schedule 
(MPFS) is how the Centers for 
Medicare & Medicaid Services (CMS) 
pay physicians for their services. 

HOW MEDICARE  
PAYS PHYSICIANS

To permit the surgeon to  
perform the necessary procedures,  
a physician anesthesiologist  
provides an anesthesia service  
to render the patient free from  
pain and discomfort. Medicare 
pays a fee for this service. 

Medicare currently pays surgeons and 
physicians on the surgical care team a 
single fee (called a “global payment”)  
when they perform a major or minor 
surgical procedure such as: 

• Back Surgery

•  Brain Tumor 
Removal

• Heart Surgery

• Colon Resection

• Endoscopy

•  Incomplete 
Colonoscopy

• Simple Sutures

• Cataract Surgery

•  Cardiac 
Catheterization

•  Cardiac 
Electrophysiology 
Procedures

• Bronchoscopy

• Bone Biopsy

•  The time and intensity needed to perform the work (Work RVUs)

•  The costs associated with performing a specific procedure (Practice Expense RVUs)

•  Malpractice insurance premiums (Malpractice RVUs)

RVUs ACCOUNT FOR:This single fee covers the physician 
costs of performing the surgery, plus 
the related care provided before the 
surgery and the follow-up care within 
a 10- or 90-day time frame.

PAYMENTS  
FOR SURGEONS

JULY 2022
NEW MPFS TAKES EFFECT

JANUARY 1, 2023
CMS ANNOUNCES PROPOSED MPFS.  
A 60-DAY COMMENT PERIOD WHERE  
THE PUBLIC CAN WEIGH IN BEGINS.

CMS ANNOUNCES THE CY 2023 MPFS

NOVEMBER 2022

The Medicare PFS is published  
in the Federal Register annually,  
with a proposed rule in the summer, 
finalized later in the year. 

ANNUAL MEDICARE  
PFS PROCESS TIMELINE



UNDERSTANDING THE PHYSICIAN FEE SCHEDULE FOR SURGEONS

MEDICARE PHYSICIAN 
PAYMENT 101

The proposed CY2023 Medicare Physician 
Fee Schedule (MPFS) conversion factor 
(CF) is $33.08, a decrease of 4.42% from the 
CY2022 MPFS conversion factor of $34.61.

PAYMENT

The RVUs assigned to a given 
service are adjusted to reflect 
geographic cost differences using  
a corresponding geographic practice 
cost index (GPCI). That number is 
then multiplied by a dollar amount 
known as the Medicare RBRVS 
conversion factor (CF).

HOW DOES THE MATH 
WORK FOR SURGEONS’ 
PAYMENTS?

RVUs X CF = PHYSICIAN PAYMENT

CFWORK RVU X  
WORK GPCI

PE RVU X 
PE GPCI

MP RVU 
MP GPCI
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Medicare’s conversion factors have 
failed to keep up with inflation and  
are roughly 50 percent of what they 
would be if they kept pace with inflation.

THE CONVERSION  
FACTOR HAS NOT KEPT  
UP WITH INFLATION
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TERM DEFINITION

BUDGET NEUTRALITY Budget Neutrality

Budget neutrality is a federal policy that requires spending on federal programs to have no budgetary impact.  
In the context of the Medicare Physician Fee Schedule (MPFS), increases in payment for physician services  
in a given year will require across-the-board decreases in payment for all physicians.

CF Conversion Factor 

Conversion Factor is a figure used to determine the Medicare payment to a physician. The dollar amount assigned  
to the CF is calculated annually to achieve budget neutrality.

CMS Centers for Medicare & Medicaid Services 

The Centers for Medicare & Medicaid Services is the federal agency within the United States Department of Health  
and Human Services (HHS) that administers Medicare, Medicaid, Children’s Health Insurance Programs (CHIP) 
and health insurance portability standards. 

E/M Evaluation and Management 

Evaluation and Management (E/M) codes are used by physicians to bill for E/M services. These services could  
include a patient visiting a physician in an office, hospital or other health care facility to evaluate and manage  
that patient’s medical needs.

FFS Fee-for-Service

Under Medicare fee-for-service, or traditional Medicare, physicians are paid separately for each service rendered  
to patients. Fee-for-service differs from Medicare Advantage (private insurers who contract with CMS) or  
alternative payment models, such as value-based or bundled payments.

GLOBALS /  
GLOBAL PAYMENT

Globals / Global Payment

A single fee covering the physician costs of performing surgery or other procedures, plus related care provided before 
the surgery, and follow-up care within a 10- or 90-day timeframe. Medicare allocates a number of post-operative days 
to a procedure, based on the procedure’s severity, and each global service is valued to include a specific number and 
type of post-operative E/M service.

GPCI Geographic Practice Cost Index

Medicare Physician Fee Schedule pricing is adjusted to reflect the variation in practice costs from area to area.  
CMS incorporates a geographic practice cost index (GPCI) into the resource-based relative value scale (RBRVS)  
used to determine physician payment in order to account for regional economies. 

MA Medicare Advantage 

Medicare Advantage (sometimes called Medicare Part C or MA) is a type of health insurance plan in the United States 
that provides Medicare benefits through a private-sector health insurer. In 2020, about 40% of Medicare beneficiaries 
were covered under Medicare Advantage plans.

MACRA Medicare Access and CHIP Reauthorization Act

The Medicare Access and CHIP Reauthorization Act, sometimes called the “Doc Fix,” changed how the federal 
government pays physicians. The law permanently repealed the sustainable growth rate (SGR) — the previous system 
for reimbursing physicians in Medicare fee-for-service — and set up the two-track quality payment program (QPP)  
that emphasizes value-based payment models.

EVERY ACRONYM AND WORD YOU NEED TO KNOW

THE ABCs  
OF MEDICARE
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TERM DEFINITION

MPFS Medicare Physician Fee Schedule

The Medicare Physician Fee Schedule is the fee-for-service system under which physicians and other health care 
professionals are paid. It provides more than 10,000 physician services with:

• The associated relative value units (RVUs) 
• A fee schedule status indicator  
•  Various payment policy indicators needed for payment adjustments  

(i.e. payment of assistant at surgery, team surgery, bilateral surgery, etc.)

PAYGO Pay-As-You-Go

PAYGO is a budget rule that Congress uses to ensure spending increases do not increase the budget deficit.  
For example, if Congress wants to pay for a new program, it must find a place in which to cut funding. 

PTAC Physician-Focused Payment Model Technical Advisory Committee

The Physician-Focused Payment Model Technical Advisory Committee is an independent federal  
advisory committee that makes recommendations to the Secretary of Health and Human Services (HHS) 
on stakeholder-submitted physician-focused payment models and other related topics.

RBRVS Resource-Based Relative Value Scale 

The Resource-Based Relative Value Scale is a methodology used by the Centers for Medicare & Medicaid Services  
and private payers to determine physician payments for services. The federal government established the scale  
in 1992 to standardize the way Medicare paid physicians for patient care. The RBRVS is comprised of three categories 
of relative value units (RVUs) — physician work, practices expenses and malpractice expenses.

RVUs Relative Value Units

Relative Value Units are the basic component of the Resource-Based Relative Value Scale (RBRVS),  
and they are divided into three components:

• Physicians work 
• Practice expenses 
• Malpractice expenses 

RVUs do not directly define physician compensation in dollar amounts, but define the value  
of a service relative to all other services. 

SEQUESTRATION Sequestration 

Sequestration is the automatic reduction of certain federal spending, generally by a uniform percentage.  
Sequestration is currently used as an enforcement mechanism for three budget enforcement rules created  
by the Statutory Pay-As-You-Go Act of 2010 and the Budget Control Act of 2011. Medicare funding is impacted  
by any sequestration order.

UNITS (ANESTHESIA) Units (Anesthesia) 

Anesthesia units are the basic components of Medicare’s payments for anesthesia services:

• Base units 
• Time units 

Base units reflect the relativity of the service to other anesthesia services and are combined 
with a patient status modifier and time units for total procedure units.



 
 

 

 
Ensure Access to General Surgery  

 

 

 
General surgery is an essential element of a community-based health system. A shortage of general surgeons is 
a critical component of the crisis in the health care workforce because only surgeons are uniquely trained and 
qualified to provide certain necessary, lifesaving procedures. In areas without general surgeons or with an 
insufficient surgical workforce, patients in need of care must travel to a place with surgical capabilities, leading 
to delays in care and potentially suboptimal outcomes. The availability of general surgical care to a rural health 
system facilitates an expanded spectrum of services for a local population’s health care needs. This obviates the 
need for transfer, time away from employment, travel, and associated costs.  
 
Unlike other key providers of the community-based health care system, general surgeons do not have a formal 
workforce shortage area designation. A congressionally mandated 2020 report conducted by the Health 
Resources and Services Administration examined surgical shortage areas and showed a maldistribution of the 
surgical workforce, with widespread and critical shortages of general surgeons particularly in rural areas. 
Additionally, a 2021 report released by the American Association of Medical Colleges projects shortages of 
15,800-30,200 in all surgical specialties by 2034. 
 
The American College of Surgeons (ACS) believes that current data highlight the urgent need to establish a 
surgical shortage designation. 
 

Congressional Action 
 

ACS strongly supports the Ensuring Access to General Surgery Act (S. 593/H.R. 5149) introduced by Senators 
Brian Schatz (D-HI) and John Boozman (R-AR) and Representatives Ami Bera, MD (D-CA-07), Larry 
Bucshon, MD (R-IN-08), Scott Peters (D-CA-52), and Markwayne Mullin (R-OK-02). This important 
legislation would direct the Department of Health and Human Services (HHS) to study and define a general 
surgery workforce shortage area and collect data on the adequacy of access to surgical services. Additionally, 
the legislation would grant HHS the authority to designate general surgery shortage areas. Determining where 
patients lack access to surgical services and designating a formal surgical shortage area will provide HHS with a 
valuable new tool for increasing access to the full spectrum of high-quality health care services.  
 
CONGRESSIONAL ASK  
 
House and Senate: Co-sponsor the Ensuring Access to General Surgery Act (S. 593/H.R. 5149). 

House and Senate: Co-sponsor the Ensuring Access to General Surgery Act (S. 593/H.R. 5149). 

https://www.facs.org/media/aqaj2m1r/hrsa-general-surgeon-projection-report-to-appropriations.pdf
https://www.aamc.org/media/54681/download?attachment


 
 

 

 

Co-Sponsor Stop the Bleed Legislation 
 

 

 

 
Each year, more than 200,000 people die from traumatic injuries sustained from events such as vehicle crashes, 
falls, industrial and farm accidents, shootings, and natural disasters. The most common preventable cause of 
these deaths is hemorrhage, often in the minutes before trained first responders arrive. With more than 45 
million Americans living an hour or more away from a Level I or II trauma center, it is vital more than ever that 
every day Americans learn how to control bleeding. Just like with CPR training, a civilian familiar with basic 
bleeding control techniques is better equipped to save a life. 
 
The ACS Committee on Trauma (COT) was founded in 1922 to develop and implement programs that support 
injury prevention and ensure optimal patient outcomes across the continuum of care. In keeping with that 
mission, the COT created the STOP THE BLEED® campaign in 2015 to prepare the public to save lives by 
teaching three quick actions to control serious bleeding. 
 

Congressional Action 
 

On May 19, 2022, the Prevent Bleeding Loss with Emergency Devices (BLEEDing) Act (H.R. 7850/S. 4269) 
was reintroduced in the U.S. House of Representatives by Tom O’Halleran (D-AZ-01) and Brad Wenstrup, 
DPM (R-OH-02) and in the U.S. Senate by Bob Menendez (D-NJ) and John Boozman, OD (R-AR).  
 
The Prevent BLEEDing Act legislation creates a grant program under the Office of the Assistant Secretary for 
Preparedness and Response (ASPR) within the U.S. Department of Health and Human Services (HHS) to 
provide anti-blood loss supplies for use in a medical emergency and implement training on bleeding control 
techniques. States, local government, rural areas, urban areas, and tribal territories would all be eligible to 
receive the grant funding established by the legislation.  
 
CONGRESSIONAL ASK 
 
House and Senate: Co-sponsor the Prevent BLEEDing Act (H.R. 7850/S. 4269). Cosponsoring, and ultimately 
enacting this legislation, is a critical first step to empower civilians to take life-saving action to help “Stop the 
Bleed” when the need arises. 
 

 

 
House and Senate: Co-sponsor the Prevent Bleeding Loss with Emergency Devices (BLEEDing) Act 
(H.R. 7850/S. 4269). 



 
 

 

 

Support the Physician Workforce by Addressing Student Loan Debt 

 
 
 
Surgery is an essential element in the care of a community or region. In areas with an insufficient surgical 
workforce, patients in need of care must travel to a place with surgical capabilities, leading to delays in care and 
potentially suboptimal outcomes. A 2021 report released by the American Association of Medical Colleges 
projects shortages of 15,800-30,200 in all surgical specialties by 2034. A shortage of surgeons is a key 
component of the crisis in the health care workforce and patient access to health care services because surgeons 
are the only physicians who are uniquely trained and qualified to provide certain necessary, lifesaving 
procedures. 
 
The high cost of medical education contributes to the ongoing physician shortage. Physicians often accumulate 
immense student debt during their education, and then must undertake several years of residency training with 
low pay, during which time their student loans accrue significant interest. This financial burden poses a barrier 
for students wishing to pursue certain specialties, practice in underserved areas, or even enter the health care 
profession at all.  
 

Congressional Action 
 

Lawmakers have introduced two bills aimed at supporting the physician workforce by addressing student debt 
associated with medical education. The REDI Act (S. 3658/H.R. 4122), introduced by Senators Jacky Rosen (D-
NV) and John Boozman (R-AR) and Representatives Brian Babin, DDS (R-TX-36) and Chrissy Houlahan (D-
PA-06), would allow borrowers in medical or dental internships or residency programs to defer student loan 
payments without interest until the completion of their programs. The SPARC Act (S. 4330), introduced by 
Senators Rosen and Roger Wicker (R-MS), would establish a new loan repayment program allowing specialty 
physicians who agree to practice in a rural area for six years to have up to $250,000 of their student loans 
forgiven. These bills will alleviate some of the financial burden of medical education and help address ongoing 
health care provider shortages to ensure patients can access the care they need. 
 
CONGRESSIONAL ASK  
 
House: Co-sponsor the REDI Act (H.R. 4122). 

Senate: Co-sponsor the REDI Act (S. 3658) and the SPARC Act (S. 4330). 

 

House: Co-sponsor the Resident Education Deferred Interest (REDI) Act (H.R. 4122). 
Senate: Co-sponsor the Resident Education Deferred Interest (REDI) Act (S. 3658) and the Specialty 
Physicians Advancing Rural Care (SPARC) Act (S. 4330).  

https://www.aamc.org/media/54681/download?attachment


 
 

 

 

Recognize the 100th Anniversary of the ACS Commission on Cancer 
 

 

 

 
This year marks the 100th anniversary of the American College of Surgeons (ACS) Commission on Cancer 
(CoC), a consortium of more than 50 cancer-related organizations dedicated to improving survival and quality 
of life for cancer patients through standard setting, which promotes cancer prevention, research, education, and 
monitoring of comprehensive quality care. 
 
Founded in 1922, the CoC establishes standards to ensure quality, multidisciplinary, and comprehensive cancer 
care delivery in health care settings; conducts surveys in health care settings to assess compliance with those 
standards; collects standardized data from CoC-accredited health care settings to measure cancer care quality; 
uses data to monitor treatment patterns and outcomes and enhance cancer control and clinical surveillance 
activities; and develops effective educational interventions to improve cancer prevention, early detection, cancer 
care delivery, and outcomes in health care settings. 
 
Today, there are more than 1,500 CoC-accredited cancer programs in the United States and Puerto Rico, which 
care for approximately 70% of newly diagnosed cancer patients. CoC accreditation encourages hospitals, 
treatment centers, and other facilities to improve their quality of care through various cancer-related programs 
and activities. These programs are concerned with the full continuum of cancer—from prevention to 
survivorship and end-of-life-care—while addressing both survival and quality of life. 
 

Congressional Action 
 

In honor of the 100th anniversary of the CoC, lawmakers introduced a resolution Recognizing the 100th 
anniversary of the American College of Surgeons Commission on Cancer and the importance of Commission on 
Cancer-accredited programs in ensuring comprehensive, high-quality, patient-centered cancer care (S.Res. 
566/H.Res. 997). The resolution was introduced by Senators Chris Van Hollen (D-MD) and Roger Marshall, 
MD (R-KS) and by the Co-Chairs of the House of Representatives Cancer Caucus, Representatives Brian 
Higgins (D-NY-26), Brian Fitzpatrick (R-PA-01), Derek Kilmer (D-WA-06), and Mike Kelly (R-PA-03). The 
resolution is a testament to the laudable work of the CoC and demonstrates congressional support for the 
organization. 
 
CONGRESSIONAL ASK 
 
House and Senate: Co-sponsor the resolution in recognition of the 100th anniversary of the American College 
of Surgeons Commission on Cancer (S.Res. 566/H.Res. 997). 
 

 
House and Senate: Co-sponsor the resolution Recognizing the 100th anniversary of the American 
College of Surgeons Commission on Cancer and the importance of Commission on Cancer-accredited 
programs in ensuring comprehensive, high-quality, patient-centered cancer care (S.Res. 566/H.Res. 
997). 



 
 

 

 

Recognize the 100th Anniversary of the ACS Committee on Trauma 
 

 

 

 
This year marks the 100th anniversary of the American College of Surgeons (ACS) Committee on Trauma 
(COT). Since its inception in 1922, the COT has played a pivotal role in advocacy and education efforts, 
leveraging trauma center and trauma system resources, creating best practices, providing outcome assessment, 
and prioritizing continuous quality improvement. For example, in the past 30 years, the Committee developed 
the Consultation/Verification Program to assist hospitals in the evaluation and improvement of trauma care and 
provide objective, external review of institutional capabilities and performance. Additionally, the Trauma 
Quality Improvement Program (TQIP) was created to elevate the quality of care for trauma patients by 
collecting data from trauma centers, providing feedback on performance compared to national benchmarks, and 
identifying institutional characteristics for optimal patient outcomes. And, most recently, the STOP THE 
BLEED® campaign launched in 2015 to prepare people to save lives by teaching three quick actions to control 
serious bleeding. To date, over one million Americans, including several members of Congress, have received 
this training. 
 
With traumatic injury being the most common cause of death for individuals aged 1-45 years and the cause of 
nearly 200,000 deaths per year in the United States, robust trauma systems and the teams who treat trauma 
patients, have never been more critical to our health care system. 
 

Congressional Action 
 

In honor of the 100th anniversary of the COT, lawmakers have introduced H.Res. 951/S.Res. 532, Recognizing 
the 100th anniversary of the American College of Surgeons Committee on Trauma and the importance of 
preventing injury and saving more lives from injury around the globe.  
 
The resolution was introduced in the U.S. House of Representatives by Michael Burgess, MD (R-TX-26) and 
Tom Suozzi (D-NY-03) and in the U.S. Senate by John Boozman (R-AR) and Bob Menendez (D-NJ). 
 
CONGRESSIONAL ASK 
 
House and Senate: Co-sponsor H.Res. 951/S.Res. 532 in recognition of the 100th anniversary of the American 
College of Surgeons Committee on Trauma.  
 

 

 
House and Senate: Co-sponsor H.Res. 951/S.Res. 532, Recognizing the 100th anniversary of the 
American College of Surgeons Committee on Trauma and the importance of preventing injury and 
saving more lives from injury around the globe. 


