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There are many things we ask of our
constituents, but mostly there are
many things that the government pro-
vides for them, like public education,
police, fire, roads. We pay for all of
that because we use all of that—some
more than others. Some benefit more
than others from these services, but
it’s pretty proportionate about how
much you pay and your taxes depend-
ing on how much you earn, on how
much you have and on how much
you’ve actually benefited from this
country of ours. So I believe you’re
right. It’s a shared thing.

One of the suggestions is, of the peo-
ple who have health care benefits, their
benefits should be taxed. There are a
lot of us who feel that taxing a person’s
benefits is not the way to go because
they’ve already, probably, in this econ-
omy of ours, given up raises in order to
keep their benefits in the first place.
To tax those benefits on top of that
would just be a hit to the middle class
of this country.

Mr. ELLISON. If the gentlelady
would yield back, does the gentlelady
agree that we should go about 10 more
minutes and hand it over?

Ms. WOOLSEY. Right.

Mr. ELLISON. I just want to point
out that, under the Baucus—or the
Senate finance bill, subsidies to the
premiums of low-income people would
be kept at 13 percent of the max;
whereas, in the House bills, the pre-
miums would be kept at 11 percent. So
the House bill, again, is doing more to
help the middle class person. The Sen-
ate Finance Committee is cutting into
the middle class even more. This is just
premiums. This is not copays. This is
not deductible payments, payments
you have to make when you have a de-
ductible. This is not other costs associ-
ated with health care. This is just pre-
miums. So, again, the Senate Finance
Committee’s bill is not nearly as good
as any of the House bills.

Ms. WOOLSEY. If the gentleman
would yield again——

Mr. ELLISON. Certainly.

Ms. WOOLSEY. With just that 2 per-
cent difference, that cuts into middle-
income workers.

Mr. ELLISON. Yes.

Ms. WOOLSEY. I don’t know what
the numbers are, but I think, if they
earn $41,000 a year and have four chil-
dren, then they wouldn’t be eligible for
the subsidies. I don’t have that in front
of me. I’'m sorry. I might be off a little
bit, but it really cuts into middle-in-
come workers.

Part of what this bill is about is
making it secure for all workers who
already have coverage, not making it
harder for them to have their coverage.
Part of that is security. They might
love the coverage they have, but they
know, in their heart of hearts, that
they could lose that.

Mr. ELLISON. That’s right.

Ms. WOOLSEY. Their employers
could decide they can’t afford to cover
them anymore, and boom, that’s the
end of it. They might lose their jobs.
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They might want to change jobs and
not have insurance going with them.

The truth of it is is that, not the
Baucus bill particularly, but the House
health care reform bill makes it more
secure for people who are already cov-
ered. They lose nothing. They don’t
have to leave their coverage unless
their employers decide they don’t want
to cover them anymore. With the
House bill, they have a place to land.
They have a place to go, and they can
get health care coverage without preju-
dice.

Mr. ELLISON. If the gentlelady will
yield back, we’re wrapping up now. Yet
the fact is, as to the House bills, if you
look at them together, insurance com-
panies can only charge different pre-
miums based on age, and then it’s like
2-1.

Ms. WOOLSEY. In the House bill, it’s
2-1.

Mr. ELLISON. In the House bill.

Ms. WOOLSEY. Tell what it is in the
Baucus bill.

Mr. ELLISON. The Baucus bill is 5-1.

Ms. WOOLSEY. 5-1. Can you imag-
ine?

Mr. ELLISON. 5-1. This is wrong.
This is very bad. This is very, very,
very bad.

The fact is that this is going to be fi-
nancially devastating for people who
aren’t yet elderly but who still are up
to 60, 58, 59. It’s going to hit them very
hard if the insurance companies can
discriminate like that, and there are
far less stringent insurance reforms in
the Baucus bill.

So, when you look at the Baucus bill,
it is an inferior product. The Senate
Finance Committee is an inferior prod-
uct. The Senate Finance Committee
bill is an inferior product. That’s what
it is, and it really is a nonstarter. So
we’re pulling for people on the Senate
Health Committee to make a better
bill than that which came out of the
Senate Finance Committee.

We believe that help is on the way.
Health care reform is right around the
corner. It’s time to raise the voices and
to not be shy.

The President is running all over the
country, talking to people about health
care reform. He was in my own town of
Minneapolis last Saturday. He did a
phenomenal job. When the President
mentioned the public option to a ca-
pacity crowd in the Target Center in
Minneapolis, Minnesota—my city—the
crowd roared for 1 minute 40 seconds.
They wouldn’t even let him continue
with his speech. They were just clap-
ping wildly—a deafening noise. That’s
how much people want the public op-
tion.

Ms. WOOLSEY. That’s right.

Mr. ELLISON. So I'll leave the last
word to the gentlelady of California.

Ms. WOOLSEY. Well, I’'d like to say
that the Progressive Caucus believes
that it is our responsibility in the
House to get our bill united and that it
is our responsibility to bring our bill
forward and to get it voted on so that
we have that as an example of a robust
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health care reform package, so that
Senator HARKIN’s Health Committee
can follow suit, and so that we can give
him a lot of the strength that comes
from this House. We’ll be negotiating
with them later, but we’ll be negoti-
ating two very good bills. We want to
go first.

Mr. ELLISON. So that will close us
out.

I just want to say thank you, Chair-
woman WOOLSEY, for being here and for
always being supportive of our special
hour and of our progressive message.

The Progressive Caucus is committed
to values of shared community, of
shared responsibility, of making sure
that the least of us are cared for and
are looked out for, of making sure that
America is a country that supports
peace around the world. This is what
some of our essential values are: The
Progressive Caucus. The progressive
message. Thank you very much.

I yield back the balance of my time.

————

AMERICA’S ECONOMY AND
HEALTH CARE

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 6, 2009, the gentleman from Geor-
gia (Mr. GINGREY) is recognized for 60
minutes as the designee of the minor-
ity leader.

Mr. GINGREY of Georgia. Mr. Speak-
er, I thank you, and I thank the minor-
ity leader, JOHN BOEHNER of Ohio; the
minority whip, ERIC CANTOR of Vir-
ginia; and the minority conference
chairman, MIKE PENCE from Indiana—
our leadership—for giving me the op-
portunity to take this hour this after-
noon as the designee of the Republican
Party, the minority party.

Like my colleagues on the other side
of the aisle, the Democratic majority
that you’ve just heard from concerning
health care reform, my hour also will
be spent discussing this topic of tre-
mendous importance to the American
people. Certainly, we were home during
the August recess for almost 5% weeks,
and I think, for each and every Member
on both sides of the aisle, if they didn’t
know health care was the number one
issue when they went home to their
districts, they found out pretty quick-
ly. I think, Mr. Speaker, you would
agree with me on that. Certainly, it
was all over the television news—cable
news and the networks.

So we are in a time of this 111th Con-
gress where we’re dealing with some-
thing that is just as important as al-
most anything that you can think of.
There are other issues, of course, that
are on people’s minds, issues which are
equally as concerning. One of those,
Mr. Speaker, is the economy. The econ-
omy has been pretty rough, and we all
know it. For the last year and a half,
we’ve been in a pretty deep recession,
and it seems like no matter what we do
that we’re not able to pull ourselves
out of that ditch.

So I would say to my colleagues on
both sides of the aisle, while the health
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care reform issue is important—and it
is important that we lower the cost of
health insurance so that everybody in
this country can have affordable, ac-
cessible health insurance plans and can
have the opportunity to see physicians
when they need to—there are other
great concerns. One of those great con-
cerns, of course, is the economy.

I looked at some polls earlier today,
and when 1,000 people were asked to
list in the order of their own priorities
what their greatest concerns were, 44
percent of them said, My greatest con-
cern is the economy.

0 1545

In second place was reforming health
care at 14 percent of the respondents,
and our national defense tied in third
place when 14 percent also said that
was their greatest concern. It is impor-
tant that we keep this issue as high a
priority as it has, and as important as
it is to people in this country, that the
economy is the number one issue.

Mr. Speaker, I think it was President
Clinton that said, It’s the economy,
stupid. Or maybe somebody said to
President Clinton, remember, that it is
the economy.

And it is. There is no question about
it. When you are looking at an unem-
ployment rate bumping up to 10 per-
cent, and people losing jobs since Feb-
ruary, when we passed the economic
stimulus act, Mr. Speaker, $787 billion,
I believe, of borrowed money, a third of
that money borrowed from the Chinese
government. That was going to stem
the tide; we were going to make sure
that unemployment did not get worse
than 8.5 percent, and that we stopped
the hemorrhaging of jobs and, indeed,
began to grow jobs.

Well, now, here we are, some 6
months later in the process. We
haven’t spent it all, but appropriated
that much money again, $787 billion, to
try to get things going to stimulate
the economy. We have lost another 2
million jobs, and the unemployment
rate is approaching 10 percent.

I think that one thing that I wanted
to share with my colleagues this after-
noon, Mr. Speaker, is the revision of
our health care system. The revision of
our health insurance system, while im-
portant, and important to our econ-
omy, it’s not the number one issue.
The number one issue is to get people
back to work and start creating some
jobs and do something about the home-
building industry, where sales are
down. Prices of homes are down 40 per-
cent, probably, in some parts of the
country.

Jobs are lost in that industry, and
there are so many things we could be
doing, should be doing, to stimulate
this economy. Yet the President’s at-
tention has been diverted so much that
he is going all across the country,
doing his own town hall meetings, al-
most like in a campaign mode, lob-
bying for this idea of a comprehensive,
total reform of our health care system
such that the government has more in-
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volvement. Maybe not total involve-
ment, but from my perspective, Mr.
Speaker, and those of us on the Repub-
lican side of the aisle, we have great
fear that these plans—my colleagues
that spoke in the aisle before were
comparing the Senate version versus
the House version.

I would say, Mr. Speaker, that I have
concern about both versions, about
both versions leading to a total take-
over of the health care system by our
government. Ms. WOOLSEY and Mr.
ELLISON are very good people, compas-
sionate Members, as we all know, and
you could tell from hearing them
speak, that they have good hearts.

But if you ask them, or, and I have
heard, actually—I am not going to put
words in their mouths, but I have
talked to a number of the members of
the Progressive Caucus, of which they
are a part, Mr. Speaker, and what
many of them have said, and don’t
deny it, is that they are not going to be
satisfied until the Federal government
completely takes over the health care
system in this country. That is similar,
if not identical, to the Canadian sys-
tem, or the UK system, a nationalized,
socialized medicine, is actually what
we are talking about.

And so we feel, on the Republican
side of the aisle, first of all, that’s not
desirable. The people don’t want it.
The town hall meetings told us that
they don’t want it. The recent polling
tells us that they don’t want it.

They clearly want lower prices for
health insurance, they want us to do
something about that, and they want
to make that opportunity to have
health insurance more accessible to
each and every one of them and the
members of their families. But they
don’t want a government takeover, Mr.
Speaker.

I say to my colleagues, look, the
President, in the joint session of the
Congress, where our colleagues on the
House side, our Chamber, were obvi-
ously here. Our colleagues on the other
body, United States Senate, were here.
Cabinet members, Supreme Court jus-
tices were here as the President ad-
dressed the Nation in prime time.

You know, you can’t have a better
bully pulpit than that opportunity for
the President to make his case. During
that 45-minute speech, another great
speech by President Obama, he said one
thing that I agreed with, well, probably
several things that I agree with, many
things that I don’t agree with, like a
public option, which is a euphemism
for a government takeover of our
health care system.

But President Obama did say that
one thing, one area of reform that he
has not yet seen in any bill is medical
liability reform, and that he felt that
that would bring down the cost and
that he was willing to listen, Mr.
Speaker, to ideas presented to him. His
door was open—I don’t know about
those three or four levels of gates be-
fore you get to the door—but I am real-
ly hopeful, Mr. Speaker, that his door
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is open to Republicans and Democrats,
and rank and file, leadership, to every
Member of this body.

In fact, even, it would be great if his
doors were open to the citizens of this
country that have great ideas and
where we get most of our great ideas, if
the truth be known. But this, this idea
of medical liability reform, I have sent
him a letter based on what he said in
that speech. He also, Mr. Speaker, said
the same thing to the American Med-
ical Association annual meeting in his
hometown of Chicago this past June.

Mr. Speaker, I know you know this,
but some of my colleagues may not
know that in my prior life, before I
came to this body 7 years ago—I am
now serving in my fourth term—I spent
31 years practicing medicine, 26 as an
OB/GYN specialist in my 11th District
of Georgia, where I still live and will
spend my entire life. It’s a wonderful,
wonderful community in northwest
Georgia.

This issue of health care—I am as
compassionate about it as anybody,
just as compassionate as my friends on
the Democratic side that had the pre-
vious hour. This idea of doing some-
thing about medical liability reform—I
am so glad that the President said to
the American Medical Association at
that annual meeting, Yes, in response
to a question from one of the doctors,
We do need to do something, and I will
take that into consideration.

Now, he wasn’t specific, just like the
other night he wasn’t specific in regard
to what he would be amenable to in re-
gard to liability reform.

Mr. Speaker, tonight, I am going to
spend some time talking about a bill
that I have introduced every year since
2003, that was the 108th Congress. I
have been a Member of the 108th, 109th,
110th and 111th and hope to be a Mem-
ber, Mr. Speaker, of many more Con-
gresses to come. I love this place. I love
this body, I love my colleagues on both
sides of the aisle.

But each year I have introduced the
bill called the HEALTH Act, and it is
about medical liability reform. The bill
number, for those of you who would
like to look it up—and I hope you will,
because I have got about 60 cosponsors
right now, Mr. Speaker. I want cospon-
sors on both sides of the aisle, because
I want this to be a bipartisan effort. I
think that’s the only way we can really
accomplish things that the people will
be happy with.

But H.R. 1086 is called the HEALTH
Act, and it’s modeled after a bill that
was passed in California. California,
with its 35 million people, passed a bill
back in 1978. The acronym for the bill
is MICRA. The most important aspect
of that bill, Mr. Speaker, was to put a
cap on awards from a jury to a plaintiff
for pain and suffering.

Now, when a medical case is brought
before a jury, and there is alleged mal-
practice, and the patient has been
harmed or injured in some way, there
is all kinds of evidence given to the
jury in regard to what the patient has
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lost, how much they are disabled and
whether or not they can continue to
work, and if they can’t continue to
work over a lifetime, you know, maybe
256 more years, that they expected to
work. How much is that worth? That’s
called compensatory damages, and
those awards can be in the millions of
dollars and sometimes are.

In most of those cases, I would say,
bravo, Mr. Speaker, that the patient
was injured by some physician or some
hospital practicing below the standard
of care, and they have got just com-
pensation. We call it a redress of their
grievances. Maybe it doesn’t make
them whole, but it helps.

Well, this bill, though, doesn’t say
anything about that, doesn’t take away
one scintilla of their right to redress of
those grievances. It simply says that if
it’s a minor situation, a minimal in-
jury or even, in some cases, where the
jury says we know, based on 2 weeks of
the attorneys, the plaintiff’s attorneys
and the attorney defending the physi-
cian, that the doctor didn’t do any-
thing wrong, that this was really just
an unfortunate outcome; the doctor
followed all of the standard practices,
best practices in the community. But,
golly, you know, we just feel sorry for
the patient and, after all, the doctor is
not really going to pay this. He or she
pays a high malpractice premium to be
insured, but it’s that old insurance
company, and we are just going to go
ahead and award $4 million for pain
and suffering.

Well, that’s what drives up the cost
of health insurance, Mr. Speaker, for
everybody else. And it is estimated
that if we limit that kind of oppor-
tunity, just out of compassion, not
based on any factual evidence, that
these sort of runaway jury awards are
given, if we limit that, then we could
save, in this health care system of
ours, Mr. Speaker, up to $120 billion a
year, $120 billion a year, that estimate
by the RAND Corporation.

It just seems to me, Mr. Speaker,
that if we go in this direction, that we
wouldn’t have to say to the American
people, we are going to pay for health
care reform by taxing the so-called
wealthy an additional $800 billion a
year. My friends, we are talking about,
well, it’s okay if you had a lot of
money, why not give to the poor and
the downtrodden and follow the Good
Book. That’s fine. I mean, I under-
stand.

But there is another perspective on
that. You teach a man to fish, you feed
him for life. You give a man a fish, you
just give him one meal. And many of
these people, these so-called rich that
are going to be taxed in the House bill
that they were praising so much, I
think the number is H.R. 3200, there’s a
surtax on people with a combined in-
come, I forget, something like $250,000.
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Well, many of those people, Mr.
Speaker, are small business men and
women who pay their taxes just like an
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individual, like a small business, sole
proprietor. And when you add that sur-
tax on top of their marginal rate and
on top of their State and local taxes
and FICA, they are paying 52 percent,
more than half of their income, in
taxes.

So many of them will just simply
say, you know, this little company
that we started years ago, this little
roofing company, this sheet metal
company, this real estate shop, and we
created these 10, 15, 20, 25 jobs, and we
have been good to our employees and
provided them health insurance, we are
now in our fifties and we have been
prudent and frugal and saved back and
we planned on working another 10-15
yvears and keeping this company going
and maybe turning it over to our chil-
dren or grandchildren, but this is
crazy. We are not working for ourselves
or employees, we are working for the
Federal Government so they can to-
tally reform health care and turn it
into a socialized medicine system.
Well, we are just not going to do it and
we are going to close the doors, and we
are going to have that many more peo-
ple on the unemployment rolls and
that many more people without health
insurance.

I have been hearing my colleagues
talk about, and I think President
Obama, Mr. Speaker, said it just last
week in his speech, this is a crisis;
14,000 people every day, 14,000 people
every day are losing their health insur-
ance, and we have to do something
about it.

Mr. Speaker, 14,000 people are losing
their health insurance every day not
because of the cost of health insurance.
They are losing it because they lost
their job, 6 million of them in the last
couple of years, 2 million since Feb-
ruary when we passed the so-called eco-
nomic stimulus bill. So we have to put
all of these things in proper perspec-
tive.

So this bill that my colleagues were
praising, H.R. 3200, I am on the com-
mittee, I have read the bill, the 1,100
pages. The pay-for of $1.5 trillion over
10 years, and that is a very conserv-
ative estimate as told to us by, as they
said, the nonpartisan Congressional
Budget Office, $1.5 trillion, $8 billion
coming from taxation on those small
business men and women, that job-kill-
ing taxation and another $500 billion,
Mr. Speaker, taken out of what, the
Medicare program.

Do you think, my colleagues, that we
can afford to cut Medicare by $500 bil-
lion when we have already been told by
the trustees that by 2017 there will be
less money coming in from Medicare
FICA than is going out in benefits to
our 45 million, I think there are, Medi-
care beneficiaries? And that the long-
term unfunded liability of Medicare
out to the year 2075 is $35 trillion, and
that is with a ““T,”” $35 trillion.

So we say, oh, well, we need the
money because the President said we
are not going to do this bill, either the
Senate bill or the House bill, whatever
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is the one that is ultimately chosen, we
are not going to spend one dime, no, I
think he even said one penny, I think
he said one penny. We are not going to
spend one penny of Federal money; it is
all going to be paid for. So that’s the
pay-for, the $800 billion worth of taxes
and the $500 billion cut to Medicare.

Mr. Speaker, $500 billion over 10
years. I heard someone from AARP say
that is a small cut. Well, in 2008 we
spent $480 billion on the Medicare pro-
gram. So if we cut it $500 billion over 10
years, that, my colleagues, is $50 bil-
lion a year. Divide 500 by 10, $50 billion
a year. Well, $50 billion as a numerator
over $480 billion as the denominator, I
believe that is more than 10 percent a
year. Mr. Speaker, cutting Medicare
when it is about to go broke by the
year 2017, over 10 percent a year for the
next 10 years, you tell me that makes
sense, SO we can guarantee insurance
for another 5 percent of our population,
many of whom don’t want it but yet we
are going to force them to take it, to
buy it. Certainly it is not going to be
free.

But what happens to our Medicare re-
cipients, our moms and dads and grand-
parents who are let’s say on Medicare
Advantage. Medicare Advantage is that
option that you have under Medicare,
you have to pay a little bit more, but
it covers prevention and wellness and
you get to go to the doctor and have an
annual physical and Medicare pays for
it. And you have screening for a lot of
dreaded diseases, and Medicare pays for
it. And a nurse calls you back, maybe
a week after your appointment, to
make sure that you got your prescrip-
tions filled or that your fever went
down or that you checked your blood
pressure and it is okay.

All of that is provided under Medi-
care Advantage that is not available to
the 80 percent who get Medicare as tra-
ditional fee-for-service. It doesn’t pay
for a physical except the entry physical
to Medicare when you first turn 65, but
you need one when you are 63. You
need one when you are 72, and then you
might need one every year thereafter.

So Medicare Advantage, my col-
leagues, we may be paying too much
and we may need to sharpen our pencil.
I'm not saying that we don’t look at
everything very, very closely. We
should do that on everything, every
dime. As the President said, Mr. Speak-
er, every penny of taxpayer dollars
that we spend should be well spent, and
we should be sure that we are not over-
paying the insurance companies that
provide the Medicare Advantage op-
tion.

But it must be pretty popular, Mr.
Speaker, because 11 percent of those
seniors pick Medicare Advantage. Well,
to pay for that $500 billion out of Medi-
care, guess where the biggest chunk
comes from? It comes from Medicare
Advantage to the tune of about $170
billion. It literally guts Medicare Ad-
vantage. It literally guts Medicare Ad-
vantage.
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So when the President says, Mr.
Speaker, you and I and all of our col-
leagues have heard him say it many
times, if you like what you’ve got in
regard to your health care, nothing
will change. If you like what you have,
you can Kkeep it.

Well, try to convince those 10-11 mil-
lion people, senior citizens, precious
senior citizens who are on Medicare
Advantage. They may want to keep it,
but if the providers of the Medicare Ad-
vantage are losing money on the pro-
grams—and they will if you cut 17 per-
cent of their reimbursement—they will
simply say, look, I have other business
lines. I sell property and casualty. I
sell automobile, homeowners, cata-
strophic, I sell life insurance; but I'm
out of this. There is no way.

So that is 11 million people, poten-
tially, not all of them, but a large
number of them who will lose their
health insurance, what they like; they
wanted to keep it, but they didn’t get
to. So it is an indirect taking it away
from them.

When you talk about, well, this is a
way we are going to pay for it and not
spend one extra dime, it is very impor-
tant. It is just very important that
people understand what the pay-for is.
That is why I say in regard to medical
liability reform, the current system of
the runaway awards given to patients
for pain and suffering, there are a cou-
ple of other provisions in my bill, the
provision of course that we cap the
award for pain and suffering at $250,000.
Several States have done that. Several
States have actually done that and ex-
panded that number to $350,000. And it
has worked fine.

My mind is open in regard to some
changes because the bill, H.R. 1086 that
I am talking about, is based on a Cali-
fornia law that was passed 30 years ago.
So, you know, to say today, well,
$350,000, I think is a reasonable thing.
And I would be willing in a heartbeat
to talk to the President about that, to
talk to the leadership of the Demo-
cratic majority party about that.

Mr. Speaker, there are a couple of
other things about medical liability
tort law that I think our colleagues
need to understand. There is something
called joint and several liability. So
here’s the scenario. A patient suffers
an injury and the plaintiff’s lawyer
names everybody that had anything to
do with that patient during a hospital
stay. Let’s say it is a patient that is
scheduled for surgery on Monday, a
routine operation. And the doctor who
is going to perform the surgery says to
her partner, I'm going to be at church
Sunday morning with my family. Do
you mind when you are making rounds
seeing your patients, would you stop in
and see Mr. Smith and just make sure
that everything is okay and tell him
that I will come by this afternoon and
check on him and see if he has any last
minute questions before the surgery?

So the doctor’s partner does that. He
kind of sticks his head in the door and
says hello, and your doctor will be by
this afternoon.
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Well, that doctor could, under cur-
rent law, be just as liable of any ad-
verse outcome of that next day surgery
as the operating surgeon. The way the
current law says, if that doctor who all
he did was say hello, I'm your doctor’s
partner and I just wanted to stop in
and tell you that she will be by this
afternoon, if he has the most coverage,
maybe he bought a more expensive
malpractice policy, Mr. Speaker, and
he has—well, you have heard the ex-
pression, he has the deepest pockets,
then in a lawsuit, he could be liable for
everything, although he never even
laid a hand on the patient. Well, that’s
wrong and that ought to be corrected.

That’s why we need to eliminate this
policy. It is called joint and several li-
ability. In other words, everybody who
is named is equally liable. Clearly, as
that analogy I just presented shows,
that’s not the case. It ought to be very
specific, and it ought to be propor-
tioned.

I would think, Mr. Speaker, that
would be plain as the nose on your
face. There is another provision of H.R.
1086, the Health Act. It is called collat-
eral source disclosure. I mentioned ear-
lier, Mr. Speaker, about the evidence
that is presented to a jury so they can
figure out what award, if any, is appro-
priate for a patient who is injured by a
physician or a hospital, medical facil-
ity, that has practiced below the stand-
ard of care, and it is a very scientific
approach.

If the patient had to come back in
the hospital and stay for another 2
weeks or month, if the patient had to
have another surgical procedure done,
if the patient had to be put to sleep and
had to have the services of an anesthe-
siologist, if the patient went home and
had to have a specialized wheelchair, if
the patient had to have an assistant to
help them with daily living, all of that
stuff is—and I'm sorry, Mr. Speaker, I
use the word ‘‘stuff.” That is improper.
But all of those things, items of cost,
are used to calculate what the total
amount of a judgment should be if in
fact it is determined that what the doc-
tor did led to this terrible, unfortunate
outcome.

0 1615

Well, if the patient has disability in-
come insurance, and when the injury
occurred they were 30 years old, that
disability income compensates them
for 80 percent of their salary for the
rest of their life. If the patient has
health insurance that covers anything
else that had to be done, that informa-
tion should be known to the jury be-
cause, if not, we’re looking at a situa-
tion we sometimes call double dipping.
All of these things, Mr. Speaker, drive
up the cost of health care and health
insurance for everybody else. For ev-
erybody else.

So, Mr. Speaker, that’s why I was so
pleased to hear the President say that
he acknowledges that and something
ought to be done about it. His mind is
open. And I will say to him and to my
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colleagues in this body and in the Sen-
ate that my mind is open as well. And
we should sit down, if necessary, Mr.
Speaker, with a blank sheet of paper
and just say, Look, certain things in
Representative GINGREY’s bill, H.R.
1086, we don’t agree with, but here are
some other sections that we think are
very good. And, by the way, we have
some ideas here—the majority cer-
tainly, because it would be their bill—
and would say, Look, let’s put this in
and that in, and let’s get to a point
where we can all agree.

If we take this attitude, Mr. Speaker,
on every aspect of health care reform
and health insurance reform, I can
name, and, in fact, I would like to
name, several things that I just know
that there would be bipartisan agree-
ment on in regard to how the insurance
companies treat their clients.

We, on my side of the aisle, we Re-
publicans absolutely would prohibit in-
surance companies from canceling or
rescinding a person’s health insurance
coverage after the fact by saying, Oh,
you know, 5 years ago when you took
out the policy, you didn’t answer every
question just right. You had a lab test
that you didn’t tell us about or you had
hepatitis when you were 16 years old in
playing high school football and you
completely recovered, but still, you
didn’t tell us about it and so now
you’re 45 and you have to have your
gall bladder taken out and, lo and be-
hold, that $20,000 bill, estimate of bene-
fits that you got, we’re not paying a
dime of it. You’re paying all of it.
That’s got to stop. That absolutely has
to stop.

We are in total agreement that insur-
ance companies should not be allowed
to deny coverage for preexisting condi-
tions. We are in agreement that setting
up exchanges, insurance exchanges in
every State where a person who doesn’t
have insurance or works for a small
company that doesn’t offer it can shop.
And you’ve got multiple insurance
companies. There are 1,300 of them, I
think, across the country, that offer
health insurance products that they
can compete and that a person could go
online and know exactly what is cov-
ered, what the deductible is, what the
copay is, who the doctors are in the
provider network. Even go online and
check and find out if the doctors have
a good record, if they’re cost-effective,
and make a decision. If their income is
lower than 300 percent of the Federal
poverty level—for a family of four,
that’s about $65,000 a year—then to
supplement them so that they can af-
ford to buy those policies.

We’re in agreement with that, Mr.
Speaker. My colleagues, we don’t dis-
agree. We have compassion, too. The
two Democrats who were here earlier
may be two of the most compassionate
Members of this body, but we have a
heart as well, and we want to help peo-
ple. We want to help the downtrodden.
But we don’t want to, as I said at the
outset, to just simply say we can’t
solve this problem.
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Golly, we put a man on the Moon in
1969. It took us about 8 years to do it.
We caught Russia and passed them be-
cause we had the determination, the
will to do that. And you tell me now, 50
years later, that we can’t solve this
problem without just saying, Look, we
throw up our hands. We can’t do it. The
Federal Government, you take it over
and run our health care system and
let’s have everybody on Medicare or
Medicaid.

No. We have a lot of things that we
can work together on, and we need to
do that.

This idea of medical liability reform
and the savings that it brings, cer-
tainly it should be on the table, and
heretofore it has not been. There’s not
one section in any of the three bills
that came through the House or the
two bills that came through the Sen-
ate. We need that, just as we need, Mr.
Speaker, a comprehensive electronic
medical records system. That’s another
cost saver of maybe $150 billion a year.

Yes, there’s some upfront costs. In-
deed, I think the President put $19 bil-
lion into the economic stimulus pack-
age to make sure the government con-
tinues its efforts to set the standards
so that all these computer systems,
hardware, software, for every specialty
and every subspecialty, can talk to the
Medicare system, can talk to the Med-
icaid system, can talk to the VA, can
talk to the military, can talk to every
private insurance company across this
country.

So if you go on vacation and if you
have a little card about the size of a
VISA card or American Express card
that’s got your identification in there,
very secure and encrypted, and you’re
at the South Pole, for goodness sakes,
and you fall and hit your head on the
ice and you’re in a coma and they take
you to the emergency room, somebody
can reach in your back pocket, get
your wallet out, swipe that card and
know exactly what your medical his-
tory is, what medications you’re on; if
you’re taking Plavix, not inadvertently
give you Coumadin and Kkill you. So
electronic medical records is some-
thing that we can, should, and I think
do agree on.

Mr. Speaker, I think that if we put
the bickering, as the President said,
try to put the bickering aside and lis-
ten, and the majority party allows the
minority party in the room, we can do
this. We can do this. And I think the
American people would be proud of it.

There’s one other thing that I have
been proposing and my colleagues on
this side of aisle, this idea of why is it
that people can only buy health insur-
ance in their own State. Their own
State may have passed all kinds of
mandates on health insurance that re-
quire a test for this, a test for that,
coverage for this, coverage for that. All
of these things that sound nice when
you propose them, but they are part of
a basic policy, and so every policy
that’s sold in the State has to include
all those things.
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Well, these people can’t afford health
insurance in that particular State.
Maybe it’s my own State of Georgia, or
Alabama, Louisiana, or Florida, Massa-
chusetts. But yet, they are forced to
buy insurance in their own State—and
many of them don’t because they can’t
afford it.

Well, let’s let them go online and
shop in a neighboring State or any-
where in the country that they want to
look and see. Just like on Medicare
part D, the prescription drug plan, you
will see that the competition in the
free market will keep those prices
down and make them competitive and
that an individual can pick a policy
that’s almost tailor-made for him or
her, just as they do in the prescription
drug plan.

In the prescription drug plan, part D
of Medicare, my mom goes online and
she makes a list of the six medications
that she’s on and she gives her Social
Security number, she gives her zip code
so that she would know which phar-
macies are close to her and what plans
are available, and she looks and sees
how much the different plans charge
for the medications that she’s on. She
doesn’t care what they charge for
something that she’s not taking. That
doesn’t matter to her. It’s the unique-
ness of her that allows her to shop in
that way and get the best price.

We can do that with these health
plans through these exchanges. We can
set up these high-risk pools so that
people that have birth defects or they
come down early in life with type 1 dia-
betes or they have osteoporosis or mul-
tiple diseases, they can become part of
a high-risk pool in each State. And we
can say to the insurance companies
once again, You have to participate
and you can’t charge more than 1%
percent—1% times what the standard
rates are.

Again, I started out the hour specifi-
cally talking about medical liability
reform and the significant savings. I
think I even referred to it as a silver
bullet worth of savings. And I think
that that is something that certainly
ought to be—if we pass health reform
this year, that certainly should be a
major provision; electronic medical
records, of course, as well, and many of
the things that I mentioned. But to
just throw up your hands and say, We
can’t do it.

We have got 435 of the best and
brightest people in this country serv-
ing this Congress. All walks of life, all
educational levels, all previous profes-
sions, and we can’t do this? We have to
just literally toss up our hands and
say, Let’s let the Federal Government
do it?

There yet is not one word in this
Constitution that talks about health
care and the requirement of the Fed-
eral Government providing health care,
not one word, and I look at it often, my
colleagues. I look at the glossary often.

I look at things like: Arms, the right
to bear; assembly, the right of; counsel,
the right to; grievances—we talked
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about that earlier, didn’t we—redress
of; petition the government, the right
to; the press, freedom of; religion, free-
dom of; speech, freedom of. But not one
word about health care.

I want to just close by saying to my
colleagues, we don’t want to let the
Federal Government take over our
health care system. There’s an art to
medicine. It’s not an exact science, and
we don’t need bureaucrats getting be-
tween our doctors and our patients.

The American people are telling us
that. And I say woe be unto us if we
turn our back on them and force a gov-
ernment-run health care system down
the throats of the American people by
some parliamentary trickery. I hope,
Mr. Speaker, that my colleagues are
smarter than that. I know they are. I
know they are.

In the final analysis, we’re going to
do the right thing, and I hope and pray
that we do it in a bipartisan way.

————
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30-SOMETHING WORKING GROUP

The SPEAKER pro tempore (Mr.
CARSON of Indiana). Under the Speak-
er’s announced policy of January 6,
2009, the gentleman from Florida (Mr.
MEEK) is recognized for 60 minutes.

Mr. MEEK of Florida. Mr. Speaker,
once again it’s an honor to come before
the House, and I look forward to al-
ways coming to the floor. As you know,
the 30 Something Working Group,
we’ve been working now not only
through the 108th Congress but all the
way up through the 111th Congress. We
pride ourselves on coming to the floor,
talking about issues that are not only
facing Americans but the challenge
that we have as policymakers here in
Washington, D.C., to make sure that
we provide the kind of leadership that
the constituents in our various dis-
tricts, the people in our States and, of
course, the entire country deserve. To
try to achieve that is definitely a hard
thing to do at times but very easy to
do when we work together.

As I start off every Special Order,
Mr. Speaker and Members, I just want
us to continue to stay focused on
what’s going on not only here domesti-
cally but also throughout the world,
not only our men and women in uni-
form but those that work in the Diplo-
matic Corps and the State Department
who are deployed throughout the
world. We do know that we have indi-
viduals who have to clean sand out of
their boots and stand up on behalf of
our country in the theater of war in
two areas.

As of today at 10 a.m., the death toll
in Iraq is 4,347 troops and soldiers;
those who were wounded in action and
have returned to duty is 17,633; also
wounded in action, not returning to
duty is 3,861. The death toll in Afghani-
stan, Operation Enduring Freedom, is
830; wounded in action and have re-
turned to duty is 1,506; wounded in ac-
tion but not returning to duty is 2,390.
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