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So in closing, it just seems to me 

that people who are pushing for give-
away after giveaway, or runaway 
spending, and who then come in and 
complain about the deficit is a bit, it 
seems to me, like a herd of cattle 
standing around a lake complaining 
that the water does not taste all that 
fresh. For those of us who are fish that 
are trying to have clean water, it is 
just a little difficult to have people 
plopping stuff in the water that is just 
tough to swallow. 

f 

WTO NEGOTIATIONS ON U.S. 
AGRICULTURE 

The SPEAKER pro tempore. Under a 
previous order of the House, the gen-
tleman from Nebraska (Mr. OSBORNE) is 
recognized for 5 minutes. 

Mr. OSBORNE. Mr. Speaker, at the 
present time we are conducting some 
talks, WTO negotiations, involving the 
European Union. I would like to call 
attention to some figures that I think 
most people are not totally aware of. 

First of all, if you compare the 
United States economy with the Euro-
pean Union, the United States econ-
omy is $11.7 trillion annually and the 
European Union is $9.4 trillion. So they 
are pretty comparable. The import tar-
iffs we have on goods coming from the 
European Union into the U.S. are 12 
percent, and tariffs on U.S. goods going 
into the European Union are 30 per-
cent. 

So we have comparable economies 
and yet a tremendous disparity in tar-
iffs. This led to an agricultural trade 
deficit of minus $6.3 billion last year, 
which was the biggest deficit that we 
had with any entity that we were trad-
ing with for agriculture. 

On export subsidies, the European 
Union provides $3 billion and we pro-
vide $31.5 million, so they are roughly 
100 to 1 on money they spend on sub-
sidizing their exports to other coun-
tries. As far as farm subsidies per acre 
are concerned, the United States sub-
sidizes agriculture at $38 per acre with 
the European Union at $295 an acre. So 
this is a tremendous discrepancy. 

One other set of data I wish to point 
out is that we have had two cases of 
BSE, or mad cow disease, in the United 
States. The European Union has had 
189,102 in the European Union in the 
last 10, 15 years. Yet the European 
Union excludes our exports of beef into 
the European Union, our pork, our ge-
netically modified crops, such as corn, 
and also poultry. So we are really hav-
ing a very difficult time with the Euro-
pean Union when you look at all these 
figures. 

Currently, we are having some pre-
liminary WTO talks where we are look-
ing at some ways to try to fix world 
trade, and I want to point out a couple 
of things. 
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First of all, we are proposing that the 
United States reduce farm subsidies 60 
percent, which would mean that we 

would drop our subsidies from $19 bil-
lion a year to roughly $17.5 billion a 
year, and at the same time we are pro-
posing that the European Union reduce 
agricultural subsidies to 83 percent, 
which would be a decrease from $80 bil-
lion down to $15 billion. That is a big 
drop, but still the European Union 
would be subsidizing double what the 
United States does. The European 
Union has rejected this offer at the 
present time. 

I think it is important that people 
realize what happens in the next round 
of WTO talks will have great implica-
tions for the next farm bill which will 
be written in 2007 and go into effect in 
2008. We are apt to see a move toward 
conservation types of payments, away 
from traditional types of payment. 

We will have to be concerned about 
developing countries like Brazil. Brazil 
has land valued at $250 to $500 an acre. 
They have enough rain and topsoil to 
produce two crops a year. Their labor 
is 50 cents an hour. They can pretty 
well bury us if we do not provide some 
subsidy for our agriculture. 

Lastly, I would like to issue a warn-
ing. We saw what happened to our pe-
troleum industry. We found we could 
buy a barrel of oil from OPEC a few 
years ago for $10 a barrel. We began to 
get more and more from OPEC. Fi-
nally, we are pretty well dependent on 
foreign sources of oil. We cannot afford 
to let this happen to our agricultural 
economy. Certainly changes are in 
order, but I think it is important we 
proceed cautiously because we do not 
lose our food supply to foreign sources, 
which would be even more devastating 
than losing our oil supply to sources 
abroad. 

f 

CHILDREN’S HEALTH MONTH 

The SPEAKER pro tempore (Mr. 
KUHL of New York). Under the Speak-
er’s announced policy of January 4, 
2005, the gentleman from Pennsylvania 
(Mr. MURPHY) is recognized for 60 min-
utes as the designee of the majority 
leader. 

Mr. MURPHY. Mr. Speaker, I am 
joined by my colleagues this evening to 
talk about Children’s Health Month. It 
is very important for all families in our 
Nation, and certainly an issue that 
concerns all of us on both sides of the 
aisle. 

While the rhetoric of the House often 
echoes through these walls about cuts 
and people being harmed, it seems to 
me that is the only part of the discus-
sion that we are taking away. Little of-
fers are made in terms of what is need-
ed. 

What we do often hear is discussions 
of who is paying. Should individuals 
pay, insurance companies be taxed 
more, businesses be given tax cuts, per-
haps health savings accounts, associa-
tion health plans, or just have the Fed-
eral Government take over? But this 
should not just be an issue of who is 
paying, for although that is important, 
and how much we are paying is impor-

tant, really much of this comes down 
to what we need to have is an open dis-
cussion of what we are paying for. 

According to the National Center of 
Health Statistics, 83 percent of chil-
dren in this country under 18 years of 
age have excellent to very good health. 
That is good news. 

Now 17 percent of America’s children 
are in less than favorable health, either 
to mild or severe levels. We have to 
make sure we do all we can to help 
these children have a better health fu-
ture and help the rest remain healthy. 
According to the American Academy of 
Pediatrics, 6.3 million uninsured chil-
dren, over two-thirds of all uninsured 
children in America, are currently eli-
gible either for Medicaid or for the 
State health insurance programs, but 
they are not enrolled. There are many 
opportunities. I know the State of 
Pennsylvania, where I represent the 
18th Congressional District, really has 
very good services and insurance for 
children of a low income level but we 
need to make sure that we expand en-
rollment and get those kids beyond. 
For those who are uninsured or under-
insured but beyond the level of Med-
icaid, there are several things that we 
should be looking at to make sure that 
they get the health care they need to 
maintain their health to prevent high-
er expenses for emergency care. 

But what this means is not just more 
discussions on we are cutting money 
out of Medicaid or other aspects. Look 
at what has happened to the growth of 
Medicaid. In 1995, and this is for all 
ages, Medicaid spent $150 billion. We 
are now up to $300 billion. About half of 
Americans are covered by some level of 
Federal insurance or health care. But 
the system is growing, and the concern 
is it is growing out of control. 

While we are looking at such things 
as how do we pay for Hurricane 
Katrina’s outcome in this devastated 
gulf region, how do we take care of so 
many needs, is it fair to just continue 
to say to the American people we are 
going to continue to spend more with-
out finding ways of eliminating waste 
and fraud and abuse? 

Let me give an example. The New 
York Times wrote recently about an 
amount of some $4.4 billion in Medicaid 
fraud in that State. One dentist billed 
for over 980 procedures in one day. 
Clearly these were patients that were 
actually being seen. Another company 
used van rides for supposedly disabled 
people, billing those rides to the gov-
ernment. But these people when fol-
lowed by a reporter clearly were not 
disabled. They walked around just fine. 
There is example after example after 
example. 

I believe the American taxpayer 
wants to make sure that this waste, 
this fraud, this abuse is removed from 
the health care system. But it is not 
just a matter of that. When it comes to 
our children, we also have to make 
sure the system works with these pro-
grams in ways that optimize the health 
and outcome. 
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One of the things that I want to talk 

about today, along with the gentleman 
from Georgia (Mr. GINGREY), is trans-
forming our health care system. We of-
tentimes use a tongue-in-cheek quote 
around here that says one of the defini-
tions of insanity is doing the same 
thing over and over again and expect-
ing different results. Indeed, in the 
health care system where so much 
money is used inappropriately and 
wastefully, we ought to have some 
changes. 

From the Center of Health Trans-
formation, they say we have this cur-
rent health care system and we are try-
ing to come up with some reforms 
within the network. We try things like 
so much money is going to pay for di-
agnoses. We ask for some procedures to 
be done inpatient and outpatient, all 
within that system. What happens is if 
this system does not change, it will 
lead to some decay. The system cannot 
continue to go the way it is. Anyone 
who owns a small business or a house-
hold cannot continue to operate the 
way our health care system operates. 
When we go into hospitals, inpatient/ 
outpatient, you will see the latest 
equipment, the greatest skilled per-
sonnel, MRIs, PT scans, CT scans, but 
very often we also see that data is kept 
on patients on pieces of paper. We have 
21st century health technology kept on 
16th century monitors. What happens, 
people slip through the cracks. The 
wrong prescriptions are ordered. Tests 
that are done have to be repeated be-
cause someone cannot get them. 

I was talking to one of our colleagues 
today and he was telling me how a 
sonogram was done of his wife who is 
pregnant, but he cannot get it from 
here back home to his wife because he 
has to carry it manually. It cannot be 
e-mailed. We take e-mails for granted, 
but doctors have to wait for papers to 
transfer locations. 

What happens? Can we come up with 
some real changes to really help our 
children? Yes, if we switch to an intel-
ligent health system that uses elec-
tronic prescribing, electronic medical 
records, real patient care management 
for our children rather than having a 
system that gets bogged down and col-
lapses of its own expense and weight, 
we can come up with success for our 
children and no longer be mired in fail-
ure. 

Let me describe a little bit about 
what we mean by managing the whole 
patient. A lot of what people think 
happens when they have an individual 
or chronic disease is something com-
mon, like diabetes or asthma in a 
child, the doctor will examine and 
make sure that the child has the right 
medications, watches their diet and the 
environment around them, and hope all 
goes well. As long as the parents are 
monitoring that carefully and there is 
communication between doctor, nurse, 
patient and child, you can have a pret-
ty good system. What happens if the 
information does not get to the par-
ents, the patient education is not quite 

there? Maybe they skip a prescription, 
maybe they did not pick it up on time, 
maybe they do not fully understand all 
the elements of diet and medications 
for complicated diseases. What does 
that mean? You can end up with chron-
ic diseases, repeat tests, many hos-
pitalizations, emergency care may be 
required, increasing medications, going 
from doctor to doctor who may not 
know the other medications the child 
is on, leading to further risks, and all 
of this costs unnecessary money, un-
necessary time in hospitals, increases 
the risk for harm, and what happens, 
we end up paying for it. 

About 10 percent of the cases that 
show up in an emergency room are 
someone who has no ability to pay, but 
it is estimated that 60 percent or more, 
60 percent or more of patients who 
show up in emergency departments are 
nonemergencies. If in such cases the 
care was given ahead of time, whether 
it is through a community health cen-
ter, a clinic, direct patient care with a 
physician, if we monitored and kept a 
careful eye on those children with 
chronic conditions, we could save mas-
sive amounts of money. 

This is not cutting care, it is improv-
ing care. Emergency care can cost five 
to eight times more than outpatient 
care, and we can actually save billions 
of dollars in the system. This is where 
we can find savings, and in so doing we 
save lives as well as money. But this 
means we use a chronic care model and 
not the inefficient going to a doctor, 
another disease, go to another doctor. 

What this involves is not just the 
health system, it really involves the 
community, the resources. What takes 
place, the support systems, the fami-
lies, the individuals helping to make 
sure they are watching their children, 
they are educated and they know what 
to do. It is making sure we have a de-
livery system involved with making 
sure doctors are notified if someone 
does not pick up their prescriptions. A 
lot of this can be done with electronic 
prescribing notification. It is making 
sure that clinical information systems 
are there so that if X-rays are done, 
procedures and tests are done, that in-
formation is communicated back to 
the doctor. 

One study I looked at said something 
like 14 percent of the charts reviewed 
the physician found that they were 
missing some important data. Perhaps 
the physician referred the patient on to 
have some testing done, and it was 
never done. In the majority of these 
cases, the doctor said it would affect 
what diagnosis they had and future 
tests called for. 

This is not a matter of just saying we 
are going to cut care, this is improving 
care. But this also means that clinical 
information systems must be there. 
They are a critical component of 
health care, of having the physician 
and nurse and family work together. 
What does that do? It is a matter of 
having productive interaction between 
everybody involved. You have an in-

formed, active patient and you have a 
prepared, proactive practice team. 

No longer the passive system, the 
doctor says here is your diagnosis, here 
is your prescription, good luck, call me 
if there is a problem. If that prescrip-
tion is not filled, there is a call from 
the doctor. It is a system of interaction 
between the patient and doctor to 
make sure they are going back and 
forth. 

Mr. Speaker, I am not talking about 
things that take place only in families 
that have access to computers and fi-
nances to do this. A lot of this is done 
in areas of low income levels, of high 
risk populations where we really find it 
is much more affordable. What we need 
to be looking at here as Congress is 
when we are reviewing such things as 
the Medicaid system, it is not just say-
ing we are going to lop off $8 billion or 
$10 billion and see what happens. It is a 
matter of doing more effective work. 

Much like a household that says our 
spending is going out of control, they 
do not just say let us not spend any 
more. Every small business and family 
does this. They look at what they are 
spending, but you have to change some 
of your habits and make habits more 
effective. 

The system that seems to be adapt-
ing the slowest is our health care sys-
tem, perhaps because we just keep 
doing the same thing over and over 
again and expecting different results. 

What the Federal Government is 
going to do and what we are doing here 
in the Republican Conference is asking 
those questions and demanding some 
answers of changing some of that sys-
tem. 

What I would like to do is call upon 
the gentleman from Georgia (Mr. 
GINGREY), who as an obstetrician has 
worked with many families, particu-
larly in the area of prenatal care. One 
of the critical areas in cutting costs 
and being more effective in health care 
is dealing with prenatal care in an ef-
fective and positive way. 

Mr. Speaker, I yield to the gentleman 
from Georgia (Mr. GINGREY) to talk 
about these aspects of prenatal care, 
and he can tell us about some of the 
elements of saving money by doing 
more effective patient care manage-
ment. 

Mr. GINGREY. Mr. Speaker, I thank 
the gentleman from Pennsylvania (Mr. 
MURPHY) for leading this hour during 
this week of Children’s Health Care Ini-
tiative and calling attention to the 
health of our children. The gentleman 
from Pennsylvania (Mr. MURPHY) has 
worked extensively in the field of psy-
chology, particularly child psychology. 
He has actually written a book and has 
another coming out soon on the sub-
ject. I think as we get further into the 
hour, we probably will discuss a little 
about bit about how important a 
child’s not only physical health but 
their mental health is. 

b 1730 
But I do appreciate the opportunity 

that the gentleman has given me, Mr. 
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Speaker, to share some of this time 
with him. 

My background in a prior life, my 
professional experience was for 30 years 
in the practice of medicine, and the 
specialty that I enjoyed practicing was 
obstetrics and gynecology; and we have 
that opportunity in that field of medi-
cine to see a child at the very begin-
nings of life and know how critically 
important a good start is. We talk 
about some of the things that this Re-
publican majority has done, some of 
the very good programs since President 
Bush has been in office, certainly not 
the least of which is No Child Left Be-
hind regarding our K–12 education pro-
gram. But it is so important from the 
health care perspective that no child is 
left behind from the moment of concep-
tion. 

So I do want to talk a little bit about 
the importance of prenatal care and ac-
tually call my colleagues’ attention to 
this one poster that I have here regard-
ing prenatal care, entitled ‘‘Proper 
Prenatal Care Leads to Healthy Chil-
dren.’’ No question about it. Some of 
the bullet points, these may be a little 
bit difficult to see, Mr. Speaker, but 
hopefully we can focus the camera in 
on the bullet points. 

First of all, 1 million, 1 million, 
American women deliver babies annu-
ally without receiving prenatal care. 
Secondly, in the United States, more 
than 250,000 low birth weight infants 
are born each year. More than 250,000. 
Now, for my colleagues’ understanding, 
a low birth weight infant is one that 
weighs less than 2,500 grams. That is 
about 51⁄2 pounds. Those children are 
not all premature. In some instances 
they are unhealthy children who are 
near term, but low birth weight. But 
most of them, most of these 250,000 low 
birth weight infants are actually born 
premature as well. 

And the third bullet point, low birth 
weight infants are more likely to suffer 
from disabilities, things like heart de-
fects and respiratory illnesses. They 
are four times more likely to pre-
maturely die than infants with a nor-
mal birth weight. 

I have had many situations, Mr. 
Speaker, as an obstetrician having de-
livered over 5,000 children, where 
women come into the emergency room 
having had no prenatal care. And they 
are clearly the ones who are more like-
ly to deliver these low birth weight ba-
bies and deliver them prematurely. 
That is why I think it is so important, 
and I know the gentleman from Penn-
sylvania (Mr. MURPHY) would agree 
with me, that when we emphasize the 
issue, the immigration issue, of secur-
ing our borders and want to make sure 
that every immigrant that comes into 
this country comes here legally and 
has an opportunity to get prenatal 
care, as, of course, many of those who 
come in an illegal manner are afraid or 
do not now how or where to get pre-
natal care and will just show up in the 
emergency room having delivered an 
unhealthy premature low birth weight 

infant, the cost of taking care of a 
child in that situation in the very ex-
pensive setting of an intensive care 
nursery, a 2-month stay, and that 
would not be uncommon for a very 
small infant, could approach easily 
$750,000 to $1 million worth of health 
care. And that, Mr. Speaker, is really 
just the beginning. 

That is just the beginning of the 
cost, because if there is a disability 
that is long lasting or maybe even last-
ing a lifetime, and that is often the 
case, whether it is a heart defect or a 
musculoskeletal deformity or a mental 
defect as a result of lack of oxygen, 
sometimes even blindness, the cost is 
just astronomical. So it is so impor-
tant, it is so important, that we do 
things in this Congress at the Federal 
level to encourage that women get pre-
natal care and that children are born 
healthy and that, indeed, no infant, not 
just no child left behind, but no infant 
is left behind. 

So I just wanted to go over with my 
colleagues some of the things in regard 
to prenatal care that are so important 
that I always stress to my patients: of 
course, encouraging immunizations 
and vitamin supplements, monitoring 
of diet, increased physical activity, 
clearly to avoid smoking and alcohol 
use during pregnancy and drug use. 
Certainly any drug use that is non-
prescription or not under the jurisdic-
tion and guidance of a physician is to 
be discouraged. Environmental factors 
are hugely important. As I say, a 
healthy diet, a regular weight check, 
physical activity, all of these things 
are so important. And then to come see 
the physician on a regular basis during 
the pregnancy. This is how we avoid, 
Mr. Speaker, these 1 million American 
women delivering babies annually ei-
ther without receiving prenatal care or 
ending up with premature deliveries. 

I want to, if the gentleman would 
allow me, to expand on this a bit. It is 
not just being born healthy and well; 
but the first 5 years of life, what hap-
pens to the child after that is tremen-
dously important as well. I have a 
grandson, little Grey Collins. He will 
be a year old soon. And it is so much 
fun to see him, and I often have that 
opportunity to see him, watching the 
little Baby Einstein tapes, that he is 
hugged many times a day and loved by 
his parents and grandparents and his 
aunts and uncles and how important it 
is to provide that love and affection to 
a child and let them know that they 
are loved, and we will get into that. I 
am sure the gentleman from Pennsyl-
vania (Mr. MURPHY) will talk about 
that later in the hour as he discusses 
things like childhood obesity and 
childhood mental health. 

But I wanted to speak a little bit 
about a program that we just reauthor-
ized in the last couple of weeks here in 
this 109th Congress, and what I am 
talking about is the Head Start pro-
gram. Sometimes we get criticized, we, 
the Republican majority, that we do 
not care enough about social programs 

and we do not care enough about the 
poor and underprivileged and people 
that do not maybe have the same op-
portunity that the upper middle class 
society has. 

But let me tell the Members we do 
care. We do care. And this reauthoriza-
tion is proof of the pudding. 

Just a little historical perspective on 
that. Head Start and its cousin, Early 
Head Start or comprehensive child de-
velopment programs, serving children 
from birth to age 5, as I stated, as well 
as pregnant women and their families, 
the critical component of the Head 
Start program is that it is child fo-
cused with the overall goal to increase 
school readiness of young children in 
low-income families, Mr. Speaker. The 
Head Start program has a long tradi-
tion of delivering comprehensive and 
high-quality services designed to foster 
healthy development in children that 
need our help the most. 

The program provides a range of indi-
vidualized services in areas of edu-
cation, early childhood development, 
but not stopping there. It also offers 
medical, dental, and mental health 
services to these children and to their 
families. It even goes a step further by 
providing nutritional counseling and 
encouraging parental involvement in 
their child’s development. It is a rich 
program. I have got a lot of statistics, 
and as we continue the hour, I will re-
late some of those specifics, particu-
larly in regard to the reauthorization 
and how much we are doing in that 
program. 

But I just wanted to point out, as I 
know the gentleman from Pennsyl-
vania (Mr. MURPHY) agrees, how impor-
tant it is that we do everything we can 
to make sure that our children get a 
good start in life. And as I have stated 
at the outset, the prenatal care aspect 
is hugely important. Programs like the 
Early Head Start and Head Start pro-
gram so that the children, all children, 
when they get to that 5-year-old kin-
dergarten class or get to the first 
grade, that they have an equal oppor-
tunity with their peers and they are 
not starting school with one hand tied 
behind their back. So it is hugely im-
portant that they are healthy, that 
they are happy, that they are loved and 
they have an opportunity, as we all 
want, in life. 

At this point I will continue to be 
here with the gentleman from Pennsyl-
vania (Mr. MURPHY) during this hour. 

Mr. MURPHY. Mr. Speaker, reclaim-
ing my time, I thank the gentleman for 
his learned information for our col-
leagues to be aware of not only Head 
Start but about prenatal care. 

One program I want to mention, the 
National Nurse-Family Partnership, is 
a great example of success. It is a pub-
lic-private nonprofit center. I believe it 
is centered in Colorado, with over 700 
nurses delivering in-home prenatal 
care and early infant care to more than 
13,000 low-income families throughout 
the Nation. Interestingly enough, they 
were able to demonstrate they could 
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return $4 savings for every $1 invested 
in these services by the time the chil-
dren reach age 15 by reducing expendi-
tures for such things as special edu-
cation, emergency room visits. Again, 
when we use a more comprehensive pa-
tient care model, we look at the whole 
family and not just the individual dis-
ease, we can save money and provide 
care. 

Secondly, I also applaud my col-
league for bringing up those aspects 
about Head Start and Early Head 
Start, so critically important for fami-
lies who are struggling to make ends 
meet to have this system that really 
puts the parent at the center of the 
child’s care, making sure they are in-
volved in all the decisions, making 
sure they have the information they 
need to have, making sure that they 
are, in essence, put into the role of par-
ent and not government in the role of 
parent; and that makes all the dif-
ference in the world. 

Let me shift into another area here, 
however, that is also critically impor-
tant and something we dealt with 
today. At any point if my colleague has 
comments he wants to make, I cer-
tainly would encourage him to do so. 
But this is the area of childhood obe-
sity. Today, we passed a bill out of the 
House that said that we cannot just be 
blaming restaurants and fast-food com-
panies and food manufacturers when 
someone has obesity problems. Indeed, 
it is something we all have to work on 
and have responsibility for because 
whether they are healthy snacks that a 
person eats too much of or unhealthy 
snacks, whatever that is, we have to 
make sure that we watch our diet and 
have proper exercise. 

Unfortunately, what has happened in 
this Nation, I believe it may only be 
the State of Illinois that still requires 
gym class in school, and as such, chil-
dren spend much more sedentary time 
at home, playing video games or in 
front of the television, less active, and 
eating more during that time. This is a 
major contributor to childhood obe-
sity. And what has happened in the last 
10 years, and look here, the proportion 
of obese children has tripled since 1970. 
It has doubled in the last 10 years, tri-
pled among teenagers actually during 
this time period, and increased 
incidences of disease associated with 
that, including such things as now we 
see adult onset diabetes showing up in 
our children. We also see heart prob-
lems showing up. We see the risks that 
take place with blood pressures that 
are showing up in children who really 
did not have these problems before. 

This is an estimated annual cost of 
obesity-related diseases in the United 
States: $100 billion. $100 billion annual 
cost of obesity-related diseases. This is 
not something that is cured by simply 
having government come in and tell 
people what they can and cannot eat. 
Something has broken down in our 
families and our communities where we 
are no longer telling kids they have 
had enough to eat or they are not going 

to eat any more of that or they need to 
get out and play. 

The annual hospital costs for obe-
sity-related disorders in children ages 6 
to 17 years of age increased from $35 
million to $127 million between 1979 
and 2000. It is a lack of physical exer-
cise; 38.6 percent of United States 
adults report they have no leisure-time 
physical activity at all. The annual es-
timated cost for diseases associated 
with this physical activity in 2000 was 
$76 million, but we know that daily 
participation in physical ed classes by 
high school students has dropped from 
42 percent in 1991 to 29 percent in 1999 
and continues to decline. 

b 1745 

Even though we have data that con-
tinues to tell us physical exercise is 
critical and important, not just for a 
child’s physical health, but really, as 
we are looking at ways of managing 
this, we cannot continue to just pump 
money into the Medicaid system and 
into our insurance systems to cover 
the costs of the outcome at the end of 
the line. 

We need to go upstream and work on 
some basic prevention, and that means, 
quite frankly, mothers and fathers 
across America have to work on these 
issues of teaching their children to be 
responsible for their own bodies, mak-
ing sure that we, as Members of Con-
gress, are talking about these issues, 
but making sure as we monitor how 
money is spent we are much better off 
looking at ways that funding could be 
given to communities, programs, to 
schools, to hospitals to help make sure 
we are working on prevention of obe-
sity rather than paying the high costs 
at the end of the line for so much of 
the increases in health care because 
obesity has continued to climb. 

Now, with obesity often comes behav-
ioral disorders as a matter of fact. 
Many a child I saw in my clinical prac-
tice as a psychologist oftentimes came 
in a child who was well overweight, 
teased by their peers, struggled with 
this on top of their other physical 
problems. They oftentimes got in this 
downward spiral, less activity, more 
socially isolated. Perhaps they were 
teased by other kids, the butt of jokes, 
a sad condition, and many of these 
children also suffered problems with 
mental health. 

What happens in the area of mental 
health is sometimes in this Chamber 
and our Nation, we look down upon it 
from a couple of different angles. We 
see perhaps mental health problems are 
some sign of softness, that perhaps peo-
ple should be a little tougher, take it 
on the chin, not be so sensitive. Some-
times I am not sure we have advanced 
from the days of the Salem witch 
trials, and blame those who suffer from 
mental illness and say somehow you 
should have done more. 

Sometimes we ridicule those who are 
on medication. Jokes still abound on 
television calling people crazy, loony, 
out of control, retarded, in derogatory 

terms, for something that we continue 
to see in this Nation as a sign of weak-
ness instead of a real disease. 

Again, if we are going to deal with 
things in the health care area, to truly 
reduce costs and deal with patients, we 
have to understand in the area of chil-
dren’s mental health psychological dis-
orders are real. They are not made up. 
They are not indications where some-
one is weaker and ineffective. 

There is a very strong and consistent 
scientific basis to say that the myth of 
psychological disorders and psychiatric 
disorders has to be debunked. Kids do 
have real problems. Adolescents have 
more problems. Adults have even more 
problems, and all these grow when we 
do not deal with these problems at an 
early level. 

There are biological and environ-
mental causes. It is interesting, you 
can have some children face tremen-
dous difficulties in their life and they 
do not seem to show problems in men-
tal outcomes, but that does not mean 
that those who do have problems are 
simply weak. Just like some of us may 
be exposed to the flu, some of us may 
eat different, and be around those who 
smoke and never develop any symp-
toms at all, where others are suscep-
tible to them as part of their own bio-
logical genetic makeup. 

Again, it does not mean they are 
weak or ineffective. It means a com-
bination of the biological and environ-
mental factors that caused this. You 
cannot simply say if we take care of 
these environmental causes it will 
never occur. Sometimes people say, 
well, maybe it is poverty that causes 
some of these difficulties with mental 
illness, and that is not the case at all. 
Depression, bipolar disorders, attention 
disorders, anxiety disorders occur at 
all lines of children. Boys sometimes 
have more than others, but there is 
this link between biological and envi-
ronmental causes. Boys have more 
problems, for example, with attention 
disorders. Girls may have different 
symptoms with depression, but in all 
cases we also see there is a com-
monality between parents and grand-
parents having some of these diagnoses 
that I mentioned for anxiety, bipolar 
disorder, attention disorder, depression 
and their children. Not always chil-
dren, but certainly some where you 
have significant environmental 
stresses and reactions which interact. 

We may see, for example, as the out-
come of the hurricanes in the gulf 
coast that there will be some children 
who live through tremendous trauma, 
and they may have some post-trau-
matic stress reactions, but it may 
never reach the level of post-traumatic 
stress disorder. It becomes a longer 
term debilitating factor, exhibited, for 
example, as such things as depression, 
trouble concentrating, nightmares, et 
cetera. It may never reach that level 
because they may in their own biologi-
cal factors have resilience, but their 
family may be there to support. 

The other things here is to under-
stand that psychological disorders do 
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respond to treatment. This may be 
pharmaceutical; that is, medication, 
and it certainly is also matters of 
counseling and therapy. This is not 
just a matter of talking to someone, 
giving common-sense ideas. This is a 
matter of very strategic, scientifically 
based things such as cognitive behav-
ioral therapy to work with patients. 

We know, for example, that children 
with depression respond fairly well, 
pretty well, to some of the talk ther-
apy or counseling to help them under-
stand strategies to deal with problems 
in their life, recognize the symptoms 
and do their own intervention them-
selves to change those symptoms. 

But we also know when people move 
from moderate to more severe levels of 
depression, medication, it is pretty 
darn helpful and sometimes almost 
necessary for them to have that. It 
does not help when we have movie 
stars out there saying there is no such 
thing as mental illness, an irrespon-
sible statement. It does not make 
things go away just because you wish it 
to be so. I do not want situations put 
upon our country where we see that, 
again, people from Hollywood are say-
ing, well, there is no such thing as 
mental illness, and therefore, we do not 
treat it. That is wrong. We do know 
that they can respond to treatment, 
and it is important we continue to fund 
in areas of Medicaid and everywhere 
else, Medicare, psychological, psy-
chiatric treatment because it is help-
ful. 

We also need to, however, carefully 
evaluate the treatment, the planning 
and follow-up assessment of these. I 
will give you a couple of examples. 

Last year, there was a lot of discus-
sion about some anti-depressant medi-
cation, and when some children took 
it, there was a higher risk for suicidal 
thinking, suicidal ideations we call it. 
What did not come up in those discus-
sions are a couple of important factors. 
One, 75 percent of psychiatric medica-
tions are prescribed by nonpsychia-
trists. They may be highly qualified 
physicians. In many cases, they may be 
general practitioners, pediatricians, 
family doctors, obstetricians. Seventy- 
five percent, however, and they may or 
may not be doing the other follow-up 
that is necessary. 

What anti-depressant medications do 
is they can change a person’s mood. 
They can help change the chemical, bi-
ological reaction that a person’s cen-
tral nervous system and brain of how 
they process stresses that can lead to 
the debilitation of depression, but it 
does not change the way a person 
thinks. That is why it is so important 
that we make sure we are funding pro-
grams that also provide the psycho-
logical therapy for children to help 
them understand what these thoughts 
are, to help them change the way they 
are thinking about the world so as they 
start to feel better they do not have 
more suicidal risks. 

Interestingly enough, one of the 
things we oftentimes taught medical 

students in medical schools is once pa-
tients start getting better with symp-
toms of depression, the risk for suicide 
may increase because the support sys-
tems back off and they say Johnny’s 
feeling better, we do not need to have 
him in the hospital or do not need to be 
around him as much. Perhaps people 
are no longer monitoring the person 24 
hours a day. They start to go back to 
school, face more stresses. 

As they are getting their energy up, 
as they are back in the world and 
thinking if we do not change the way 
they think with depressive thought 
patterns, if we do not interrupt that 
and change it, you can actually in-
crease the risk for suicide. That being 
the case, we have to make sure that as 
we are looking for more effective ways 
of spending money, the taxpayer dol-
lars in Medicaid and Medicare and 
Head Start that we are working com-
prehensive care with the patient, with 
mental illness as well, such problems 
as I said before about bipolar; that is, 
manic depressive illness, attention def-
icit disorder, anxiety disorders, all of 
these with a strong genetic component 
and elements where we can make huge 
changes in people’s lives. 

It is something that we need to make 
sure we are no longer just criticizing 
about overprescribing or perhaps say-
ing that too many kids are getting 
stimulant medication with attention 
disorder; we should or should not do 
this. 

Here is the crux of this. It really is a 
matter of having accurate diagnosis 
and treatment and making sure that 
we are not overmedicating or under-
medicating our children. Somehow in 
this Chamber we politicize this to 
somehow think we are doing something 
wrong in both areas of the conservative 
far right, the liberal far left, somehow 
accuse maybe there is some conspir-
acies involved in this, and there is not. 
It is a matter of making sure the phy-
sicians have the training to deal with 
this. They are interacting a com-
prehensive care model, a patient care 
model, disease management model, to-
gether with people of various profes-
sions and working closely with the 
families. 

We see this in the area of children’s 
health when you start to look at so 
many aspects here that you really can 
make some huge differences. 

I would like to point to a couple of 
things here and then call upon the gen-
tleman from Georgia (Mr. GINGREY), 
my colleague, on a couple of questions. 
But one of the things to keep in mind 
about depression, which is one of the 
most common mental illnesses affect-
ing more than 19 million Americans 
each year, that it can cause longer 
lasting forms. You can lose pleasure in 
life, complicate other medical condi-
tions, can lead to suicide, but it is also 
associated with many other medical 
issues. 

For example, cancer has a higher in-
cidence of depression, stroke. Diabetes, 
people with diabetes have a 25 percent 

chance of having depression. That is 
higher than the rest of the population. 
Depression also affects as many as 70 
percent of patients with chronic dia-
betic complications. People with heart 
disease, 40 to 65 percent of them will 
have depression, and what is inter-
esting is untreated depression in these 
patients can lead to complications, 
such as the health care costs can dou-
ble. 

Now, I ask the gentleman from Geor-
gia (Mr. GINGREY) on this, he certainly 
treated many a patient who had med-
ical complications as well as some of 
the psychological ones, and I would 
like to ask him, in looking at some of 
these more comprehensive chronic care 
models, of how we need to be moving 
forward in a modern system of health 
care and not be just looking at indi-
vidual disease, but how looking at 
more advanced forms of bringing tech-
nology and changing the system, how 
he sees that affecting the patient in a 
cost-effective way. 

Mr. GINGREY. Mr. Speaker, as the 
gentleman pointed out, and he is so 
right, we need to move into the 21st 
century in regard to our health care 
system and modeling. Just trying to 
come up with better drugs and the lat-
est surgery techniques to treat com-
plicated illness is not enough. We real-
ly need to focus on preventive care. 

You are talking about in the last few 
minutes, of course, your specialty, in 
talking about mental illness, and as it 
relates also to childhood obesity, and I 
could not help but think as I was lis-
tening to your discussion, and as you 
know, this week we just passed H.R. 
554. H.R. 554 is the Personal Responsi-
bility in Food Consumption Act of 2005. 
This is a bill my colleagues are aware 
of the fact it would not allow someone 
to sue a fast food manufacturer be-
cause they have gorged themselves 
with a multiple number of Big Macs or 
any other kind of fast food, or some-
times what we refer to as junk food. It 
is not the fault of the food industry. 

I used a little analogy when I was 
talking about this on the floor yester-
day in discussing the rule of my belt, 
which is a size 36. That is, I hate to 
admit, the size of my waist, but if I 
wanted really out of blind pride to sug-
gest that I had a 24-inch waist and I 
cinched that belt down a couple of 
notches, in doing so, I put pressure, 
compression on something referred to 
as the lateral femoral cutaneous nerve, 
it would result in a condition of numb-
ness and lack of feeling on the anterior 
thigh. Then should I go out and sue the 
belt company because they are at fault 
because I misused a product? 

This is what this bill, of course, is all 
about, a common-sense type bill. 

Parenthetically, Mr. Speaker, I also 
want to mention the gentleman from 
Florida (Mr. KELLER), the author of the 
bill, our good friend and colleague, is 
actually in the hospital now and recov-
ering hopefully from a fairly minor 
condition, but we want to pay tribute 
to him. I know he is proud that we 
passed this bill this week. 
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The comment that I wanted to make 

is this issue of personal responsibility, 
and parents should have that personal 
responsibility obviously in the way 
they conduct themselves in regard to 
how they eat and a healthy diet and ex-
ercise, but even more importantly is 
the responsibility that they have to 
give a good example and instruction to 
their children. 

I think it is probably the worst form 
of child abuse to let these youngsters 
that at a very early age overeat and be-
come obese. You have talked about the 
issue of poor mental image, self-image, 
and of course, I also see you talked 
about Hollywood and, of course, this 
issue of there is no such thing as men-
tal illness. I think probably they might 
predominate in some of those diseases, 
which we categorize as mental illness. 

But quite honestly, when a child goes 
to school and there is this emphasis on 
thinness and you see these youngsters 
wearing these Britney Spears’ jeans 
and that sort of thing, a child even a 
little bit overweight and certainly one 
that is significantly obese, of course 
they are going to have a poor image of 
themselves. They are going to with-
draw, and they are going to become 
shy. It is very likely they are going to 
be picked on. How in the world can 
they grow and develop with a healthy 
self-image? No wonder they end up 
needing to be counseled and treated by 
the gentleman from Pennsylvania (Mr. 
MURPHY) and other mental health care 
specialists. 

Yes, unfortunately, some even go on 
to harm themselves and possibly even 
commit suicide. So I guess the most 
important thing that I would want to 
say as a physician Member is that we 
need to prevent this. 

b 1800 

We need to make sure that parents 
get the message that they have an obli-
gation, not just to take care of them-
selves, but first and foremost to take 
care of these precious children that 
they bring into the world. It is their re-
sponsibility to make sure that they are 
from the very beginning, when they 
start eating at the table, to make sure 
that they are healthy and stay healthy 
so you do not have to have them end-
ing up in your office treating them for 
not only mental illness but also the 
many complications of obesity. 

You mentioned them. You mentioned 
diabetes, high blood pressure, so many 
things. And talk about the cost to this 
health care system of ours. We always 
talk about waste, fraud, and abuse in 
the Medicare and the Medicaid pro-
grams and wanting to eliminate that, 
and we are very diligent and will con-
tinue to be so. But this is almost a no- 
brainer. It is like we heard former 
Speaker Newt Gingrich say to a group 
of us earlier today, and the gentleman 
from Pennsylvania was a part of that 
as we had him come to speak to Mem-
bers of the House. We are not talking 
about low-hanging fruit here in regard 
to saving money and saving lives. We 

are talking about fruit that is lying on 
the ground sitting there rotting wait-
ing for us to pick it up. So clearly that 
is what my message would be in regard 
to that. 

Mr. MURPHY. I thank the gen-
tleman. I asked about another issue, 
too, which is one that is so critically 
important for children. My colleague 
from Georgia had mentioned before, 
during pregnancy, smoking being one 
of the risk factors. I believe that the 
sad statistic is that the Pittsburgh re-
gion has some of the highest maternal 
smoking rates during pregnancy in the 
Nation. My understanding is a lot of 
complications can come when you have 
a mother who smokes during preg-
nancy. Certainly an important part of 
prenatal care for our children is under-
standing the importance of helping a 
mother to stop smoking during that 
time. 

I wonder if the gentleman can com-
ment on some of the complications 
that might come for that mother and 
that baby not only during labor and de-
livery but the long-term effects for 
that child when the mother smokes 
during pregnancy. 

Mr. GINGREY. Without question 
probably the most common condition 
that we see in smoking moms is some-
thing called toxemia of pregnancy. 
Toxemia, by the very word, it is a poi-
son. We do not know exactly what that 
poison is, but something occurs in 
those moms that develop toxemia. It is 
not always because of smoking, but fre-
quently it is. And also so often that 
condition will lead also to pre-term 
labor and delivery and one of these low 
birth weight infants. 

In the extreme, toxemia of pregnancy 
before birth results in a very, very high 
blood pressure. It can cause a stroke, a 
deep coma, one from which sometimes 
the mother never recovers and the 
child is lost. So we are talking about 
one of the worst complications of preg-
nancy other than just out and out 
exsanguination from bleeding, which is 
also a possibility in any pregnancy. 

But smoking, we see that condition 
more often. And then, of course, child-
hood asthma, which I am sure the gen-
tleman has seen plenty of cases of that, 
youngsters that come in because there 
is that secondary smoke situation. Not 
only do they have to suffer with it dur-
ing the 9 months of pregnancy of their 
mom; but once they are born, that 
smoking continues in the household. 
So it is a huge complication, no ques-
tion about that. 

Mr. MURPHY. Also, it is related to, 
my understanding is yet so many other 
aspects come from this that you may 
find in such children also eating dis-
orders and diabetes and cancer risks 
even if that child never themselves 
smoked cigarettes. But the risks are 
huge. I believe a direct and indirect 
medical cost of smoking in this Nation 
is about $138 billion per year. 

Of course, another reason why I be-
lieve it is so important not only for the 
government but really for individuals 

and businesses to focus so much on 
helping to change that is the State of 
California, for example, estimates that 
their statewide tobacco prevention pro-
gram during the 1990s resulted in over-
all cost savings of $8.4 billion in health 
care. That is pretty remarkable. 

Again, unfortunately, the way the 
Congress scores things with the Con-
gressional Budget Office, when we talk 
about starting programs that would ac-
tually save money, my colleagues are 
aware of this, we never can get an ac-
curate measure of what it actually 
saved because of the way the CBO, the 
Congressional Budget Office, scores 
things. It is not how much you save, 
but how much you spend. So if we 
would do similar things that would 
lead to a smoking cessation during 
pregnancy, and it might cost X number 
of dollars, the CBO would score that 
but never tell us how much money it 
would save over time. That is some-
thing that frustrates all of us because 
the things we are talking here tonight 
really require some expenditures to get 
these savings. 

Businesses are picking up on this. A 
recent review of health promotion and 
disease and management programs in 
businesses that provided health edu-
cation to their employees, including 
exercise, health-risk screening, weight 
control, nutrition information, stress 
management, disease screening, and 
smoking cessation, found a significant 
return in investment, saved about $1.50 
to about $5 for every dollar spent in the 
program. 

For example, Motorola, their 
wellness program saved the company 
about $4 for every dollar invested. 
Northeast Utilities’ program in its first 
24 months reduced some of the claims 
by about $1.4 billion. Caterpillar Com-
pany, they had a program that saved 
about $700 million. Johnson and John-
son’s health and wellness program 
saved about a couple hundred dollars 
per employee per year. 

What is interesting here is how much 
we can save and what we have to look 
at here. And I call upon my colleagues, 
we need to make some fundamental 
changes in how CBO scores these 
things. We have got to stop just look-
ing at how much it costs up front and 
look at how much it saves in the long 
run. Again, I look at such things as if 
we are able to have more people go to 
federally approved health centers, com-
munity health centers in their commu-
nity instead of showing up in the emer-
gency departments, yes, it may cost 
money; the President called for a cou-
ple billion dollars to put into those 
community health centers. But if it is 
one-fifth of the cost of going there 
rather than the cost of going to the 
emergency departments, that is a mas-
sive cost savings. 

Certainly I call upon my colleague, 
too, it is one of those things you have 
seen as well, how do we get these pre-
vention issues begin to be scored. It is 
of fundamental importance to health 
care. 
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Mr. GINGREY. The gentleman is so 

right, and I appreciate the opportunity 
to weigh in on this issue. 

This issue of scoring, as the gen-
tleman is talking about, it reminds me 
of course of the debate during the 
Medicare Modernization and Prescrip-
tion Drug Act that we passed in De-
cember of 2003. Of course, that part D 
will go into effect and the moderniza-
tion piece is already in effect for Medi-
care, but part D, the prescription drug 
part, will start January 1. But all we 
heard and continue to hear, particu-
larly from the other side and for those 
nay-sayers who keep wanting to talk 
negative about really a very good pro-
gram that is going to be a Godsend for 
our neediest seniors, I talked about 
this on the floor, my colleagues I know 
heard me last night. But the talk, the 
emphasis is on the cost of part D, and 
the cost estimate is based on the num-
ber of seniors that participate ulti-
mately. 

I do not think anybody really knows, 
Mr. Speaker, what that number will be; 
but at one point it looked like the CBO 
said, well, it is going to be $400 billion 
additional Medicare cost over a 5-year 
period of time. Then those numbers 
were revised, and then we were hearing 
as much maybe as $750 billion. That is 
the scoring that the gentleman from 
Pennsylvania is talking about, and my 
colleagues understand what he means. 
You get no credit for the fact that 
many people who sign up and, yes, 
there will be an additional Medicare 
cost for them on this part D program, 
but the fact that they are able to take 
those medications, they can finally af-
ford to take that statin to lower their 
cholesterol and that medication, that 
insulin to lower their blood sugar or 
whatever antihypertensive to lower 
their blood pressure, guess what, we 
get less spending on part A, the hos-
pital part, when you end up in the 
emergency room with a stroke because 
you could not take your medicine, or 
you end up on the operating table for 
your coronary bypass or maybe even 
worse an amputation or a kidney 
transplant, and then you have this 
huge cost to the physician under part 
B. 

The truth of the matter is, and what 
the gentleman was emphasizing, is that 
you get no credit for saving those 
costs, not to mention the fact that it is 
so much more compassionate to spend 
money on prevention rather than 
treatment, particularly when the 
treatment sometimes is not very suc-
cessful and a person could ultimately 
be in a nursing home for years and dis-
abled for the rest of their lives. 

I will take it a step further before 
turning it back over to my colleague. 
It is the same thing, this scoring issue, 
in regard to the tax cuts that this Re-
publican leadership has effected over 
these past 3 years. The scorers, the 
CBO, the number crunchers say, well, 
these tax cuts, the elimination of the 
marriage tax penalty, increasing the 
child tax credit from $600 an infant to 

$1,000 a child, giving small business 
men and women an opportunity to 
more rapidly depreciate investment in 
bricks and mortar and creating new 
jobs, all of these things, elimination of 
the death tax, no taxation without res-
piration I firmly believe in, the scorers 
said that was going to cost us $1.3 tril-
lion. 

My colleague remembers that. And a 
lot of people said, oh, we cannot afford 
that. What are we doing cutting taxes? 
Well, after about a year and a half, 
when we looked at our revenue stream, 
what was the result? We had about 225 
billion more dollars, which on the scor-
ing side we get no credit for. 

So the gentleman is so right. So 
many of these things that we are talk-
ing about tonight in this hour, these 
innovations, these community health 
centers that the President has funded, 
recommended, and feels so strongly 
about, on the scoring side you get no 
credit for; but we do save money, as 
the gentleman points out. And just 
think, also, it is the compassionate, 
conservative thing to do for the Amer-
ican people. 

Mr. MURPHY. I am reminded of the 
story of the fellow who was on his 
hands and knees late at night under a 
streetlight in the city, probably had 
too much to drink, and a police officer 
sees him and says: Excuse me, sir, what 
are you doing? The gentleman says: I 
am looking for my car keys. And the 
police officer says to him: Well, where 
did you lose them? He said: I lost them 
down at the end of that dark ally down 
there. And the policeman says: Well, 
why are you not looking for your keys 
at the end of that dark ally over there? 
And the gentleman says: Because there 
is more light over here. 

Sometimes I think the way we look 
at these medical issues, instead of 
looking at the cost savings involved 
with prevention, we simply are able to 
look at how much it costs us up front 
because it is easier to find that data. It 
is tougher to pay attention to preven-
tion. 

My colleague brought up some great 
points. Prenatal care, Early Head 
Start, Head Start, what that contrib-
utes to in helping save problems. We 
talked about community health cen-
ters and spending money. I like the 
President’s plan of a community health 
center in every county in America 
where there is poverty and an unin-
sured, can help reduce emergency visits 
by four-fifths, the cost of the emer-
gency visits. It is an incredible amount 
of savings, but not one that we can get 
those scores for. And it is one of those 
things where, unfortunately, the polit-
ical rhetoric comes through in this 
Chamber, and I do not know of any-
body who has ever been cured by a 
floor speech, but it certainly is one 
where there is just so much talk that 
continues on, spending too much here, 
spending too much there. We need to 
pay attention to spending too much. 

The problem is not what we are 
spending, but what we are spending it 

on. And if we are continuing to spend 
on wasteful or fraudulent or abusive or 
simply health care issues that are not 
taking care of the disparity of out-
comes between, for example, low socio-
economic families, families that are 
struggling to make ends meet and feel 
they do not have the money to pay for 
their doctor visits, and those that may 
be in poverty, we need to work on 
those disparities of outcomes and make 
sure that we take care of those chil-
dren early on; and that is why the issue 
of community health centers for our 
kids is so critically important. But, 
again, some will say we are spending 
too much, causing the budget to go up, 
and we cannot get the proper numbers. 

Now, some of the public that may be 
listening is wondering why we are even 
talking about the CBO. But that is, un-
fortunately, the way this Chamber op-
erates now and that people oftentimes 
look at those numbers. We have seen 
tremendous inaccuracies in those num-
bers. My colleague from Georgia spoke 
about those inaccuracies when it came 
to looking at things such as the death 
tax and them being off over $1 trillion 
in their estimates. But also it is one of 
those things in health care, too. 

Think about this: if you take a medi-
cation that costs you $50, but it may 
prevent you from having a heart at-
tack and further hospitalizations, sur-
gery, disability, workers comp, losing 
your job, having the family require 
other care, that is a massive amount of 
cost savings. But, instead, we may 
focus on only that aspect of the cost of 
that medication, instead of all the 
other costs that are saved there. When 
we look at what we are doing with chil-
dren’s health, it is so critically impor-
tant that we look at the big picture 
here as well. 

Now, I am going to see if my col-
league has any final comments to 
make in this area of health care. Bar-
ring that, I just want to mention a cou-
ple of final comments here. 

b 1815 

We are certainly the stewards of the 
people’s money, and although we are 
not here to take the place of the fam-
ily, we are here to do sometimes what 
Abe Lincoln said. President Lincoln 
said, ‘‘Governments should do that 
which the people cannot do for them-
selves.’’ 

Now, in the areas of such things as 
food and consumption, people and par-
ents ought to be watching what they 
eat. Well, what we also ought to be 
doing ourselves is working along with 
physicians and schoolteachers and peo-
ple in the community to make sure our 
kids are healthy and safe and exercise 
and eat right. 

But we also have to make sure we are 
working at comprehensive care, real 
patient care models, that involves nu-
trition and exercise and prevention and 
mental health, and integrated care of 
all of those things together. If we are 
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truly going to do what is right and de-
cent and honorable for the next genera-
tion, it is a matter of doing what is 
right in health care. 

It is a matter of pooling our re-
sources together and looking at the an-
swers, to be science-based and not emo-
tion-based on this. The science tells us 
we have things we can do, but we are 
not yet doing. The science tells us 
when it comes to managing the disease 
it is not appropriate to just look at 
that individual disease, but to see how 
it operates in the context of the child 
and their family. 

This is true compassion. This is 
where we will save lives. This is where 
we will save money. This is where if we 
do things like looking at electronic 
medical records, and make sure that 
every hospital around the Nation has 
this, and providers and pharmacists 
have these, you can find out these 
things and work on them together. 

That is what takes place in States 
like Nebraska and other hospitals 
around the Nation. We have here an op-
portunity to make a huge difference, to 
save lives by the hundreds of thou-
sands, and to save money by the hun-
dreds of billions of dollars. We have 
that opportunity before us. 

The question is, will we have the 
courage to work together in a bipar-
tisan manner to do it? My hope is that 
our colleagues drop the gloves on this, 
put down the swords, stop looking for 
opportunities to send out sound bytes 
and to have people make phone calls 
and use it as political fodder, but in-
stead to be able to look our constitu-
ents in the eye and say when we were 
all here, when we were all granted the 
authority to do something about Amer-
ica, we took an opportunity to save 
lives and save money, and we ought to 
start with our children. 

I thank my colleagues. 
f 

DEMOCRATIC ALTERNATIVE TO 
CUTTING THE BUDGET 

The SPEAKER pro tempore. Under 
the Speaker’s announced policy of Jan-
uary 4, 2005, the gentleman from South 
Carolina (Mr. SPRATT) is recognized for 
60 minutes as the designee of the mi-
nority leader. 

Mr. SPRATT. Madam Speaker, as we 
gather here tonight to talk over the 
problems of the budget, our colleagues 
on this side of the aisle, the Repub-
licans, are locked in a dispute over how 
to pay for Hurricane Katrina, the cost 
of which could fall between $100 and 
$200 billion, maybe even more, for the 
Federal Government alone. 

Some, for the most part their most 
conservative Members, have proposed 
big cuts in programs that range from 
student loans, to Medicaid, to food 
stamps, about $50 billion in spending 
cuts spread over 5 years. 

They present these spending cuts as a 
way to offset, partially at least, offset 
the spending increases that the re-
sponse to Katrina and Rita are going to 
require. But in actuality these spend-

ing cuts will not go to offset Katrina, 
because the Republican budget, the 
budget resolution operative for the 
year 2006, the resolution to be brought 
to the floor to be amended, already 
calls for $106 billion in additional tax 
cuts, $106 billion in new tax cuts. 

And when these new tax cuts are 
passed, the spending cuts proposed, os-
tensibly to offset the cost of Katrina, 
will instead go to make up for the loss 
of revenues due to the $106 billion in 
tax cuts. Since the spending cuts are 
$50 billion and the tax cuts are $106 bil-
lion, none of the spending cuts will 
ever make it to the bottom line where 
they might otherwise be available to 
offset the cost of Katrina. 

So the first problem that we as 
Democrats have with what our Repub-
lican colleagues are pushing is that it 
is not what it purports to be. It is not 
a plan to pay for Katrina. It is a plan 
to facilitate $106 billion in additional 
tax cuts. 

The second problem that we as 
Democrats have with their plan is that 
we believe the cost of helping one State 
sustain the catastrophic loss and cost 
of a natural disaster, a disaster like 
Katrina, Hurricane Rita, should be 
borne by all of us, by all of the States, 
should be a matter of shared sacrifice, 
has been in the past should be in fu-
ture, it works and it is right. 

But we do not believe that those 
least able to bear the costs should be 
saddled with the lion’s share of the 
load. And yet that is exactly what 
their plan will do, because they are 
pushing a plan that will pay for the 
cost of Katrina by coming down hard 
and heavy on the backs of students 
borrowing to pay for their college edu-
cation, on the sick whose only access 
to care is through Medicaid, and on the 
very poor who depend upon food stamps 
to feed their families. 

This is just some of those on whom 
the cuts they are proposing will fall, 
and the reason we are proposing alter-
natives and opposing the plan that 
they are bringing to the House floor. 
What we have coming before the House 
is a plan for spending cuts that basi-
cally and simply does not achieve its 
stated purpose, because it does not go 
to cover the cost of Hurricane Katrina, 
and the spending cuts it does select, 
whether they are used to offset tax 
cuts or offset the costs of Katrina, as I 
have said, come down on some of these 
who are the least able to sustain and 
bear them. 

It is fair to ask, I think, as we begin 
to consider such a program, why is it 
we are insisting upon offsets for re-
building Biloxi or Bay St. Louis or New 
Orleans, but not insisting on offsets to 
pay for rebuilding Baghdad or Mosul or 
Basra. 

Well, one of the reasons I believe that 
we are experiencing this newfound in-
terest in offsets that might diminish 
the deficit is that the evidence of a 
swelling deficit that is not going away, 
it is a structural deficit, built into the 
budget, not a cyclical deficit deficit 

based on the ups and downs of the 
economy, one that is going to be with 
us for a long time to come because of 
fiscal decisions that were made in 2001, 
2002, 2003 and 2004, is becoming so obvi-
ous, so widespread, so obvious, so sig-
nificant that it simply cannot be de-
nied. 

I mean, after all the basics are appar-
ent and they are well known. As Yogi 
Berra used to love to say, you can look 
it up, it is a matter of record. Back in 
the year 2000, we had a surplus of $236 
billion. Matter of record. The budget 
was in the black by $236 billion, un-
precedented. That was a budget that 
was inherited by Mr. Bush. 

Today, just a few weeks ago as a 
matter of fact, the administration 
closed the books on fiscal year 2005, 
and when they closed the books they fi-
nally declared the balance at $320 bil-
lion. And they took some credit be-
cause that deficit is actually smaller 
than the deficit in 2004, which was $412 
billion. But a $320 billion deficit is 
nothing to crow about. 

Look at what has happened over the 
last four fiscal years. The simplest way 
to show it to you on the back of an en-
velope is to look at how many times 
our Republican colleagues have had to 
vote to increase the debt ceiling of the 
United States, and what those total in-
creases come to since 2002. 

This chart shows it to you very, very 
clearly. It shows that in June of 2002, 
despite the administration’s assurance 
that we would not have to increase the 
debt ceiling, the legal limit to which 
the United States can borrow for an-
other 8 years, they were back a year 
later saying we need an increase this 
year of $450 billion. 

Then in May of 2003 they came back 
and asked for an incredible amount, 
$984 billion. You would think that big 
an increase would take you at least 
several years. This request was ap-
proved on May 26, 2003. By the summer 
of 2004 the Bush administration was 
back, Secretary Snow came back hat in 
hand saying we have just about run 
through the $984 billion increase you 
allowed us last year, we need another 
$800 billion increase, and before we 
could leave for the winter break, last 
November, that had to be passed. 

Finally this year, we had a budget 
resolution on the House floor, passed 
the Senate, has now been passed as a 
concurrent budget resolution. It calls 
for an increase of $781 billion in the 
year 2006. 

If you add all of these debt ceiling in-
creases together, you will see that to 
accommodate, to make room for the 
budgets of the Bush administration 
over the last four fiscal years, we have 
had to raise the debt ceiling of the 
United States by $3 trillion, 15 billion. 

So why do we have this newfound in-
terest in offsets? It is because the 
budget is becoming undeniably 
unsustainable. 

I yield to the gentleman from Wis-
consin. 

Mr. KIND. Madam Speaker, I thank 
the gentleman for yielding to me, and 
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