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Ensuring Lasting Smiles Act
Ensuring coverage for a congenital defect or birth abnormality or disorder
Summary of the Bill
The Ensuring Lasting Smiles Act would require all group and individual health plans to cover medically necessary
services as a result of congenital abnormalities, as well as stipulate that such coverage includes services and
procedures that functionally repair or restore any missing or abnormal body part that is medically necessary to
achieve normal body functioning or appearance. The bill excludes coverage for cosmetic surgery to reshape
normal structures of the body to improve appearance or self-esteem.

Background
According to the Centers for Disease Control and Prevention (CDC) – which characterizes birth defects as
“common, costly, and critical” – one in 33 babies in the United States is born with a congenital anomaly.i Of the
120,000 children born annually with birth defects, approximately 40,000 require reconstructive surgery.
Craniofacial anomalies can restrict a child’s ability to breathe, eat, and speak in a normal manner. Therefore,
surgery to repair an anomaly – which is highly individualized – is intended to help a child obtain the ability to
function and grow normally.
Examples of these deformities include cleft lip; cleft palate; skin lesions; vascular anomalies; malformations of the
ear, hand, or foot; and other more profound craniofacial deformities. Although surgeons are able to correct many
of these problems, some insurance companies deny access to care by labeling the procedures “cosmetic” or “nonfunctional” in nature. When private insurance denies a child’s reconstructive surgery, families many times end up
turning to Medicaid, SCHIP, or other state-sponsored programs for coverage.

The Solution
On average, children with congenital deformities or developmental anomalies can expect anywhere from three
to five surgical procedures before normalcy and function are achieved. Although carriers may provide coverage
for the initial procedures, they may resist coverage of the later stage procedures, claiming they are cosmetic and
not medically necessary. Denial or delay of these procedures – which by definition are reconstructive – could lead
to long-term physical and psychological injuries. The Ensuring Lasting Smiles Act would address delays and denials
in coverage, and ensure that children suffering from birth defects and anomalies get the treatment they need –
and deserve – in a timely manner.
See back for more information

Congressional Request
Be an original cosponsor of the Ensuring Lasting Smiles Act to ensure
children have adequate insurance coverage to treat congenital defects or birth abnormalities.
To join Reps. David Young (R-IA-3) and Collin Peterson (D-MN-7) in introducing the Ensuring Lasting Smiles Act, please
contact Lauren.Billman@mail.house.gov (Rep. David Young) or Tamir.Elnabarawy@mail.house.gov (Rep. Peterson).
To join Senator Tammy Baldwin (D-WI) in introducing the bill, please contact Kathleen_Laird@baldwin.senate.gov.

Focus on Patients
To a layperson, repair of a craniofacial defect may seem cosmetic in nature. However, reconstructive surgery is
performed to treat structures of the body affected aesthetically or functionally by congenital defects,
developmental abnormalities, trauma, infection, tumors, or disease. It is generally done to improve function and
ability, but may also be performed to achieve a more typical appearance of the affected structure.
One example of a particularly challenging patient was one that was treated for ectodermal dysplasia who also had
a cleft lip at birth. When an ASPS plastic surgeon met this adolescent after his initial cleft lip repair, he still required
further reconstruction to achieve normal function. He had undergone multiple failed attempts to stabilize the
gumline and his palate and face, which were affected by the cleft lip. Undergoing numerous procedures in which
there was lack of support for proper orthodontic preparation for surgery resulted in excessive time, effort, and
frustration for his family. The resultant expenses to the medical system in providing lopsided coverage for surgery
without proper orthodontic support to prepare for that surgery were enormous and unjustified.
One of ASPS’s members had a close working relationship with an orthodontist in his area, and through concession
on her part and multiple appeals to insurance agencies, they were able to provide proper preparation for surgical
reconstruction. Rarely do physicians meet a more grateful family than this young man’s family when the
orthodontist and ASPS surgeon told them that their son now had finally achieved successful function and typical
appearance of the affected area.
Cost
To protect against increased insurance premiums, the legislation clarifies that coverage may be subject to limits,
such as pre-authorization or pre-certification, as long as coverage limits are no more restrictive than for any other
injury or sickness.
In addition, when similar, but broader scope, legislation was previously considered by Congress, the Congressional
Budget Office (CBO) let the bill sponsors know that the legislation would not exceed the threshold established
under the Unfunded Mandate Reform Act (UMRA) and that it would have a negligible effect on federal tax
revenues.
i

“Facts about Birth Defects.” Center for Disease Control and Prevention. 11 December 2017. Online.
<https://www.cdc.gov/ncbddd/birthdefects/facts.html>.
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MISSION ZERO Act (S.1022) | Pandemic and All-Hazards Preparedness and
Advancing Innovation (PAHPAI) Act (S. 2852)
Working to save American lives – both at home and abroad
Summary of the Bill
MISSION ZERO creates a military-civilian partnership for providing trauma care by directing the U.S. Department
of Health and Human Services to award $64 million in individual provider and trauma team grants between fiscal
2019 and 2023, enabling military personnel to provide care at civilian trauma centers. The trauma team grants
would go to as many as 20 high-acuity trauma centers to allow military trauma teams to provide full-time care.
The grants for individual military doctors and nurses would last one to three years and would include as much as
$100,000 for each physician and $50,000 for other health care professionals.
MISSION ZERO is bipartisan and passed the House of Representatives by voice vote on February 26, 2018. The
Senate companion was introduced by Sens. Johnny Isakson (R-GA), Tammy Duckworth (D-IL), and John Cornyn (RTX). The language of the MISSION ZERO Act has been included in the Pandemic and All-Hazards Preparedness and
Advancing Innovation (PAHPAI) Act (S. 2852), which has been approved by the Senate Health, Education, Labor
and Pensions (HELP) Committee.

Background
The National Academies of Sciences, Engineering, and Medicine (NASEM) released a report in 2016 detailing how
an integrated trauma system would benefit from military-civilian collaboration.i Specifically, the report highlighted
the fact that an increase in collaboration is a critical step toward achieving the goal of zero preventable deaths.
This led to the introduction of the MISSION ZERO Act by Rep. Michael Burgess, MD (R-TX) in the House of
Representatives.

The Solution
ASPS plastic surgeons provide trauma care ranging from primary closure to reconstruction, or replacements of
complex physical defects of form and function involving the skin, musculoskeletal system, cranio-maxillofacial
structures, extremities, breast, trunk, and external genitalia. According to the National Trauma Data Bank, there
were a total of 861,888 trauma cases in 2016 alone.ii Traumatic injury imposes an incredible burden on the
nation’s health system.
The military has made significant strides in improving trauma care based on lessons learned while at war.
Unfortunately, these lessons are not always translated to civilian trauma care or sustained during peacetime. The
NASEM report estimates that, conservatively, hundreds of U.S. service member lives could likely be saved if trauma
care were optimized. Potential civilian gains could be in the tens of thousands of lives saved if past and future
improvements in military trauma care could be systematically translated into the civilian sector.

Congressional Request
Support passage of the Pandemic and All-Hazards Preparedness and Advancing Innovation (PAHPAI) Act
(S. 2852), as reported out of committee with MISSION ZERO incorporated
See back for more information

i

“A national trauma care system: Integrating military and civilian trauma systems to achieve zero preventable deaths after injury.” National Academies of
Sciences, Engineering, and Medicine. 17 June 2016. Online <http://www.nationalacademies.org/hmd/Reports/2016/A-National-Trauma-Care-SystemIntegrating-Military-and-Civilian-Trauma-Systems.aspx>.
ii

“National trauma Data Bank 2016.” 2016. American College of Surgeons. Online.
<https://www.facs.org/~/media/files/quality%20programs/trauma/ntdb/ntdb%20annual%20report%202016.ashx>
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Resident Physician Shortage Reduction Act (H.R.2267/S.1301)
Ensuring there are enough physicians to meet the nation’s medical needs
Summary of the Bill
The Resident Physician Shortage Reduction Act will improve the nation’s Graduate Medical Education (GME)
system and help preserve access to specialty care. This will be achieved by increasing the number of Medicaresupported GME residency slots by 15,000 over the next 5 years; directing half of the newly available positions to
training in shortage specialties; specifying priorities for distributing the new slots (i.e., states with new medical
schools); and studying strategies to increase the diversity of the health professional workforce.

Background
More than 20 years ago, the Balanced Budget Act of 1997 capped the number of Medicare-funded GME positions
in the United States. This decision must be revisited to ensure an adequate workforce to meet patient needs, as
physician demand continues to grow faster than supply. Current projections by the Association of American
Medical Colleges (AAMC) show that the United States will face an overall shortage of more than 130,000
physicians by 2025, with around 50 percent of this shortage coming from specialty physicians such as plastic
surgeons.i Those projections show a primary care shortage of between 14,800 and 49,300 physicians by 2030,
and a specialty shortage of between 33,800 and 72,700 physicians – including a shortfall of between 20,700 and
30,500 surgical specialists in 2030. Population growth and aging will continue to be the primary drivers of that
increase in demand through 2030, as more than 10,000 seniors become eligible for Medicare every day.

The Solution
Plastic surgeons play an integral role in the treatment of breast cancer – the second leading cause of death in
women. According to the American Cancer Society, an estimated 266,120 new cases of invasive breast cancer will
be diagnosed in 2018.ii The Women’s Health and Cancer Rights Act of 1998 mandates that patients are offered
reconstructive procedures performed by plastic surgeons, yet shortages of qualified plastic surgeons have limited
availability of proper care for these patients. According to the AAMC’s 2016 Physician Specialty Data report, on
average there is only one plastic surgeon per 45,700 individuals in the United States,iii and that average is
projected to grow to an estimated deficit of 1,490 plastic surgeons nationwide by 2025, according to the AAMC
2018 workforce projections. Therefore, it is imperative that Congress pass this bill to ensure that there are enough
providers to meet current and future demand for potentially lifesaving healthcare services.

Congressional Request
Cosponsor and pass the Resident Physician Shortage Reduction Act (H.R.2267/S.1301) to create additional
residency positions for both primary care and specialty care physicians.
To cosponsor H.R.2267, contact Dicole.Cohen@mail.house.gov (Rep. Crowley) or
Dante.Cutrona@mail.house.gov (Rep. Costello).
To cosponsor S.1301, contact Corey_Malmgren@nelson.senate.gov (Sen. Nelson) or
Rachel_Green@heller.senate.gov (Sen. Heller)
See back for more information

i

“The Complexities of Physician Supply and Demand: Projections from 2016 to 2030.” Association of American Medical Colleges. March 2018. Online.
<https://aamc-black.global.ssl.fastly.net/production/media/filer_public/85/d7/85d7b689-f417-4ef0-97fbecc129836829/aamc_2018_workforce_projections_update_april_11_2018.pdf>.
ii
“How Common Is Breast Cancer?” American Cancer Society. 1 July 2017. Online. <https://www.cancer.org/cancer/breast-cancer/about/how-common-isbreast-cancer.html>.
iii
“2016 Physician Specialty Data Report.” Association of American Medical Colleges. 2016. Online.
<https://www.aamc.org/data/workforce/reports/457712/2016-specialty-databook.html>.
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Ambulatory Surgical Center Quality and Access Act (H.R. 1838/S. 1001)
Ensuring the highest quality health care and cost savings for patients
Summary of the Bill
The Ambulatory Surgical Center Quality and Access Act would require Medicare’s payment system for ambulatory
surgical center (ASC) services to utilize the same inflation adjustments used for services provided in a hospital
outpatient department (HOPD). In other words, it would ensure that these payments adjust at the same rate
going forward. The bill would also revise quality reporting requirements to permit publicly available, side-by-side
comparisons of quality measures for ASCs and HOPDs in the same geographic area. Furthermore, the bill would
require the Centers for Medicare and Medicaid Services (CMS) to cite specific reasons when excluding requested
procedures from the list of those approved to be performed in ASCs.

Background
According to ASPS’s 2016 Plastic Surgery Statistics Report, 823,277 reconstructive procedures – or 14 percent of
all reconstructive procedures performed by ASPS members – were performed in freestanding ASCs.1 ASCs provide
same-day surgical care to patients and are a safe, cost effective outpatient care alternative to hospitals. These
facilities charge less than HOPDs, and thus save Medicare and beneficiaries money. Unfortunately, the disparity
between Medicare reimbursement for the different sites of care continues to grow at an unsustainable rate due
to the use of different annual inflationary updates. Medicare ASC payments are updated with the Consumer Price
Index for All Urban Consumers (CPI-U), which does not accurately reflect health-services-related inflation. As a
result of reimbursement based on the CPI-U, ASCs have been hindered by a six-year payment rate freeze.
Meanwhile, payment for HOPD services is updated using the hospital market basket – a better measure of the
true inflation of the costs of procedures and related services.

The Solution
The Ambulatory Surgery Center Quality and Access Act will protect Medicare patients’ access to the high-quality
services that ASCs provide, while also improving transparency. The bill will ensure greater equity in Medicare
reimbursement for services by stabilizing the growing gap between HOPD and ASC payments. Additionally, the
bill will improve transparency by providing for publicly available data on quality measures. This data will allow for
a more comprehensive understanding of the relative cost to the health system for procedures performed in
hospitals and ASCs. Improved transparency in the CMS review process regarding excluded procedures will create
room for discussion on the merits of procedures.

Congressional Request
Cosponsor and pass the Ambulatory Surgery Center Quality and Access Act (H.R.1838/S.1001)
to allow for patients to continue to receive the highest quality care and cost savings at these facilities.
To cosponsor H.R.1838, contact Ruth.Hazdovac@mail.house.gov (Rep. Nunes) or Sylvia.Lee@mail.house.gov (Rep. Larson).
To cosponsor S.1001, contact Kellie_McConnell@crapo.senate.gov (Sen. Crapo) or Khaliyl_Lane@blumenthal.senate.gov
(Sen. Blumenthal).

1

“Plastic Surgery Statistics Report.” American Society of Plastic Surgeons. 2016. Online.
<https://www.plasticsurgery.org/documents/News/Statistics/2016/plastic-surgery-statistics-full-report-2016.pdf>.

ASPS ISSUE BRIEF

444 East Algonquin Road • Arlington Heights, IL 60005-4664
847-228-9900 • www.plasticsurgery.org

Protecting Access to Care Act (H.R.1215)
Improving access to quality patient care while protecting the practice of medicine
Summary of the Bill
The Protecting Access to Care Act encompasses a number of meaningful medical liability reforms, including fully
compensating patients for medical/economic damages, while imposing reasonable limitations on incalculable
non-economic damages. H.R.1215 would also hold a defendant liable only for damages equal to his/her share of
responsibility, maximize patient awards, and discourage frivolous lawsuits through sliding scale contingency fees.
The bill differs from previous federal medical liability reform legislation as it focuses exclusively on healthcare
professionals and entities, allows states greater flexibility, and applies solely to medical liability claims that involve
healthcare services provided through the expenditure of federal dollars. The House of Representatives took an
important first step in passing the Protecting Access to Care Act (H.R.1215) in June 2017.

Background
Our nation’s medical liability system is broken — it costs too much, takes too long to resolve claims, and does not
serve the needs of patients or physicians. Meaningful medical liability reform is needed to reduce growth in
healthcare costs, stabilize professional liability insurance premiums, preserve access to specialty care, and
encourage physician engagement in meaningful quality improvement.
Since 2000, 20 states have implemented medical liability reforms that improved access to healthcare for patients;
reduced runaway malpractice insurance premiums; and created stable, predictable liability systems. Prior to 2003
reforms to combat healthcare lawsuit abuse that limited non-economic damages, Texas experienced a physician
shortage in rural and underserved areas. However, those regions saw an influx of new doctors following the
reforms – which led to the state’s highest reported number of newly licensed physicians of any year on record in
2012.1 The new protections also led 36 percent of Texas physicians to accept high-risk patients.2 These
improvements not only increased patient access to needed medical services, but also created consumer choice,
which was previously unavailable.

The Solution
While laws currently differ from state-to-state, medical liability should be reformed and standardized across the
country, which will benefit all taxpayers. The Protecting Access to Care Act creates prudent medical liability
reforms that benefit patients and physicians, while preserving states’ rights to maintain more stringent statutes
that are already in place. According to a 2017 assessment by the Congressional Budget Office, the bill’s reforms
could potentially reduce federal budget deficits by almost $50 billion over 10 years.3

Congressional Request
Pass the Protecting Access to Care Act (PACA) (H.R.1215)
to improve the U.S. medical liability system for both doctors and patients.

1
2

3

“Proposition 12 Produces Health Benefits.” Texas Medical Association. 28 Aug. 2013. Online. <http://www.texmed.org/Template.aspx?id=5238>.
"10-Year Anniversary TMA Survey Documents Increased Access to Care.” Texas Medical Association. 9 Sept. 2013. Online.
“H.R. 1215, Protecting Access to Care Act of 2017.” Congressional Budget Office. 22 Mar. 2017. Online. <https://www.cbo.gov/publication/52518>

