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great example is the Government Over-
sight Committee, which has done real-
ly yeoman’s work in trying to make up 
for the complete absence of oversight 
during the past several Congresses. The 
Oversight Committee held a hearing, 
very well attended, very highly pub-
licized hearing a few weeks back with 
the CEO of Blackwater, who came be-
fore Congress, Blackwater, the private 
security firm which has basically cre-
ated a privatized military in Iraq 
today. 

Blackwater came before us, the CEO 
of Blackwater came before us the other 
week, and we asked him simply this. 
We said, tell us how much profit you 
are making. Tell us how much profit 
Blackwater is making off of U.S. Gov-
ernment contracts and said, You know 
what? It’s none of your business. I can 
give you an estimation. I think we are 
making about $85 million a year in 
profits off of $850 million in contracts. 
But, basically, it’s none of your busi-
ness, United States Congress. 

There weren’t a lot of people on the 
Republican side of the aisle, on that 
government Oversight Committee that 
blinked at that suggestion, because 
that has been the practice in this Con-
gress over the past several years. That 
has been de rigueur, as a matter of 
course here, that we don’t ask any 
questions, that it is okay that 
Blackwater security, a private military 
operating in Iraq, can make $85 million 
in profit off of doing what we know the 
United States military could do them-
selves. 

So it’s endemic when you talk about 
private tax collectors, it’s endemic 
when you talk about the issues such as 
PAYGO that Representative 
WASSERMAN SCHULTZ raised and cer-
tainly in spending on the war. Time 
after time again we have seen no fiscal 
responsibility here, and time after 
time this Congress, Mr. MEEK and Ms. 
WASSERMAN SCHULTZ, is shedding light 
on that misused taxpayer funds, but 
passing legislation like the bill that we 
passed today, which changes the 
course, and we start spending tax 
money wisely once again. 

Mr. MEEK of Florida. We are going 
to start closing out here, and this is 
something we don’t ordinarily do. We 
are going to end up leaving 10 minutes 
left open. I mean, there is just so much 
information we want to share, but we 
know that the House has to continue, 
but I want to recognize Ms. 
WASSERMAN SCHULTZ. 

Ms. WASSERMAN SCHULTZ. In 
helping to close us out, I do want to di-
rect people to the charts and the other 
information that we have talked about 
here tonight. Our Web site can be 
reached by going to www.speaker.gov, 
and you will find the 30-something link 
right on that Web page, 
www.speaker.gov. I can only hope that 
the next time we meet, which will be 
the day before we cast that children’s 
health insurance vote, to decide who is 
for kids and who is not, to override the 
President’s veto, that we will be able 

to report that we have picked up those 
15 Republicans who have found their 
way and would be willing to do right by 
our Nation’s kids. It has been a pleas-
ure to join you here this evening. 

Mr. MEEK of Florida. I want to 
thank the Members for what they have 
done this far, the majority of the Mem-
bers in this House, and that is includ-
ing some of our Republican friends that 
have voted for a number of these meas-
ures that the American people want, 
Republicans, Democrats, you name it, 
those that are involved in other parties 
and those that are thinking about vot-
ing. We have to show that we are a 
functional House and that we can be 
able to provide the leadership, when 
necessary, to be able to run the coun-
try in a way that it should be operated, 
especially on appropriations and on the 
finance and tax hand. 

I want to thank the Democratic lead-
ership for allowing us to have the hour. 

f 

HEALTH CARE IN AMERICA 
The SPEAKER pro tempore (Ms. 

CLARKE). Under the Speaker’s an-
nounced policy of January 18, 2007, the 
gentleman from Texas (Mr. BURGESS) is 
recognized for 60 minutes as the des-
ignee of the minority leader. 

Mr. BURGESS. Madam Speaker, I ap-
preciate you letting me come to the 
floor tonight to talk, as I often do, 
about health care, the state of health 
care in our country. 

This is a unique time in our Nation’s 
history. We are kind of coming up on 
the 2008 Presidential campaign, and the 
reality of unfettered election-year poli-
tics intersects harshly with the peren-
nial challenge, the perennial challenge 
we face in this House, how do we refine, 
transform, transform this Nation’s 
health care system. 

The history of health care in Amer-
ica over the last century and the very 
beginning of this century, it’s a fas-
cinating, fascinating subject. Medicine 
is a very highly structured, highly or-
dered, scientific-oriented, disciplined, 
scientific process, the scientific meth-
od. And then coupled with a number of 
governmental policies, we would like 
to think that they are science driven, 
we would like to think that they are 
fact based, but oftentimes they are 
more emotionally based, and how those 
policies interact with the scientific 
basis of the fundamental world of med-
icine and how, when we enact those 
policies and what seems like with 
every good noble intention in the 
world, how those policies then affect 
things decades into the future in ways 
that most people who enacted the poli-
cies would have had no idea what be-
came of them. 

Now, last century, in the 1940s, really 
a pivotal year in health care, medical 
care in America, both from a scientific 
aspect and from the policy aspect. 
From the scientific aspect, it was a 
time of great discovery and great ex-
citement. 

Mr. Alexander Fleming, the famed 
British scientist, isolated penicillin in 

1928 in his laboratory, didn’t quite 
know what he had or what to do with 
it. Certainly the substance produced by 
this mold in a petri dish inhibited the 
growth of the microorganism staphy-
lococcus, a known cause of infection. 
For the first time, mankind had an 
agent to battle these unseen micro-
scopic entities that plagued mankind 
for centuries. 

Now, 1928 is not exactly 1940, and I 
referenced 1940. What happened in 1940 
was American scientists, American sci-
entists in this country, recognizing the 
value of this discovery, elucidated a 
method for mass production of peni-
cillin. Penicillin, which had been a 
miracle drug before but available in 
very small quantities only for a very 
select few was now suddenly available 
for everyone, and available cheaply. 

This affected our soldiers, who landed 
at Normandy on D–Day in 1944, the 
wounds that they suffered, which oth-
erwise may have become infected and 
caused serious disability or even death 
were now even amenable to therapy 
with an antibiotic. Therapy with an 
antibiotic is something we now just 
take as almost second nature, just for 
granted. We get sick, we go to the doc-
tor, they write a prescription for an an-
tibiotic, we take it, we get well. In the 
1940s, this was almost unheard of. So 
this was truly a breakthrough in the 
1940s in the scientific realm in medi-
cine. 

Another discovery, that had actually 
occurred earlier, the discovery of corti-
sone. A very potent anti-inflammatory, 
cortisone was actually taken from the 
adrenal glands of oxen who were 
slaughtered. It was a very laborious, 
labor-intensive process to get small 
amounts of cortisone, so it really 
wasn’t something that was amenable 
to treatment. 

Then in the 1940s, a scientist that we, 
in fact, honored in this House during 
the last Congress, an African American 
gentleman, Percy Julian, who was a 
biochemist, not even a physician, a bio-
chemist who worked heavily with soy-
beans and soybean products elucidated 
a method to mass produce cortisone, 
cortisol, which had not been able to be 
produced other than in very small 
quantities before, and now suddenly, 
again, it’s available to very large num-
bers of people at a very reasonable 
price. 

These two entities, antibiotics, anti- 
inflammatory, introduced in the 1940s 
changed forever the practice of medi-
cine not just in America, but world-
wide. What else happened in the 1940s? 
Obviously, World War II. 

The Supreme Court made a decision 
in the 1940s that affects us to this day. 
During the Second World War, Presi-
dent Franklin Roosevelt, in an effort 
to keep down problems with inflation, 
it was a wartime economy, and he was 
worried about inflation taking hold 
and taking off, said we are going to 
have to have wage and price controls. 

There was a lot of demand for labor 
in this country. We were producing ma-
teriel, things that were needed on the 
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frontlines in the war. Yet the work-
force were all off fighting the war, so 
employers who were lucky enough to 
have employees to work wanted to 
keep them and keep them happy. How 
do you do that? You pay them more 
money. But the President said we bet-
ter not do that or we are going to have 
trouble with the inflation. 

Well, employers, being enterprising 
and ingenuous sorts, said, let’s then 
offer benefits. Let’s offer health care 
benefits, let’s offer retirement benefits. 
A decision by the Supreme Court in the 
1940s said, yes, you can do this. It does 
not violate the spirit of the wage and 
price controls. Not only that, you can 
pay these with pretax dollars. 

So the era of employer-derived, em-
ployer-based health insurance was 
born, turned out to be enormously pop-
ular. People liked the idea, and, for 
decades into the future, that was the 
model that was followed in this coun-
try. 

Then, fast-forward another 20 years 
and we are in the mid-1960s. What other 
health care policy happened at that 
time? Well, it was the institution of 
the Medicare program by President 
Lyndon Johnson. The Congress at that 
time who said, You know what? We are 
going to provide protection for our sen-
iors. 

Now, at that time, they provided pro-
tection for the doctors in the hospitals. 
Prescription drugs came 40 years later 
in the 108th Congress when we enacted 
the prescription drug benefit, but think 
how the interposition of the Medicare 
policies changed the fundamentals of 
how health care is paid for in this 
country. 

The Medicare and Medicaid programs 
of the mid-1960s meant all of a sudden 
the government is in a position to fi-
nance a large portion of health care 
provided in the United States. Now, 
prior to the Second World War, most 
health care was paid for at the time of 
service and was a cash exchange. With 
the advent of employer-derived health 
insurance and the position of a large 
governmental program, most health 
care now is administered through some 
type of third-party arrangement. 

That’s useful in that it protects the 
individual who is covered by insurance 
from large cash outlays, but there is a 
trade-off. The covered individual is 
generally unaware of the cost of the 
care that he or she receives, as well as 
the provider, who remains insensitive 
to the cost of the care that that pro-
vider orders. 

This arrangement has created an en-
vironment that permits really rapid 
growth in almost all sectors of health 
care and the cost of health care. Amer-
ica’s challenge in the early part of the 
21st century, America’s challenge be-
comes evident. How do we improve the 
model of the current hybrid system 
that involves public and private pay-
ment for health care but at the same 
time anesthetizes most of us as to the 
true cost of that care? 

b 1945 
It’s also perhaps wise to consider 

that any truly useful attempt to mod-
ernize the system, the primary goal 
really has to be, first off, you protect 
the patient. You protect the person, 
not the status quo. And we also need to 
ask ourselves if the goal is to protect 
the system of third party payment or 
to provide Americans with a reasonable 
way to obtain health care and allow 
physicians a reasonable way to provide 
health care for their patients. Some-
times, with some of the legislation 
that I see come before my committee, 
Energy and Commerce, I wonder if we 
don’t forget that fundamental rule. 

In health care, the basic fundamental 
unit of production is the interaction 
that takes place between the medical 
professional, the doctor and the patient 
in the treatment room. That funda-
mental interaction, Madam Speaker, if 
you will, is the widget. That’s what 
this large health care machine pro-
duces. And sometimes that concept 
also gets lost in the process when we 
talk about how do we reform health 
care. 

The current situation subsidizes, 
makes payments to those indirectly in-
volved with the delivery of that widget 
and, ultimately, that drives up the 
cost. Now, currently in the United 
States, about half of every health care 
dollar that’s spent originates here in 
the United States Congress. 

The United States gross domestic 
product, we spend about 15 percent of 
that on health care, and half of that 
expenditure is generated from the Con-
gress. The gross domestic product cur-
rently is about $1.6 trillion. Medicare 
and Medicaid systems pay for or cost 
about $600 billion in aggregate. You’ve 
got the Federal prison system, the In-
dian Health Service, the VA system, all 
of the other interactions that the Fed-
eral Government has with paying for 
health care amount to about half. 

What’s the other half? Is it all pri-
vate insurance? No, of course it’s not. 
There are a certain number of people 
who are uninsured. 

Private insurance, to be sure, occu-
pies a significant percentage of that 
half that’s not paid for by the govern-
ment. Some is paid for by the indi-
vidual. Some of it is self-pay, and I 
would include health savings accounts, 
medical savings account in that self- 
pay group because I think that’s an im-
portant concept that sometimes gets 
lost in the discussion. 

And finally, let’s be honest. There is 
a good deal of care that is delivered 
that is simply a charitable offering by 
doctors, nurses, hospitals, a charitable 
offering that is given to patients who 
lack the ability to pay. 

Again, the test before us, protect the 
people, not the special interests. 
Madam Speaker, we ought to define 
that which ought to be determined by 
market principles and that which, of 
necessity, must be left in the realm of 
the public provider, the government 
realm, and how, in all of this process, 

we preserve individual self-direction 
instead of establishing supremacy of 
the state. 

Additionally, we must challenge 
those things that result in distortion of 
market forces, especially those market 
forces in health care, and acknowledge 
that some of that distortion is, in fact, 
endemic. We’ll never be able to sub-
tract it out of the system. Some of it is 
hidden. We’ll never even know that it’s 
there, and since it’s hidden, or we can’t 
subtract it out of the system, it’s not 
readily changed. So recognize that and 
acknowledge that we’re not going to 
change that part, but also recognize 
that there’s part of it that is actually 
easily amenable to change. And the 
key here is how to maximize the value 
at the production level. 

Again, I go back to that fundamental 
unit of production, the doctor-patient 
interaction in the treatment room. 
Yes, I know it may be the emergency 
room, the operating room, but that 
fundamental unit of interaction, how 
do we maximize value at the produc-
tion level? 

How do we place a patient who exists 
on a continuum between health and 
disease, how do we move that patient 
more in the direction of health and 
slow that movement in the direction of 
disease? 

How do we allow physicians an appro-
priate return on their investment, 
their investment of time, their skill, 
their intellectual property? And that 
opens up a host of questions relating to 
future physician work force issues. 

How do we keep the employer, if the 
employer is indeed still involved in 
providing health insurance for an em-
ployee, how do we keep the employer 
to continue to see value in the system? 
They get a quicker return to work for 
their injured or ill employee. Perhaps 
there’s increased productivity, better 
maintenance of a healthy and more 
satisfied work force. All of these things 
are of value to the employer, and that 
ought to be recognized. 

In regards to health insurance, how 
to provide a predictable and managed 
risk environment, remembering that 
insurance companies themselves, of ne-
cessity, they tend to seek a state of 
monopoly, and if left unchecked, that’s 
the direction in which they’re going to 
move. If that is a good thing, okay. If 
that needs to be monitored or regu-
lated, we need to be willing to provide 
that regulatory expertise as well. 

And finally, how do we balance the 
needs of hospitals, ambulatory surgery 
centers, long-term care facilities and 
the needs of the community, as well as 
the needs of doctors, nurses and admin-
istrators? 

Now, Madam Speaker, individual leg-
islation, H.R. 2583, H.R. 2584, H.R. 2585 
deal specifically with medical work 
force issues. And as some of the hubbub 
around the current health care debate 
dies down, I hope we get a chance to 
actually articulate and debate those 
issues. 

Another bill, H.R. 2203, that was in-
troduced in the 109th Congress would 
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provide low-income Americans with a 
direct subsidy to help pay for their 
health care and many others that 
would chart a path to true reform in 
our health care system. 

But let’s keep in mind some prin-
ciples when we talk about legislation. 
And I would say the first principle that 
Americans, at least in my estimation 
from 25 years of practicing medicine, 
what do Americans value in their 
health care system? 

They value that freedom of choice. 
They want to go see the doctor they 
want to see. They want to see them 
when they want to see them, not when 
the system says they can come in. 
When hospitalization is required, you 
know, no one objects to incentives, but 
freedom of choice must remain central. 

Another principle that certainly a 
number of people talk to me about is a 
principle of ownership. Madam Speak-
er, I had a medical savings account be-
fore I came to Congress. The whole 
concept of having what we now call a 
health savings account or a medical 
IRA and being allowed to accumulate 
savings, a nest egg, dollars to offset fu-
ture medical expenses, is a funda-
mental desire of many Americans, and 
I think we should encourage that. 

These dollars that are then dedicated 
to health care should be properly 
owned by the individual. And guess 
what? When this individual leaves this 
life, those dollars stay in that individ-
ual’s estate and they don’t go back to 
any governmental body upon the death 
of the individual. 

Another principle would be independ-
ence, the preservation of autonomy. 
The patient or the patient’s designee 
should ultimately be responsible for 
their care or the ability to decline 
medical intervention. 

Another principle that I think we 
need to keep foremost in our minds is 
that of high standards. One of the 
underpinnings of the American medical 
system has always been high standards 
of excellence and nothing, in any fu-
ture change, should undermine that. 
And, in fact, the pathways to facilitate 
future growth in excellence should al-
ways be encouraged. 

Again, it gets back to delivering 
value for the dollar. Innovative ap-
proaches. We Americans pride our-
selves on innovative approaches. Amer-
ican medicine has always been charac-
terized as embracing innovation and 
developing new technologies and treat-
ments. Clearly, this must be preserved. 

Madam Speaker, we just came 
through the FDA reauthorization bill 
earlier this year. The whole purpose, 
years ago, with the development of the 
Prescription Drug User Fee and the 
Medical Device User Fee Act was to 
provide additional funding so that in-
ventions and discoveries and intellec-
tual property that was developed, 
whether it be a pharmaceutical or a 
medical device, would not sit so long in 
the approval phase and could be 
brought, not just to market, but to be 
able to help patients more quickly. 

The difference between practicing 
medicine in the 1980s, when we had the 
old system, and the 1990s, under the 
new system, was phenomenal, and the 
ability to deliver drugs and devices to 
the patient public was, in fact, vastly 
increased. I was grateful to play a 
small role in the reauthorization of the 
FDA process when we did that earlier 
this year. 

In fact, Madam Speaker, we heard a 
lot of talk just a few minutes ago 
about the SCHIP bill. I would hold out 
the FDA legislative process as a model 
which this Congress should follow be-
cause that was truly a bipartisan proc-
ess. The SCHIP bill that came through 
this House that everyone is now hold-
ing their breath waiting to see whether 
or not the other side has the votes to 
override a veto, but the reality is that 
bill came through this Congress in 
what I consider a very pernicious way 
that is likely to poison any future at-
tempts at bipartisan cooperation be-
cause here was a bill that was simply 
thrown across the transom, rammed 
through committee, rammed through 
the House on a party-line vote. Then 
we go back to the Senate. Well, we 
can’t really do a conference com-
mittee. So what do we do? We take up 
a brand new bill. But we don’t bring it 
back through the committee. We don’t 
bring it back through the sub-
committee. No. We come right to the 
floor and take it or leave it. That’s not 
the way America wants to see this Con-
gress operate. America wants to see 
this Congress operate as it is supposed 
to operate. They want to see my com-
mittee, the Committee on Energy and 
Commerce, have a subcommittee 
markup on the bill. There might be a 
good idea out there on the Republican 
side. There might not, but there might 
be. 

And what reason could anyone in this 
body give for saying, we’re just not 
going to do that? They say it was in 
the interest of time. 

Madam Speaker, every single Mem-
ber of this body who stood in this 
House in January of 2007, raised their 
right hand and swore an oath to defend 
the Constitution, knew that at the end 
of September, what’s going to happen? 
SCHIP expires. It was a 10-year author-
ization. It started in 1997. Time’s up at 
the end of September. The fiscal year is 
over. So we all knew this was coming. 
Why did we leave it till the last 
minute? And then why did we bring 
such an imperfect product through and 
then ram it through at the last minute, 
without any of the usual consultative 
advise and consent that goes on at the 
subcommittee level and the committee 
level. I frankly don’t understand. 

If people are watching this process, if 
people are able to dig beneath the po-
litical rhetoric, they ought to be out-
raged at the way this was handled. But 
I’m getting off message. 

When we talk about principles for 
health care reform, one of the things 
that we really have to focus on is time-
liness. 

Madam Speaker, we always hear 
about American comparisons to other 
health care systems around the world. 
But consider this: Access to a waiting 
list does not equal access to care. This 
was the message delivered by the Cana-
dian Supreme Court to its medical sys-
tem in 2005. We must diligently seek 
not to duplicate the most sinister type 
of rationing than that that exists in a 
system of nationalized health care 
which prevents citizens from getting 
care because it just simply takes so 
long to get to the doctor or get that 
needed procedure or get that needed 
hospitalization. 

Another principle that really, I 
think, we ought to spend some time 
discussing and debating, not everyone 
agrees with this, but really this ought 
to be a market-based solution and not 
an administrative solution. The pricing 
should be based on what is actually in-
dicated by market conditions, and not 
that that is assumed by an adminis-
trator, either an administrator at a 
private insurance company or an ad-
ministrator at a Department of Health 
and Human Services or Center for 
Medicare and Medicaid Services. 

Madam Speaker, we hear a lot of talk 
about mandates. Mandates, in general, 
in my opinion, lead to a restriction of 
services. State mandates cause more 
harm than good and impede competi-
tion and choice and drive up the cost 
and limit the availability of health in-
surance. 

Employer mandates. We’ve heard 
various reform schemes that have been 
talked about that deal with employer 
mandates. That was the crux of the 
Clinton plan in 1993. Individual man-
dates, some of the things that have 
been talked about at some of the State 
levels. But employer mandates and in-
dividual mandates are likewise restric-
tive. A discussion of mandates should 
include an accounting of cost and 
whether those mandates limit the 
availability of insurance for those who 
may operate a small business, those 
who may be self-employed or self-in-
sured. Remember, Medicare part D, the 
prescription drug program from 2 or 3 
years ago, achieved a 90 percent enroll-
ment rate with education, incentives, 
competition, and not a single mandate. 
We must not forget that lesson because 
that’s been a highly successful program 
and one that, in fact, enjoys very high 
popularity in the population that it 
serves. 

The concept of premium support. 
Premium support is kind of like a tax 
credit, kind of like a voucher, but not 
quite. 

Let’s be honest. Our Tax Code is com-
plicated enough as it is. We don’t need 
to layer more complexity on the Tax 
Code. I know that’s a topic for a dif-
ferent discussion, but when we’re talk-
ing about health care reform, I’m not 
such a big fan of tax credits. But if 
there is the ability for, whether it be 
the SCHIP program or the Medicaid 
program, to help someone buy down 
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the cost of that health insurance pre-
mium so they can, in fact, afford an in-
surance policy, I think the concept of 
premium support is one that this Con-
gress really ought to investigate. In 
fact, that was an amendment that I 
had for the SCHIP process, but, again, 
we weren’t allowed to amend that bill 
in subcommittee, full committee or 
here on the House floor. 

b 2000 

You know, on the concept of the pre-
mium support, one thing that we could 
think about doing is some individuals 
receive some additional help to the 
earned income tax credit. Well, what if 
we made it not just a good idea but a 
requirement that people who receive 
money on the earned income tax credit 
that some of those dollars are actually 
earmarked for their health insurance? 
Maybe an idea worth exploring. 

Another principle is that of antitrust 
enforcement. It has to be balanced. If 
the Federal Government picks winners 
and losers, we’re going to further dis-
tort and make the playing field 
unlevel, and as a consequence, we are 
going to thwart our best efforts for 
health care reform. Creating winners 
and losers via the antitrust law actu-
ally erodes the viability of the Amer-
ican health care system. 

Well, what about talking about some 
of the policies that actually may affect 
some change? For health care within 
the public sector model, the trans-
formation after the experience with 
Medicare part D has been instructive. 
Six protected classes of medication, 
which were required of all companies 
who wish to compete and participate in 
the system, allowed for greater accept-
ance by the covered population and 
greater medical flexibility when treat-
ing patients. At the same time, the 
competitive influences brought to bear 
in that part of the program, indeed, 
have managed to control costs. In fact, 
the projection of the cost of the Medi-
care part D program is $130 billion less 
over that moving target we call the 10- 
year budgetary window. It’s solely the 
result of competition. It is likely we 
will get some additional benefit, some 
additional cost relief by more timely 
treatment of disease and delivering 
more value for the health care dollar. 
But those concepts, those savings are 
going to necessarily appear later in the 
timeline of that process. But just from 
competition alone, a substantial 
amount of dollars savings were 
achieved under the part D program. 

Madam Speaker, one of the most im-
portant lessons learned in the Medicare 
part D program is that coverage can be 
significant without the use of man-
dates. Ninety percent of seniors now 
have some type of prescription drug 
coverage, and this was achieved how? 
By mandates? No. But by creating 
plans that people actually wanted. 
What a concept. You don’t mandate 
you have to do it. You build something 
that people want, and they come to it. 
We ought to follow that model more 

often when we are talking about health 
care reform in this country. 

Ninety percent of seniors have pre-
scription drug coverage, and providing 
that coverage means that incentives to 
sign up in a timely fashion had to be 
provided. And, indeed, that worked. It 
emphasized that the personal involve-
ment responsibility was there to main-
tain some type of credible coverage if 
it already existed or to buy into cred-
ible coverage during the open enroll-
ment period. And, in fact, people ac-
cepted that and behaved accordingly. 

Employer-derived health insurance I 
think will be a significant player in the 
American health care scene. A lot of 
writers who write about health care in-
surance say the employer-based model 
is passe. It’s dead and gone, never to 
return. I don’t know that I agree with 
that. Certainly it is still a very viable 
presence, a very robust presence in the 
insurance market today. And while 
again there are some problems, it is 
hard for me to see that the day is com-
ing where that will completely fall by 
the wayside. 

I think that’s because it adds value. 
It adds value to the contract between 
the employer and employee. It rewards 
loyal employees and builds commit-
ments within the organization. Busi-
nesses can spread risk and help drive 
down cost. 

Now, one of the features that is in-
herent in that model is the proposed 
associated health plans that the pre-
vious Congress and the Congress before 
that have voted on on several occa-
sions. We have never been able to get 
that concept to pass in the Senate, but 
maybe it’s time to look at that again. 
Associated health plans are allowing 
small businesses of a similar business 
model to pool together to get the pur-
chasing power of a larger organization. 
It gives, say, a group of Realtors or a 
group of doctors’ offices the ability to 
go out and perhaps achieve some of the 
same kind of discounts that Verizon or 
AT&T or Wal-Mart get because they 
are such big employers. This is a very 
powerful concept to put in the hands of 
employers. 

In fact, it was a concept that was so 
good it was actually first proposed on 
the floor of this House by Bill Clinton 
in 1993 in his September speech to this 
body when he outlined his proposals for 
health care reform. Associated health 
plans were part of that reform package. 
I don’t know what happened to them on 
the way to the end of the legislative 
process, but somewhere along the way, 
people stopped talking about them. But 
they are a good idea. Again, the con-
cept has passed this House twice, in the 
108th Congress and 109th Congress. It’s 
a mystery to me why we don’t take it 
up again. I think that is something the 
American people would be interested in 
our doing, and, goodness knows, they 
would like to see us work on something 
meaningful when it comes to health 
care. 

Now, regardless of whether the sys-
tem is public or private, what have we 

seen in the way that information is 
transferred and handled? Have there 
been any changes in the last 100 years? 
Yes, I think so. Are there going to be 
changes in the next 25 years? I think 
you can bet on that. Vast changes in 
information technology are going to 
occur whether doctors want them to, 
whether hospitals want them to, 
whether insurance companies want 
them to. Those changes in how infor-
mation is handled are going to occur, 
and they need to be facilitated. We are 
coming up to a time of rapid learning, 
and because of improvements in health 
care technology, the ability to manage 
databases, retrieve data in a timely 
fashion are going to be critical for the 
delivery of health care and protection 
of patients in the future. 

Madam Speaker, if I could, let me 
just share with my colleagues in the 
House a picture. When I was first elect-
ed to Congress in 2002, I have got to say 
I wasn’t a big believer in electronic 
medical records. They are kind of cum-
bersome. When you are first learning 
them, they really slow you down. Your 
productivity suffers because you have 
got to learn this system. 

But 2 years ago at Charity Hospital 
in New Orleans, one of the venerable, 
venerable health care institutions of 
this country, the whole city of New Or-
leans was hit with Hurricane Katrina 
and then the flooding to follow the hur-
ricane. Well, here is a picture from 
January 2006. So 5 months after the 
hurricane, the water has been pulled 
out of the city. Here is the medical 
records room at Charity Hospital. 
These records haven’t been burned. 
This black stuff here, that is black 
mold. You could not send anyone in 
there to retrieve data off of one of 
these charts without imposing a sig-
nificant health risk. I don’t know 
what’s contained within there, maybe a 
bone marrow transplant, childbirth, 
kidney transplant, heart attack. All of 
that information lost to the ages be-
cause they were contained on paper 
records. 

Again, I wasn’t a big believer in elec-
tronic medical records, but walking 
through the records room at Charity 
Hospital that day, how many hours 
have I spent in the records room doing 
my medical records when I was on staff 
at various hospitals. It looked a lot 
like our records room at Parkland Hos-
pital back in the 1970s. 

These records are lost. This patient’s 
data are now forever irretrievable. And 
at some point we are going to have to 
come up with a system that allows 
that data to be stored in an area where 
it is not vulnerable to this type of deg-
radation and that it is readily retriev-
able. And then guess what. If a patient 
is being seen in New Orleans and treat-
ed for a condition but they happen to 
travel to Fort Worth, Texas, and their 
medical records are needed, they are 
accessible online and immediately 
available to the treating doctors in the 
destination city. 
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Another issue that I think we will 

have to pay some attention to is qual-
ity reporting. In my opinion, quality 
reporting should be voluntary, but it is 
important. Programs need to be gen-
erally available. They have got to be 
accessible to the medical personnel 
who desire to participate. 

Currently, I think in all 50 States, we 
have got quality improvement organi-
zations, and they currently do a good 
job. They provide information, timely 
information, information back to the 
provider as to how the care was deliv-
ered. Was it delivered in a timely fash-
ion? Was it delivered in a fashion that 
was utilizable? 

There are other ways of establishing 
quality. Legislation that passed in this 
House last time to establish a medical 
home also will result in the accumula-
tion of some quality and some utiliza-
tion data. I think that data needs to be 
available to the treating physician. It 
doesn’t have to be widely disseminated 
publicly, but you make that data avail-
able to the physician, and physicians 
being naturally competitive sorts are 
going to ask the question, Well, that’s 
interesting. I wonder if I could do bet-
ter or how have I done in comparison 
to the people around me? And that will 
be useful information to provide to 
physicians and hospitals. 

Any of the quality reporting methods 
that are out there have to be generally 
available and accessible to all of the 
physicians practicing in a community. 
Yes, I would like for it to be voluntary, 
but if it is not generally available, ulti-
mately it is not going to be useful. 

Now, this approach was a component 
of the Medicare physician update pro-
posal by, at that time, Chairman JOE 
BARTON of the Energy and Commerce 
Committee. He offered that late in 2006. 
I think it is a concept that should be 
revisited. 

Within the individual market, and, 
again, within the individual market I 
would include self-pay and also that in-
dividual who is the owner of a health 
savings account, within that portion of 
the market, transparency of informa-
tion is critical, and that is another 
area where we are going to see rapid 
evolution and rapid change. It is going 
to require that there is adequacy of the 
reports that detail the information 
about cost, price, and quality, and they 
are not all the same. This information 
has to be linked to data detailing 
things like complications and infection 
rates. 

Web-based programs. We have got a 
good one in my home State of Texas. 
Web-based programs will begin to build 
databases and actually build famili-
arity with the consuming public so 
that these will become useful in the fu-
ture. And www.txpricepoint.org is a 
Web-based program that is up and func-
tioning in Texas. It’s just beginning. 
Some people will look at it and say, 
well, that information is really pretty 
rudimentary, but currently it allows 
patients, say, in my home county of 
Denton County where there are four 

hospitals, to compare the costs of 
treating a fractured femur, episode of 
childbirth. How do those four hospitals 
compare in the area? Is there one that 
is significantly cheaper or one that is 
significantly more expensive than its 
counterparts? Maybe if that informa-
tion is present, then to begin to ask 
the questions why and for the con-
sumer to begin digging a little deeper 
and finding out more information 
about the hospital, whether or not they 
want to choose that hospital for their 
care. Again, not for people who have 
Medicare, Medicaid, SCHIP, or private 
insurance, but for the individual who is 
paying out of pocket or the individual 
who has a health savings account with 
a high deductible so, again, is probably 
paying out of pocket for a portion of 
their care. This is a useful exercise, 
and, again, I encourage people, particu-
larly people in my home State of 
Texas, www.txpricepoint.org. 

Now, crafting a readily affordable 
basic package of insurance benefits 
perhaps modeled after what we already 
do in the Federally Qualified Health 
Center program is another important 
opportunity for reform that this body 
could look into. Currently, Federally 
Qualified Health Centers are required 
to provide a basic level of primary 
care. They also provide dental and 
mental health services. Providing a 
basic package of benefits along this 
line that is affordable and available 
with the option of adding on additional 
benefits at additional costs, that could 
be a powerful option for many Ameri-
cans. This could remove some of the in-
fluence of some of the special interest 
groups, which I talked about earlier, 
and, again, allows us to focus on the 
patient and certainly allows a func-
tioning business model to replace some 
of the draconian institutional stand-
ards that are now required. 

Providing a truly affordable basic 
package of benefits, that coverage 
which insurance companies then would 
want to market to segments of the un-
insured population, you’ve got to be-
lieve that companies like Aetna, 
United look at 47 million people who 
are uninsured and say that’s a poten-
tial market share. If we only had an af-
fordable product that we could deliver 
to that population, we actually could 
perhaps provide a good deal of coverage 
for that population. 

Madam Speaker, let’s not forget that 
care that is truly charitable: Orga-
nizing and providing a tax credit for 
donated services by doctors, nurses, 
even hospitals, I think that is some-
thing that is fundamental to the Amer-
ican psyche and something to be read-
ily embraced by the American people. 

b 2015 
We could provide additional protec-

tion under the Federal Tort Claims 
Act, perhaps a legal safe harbor from 
lawsuits where, in good faith, chari-
table care is provided and, in effect, 
allow providers who are retired or 
semiretired to return and fill some of 
the vacuum for indigent care. 

I had an acquaintance whose father is 
a physician. Hurricane Katrina hit, ob-
viously, the next-door neighbor State 
of Louisiana, but a lot of people left 
Louisiana and came to Texas. There 
were a lot of areas that were strained 
in their availability to deliver health 
care in that time 2 years ago. 

This acquaintance’s dad was a physi-
cian. He was a retired physician, no 
longer carried insurance, and said, 
well, I’m going to go down to the shel-
ter where these people are being re-
ceived and offer my services. And my 
friend was quite concerned about his 
dad and said, you don’t have insurance. 
If you go down there and something 
bad happens and you get sued, you have 
no coverage for that. Maybe we ought 
to provide a mechanism for providing 
that coverage for someone who truly, 
out of the goodness of their heart, 
wants to respond to a national emer-
gency, wants to respond to their coun-
try in a time of need, allow them the 
opportunity of doing that. 

And along those lines, we ought to 
have a system of emergency 
credentialing so that when people just 
show up on a scene of a disaster, who-
ever is in charge, the first responders 
in charge will have a way of quickly 
and rapidly assessing whether this in-
dividual, indeed, possesses the creden-
tials that they purport to have. And 
that would go a long way towards alle-
viating, frankly, some of the confusion 
that occurred on the ground in various 
health care sites, not just in Texas, but 
back in Louisiana as well. 

Madam Speaker, the late President 
Ronald Reagan used to say, ‘‘trust, but 
verify.’’ Trust the market to make cor-
rect decisions, and to the extent that 
distortions can be removed, remove 
those distortions, but remember that 
some guidance from market principles 
will always be required, whether the 
system is completely public or com-
pletely private. 

Finally, as part of this discussion, 
there must be a rational breakdown of 
the numbers of the uninsured. We want 
to talk about, how do we cover the un-
insured? We don’t have accurate num-
bers, not for the total number of the 
uninsured, but who comprises that pop-
ulation? We just say 47 million unin-
sured. And we’re happy to talk about 
that in a political sense, but we need 
the data on the breakdown of those 
numbers so we know how to better 
craft policies that will provide cov-
erage that’s needed for those individ-
uals. Is it just that some people aren’t 
bothering to buy insurance? Maybe we 
craft a policy that would encourage 
them to do that. 

I don’t like mandates. I prefer incen-
tives. Other people may like mandates. 
But let’s have that discussion. But if 
we don’t know how big the population 
is who just choose not to have health 
insurance but has the means to pay for 
it, we will never be able to enter into 
that discussion because we don’t know. 
We just say 47 million uninsured. We 
hit each other over the head with it. 
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We go home at the end of the day and 
feel like we’ve done a good job, the 
American people say not so much. 

Finally, just a point of contrast. And 
we’ve heard it a lot because of our 
health care discussions this week. My 
good friends on the other side of the 
aisle want to expand a culture of de-
pendence on the state, while on my 
side of the aisle we want to expand the 
number of individuals who actually 
own and direct their own care. Which 
system would you choose? Which sys-
tem gives you the greater liberty, the 
greater freedom that we all treasure 
and cherish as Americans? The answer 
for me is obvious. 

Finally, Madam Speaker, we talked 
about this a little bit at the beginning 
of this discussion, but the concept of 
American exceptionalism. The Amer-
ican health care system has no short-
age of critics, critics throughout this 
body, critics throughout the city, crit-
ics throughout the world, but it is the 
American system that stands at the 
forefront of innovation and new tech-
nology, precisely the types of system- 
wide changes that are going to be nec-
essary to efficiently and effectively 
provide care for Americans today and 
on into the future. 

Now, Madam Speaker, I would rather 
this information not be widely dissemi-
nated, but from time to time I pick up 
and read the New York Times. An arti-
cle in the New York Times from Octo-
ber 5, 2006, a year ago, by an individual 
named Tyler Cowlan, he writes, ‘‘When 
it comes to medical innovation, the 
United States is the world’s leader. In 
the past 10 years, 12 Nobel Prizes in 
medicine have gone to American-born 
scientists working in the United 
States, three have gone to foreign-born 
scientists working in the United 
States, and seven went to researchers 
outside this country; 15–7, America, the 
rest of the world.’’ 

He goes on to point out that ‘‘five of 
the six most important medical inno-
vations of the past 25 years have been 
developed within and because of the 
American system.’’ Now, comparisons 
with other countries may be useful, it 
may be information that we want to go 
out and seek and consider when 
crafting health care policy, but it is 
important to remember that it’s the 
American system that’s always rein-
venting itself and always seeking to 
improve itself. It is precisely because 
of the tension inherent in our hybrid 
system that creates the impetus for 
change. A system that’s fully funded 
by a payroll tax, well, that’s what 
they’ve got in Sweden. I think it’s 7.1 
percent that they pay on their payroll 
tax, and it funds their health care sys-
tem. But quite honestly, Madam 
Speaker, there is no reason for them 
ever to seek improvement; and as a 
consequence, a system like that faces 
stagnation. 

And indeed, if such a system, if it be-
comes necessary to control costs, guess 
where they look? Doctor, they look at 
you. They look at the provider. You 

know this. It’s happening in the Medi-
care system, cuts projected for as far 
as the eye can see. Make no mistake 
about it, if the Democrats are success-
ful with this SCHIP system that they 
are proposing to vastly expand, it’s 
going to drive kids off of private health 
insurance onto an SCHIP program. The 
difficulties faced by providers within 
the Medicare system on an ongoing 
basis are certainly witness to this. 

The fact is, Madam Speaker, the 
United States is not Europe. American 
patients are accustomed to wide 
choices when it comes to hospitals, 
physicians and pharmaceuticals. Be-
cause our experience is unique and be-
cause it’s different from other coun-
tries, this difference should be ac-
knowledged and embraced when it 
comes time to talk about reform or 
transformation, whether it’s con-
templated in a purely public or private 
health insurance model within this 
country. 

One final point that’s illustrated in a 
recent news story that was covered by 
a national Canadian television broad-
caster about a Canadian Member of 
Parliament who sought treatment for 
cancer within the United States. The 
story itself is not particularly unique, 
but the online comments that followed 
the story I thought were pretty in-
structive. 

To be sure, a number of the respond-
ents felt that it was unfair to draw any 
conclusion because this was, after all, 
an individual who was ill and was seek-
ing treatment. No argument with that 
concept. I hope she got the treatment 
that she sought, and I certainly pray 
that she got better. No one could argue 
this point. But one writer summed it 
up, ‘‘She joins a lengthy list of Cana-
dians who go to the United States to 
get treated. Unfortunately, the my-
thology that the state-run medicine is 
superior to that of the private sector 
takes precedent over the health of indi-
vidual Canadians.’’ 

A further comment from another in-
dividual: ‘‘The story here isn’t about 
those who get treatment in the United 
States. It’s about a liberal politician 
who is part of a political party that es-
pouses the Canadian public system and 
vows to ensure that no private health 
care is going to usurp the current sys-
tem. She is a Member of Parliament 
for the party that relentlessly attacked 
conservatives for their ‘‘hidden agen-
da’’ to privatize health care. The irony 
and the hypocrisy in that position sup-
ports the notion that the rich get 
health care and the rest of us wait in 
line. All because liberals’ fear- 
mongering that does not allow for a 
real debate on the state of the health 
care system in Canada.’’ 

One final note from the online post-
ings, ‘‘It’s been sort of alluded to, but 
I hope everyone who is reading this 
story realizes that, in fact, we do have 
a two-tiered system in Canada. We 
have public care in Canada. And for 
those who have lots of cash, we’ve got 
private care in the United States, 
which is quicker and better.’’ 

Well, Madam Speaker, a little over a 
year ago, maybe now a year and a half 
ago, Alan Greenspan came and talked 
to a group of us one morning before he 
left Capitol Hill. And as it often hap-
pens with Chairman Greenspan, the 
talk came around to entitlements and 
entitlement spending. And the question 
got around to Medicare, how are we 
going to pay for Medicare. And the 
chairman acknowledged this is going 
to be a tough problem. But after he 
thought about it, he also said, ‘‘When 
it comes time, I think that the Con-
gress is going to end up doing the right 
thing and it will find a way to pay for 
Medicare.’’ He said, ‘‘What concerns me 
more is, will there be anyone there to 
actually deliver the services that you 
want?’’ That’s a pretty profound state-
ment, and one that certainly has stuck 
with me for the past year and a half or 
more. 

Now, in March of this year, back in 
my home State of Texas, the official 
magazine of the Texas Medical Asso-
ciation, Texas Medicine, put out a 
story. In fact, their cover story that 
month was, ‘‘Running Out of Doctors.’’ 
I think that’s something we need to 
pay some attention to in this body. 
With all of our discussion about health 
care reform, all of our talk about 
changing the system this way or that 
way, more public, less public, more pri-
vate, less private, if we ain’t got the 
docs on the front line, it doesn’t mat-
ter what we do because the care won’t 
be there for the patients. We see this in 
the Medicare system. There is probably 
no other issue that I deal with with 
more frequency than the program cuts 
that are going to happen to Medicare 
physicians, again, literally, as far as 
the eye can see; 5 percent cut this year, 
5 percent cut next year, oh, by the way, 
we’ve got to make up that 10 percent 
cut from last year. The problem is, the 
formula by which we pay physicians is 
different from the formula by which we 
reimburse hospitals, HMOs, drug com-
panies and nursing homes. 

Bear with me for just a moment be-
cause, wouldn’t you know it, I have a 
poster that illustrates that. And I 
apologize, this one has gotten a little 
bit dated. The 2007 number has an as-
terisk beside it because that was pro-
jected, and now we’re well into 2007. 

This didn’t happen because we held it 
back at zero. So it looks like there is 
no recording here for physician reim-
bursement under 2006; in fact, it was 
held at zero. Again, by a last-minute 
maneuver last year, we held it at zero 
for 2007 as well. 

2002, pretty big cut. We did some last- 
minute changes in 2003, 2004 and 2005, 
which prevented the program cuts. We 
were unable to come up with any addi-
tional money in 2006 and 2007. Now, for 
2008 and 2009, move this bar graph over 
a notch for those 2 years because that, 
after all, is what we’re looking at, 
Medicare Advantage, hospitals, nursing 
homes, they’re basically reimbursed on 
a cost of living adjustment, it’s called 
the Medicare Economic Index. Physi-
cians ought to be reimbursed on the 
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Medicare Economic Index, but they’re 
not, and we need to fix that. It’s not 
easy to fix it. It’s going to cost some 
money. The Congressional Budget Of-
fice puts a very big number up there. 
Deep down in my heart I don’t believe 
it’s a real number, but nevertheless, we 
do need to be sensitive to that fact and 
we do need to fix it. 

I would encourage Members to look 
at H.R. 2585. It is a way to sanely re-
peal the sustainable growth rate. It 
doesn’t do it next year, waits a couple 
of years to do it, but because of some 
adjustments to the baseline, physicians 
won’t, in fact, take a cut for 2008 and 
2009. We need to keep them involved. 
And then in 2010, the SGR is repealed, 
with savings that are going to occur 
over the next 2 years. And we know 
savings are going to occur in the Medi-
care program over the next 2 years be-
cause that’s the history that we’ve 
seen in the last several years. 

The trustees’ report that came out 
just this past June had some good news 
and some bad news. The bad news was, 
we’re still going broke; but the good 
news is we’re going to go broke a year 
later than what we told you last year. 
The reason is because 600,000 hospital 
beds weren’t filled in 2005 that they 
thought would be filled in 2005. And 
why weren’t they filled? Because the 
doctors were doing a better job. They 
were keeping people out of the hos-
pital. Maybe the prescription drug ben-
efit was allowing them for more timely 
treatment of disease, to treat disease 
earlier. So we didn’t push them on that 
health disease continuum in the arena 
of disease, we kept them on the side of 
health. Things that are done in ambu-
latory surgery centers that are billed 
to part B, the physicians’ part of Medi-
care, are actually savings that accrue 
in part A. Let’s take those savings, se-
quester them, wall them off, a lock 
box, like we used to talk about back in 
2000. Remember that? Put those sav-
ings in a lock box and use them to off-
set the cost of repealing the SGR in 
2010. 

b 2030 

That is the type of innovative think-
ing that is going to be required to get 
us out of this conundrum. And why is 
it important? Again, Alan Greenspan 
said, ‘‘What worries me more is not 
how you pay for it, but is there going 
to be anyone there at the bedside to 
provide the service?’’ 

I don’t want to make light of what is 
a very serious situation. Yeah, there 
will always be someone there at the 
bedside, but I don’t know that you 
want to look up and find it is Dr. Nick 
who is delivering your care, Dr. Nick, 
the famous physician from Springfield, 
Somewhere, U.S.A. who can do any op-
eration for $199.95. That may be the 
physician of the future. We don’t want 
to leave that legacy for our children. 
We need to correct this situation now. 
We can do it in this Congress if we just 
have the political will to work together 
to get this done. 

Now, my time is almost up. This dis-
cussion on health care is likely to con-
sume the better part of the next 2 
years of both dialogue here on the floor 
of the House, dialogue on the Presi-
dential campaign trail, and indeed dia-
logue in the general public. The United 
States is, indeed, at a crossroads. It is 
incumbent on every one of us here who 
believes, who believes in the American 
system of providing health care, that 
we be educated and we stay involved 
and we be committed to being at the 
top of our game every single day, 
whether we agree on every principle or 
not. We have to be on the top of our 
game every single day. 

This is one of those rare instances 
where it is necessary, certainly on my 
side, to be prepared to win the debate 
because we don’t have the votes to win 
much of anything in subcommittee, 
committee or the House floor. But it is 
an important topic. It is one of that 
the American people believe that we 
should be involved in. 

If we adhere to the principles that I 
have outlined here this evening, I 
think that ultimately we are going to 
post a win for the health of the Amer-
ican people and for generations yet to 
come. That is the central task in front 
of us. 

f 

FISCAL RESPONSIBILITY AND THE 
WAR IN IRAQ 

The SPEAKER pro tempore. Under 
the Speaker’s announced policy of Jan-
uary 18, 2007, the gentleman from New 
Hampshire (Mr. HODES) is recognized 
for 60 minutes. 

Mr. HODES. Mr. Speaker, I am de-
lighted to be here tonight to talk about 
a number of issues that are of grave 
importance to this Congress and to the 
people of this country. I will be joined 
by some of my colleagues tonight who 
represent districts all over this coun-
try. 

We are going to talk about a number 
of things tonight. We are going to talk 
about fiscal responsibility, which 
means money. It means we are going to 
talk a little bit about how in this 
Democratic majority Congress we have 
now taken a new responsible approach 
to spending the taxpayers’ hard-earned 
tax dollars, because that is one of the 
main reasons that the taxpayers of this 
country sent a new Democratic major-
ity to Congress, because they saw what 
had happened under previous Con-
gresses. They saw that the Congress 
had engaged in borrow-and-spend poli-
cies that had left us with huge deficits, 
where before we had big surpluses, now 
we were running out of balance. And 
everybody knew that they couldn’t run 
their businesses that way. They 
couldn’t run their homes that way. And 
so they sent us to Congress to make a 
change about what we were going to 
do. 

We are also going to move to talk 
about health care. We are going to talk 
about health care for kids because that 
is an issue that is very, very current. 

The President has vetoed a fiscally re-
sponsible, that means responsible with 
the money of the taxpayers, bill that 
would provide health care for the need-
iest kid in the country. He has vetoed 
that legislation. He said he doesn’t 
want to have health care for our kids 
by vetoing that legislation. 

We are going to be coming up for a 
vote in not too long about that. So we 
are going to talk about what it means 
for kids and for health care, and we are 
also going to sort of compare that to 
what is going on with the spending on 
the war in Iraq because the President 
and his administration have come and 
said they want to spend $191 billion 
more this year on the war in Iraq but 
they don’t want to spend $35 billion to 
insure our kids. 

I will just talk briefly now, and I 
have got a chart up, that shows you 
where we were when we started this 
Congress, what had happened with the 
mess. It is an example of what we were 
sent to fix, because this chart shows 
public borrowing by the administra-
tions and the annual average of what 
we had to borrow to run our govern-
ment. What you can see is where we 
came in to Congress. What we saw was, 
if you take a look down here in the 
lower corner, we started with President 
Carter. That little blue line shows that 
we were borrowing about $50 billion. 
Then you can see what happened under 
Presidents Reagan and Bush. Then you 
can see over here that under President 
Clinton we were able to handle the tax-
payers’ money in a responsible way. In 
fact, President Clinton, who was a 
Democrat, handled money so respon-
sibly for the taxpayers of this country 
that when he left office in the year 2000 
we were looking at budget surpluses 
over the next 10 years in the trillions 
of dollars. But when the Republicans 
took control, when President Bush 
came in, in 2000, he turned that upside 
down and topsy-turvy, and what we 
were left with coming into this Con-
gress was the fact that President Bush 
was borrowing about $300 billion during 
his first 6 years. He had turned sur-
pluses upside down into huge deficits 
that left us in the hole as far as the eye 
could see. 

That is what we came in with. We 
came in with that, and we had to re-
store fiscal responsibility. Now, ‘‘fis-
cal’’ is a big word. It just means being 
responsible with the hard-earned 
money that the taxpayers of this coun-
try send to Washington so that an ef-
fective government honors local con-
trol but is able to get the projects done 
and run the programs that the people 
of this country expect. They expect us 
to be stewards of the public trust. By 
that, I mean they expect us to be hon-
est about how we are spending their 
money. They expect us to use their 
money wisely. They expect us, just like 
they do at home and in their busi-
nesses, to balance things out and not 
spend more than we take in. And they 
want to make sure that we are spend-
ing their money wisely. 
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