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more and more strain, more and more
tours of duty.

Here are our priorities. We passed the
largest increase in veterans benefits in
the 77-year history of the VA. We
passed legislation to increase the min-
imum wage. We passed legislation to
expand access to health care for 10 mil-
lion children. We passed legislation to
cut the student loan interest rate in
half. The list goes on.

And what do you hear from the Re-
publicans? Nothing. You hear, let’s put
more money into the war in Iraq. Let’s
lengthen the time that the men and
women fighting on our behalf spend
there. Let’s send them over there for
more and more tours of duty. Do you
ever hear anything from that side of
the aisle in terms of an agenda, in
terms of getting anything done? All I
hear is ‘“‘no.” All I hear is, ‘‘not going
to do that.” All I hear, again, is, ‘“Yes,
Mr. President. Whatever you say, Mr.
President.”

Our criticism of them, Mr. MEEK and
Mr. RYAN, if you remember, in the 30—
Something Working Group in the 109th
was that they were the bobblehead Re-
publicans who did nothing more than
shake their head up and down and do
whatever the President said. And noth-
ing has changed. Well, guess what. A
year from now, which is just about a
year from now, they will be called to
account just like you said, Mr. MEEK,
and we will see just how many fewer
Republicans there will be here that
serve in this chamber, because I think
the American people have had it up to
here.

I would be happy to yield to the gen-
tleman.

Mr. MURPHY of Connecticut. I just
want to make a point. It is not like we
are out on a limb here. We just saw a
poll that came out a few days ago from
CNN that shows that seven in 10 Amer-
icans oppose this war. That is the high-
est number, 68 percent, 70 percent of
Americans oppose this war, the highest
number since the war began.
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We are seeing almost by the week, by
the day, new generals, new senior re-
tired American military officials com-
ing out and breaking with this Presi-
dent. We have already seen the Iraq
Study Group, we have already seen doz-
ens of foreign policy experts come out
and plead with this President. Even
many of his best friends, many of his
father’s advisors have pleaded for a
new course.

The Democrats are on the side of the
American public. The Democrats are
on the side of the foreign policy com-
munity on Iraq. The Democrats are on
the side of an increasing number of re-
tired military generals and officials on
this issue. As you said, there is just a
very loyal, very recalcitrant block of
Republicans who refuse to abide by the
growing will of the American public on
this issue. There will be a price to be
paid for this.

Ms. WASSERMAN SCHULTZ. If the
gentleman will yield. What is clear
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here is there is a threat of panic run-
ning through the caucus on the other
side of the aisle because we are up to 16
of their incumbent Members who have
decided to bail and who recognize that
the ship is listing and has been listing
badly and is in danger of just com-
pletely going down. There doesn’t ap-
pear to be any likelihood of the ship
righting itself in the near future. They
aren’t expected and aren’t expecting to
get their act together and focus on an
agenda that the American people sup-
port because they have been a one-
note, tunnel-vision party for far too
long.

So you have 16 that have decided to
retire already, with, we are sure, more
to come. It’s just not surprising be-
cause they do not share the priorities
of everyday working families, Ameri-
cans who want the Congress to focus on
a new direction and not give them
more of the same.

Mr. RYAN of Ohio. It’s interesting,
and I think you made the right point.
It seems like the President has one pri-
ority, and one and only one, and that is
the funding of the war. What is inter-
esting is when you look at the Labor-
HHS bill, some of the other bills we are
trying to pass that increase the Pell
Grants and some of the other things,
we are not getting the level of support
we should.

These vets need those programs.
These veterans that are coming back,
it’s not like they are making a lot of
money, many of them with their kids
they are trying to send to college. So
why wouldn’t this apply? The vets
aren’t just fighting for the Defense ap-
propriations bill that passes out of the
House or the VA benefit package that
passes out of the House. The veterans
are fighting for America. They are
fighting for a strong country that does
research and development. Veterans
have family members who get cancer.
So they are very concerned, I would
think, Mr. Speaker, with investments
at NIH to continue cancer research.
They have kids that may need health
care. They have kids that go to school.
They may have a kid that wants to
participate in a Head Start program. In
each instance, Mr. ALTMIRE, our fear-
less leader in this 30-Something group
tonight, these vets are fighting for
what makes America great, and that is
freedom, that is investment, that is a
strong economy. Those are the kind of
things we are investing in.

So to say your only priority is the
war and spending what is now pro-
jected by the end of the year $1.3 tril-
lion in the war. The President says,
and a small group of recalcitrant Re-
publicans say here in the House: We
can’t fund it because we don’t have the
money to put in the health care and ev-
erything else.

Mr. MEEK. Will the gentleman yield
for a second? I know you’re an appro-
priator and we are talking about appro-
priations. You and Mr. MURPHY are
kind of throwing around these big
words tonight. Let it be known that
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some of us in the room just want to
break it down a little bit here in this
Chamber.

I can’t go back to my district and
tell Ms. Johnson and Ms. Rodriguez or
Ms. Jones who worked their entire
lives that because the President de-
cides to veto the Labor-Health bill, and
I think it’s important that we share
this with the Members, we can’t tell
those individuals to suck it up. I am
sorry that you weren’t in the Defense
bill. T am sorry that it had nothing to
do with Iraq and Afghanistan, that we
can’t be for you.

One thing I can say here in this
House is that we are for them and that
we are standing for those individuals,
and they are Republicans and they are
Independents and they are Democrats
and they are nonvoters and individuals
thinking about voting for the first
time. They are the sick and shut-in on
that sick and shut-in list when people
go to wherever they worship, or what-
ever the case may be. They are the in-
dividuals counting on this Congress to
stand for them.

The Congress is doing what we are
supposed to do, Mr. ALTMIRE. But the
bottom line is that the President has
to do what he has to do, and he has to
be the President of the United States
of America, not just to secure the issue
in Iraq. We have Americans here right
now that need our support and our
help.

I am glad that we are here and I am
glad that we are putting the pressure
on the minority party to do the right
thing on behalf of their constituents
and the American people.

Mr. ALTMIRE.

Mr. ALTMIRE. Thanks to all my col-
leagues who ©participated tonight.
Thanks, especially, Mr. Speaker for the
time allotted to us. Please, to continue
the discussion, anyone can go to
www.speaker.gov and go to the 30-
Something Working Group and we can
continue this discussion by e-mail.

I thank the Speaker.

AMERICAN HEALTH CARE SYSTEM

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 18, 2007, the gentleman from
Texas (Mr. BURGESS) is recognized for
the remaining time until midnight as
the designee of the minority leader.

Mr. BURGESS. I thank the Speaker.
The hour is late, the time is short. I do
want to talk a little bit about health
care this evening. Maybe, Mr. Speaker,
in order to clear the air from the last
40 minutes, let’s start off with a Bible
verse. Let’s start off reading from the
0Old Testament from the book of Ha-
bakkuk, Chapter 2. ‘I will stand upon
my watch, and I will set me upon the
tower, and I will watch to see what he
will say to me, and what I shall answer.
And the Lord answered, Write the vi-
sion, make it plain upon tables, that he
may run that readeth it. For the vision
is yet for an appointed time, but at the
end it shall speak and not lie. Wait for
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it, because it will surely come. It will
not tarry.”

Mr. Speaker, I think those are impor-
tant words. We are going to talk a lit-
tle bit about the vision for health care,
the future of health care in America.
Sometimes we will have to wait for it,
but it will come. It’s a universal prob-
lem in this country. Some people think
it has a universal solution; others dis-
agree with that. But those two philoso-
phies of health care, that that can be
solved by the government or that that
is better solved by individuals, those
two competing philosophies are really
going to be played out front and center
over the next 18 to 24 months, both in
this Congress and on the national stage
in Presidential elections.

I may be oversimplifying the issue a
little bit, but it underscores the basic
arrangements. We sometimes appear to
discuss health care only in the realm of
insurance, government systems, third-
party systems. In fact, Mr. Speaker, if
you recall back in 1993, when the at-
tempt was made with the Clinton
health care plan, a lot of us who
worked in health care at the time were
perplexed, we were concerned because
at the time the plan seemed to be less
about health care and more about the
transactions involving health care,
that is, more about insurance than ac-
tual health care.

You know, back not too terribly long
ago health care meant you called your
doctor, you saw your doctor, you paid
your doctor on the spot. Now, we have
this convoluted system of third-party
payers, government payers, private em-
ployee and self-pay. It’s a complicated
plan. It works. Hardly can be described
as efficient. But it does work.

Mr. Speaker, we have got to ask our-
selves: Is our goal in reforming health
care, is our goal indeed in transforming
health care to protect our patients or
are we here to protect that third-party
system of payment? Is our goal to pro-
vide Americans with a reasonable way
to obtain health care, a reasonable way
to communicate with their physician,
with their doctor, with their nurse?

We really need to proceed carefully
because the consequences of any poor
choices we make over these next 18 to
24 months, the consequences of those
poor choices will reverberate for dec-
ades. Not just in our lifetime, but in
our children’s lifetimes.

Mr. Speaker, I often stress that the
fundamental unit of production of this
great and grand American medical ma-
chine, the fundamental unit of produc-
tion is the interaction that takes place
between the doctor and the patient in
the treatment room. It is that funda-
mental unit of production which we
must protect, we must preserve, we
must defend. Indeed, anything we do to
try to transform or reform the health
care system in this country, first off,
we need to ask: Is it going to bring
value to that fundamental unit of pro-
duction of the American health care
machine?

The test before us is do we protect
people or do we protect the special in-
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terest groups. Do we protect big gov-
ernment or do we protect individuals?
Do we believe in the supremacy of the
State or do we believe in the sanctity
of the individual? An educated con-
sumer makes for a better health care
system. We need to make health care
reform about patients.

Let me just spend a little time talk-
ing about what are some of the pre-
dominant plans that we hear talked
about, some of those placed forward by
the Presidential candidates, something
that we hear talked about on the other
side of the aisle here in this House. It’s
often referred to as a single-payer sys-
tem or universal health care coverage.
It’s got a nice ring to it. It’s almost se-
ductive. Why shouldn’t the world’s
strongest and best economy, the
world’s strongest and best health care
system provide free health care to all?
Well, perhaps the words of P.J.
O’Rourke penned back in 1993 in the
Liberty Manifesto, when he stated, If
you think health care is expensive now,
wait and see what it costs when it’s
free.

Mr. Speaker, the American health
care system has no shortage of critics
at home or abroad. But, Mr. Speaker, it
is the American health care system
that stands at the forefront of innova-
tion, the forefront of new technology.
These are precisely the types of sys-
temwide changes that are going to be
necessary to efficiently and effectively
provide care for Americans in the fu-
ture. There’s no way we can pay for all
the care we are going to need to buy if
we rely entirely on today’s systems
and solutions. There have to be new
systems and solutions developed for
the future, and they will deliver on
that promise. The price will come
down, but only if we give the system
the freedom to act and develop those
measures.

Now, the New York Times, not some-
thing that I normally read, but just a
little over a year ago the New York
Times, renowned for its liberal
leanings, published October 5, 2006, an
article by Tyler Cowan, who wrote at
the time, “When it comes to medical
innovation, the United States is the
world’s leader.” Continuing to quote,
“In the past 10 years, for instance, 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 have gone to
researchers outside of this country.”
He goes on to point out that five of the
six most important medical innova-
tions of the past 25 years have been de-
veloped within and because of the
American system.

Now, Mr. Speaker, comparisons with
other countries may be useful, but it is
important to remember that the Amer-
ican system is always reinventing
itself and it’s always seeking improve-
ment. It is precisely because of the ten-
sion inherent in this hybrid public-pri-
vate system that creates that tension
and creates that impetus for change. A
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system that is completely and fully
funded by a payroll tax or some other
policy has no reason to seek improve-
ment. Its funding and its funding
stream is going to be reliable and pre-
dictable, occurring day after day.
There’s no reason to try to improve a
system like that. It’s always in com-
plete balance, complete equilibrium,
and faces stagnation. But if there does
become a need in such a system to bal-
ance payments or control costs, where
is that going to come from? We have
already seen from our experience with-
in our own Medicare system that is
going to come at the expense of the
provider. It always has, it always will.
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The difficulties faced by providers
within the Medicare system on an on-
going basis are truly staggering.

Mr. Speaker, the fact is the United
States is not Europe. American pa-
tients are accustomed to wide choices
when it comes to hospitals, physicians
and pharmaceuticals. Because our ex-
perience is unique and because our ex-
perience is different from other coun-
tries, this difference should be ac-
knowledged and embraced, maybe even
celebrated. But certainly when reform,
either public or private, is discussed in
this country, we need to be cognizant
of that difference.

That is one of the many reasons why
a universal health care system, or a
single payer system, translate that to
“‘the government,” to me seems almost
inadvisable, and certainly doesn’t seem
sustainable over time as an option. So
let’s think about some of the principles
that really should be involved when we
talk about changes and improvements
to our health care system.

Three principles that I focus on, and
I think really form the crux of the
basis of all activities regarding health
care reform or transformation of the
health care system, are affordability,
accountability and advancements.
Three things fairly easy to remember,
almost an iteration when you put them
right together.

Under affordability, one of the things
I think we oftentimes forget is what
does it really cost to deliver the care?
How do we assign those costs? How do
we allocate those costs? The pricing for
health care services really ought to be
based on what is indicated by the mar-
ket. But that isn’t always the case. Of-
tentimes it is what is assumed by ad-
ministrators, and consumers and even
physicians are completely insulated,
completely anesthetized as to what the
care costs or what it costs to deliver
the care.

Now, an article or an op-ed from the
Wall Street Journal earlier this year
by Robert Swerlick, a dermatologist
from Emory University, the title of his
column was ‘‘Our Soviet Health Sys-
tem.” He laments the difficulty in find-
ing a pediatric endocrinologist, but in
turn it seems so easy to find a veteri-
narian who specializes in orthopedics
for his Labrador Retriever. So he can’t
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find a doctor for his child, but he has
no trouble finding one for his canine
acquaintance.

Now, the reason for that is the ad-
ministrative pricing system that really
is dictated by our Medicare system.
And I think Dr. Swerlick really hits
the nail on the head. He says, ‘“The
roots of this problem lie in the use of
an administrative pricing structure in
medicine. The way prices are set in
health care already distort the appro-
priate allocation of efforts and re-
sources in health care today. Unfortu-
nately,” he goes on to say, ‘many of
the suggested reforms in our health
care system, including various plans
for universal care or universal insur-
ance or a single-payer system that var-
ious policymakers espouse, rest on the
same unsound foundations and will
produce more of the same.”

He goes on to say, ‘‘The essential
problem is this: The pricing of medical
care in this country is either directly
or indirectly dictated by Medicare.”
We have a system of Federal price con-
trols in medicine in this country.

Again, continuing to quote, ‘‘Rather
than independently calculate prices,
private insurers in this country almost
universally use Medicare prices as a
framework to negotiate payments, gen-
erally setting payments for services as
a percentage of the Medicare fee sched-
ule.”

This is an extremely important
point, Mr. Speaker, and one that I
don’t think Members of this body truly
grasp. It is so important, we are going
to revisit it again in a minute when we
talk about Medicare pricing and what
is happening in the physician realm.
But remember that, because that is an
extremely important point.

Medicare administrators set the
prices. Private insurance companies in
this country tend to follow suit. So
when you say we have got a market-
based economy in health care, really
nothing could be further from the
truth.

““And,” as Dr. Swerlick goes on to
say, ‘‘unlike prices set on market con-
ditions, the errors created are not self-
correcting. Markets may not get the
prices exactly correct all of the time,
but they are capable of self-correction,
a capacity that has yet to be dem-
onstrated by administrative pricing.”

Again, he goes on to associate this
with the system that was in place in
the old Soviet Union, and in fact cor-
rectly relates some of the problems in
the old Soviet economy to the reason
the old Soviet Union is not with us any
longer. So we really need to pay careful
attention to that.

Transparency, I think that is some-
thing that we talk about a lot, but we
don’t spend nearly the time focusing on
the issue as we should. Transparency
between pricing for physicians and hos-
pitals is essential. We want to go to a
system where there is more consumer-
directed health care, where consumers
are more informed. But in order for
consumers to be informed, they have to
have the ability to go and get the data.
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Right now, the opacity built into the
pricing structure between physicians
and hospitals is significant, and, as a
consequence, it becomes very, very dif-
ficult for the patient, the health care
consumer, to be able to make those de-
terminations.

The other aspect that enters into it,
of course, is the issue of physician
quality. Sometimes that is an intan-
gible. Sometimes that is something
that is difficult to know just from vis-
iting a Web site or checking data that
may be available, and that may be the
word of mouth type of information
that is delivered from one patient to
another. A wait time, for example, in
one office that is much longer than in
another office, you might be willing to
pay a little bit more to wait a little bit
less time, or you might be willing to
wait a little bit more time if the care
delivered in that office is truly exem-
plary.

Now, Texas has taken some steps to
make this more of a reality. I think
people would like the ability for com-
parison. In fact, they would like to be
able to go on-line for that comparison.
I think Travelocity For Health Care,
wouldn’t that be a powerful tool to put
into people’s hands.

An example in Texas is what is called
Texas Price Point. There is a Web site,
www.txpricepoint.org, which was cre-
ated to provide basic demographic
quality and charge information on
Texas hospitals and to promote addi-
tional or ready access to consumer and
hospital information and the appro-
priate interaction that could occur as a
result of that.

The program is very new. The data
sometimes is a little too sparse, but it
is a program that will build on itself
over time and one that will I think pro-
vide significant utility to patients in
Texas. And I believe other States have
other programs. I think Florida has a
program that is up and running. These
are going to be critical. Some insur-
ance companies have developed their
own programs, and that will provide a
critical knowledge base for patients
who are covered by those insurance
companies.

One of the things that is going to af-
fect affordability, even accessibility as
far as physicians are concerned, is
what I alluded to earlier with the Medi-
care pricing.

Mr. Speaker, we had reported to us
from the Center for Medicare and Med-
icaid Services the first of this month,
not even 2 weeks ago, that the pro-
posed physician payment cuts for next
year will be just a little bit over 10 per-
cent for doctors across-the-board in
this country. That is untenable. Doc-
tors cannot be expected to sustain that
type of reduction.

There is no telling what it does to a
physician’s ability to plan. A physi-
cian’s office, after all, is a small busi-
ness, and if they are going to be facing
this type of price reduction, it is very
difficult to plan. Do you hire a new
nurse, do you purchase a new piece of
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equipment, do you take on a new part-
ner, when year over year the Medicare
system visits this type of travesty
upon physicians? And this Congress,
through both Republican majorities
and now Democratic majorities, and
Democratic majorities that preceded
1994, have refused to deal with this
issue in a way that corrects it once and
for all and gets us past the problem.

The difficulty is that year over year,
the physician pricing is set by a for-
mula called the sustainable growth
rate formula, and year over year for
the past 5 years and projected for 10
years into the future, every year there
is a cut to physician reimbursement.

Now, you might say that doctors
earn enough money and it is the Medi-
care system, so what harm is there in
that? Let’s go back for just a moment
to Dr. Swerlick’s article about admin-
istrative pricing.

‘“Again,” he said, ‘‘the essential prob-
lem is this. The pricing of medical care
in this country is either directly or in-
directly dictated by Medicare, and
Medicare uses an administrative for-
mula, the sustainable growth rate for-
mula, which calculates appropriate
prices based upon imperfect estimates
and fudge factors. Rather than inde-
pendently calculate prices, private in-
surers in this country almost univer-
sally use Medicare prices as a frame-
work to negotiate payments, generally
setting payments for services as a per-
centage of the Medicare fee structure.”

So, let’s think about that, Mr.
Speaker. What happens on January 1 if
this House does not take some action
to prevent that 10 percent reduction in
physician payments? What happens on
January 1 is all of those insurance con-
tracts that peg to Medicare reimburse-
ment rates, all of those are going to be
reduced by a factor of about 10 percent,
or in some cases a little bit more. If a
plan pays 120 percent of Medicare and
Medicare is reduced 10 percent, that
plan will reduce a concomitant
amount, which will be a little bit in ex-
cess of 10 percent for their pricing on
their physician services.

Again, it has ripples and effects far
beyond, far beyond what it would be af-
fected just by the Medicare system.
And it leads to a problem, it leads to a
problem of what happens with the phy-
sician workforce.

Now, just a little over 2 years ago,
when Alan Greenspan, the former
Chairman of the Federal Reserve Board
here in Washington, DC, was retiring
and sort of made a tour around the
Capitol, sort of a one last victory lap
around the Capitol, and came and met
with a group of us one morning, the
question was inevitably asked, what do
we do about Medicare? What do we do
about the liabilities, the future liabil-
ities in Medicare? How are we going to
meet those obligations?

The chairman thought about it for a
moment and then said, you know, I
think when the time comes, Congress
will take the action necessary and that
the Medicare system will endure, will
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be preserved. There may be some dif-
ficult choices and trade-offs that have
to be made, but Congress at the correct
time will make those choices.

He stopped for a moment and then
went on to say, what concerns me
more, is will there be anyone there to
deliver the services when you require
them?

And that really comes to the crux of
the matter here. If we have a system
within our Medicare reimbursement
schedule for physicians where within
the whole Medicare system itself, parts
A, B, C and D, if only part B is affected
by this, part A, which is the hospitals,
they have a cost of living adjustment,
part C, which is HMOs, they have a
cost of living adjustment, part D,
which is prescription drugs, they have
a cost of living adjustment, if the only
ones living under this onerous formula
are the physicians, what happens over
time?

Well, what happens is people will re-
tire early, people will restrict their
practices so they no longer see Medi-
care patients, physicians will restrict
the procedures that they offer Medi-
care patients, perhaps preferring office
procedures to surgical procedures that
tend to be more labor intensive and
time intensive.

It certainly has an effect on the law
of supply and demand, if you will, as
far as physician services are concerned
within the Medicare system itself. For
that reason, for that reason, it has a
significantly pernicious effect on the
physician workforce.

Remember, I started out this talk
and I said we always want to focus on
are we delivering value to that doctor-
patient interaction in the treatment
room? Well, I will submit if you don’t
have a doctor there for that doctor-pa-
tient interaction in the treatment
room, it is impossible to deliver value
of any sort, if you don’t have the physi-
cian there in the first place.

So that is a critical part. A critical
part of establishing and creating value
for the patient is ensuring that there is
indeed a capable and trained and caring
physician there for that patient in the
treatment room. And I worry that
what we are providing for physician
compensation within the Medicare sys-
tem, which has ramifications through-
out the entire private pay structure
through the health care system, I do
worry if that is a condition that can in-
deed be sustained.

Now, one of the other things that I
think we oftentime lose sight of when
we talk about affordability, we always
talk about the number of uninsured
that exist in this country. Sure
enough, it is too big a number. The
number varies, depending upon who
you read.

But if we talk about the number
today, we are probably going to talk
about a number of around 47 million
uninsured. And we always stop there
and say, well, we have to do something
about the 47 million who are uninsured,
as if that was one homogenous popu-
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lation and one solution would work for
everyone who is caught up in that cat-
egory.

But the reality is, one of the large in-
surance companies in this country did
a little investigating to see who makes
up, who is involved in this population,
this universe of people who are unin-
sured.
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It turns out 10 percent are university
students. If you say we have 47 or 48
million people uninsured, 10 percent of
that is 4.8 million, nearly 5 million, are
university students. Students who may
arguably have health coverage avail-
able through their university or col-
lege. But even if they don’t, this is a
group of people that is pretty easy to
insure. It is pretty inexpensive to in-
sure.

So a solution for that group would be
vastly different than some of the other
groups identified. Twenty percent of
that population is already eligible for
Medicaid or the State Children’s
Health Insurance Program. Why States
with outreach efforts have not identi-
fied those individuals, I don’t know.
Perhaps we ought to make it incum-
bent for States to do that work.

If we are providing Federal funds at
all sorts of levels, maybe we ought to
make it incumbent on States to do
that outreach work so those individ-
uals are enrolled in Federal programs
to provide that. Again, think about it:
20 percent of 47 or 48 million people,
that is almost 10 million people that
could be taken off the rolls of the unin-
sured tomorrow because the programs
already exist to take care of them. You
don’t need to create a new program or
do something different from what you
are doing right now. Current Medicaid,
current SCHIP will cover 20 percent of
that population.

And 20 percent earn almost $80,000 a
year. That is not a huge sum of money,
but certainly a group of people that
might be considered to be able to pro-
vide something toward their own
health care. I am not a fan of man-
dates. I don’t think you get anywhere
by telling people what they have to do.
But if we allow insurance companies
some freedom to create the types of
programs that would be of value to
that segment of the population, that
would be affordable to that segment of
the population, if we would perhaps re-
move some restrictions, maybe remove
some mandates, or decide what are
those things that are going to comprise
a basic package of benefits so we can
make it affordable and marketable to
that group of individuals who arguably
have some disposable income that they
could use towards their health care
rather than creating a huge, new Fed-
eral structure to bring them in. Maybe
that is a tactic that could be taken.

Mr. Speaker, we don’t like to focus a
lot of time and energy on this, but we
have to talk about it, and that is 20
percent of the people who fall into the
category of the universe of uninsured
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people in this country are individuals
who are in the country without the
benefit of a Social Security number.
Again, that is something that we as a
country and we as a Congress do need
to deal with. Whether that is increased
efforts at controlling who is coming
into our country and increased efforts
at controlling our borders, but this is
part of the problem that we as a Con-
gress have yet to really face and deal
with.

We made some efforts, to be sure, in
the current State Children’s Health In-
surance Program. One of the recent
legislative proposals that came
through Congress and was passed by
Congress that is still tied up in nego-
tiations wanted to relax the
verification required for someone being
able to document or verify that they
are in this country legally. I don’t
know. I think this body needs to decide
what direction it wants to go on this. I
don’t know that is a terribly useful ac-
tivity from my perspective. It might
engender more people wanting to come
into this country to get benefits, but
that is something that this Congress
has to take up and face no matter how
difficult it is.

Mr. Speaker, we have talked about 10
percent university students, 20 percent
already eligible for Medicaid or SCHIP,
20 percent who earn nearly $80,000 a
year and 20 percent who are nonciti-
zens. If we add those all together, that
is approximately, 10, 20, 30, plus 5, so 35
million out of 47 million uninsured. We
may have some solutions that are real-
ly just at our fingertips if we would ex-
pend a little bit of effort. And this is
very frustrating to me. We never seem
to want to do the effort to break down
who is included in the population.

We are all too content to take the
number 47 million uninsured and use it
as a political bludgeon to beat each
other over the head, but we are never
willing to do the work that a private
insurance company did in a relatively
short period of time. We never seem to
be willing to do the work. With all of
our Federal agencies and bureaus that
count numbers and people, we never
seem to be able or willing to do the
work to get this number, break it down
into the smaller subsets, the smaller
populations where, in fact, we may be
able to provide some significant ben-
efit.

Now, one of the things that I think
we do need to talk about is on the as-
pect of accountability. First off, in any
system that we talk about devising or
implementing, we surely have to keep
freedom of choice. We want to see the
doctors we want to see when we want
to see them. When hospitalization is
required, freedom of choice has to re-
main central.

One of the things that oftentimes
gets lost in the discussion when you
look at the breakdown of how health
care expenditures occurs in this coun-
try, approximately half is paid for by
the Federal Government. When you
look at the Medicare and Medicaid pro-
grams, we heard some discussion of the
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HHS appropriations bill, $680 billion,
almost $700 billion spent by this coun-
try every year by Medicaid and Medi-
care. Add to that the money spent in
the veterans health service and add to
that the money spent in the Indian
health service and add to that the
money spent in the Federal prison sys-
tem, and you come pretty close to 50
cents out of every health care dollar
that is spent in this country has its or-
igin here on the floor of this Congress.
So that is a pretty big chunk that
comes from the Federal Government
already.

The other half is not entirely private
insurance, but certainly there is a
large portion accounted by private or
commercial insurance in this country.
A portion, a portion is paid for by the
patient out of their pocket.

I would include the growing number
of people who are covered by health
savings accounts in this group. Health
savings accounts being a high-deduct-
ible insurance policy where a person is
able to accumulate dollars, pre-tax dol-
lars in a savings account dedicated to
their health care. Those dollars are
owned by the individual. They are dol-
lars that would, if something happened
to the individual, they would stay in
the family. They don’t go back to the
Federal Government like Social Secu-
rity. These are dollars that would stay
around and be there to help your fam-
ily. They would be there to help some-
one when they transition into the
Medicare system.

Mr. Speaker, I had a medical savings
account back in the 1990s when I was in
the private practice of medicine back
in Texas. I thought it was a great
thing, not so much because of the
money I was accumulating in this med-
ical IRA. I thought it was a great thing
because that was the time when HMOs
were making big inroads into our med-
ical practice in north Texas, and I
liked the idea of being in charge of my
health care decisions because I owned
my own health insurance policy. As an
individual policy, I felt I had much
more power over what decisions were
made for my health care and my fam-
ily’s health care.

So the whole concept of ownership,
owning that medical IRA and being al-
lowed to accumulate those savings to
offset future medical expenses, that is
a fundamental desire of many Ameri-
cans. And I think that is a desire that
should be encouraged and embellished.
Why not be able to accumulate a few
dollars dedicated toward your future
health care needs? That is a pretty
powerful tool to put into people’s
hands.

Again, for me the issue was being
able to be in charge of my own health
care, that individual freedom that
comes with increased sovereignty.
That was critical for me when I went
out and looked for a medical savings
account when they were first offered
back in 1996 or 1997.

Certainly, Mr. Speaker, whenever we
talk about accountability within the
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health care system, independence of
the patient, the patient as an inde-
pendent agent is something that must
be preserved. That preservation of au-
tonomy for the patient or the patient’s
designee if a medical power of attorney
is exercised, but that is who should be
responsible for the care, to be able to
accept care, to be able to decline care
if a particular medical intervention is
either sought or someone wishes to not
participate in the medical intervention
that is offered. That is a fundamental
right that we really should not take
away from people.

Advancements within the system.
Again, the science of our medicine here
in the United States is superior to that
anywhere else in the world. You might
say that our system of allocation or de-
livery system needs work, but no one
can argue about the science that is
present in the medical system in this

country.
So, high standards. We want to keep
those high standards. The under-

pinnings of the American medical sys-
tem has always been that we have high
standards and we enforce standards of
excellence, and nothing in the future
should change that or undermine that.
In fact, pathways to facilitate future
growth in excellence should be encour-
aged.

When you talk about expanding the
role of the Federal Government in
health care, you look at some other
places where the Federal Government
has a really big footprint, like our So-
cial Security system, or the IRS. Are
those systems administered with the
highest standard? Or is it lowest com-
mon denominator? That is certainly a
question worth asking before we in-
crease that segment that is taken over
by the Federal Government.

As far as innovative approaches,
American medicine has always been
characterized by embracing innova-
tion, developing new technologies and
treatments. The transformational
times we have had in medicine in the
last century, development of anes-
thesia and blood banking in the 1910-
1920 time frame, development of large-
scale production of antibiotics and
anti-inflammatory agents in the 1940s,
the development of antipsychotic and
antidepressant medications in the
1960s, development of newer hyper-
tensive agents in the 1960s, the begin-
ning of the development of medicines
or the recognition that elevated choles-
terol levels could lead to disease, and
the beginning of medicines that would
begin to impact that in the 1960s, all of
those transformational events. And
during those same times, in the 1910 to
1920 time frame, you had a congres-
sional investigation or commission to
investigate the vast discrepancy be-
tween curricula in medical schools in
one part of the country versus another,
and the standardization of medical
school curricula which was so critical
for establishing that knowledge base of
science that was going to carry us for-
ward through the last century.
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In the 1940s, you are the introduction
of employer-based insurance because of
a reaction to wage and price controls
that were in existence in the 1940s. And
finally in the 1960s, you had the inter-
jection of Medicare and Medicaid, for
the first time the Federal Government
having a big footprint in paying for
health care.

So all of those transformational
times were where the science changed
rapidly and the public policy changed
rapidly. I think we are on the cusp of
such a time right now. Things are
going to be changing in the realm of
the whole arena of personalized medi-
cine. The threshold of that stretches
just before us.

The whole concept of far earlier pre-
vention than anyone has thought pos-
sible. We have all heard that an ounce
of prevention is worth a pound of cure.
Well, we are going to get to use those
ounces of prevention because of the
studies and work that has gone on with
studying the human genome and the
whole phenomenon of genomic medi-
cine. We are going to be able to get
that ounce of prevention administered
so much earlier. So we will get the eq-
uity from that pound of cure in so
many ways that really we can’t even
fathom them at this point.

What is critical is that this Congress
not get caught up in the transactional,
not always get caught up in the insur-
ance and the Medicaid and the Medi-
care. Don’t be so caught up in the
transactional that you block the trans-
formational because that is the real
tragedy. That is the real difficulty.
That is the real danger to the genera-
tions for a decade from now, two dec-
ades from now, three decades from
now.

That is why this Congress needs to be
so focused on this issue. That is why all
of us on both sides of the aisle need to
make ourselves students of health care
policy. We need to find out as much as
we possibly can about it. We need to
come to this floor every day and every
night prepared to debate this on the
merits and science. Leave the politics
on the side. This is one of those issues
that is too important to leave to poli-
tics.

———————

LEAVE OF ABSENCE

By unanimous consent, leave of ab-
sence was granted to:

Mr. SESSIONS (at the request of Mr.
BOEHNER) for today on account of per-
sonal reasons.

Mr. WELLER of Illinois (at the request
of Mr. BOEHNER) for today and the bal-
ance of the week on account of a death
in the family.

—————

SPECIAL ORDERS GRANTED

By unanimous consent, permission to
address the House, following the legis-
lative program and any special orders
heretofore entered, was granted to:

(The following Members (at the re-
quest of Ms. WOOLSEY) to revise and ex-
tend their remarks and include extra-
neous material:)
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