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RETIREMENT CEREMONY FOR 
MRS. RUTHANNE SLAMKA 

HON. PETER J. VISCLOSKY 
OF INDIANA 

IN THE HOUSE OF REPRESENTATIVES 
Tuesday, July 24, 2012 

Mr. VISCLOSKY. Mr. Speaker, it is with 
great pleasure and admiration that I stand be-
fore you today to recognize Mrs. Ruthanne 
Slamka for her many years of service to the 
National Park Service (NPS), and more spe-
cifically, to the Indiana Dunes National Lake-
shore. Ruthanne’s 40 years of service to the 
Indiana Dunes National Lakeshore have cer-
tainly contributed to the park’s success. For 
her many years of public service and her ex-
ceptional dedication to the community of 
Northwest Indiana, she will be honored at a 
retirement ceremony on Friday, July 27, 2012. 

Indisputably, Ruthanne’s tireless devotion to 
ensuring the success of the park lent itself to 
the overall growth of the Indiana Dunes Na-
tional Lakeshore. As you may be aware, the 
Indiana Dunes National Lakeshore came into 
being on November 5, 1966. Ruthanne 
Slamka began her work with the National Park 
Service on July 23, 1972 and the Indiana 
Dunes National Lakeshore held a ceremony 
establishing the park on September 8, 1972. 

Much work was needed to acquire land 
within the park’s boundary, and Ruthanne 
served as the primary contact for hundreds of 
individuals and families whose property was 
acquired. Her knowledge of the properties and 
the complex acquisition process earned her 
the respect of the owners, other government 
entities, and the public at large. Further, the 
meticulous transcripts Ruthanne produced pro-
vide an exceptional insight into the park’s 
early years, and serve as an invaluable tool 
for those interested in the rich history of this 
extraordinary landmark. 

Thanks in part to the effort and profes-
sionalism Ruthanne demonstrated during her 
tenure with the Indiana Dunes National Lake-
shore, residents of, and visitors to, Northwest 
Indiana are able to enjoy the Lake Michigan 
shoreline as well as the miles of recreational 
trails and the diverse ecosystem contained 
within the park’s wetlands, prairies, and for-
ests. My constituents and I are indebted to 
Ruthanne Slamka for her contributions to the 
only National Park within the First Congres-
sional District. 

Although she has committed herself to serv-
ing her community through her work with the 
Indiana Dunes National Lakeshore, 
Ruthanne’s dedication to her family and loved 
ones is equally impressive. Ruthanne and her 
husband, Joseph, have been married for more 
than 40 years. 

Mr. Speaker, I respectfully ask that you and 
my other distinguished colleagues join me in 
honoring Ruthanne Slamka, and in wishing 
her well upon her retirement. Her lifetime of 
service to the Indiana Dunes National Lake-
shore and her unselfish commitment to serv-
ing her community is truly admirable, and for 
this, she is worthy of the highest praise. 

PERSONAL EXPLANATION 

HON. DAVID N. CICILLINE 
OF RHODE ISLAND 

IN THE HOUSE OF REPRESENTATIVES 

Tuesday, July 24, 2012 

Mr. CICILLINE. Mr. Speaker, on the Legisla-
tive Day of June 8, 2012, upon request of a 
leave of absence after 11:00 a.m., a series of 
votes were held. Had I been present for these 
rollcall votes, I would have casted the fol-
lowing votes: 

On agreeing to the Broun (GA) amendment 
(Roll No. 372)—I vote ‘‘No’’; On agreeing to 
the Scalise amendment (Roll No. 373)—I vote 
‘‘No’’; On agreeing to the Moran amendment 
(Roll No. 374)—I vote ‘‘Yes’’; On agreeing to 
the Flake amendment (Roll No. 375)—I vote 
‘‘No’’; On motion to recommit with instructions 
(Roll No. 376)—I vote ‘‘Yes’’; On passage 
(Roll No. 377)—I vote ‘‘No’’; and On motion 
that the House instruct conferees (Roll No. 
378)—I vote ‘‘No.’’ 

f 

IN RECOGNITION OF THE CITY OF 
GAINESVILLE BEING NAMED 
‘‘MOST PATRIOTIC SMALL TOWN 
IN AMERICA’’ BY USA TODAY 

HON. MICHAEL C. BURGESS 
OF TEXAS 

IN THE HOUSE OF REPRESENTATIVES 

Tuesday, July 24, 2012 

Mr. BURGESS. Mr. Speaker, I rise today to 
recognize Gainesville, Texas as they were re-
cently named the ‘‘Most Patriotic Small Town 
in America’’ by USA Today. 

Last week, Rand McNally Corporation and 
USA Today announced the winners of the 
Best of the Road 2012 contest. This contest is 
a nationwide search for America’s best towns 
for friendliest people, great scenery, terrific 
food, patriotic fervor, and just plain fun. 

I am proud that Gainesville won the cat-
egory for most patriotic, not only for its num-
ber of monuments and memorials and tremen-
dous display of American flags, but especially 
for the genuine spirit of its citizens. As a final-
ist, Gainesville hosted a two day patriotic cele-
bration during the judges’ visit to the city 
which included an old fashioned ice cream so-
cial and a tour of the city decked out in its 
best red, white and blue regalia. In addition, 
the judges recognized Gainesville’s Medal of 
Honor Host City Program, an annual three day 
celebration honoring the military veterans 
awarded our nation’s highest military decora-
tion, the Medal of Honor. Also recognized was 
Gainesville’s unique downtown area with its 
antique shopping and dining venues situated 
around the historic Cooke County Courthouse 
on the square. 

Gainesville was established in 1850 through 
a donation of 40 acres of land by Mary E. 
Clark. The town was named after General Ed-
mund Pendleton Gaines, a United States Gen-
eral sympathetic to Texas during the state’s 

revolution. After years of battling off Native 
American attacks, the city persevered and ulti-
mately prospered. Since Gainesville is near 
Oklahoma’s border, Gainesville became a key 
trading center. Farming and agriculture even-
tually took over as the town’s primary industry, 
and after oil was discovered nearby, Gaines-
ville was able to prosper even during a period 
of severe economic turmoil, the Great Depres-
sion. Gainesville is home to numerous attrac-
tions including Camp Howze Army training 
camp and the Frank Buck Zoo. Today, the city 
of Gainesville is still continuing to multiply its 
population and business community. 

It is an honor to have Gainesville, recog-
nized after 30,000 miles and five other cities, 
as the most patriotic. I am privileged to rep-
resent Gainesville, Texas in the U.S. House of 
Representatives, and I rise to salute them for 
their patriotism for our country. 

f 

LYME DISEASE EXPLODING IN 
U.S., AROUND THE GLOBE 

HON. CHRISTOPHER H. SMITH 
OF NEW JERSEY 

IN THE HOUSE OF REPRESENTATIVES 

Tuesday, July 24, 2012 

Mr. SMITH of New Jersey. Mr. Speaker, last 
week I chaired the first ever congressional 
hearing examining the global challenges in di-
agnosing, treating and managing Lyme dis-
ease. 

My personal commitment to combating 
Lyme disease is longstanding—going back 20 
years when one of the witnesses we had last 
week, Pat Smith, attended one of my townhall 
meetings in Wall Township, New Jersey and 
asked me to get involved. I did. 

On September 28, 1993 I offered an 
amendment to establish a Lyme Disease Pro-
gram through the Environmental Hygiene 
Agency of the U.S. Department of the Army. 
It passed and became law. 

On May 5, 1998 I introduced a comprehen-
sive, bipartisan Lyme Disease bill—H.R. 3795 
Lyme Disease Initiative Act of 1998—which 
had at its core, the establishment of a task 
force—an advisory committee—to comprehen-
sively investigate Lyme with at least four 
things in mind-detection, improved surveillance 
and reporting, accurate diagnosis and physi-
cian knowledge. 

I reintroduced the bill again in 1999, 2001, 
2004, 2005, 2007, 2009 and 2011. 

I would note parenthetically that that same 
year, I also introduced a comprehensive law to 
combat Autism. Despite significant opposition 
in Congress and at NIH and CDC that par-
alleled the Lyme bill struggle, it became law in 
2000. Last year I authored the Combating Au-
tism Reauthorization Act of 2011 which was 
signed into law in the Fall—with the support of 
NIH and CDC. If only we had done the same 
with Lyme Disease legislation in the late 90s— 
a missed decade on Lyme. 

As I have met scores of patients suffering 
the devastating effects of Chronic Lyme—who 
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only got well after aggressive treatment by a 
Lyme-literate physician—I have been dis-
mayed and angered by the unwillingness of 
some to take a fresh, comprehensive look at 
this insidious disease. 

My current bill—H.R. 2557—simply estab-
lishes a Tick-Borne Disease Advisory Com-
mittee with the requirement of ensuring diver-
sity of valid scientific opinion—a ‘‘broad spec-
trum of viewpoints’’—on the committee. 

In Europe, Lyme disease syndromes were 
described as early as 1883, and by the mid– 
1930s neurologic manifestations and the asso-
ciation with Ixodes ticks were recognized and 
known as tick-borne meningoencephalitis. 

In the United States, Lyme disease was not 
recognized until the early 1970s, when a sta-
tistically improbable cluster of pediatric arthritis 
occurred in the region around Lyme, Con-
necticut. This outbreak was investigated by 
Allen Steere, MD, and others from Yale and 
stimulated intense clinical and epidemiologic 
research. In 1981, Dr. Willy Burgdorfer, an 
NIH researcher at the Rocky Mountain Lab-
oratories, identified the spiral-shaped bacteria 
(or spirochetes) causing Lyme disease and 
made the connection to the deer or black- 
legged tick, Ixodes scapularis. 

Lyme disease is the most common vector- 
borne illness in the U.S. and is also endemic 
in parts of Europe and Asia, and recently has 
been confirmed to be endemic in the Amazon 
region of Brazil. In Europe, the highest rates 
are in Eastern and Central Europe. Recent 
surveillance studies have described growing 
problems in Australia and Canada. 

In the U.S., Lyme disease has been re-
ported in 49 states and is most common in the 
northeastern and north central states, and in 
Northern California into Oregon. Over 30,000 
confirmed cases were reported to the Centers 
for Disease Control and Prevention, CDC, in 
2010, making it the 6th most common report-
able disease in the U.S. and the 2nd most re-
portable in the northeast. CDC has estimated 
that actual new cases may be 10 times more 
than the reported number—indicating roughly 
300,000 new cases in 2010 alone. About 
85,000 cases were reported annually in Eu-
rope as of 2006 according to the WHO, but 
that was recognized as a gross underestimate. 

In North America, the only Borrelia species 
to cause Lyme disease is Borrelia burgdorferi 
(or B. burgdorferi); in Europe, B. burgdorferi 
and at least four other species of Borrelia 
cause the disease. Different species are asso-
ciated with different manifestations of disease. 
There also are numerous strains of Borrelia, 
which may affect the ability to evade the im-
mune system, the ability to invade certain or-
gans or tissues, and the response to anti-
biotics. 

Clinical manifestations of Lyme are usually 
divided into three stages, although the de-
scriptions of the stages vary. According to the 
U.S. Army Surveillance System—which may 
have a greater variety of systems because 
they have both domestic and international sur-
veillance components—during the first stage, 
70 percent of patients display the char-
acteristic erythema migrans (EM). Other symp-
toms of stage one include profound fatigue, 
fever, chills, headache, sore throat, sore and 
aching muscles and joints, and swollen 
glands. 

The second stage is marked by migratory 
musculoskeletal pain, neurological complica-
tions in 10–20 percent of patients, and heart 

inflammation or heart block in 6 to 10 percent 
of patients that appear 4 to 6 weeks after in-
fection. Symptoms include severe headache 
and stiff neck, facial paralysis, weakness and/ 
or pain of the chest or extremities, rarely optic 
atrophy with blindness and coma. Acroderma-
titis Chronics Atrophicans, ACA, is a cuta-
neous manifestation that may occur during the 
second stage to several years after disease 
onset. 

The third stage typically involves the onset 
of arthritis characteristic of rheumatoid arthri-
tis, affecting primarily the knees and other 
large joints. During this stage, a small percent-
age of patients also suffer from sleepiness, 
loss of memory, mood swings, and an inability 
to concentrate. 

Few diseases have aroused such a high 
level of emotion and controversy among the 
public, physicians, and researchers than Lyme 
disease. There are two distinct views of Lyme 
disease; each cites scientific evidence to sup-
port its claims, while outcomes research is lim-
ited and conflicting. One view—promoted by 
the Infectious Diseases Society of America 
(IDSA)—is that the disease is ‘‘hard to catch 
and easy to cure’’ and denies the existence of 
chronic Lyme disease or persistent infection 
with the Lyme bacteria. Any treatment other 
than a short course of antibiotics is considered 
too risky. Patients who do not fit the paradigm 
may have few options outside of psychiatric 
evaluation. 

The alternative view—promoted by the Inter-
national Lyme and Associated Diseases Soci-
ety, ILADS, and also by numerous academic 
researchers in the U.S. and around the 
globe—says that the science is too unsettled 
to be definitive and there can be one or more 
causes of persistent symptoms after initial 
treatment in an individual who has been in-
fected with the agent of Lyme disease. These 
causes include the possibility of persistent in-
fection, or a post-infectious process, or a com-
bination of both. These are not ‘‘academic’’ 
concerns however because the patients’ 
health is at stake. Unfortunately, some aca-
demic researchers believe some of their col-
leagues are more interested in winning argu-
ments than moving the science forward. 

Three areas central to the controversy are: 
the quality of diagnostics, post-treatment per-
sistence of Borrelia, and available treatment 
options in light of clinical guidelines. 

Current diagnostic tests commonly used do 
not detect the spirochete that causes Lyme 
disease, rather, they detect whether the pa-
tient has developed antibodies to the patho-
gen (serological testing). CDC recommends 
two-tier serological testing, but cautions that 
the 2-tier system should be used only for sur-
veillance purposes and not for diagnosis. Part 
of the difficulty in clinically managing sus-
pected Lyme disease is that the CDC protocol 
is frequently not only used, but required for di-
agnosis. 

A study in the Netherlands of eight commer-
cially available ELISAs and five immunoblots 
found that they had widely divergent sensitivity 
and specificity and a very poor concordance, 
and concluded that ‘‘their high variable sensi-
tivity and specificity further puts the much-ad-
vocated two-tier testing strategy into ques-
tion.’’ 

In addition, two of the authors of a July 3, 
2007 article on an antibiotic resistance ele-
ment in B. burgdorferi, were Julie Boylan and 
Frank Gherardini of NIAID’s Rocky Mountain 

Laboratories, stated that, ‘‘It is a multistage 
disorder that is difficult to diagnose at any 
stage of the disease as well as being difficult 
to treat during the later symptoms.’’ 

Dr. Mark Eshoo, the head of new tech-
nology at the IBIS Biosciences Division of Ab-
bott Laboratories told us last week of exciting 
information regarding the development of diag-
nostic tools that, hopefully, will move us past 
a lot of the controversy. 

IDSA has repeatedly stated that there is no 
‘‘convincing’’ evidence that the Lyme Borrelia 
persists after standard antibiotic treatment. 
‘‘Convincing is clearly a subjective term; how-
ever, there is substantial evidence of the per-
sistence of B. Burgdorferi after treatment with 
antibiotics. There are numerous documented 
case studies of persistence in humans after 
antibiotic treatment, and our witnesses may 
comment on additional evidence for post-treat-
ment persistance in humans. Additionally, one 
of our witnesses from last week’s hearing was 
Dr. Stephen Barthold, one of the top experts 
in the country, and I am sure in the world, on 
animal models. Dr. Barthold, described pub-
lished and yet to be published experimental 
studies that provide compelling evidence for 
B.burgdorferi persistence following antibiotic 
treatment in animal model systems and their 
potential significance for human medicine. 

Numerous studies have been conducted of 
the mechanisms by which Borrelia may evade 
the immune system and antibiotics. Studies 
have suggested that resistance to antibiotics 
might be due to formation of different morpho-
logical forms of B. burgdorferi, including cell 
wall deficient forms and biofilm-like colonies. 
Research also indicates that Borrelia can ex-
change genetic material, possibly contributing 
to its ability to avoid detection by the immune 
system. Several other distinct technical mech-
anisms are well known by which Borrelia can 
evade the immune system. 

Contrary to known scientific evidence, in a 
March 21, 2008, letter to Members of Con-
gress, IDSA stated, ‘‘Not only is this assertion 
[the notion that some spirochetes can persist 
despite conventional treatment courses] micro-
biologically implausible, there are no con-
vincing published scientific data supporting the 
existence of chronic Lyme disease.’’ It is prob-
lematic that IDSA would write to Congress try-
ing to discourage support of legislation saying 
that post treatment persistence is microbio-
logically implausible. 

Additionally, in an article, ‘‘A Chronic Ap-
praisal of ‘Chronic Lyme Disease’’’ published 
in the October 4, 2007, New England Journal 
of Medicine, several IDSA physicians and a 
CDC colleague made the statement that 
‘‘Chronic Lyme disease, which is equated with 
chronic B. Burgdorferi infection is a misnomer, 
. . .’’ 

While this statement has been referred to 
repeatedly in other correspondence, calling 
‘‘chronic Lyme’’ a misnomer does not seem 
reasonable or supportable since it goes far 
past expressing uncertainty. It seems clear 
that the intent of the statement was to firmly 
slam the door on the notion that there possibly 
could be chronic Lyme. 

The final major area of controversy is the 
significance of the IDSA’s treatment guidelines 
which directly impact patients and their ability 
to get treatment. Guidelines should be devel-
oped based on the best science, and there 
has been extreme controversy regarding the 
restrictive nature of the IDSA guidelines. The 
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guidelines do not allow for the possibility of 
chronic infection and severely limit physician 
discretion on treating the disease. 

Supporters of the IDSA guidelines point to 
dangers of the prolonged use of antibiotics 
and the possibility of treating when an infec-
tion has not been established. They also fre-
quently point to alternative therapies which are 
unproven and may be dangerous; however, 
such alternative therapies are in the back-
ground for many diseases—perhaps most well 
recognized for cancer. Critics of the guidelines 
contend that they are based on highly selec-
tive science and that guidelines panelists had 
significant conflicts of interest. A 2009 review 
of the IDSA guidelines did not result in any 
changes. 

IDSA and supporters place heavy weight on 
certain clinical trials of Lyme treatments sup-
ported by NIH. There has been much con-
troversy of the quality of those trials and their 
generalizability to broad populations of pa-
tients. It is disturbing to the lay bystander that 
the controversy has ensued for so long with-
out resolution. Certainly there are numerous 
unknowns about the bacteria and the disease; 
however, the public questions why the ‘‘ex-
perts’’ can’t even agree on whether these 
small numbers of clinical trials are well de-
signed, well executed, and of sufficient power 
(whether they have a large enough number of 
patients), and the degree to which they can be 
generalized to other patient populations. 

IDSA supporters have been adamant in the 
quality of the studies and the validity of their 
use to guide treatments for broad patient pop-
ulations. In fact, several other researchers 
have been highly critical of the studies, point-
ing to specific perceived deficiencies, such as 
selection criteria that almost guaranteed fail-
ure, not appropriately defining endpoints, and, 
significantly underpowering the studies. One 
journal article from the Netherlands states, 
‘‘The randomized studies that have been per-
formed have been of questionable quality and 
were heavily underpowered to detect potential 
effects.’’ 

Many who recognize the shortcomings of 
clinical trials to date, stress the importance of 
conducting more well-designed treatment stud-
ies with a sufficiently large and representative 
number of patients, and at least some such ef-
forts are underway around the globe. I am 
pleased that Dr. Raphael Stricker, a practicing 
physician who sees many Lyme patients, guid-
ed us through some of the vast amount of lit-
erature on Lyme disease. 

The UK has suffered under a contentious 
environment among different Lyme disease 
stakeholders very much like that of the U.S. 
We are told however that the UK may be mak-
ing progress in developing a more cooperative 
environment. I am pleased that Stella Huyshe- 
Shires, the Chairman of Lyme Disease Action, 
in the United Kingdom, was able to share with 
us some of the perspectives on efforts to man-
age Lyme disease in Europe. I was happy to 
hear about the collaboration, funded by the 
National Institute for Health Research, with the 
Jack Lind Alliance to identify the uncertainties 
faced during consultations between patients 
and physicians, to then identify the top unan-
swered questions about diagnosis and treat-
ment of Lyme, and to prioritize research. 

This cooperative approach contrasts with 
the environment in the U.S. A recommenda-
tion regarding Lyme disease made during a 
May 2005 meeting of CDC’s National Center 

for Infectious Diseases Board of Scientific 
Counselors, attended by the then President of 
the IDSA, that CDC should focus on science 
and not on the concerns of patient groups and 
that others may need to step in to assist CDC 
with public interface. Collaboration between 
the IDSA and government agencies on strate-
gies to deal with the public can be seen in 
various statements and documents. 

The September 2011 article, ‘‘Antiscience 
and ethical concerns associated with the ad-
vocacy of Lyme disease’’ reflects the degree 
of hostility toward patients, treating physicians 
and the Lyme charities that were formed to 
support education and research on behalf of 
patients. 

Wouldn’t it be much better if instead of belit-
tling, insulting, and smearing patients, treating 
physicians and advocates, the authors of that 
study had asked themselves and posed the 
question to others ‘‘What can we do to better 
understand and address the needs and con-
cerns of patients, physicians and advocates?’’ 

Two of the witnesses we heard from last 
week focused on the needs and concerns of 
patients and the non-profit organizations fight-
ing on their behalf—namely, Mr. Evan White, 
a former Lyme disease patient, and Ms. Pat 
Smith, the President of the Lyme Disease As-
sociation, who provided their important per-
spectives. What we should never lose sight of 
is that the goal of all of our efforts and the 
science is to help patients regain health. 

There are numerous Lyme disease non- 
profit organizations, some of them less in-
formed than others. To cast a wide net and 
say that that they are well-intentioned, but ig-
norant and ill-formed is not an accurate por-
trayal. Many of them are intelligent, savvy 
people, who established medical and scientific 
advisory boards to advise their organizations. 
Two that I am most familiar with have funded 
millions of dollars in Lyme disease research, 
providing grants to a Who’s Who of Academic 
Researchers. 

Efforts to discredit research because it was 
partially funded by Lyme disease charities are 
therefore disturbing. Such efforts led some re-
searchers to initially submit research studies 
and to leave off some funding sources. Re-
searchers have also reported that when they 
have presented research findings to govern-
ment officials or other scientists, there has 
been more interest in the funding sources than 
the research itself. Without speculating wheth-
er such intimidation is intentional, it is most 
unfortunate because academic scientists and 
very critical studies have been, and continue 
to be, supported by several of the Lyme char-
ities, some of whom have raised millions of 
dollars and have invested every penny into re-
search. 

At the end of their ‘‘Antiscience. . . .’’ ti-
rade, the article’s authors state that the 
public’s health will be endangered ‘‘unless re-
sponsible physicians, scientists, government 
leaders, and the media firmly stand up for an 
evidence-base approach to this infection that 
is based on high-quality scientific studies.’’ 

That is a perfect ending for my remarks be-
cause that is precisely what the Lyme commu-
nity wants; however, it will be necessary for 
the physicians, scientists, government leaders, 
and media to be discerning—to evaluate the 
evidence to see if it is based on the best 
science and to scrutinize the studies and the 
critiques of those studies to determine whether 
they are of high quality. We need scientists to 

speak out in an unfettered way. We need gov-
ernment agencies to show leadership and to 
forcefully say what we know and what we 
don’t know based on the best available evi-
dence. 

Thankfully, we can be confident that science 
will prevail: research has been progressing— 
we are greatly increasing knowledge of 
pathophysiology, and we seem to be on the 
cusp of breakthroughs in diagnostics that 
hopefully will solve questions of persistence 
and active vs. past infection. 

I regret that we did not hear from NIH, CDC, 
nor a representative from the IDSA at last 
week’s hearing. They all were invited, but de-
clined—the IDSA expressing that their poten-
tial witness had a scheduling conflict. 

I will reissue an invitation to them—and ex-
pect they will testify before our subcommittee. 

f 

MAC NASH 

HON. TED POE 
OF TEXAS 

IN THE HOUSE OF REPRESENTATIVES 
Tuesday, July 24, 2012 

Mr. POE of Texas. Mr. Speaker, educators 
know that preparing students for future chal-
lenges is an integral part of the job. Today, I 
am proud to honor retiring Sabine Pass ISD 
Superintendent Malcolm ‘‘Mac’’ Nash for put-
ting the entire community on his shoulders 
and helping to rebuild after Hurricane Ike. 

Mac was born in Silsbee, Texas, and spent 
his early years working the oil fields inherent 
to Southeast Texas. A decision to change ca-
reers into education seemed like a natural 
choice. He always enjoyed helping others. 
Mac was Superintendent of West Sabine ISD 
in Liberty, Texas, before being named to the 
same position in 2006 at Sabine Pass ISD, a 
small rural town about three miles from the 
Gulf of Mexico. 

One year earlier, Hurricane Rita made land-
fall almost directly over Sabine Pass, causing 
widespread damage across the area. One 
building endured the brunt of the storm better 
than any other in the community and that was 
the Sabine Pass School, the PreK–12 campus 
opened in 2002. Even though it sustained mil-
lions of dollars in damages, the School sur-
vived and gave the community a place to 
come together. 

Mac came on board as the repairs from Rita 
were nearing completion. Hurricanes 
Humberto in 2007 and Gustav in August 2008, 
while not causing much damage, kept the 
community on its toes ready for anything. 
They did not have to wait long, as Hurricane 
Ike formed in early September 2008 before 
making landfall over Galveston, causing mil-
lions of dollars worth of damage to Sabine 
Pass and billions across the entire Gulf Coast 
region. 

One building stood out among the mud and 
debris, and that was once again the Sabine 
Pass School. Mac knew that he had control of 
the only building in town that could survive al-
most anything and he made sure that it was 
used to its fullest capabilities. It was a meeting 
place, shelter, staging area, and most impor-
tantly, the lighthouse in front of the school 
served as the ‘‘Beacon of Hope’’ to all citi-
zens, a reminder of the fortitude necessary to 
weather any storm. 

Nash knew that the community needed 
some stability and a feeling of normalcy, so 

VerDate Mar 15 2010 04:41 Jul 25, 2012 Jkt 019060 PO 00000 Frm 00003 Fmt 0626 Sfmt 9920 E:\CR\FM\K24JY8.004 E24JYPT1jb
el

l o
n 

D
S

K
7S

P
T

V
N

1P
R

O
D

 w
ith

 R
E

M
A

R
K

S


		Superintendent of Documents
	2025-10-12T21:36:49-0400
	Government Publishing Office, Washington, DC 20401
	U.S. Government Publishing Office
	Government Publishing Office attests that this document has not been altered since it was disseminated by Government Publishing Office




