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a couple of weeks ago, held this board 
open, the voting board here in this 
House open for 90 minutes, 90 minutes 
on a 15-minute vote. We came up to 
these mikes and called: Mr. Speaker, 
point of order. What is going on here? 
Did we not have a vote? Oh, wait, I am 
sorry. You mean to tell me you are not 
winning and the special interests are 
not winning on allowing them to stick 
the drill anywhere they want to drill, 
and you mean to tell me you are not 
winning because this is not a true en-
ergy bill that is going to talk about 
conservation and independence and go 
against price gouging? You mean to 
tell me until you are able to twist 
enough arms, or I must add, hammer 
people, okay, to the point where they 
are going to change their vote based on 
their thoughts of coming in here and 
based on the information that they 
have on this bill that it does nothing, 
you are going to hold the voting clock 
open until you have your way. 

It is almost saying that we are at a 
little league football game and I hap-
pen to be the guy that bought the jer-
seys for one team and my cousin hap-
pens to be the ref that has the stop 
clock, I am going to tell him to stop 
the clock because we are behind by 7 
points and I have got to go over and try 
to twist some arms and try to change 
the rules so that we can come up by 8 
points, and then I want him to start 
the clock all over again. That is break-
ing the spirit and that is violating the 
rules. They are doing things because 
they can. 

But I can tell you one thing, Mr. 
RYAN. Just like you talked about that 
decorated veteran that has worked in 
the State Department and worked with 
Colin Powell, the American spirit will 
prevail over politics, and that is what 
we have to bank on as it relates to this. 

So those individuals that have a 
problem with us coming to the floor 
and sharing exactly what is going on, 
this is fact, not fiction, then they have 
a problem with the spirit of America. 
They have a problem with the blood, 
sweat, and tears. They have a problem 
with folks that are sitting in Walter 
Reed right now that laid it down on be-
half of this country that we would 
come here and represent them. They 
are white, they are black, they are Re-
publican, they are Independent, they 
are Native American, they are His-
panic, they are Americans. And we are 
charged with the duty of coming to 
this floor and making sure that they 
are represented. Even if the majority 
does not want to represent them, even 
if we are in the minority, we do not 
have the option to say we were bigger, 
they were smaller. They had the major-
ity, we had the minority. Oh, we could 
not do anything. We are doing every-
thing. As I speak now, we have Demo-
cratic members fighting in committee 
to make sure that they can get amend-
ments on to bills to be able to help 
Americans. As we speak right now we 
are preparing to come to the floor to 
fight the battle with what we have. 

What my colleague from Ohio is say-
ing is 110 percent right. That bill that 
you have there, we have over 40,000 cit-
izen cosponsors on it right now. 

Mr. RYAN of Ohio. 40,000? Wow. H.R. 
3764, you can come to 
www.housedemocrats.gov/katrina. We 
are trying to get a grassroots move-
ment together, and it sounds like we 
are well on our way. 40,000 citizen co-
sponsors for this bill to form an inde-
pendent commission so we can go back 
and review and actually fix problems. 
Would that not be novel, for govern-
ment to go back and actually have an 
independent commission, remove the 
politics, and fix the problem? That is 
what the Democrats want. 

And all that you said there, I want to 
make one final point because we only 
have a couple minutes left. If you do 
not believe us and you do not believe 
our third party validators, Mr. Speak-
er, let us just use good common sense 
here. Every single cut that is being 
made to supposedly pay for Katrina is 
being cut in a program that does not 
have lobbyists. Can you believe that? 
Medicaid, after-school, free and re-
duced lunch, student loans, no lobby 
groups down here for those people. So 
we are going to pick on the little kids, 
we are going to pick on the people who 
cannot defend themselves. But mean-
while, the guys who are raising mil-
lions and millions of dollars for the Re-
publican majority, we are not going to 
touch you. We could not possibly ask 
in this time of great national crisis, 
three wars, we have a natural disaster 
and high gas prices, we could not pos-
sibly go ask the wealthiest in this 
country to pay their fair share. 

And I say this, and I do not say this 
lightly. This administration does not 
have the guts, the guts, to go and ask 
the wealthiest people in this country 
to help out. It is easy to cut programs 
for poor people. It is easy, because you 
know why? None of those people asso-
ciate with the poor Americans. They 
are not sitting on the White House 
lawn drinking champagne and eating 
caviar. 

But show the proper leadership and 
ask the hard questions and ask all 
Americans, including the ones making 
a billion dollars a year, to pay their 
fair share. Our Web site is 
www.housedemocrats.gov/katrina for 
our citizen cosponsorship, and you 
can e-mail us at 
30somethingdems@mail.house.gov. 

Mr. MEEK of Florida. I thank my 
colleague from Ohio for joining me. Mr. 
Speaker, I also would like to thank the 
Democratic leader for allowing us to 
have this first Democratic hour. 

f 

HEALTH CARE AND FISCAL 
ISSUES 

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

Mr. PRICE of Georgia. Mr. Speaker, I 
appreciate the leadership allowing me 
the opportunity to speak this hour and 
talk about a number of issues. We are 
going to discuss an important issue of 
health care. But before we do, I 
thought it would be appropriate to cor-
rect some of the misinformation that 
we have heard over the past hour. And 
the misinformation is truly remark-
able, and so I have been joined by one 
of my colleagues here to address a cou-
ple issues and I will do the same as 
well, and then we will get into the dis-
cussion about health care. But I am 
pleased to be joined by my colleague 
from Tennessee (Mrs. BLACKBURN), who 
is going to tell the rest of the story. 

Mrs. BLACKBURN. I thank the gen-
tleman from Georgia who is doing such 
an extraordinarily wonderful job, Mr. 
Speaker, as he represents the positions 
that our party holds on so many issues 
that are important to the American 
people. 

I am going to be heading to my dis-
trict for the weekend, as most Mem-
bers are, spending some time there, 
having the opportunity to talk with 
them. But as the gentleman from Geor-
gia was saying, we wanted the oppor-
tunity to just address and maybe do a 
little bit of correcting on some of the 
points that our colleagues from across 
the aisle have been saying and stating. 
Sometimes I think that they are just 
sadly misinformed on some of these 
issues. 

They said that Republicans are not 
looking to cut spending. I just find 
that extraordinary. They said that 
Democrats are the ones that are want-
ing to cut spending. Mr. Speaker, the 
level of hypocrisy in that statement is 
absolutely astounding. We have a 
Democratic Party in this House whose 
message, and I honestly believe many 
days is the only message that they 
have, that message is: Spend more. 
Whatever it is, spend more. Whatever 
they are wanting to do, if they do not 
think the outcome is right, go spend 
more. And for years they have held this 
thought that if you just put more 
money in the pot, then the outcome is 
going to be what they want. Spend 
more. Spend more. 

And what holds them together? Mr. 
Speaker, I think that is something 
that is a curiosity to many people, be-
cause they are not united on foreign 
policy, they are not united on winning 
in Iraq, they are not united on border 
control issues, they are not united be-
hind working families who tell us re-
peatedly that what they want is lower 
taxes, lighter regulation, preserving in-
dividual freedom, and having their shot 
at hope and opportunity. 

Our colleagues across the aisle are 
not united on that. The one thing that 
they repeatedly seem to be united on is 
spending more of the taxpayers’ 
money, spending more of your hard- 
earned money. And it is amazing to 
me, government never gets enough of 
the taxpayer money. Government has 
this huge, voracious appetite for the 

VerDate Aug 31 2005 02:52 Oct 21, 2005 Jkt 049060 PO 00000 Frm 00039 Fmt 7634 Sfmt 0634 E:\CR\FM\K20OC7.057 H20OCPT1



CONGRESSIONAL RECORD — HOUSEH9026 October 20, 2005 
taxpayers’ money. They just cannot 
get enough of it. There is always an-
other program. Many of them are great 
programs, but one of the truths that we 
all see here in this body: If government 
moves in to solve a problem, generally 
neither the private nor not-for-profit 
sector will move in and address that 
problem. 
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So you have additional costs that 
come about. Every time we talk about 
winning in Iraq, our friends across the 
aisle seem to say let us get out, regard-
less of the sacrifices that are made. 
Every time we talk about controlling 
the border, they are over there saying 
no way. 

Mr. Speaker, yesterday, I was on a 
CNBC program; and a Democrat Mem-
ber of the House said that their party 
had never been invited to offer spend-
ing cuts. There are 435 Members of this 
body, and Mr. Speaker, they are wait-
ing for an invitation to come in and 
participate in how to reduce the size of 
government. This morning, I was on 
the floor and I said please consider this 
the invitation, come on. Everybody 
needs to work on this. It should be a bi-
partisan effort. It should involve every 
single Member of this House, how we 
go about reducing what the Federal 
Government spends. 

I have three bills that would enact 
across-the-board cuts, 1 percent, 2 per-
cent and 5 percent cuts; and for all of 
their talk today about how they want 
to cut spending, Mr. Speaker, not one 
single Democrat is on those bills, not 
one. We have got 14 Republicans who 
are on those bills, and not one Demo-
crat has signed on to commit to finding 
1, 2 or 5 percent of waste, fraud and 
abuse in government spending. 

Mr. Speaker, I ask my colleagues, 
who is really leading on this issue? I 
hear plenty of accusations from the 
left. I hear plenty of complaining, and 
I see zero action. A lot of talk, no ac-
tion. They controlled this body for 40 
years; and in that 40 years, they built 
layer after layer after layer after layer 
of government. They cooked them a big 
old government cake, layer upon layer. 

We have got programs out there that 
do nothing but waste our money. We 
have got 342 different economic devel-
opment programs. There is a lot of 
work that we can do. Everyone is in-
vited to come in and work on these 
issues; and anytime we even try to re-
strain spending, look at the rhetoric 
that we hear. 

Mr. Speaker, it is our party in this 
House, it is our leader, the gentleman 
from Illinois (Speaker HASTERT), who 
truly is leading on this issue, not the 
minority leader. It is our leaders who 
are pushing this. It is our party who 
would like to reduce government 
spending by billions of dollars, billions 
more in next year’s budget. It is our 
party that would like to see across-the- 
board spending reductions. 

Their solution that they offer is re-
pealing tax relief that is well deserved 

by hardworking American families, re-
pealing that relief and raising taxes, 
period. That is the only thing that 
unites their party. 

I hope that they will work with us on 
reducing the spending of the Federal 
Government. I thank the gentleman 
from Georgia for yielding. 

Mr. PRICE of Georgia. Mr. Speaker, I 
thank the gentlewoman from Ten-
nessee for her leadership and really 
stalwart stance on the issue of budg-
etary reform and fiscal responsibility. 
She is one of the champions here as it 
relates to that. 

I just wanted to mention a few other 
items that we have had presented by 
the other side of the aisle over the last 
hour; and again, I think the misin-
formation that is being presented is 
truly astonishing. It does a disservice 
to the American people. It does a dis-
service to the debate because if folks 
are not interested in being honest and 
open about the debate, then you cannot 
have a real debate; and when you are 
dealing with folks really who want to 
distort things so incredibly, it is phe-
nomenal. 

My colleague from Tennessee men-
tioned that the Democrats were con-
cerned because they had not been in-
vited to participate. Let me tell you 
what their leadership said when we dis-
cussed the possibility of opening up the 
budget that we agreed to in the spring 
in order to find savings to cover the 
costs for the displaced citizens down in 
the gulf coast after the hurricanes. 
What the Democrat leadership said, 
well, you may do that but you will not 
get a single Democrat vote. Now, there 
is leadership for you. There is leader-
ship for you. 

We also heard from the other side re-
cently, just earlier today, that they 
looked for third-party validators, some 
objective body that would say, yes, 
what you are saying is absolutely cor-
rect. As an example of the third-party 
validator, they brought an editorial 
from the Washington Post. Folks in my 
district, if you had a microphone in 
their living rooms right now, you 
would hear them guffawing. To con-
sider that the Washington Post edi-
torial is a third-party objective body is 
just phenomenal, but it is the backdrop 
for all of the discussion that they have, 
and that is, to distort and to give a 
lack of credibility to those things that 
are truly occurring here in Wash-
ington. 

I want to point out this chart right 
here because this is a chart that talks 
about the percentage of Federal per-
sonal income tax paid by different sec-
tors of our society. All the time you 
hear the other side talking about the 
wealthy are not paying their fair share 
and it is all on the backs of the poor 
and on and on and on. Sometimes the 
picture is worth a thousand words. 

What this chart shows is that the top 
1 percent, this column right here is the 
top 1 percent of our population in 
terms of income. The top 1 percent of 
our population in the United States 

today pays 34.27 percent of the total 
taxes, 34.27 percent by the top 1 per-
cent. So you tell me whether you think 
that is the right amount or the wrong 
amount. I do not know. All I do know 
is they are certainly paying their fair 
share. 

The column way over on the other 
side, way over on the other side is the 
lower 50 percent of income individuals 
in this Nation, and the amount that 
those individuals are contributing to 
the total revenue is 3.46 percent. You 
see the difference, the lower 50 percent, 
that is half, 50 percent, that is half, 
compared to the top 1 percent, 3.46 per-
cent, 34.27 percent, 10 times as much by 
the top 1 percent as the lower 50 per-
cent. 

As I say, you may say that that is 
not the right amount, but you cer-
tainly cannot say with a straight face 
that the individuals who are in the top 
1 percent are not paying their fair 
share. That is just nonsense, and real-
ly, makes it so that you have to be sus-
pect about every other word that 
comes out of their mouths, especially 
when it is talking about budgets. 

So I would hope that what they 
would do is to engage productively, to 
engage in the process and come with 
positive solutions and positive discus-
sions and not just a just-say-no atti-
tude, which is what their leadership 
has told them as it relates to budg-
etary issues. 

Let me shift gears a little bit because 
I did want to thank, once again, the 
leadership for allowing me to partici-
pate in this hour and wanted to talk 
about one of the most important as-
pects and areas of every single citizen’s 
life, and that is the area of health care. 

Few things are more important to 
any individual’s life than health care; 
and certainly, the decisions that an in-
dividual makes about health care are 
some of the most personal ones that 
one will make. I am joined today by 
one of the gentleman from Texas (Mr. 
CONAWAY), my good friends and col-
league, who is going to discuss a little 
bit about individual responsibility as it 
relates to health care; and then we will 
talk about some other items as they 
relate to Medicare and other issues and 
health care. 

Mr. Speaker, I yield to the gentleman 
from Texas (Mr. CONAWAY) and ask my 
colleague to talk a little bit about in-
dividual responsibility in health care. 

Mr. CONAWAY. Mr. Speaker, I thank 
the gentleman from Georgia (Mr. 
PRICE) for yielding. 

Let me make one comment about 
your chart. I am a CPA. I have spent 
30-plus years assisting clients in deal-
ing with our very complicated, very 
convoluted Federal income tax code, 
whether it is individually or corpora-
tions or other businesses. Any system 
that is based on a ‘‘fair concept’’ is 
flawed because what is fair to one per-
son’s view is not necessarily fair to 
somebody else’s point of view. When 
you base a public policy this broad and 
expansive and quite frankly invasive 
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on ‘‘fairness,’’ then you set yourself up 
for a constant argument and constant 
battle about what is and is not fair. 

Clearly, your chart shows a differen-
tial between the wealthiest folks in 
this country and the folks that are on 
their way up to, hopefully, becoming 
the wealthiest in this country. Cer-
tainly, they have got that opportunity 
with hard work and applying them-
selves to that. 

So I would just like to point out that 
maybe we need a different system. 
Maybe sometime next year let us have 
this conversation about a different way 
to collect the minimum amount of 
money needed to fund this Federal 
Government, and we will have that 
conversation. 

I would like to comment, though, on 
health care and individual responsi-
bility. 

I think it is universally recognized, 
and that is a hard thing to state with 
a straight face, but I think it is univer-
sally recognized that Americans enjoy 
the finest health care delivery system 
in the world. You yourself have been an 
integral part of that as an orthopedic 
surgeon, and your wife, I believe, is an 
anesthesiologist, members of the deliv-
ery system that this country enjoys. 

We have got a flawed payment sys-
tem, and I am not sure how we got to 
this point and place, but we are here. 
We have got a system that if you ran 
your car insurance program the same 
way we run health insurance, then 
each time you needed to change the oil 
in your car or new tires, you would file 
an insurance claim. That is not how we 
work our cars. We figure out a way to 
operate our automobiles out of our nor-
mal monthly budget. We budget for 
that and take care of those incidentals. 
We do have car insurance for the catas-
trophes, for wrecks, for destruction and 
theft, those kinds of things, those cata-
strophic deals. 

Our health care system is flawed in 
that, quite frankly, I get the services, 
you provide me the services, and some-
one else pays for those services. In that 
scheme, I am not as concerned about 
the cost of those services as I ought to 
be because I am not writing a check to 
help out with that. So I have no incen-
tives, so to speak, to ask you are there 
alternatives to what you have pro-
posed, is there another way to do this 
or cheaper way. Can we do it at some 
other hospital that can be a little less 
expensive than the one you typically 
practice at, because I am writing those 
checks. 

Getting personal responsibility back 
into the health care system, getting a 
system in which I have a viable inter-
est in asking that question. We may 
ask that question on every other single 
thing that we do, how much is that 
going to cost. We may not ask it out 
loud, but we make a cost-benefit anal-
ysis each time in our head each time 
we make a purchase on something such 
as how do I want to pay for that. We do 
not do that in medicine, and it needs to 
be communicated to all of us that that 
is okay to do in medicine. 

There are some things in medicine 
you do not ask: emergency or cata-
strophic kinds of things. You go get 
that thing. There is an awful lot of 
medicine that I think is subject to a 
circumstance where we can ask what 
that costs, and I think just doing that 
would begin to drive down those costs. 

As the example, I went for an annual 
checkup a year or so ago and had an 
issue. The physician said, well, I can 
prescribe a course of antibiotics that is 
about $300 a month and 3 months from 
now that condition will clear up. I have 
got a prescription drug card so it was 
going to cost me $15 or whatever. I said 
$900? He said, yeah. I said, well, what 
happens if I do not do that? He said in 
about 3 months it will clear up. 

I made a cost-benefit analysis and de-
cided that I would forgo the antibiotic 
treatment and go with the professional 
judgment. It was my decision. I need to 
stand behind that decision, and if 3 
months later my condition had gotten 
worse and I had other problems that 
may have been fixed if I had taken a 
different tack, I cannot go back on the 
doctor or should not and sue the doctor 
or the pharmacy or whatever, sue any-
body that is still breathing because of 
a decision that I made. 

Personal responsibility is not only 
taking responsibility for paying for 
health care but also reclaiming your 
health care decisions because those are 
yours. You are responsible for that, 
and you yourself know there will be 
the occasional bad outcome to any pro-
cedure, to any field, and that is just 
nature. Doctors are not perfect or hos-
pitals. None of us are. Those legitimate 
just bad outcomes is just the system, 
and we ought to take personal respon-
sibility for that. 

I had several doctor clients, and to a 
person, if they did something wrong, if 
they created an issue or made some-
thing that aggravated something with 
a patient, they were going to fix it, pe-
riod, no matter what it was. 

b 1430 
But in many instances, they used 

their absolute best professional judg-
ment to treat a patient and they just 
got a bad outcome. That is life. So this 
personal responsibility issue that I am 
talking about is decisions for what 
health care you do get or you do not 
get, and the costs. 

I think the health savings accounts 
that we have instituted in certain in-
stances will help us do that, so that 
putting away money in a health sav-
ings account; if you have a normal 
monthly kind of an expense come up, I 
have to decide do I take that money 
out of my health savings account that 
is growing, or do I figure out a way to 
do it out of this month’s budget or my 
normal operating budget. So bringing 
that personal discipline back to the 
table in the arena of health care is not 
the absolute overall magic bullet, but 
it is a piece of the fix that is health 
care costs. 

I appreciate this opportunity to 
share this hour with the gentleman, 

and I look forward to hearing the re-
mainder of the gentleman’s comments 
from a learned colleague in an arena 
that is obviously of vital importance to 
all of Americans. 

Mr. PRICE of Georgia. Madam 
Speaker, I appreciate the gentleman’s 
comments, because they are just so ap-
propriate, and I think it is a shame, 
but they are visionary, that it ought to 
be the system that we currently have 
in terms of personal responsibility and 
an opportunity to select the kind of 
health care that we have. But, sadly, 
that is not the case. We will talk a lit-
tle bit about that and how we got to 
where we are today in our health care 
system. 

But let me mention, once again, why 
I think it is so incredibly important 
that we discuss health care. It is a sig-
nificant portion of the Federal budget 
but, more importantly, it is without a 
doubt the area where the most personal 
decisions are made. And as we talk 
about health care, I think it is impor-
tant that we always try to remember 
who is making those decisions, or who 
should be making those decisions may 
be a better question. Who should be 
making those personal decisions as 
they relate to health care? 

My passion for this is, as the gen-
tleman from Texas (Mr. CONAWAY) 
mentioned, I am a physician, I am a 
third generation physician. My grand-
father and father were physicians as 
well. My grandfather graduated from 
medical school in 1908, so he saw a 
transformation in the field of medicine 
that was absolutely incredible. He 
practiced for over 30 years nearly with-
out any antibiotics at all. When you 
think about that as being a different 
kind of world, it really was a different 
kind of world, a different kind of 
health care. He practiced medicine 
until he was 94 years old. So I remem-
ber well when I was a young boy, some 
of my first memories are of visiting my 
grandfather and going on what were 
rounds with him, and rounds at that 
time meant house calls. Some people 
remember those, but we would get in 
his car or walk through the neighbor-
hood and visit patients. And one of the 
things that I remember so well is the 
love that was poured out when he 
would come to a house, because it was 
a very personal relationship, the rela-
tionship that the patients had with 
their physician, then my grandfather. 

My father was a physician as well 
and came and practiced during the 
1960s and the 1970s, and it was a dif-
ferent time then also. It was a time of 
great transformation for health care, 
in a direction that has kind of led us to 
where we are right now. He initially 
practiced internal medicine and then 
moved into becoming one of the first 
professional physician groups of emer-
gency care. He worked in an emergency 
room in a hospital, and that was part 
of the transformation that medicine 
was going through, to try to answer 
some of the real challenges of caring 
for people with new technology and a 
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new society that was having challenges 
in the way that people were accessing 
health care. Many suffered from trau-
ma, which had not been the case in the 
past, primarily related to the auto-
mobile and the kind of traffic that 
began sprouting up in so many urban 
areas across our Nation. 

In the 1960s, we saw the changes that 
came about with the institution of 
Medicaid and Medicare. And when we 
talk about health care in the United 
States, it is impossible to talk about 
health care without talking about 
Medicare, because Medicare has truly 
transformed, for better or worse, the 
whole method of how we deliver health 
care in our Nation. The vast majority 
of private insurance products today as 
they relate to health care are tied in 
some way to Medicare. Most folks do 
not talk about that, many do not know 
that, but it is why the discussion about 
Medicare is so incredibly important. 

There are a couple charts that I have 
here that I would like to share with the 
body that kind of bring some of that 
into perspective. This first one comes 
from the Center for Health Trans-
formation, and that is an organization 
that has come about in the past couple 
of years. It is headed by some wonder-
ful people. Speaker Gingrich is leading 
this charge. He recognizes that the as-
pects of health and health care and the 
costs of health care to our Nation must 
be transformed in the way that they 
are being delivered right now. And this 
information comes and demonstrates 
the national health care expenditures 
as a percent of gross domestic product. 

So how much are we in this Nation 
spending on health care as it relates to 
the entire domestic product that we 
have? How much money do we have and 
how much are we spending on health 
care? 

In 1965, that amount was about 6 per-
cent. In 1965, that amount about was 
about 6 percent. It happens that 1965 
was the year that Medicare began. And 
there are a variety of reasons for why 
we see the curve go up the way it does, 
but suffice it to say that we have sig-
nificantly increased the amount of our 
domestic product that we are spending 
on health care, now to about 13 per-
cent, and the projections are that in 
the relatively near future, we will be at 
17 percent. Some of that is, I would 
suggest to the Members of the House 
and folks who are watching, some of 
that is as a result of governmental in-
volvement, and we will talk about that 
some. Some of that is a result of tech-
nology, no doubt about it. But the 
trend is disturbing. The trend is dis-
turbing, because we cannot go too 
much further, and we may be at that 
point now, where we are not able to 
provide for other priorities that the 
Nation has. So we have gone from 
about 6 to 13 percent as a percent of 
gross domestic product. 

Now, it is also important to look at 
who is paying. I often talk about the 
golden rule. Most folks know the gold-
en rule. There are a couple golden 

rules. The finest one is the golden rule 
that says do unto others as you would 
have them do unto you, but in Wash-
ington the golden rule is he who has 
the gold makes the rules. And this 
chart demonstrates clearly one of the 
challenges that we have as it relates to 
health care. 

This chart shows the percentage of 
health care expenditures that are pri-
vately paid or paid for by the govern-
ment. And one of the dirty little se-
crets that is not really a secret is that 
whenever the government pays for any-
thing, whenever Washington pays for 
anything, there are all sorts of rules 
and regulations and requirements that 
are in place that go along with that. 
Sometimes they are good and some-
times they are not, but they have to be 
complied with. Otherwise, you do not 
get the money. 

Now, in 1965, remember that other 
chart that we had, which showed the 
amount of money that we were spend-
ing on health care. This chart shows in 
1965 that government paid for about 25 
percent of all of health care expendi-
tures in our Nation. And the private 
sector, individuals and the private in-
surance, paid for about 75 percent. So 
about 3-to-1 private sector to govern-
ment. 

Over a relatively short period of 
time, we are seeing a significant 
change in who is paying for what. 
Right now we are in a situation where 
the government is paying for about 45 
percent, and it continues to tick up, of 
health care expenditures, and the pri-
vate sector or the private market is 
paying for about 55 percent. That is im-
portant not just because this side is of-
tentimes on the backs of hard-working 
Americans, but it is important because 
remember that golden rule, he who has 
the gold makes the rules. 

Washington, when they are paying 
for health care, make rules that may 
and oftentimes may not be to the ben-
efit of the system. When I say ‘‘the sys-
tem,’’ I do not mean the folks pro-
viding the care; I mean the folks re-
ceiving the care. This system is set up 
not to serve patients, and that is the 
problem. This type of graph dem-
onstrates that those individuals who 
are most, remember, the most personal 
decisions that we make are health care 
decisions, and this system is set up to 
not be one that is the most helpful to 
patients. 

My colleagues may say, well, can you 
give an example of that? Well, there 
are all sorts of examples of that, but 
what I would like to talk about briefly 
is an example that clearly points out 
why Washington is not the place to 
make these decisions. We are about to 
begin a new part of the Medicare pro-
gram on January 1 of 2006, it is part D 
Medicare program which will start 
January 1, and that program is a pro-
gram that for the first time since 1965 
when the program was instituted, for 
the first time will cover prescription 
drugs, will cover medicines. 

Now, one thinks of a health care sys-
tem that has incredible ramifications 

for the entire health care system of our 
Nation, and it has been in place for 40 
years, and it has not covered a single 
medicine, not one antibiotic, not one 
drug for diabetes, not one drug for hy-
pertension or high blood pressure, not 
one drug for cancer; it has not covered 
any of them. That is the way that 
Washington works; that is, slowly and 
with a lack of perspective on who is 
being affected by the decisions. 

Remember, patients are the ones 
that are affected by the decisions that 
we make here in Washington as it re-
lates to health care all across the spec-
trum. And we have a system in place 
that is not changing; that is, the struc-
ture of the bureaucracy in the govern-
ment, that is not nimble, it is not nim-
ble like the private sector. So we have 
a Medicare program that for 40 years 
has not covered a single drug. 

Now, thank goodness we are moving 
in that direction. There are some chal-
lenges I think we have in that pro-
gram. But we have a system of govern-
ment in Washington that cannot re-
spond to the remarkable changes that 
we have had in the area of progress in 
science and technology. The private 
sector is so much more adaptable, so 
much more flexible, so much more 
nimble. So when patients need im-
provements, they ought to be able to 
look to the private sector for those im-
provements, because they come about 
so much more rapidly. But the sad 
story is, they have to look to Wash-
ington. 

So I think what we need is a trans-
formation of our health care system so 
that patients can make those kinds of 
decisions. 

The health care model that we have 
right now really harms people, because 
it is not responsive to the needs of pa-
tients. It is responsive to a bottom 
line. It is responsive to a bottom line. 
In fact, the individuals way back in 
1965 who wrote Medicare, the Medicare 
law, in this body knew that. They knew 
that Washington could not be respon-
sive. They knew that it ought not be in 
charge of health care. And how do I 
know that? I know that because what 
they wrote in the law at that time, and 
this is a quote from the changes to the 
Social Security Act which put in place 
the Medicare program: ‘‘Nothing in 
this title shall be construed to author-
ize any Federal officer or employee to 
exercise any, any supervision or con-
trol over the practice of medicine or 
the manner in which medical services 
are provided.’’ 

Did you hear that? Nothing shall be 
construed to authorize anybody in the 
Federal Government to exercise any 
supervision or control over the practice 
of medicine or the manner in which 
medical services are provided. 

Well, I say to my colleagues, I will 
tell you, and you know this, that all 
sorts of things that Medicare does and 
all sorts of things that we do specifi-
cally, specifically, either supervise or 
control the practice of medicine or the 
manner in which medical services are 
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provided. We violate this law all the 
time, all the time. And why do we do 
it? We do it because we are not patient- 
sensitive or quality-sensitive as it re-
lates to health care. Washington, by its 
very nature and by its very being is 
bottom line sensitive, it is bottom line 
sensitive. 

So we have a model that is in place 
that cannot, I would suggest cannot 
provide the kind of services that are 
needed for the patients. 

Think of the contrast. If you think 
about the ways that our society has 
changed over just the past 20 or 30 
years, the way that we do so many ev-
eryday things, and if you compare that 
to how health care is provided now and 
how it has changed or not changed, 
then you have a very clear idea I think 
about the challenges that we have in 
the area of health care. 

Some common, everyday things: buy-
ing gasoline at the gas station. Now, 
regardless of what it costs, the way 
that we used to purchase gasoline is 
that you would pull up at the pump and 
you would roll down your window and 
somebody would come out, and they 
would say, would you like us to fill it 
up? And then they would go ahead and 
put the amount of gasoline that you 
wanted in your car, and you would pull 
out a dollar or two or more and you 
would pay for that gasoline. Now, how 
do we put gas in our car? We pull up to 
a pump, we never see anybody, we take 
our credit card out of our pocket or 
purses and we put it in the pump, we 
select the gasoline, we pump the gaso-
line, and many of us, I am told almost 
half of us, do not even ask for a receipt 
any more because we trust the system. 

b 1445 

Because we trust the system. It is 
easy. It is more efficient. It is a system 
that has changed drastically over the 
past 20 or 30 years. And if you compare 
that to health care, that is stuck in a 
paper society that is no longer existent 
in so many aspects of our society. 

The same is true of travel right now. 
If you want to purchase an airline tick-
et, an increasing number, in terms of 
percentage of folks, are now going on-
line. They can go to their home com-
puter 24 hours a day, 7 days a week. 
They pull up the site of the airline that 
they want to utilize, or they can go to 
something like Travelocity and it will 
pick the different airlines for you. 

You plunk in the starting city where 
you are going to leave from; you plunk 
in the designation city. It will send 
back to you, in a matter of seconds, 
seconds, what kind of flights there are, 
how much it costs, whether there is a 
seat, and then you can purchase your 
ticket right there. 

And you can, within 24 hours of your 
travel date, you can sit at your home 
computer or at your office and print 
out your boarding pass. The efficiency 
of that, if you think about it, is mind- 
boggling. It is incredible. 

You as an individual are interacting 
with the entity that can provide a serv-

ice that allows you to do what it is you 
want to do in terms of travel. 

Now, why is it that in health care we 
do not have any of those things? We do 
not have any of those things. Think 
about what happens when you go to 
your doctor. What happens is that you 
walk in the door, and what are you met 
with? 

You are met with a pile of paper. You 
are met with a pile of paper. And you 
read through that paper, or most folks 
go right to the back end of that paper, 
and you sign. And you wait and you get 
into the clinic room or the exam room, 
and your doctor comes in, and he or 
she has what in their hand? A chart. A 
paper chart. 

That may have the last notes from 
your office visit. It may not. It is a sys-
tem that is antiquated. It is a system 
that is inefficient. It is a system that 
is unresponsive to the needs of patients 
in a way that the rest of our society 
has transformed completely. 

So health care is stuck in the past. It 
is stuck in the past century. It will 
take a significant length of time to 
just catch up to where we are, not get 
into the 21st century, but to catch up 
to where we are. 

Now, how do we progress from here? 
What do we need to do to move forward 
and transform health care? I want to 
talk about some principles, and I want 
to talk about a resolution that I have 
introduced, H. Res 215. It is kind of a 
30,000-foot view of health care. 

What it says is that we ought to 
move as a matter of national policy 
from a system as it relates to health 
care of defined benefits to a system of 
defined contribution. Now, what does 
that mean? 

Right now most individuals get their 
insurance through their employer, or 
their previous employer, or through 
the government, though Medicare or 
through Medicaid. And all of those sys-
tems, by and large, have what is called 
a defined benefit plan. 

That means that somebody, in the 
case of Medicare and Medicaid, some 
government employee, bureaucrat, has 
gone through and decided what ought 
to be included in that insurance plan, 
in that package, and what you can be 
treated for and where you are treated 
and by whom you are treated and how 
are you treated, often times. 

What diseases are covered, what dis-
eases are not covered. Somebody else 
has decided all of those. That is a de-
fined benefit. There is a defined pack-
age of benefits that are provided to the 
patient. This is true for individuals re-
ceiving their health care through Medi-
care and Medicaid. It is also true for 
most employer-provided health insur-
ance. 

Someone else, the human resources 
officer or someone in the company is 
deciding what ought to be covered in 
terms of health care. And what that 
does is remove the patient from that 
decision-making process. It also sets up 
a system whereby the patient, if the 
patient is frustrated, oftentimes that is 
the case. 

I heard a statistic the other day that 
I found fascinating. Four percent of the 
public is accessing the health care sys-
tem at any point in time. Four percent 
of the population is accessing the 
health care system, having some inter-
action with the health care system. 

Half of those folks are frustrated in 
some way. So you say, well, why has 
the system not changed? Well, if only 2 
percent of the population is mad at any 
point in time, it is a small amount. It 
is a small amount. 

But what that defined benefit system 
has in place is a system where patients 
cannot be the ones who are affecting 
insurance plans easily. Because, you 
know, my colleagues know and pa-
tients around the Nation know that 
when they dial up the insurance com-
pany and say, hey, this plan is not 
working for me, I cannot get this dis-
ease treated, or I cannot go to the doc-
tor that I want to go to, or I cannot get 
the medicine that I want, the insur-
ance company says, well, you will have 
to talk to your boss. Right? Talk to 
your human resources officer. Or if you 
are a Medicare patient, you cannot 
even get through on the phone most of 
the time. But what happens is that the 
patient is removed from that decision- 
making process. 

Now, that is not right. These are the 
most personal decisions that people 
make in their lives, the most personal 
decisions; and they are removed from 
that process. So moving from a defined 
benefit system to a defined contribu-
tion system says that whoever is pay-
ing the cost for the health insurance, 
whether it is the Federal Government 
through the Medicare program or the 
State government through Medicaid, or 
the employer through employer-pro-
vided health insurance, or the individ-
uals, regardless of who is paying for 
the insurance policy, the patient owns 
the policy. 

The patient owns the policy. And 
that is a sea change, because what that 
means then is that patients can vote 
with their feet. If they do not like what 
one insurance company is doing be-
cause they own the policy, they can 
change to another insurance company. 
And if they do not like what that com-
pany is doing, they can change to an-
other. It also makes it easy so that 
when the patient gets on the phone 
with the insurance company, the insur-
ance company has to be responsive to 
the patient. Why? Because the patient 
has power. The patient has control and 
ownership of the insurance policy. It 
changes the whole dynamic for health 
care. 

It will not change anything over-
night; but over a period of time, what 
it will do, if we are bold enough to 
transform health care in this way, it 
will allow patients to have the power 
over the kind of insurance policy that 
they have. 

Now, this Center for Health Trans-
formation is really doing some incred-
ible, incredible work. And what they 
have done, I think in a very succinct 
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and appropriate way, is to identify 
kind of the principles of our current 
system of health care, and compare 
them to what a 21st-century health 
care system would be. 

And I would like to just touch on a 
few of these. The current system is pro-
vider-centered, or I would say more 
correctly, it is insurance- or govern-
ment-centered. Remember that the pa-
tient is outside of the control process, 
outside of the power process for this. 
The system is price-driven. 

What that means is that it is more 
interested in the bottom line than it is 
interested in quality, or, said another 
way, it is more interested in money 
than it is in patients. And that ought 
not be a system that we tolerate. That 
ought not be a system that we tolerate. 

Medicare is a classic example. Re-
member, I mentioned that Medicare is 
important to talk about as it relates to 
health care, because so much of our en-
tire health care system, even in the 
private sector, is driven by the deci-
sions that are made in Medicare. Medi-
care has a system that they com-
pensate or pay physicians and other 
providers with. It is called an RBRVS, 
or a Resource Based Relative Value 
Scale, RBRVS. And what that means is 
that Washington, the Federal Govern-
ment, decides how much money it is 
going to spend on health care for sen-
iors. 

It decides what that pot of money is 
going to be. And it may or may not 
bear any resemblance to the amount of 
health care that needs to be provided, 
so that when patients go to their doc-
tor, they may or may not be able to get 
at what they need because the deci-
sion-making is all based on cost; it is 
not based on need. It is not based on 
quality of care. It is based on how 
much money we have. 

That is a model that is fraught with 
problems and, frankly, fraught with ex-
treme difficulties for patients. So a 
price-driven system just does not work. 
It ought to be something completely 
different. That has been defined by the 
Center For Health Transformation as 
values-driven. We will talk about that 
in just a minute. 

The current system is knowledge-dis-
connected. There is not a good way to 
get knowledge between those folks pro-
viding the care, slow diffusion of inno-
vation. It takes years, literally, for a 
new drug that is out to come on the 
market, to get to the market. It takes 
an average of 5 to 7 years, 5 to 7 years 
from the time when a new procedure or 
a new type of treatment for a specific 
disease is described in the literature, in 
the medical literature, to get to be 
used in the clinic or exam room or in 
the operating room. Five to 7 years. 

That means that the kind of health 
care that we are receiving right now 
the individual who described the new 
innovation did so 5 to 7 years ago. That 
is not a system that is responsive to 
patients. It is a system again that is 
not patient-oriented. The current sys-
tem is dysfocused, instead of being fo-
cused on prevention and on health. 

The current system as we talked 
about is paper-based instead of uti-
lizing the technology that is available 
today. The current system is a third- 
party controlled market, and that is a 
fancy way to say that the patient is 
out of the loop. 

Remember, the Federal Government 
or the State government or the em-
ployer, by and large, is making deci-
sions about what kind of health care is 
being provided, not the patient. The 
process is focused on government. As I 
mentioned, it is the government that is 
making these decisions has limited 
choices. 

You know this, Members of the 
House and all of our citizens know this, 
that often times if you get sick, what 
is the first thing you do if you have not 
been to a doctor in a while? Well, you 
do not do what you ought to do, what 
you ought to be able to do, and that is 
find the highest quality physician you 
can. 

You open up your book and see who 
you can see. Someone else is making 
that decision about who you can see. 
That is not a system that provides the 
greatest amount of choices appro-
priately for patients. 

The current system is a predatory 
trial lawyer litigation system. The 
lawsuit system, the lottery system of 
the courts that we have as it relates to 
health care right now is driving up the 
cost of medicine. It is making it so 
that folks are receiving all sorts of 
tests and the like that they frankly do 
not need. 

And the problem with this is not the 
malpractice insurance costs that doc-
tors are having to pay, although that is 
a minor portion. The bigger problem is 
what is called defensive medicine. That 
means that your doctor, when you go 
see your doctor, he or she often times 
is ordering a test or doing a procedure 
or something in order to make it so 
that they are less likely to be sued and 
cover themselves, not necessarily be-
cause you need them. And you say, 
well, that is crazy. 

But it happens all of the time. I am 
an orthopedic surgeon. When someone 
comes into my office with back pain, 
almost regardless of their complaint, if 
I have not seen them before, every one 
of them gets an x-ray. Now, they get an 
x-ray because if I did not do an x-ray 
and they went out of the office, and 
they went to another physician and 
that individual took an x-ray and on 
that x-ray was found to be something 
astronomically wrong, then I could 
have been sued for not picking that up 
at that very first office visit. 

You say that is probably the right 
thing to do. Well, 90 percent, 90 percent 
of individuals with back pain, standard 
back pain, will get well within a period 
of 3 weeks. They did not need an x-ray. 
But everybody gets one. Everybody 
gets one. So you make it so that that 
3 weeks is not lost for the minimal per-
centage of individuals who have a sig-
nificant problem. 

b 1500 

The legal system is just phenomenal 
as it relates to health care, and it 
drives this practice of defensive medi-
cine to an incredible degree. 

Overall cost increases. We have not 
seen the kind of savings in health care 
we ought to see. You remember the 
graph that showed the increase in per-
cent of GDP that we are spending on 
health care? It was 6 percent in 1965. 
Now it is 13 percent, soon to go to 17 
percent. We have not seen any of the 
savings in health care that we have 
seen throughout all other sectors of 
our society. 

What is a 21st-century system? It is 
centered on the patient. It is values- 
driven, knowledge-intense. It allows for 
a free flow of information between phy-
sicians and other providers. It is 
prevention- and health-focused. Elec-
tronically based. It gets away from 
that paper system that frankly results 
in more errors and more problems be-
cause it is a paper system. 

The Center for Health Trans-
formation calls it a binary mediated 
market. What does that mean? It 
means that the patient is in charge, 
the patient and the provider are the 
ones making decisions. 

Outcomes focused on government. In-
creased choice. That is exactly what 
needs to happen. The patient needs to 
be in charge. And a new system of 
health justice. All of these things 
would result in a significant decrease 
in the cost of the health care and mak-
ing it so that the quality of care and 
quality of life is increased all across 
the Nation for all, frankly, because of a 
transformation in our health care sys-
tem. 

So what we need is a new vision for 
health care, one that has more choices, 
more control by patients resulting in 
higher quality and lower costs. And I 
look forward to working with so many 
of my colleagues in the House on both 
sides of the aisle who are interested in 
positive solutions, productive solu-
tions, making it so that those personal 
decisions as they relate to health care 
are able to be made by patients and in-
dividuals. 

Mr. Speaker, I am honored to be 
joined now by one of my colleagues, 
the gentleman from Nebraska (Mr. 
FORTENBERRY). We thank the gen-
tleman so much for coming, and I look 
forward to the gentleman’s comments 
as they relate to health care. 

Mr. FORTENBERRY. Mr. Speaker, I 
thank the gentleman for the oppor-
tunity to be here and participate in 
this important discussion of health 
care in our country. I thank the gen-
tleman so much for his leadership 
today in coordinating this important 
discussion. 

Mr. Speaker, I believe we have an im-
portant opportunity today to both save 
lives and save money. Health care is a 
pervasive part of American society. As 
we have heard, a major portion of our 
Federal budget is devoted to health 
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care costs, and total health care ex-
penditures are a significant portion of 
our gross domestic product. 

The good news is people are living 
longer with better technology and bet-
ter drugs. That is excellent news. 
America has one of the best health care 
systems in the world. Yet everyone 
knows, because everyone is affected, 
that rising health care costs are a 
growing challenge to families, to busi-
nesses, and to the government. We need 
to look at this system, and I believe 
that simple new approaches can make 
a huge difference, as the gentleman has 
pointed out. 

It is estimated that improvements in 
health information technology, quality 
patient management and wellness pro-
grams themselves promise to save up 
to 20 to 40 percent of costs. Personal 
ownership of health care decisions may 
minimize the wasteful overutilization 
of services. Incentives to medical pro-
viders, as well, to better target expen-
sive and excessive testing are all areas 
that we need to aggressively explore in 
order to appropriately use our public 
and private health dollars. 

Mr. Speaker, today I wish to focus on 
one aspect of how the rising cost of 
health insurance prevents entrepre-
neurial individuals from pursuing good 
opportunities. I think we must take 
the opportunity to think creatively, to 
update outdated approaches, and put 
consumers and families in charge. I 
have a keen interest in reducing bar-
riers for small entrepreneurs. The vast 
majority of new jobs in our country are 
created by small business. This is 
where most people are working hard to 
get a little ahead in life and secure 
their own long-term economic well- 
being. 

I have seen how the lack of available 
health insurance and rising health care 
costs decreases productivity and dis-
torts social and economic decisions. 
For instance, in my district it is not 
unusual for a spouse in a farm family 
to drive very long distances to have a 
job simply for health care coverage. 
The rising cost of providing health care 
coverage for employees is a growing 
obstacle for small business owners or 
those who may wish to join their 
ranks. 

It is not surprising that only 63 per-
cent of smaller companies can afford to 
offer health care insurance. This is a 
primary reason why three out of five 
uninsured persons in our Nation are 
small business owners, their employees 
or their families. 

Recently, the Committee on Small 
Business held a field hearing in my dis-
trict. It was an extraordinary turnout. 
One of the reasons was because it was 
on the issue of small business and 
health care costs. During this forum, 
we examined the increasing cost of 
health insurance and possible solu-
tions. The hearing emphasized one im-
portant aspect, the underutilized tool 
for small businesses known as health 
savings accounts, which were estab-
lished as a part of Medicare prescrip-
tion drug law. 

These tax preferred accounts, coupled 
with high-deductible health insurance, 
help alleviate the ever-increasing cost 
of traditional health insurance pre-
miums and empower families to take 
better control over their own health 
care dollars. 

While the number of individuals 
using these accounts is increasing, I 
believe we need to do more to give 
small business owners and entre-
preneurs the ability to take advantage 
of this very important policy innova-
tion. In fact, of the new policies, 37 per-
cent were taken out by individuals who 
were previously uninsured, and 27 per-
cent were taken out by employers who 
previously did not offer health care in-
surance to their employees. 

Now, one concern regarding health 
savings accounts is the initial funding. 
I have introduced legislation that will 
allow individuals to roll over portions 
of their retirement accounts into 
health savings accounts. This rollover 
would not subject the retirement ac-
count to the usual 10 percent penalty 
for early distribution. Moreover, all in-
dividuals with retirement accounts 
would be eligible to take advantage of 
this opportunity. 

I believe this will help meet impor-
tant public policy objectives of increas-
ing access to health care coverage and 
overcoming a major barrier that small 
businesses face. 

HSAs, as they are known, are just 
one of the many simple new approaches 
that can make a huge difference in our 
health care system by providing posi-
tive incentives for those who use the 
system. 

Again, I would like to thank the gen-
tleman from Georgia (Mr. PRICE) for 
undertaking this important discussion 
about health care and health care costs 
in our country; and I look forward to 
continuing our dialogue about innova-
tive approaches to both save lives and 
save money. 

Mr. PRICE of Georgia. I thank my 
good friend from Nebraska for joining 
us today. I want to thank him for 
pointing out health savings accounts 
and also the incredible importance of 
this discussion to small business. 

When I go back to the district and I 
visit businesses all across the district, 
one of the things that they say, What-
ever you do up there in Washington, 
please, please, make it so that we can 
afford to provide health insurance for 
our employees. 

So many of the things that we are 
doing right now as it relates to the 
model in which we are delivering 
health care make it more difficult for 
them to be able to provide that. So I 
thank the gentleman for his perspec-
tive and for joining us today. 

Mr. Speaker, I want to take a very, 
very short period of time and just close 
by saying that the model that we cur-
rently deliver health care under in this 
Nation is one that is not patient 
friendly; it is not efficient; and it does 
not spend anybody’s money, be it tax 
money or personal money, wisely. 

We need a new model, a new model 
for health care. A transformation of 
our health care system is what is need-
ed: more choices, more control by pa-
tients, higher quality and lower costs. 
What that does is make it so that we 
would have better care, more patients 
in power, and more responsibility and 
opportunity for patients to receive the 
kind of care that they so richly de-
serve. 

Again, I would like to say that I look 
forward to working with Members on 
both sides of the aisle who want to 
work positively and productively to 
bring about a system of health care in 
our Nation that allows patients, that 
allows patients to be the ones making 
decisions that give the highest quality 
of health care that they need and that 
they deserve. 

f 

WORKING-CLASS FAMILIES 
BETRAYED 

The SPEAKER pro tempore (Mr. 
GOHMERT). Under the Speaker’s an-
nounced policy of January 4, 2005, the 
gentleman from New York (Mr. OWENS) 
is recognized for 60 minutes. 

Mr. OWENS. Mr. Speaker, I would 
like to talk about the betrayal of 
working-class families and the people 
on the bottom who need the safety net 
most. In this year of disaster, in this 
time of disaster, the people who need 
the help the most and who are the 
weakest in our society have been be-
trayed by the leadership. 

Involved in this matter is the recent 
set of decisions made by the President 
to suspend Davis-Bacon in Louisiana 
where on the gulf coast we have a tre-
mendous amount of construction work 
going on, opportunities for jobs to be 
created for those people who have been 
thrown out of work and have no in-
come, no homes, no reasonable future. 
It is an opportunity for them to be em-
ployed. And yet interference by the 
White House has cut the wages there 
by suspending Davis-Bacon. And I will 
explain more about Davis-Bacon in a 
few minutes. 

They have also suspended any Fed-
eral regulations on affirmative action. 
And that, of course, will hit hard be-
cause evacuees, the people who had to 
leave New Orleans and who are expect-
ing to come back, 60 percent of them 
were African Americans; and their op-
portunities to get those jobs that are 
going to be created in the process of re-
building the reconstruction are less-
ened by the fact that the contractors 
are not required to follow Federal regu-
lations and affirmative action. 

Those are just two of the things I 
would like to discuss. There is a broad-
er range of issues related to leadership, 
competency in leadership, preparedness 
in terms of the huge amount of money 
we have invested in our armed services 
and our military apparatus and why we 
cannot have the dual preparation of 
the same body of people who are pre-
pared to fight wars also be trained to 
take care of natural disasters of any 
kind. 
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