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have no choice, the Republicans give 
you a choice. 

Now the dirty little secret is out 
there, and the real choice is in front of 
us. The choice is easy. 

f 

SETTING THE RECORD STRAIGHT 
ON MEDICARE 

(Mr. FLEMING asked and was given 
permission to address the House for 1 
minute.) 

Mr. FLEMING. Mr. Speaker, the CMS 
actuary just came out with the grim 
news. Apparently the insolvency date 
of Medicare was just moved up 5 years 
to 2024—that is only 12 years from 
now—and will probably move up fur-
ther before we get there. 

Furthermore, this is after one-half 
trillion dollars has been shaved from 
current Medicare to extend the life of 
Medicare, and, as we all know, that 
money is already infamously booked 
twice: once for middle class insurance 
subsidies and the other to extend the 
life of Medicare. 

The 2012 budget that passed the 
House with bipartisan support is the 
beginning to the solution for this prob-
lem. It preserves Medicare for those 55 
and over and reforms it to a market- 
based system with lots of choices for 
those under 55 today. Meanwhile, 
Democrats simply play ‘‘mediscare’’ on 
this issue and insist on doing nothing. 

f 

HONORING OUR SERVICEMEMBERS 
AND VETERANS 

(Ms. JACKSON LEE of Texas asked 
and was given permission to address 
the House for 1 minute.) 

Ms. JACKSON LEE of Texas. Mr. 
Speaker, a lot of times our constitu-
ents are confused about the processes 
of this House. The one thing that we 
are not confused about is when we all 
join together in unity, our patriotism, 
our respect, affection, and admiration 
for the United States military. 

Yesterday, many of us interfaced 
with families, Gold Star Mothers and 
Blue Star Mothers, families who had 
experienced a wounded soldier or one 
who had lost their life in battle. It was 
a serious time, and I, too, commemo-
rated and celebrated with my fellow 
Houstonians and Texans, even those 
who came up to me and said veterans 
can’t get jobs. 

And so for me to come today and to 
participate in a mockery of a placed- 
on-the-floor vote on the debt ceiling 
when everyone knew, and our good 
friends on the Republican side, that it 
was a joke, but it was not a joke for 
me. I voted ‘‘yes’’ because the respon-
sible position is to ensure that America 
pays her bills, not to leave soldiers on 
the battlefield with no equipment, no 
shelter, no food, and certainly not to 
take away veterans benefits, Medicare, 
Medicaid. 

Let us be responsible, and let us 
stand for the American people. I did 
that today. 

b 1940 

GOP DOCTORS CAUCUS 

The SPEAKER pro tempore. Under 
the Speaker’s announced policy of Jan-
uary 5, 2011, the gentleman from Ten-
nessee (Mr. ROE) is recognized for 60 
minutes as the designee of the major-
ity leader. 

Mr. ROE of Tennessee. Mr. Speaker, 
we’re going to spend the next hour to-
night discussing basically the health 
care debate and what has occurred in 
the past 2 years here in Congress. And 
we have asked our physician colleagues 
and Health Caucus to come down and 
spend this hour discussing this issue. 

Now, I think before we start, what we 
need to do is talk about why we’re hav-
ing this debate. Obviously, we needed 
health care reform in America. And 
one of the frustrations at least I’ve had 
since I was here was during our last 
Congress, we had nine physicians in the 
Physicians Caucus, M.D.s and then 13 
people total in that caucus, and none of 
us was consulted about the health care 
bill. 

And when I came to Congress, I asked 
myself the question, just as I was see-
ing a patient, what’s wrong with the 
American health care system? And the 
problem with the American health care 
system is today still, and getting 
worse, is that it costs too much money 
to go to the doctor and go to the hos-
pital. So when I would see patients in 
my office, I could see the costs ever ris-
ing. Back in the eighties, we tried 
plans called managed care capitation. 
In our State, we tried to reform our 
Medicaid program. All failed to hold 
the costs down. 

The second problem I saw with the 
American health care system is that 
there are a group of our citizens who 
didn’t have access to affordable health 
insurance coverage. If it was afford-
able, we would all have it. As an exam-
ple, let’s say a sheetrock worker or a 
carpenter that puts up studs in a house 
or a homebuilder may not have a busi-
ness big enough to afford health insur-
ance coverage. And maybe this person’s 
wife worked at a local diner, and to-
gether they make $40,000 a year. In our 
area you can get along just fine mak-
ing that amount a year. They couldn’t 
afford $12,000 premiums. 

And the third problem I saw, which is 
a liability issue, is that we see ever-es-
calating health care costs, and I see Dr. 
GINGREY is here with us, a fellow OB/ 
GYN as I am, and we saw costs from 
the time I began my practice from 
$4,000 in 1977, which is what the mal-
practice insurance was at that time, to 
over $70,000 today. Who bears those 
costs? Our patients. 

Again, back to number one. We began 
this debate on what I think was a false 
premise. Basically, the health care bill 
was to cover those people who didn’t 
have insurance. And this particular 
bill, the Affordable Care Act, so-called 
ObamaCare, did do a couple of things. 
One, it has done nothing so far—it is 
beginning to be initiated, as far as low-

ering the health care costs—it has done 
nothing. If you look at every business 
around, those rates are skyrocketing 
and making it less affordable for us. 

Number two, it did increase access. 
And how did it increase access? At 
least it appears so far that it increased 
access by massively expanding Med-
icaid. And the one thing about the bill 
I do like is allowing young people to 
stay on their parents’ health coverage 
until they are 26. 

In a committee hearing we had the 
other day with HHS Director Sebelius, 
I asked her how many people would 
this bill cover, this 2,500-page bill? And 
she estimated a number, 30 million or 
32 million more American citizens. The 
CMS’s own actuary estimates, the Con-
gressional Budget Office estimates it 
will add 15 million more people to Med-
icaid, a system that’s already bankrupt 
in the States. The CMS actuary actu-
ally believes it will be 24 million more 
people on Medicaid, and you add 6 mil-
lion more young people to that, and 
really without this incredibly com-
plicated bill, in two paragraphs you 
could have done exactly what they did 
with this bill without all this com-
plicated issue that we’re going to talk 
about later tonight. 

So we did nothing to lower costs. We 
did increase access by increasing Med-
icaid and potentially exchanges. And 
we can talk about that later. And then 
lastly, liability, which there is nothing 
in the Affordable Care Act for that. 

The other thing that is not in the 
bill, glaringly not in this bill, which is 
incredibly important, is the so-called 
doc fix. And so our viewers can under-
stand what that is, as a physician, 
when I see Medicare patients, the Fed-
eral Government pays a certain 
amount with Medicare part D and the 
person getting the care pays for those 
premiums also. 

In 1997, to help hold health care costs 
down, there was a formula put in so 
that if the costs went above a certain 
amount, the doctors were, the pro-
viders were cut. Right now, if we 
hadn’t passed a temporary fix of this, 
the doctors would have had a 26 per-
cent decrease, and in 2 years that’s 
going to be a 30 percent decrease in 
their payments. So what difference 
does that make if you’re out there and 
you’re a Medicare-age patient, as I be-
came last summer? So I can speak from 
some experience. I signed up for Medi-
care last July. 

The problem with it is there’s a cost 
to the physician opening and prac-
ticing in their office. And we don’t pay 
the cost of the care. And we are al-
ready seeing in our area where very 
fine physicians are no longer accepting 
Medicare patients. We believe this 
could get much, much worse under the 
Affordable Care Act. 

And as the two past speakers brought 
out, what this bill also did, and what 
we’re going to discuss tonight in more 
detail, is not just the entire health 
care bill, but it’s going to be Medicare 
and one specific part of it called the 
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Independent Payment Advisory Board. 
But to get to that, we have to explain 
the problem and why we’re having this 
discussion. 

One of the charts I want to show you 
is this and why we’re having the dis-
cussion right here is because right now 
we’re looking at a budget that if we do 
nothing at all—and I’ll use President 
Obama as an example. President 
Obama just turned 50 years of age. In 
2025, he’ll be Medicare age. And guess 
what? Four things will make up the en-
tire budget of this country: Medicaid, 
Medicare, Social Security and interest 
on the national debt. And that could 
come even sooner where those things 
make up all, depending on certain eco-
nomic factors. So this is the reason 
we’re having this discussion. 

And I had a person come up to me 
this weekend at a Memorial Day event 
and said, Dr. ROE, I’m concerned that 
my children and grandchildren will not 
have Medicare. And I said, that is ex-
actly the reason we are having this dis-
cussion. I have that same concern. We 
want to save this program for future 
generations. And he said, well, why 
don’t we just cut foreign aid? And I 
said that’s fine. And last year we cut 
earmarks. That makes up only 2 per-
cent of our budget. If we completely 
did away with all foreign aid, which 
some people I think would agree we 
need to do, but if we did that, it would 
only cover, it would take 15 years of no 
foreign aid to take care of Medicare for 
1 year at today’s dollar expenditures. 

Let me give just a little bit of his-
tory on the Medicare program, which 
has been very successful and very pop-
ular in this country. In 1965 it came 
out. It was a $3 billion program, and 
the reason it was is because we had 
seniors that didn’t have a way to put 
money back and to take care of their 
health care after they had retired from 
their work. So this program was start-
ed, Medicare part A, which is the hos-
pitalization part, and Medicare part B, 
which is the physician part. It was a $3 
billion program at that point. The gov-
ernment estimator said in 25 years, in 
1990, this will be a $15 billion program. 
The real number was over $100 billion. 
And today, just 20 short years later, 
it’s over $500 billion. So this is a to-
tally unsustainable growth rate that 
we have to deal with. 

Now, in passing, as our two previous 
speakers mentioned, we’ve cut, this bill 
cut $500 billion out of Medicare. This 
one little thing that was left out of 
those talks, though, this year, begin-
ning in January 2011, our baby boomers 
hit retirement age, age 65, Medicare 
age at 3 million per year, approxi-
mately 10,000 a day. And guess what? In 
10 years, we’re going to have 500 billion 
less dollars to spend on Medicare and 35 
million more people to take care of. 
And so you do the math. How are we 
going to control this? How are we 
going to control these costs? 

Well, the President suggests a plan 
called the IPAB. Right now in Medi-
care we have MedPAC, a Medicare ad-

visory board which gives advice to this 
body right here, the Congress, about 
how we are going to spend our Medi-
care dollars and suggestions. And the 
Congress has the right to make those 
decisions. 

Well, this Medicare board, this IPAB 
board that’s going to be in effect in 
2014, starts this year with some fund-
ing; 2014, 15 bureaucratically appointed 
people will make decisions based on 
nothing but cost. Let’s say we spend 
$500 billion on Medicare, and the actual 
cost of providing the care to our citi-
zens is $550 billion. We’ve lost our abil-
ity in this body right here to say how 
those dollars are spent. That board will 
make a decision to cut the spending to 
$500 billion based on nothing but cost, 
not quality and not access. 

And I can assure you, if you have 35 
million more people or 36 million more 
people chasing 500 billion less dollars, 
three things happen. One is access to 
your doctor goes down, costs will go 
up, and essentially you will have, with 
this board, rationing of care. 

b 1950 

I have several of my colleagues here. 
There are many more things we can 
talk about. We have the next hour. I 
want to recognize my colleague, Dr. 
HAYWORTH from New York, for some 
comments. 

Ms. HAYWORTH. I thank my col-
league from Tennessee, Dr. ROE, for 
yielding me this time. 

In New York’s District 19, I have been 
sharing a headline with our seniors and 
with all of our citizens, which is that 
the Affordable Care Act ends Medicare 
as we know it. It ends Medicare as our 
seniors know it. And you, sir, have 
stated the reason exactly. The Inde-
pendent Payment Advisory Board, 
which was written into law and passed 
by the 111th Congress, signed into law 
by President Obama, the Independent 
Payment Advisory Board, will assure 
that our seniors, starting in 2015, when 
they have to make a 0.5 percent cut in 
Medicare’s budget, our seniors will stop 
having the access to care that they are 
accustomed to. And they will not be 
happy about it. 

And then in every successive year, in 
2016 it will be 1 percent; 2017, 1.25 per-
cent; 2018, 1.5 percent, if I have done 
that math right, Dr. ROE. Our seniors 
will find that their access to the doc-
tors they know, the doctors they pre-
fer, will not be the same. 

So when we talk about what we need 
to do as a Nation, we in the House ma-
jority have pledged to our seniors that 
we will keep the promises that Amer-
ica has made to them, to make sure 
that Medicare benefits remain secure 
and safe for as long as they need them, 
which is why in the budget that we 
passed in April, the Path to Prosperity 
Budget, we guaranteed that seniors 65 
and above, and in fact our citizens age 
55 and above, will not see changes to 
Medicare as they know it. That gives 
Americans 10 years at least to prepare 
for a more secure future for Medicare 

for exactly the reason that you have 
talked about, Dr. ROE, which is we do 
have many blessings in this extraor-
dinary country, and one of them is that 
we do continue to make wonderful ad-
vances in medical science. They do 
come at a certain cost. So we have a 
challenge that we need to face to-
gether. There are certainly ways in 
which we can, together as a Nation, 
figure out how we make our health 
care more cost effective, and there are 
lots of opportunities. 

It is true, there is waste, fraud, and 
abuse in the system. That needs to be 
addressed. There are also ways we can 
protect our health better in our youth 
that Americans haven’t necessarily 
had to think about nearly as much in 
the past couple of decades, but that 
they are starting to think about. So we 
need to make sure that we are making 
those advances together and that our 
seniors and all Americans who need ad-
vanced care will be able to get it, that 
the sickest among us will not be de-
prived of care because of the arbitrary 
decisions of a board that has to cut 
budgets. Again, that is the headline. 
The Affordable Care Act ends Medicare 
as you know it, but what the budget 
that the House Republican majority 
passed in April does is to restore Medi-
care as our seniors know it and allow 
all Americans time to prepare for a 
better future for Medicare. 

Mr. ROE of Tennessee. I thank the 
doctor for being here. And just for the 
viewers today, I want to thank all of 
my colleagues for being here, and all of 
you are health professionals, not career 
politicians. I want to point out that Dr. 
HAYWORTH just joined us in the Con-
gress. I am a one-term congressman. I 
practiced medicine for 31 years. I know 
you did for a long time. We have OB– 
GYN doctors, ophthalmologists, family 
practice, cardiovascular surgeons, and 
nurses, in the well tonight. These are 
not long-term politicians. These are 
practicing health care providers who 
have been out there. 

I think the question I always ask my-
self when I look at legislation, having 
just left the examining room, how does 
this legislation affect the care that I 
can give my patient. I think that is the 
one that we all worry about. We wor-
ried about it with insurance compa-
nies. All of us have fought with insur-
ance companies about providing care. I 
believe at some point in time—we all 
do this—that care is going to be ra-
tioned. The question is: who is going to 
do it? Is it going to be a Federal bu-
reaucrat and a Federal nameless, face-
less panel here in Washington, D.C.? Or 
is that decision going to be made be-
tween a patient, a doctor, and their 
family? I believe that is who should be 
making health care decisions in Amer-
ica. It should be made in the examining 
room in the doctor’s office with con-
sultation, not by some nameless bu-
reaucrat up here in Washington, D.C. 

I thank you for being here, Dr. 
HAYWORTH, and I now yield to Dr. 
GINGREY, my good friend from Georgia, 
and a fellow OB–GYN. 
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Mr. GINGREY of Georgia. Mr. Speak-

er, I thank the gentleman for yielding, 
and I thank him for leading this hour 
on such an important discussion. And 
of course I thank all of my colleagues 
on the floor here tonight. 

I understand that Dr. ROE has au-
thored the repeal legislation of IPAB, 
this Independent Payment Advisory 
Board, created under ObamaCare. 

Dr. ROE, Mr. Speaker, just said that 
the doctor-patient relationship, the 
provider-patient relationship, be that 
provider an advanced practice nurse or 
psychologist, a physician, even the hos-
pitals, of course, are huge providers of 
health care, and who should we be con-
cerned with as Members of Congress. 
Well, it is those 700,000 people that 
each of us represent all across this 
country and that doctor-patient, pro-
vider-patient relationship that is most 
important. Cost, of course, is impor-
tant. But, first and foremost, is the 
sanctity of that care, and that is ex-
actly what Dr. ROE is speaking of, Mr. 
Speaker, and why it is so important 
that we do vote to pass his bill, and we 
do it as quickly as possible to repeal 
this very bad decision. 

In fact, Mr. Speaker, back I think in 
December of 2009, almost 2 years ago 
now, our colleague on the other side of 
the aisle, a senior member of the Ap-
propriations Committee, the gen-
tleman from Massachusetts, RICHARD 
NEAL, offered a letter that many of us 
in a bipartisan way cosigned. I think 
there were over 100 signatories to that 
letter literally begging the President 
and the administration to forget this 
idea of creating this exact same board 
that Dr. ROE is talking about and my 
colleagues will be talking about to-
night. It was called something different 
then in the construction phase of 
ObamaCare. 

But whatever you call it, today of 
course we understand it as IPAB. 
IPAB, Independent Payment Advisory 
Board; I call it IBAD, Independent Bu-
reaucratic Absolute Dictators, these 
unelected 15 people that can literally, 
and will, as the gentlewoman from New 
York just said, Dr. HAYWORTH, they 
will have the ability come 2014 to start 
making these cuts and to make them 
where the biggest growth area and cost 
is. 

Well, Mr. Speaker, we all know, they 
say that there will be no rationing. 
Well, you can say it is not rationing, 
but if it walks like a duck and quacks 
like a duck and looks like a duck, it’s 
a duck. And it is rationing. What will 
happen, and we know it, we health care 
providers that have spent, what, 500 
years of clinical experience in the ag-
gregate, we know exactly what these 
bureaucrats will do. They’ll say if 
someone is above a certain age, let’s 
pick one, say if you’re 65 years old and 
you come down with leukemia, 
lymphoma, and what you desperately 
need when that chemotherapy has 
failed to keep you in remission is a 
bone marrow transplant, but because 
that is so expensive, the decision will 

be made that no, nobody over a certain 
age, nobody over a certain age will be 
eligible for a transplant of a kidney, of 
a lung, of a liver, of a heart, indeed. 
This is something that is absolutely 
unacceptable to us. It is unconscion-
able. 

So, Mr. President, and I say this 
through you, Mr. Speaker, please, lis-
ten to us. Listen to us. We have an-
other letter coming. It is going to be 
signed by all 21 of the members of the 
House GOP Doctor’s Caucus. I wish we 
had some Democratic members as a 
part of this group, but hope springs 
eternal and maybe they will. But listen 
to us because we know of what we 
speak. Don’t make this mistake. Don’t 
go down this road. This is not the way 
to solve the Medicare crisis and the in-
solvency that is coming very quickly 
by 2024. 

b 2000 

You say you can’t accept the House 
Republican budget, the so-called ‘‘Ryan 
budget,’’ the path to prosperity that in-
cludes some, I think, significant and 
very thoughtful, adult, mature deci-
sions regarding what we need to do on 
Medicare. All right. Let’s get together. 
Let’s get in a room and let’s talk about 
it. But you want to kick the can down 
the road and do nothing except slash 
Medicare to pay for your new signature 
issue, ObamaCare—slash it by $500 bil-
lion. Don’t put it back into Medicare, 
but create this whole new program and 
force more people on to Medicaid, 
weaken Medicare and then just hope 
for the future. Well, I think the Amer-
ican people have seen enough of that. 

I know there are a number of my col-
leagues here tonight who need time, 
but I thank the gentleman from Ten-
nessee, and I will close with this: 

On the House GOP Doctors Caucus 
Web site, Mr. Speaker, folks, my col-
leagues, you can go to that Web site, 
and your constituents can go to that 
Web site. It’s 
DoctorsCaucus.Gingrey.house.gov or 
DoctorsCaucus.Murphy.house.gov. The 
reason for the ‘‘Gingrey’’ and the 
‘‘Murphy’’ is that we just happen to be 
the co-chairs now of the House GOP 
Doctors Caucus. That, obviously, will 
change in future Congresses, but that’s 
the way to go to the Web site. We are 
going to ask you to sign a petition: Op-
pose the Democrats’ Medicare cut 
board, because that’s what it is, a ‘‘cut 
board.’’ Visit the GOP Doctors Caucus 
Web site. Sign the online petition: Op-
pose the Democrats’ Medicare cut plan. 

Mr. ROE of Tennessee. I thank the 
gentleman. 

I would like to point out to our view-
ing audience tonight that when the 
House version of this bill was discussed 
through three committees, when this 
was debated 2 years ago, this was not 
in the House version of the bill. This 
was not there. This independent pay-
ment advisory board did not exist. 
When this bill the House passed 
through three committees and then 
here as debated on the House floor 

went to the Senate, we knew that bill 
couldn’t pass over there, so they 
brought one out that didn’t go through 
a single committee hearing with this 
IPAB in it. We have right here the let-
ter that many, many bipartisan Mem-
bers—Dr. FLEMING is here. Dr. 
GINGREY, myself, and others—signed 
along with many people. BARNEY 
FRANK signed this, opposing this bill, 
as well as BOB FILNER, Dr. MCDERMOTT, 
JIM MCGOVERN, and on and on and on. 
They all think this is a bad idea. 

Why do we think this is a bad idea? 
We believe as the people’s representa-

tives—that would be us—that if there 
is going to be a cut in Medicare that 
some faceless, nameless board 
shouldn’t have the right to do that and 
that the Congress would advocate its, I 
believe, constitutional right to control 
spending. So that’s the reason we are 
having this debate now. This should 
never have been in the health care bill. 

Before I yield to my friend from Lou-
isiana, with regard to this right here, 
President Obama said on Medicare re-
form: Now, we believe the reforms we 
propose strengthen Medicare. 

That would be taking $500 billion out. 
I have a hard time believing that’s 
going to strengthen it when we’ve got 
35 million more people going into it. 

It will enable us to keep these com-
mitments to our citizens. 

If we are wrong and if Medicare costs 
rise faster than we expect, this ap-
proach—that’s this IPAB—will give the 
independent commission, which is this 
15 bunch of bureaucrats that are going 
to make $165,000 a year, I might add, 
the authority to make additional sav-
ings. ‘‘Savings’’ means we cut the 
money so you don’t get care. Let me 
interpret this for you: by further im-
proving Medicare. You tell me how 
that improves Medicare if you cut serv-
ices to people and if they don’t get the 
care they need. 

I would now like to yield to my 
friend from Louisiana, Dr. JOHN FLEM-
ING, a family practice doctor. 

Mr. FLEMING. I thank the gen-
tleman, my colleague, my fellow class-
mate, Dr. ROE from Tennessee. 

What I thought I would do is take 
just a moment and discuss the histor-
ical aspect of Medicare and how we got 
to where we are today. 

I began medical school only 7 years 
after Medicare began. In fact, my col-
league, Dr. ROE, I think you’re prob-
ably of similar age and station in life 
and also Dr. GINGREY who is here, and 
some of us may even remember before 
that. 

I watched Medicare grow, and the 
promise to physicians and patients at 
that time was that government, if this 
is passed, would not mess with any-
thing. It would all be between doctors 
and patients. However, by the time we 
got to the ’80s, we found that couldn’t 
be true. The costs were exploding far 
beyond inflation, so the government— 
Congress, in fact—began to go through 
a number of calisthenics in order to 
make it work. 
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One was RBRVS, which was a for-

mula by which doctors would get paid 
rather than by what their costs were— 
then DRGs, diagnosis related groups, 
to tell hospitals exactly what they’re 
going to be paid regardless of their 
costs, then CLIA, and then finally 
SGR, sustained growth rate, which 
we’re struggling with now. 

It basically means, if we miss budget 
targets, doctors get across-the-board 
cuts, which would be up to 25 to 30 per-
cent today. Of course, Congress keeps 
kicking the can down the road because 
Congress knows that, if we were to ac-
tually implement the cuts that are re-
quired by law, physicians would stop 
taking Medicare patients, and we’d 
have a serious, serious problem. 

So, if we fast-forward to today, why 
is it that we can’t control the costs to 
Medicare? I just have to bring it down 
to the bottom line here. You control 
health care costs by one of two meth-
ods: 

One is a market-based, patient-cen-
tered method in which the patient is in 
the driver’s seat, working in partner-
ship with his or her health care pro-
vider, making the decisions, but also 
having a responsibility to control 
costs, which means the patient has 
skin in the game, meaning through 
health savings accounts and things of 
that sort. They have an investment in 
controlling costs for them. Therefore, 
they control costs for the rest of the 
system. Fraud, waste and abuse is 
taken care of by the user, the con-
sumer in that case, making, in fact, 
the patient a savvy consumer. 

On the other hand, you’ve got a com-
mand and control, top to bottom, 
which is what ObamaCare is. The only 
way that you can control costs, Mr. 
Speaker, by doing that is to use a sys-
tem like IPAB, this independent pay-
ment advisory board—15 appointed offi-
cials who have absolutely no account-
ability to anyone. They are unelected 
and unknown, for the most part; and if 
you have a problem with their decision, 
there is nobody to go to. No one is 
going to answer the phone. 

So what does this relate to ulti-
mately? 

We get an inkling of where we’re 
going with this through funds going 
into this comparative effectiveness 
board, where studies will be determined 
to see how effective various treatments 
are and for whom. This comes down to 
what is already implemented in Great 
Britain, NICE, which stands for the Na-
tional Institute of Clinical Excellence. 
For a lot of people, it’s not so nice. 

So how does it work? It goes like 
this: 

There is a certain number of proce-
dures, diagnostic-or treatment-wise, 
and there is so much money that can 
be spent on those. Then there are the 
needs, the people who actually need 
these. So a determination is made 
based on a graph, if you will, or on a 
matrix as to someone’s value to soci-
ety, as to the value of one’s life. In 
fact, they actually have a numerical 

value each year for what one’s life is 
worth. They go to this matrix, and 
they determine in Great Britain wheth-
er or not it’s worth that investment for 
them. That may mean a hip replace-
ment, it may mean renal dialysis, or it 
may mean that your cancer doesn’t get 
treated. 

In fact, if you look at the compara-
tive statistics between the survival 
rates of prostate and breast cancer, 
which are two of the main cancers we 
deal with in this country, against Can-
ada, which also has socialized medi-
cine—and Great Britain—there is abso-
lutely no comparison. The death rates 
are much higher in those countries. 

So today I would submit to you, Mr. 
Speaker, that if we continue down the 
ObamaCare road, the implementation 
of IPAB, which is controversial even 
among the left of the left and is very 
concerning for everyone, I think this is 
sort of the last shoe to drop when it 
comes to the creating of a government- 
run, socialized health care system in 
which bureaucrats, rather than you 
and your physician, will be making de-
cisions about your individual life. 

We very much want to repeal 
ObamaCare; but even if for some reason 
we can’t or until we do that, we des-
perately want to get rid of this IPAB, 
which we view to be toxic for our 
health care system and for our culture 
in general. 

With that, I want to thank the gen-
tleman for having this discussion to-
night, and I look forward to many 
more. 

b 2010 

Mr. ROE of Tennessee. I thank the 
gentleman. 

We are blessed to have not only phy-
sicians in our Health Caucus but reg-
istered nurses with years of experience 
in health care. 

I would like to now yield to the gen-
tlelady from North Carolina for her 
comments. 

Mrs. ELLMERS. Thank you, Dr. ROE. 
My comments are coming to you as a 
nurse in health care. And, Mr. Speaker, 
I know you understand the situation 
that we’re discussing tonight as well. 

The situation at hand tonight, there 
are so many to choose from. We are all 
vehemently against ObamaCare, and 
we know that it must be taken down. 
We voted to repeal it only to fall on the 
steps of the Senate with nothing for-
ward, so we are taking it apart piece by 
piece. 

This Independent Payment Advisory 
Board, let’s think about that for a mo-
ment. One of the points that my col-
leagues have made is that this is an 
independent board that is going to 
make decisions about your health care, 
the American people’s health care. If 
they receive Medicare, a board some-
where in this country—I guess I would 
imagine here in Washington—will come 
together. Your situation, your diag-
nosis will be sent in, and they will con-
vene and they will decide whether or 
not you’re going to receive the proce-

dure that’s being put forward or wheth-
er your physician will actually get paid 
for that procedure. So not only does 
this limit the health care that you 
might be able to receive, but it also 
dictates to physicians what they can 
and cannot do. 

Imagine a physician sitting down 
with a patient and discussing the possi-
bility of hip surgery after a broken hip 
only to find out a day later that that 
surgery cannot be done because this 
independent board has decided that 
that patient’s age is too progressed, or 
maybe the patient takes too many 
medications, or they just feel that this 
isn’t going to be a positive outcome. 
Imagine that patient, imagine that 
family looking into that doctor’s eyes 
and saying, You cannot do my surgery? 
You cannot fix my hip? I was a normal 
functioning individual 2 days ago, and 
now I cannot have surgery? This is 
what ObamaCare has put in place. It 
has cut $500 billion out of Medicare, 
and it’s going to put a panel in place to 
limit the amount that can be spread 
around. $500 billion, that is an incred-
ible amount of money. 

I just want to elaborate on my com-
ments. The board, itself, is just unbe-
lievable. But let’s face it. Right now in 
America, physicians are closing their 
doors. Physicians are dropping patients 
with Medicare because they simply 
cannot afford to do business any 
longer. All of these things that we’re 
facing right now—we talked about the 
SGR. We talked about how physicians 
are being paid. There is so much uncer-
tainty in the health care world directly 
because of ObamaCare. Hospitals are 
scrambling to figure out and crunch 
the numbers on how they’re going to be 
able to continue to provide care 
throughout the years moving forward. 

We must follow through on this legis-
lation because it is going to affect 
every American; it doesn’t matter how 
old you are. This is just a start. This is 
just a foot in the door. A board like 
this is dangerous beyond all imagina-
tion. I applaud you, Dr. ROE, for all of 
the work that you have done because 
this is the right step to take, and I 
thank you. 

Mr. ROE of Tennessee. Before the 
gentlelady leaves, let me just point a 
couple of things out that concern me 
about this bill, and again, back to my 
premise that health care decisions 
should be made between patients and 
their doctor. 

I have had patients in my practice 
who have been in their seventies or 
eighties who are much healthier than 
someone who may be 40 years of age. I 
have seen them. As a matter of fact, at 
home, one of the folks who helps cut 
wood and clean and take care of the 
Appalachian Trail, does trail mainte-
nance, is 92 years old. And he’s out hik-
ing on the trail, a very healthy gen-
tleman. And we see this over and over. 

This Independent Payment Advisory 
Board—and I’m going to run down it 
real quickly just to let you know what 
authority this U.S. Congress right 

VerDate Mar 15 2010 03:44 Jun 01, 2011 Jkt 099060 PO 00000 Frm 00029 Fmt 7634 Sfmt 0634 E:\CR\FM\K31MY7.073 H31MYPT1pw
al

ke
r 

on
 D

S
K

5T
P

T
V

N
1P

R
O

D
 w

ith
 H

O
U

S
E



CONGRESSIONAL RECORD — HOUSEH3792 May 31, 2011 
here, and I think this is a bipartisan 
agreement that we’re doing away 
with—it’s created under ObamaCare. 
The Senate version. Not from the 
House of Representatives, remember. It 
creates targets, and it requires Medi-
care to make those cuts when those 
targets are reached not based on qual-
ity and access but just a specific num-
ber. And it targets only senior benefits 
and providers. 

And here’s the other little thing 
that’s not known that we haven’t even 
talked about tonight. This IPAB will 
start out for the first 5 years affecting 
prescription drugs and physician pro-
viders, but at the 5-year mark, your 
hospital is also included in that. That 
means that they can cut the payments 
to hospitals, and maybe many rural 
hospitals—we fear, where I live in a 
very rural area in America—may close 
because of this very provision right 
here. And it’s targeted at high-growth 
areas. 

Seniors are shut out when IPAB se-
lects Medicare cuts. And there is no 
one they can go to to even complain 
about this. They can’t go to their doc-
tor, and they can’t go to their Con-
gressman because the Congress gave up 
its ability to control those decisions. 

So one of my great frustrations is 
this Congress right here is giving up its 
constitutional authority. And we are 
beholden to the people who elect us to 
do what’s right, not some nameless bu-
reaucratic board. 

I would now like to yield to the gen-
tleman from Indiana, our new Member 
here, Dr. LARRY BUCSHON, who is a car-
diovascular surgeon. He brings great 
expertise in cardiovascular surgery. 

Welcome to the floor tonight, Dr. 
BUCSHON. 

Mr. BUCSHON. Thank you, Dr. ROE, 
for yielding. 

I was a cardiothoracic surgeon just 
recently, last year, prior to coming to 
Congress. I helped patients and their 
families make informed decisions re-
garding the care they needed or the 
care their loved ones needed. I provided 
a professional opinion based on the 
facts and sometimes had to convey in-
formation and news to patients and 
their families that they didn’t want to 
hear. 

Mr. Speaker, I came here to tell the 
American people the truth that some-
times can be difficult to hear, but the 
American people deserve the truth 
about what’s happening with health 
care in this country. 

The majority of my patients were 
Medicare patients. We know that Medi-
care is one of the main drivers of our 
long-term systemic debt. 

I want to reiterate that on May 13 
the Medicare Board of Trustees re-
leased their annual report on the pro-
gram’s financial status. In it, the Medi-
care Trustees stated that the Hospital 
Insurance Trust Fund will become in-
solvent in 2024. That’s within 13 years, 
Mr. Speaker, 5 years sooner than last 
year was predicted. 

And from a physician’s standpoint, 
according to the American Medical As-

sociation, one in three primary care 
doctors is currently limiting Medicare 
patients in their practice, and one in 
eight physicians is forced to refuse 
Medicare patients altogether due to 
the cuts already that have been made 
in the Medicare program. And with the 
Medicare population estimated to dou-
ble by 2030 to approximately 70 million 
Americans, imagine the access prob-
lems we’re going to have then. 

Today, the average couple that turns 
65 has paid in over $100,000 to the Medi-
care program but is receiving over 
$300,000 in benefits. Mr. Speaker, this is 
not a sustainable model. Without sig-
nificant reforms, beneficiaries in the 
future are going to be at risk for lim-
ited access to quality care they deserve 
and they count on, and ultimately face 
rationing of care, waiting lists, and 
dramatic cuts to current seniors based 
only on the cost, not based on what Dr. 
ROE has said, the quality of care or 
what type of care they need, but based 
on the money alone. 

Anyone promoting the status quo is 
dooming Medicare to failure, and soon. 
It’s coming up in 2024. Our plan doesn’t 
affect any American over age 55. They 
have counted on these benefits. But 
what it does is preserves the program 
for future Americans. Again, the status 
quo is dooming Medicare to failure, 
and soon. 

Congressional Democrats and the 
current administration have offered no 
plan to date except the Independent 
Payment Advisory Board that Dr. ROE 
and others have been talking about in 
the ObamaCare bill; again, I want to 
say again, 15 unelected Washington, 
D.C., bureaucrats making decisions 
about Medicare, making decisions 
about the future of health care for our 
seniors. 

IPAB was thought to be maybe the 
silver bullet—if you listen to them tell 
the story—to control costs. But what 
IPAB really will do is will recommend 
cuts be made to the program—not sav-
ings, cuts, we’re talking about here. 
CMS will then make those rec-
ommendations to Congress unless we 
get a two-thirds vote. They go in play. 
They start to happen. We have given 
up, as Dr. ROE said, our congressional 
authority to do something about the 
future of health care for our citizens. 

This is a misguided approach that 
will, again, empower this group of un-
accountable bureaucrats to determine 
the type of health care you may re-
ceive based on your age and your 
health. Health care decisions are best 
made when left up to the patient and 
their doctor. 

b 2020 

You and your doctor and your family 
know what’s best for you, not the gov-
ernment. 

And I want to finish by saying, for 
me, personally, Mr. Speaker, this is 
about the future of health care for the 
American people. I fear for what the fu-
ture may hold—access problems, wait-
ing lists, rationing of care. Look at 

other countries that have socialized 
medicine. All of these things are occur-
ring. This may be based on your age, 
based on your health. We don’t know 
what they’re going to be based on in 
the future. It could be based on other 
factors. 

Do we really want this type of health 
care for the American citizens? I would 
answer ‘‘no’’ on behalf of my patients 
and on behalf of all Americans and, es-
pecially in the case of IPAB, on behalf 
of our American seniors. 

Mr. ROE of Tennessee. Dr. BUCSHON, 
let me throw this question at you a lit-
tle bit. 

When you are seeing patients in your 
practice and basically those health 
care decisions are made between you 
and them, when you look at their rel-
evant clinical data and their symptoms 
and you can see that there is a lesion, 
maybe a heart surgery that you can do 
to help them, and it’s based on what 
their needs are—and I have never un-
derstood since I have been in this Con-
gress why health care has ever been a 
partisan issue—have you ever seen a 
Republican or a Democratic heart at-
tack in your life? No. And I’ve never 
operated on a Republican or Demo-
cratic pelvic cancer in my life. 

Why in the world—so this is one 
where there is bipartisan support be-
cause both sides of the aisle understand 
this is a very bad idea to get on this 
slippery slope where you allow Wash-
ington bureaucrats, and they can be 
called ‘‘experts’’ if they want to be, but 
they’re going to be making clinical de-
cisions for people they never have 
placed an eye on or a stethoscope on 
their chest. 

And I, for one, am going to go down 
swinging on this because I believe this 
affects all the people in this country, 
and potentially in a very negative way, 
including the President, because he 
will be under this same plan. 

And, unfortunately, many people will 
probably try to opt out. We’re already 
seeing all of the opts out for the pri-
vate health insurance plans. But I, as a 
65-year-old, can’t opt out. I’m in. I’m 
going to be part of this. And I know 
what my patients have wanted. And I 
just wondered if you feel the same way 
I do about that. 

Mr. BUCSHON. I feel exactly the 
same way, Dr. ROE. 

For me, again, I’ve never seen a Dem-
ocrat or a Republican patient. I see a 
patient. In fact, in my practice as a 
heart surgeon, frequently, I didn’t even 
know what type of health care cov-
erage that patients had. 

For a doctor, like you or me, for any 
health care professional, what matters 
is what’s the right type of health care 
to provide for that patient regardless 
of ability to pay. And what we’re look-
ing at here is the potential where these 
bureaucrats may tell you, Dr. ROE, 
that you cannot treat this patient 
based on their decision about whether 
or not it’s affordable for the American 
people. They’re going to make deci-
sions based on money, not based on 
what needs to be done. 
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Mr. ROE of Tennessee. What I believe 

will happen in that situation is that 
the Federal Government will have 
overpromised, and what we, as physi-
cians, will do is provide that care and 
shift that cost somewhere else until 
there is nowhere else to shift it; be-
cause I know how if I see a patient that 
needs care and they are 75 years old, 
let’s say, and they have needed surgery 
and I can improve the quality of their 
life with that, we’re going to do it in 
some kind of way. And you know; 
you’ve done it. We just figure out later 
how to pay for it. That’s not the way to 
do this. 

I thank the gentleman. 
I’d now like to yield to the gen-

tleman, my colleague and good friend 
from Tennessee, Dr. SCOTT DESJARLAIS, 
also a new Member of Congress. Wel-
come to the House floor tonight. 

Mr. DESJARLAIS. Thank you, Dr. 
ROE. I appreciate you leading this dis-
cussion. 

I rise tonight in support of my many 
physician and other health care col-
leagues that are in the Chamber to-
night to discuss what I agree should be 
a bipartisan issue. It has been so dis-
turbing to me after being in Congress 
just 5 months to see some of the dis-
respect that goes on across the aisle on 
the floor back and forth. But when it 
comes to our seniors’ health care and 
health care in general, it’s something I 
take very personally. 

I think I can speak for all of my phy-
sician colleagues, nursing colleagues, 
our dental colleagues, that are in the 
Doctors Caucus, that none of us went 
to medical school or nursing school or 
dental school to become politicians. We 
went into those fields because we care 
about people, and we’re now here for 
that exact same reason. And to sit in 
this Chamber and listen to accusations 
about this plan of PAUL RYAN’s to help 
save Medicare is just more than I can 
stand to not get up and at least share 
my thoughts. Because the bottom line 
is, as some of my colleagues have men-
tioned tonight, the CBO states that the 
cost of doing nothing is that Medicare 
will be broke in 9 years. 

We’ve also heard that 10,000 new 
Medicare recipients are entering the 
pool each and every day. We also have 
talked about the fact that the average 
age of a Medicare recipient in 1965 in 
terms of life expectancy was 68. So, at 
that time, you were expected to be on 
Medicare, Dr. ROE, for approximately 3 
years. Well, thankfully, due to ad-
vances in medicine, men and women 
are both living on average at least 10 
years longer. 

And I think Dr. BUCSHON mentioned 
that the average couple pays in about 
100,000, or 109,000 into Medicare taxes 
but are extracting 343,000. So it doesn’t 
take a mathematician or CPA to figure 
out that this program has been se-
verely mismanaged. 

So when we step up as a conference 
and as conservatives to help save the 
Medicare program but yet we watch, 
one after another, Members from the 

other side of the aisle get up and use 
scare tactics on our seniors saying that 
this plan is cutting their Medicare, 
that’s just simply untrue, and I think 
that we need—and we need to set the 
record straight and people deserve to 
hear the truth as has been spoken here 
tonight. 

So I join you in my concerns that 
these are patients we’re talking about. 
These are people. And seniors deserve 
to know the truth that if they are 55 
and older, this plan does not affect 
their Medicare. 

I know that the message has been un-
clear because I conducted a tele-town 
hall just last week before the Memorial 
Day weekend, and we had over 20,000 
people call in. And the majority of the 
questions that we were asked was, Why 
is my Medicare being cut? 

So I think that we need to reiterate 
the fact that, if you’re 55 and older, 
there are no changes. If you’re under 
54, we’re taking steps to make sure 
that your Medicare will be preserved 
and saved and protected for future gen-
erations. Anything else would be sim-
ply irresponsible. 

Another claim that was disturbing to 
me was the special election in New 
York. Some claim that the reason that 
the conservative candidate lost was be-
cause of our attempt to save Medicare. 
And it was spun as that cutting Medi-
care is something you just don’t touch 
politically. But I know a lot of us, in-
cluding yourself, Dr. ROE, didn’t come 
here to play politics. We came here to 
do the right thing, and the right thing 
is to tell the American people the 
truth. And what we’re trying to do is 
protect that plan. 

The plan that is going to cut Medi-
care that has been mentioned already 
is the ObamaCare plan. And that seems 
to have been pushed to the back burn-
er, and that’s a dangerous thing. The 
IPAB bill that you sponsored, and I’m 
proud to cosponsor, is a great example 
of that. 

So we need to speak boldly and let 
the people know the truth so our sen-
iors are not afraid and scared by polit-
ical tactics. I’m proud to join you to-
night in this discussion. 

Mr. ROE of Tennessee. Will the gen-
tleman yield? 

Mr. DESJARLAIS. Yes, sir. 
Mr. ROE of Tennessee. Let’s go back 

to what you were saying, Dr. 
DESJARLAIS, just a moment ago. We’ve 
discussed tonight this Independent 
Payment Advisory Board in some de-
tail, about what it does. We’ve also dis-
cussed the Ryan plan, about what is in 
the future. 

Well, why are we having that discus-
sion? Well, we’re having that discus-
sion because we see Medicare as it is 
being unfundable in 2024, 13 years from 
now, and that could be a moving target 
and change. So we want to sustain 
this—I think both sides want to sustain 
Medicare as it is. 

So we know that people are 55 and 
older—if you’re 70 years old now, noth-
ing changes. My mother is 88 years old 

and nothing will change for her. But if 
you’re 54, what happens to you? And 
why do we think that will work? 

Well, what happens to you at 54 is 
you’re offered exactly the same health 
care plan that I have and you have 
right now. Maybe you have. I have 
Medicare part A. I would like to still 
have the plan I had. But you’ll have ex-
actly the same plan that Dr. 
DESJARLAIS has. And what plan is 
that? 

Well, basically what the premium 
support is is that a person just looks— 
when you turn 65, you’ll look at your 
health care plan as if—say the Federal 
Government is your employer. They 
pay that part of your premium and you 
pay some other. Now, a higher-income 
senior like you or myself, we’re going 
to get a bigger chunk of that. So it’s 
going to be indexed based on what your 
income is. If you’re 65 years of age and 
you’re—let’s say you have multiple 
health problems and you’re going to 
have a more expensive plan, you’ll pay 
less than that. 

b 2030 

If you are a low income senior, you 
will pay less than that. Why do we 
think that will work? We’ve heard all 
these things about insurance compa-
nies. Why do we think that will work? 
Well, the one single plan that has ever 
come in under budget that the Federal 
Government runs that I know of in 
health care is Medicare part D. 

Now, whether you believe in dough-
nut holes or not doughnut holes, but in 
the 10-year budget estimate, Medicare 
part D, which is the prescription drug 
plan, was estimated to cost about $630 
billion or $640 billion over 10 years. It 
came in about $337 billion, a 41 percent 
decrease. So when patients have 
choices, and people can go and it is not 
one shoe fits all, one size fits all, peo-
ple have choices to be able to go out 
and pick out what kind of health care 
plan is best for them—for me, I like a 
health savings account. Someone else 
may pick another plan with a 20 per-
cent copay. But those patients, those 
Medicare recipients at age 65 will be 
able to make that choice, not some 
nameless board deciding what kind of 
care you get. 

Now, I will say that we do need to 
help control the costs. That’s why 
we’re having this discussion. But 
again, I believe who should be making 
those decisions are patients and their 
families and their doctors. 

I want you to stick around for a 
minute because I’ve got some more 
questions. But right now I would like 
to yield to ANN MARIE BUERKLE, a 
great new member of our Health Cau-
cus, a nurse, and an attorney. I won’t 
hold that against her. She is from New 
York, and welcome to the meeting to-
night. 

Ms. BUERKLE. And I thank you. 
Thank you for this time. 

Mr. Speaker, I rise here tonight, 
along with my colleagues and other 
members of the Doctors Caucus, with 
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such concern about what is being pro-
posed in the health care bill and what 
is now law. I think we need to have a 
frank discussion with the seniors, Mr. 
Speaker, because of the demagoguing 
and the fearmongering that has gone 
on by proponents of this health care 
bill. 

The fact is this health care bill, Mr. 
Speaker, is law. If it goes on without 
being interfered with, Medicare as we 
know it will be decimated. Five hun-
dred billion dollars in cuts. That’s 
going to affect the seniors. That’s the 
law, and that’s what’s in place right 
now. 

What we are proposing on the Repub-
lican side is that: it is a proposal. But 
it is a place to begin the discussion 
about how we are going to save Medi-
care. And we must say over and over 
again to our seniors this bill will not 
affect you if you are 55 years and older. 
You will retain the exact same benefits 
that you have now. But we as health 
care providers, we as those who went 
into health care as advocates because 
we care about people, we want to pro-
tect and preserve Medicare. That’s 
what this proposal is that the Repub-
licans put forth in the budget. 

I think, Mr. Speaker, the irony in all 
of this is those who pushed this health 
care bill, organizations who pushed it 
on seniors and said this is a great bill, 
and vote for this health care bill, they 
now have waivers from the health care 
bill. They now are saying, well, it’s 
good for all of you folks, but it’s not so 
good for us. That should raise red flags. 

So I am so pleased to be here tonight 
with my colleagues to be able to have 
this conversation with the seniors, Mr. 
Speaker. They need to know the truth. 
They need to know that we want to 
preserve Medicare. We want to make 
Medicare better for us, for our chil-
dren, and their children. And that’s 
what this is about. 

I thank you for this time. 
Mr. ROE of Tennessee. I thank the 

gentlelady. 
Who more than anyone than the 

Health Caucus and the physicians cau-
cus wouldn’t want to maintain Medi-
care? And one of my frustrations that I 
have had in this body is, how can you 
solve a problem if you can’t discuss it? 
And right now we’re not even able to 
discuss in a logical way how we reform 
Medicare. And those Medicare changes, 
we’ve only mentioned a few of them I 
might add. There are many others in 
here. In 2012, that will be just next 
year, there will be Medicare cuts to di-
alysis treatment. Medicare cuts to hos-
pice begin in 2012. And on and on. 

And it’s one thing to have a problem. 
It’s quite another to not even be able 
to discuss the problem. So let’s just 
summarize it briefly here, and then I 
will yield to you that are still here. We 
had a problem in this country with 
health care costing too much and a 
group of people that couldn’t have ac-
cess to care and a liability crisis. We 
did nothing with this ObamaCare bill 
to curb the costs. 

How we helped pay for the Affordable 
Care Act is we took money out of Medi-
care. And to control spiraling Medicare 
costs, we set up a board, this bill set 
up—not we, but this bill set up a board 
called the Independent Payment Advi-
sory Board. Most people, including 
many physician friends of mine, don’t 
have any idea what this is. It is a very 
bad idea. It’s not a good idea in Eng-
land, where it’s being used. That’s 
where the group that wrote this bill 
got it. 

And you know why they want this? 
Why the people that signed this, the 
Senate and others? Because they don’t 
have to be accountable. They can 
blame somebody else when needed care 
isn’t given. Oh, it isn’t my fault. This 
board did it. Well, it is our fault. If we 
give up that right, it’s our fault if 
those cuts occur to our seniors and we 
cannot provide the care that they need. 

So why we are having this discussion 
is we have got a budget problem. We 
have got a $1.6 trillion budget deficit in 
this country we have to close. And how 
do we do that? We look forward and see 
where are the costs going forward? As I 
mentioned, when the President of the 
United States is 65 years of age, 15 
years from now, four things will take 
up every tax dollar that we take in. So 
it’s mandatory that we begin now solv-
ing this problem. 

I think the plan is a great plan, the 
Ryan plan. It allows people to plan. It 
also, I believe, will allow you more 
choices. And I believe that that’s ex-
actly what the American people want 
in health care, is not someone up here 
in Washington making those choices 
for us and our patients, but the pa-
tients and the doctors making those 
choices. 

I will yield to the gentleman, Dr. 
DESJARLAIS, if you would like to have 
some comment about that. 

Mr. DESJARLAIS. You are correct, 
and I agree with everything you said. 
The point that a lot of folks made on 
the campaign trail is there is simply 
too much government medicine. There 
are unsustainable costs. I know our 
colleague from New York, ANN, as an 
RN, probably recalls the day where she 
spent more time on patient care than 
documentation. And now most nurses 
will acknowledge that it’s just the re-
verse; they spend much more time on 
paperwork and bureaucratic issues 
than taking care of patients. 

And I think that it’s important that 
we remember that just a short time 
ago, when the Affordable Health Care 
Act, more commonly known as 
ObamaCare, was being pushed forward, 
Americans vehemently opposed this 
bill. I don’t want them to forget all the 
reasons why they opposed it. They 
didn’t ask for it. We can’t afford it. 
And we don’t need it. 

There were approximately 30 million 
uninsured people, according to the 
President, at the time. But yet up to 75 
percent of people rated their health 
care as good or excellent. So we’re tak-
ing a system that has flaws and exces-

sive costs, and trying to completely 
turn it upside down with this Afford-
able Health Care Act, which we all 
know is going to lead to rationing of 
care, decreased quality of care, and in-
creased costs. You can’t add people to 
a system and decrease costs without 
rationing care. 

So I think it’s important that the 
people stay engaged and speak out and 
acknowledge that they want the rela-
tionship to be between themselves and 
their doctors, and not between Wash-
ington bureaucrats such as what the 
IPAB is proposing. That’s exactly what 
we’re going to see. And we need to 
stand firm. The American people don’t 
need to forget why they were opposed 
to the ObamaCare bill in the first 
place. 

Mr. ROE of Tennessee. I thank the 
gentleman. 

I yield now to Congresswoman 
BUERKLE from New York for closing 
comments. 

Ms. BUERKLE. Thank you very 
much. 

I think it’s so important to have this 
conversation with the seniors. We want 
to preserve your relationship with your 
physician. There is nothing more sa-
cred than that relationship. This IPAB 
panel will disrupt that. It will come 
right between you and your physician. 

It’s so important that we get the 
facts out, that we have this conversa-
tion with seniors, that you understand 
that we are fighting to preserve Medi-
care, fighting to preserve Medicare as 
we know it, and Medicare and the pa-
tient-physician relationship. 

With that, I thank you for this oppor-
tunity. 

Mr. ROE of Tennessee. I thank the 
gentlelady. 

I will finish by saying that I know 
that the Health Caucus and the physi-
cians caucus are totally committed to 
this bipartisan bill, this repeal of this 
IPAB. 

Again just to summarize what it is, 
it is 15 bureaucratically appointed peo-
ple approved by the Senate, submitted 
by the administration. I don’t want a 
Republican President or a Democrat 
President appointing these people. 
What they will do is make a decision 
based totally on cost. The Congress 
then requires a two-thirds override to 
change or they have to make the cuts, 
we have to make the cuts someplace 
else. CMS will be in charge of how 
those cuts are taken care of. 

b 2040 
I think that responsibility, that fidu-

ciary responsibility, is right here in 
the elected body that meets with the 
people. 

I thank the gentleman for being here 
tonight, I thank the gentlelady for 
being here, and I yield back the bal-
ance of my time. 

f 

ANNOUNCEMENT BY THE SPEAKER 
PRO TEMPORE 

The SPEAKER pro tempore. The 
Chair must remind all Members that 
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