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This is not going to be the end of the 

process. This is another step along the 
journey toward helping to make 
healthcare more affordable and more 
accessible. 

There is a lot of great work that has 
been done. As the Presiding Officer 
knows, he has been at the forefront of 
trying to make sure we address things 
like the opioid crisis, which is dev-
astating communities across the coun-
try. I was here showing a chart yester-
day that the Presiding Officer has seen, 
showing HIV deaths going way down 
thanks to modern drugs, car wrecks 
were still in the 30,000 range, but 
deaths as a result of overdoses were up 
around 52,000 a year, I think, is the 
rough number. That is a public health 
crisis. 

We need to do everything we can to 
make sure we are delivering services to 
the people who need it most who are 
suffering, but if all we do is bail out in-
surance companies, we will not have 
done our job, especially toward the 
communities hurt by the opioid crisis. 

We are going to continue to work, 
but at some point we are going to have 
to vote, and, yes, people are going to 
have to be put on record. Now, we are 
all grownups. Most of us have held po-
litical office for a fair time now. We 
know how to explain our votes to the 
voters back home, to whom we are ac-
countable. 

If you don’t vote, then nobody is ac-
countable, and everybody can blame 
each other for the outcome. I really do 
worry, unless we redouble our efforts 
to come up with meaningful reforms to 
the broken ObamaCare system, that we 
will be left with an untenable choice, 
either an insurance company bailout of 
the same flawed structure of 
ObamaCare or an immediate crisis that 
is going to force us to act and do the 
bailout without any reforms. 

Mr. President, the other thing I just 
want to point out, in the closing min-
utes I wish to speak, is the process by 
which our Democratic friends have 
dragged their heels to the point of al-
most bringing this place to a halt, par-
ticularly when it comes to a new Presi-
dent getting votes on his nominees for 
Cabinet positions and sub-Cabinet posi-
tions. They are the first to criticize the 
President for not getting things done 
that he wants to get done, but when 
they sabotage his ability to try to pop-
ulate these important positions in the 
Cabinet and sub-Cabinet positions by 
dragging their heels on nominations, 
they are causing a large part of the 
problem. 

To put this in perspective, in 2009, 90 
percent of President Obama’s con-
firmations happened by voice vote. 
That is without a recorded vote, and 
that is without 30 hours expiring after 
voting and closing off the debate. This 
was just essentially an agreement in 90 
percent of the cases. 

Democrats in the Senate under the 
Trump administration have allowed 
only 10 percent of his nominees to be 
voice-voted. We allowed 90 percent for 

President Obama. We didn’t agree with 
President Obama on a lot of things, but 
we agreed that he won the election, 
and he was entitled to populate his 
Cabinet and sub-Cabinet with people of 
his choice, assuming they weren’t dis-
qualified for some other reason. 

Well, this week, we have considered 
Patrick Shanahan, nominated to be 
Defense Secretary of the Department 
of Defense, which is a role vitally im-
portant to the Department as it works 
through readiness, modernization, and 
of course the service to our men and 
women in uniform, providing them the 
tools and equipment and the training 
they need in order to protect the coun-
try. In order to accomplish that, the 
Defense Department needs a full team. 

We spend more than $600 billion a 
year on national defense, and yet the 
President can’t get his full team put in 
place on a timely basis because of par-
tisan foot-dragging. 

Well, it serves another purpose, I sup-
pose, because the more we are tied up 
on nominations, the less time we have 
to deal with legislation. These kinds of 
tactics remind me of the former major-
ity leader, Harry Reid, whose political 
schemes cost his party a 60-vote, fili-
buster-proof majority. 

I know the distinguished senior Sen-
ator from New York, my friend, the 
Democratic leader, remembers that 
when Members of his own party can’t 
bring back home any record of accom-
plishment for what they have done dur-
ing their time here in Washington, it is 
pretty hard to make the case you 
should be reelected. After Harry Reid 
blocked participation, not just from 
the minority but also from the major-
ity so they couldn’t go back home and 
demonstrate that they had fought and 
accomplished things for their constitu-
ents, their party suffered a very tough 
political price. 

So I would urge our colleagues to end 
this perpetual obstruction on nomina-
tions, legislation, and everything else. 
Noncontroversial nominees should not 
require days to get confirmed or 
judges, for that matter, should not re-
quire a 30-hour postcloture vote in 
order to get confirmed by more than 90 
votes. That indicates it is not a con-
troversial vote so why burn up the 
time except out of spite or desire to 
slow down this administration or this 
Congress in terms of getting things 
done. 

The American people sorely want 
leaders at every level of our govern-
ment. They are hungry for us to lead 
and to demonstrate we are listening to 
them and doing what we believe to be 
in their best interest, and they deserve 
a Senate that fulfills one of our most 
fundamental responsibilities, which is 
to consider and vote on Presidential 
nominees. 

I yield the floor. 
I suggest the absence of a quorum. 
The PRESIDING OFFICER. The 

clerk will call the roll. 
The bill clerk proceeded to call the 

roll. 

Mr. UDALL. Mr. President, I ask 
unanimous consent that the order for 
the quorum call be rescinded. 

The PRESIDING OFFICER (Mr. 
HOEVEN). Without objection, it is so or-
dered. 

HEALTHCARE 
Mr. UDALL. Mr. President, thank 

you for your recognition. 
Let me just say, at the beginning, I 

thank the Chair for the bipartisanship 
with which we both work on the Indian 
Affairs Committee. I very much appre-
ciate that. 

We are here with a few Members. I 
rise with my colleagues from the Sen-
ate Committee on Indian Affairs. I 
think Senator HEITKAMP, Senator 
FRANKEN, and, maybe, others will join 
us. I join them in reminding the Con-
gress of its duty to Tribes and in its 
standing up for the healthcare of 
American Indians and Alaska Natives 
across Indian Country. 

Most of us are aware of the health 
disparities facing Native communities. 
We have seen the news about the 
failings of the Indian Health Service, 
and many of us have heard directly 
from Tribal leaders and Native con-
stituents about the barriers to 
healthcare access on reservations, 
pueblos, and in villages, but the Mem-
bers of the Senate on the Indian Affairs 
Committee are uniquely aware of the 
complex ways that the Tribal 
healthcare system works and how 
those systems will be catastrophically 
disrupted by TrumpCare and the repeal 
of the Affordable Care Act. 

The U.S. Government has a trust re-
sponsibility to provide American Indi-
ans and Alaska Natives with com-
prehensive, quality healthcare. The 
U.S. Constitution, treaties, and long- 
settled legal precedents are the basis 
for this responsibility. The Indian 
Health Service is the primary agency 
for fulfilling this obligation, but our 
trust responsibilities do not end there. 
The Medicaid and Medicare Program, 
Planned Parenthood, and other public 
health services all play key roles in the 
delivery of Native healthcare, and be-
cause the IHS is so consistently and se-
verely underfunded, the ACA has made 
a huge difference. 

Each fiscal year, the IHS receives a 
finite allocation of discretionary fund-
ing that it must stretch in order to 
meet the healthcare needs of 2.2 mil-
lion Native Americans. That leaves the 
IHS with just over $3,500 per person— 
less than one-third of the national av-
erage—for healthcare spending. As a 
result, without additional resources, 
the IHS is forced to ration care, which 
limits Native families to hospitals and 
clinics that can only provide ‘‘life and 
limb’’ emergency medical services. 
Basic preventive care, like wellness 
visits, prenatal exams, and mammo-
grams, have frequently been unavail-
able to most IHS patients. 

‘‘Don’t get sick after June,’’ which is 
the unofficial motto given to the In-
dian Health Service on many Indian 
reservations, has, tragically, become 
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the epitaph of too many Tribal mem-
bers whose cancers have grown unde-
tected, whose diabetes have gone un-
treated, and whose high-risk preg-
nancies have gone unnoticed. In seeing 
this catastrophic need for healthcare 
dollars, Congress enacted a series of 
laws that supplement IHS’s resources. 
The Affordable Care Act is the most re-
cent and now is the most significant. 

Nearly 287,000 American Indians and 
Alaska Natives from 492 Tribes—al-
most 90 percent—have benefited from 
the ACA’s Medicaid expansion. Another 
30,000 individual Native Americans 
have private insurance, thanks to the 
ACA’s individual marketplace and the 
Native cost-sharing subsidies. In my 
home State of New Mexico alone, Med-
icaid expansion has insured an addi-
tional 45,600 Native Americans. Thanks 
to the Medicaid expansion and in-
creased access to the individual insur-
ance market, 63 percent of IHS patients 
have healthcare coverage that allows 
them to receive care above and beyond 
the level of life and limb. Because of 
the ACA, the IHS now receives almost 
$1 billion to supplement its healthcare 
delivery, and that is an increase of 21 
percent. 

We can see the results. Not only are 
people healthier, but they are more 
productive. Health insurance has al-
lowed Native Americans to finish 
school, return to work, and lead pro-
ductive lives instead of worrying that 
their next illnesses could lead to an 
IHS referral denial or ruin them finan-
cially. 

It has also improved the economy in 
Indian Country. The ACA has created 
new healthcare jobs, and it has led to 
the construction of new medical facili-
ties. It has meant dialysis clinics on 
New Mexico pueblos, new hospitals for 
the Choctaw in Mississippi, and thou-
sands of jobs for Montana’s Blackfeet 
Indian Reservation. These are just a 
few examples of a nationwide trend. 

TrumpCare will undo this progress. It 
will undo the newly expanded access to 
care. It will shut down those new 
healthcare facilities. It will freeze the 
economic progress of those areas. 
These are not just numbers and statis-
tics. We are talking about people’s 
lives. Individuals will be harmed by 
TrumpCare and the evisceration of 
Medicaid. 

Let me tell you about Rachel, Justin, 
and their two children—Adalie and 
Jude. They are one Native family 
whose lives have been changed for the 
better under the Affordable Care Act 
and the Medicaid expansion. Rachel 
and Justin are from the Laguna Pueblo 
in New Mexico. 

Here is a photo of them right after 
Jude was born in August 2015. 

Before the ACA and Medicaid expan-
sion, Rachel received hit-or-miss care 
from the IHS, but when she enrolled at 
the University of New Mexico, she was 
able to qualify for Medicaid because of 
the expansion. This meant that when 
Rachel and Justin decided to start a 
family, Rachel had access to preven-

tive services, including prenatal and 
maternity care. Rachel was able to get 
the care she needed when she became 
pregnant with Adalie. Rachel’s pre-
natal care became even more impor-
tant when they decided to add to their 
family when Rachel was in graduate 
school at UNM. That pregnancy with 
Jude had serious complications. The 
doctors figured out that Rachel did not 
have enough amniotic fluid to support 
Jude, and she had to have a C-section. 

Medicaid expansion allowed Rachel 
to complete her college education and 
to get a master’s in public administra-
tion without her worrying about 
healthcare for her and her children. 
Medicaid expansion meant that Rachel 
was able to get the preventive care she 
needed to make sure that she and Jude 
were healthy. 

Rachel recently got a job offer to 
work in her chosen field, but now that 
she is able to get off Medicaid, she is 
worried that the Republican healthcare 
proposals will make insurance cov-
erage ineffective or unaffordable. Even 
though she lives near her Tribe’s IHS 
facility in the Albuquerque area, she 
knows that she cannot depend on the 
IHS to guarantee critical care if insur-
ance premiums become unaffordable. 
Once again, Rachel is worried about 
the future of her family’s healthcare. 

Rachel is one of thousands of Native 
Americans whose lives have been dra-
matically helped by the Affordable 
Care Act and who are scared that 
TrumpCare will leave them unable to 
get the healthcare that their families 
need in the future. 

If this bill becomes law, Tribal com-
munities will be forced back to a sys-
tem of healthcare rationing. If the 
President and the Republican leader-
ship eviscerate the Medicaid Program 
and Federal supports for public health 
programs, Native American lives will 
be lost. There is no doubt about it. Let 
me say this plain and simple: 
TrumpCare would devastate Indian 
Country, and it must be stopped. 

Just this morning, as vice chair of 
the Indian Affairs Committee, I held a 
roundtable with Tribal leaders and Na-
tive health experts to hear more about 
how the Republicans’ healthcare pro-
posals would impact Tribes. I thank 
the leaders who came in to talk with 
me and my colleagues on the com-
mittee. Senator FRANKEN, Senator 
HEITKAMP, Senator TESTER, and Sen-
ator CANTWELL were there. 

All came to hear these Native lead-
ers, and their insight into the damage 
this bill could do to Native commu-
nities was profound. The Turtle Moun-
tain chairman from North Dakota re-
ported that ‘‘don’t get sick after June’’ 
is no longer true on his reservation be-
cause of the ACA and Medicaid expan-
sion. Panelists warned that the roll-
back of Medicaid would be devastating 
to Tribal members, and a representa-
tive from the San Felipe Pueblo re-
minded us that Indian health is not an 
entitlement; it is an obligation. 

Now the Republican leader and the 
President are moving in an even more 

dangerous direction. They are pushing 
to repeal the ACA without having any 
replacement, which would strip 
healthcare from over 30 million Ameri-
cans. It would devastate anyone who is 
sick today, anyone who relies on insur-
ance one gets through the Medicaid ex-
pansion or the Affordable Care Act, and 
it sets up a disaster for anyone who 
might get sick after its repeal because 
it would destabilize insurance markets 
and would throw our economy into tur-
moil, killing up to 50,000 jobs in New 
Mexico alone. As often happens with 
policies that hurt the most vulnerable, 
Indian Country would be hit the hard-
est. 

Traditionally, the Senate has worked 
on a bipartisan basis to address Native 
American issues. That tradition must 
continue now. We must work together 
to find a sustainable solution so that 
Native Americans can get affordable, 
quality healthcare when they need it. 

Mr. President, I ask unanimous con-
sent that a copy of a letter from the 
National Congress of American Indi-
ans, National Indian Health Board, Na-
tional Council on Urban Indian Health, 
and the Self-Governance Communica-
tion and Education Tribal Consortium 
sent to Republican leadership on June 
27, 2017, and shared with the Senate 
Committee on Indian Affairs be printed 
in the RECORD. This is just one example 
of the many such letters sent to the 
Senate over the last few months, and I 
will submit those additional letters as 
part of the record at our next Indian 
Affairs Committee Hearing. 

There being no objection, the mate-
rial was ordered to be printed in the 
RECORD, as follows: 

JUNE 27, 2017. 
Re Tribal priorities in Senate healthcare re-

form legislation. 

Hon. MITCH MCCONNELL, 
The Capitol, 
Washington, DC. 

DEAR SENATOR MCCONNELL: On behalf of 
the National Indian Health Board (NIHB), 
the National Congress of American Indians 
(NCAI), National Council on Urban Indian 
Health (NCUIH), Self-Governance Commu-
nication and Education (SGCE), and the 
Tribal Nations of the United States we serve, 
we write to convey and explain our strong 
and united opposition to the Senate’s Better 
Care Reconciliation Act of 2017 (BCRA) in its 
current form. 

While the legislation mirrors several provi-
sions of the House bill that are of critical 
importance to Indian Country, we have grave 
concerns about other aspects of the BCRA 
that make it impossible for us to support the 
legislation in its current form. Specifically, 
we cannot support legislation that would gut 
the Medicaid program or eliminate cost- 
sharing protections for American Indians 
and Alaska Natives (AI/ANs). Most impor-
tantly, we request that the legislation: 

1) Maintain Medicaid funding based on 
need, rather than capping it according to a 
complicated per capita allocation formula or 
through capped block grants. 

2) Continue Medicaid Expansion, and at the 
very least, continue Medicaid Expansion for 
AI/ANs 

3) Protect AVANs from barriers to care 
that are inconsistent with the federal trust 
responsibility, such as work requirements 
under Medicaid 
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4) Retain cost-sharing protections at Sec-

tion 1402 of the Patient Protection and Af-
fordable Care Act (ACA); and 

5) Maintain funding for preventative serv-
ices, including the Prevention and Public 
Health Fund and women’s health services. 

As you know, the federal government has a 
trust responsibility, agreed to long ago and 
reaffirmed many times by all three branches 
of government, to provide healthcare to 
Tribes and their members. Both Medicaid 
and IHS funding are part of the fulfillment of 
the trust responsibility. 

However, the federal government has not 
done its part to live up to the responsibility 
to provide adequate health services to AI/ 
ANs. IHS funding is discretionary and is ap-
propriated every year and distributed to IHS 
and Tribal facilities across the country. But 
IHS appropriations have been about 50% of 
need for decades, and Medicaid revenue is es-
sential to help fill the gap. When demand for 
services is higher than the funds available, 
services must be prioritized and rationed. As 
a result of this chronic underfunding, histor-
ical trauma, and a federal-state centric pub-
lic health system, AI/ANs suffer from a wide 
array of health conditions at levels 
shockingly higher than other Americans. Na-
tionally, AI/ANs live 4.5 years less than other 
Americans, but in some states life expect-
ancy is 20 years less. This is not surprising 
given that in 2016, the IHS per capita expend-
itures for patient health services were just 
$2,834, compared to $9,990 per person for 
health care spending nationally. The Senate 
should pass reform legislation only if it does 
not reduce access to care for AI/ANs, or fur-
ther strain the already stretched resources 
of Indian Health Service, Tribally-operated, 
and urban Indian health programs (collec-
tively called the ‘‘I/T/U’’). 

MEDICAID 
Cuts to the Medicaid program outlined in 

the BCRA are especially troubling. Under a 
block grant per-capita system, States will 
experience a dramatic reduction in federal 
funding for their Medicaid programs. Most 
will have to either reduce eligibility for the 
program or reduce or eliminate benefits that 
are essential to many AI/ANs. Medicaid is a 
crucial program for the federal government 
in honoring its trust responsibility to pro-
vide healthcare to AI/ANs. Because health 
care services are guaranteed for AI/ANs, cuts 
in Medicaid only shift cost over to the IHS, 
which is already drastically underfunded. 
Put simply, without supplemental Medicaid 
resources, the Indian health system will not 
survive. 

AI/ANs are a uniquely vulnerable popu-
lation and uniquely situated in the Medicaid 
program. Unlike other Medicaid enrollees, 
because of the federal trust responsibility, 
AI/ANs have access to limited IHS services 
to fall back on at no cost to them. As a re-
sult, Medicaid enrollment and utilization in-
centives are completely different for AI/ANs 
in Medicaid. Medicaid conditions of eligi-
bility designed to ensure that beneficiaries 
have ‘‘personal investment’’ do not work 
when mandatory in Indian country. Instead 
of participating in these programs, many AI/ 
ANs will simply choose not to enroll in Med-
icaid and fall back on the underfunded IHS 
instead. This will deprive Tribal and urban 
programs of vital Medicaid revenue and 
strain limited IHS resources to the breaking 
point. 

Medicaid is a crucial program for the fed-
eral government to fulfill the trust responsi-
bility. Over 40 years ago, Congress perma-
nently authorized the IHS and Tribal facili-
ties to bill Medicaid for services provided to 
Medicaid-eligible AI/ANs to supplement in-
adequate IHS funding and as part of the fed-
eral trust responsibility. At the same time, 

because Congress recognized that ‘‘. . . it 
would be unfair and inequitable to burden a 
State Medicaid program with costs which 
normally would have been borne by the In-
dian Health Service,’’ it ensured that States 
would not have to bear any such costs, by 
providing that States would be reimbursed 
at 100 percent Federal Medical Assistance 
Percentage (FMAP) for services received 
through IHS and Tribal facilities. 

The Senate Finance Committee, which has 
primary legislative responsibility for the 
Medicare and Medicaid programs, adopted a 
similar reimbursement provision as a part of 
H.R. 3153, the Social Security Amendments 
of 1973. In its report on the legislation, the 
Finance Committee justified the 100 percent 
FMAP by noting: 

‘‘ . . . that with respect to matters relating 
to Indians, the Federal Government has tra-
ditionally assumed major responsibility. The 
Committee wishes to assure that a State’s 
election to participate in the Medicaid pro-
gram will not result in a lessening of Federal 
support of health care services for this popu-
lation group, or that the effect of Medicaid 
coverage be to shift to States a financial 
burden previously borne by the Federal Gov-
ernment.’’ 

In light of this legislative history, Tribes 
are pleased to see the 100 percent FMAP pre-
served in the BCRA. As the Senate considers 
this proposed legislation, please ensure that 
this remains in place. In addition, because 
the federal trust responsibility also follows 
AI/ANs off of reservations, 100 percent FMAP 
should also be extended to services provided 
through urban Indian health programs 
(UHIPs). 

With regard to Medicaid, we respectfully 
request that the Senate: 

1) Continue to Fund Medicaid Based on 
Need without Caps 

Medicaid is an important tool through 
which the federal government uses to fulfill 
its trust responsibility to provide for Indian 
health care. 

The cuts proposed by Sections 133 and 134 
of the BCRA would be devastating to Tribal 
and urban health programs. BCRA would 
make cuts to Medicaid that are even higher 
than those proposed by the House of Rep-
resentatives. BCRA’s caps are tied to a lower 
inflation factor beginning in 2025 that would 
result in even higher cuts to State Medicaid 
plans. 

We were encouraged to see that BCRA con-
tains provisions that would prevent the cost 
of care provided to AI/ANs from counting 
against either a per capita cap or a block 
grant. However, we request that urban In-
dian health programs be included in the ex-
emption as well. Faced with the cuts pro-
posed in Sections 133 and 134 of the bill, most 
States will be forced to make cuts to eligi-
bility and/or services in future years. This 
will affect all providers and recipients, in-
cluding Tribal/urban providers and AI/AN pa-
tients. This will lead to significant cuts in 
Medicaid revenues for I/T/Us, and will threat-
en our ability to provide healthcare services 
to our people. The Indian healthcare delivery 
system will not succeed if faced with the 
cuts proposed in BCRA. 

To the extent that the Senate bill main-
tains such dramatic caps, it should work 
with Tribes to develop a mechanism to ex-
empt reimbursements for services received 
through IHS/Tribal/Urban facilities from any 
State-imposed limitations on eligibility or 
services that may result from these caps. 
Such reimbursements would be covered by 
100 percent FMAP and therefore will not af-
fect State budgets. 

We also request language be added to the 
bill that requires States with one or more In-
dian Tribes or Tribal health providers to en-
gage in Tribal consultation on a regular and 

ongoing basis, and prior to the submission of 
any Medicaid or CHIP State Plan Amend-
ment, waiver applications, demonstration 
projects or extensions that may impact them 
as Medicaid providers or their Tribal mem-
bers as Medicaid recipients. 

2) Preserve Medicaid Expansion 
Medicaid Expansion has increased access 

to care and provided critical third-party rev-
enues to the Indian health system. The unin-
sured rate for Native Americans has fallen 
nationally from 24.2% to 15.7% since the en-
actment of the Affordable Care Act, due in 
large part to Medicaid Expansion. This has 
resulted in health care services to AI/AN 
people who might not have normally re-
ceived care. It has also resulted in saved rev-
enues to the Medicaid program through pre-
venting more complex and chronic health 
conditions and saved the Medicaid program 
money. Medicaid Expansion has increased 
Medicaid revenues at IHS/Tribal/Urban 
health programs that are being reinvested 
back into both the Indian and the larger na-
tional health care system. 

The BCRA would roll back federal funding 
Medicaid Expansion by 2024. The Senate 
should preserve Medicaid Expansion as an 
option for States on a permanent basis. 
While BCRA contains important provisions 
designed to equalize funding between Expan-
sion and non-Expansion States, we are con-
cerned that the funding made available to 
non-Expansion States is insufficient to 
match that which has been provided to Ex-
pansion States. At the very least, Expansion 
should be retained for the AI/AN population 
under a special Medicaid optional eligibility 
category for State Plans in recognition of 
the federal trust responsibility. 

3) Exempt AI/ANs from Work Require-
ments 

The BCRA would allow the States to im-
pose mandatory work requirements as a con-
dition of Medicaid eligibility, and incentivize 
States that impose such requirements with a 
5 percent increase in FMAP to reimburse 
them for the administrative costs of imple-
menting such a requirement. 

As noted above, mandatory work require-
ments will not work in Indian country be-
cause the incentive structures are com-
pletely different. Unlike other Medicaid 
beneficiaries, AI/ANs have access to IHS 
services. If work requirements are imposed 
as a condition of eligibility, many AI/ANs 
will elect not to enroll in Medicaid. As a re-
sult, rather than encouraging job seeking or 
saving program costs, mandatory work re-
quirements will discourage AI/ANs from en-
rolling in Medicaid and place pressure on the 
already underfunded INS. Further, cash jobs 
are scarce or non-existent in much of Indian 
country, making work requirements impos-
sible to meet and job training programs an 
exercise in futility. 

Tribes fully support work programs and 
employment, but we believe such programs 
should be voluntary so as not to provide a 
barrier to access Medicaid for our members. 
Again, this is consistent with over 40 years 
of Medicaid policy for Indian Country. To 
the extent it considers imposing work re-
quirements, the Senate should exempt AI/ 
ANs from any work requirements. 

MARKETPLACE 
We also ask that the Senate amend the 

BCRA to maintain cost sharing protections 
for AI/ANs. These protections were included 
for AI/ANs in fulfillment of Congress and the 
United States federal trust responsibility to 
provide health care to Indians. Section 208 of 
the BCRA would repeal the cost-sharing sub-
sidy program established by Section 1402 of 
the ACA. However Section 1402(d) of the ACA 
also includes important and critical cost 
sharing protections for AI/ANs who have in-
comes at or below 300 percent of the federal 
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poverty level, or who are referred for care 
through the IHS Purchased/Referred Care 
(PRC) program. These cost-sharing protec-
tions incentivize AI/ANs to sign up for 
health insurance and also make it affordable. 
Eliminating them would create a disincen-
tive for AI/AN to sign up for insurance, since 
they already have access to IHS services. 
This would result in less third party reim-
bursements for the Indian health system and 
have a destabilizing effect on the system’s 
ability to provide health care to AI/AN peo-
ple. Dollar-for-dollar, leveraging cost shar-
ing protections for AI/ANs and thereby en-
couraging insurance coverage is a very effi-
cient means of moving the needle forward in 
meeting the federal trust responsibility for 
health care resources. 

PREVENTION SERVICES 
We are also deeply concerned by the pro-

posed reduction of prevention services in the 
legislation. The elimination of the Preven-
tion and Public Health Fund will cripple 
Tribes’ efforts to support public health ini-
tiatives. Many Tribal health programs rely 
on PPHF directed funding to keep their pub-
lic health systems operational. Unlike 
states, Tribes must piece together a patch-
work of funds, some of which are derived 
from the PPHF, to administer basic preven-
tion services. Additionally, the reduction in 
funding for women’s health services around 
the country will have major impacts on Trib-
al members, especially those who do not 
have direct access to services on or near 
their reservation. The Senate should restore 
cuts to the preventative services in the legis-
lation. 

Tribes support the inclusion of state fund-
ing to address the opioid crisis. However, 
states do not often pass these funds to 
Tribes. Drug-related deaths among AI/ANs is 
almost twice that of the general population. 
To address this problem, Tribes should either 
receive direct federal funding to address the 
opioid crisis, or states should be required to 
engage in state-Tribal consultation on the 
use of funds appropriated for the states. 

In conclusion, the undersigned organiza-
tions must oppose the BCRA in its current 
form. We could support the legislation only 
if needs-based finding for Medicaid is pre-
served, Medicaid Expansion is continued, and 
the other changes outlined above are made 
to the bill before passage. In fulfillment of 
the trust responsibility, current exemptions 
for AI/ANs from health insurance premiums, 
co-pays, and cost sharing must be preserved, 
and Medicaid-eligible AI/ANs must be al-
lowed access to the program without further 
requirements attached to ensure additional 
burden is not placed on very limited IHS ap-
propriations. Tribes across the country are 
eager to come to the table to discuss how 
shortcomings in the current healthcare sys-
tem can be addressed, without wreaking im-
measurable harm on our health programs 
and the people we serve. 

If you have any questions please do not 
hesitate to contact NIHB’s Executive Direc-
tor Stacy A. Bohlen. 

Sincerely, 
VINTON HAWLEY, 

Chairperson, National 
Indian Health 
Board. 

ASHLEY TUOMI, 
President, National 

Council on Urban 
Indian Health. 

BRIAN CLADOOSBY, 
President, National 

Congress of Amer-
ican Indians. 

W. RON ALLEN, 
Board Chairman, Self- 

Governance Commu-

nication & Edu-
cation Tribal Con-
sortium. 

Mr. UDALL. Thank you, Mr. Presi-
dent. 

While this small effort cannot fully 
replace the necessary government-to- 
government consultation we owe 
Tribes on this issue, I hope it reminds 
us of our Federal obligations to Tribes 
and to all Native Americans. 
TrumpCare would turn back the clock. 
It would violate our trust responsibil-
ities. It would endanger the lives of Na-
tive families. We cannot let that hap-
pen. 

Senator FRANKEN has been such an 
advocate on the Indian Affairs Com-
mittee for Tribes in his State and 
across the Nation. All of us have 
worked extensively to try to improve a 
situation about which, many times, we 
hear from Tribal members is despair-
ing. I really appreciate his effort and 
thank him for coming to the floor 
today and participating in this discus-
sion about Indian healthcare and what 
these Medicaid expansions mean. 

I yield the floor to my colleague and 
friend from the great State of Min-
nesota, Senator FRANKEN. 

The PRESIDING OFFICER. The Sen-
ator from Minnesota. 

Mr. FRANKEN. Thank you, Mr. 
President. 

I thank my vice chairman of the In-
dian Affairs Committee, and I thank 
the Presiding Officer, who chairs the 
committee. I am honored to serve 
under both of them. 

I rise to discuss the devastating ef-
fects the various Republican 
healthcare proposals that have been 
made would have on Indian Country. 

Republicans are now considering a 
straight repeal of the Affordable Care 
Act, with no replacement. This policy, 
like others that have come before it, 
would have a devastating effect on Na-
tive communities. Today, I want to de-
scribe some of the healthcare chal-
lenges that these communities face, 
how the Affordable Care Act has helped 
to address some of those challenges, 
and how repealing the Affordable Care 
Act would undermine these gains and 
further jeopardize healthcare for an al-
ready vulnerable population. 

I have served on the Indian Affairs 
Committee for the past 8 years, and I 
am continually shocked by what I hear 
almost every week from Tribal leaders 
and other witnesses about the chal-
lenges that face Native communities. 
One of the biggest challenges is that 
the Federal Government consistently 
falls short of its responsibilities to In-
dian communities. There is a lack of 
attention to the concerns of Native 
communities. There is a dysfunctional 
bureaucracy and a Congress that 
doesn’t adequately fund Indian pro-
grams, and this can create a vicious 
cycle. When programs don’t have ade-
quate funding, they don’t work as they 
should. 

Some of my colleagues who have 
failed to provide Indian Country with 

the funding they need point to the re-
sulting program inefficacies as jus-
tification for continuing to cut and 
underfund critical programs. That just 
doesn’t make sense to me. Healthcare 
has fallen prey to this vicious cycle 
even though the Federal Government 
has a trust responsibility to provide 
healthcare to Tribes and to their mem-
bers. 

Medicaid and the Indian Health Serv-
ice are both part of this trust responsi-
bility. Over the years, the Indian 
Health Service has suffered from lack 
of resources, poor staffing, and other 
challenges. The vice chairman was 
right: ‘‘Don’t get sick after June’’ is 
unfortunately something we hear over 
and over again, and it is said with some 
irony but also hurt in Indian Country 
because the funding runs out then. 

These challenges mean that many in 
Indian Country, particularly those liv-
ing in remote areas, don’t have reliable 
access to the medical care they need on 
a timely basis. This is healthcare that 
was promised by treaty and by our 
Constitution. 

Prior to the ACA, funding shortages 
meant that IHS was only able to pro-
vide people with the most basic serv-
ices, so a lot of the care that people 
needed was simply not available. For 
example, prior to the passage of the Af-
fordable Care Act, the Indian Health 
Service could not afford to provide 
vital services, including women’s 
health screenings, like mammograms, 
or basic diabetes care. If you suffered 
from diabetes, you often had to wait 
until dialysis was required or limb am-
putation was needed before being able 
to receive care. That is just uncon-
scionable. That is terrible. What is 
more, American Indians and Alaska 
Natives were more likely to be unin-
sured than non-Native populations, 
which meant that many people who 
needed care that wasn’t covered by the 
IHS simply went without. 

The ACA helped change all of this for 
the better. First, the ACA gave States 
the option to expand their Medicaid 
Programs to include low-income adults 
without dependent children. Thanks to 
Medicaid expansion, 11 million Ameri-
cans, including more than 290,000 
American Indians and Alaska Natives, 
were able to get health insurance. The 
ACA’s Medicaid expansion made it pos-
sible for an estimated 60 percent of un-
insured American Indians and Alaska 
Natives to qualify for healthcare cov-
erage. 

This expansion, coupled with other 
Medicaid policy reforms, such as those 
that simplified the enrollment process, 
helped increase the total number of 
people covered under the program. In 
fact, IHS reported earlier this year 
that 42 percent of patients receiving 
services—of those who receive the serv-
ices—did so because they had coverage 
through Medicaid. That is what the In-
dian Health Service said. Forty-two 
percent of those who received 
healthcare services did so because they 
are covered by Medicaid. In Grand Por-
tage, which is a beautiful spot on the 
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northeastern corner of Minnesota, this 
meant that well over 20 more band 
members, many of them children, re-
ceived coverage. We know from a re-
cent report out of Georgetown Univer-
sity that, nationwide, 54 percent of 
children in American Indian and Alas-
ka Native families were enrolled in 
Medicaid in 2015, compared to 39 per-
cent of all children. 

This program has been a vital source 
of coverage, and, with health insurance 
coverage, people have finally been able 
to access the healthcare they need. 
That is what healthcare is really 
about. Healthcare is about having cov-
erage so that you have routine visits 
for primary care. So if you are dia-
betic, you have routine visits. It is not 
about the emergency heroic event; 
healthcare is about the constancy of 
care. That is what improves people’s 
health. That is what improves their 
lives. 

Another way the ACA helped improve 
healthcare for Native populations was 
by transitioning the IHS to be the 
payer of last resort. By establishing 
that Medicare, Medicaid, and private 
insurance would be the primary payers, 
the ACA ensured that there was more 
money going to provide a wider range 
of services that people needed, while si-
multaneously reducing the financial 
burden on the IHS. 

Yet there is more that we need to do 
to strengthen the Affordable Care Act 
and improve rates of coverage and ac-
cess within Native communities. For 
example, we need to do more to address 
workforce shortages and lack of com-
petition in insurance markets in rural 
areas. The Presiding Officer knows 
that. Also, it is imperative that we 
tackle the opioid epidemic in Indian 
Country. But recent Republican efforts 
to repeal the Affordable Care Act will 
do nothing to address these out-
standing needs and would undermine 
the recent health and coverage gains 
Tribal communities have been able to 
achieve. I know the last bill had money 
targeted at opioid treatment, but it 
wasn’t anywhere near what will be 
taken away when the Medicaid expan-
sion and cuts to Medicaid are figured 
in. 

The Republicans’ proposals would 
hurt Indian communities in a number 
of important ways. 

First, they would cause tens of mil-
lions of people, including many Amer-
ican Indians and Alaska Natives, to 
lose coverage, with between 15 million 
and 18 million Americans losing cov-
erage immediately. For example, Re-
publican plans would end the Medicaid 
expansion, as I have said, which has 
been central to providing health cov-
erage to many in Native communities. 

Second, they would jeopardize the 
sustainability and stability of the indi-
vidual market, while giving huge tax 
breaks to powerful corporate interests. 

Finally, they would increase pre-
miums and reduce subsidies that low- 
income people receive to help pay for 
their healthcare, which would put pri-

vate health coverage out of reach for so 
many. 

Efforts to repeal the Affordable Care 
Act are just bad for Native commu-
nities and bad for the country as a 
whole. 

As many of my colleagues know well, 
American Indians and Alaska Natives 
are twice as likely, as compared to 
non-Hispanic Whites, to be overweight, 
obese, diagnosed with diabetes, and ex-
perience hopelessness and depression. 
In Minnesota, American Indian women 
are also more likely than Whites to be 
diagnosed with maternal opiate de-
pendency during pregnancy, and more 
children are born opioid dependent. Re-
ducing coverage and driving up 
healthcare costs is the last thing these 
communities need. 

Indian Tribes in Minnesota and in 
North Dakota and in all of our States 
are grappling with challenging and 
complex healthcare needs. They need 
our help. They don’t need legislation 
that is hastily put together for ideolog-
ical reasons. They don’t need policies 
that undercut their care and liveli-
hood. 

I believe we need to work together 
across partisan lines. I really hope that 
is what we are going to do. 

The Republican healthcare plans that 
have been put forward so far break the 
Federal Government’s trust responsi-
bility and undermine the very pro-
grams that are helping Indian commu-
nities. That is what I sincerely believe. 

I urge my colleagues to reject Repub-
lican efforts to repeal the Affordable 
Care Act and instead work with us on 
a bipartisan basis, in regular order, 
with hearings before our committees, 
to strengthen care options for our Na-
tive communities and for all Ameri-
cans. I believe we can do that, and I be-
lieve we can work together. It is just 
the right thing to do. 

Thank you, Mr. President. 
I yield to the vice chairman of the In-

dian Affairs Committee, the Senator 
from New Mexico. 

The PRESIDING OFFICER. The Sen-
ator from New Mexico. 

Mr. UDALL. Mr. President, we have 
been joined by Senator HEITKAMP of 
North Dakota. I appreciate her work 
on the subcommittee, her incredibly 
hard work and hard dedication that she 
has put in. She has been a champion 
for her Tribes in North Dakota, a 
champion for Native children and Na-
tive women, and a champion for Native 
Americans across the country. 

I yield to Senator HEITKAMP. 
The PRESIDING OFFICER. The Sen-

ator from North Dakota. 
Ms. HEITKAMP. Mr. President, I 

think that anyone who picked up the 
Wall Street Journal over the last cou-
ple of weeks and read the stories about 
Indian health and what is happening, 
especially in our region of the world in 
the Great Plains—it shocked the con-
science. It should have resulted in a 
prolonged level of outrage that would 
bring us all together. 

Unfortunately, we have seen this 
movie one too many times. Things hap-

pen where we see national stories 
about challenges in Indian Country, 
about the failure to fulfill commit-
ments under treaty rights. We see de-
spair. We see the incredible rates of 
poverty, the incredible rates of unem-
ployment, even in a State like ours 
where unemployment rates are never 
the issue. We wonder, why isn’t some-
thing being done? Guess who wasn’t 
shocked. Those of us who serve on the 
Indian Affairs Committee. 

We on the committee spent a lot of 
time looking at this last year, trying 
to figure out how we could engage the 
bureaucracy to be more responsive and 
more responsible and how we could 
look at sourcing the dollars we needed 
to make sure that Indian health was 
supplemented and that the level of care 
we expect when we walk into our hos-
pitals—that that is the level of care 
Native American people who go to the 
Indian Health Service on their reserva-
tions and who might go to an Indian 
run, a Tribal run facility, would ex-
pect. That is what we expect, and I 
think that is what the American public 
might think is actually going on, but 
those of us on the committee know dif-
ferently. 

We held a roundtable today to talk 
about what those challenges are, what 
Native American leaders believe are 
those challenges, and to ask them a 
simple question: What has Medicaid ex-
pansion meant to your Tribes? What 
does access to Medicare and Medicaid 
mean for delivery of healthcare serv-
ices? 

I want to start off by saying that 
they have a lot of great ideas, and I 
will run through some of these. 

Chairman Keplin from Turtle Moun-
tain said: We need local doctors. It is 
hard to get people to live on the res-
ervation if they are not from the res-
ervation, so we need to figure out how 
we are going to get local folks to be 
trained, and we are willing to do that 
in our Tribal colleges. We need to build 
relationships with other healthcare 
providers, like Sanford, that can bring 
specialists. We need our cancer infu-
sion center to be there so that people 
can get cancer treatment right at 
home. And we need to make sure we 
are doing everything we can to make 
sure we can treat diabetes right there 
at home. 

So the healthcare challenges were 
amazing, but the cost challenges were 
also amazing. 

Duane from Pueblo in New Mexico 
had some very interesting perspectives. 
Eighty percent of his patient load 
comes to the clinic. They speak their 
Native language. They have had sta-
bility in their workforce, but they are 
looking at transitioning to a Tribal fa-
cility. But those people don’t want to 
transition because of Federal retire-
ment. So is there something we can do 
to keep these treasured healthcare pro-
viders working for the Tribe and work-
ing for their people—the people who 
know the language and who are famil-
iar with the case studies? 
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Lincoln from Alaska said: One of our 

biggest problems is year-to-year fund-
ing. The VA has 2-year funding. We 
don’t know what the money is going to 
be and when it is going to come. We 
also need to train local people. 

Sam said: We have a huge need to 
continue to build out our cultural re-
sources and our attention to culture 
and prevention. 

Ron from Washington talked a lot 
about the recruitment of workforce. 
The employer mandate came up be-
cause so much of the employment on 
the reservations is in fact Tribal mem-
bers. They are talking about that they 
are mandated to buy this health insur-
ance, but these same members have a 
treaty right to that healthcare. Is 
there a way to help those stretched 
Tribal resources go a little further by 
taking a look at some relief from the 
employer mandate? 

The definition of what constitutes an 
Indian came up over and over. 

From Massachusetts, Cheryl talked 
about permanent reauthorization of In-
dian healthcare and more resources in 
diabetes, because that is a pervasive 
problem, and Indian employment, 
again, talking about that issue of buy-
ing health insurance. 

As to marketplace access for Native 
American enrollees who are not living 
on the reservation, how do they make 
sure they are able to get their treaty 
rights? 

Talking about mental well-being and 
talking about culture is prevention. 
One of my favorite lines that came out 
of this was when we asked about pre-
vention, and Ashley said: Culture is 
prevention. We need better access to 
1115 waivers. Take a look at the Cana-
dian model, she suggested. They do 
more with cultural sensitivity. 

The list goes on and on of great 
ideas. Not one of these ideas said: Re-
peal the Affordable Care Act. Not one 
of them said: Let’s get rid of Medicaid 
expansion; let’s not look at what we 
can do. 

Let’s just all acknowledge what we 
who serve on this committee know: We 
have challenges that far exceed many 
other populations. We have come to the 
floor to talk about how the repeal of 
the Affordable Care Act and how the 
Republican healthcare bill would hurt 
different populations. We have talked 
about the elderly. We have talked 
about children with disabilities. We 
have talked about rural communities. 
We have talked about many, many 
more folks. I think we haven’t done 
enough to talk about what this means 
for Indian people. 

We have a special relationship with 
Indian people in my State because 
every Tribe in my State is, in fact, a 
treaty Tribe with a treaty right to 
healthcare. 

Last night, it obviously became clear 
that the bill, as it stands, wouldn’t get 
enough votes to move forward. But we 
need to keep talking about this bill, 
and we need to keep talking about 
what the questions are. Instead of talk-

ing about this bill or that bill or all of 
the acronyms, let’s start with 
healthcare. Let’s have a conversation 
about healthcare that starts with 
healthcare. Where are we doing it 
right? Where are we doing it wrong? 
How can we reduce costs? Who is being 
left behind? 

It is clear to me that in the 
healthcare world—never mind the Af-
fordable Care Act or the Better Care 
Act, whatever the Republican bill was 
called. That is a discussion for politics. 
That is not a discussion for healthcare. 
So let’s talk about what Native Ameri-
cans need. Let’s talk about how we 
have failed. 

As I said earlier today, Senator 
UDALL led a really important discus-
sion about how we need to preserve 
Medicaid. When we look at the Indian 
Health Service, I think anyone who 
really looks at the numbers has to 
admit that it is chronically under-
funded. 

Last year, I brought the former IHS 
Director to North Dakota to press her 
on maintaining quality care in our 
Tribal communities. This was espe-
cially important because of the severe 
challenges Indian healthcare has. We 
know that the lack of funding for In-
dian healthcare can be critically aug-
mented by three main sources: Med-
icaid, Medicare, and private insurance. 
If every person walking in has the abil-
ity to pay, we are going to improve ac-
cess to care, and we are going to im-
prove the opportunity to recruit a 
workforce. 

I think some people may roll their 
eyes when they say: Don’t get sick in 
June. My husband is a family physician 
and practices about 60 miles north of 
the Standing Rock Sioux Tribe. He can 
tell you that there have been times 
when people from the reservation have 
come to the clinic to see him because 
the clinic in Fort Yates is shuttered— 
no money that day, no opportunity for 
healthcare. So people come to get the 
healthcare they need, but they have to 
drive a long way. It is wrong. You see 
a new doctor whom you have never 
seen before and who may not, in fact, 
understand your condition. 

So the Turtle Mountain Band of 
Chippewa, who are represented today, 
have over 33,000 enrolled members, of 
which approximately 14,500 actively re-
ceive treatment and benefits for serv-
ices at the local IHS hospital. Thanks 
to Medicaid expansion and increased 
enrollment efforts by the Turtle Moun-
tain Band of Chippewa in my State of 
North Dakota, their Indian Health 
Service hospital is now able to offer so 
much more in services to their people 
and increase their outreach and pre-
vention. 

In June alone, Turtle Mountain’s IHS 
clinic served nearly 13,000 clinical pa-
tients and provided over 1,000 emer-
gency room services. Third-party bill-
ing revenue has now allowed the Tribes 
to make renovations to their emer-
gency room and their clinic, to pur-
chase new medical equipment, includ-

ing neonatal monitors, to recruit and 
hire additional staff, including licensed 
professionals, to increase staff training 
and education, to provide Wi-Fi 
throughout the hospital, and to expand 
their behavioral healthcare facility to 
serve more patients. 

Since the Medicaid expansion, they 
have had a 9-percent increase in the 
number of individuals they have 
served. Their hospital is also experi-
encing a decrease in the number of un-
insured patients—still too high, in my 
opinion, at 39 percent. We can get that 
lower if we get more people to take ad-
vantage of Medicaid expansion. 

But, unfortunately, a Republican 
healthcare plan that would eliminate 
cost-sharing subsidies is making that 
private health insurance less affordable 
and less successful. 

So let’s be honest about how we are 
affecting our Native American popu-
lation and talk about the multiple 
times this expansion has been so im-
portant to our Native families. 

In North Dakota, the Republican bill 
would cause an estimated 984 Native 
Americans to lose cost-sharing reduc-
tion subsidies. The Senate Republican 
healthcare bill would also get rid of the 
Medicaid expansion and cap the 
amount of Federal funding States can 
get to cover those on traditional Med-
icaid. As a result, it would drastically 
reduce the amount of Medicaid funding 
going to the States. This would push 
the remaining costs to the States and 
counties that can’t afford it. 

The American Hospital Association 
estimates that North Dakota Medicaid 
would lose $1.2 billion. I will say that 
again. North Dakota Medicaid would 
lose $1.2 billion through 2026. 

Right now, 9,000 North Dakota chil-
dren and individuals with disabilities— 
Native Americans, seniors, and low-in-
come families—rely on Medicaid for af-
fordable, quality care, but this bill 
would rip it away in so many wrong 
ways. 

The uninsured rate for Native Ameri-
cans has fallen nationally from 24 per-
cent to 15 percent, largely due to Med-
icaid expansion. 

We go on and on. Currently, Medicaid 
accounts for 24 percent of the Indian 
Health Service workforce. The Senate 
Republican bill would strip away $772 
billion from Medicaid, and the White 
House proposes cutting an already un-
derfunded Indian Health Service budg-
et by 6 percent. 

We already know that the per-patient 
cost in the Indian healthcare system is 
greatly below that of Medicaid reim-
bursement cost, on average. So if we 
take away Medicaid reimbursement, 
we are hurting not only the providers, 
but we are once again making 
healthcare less affordable. 

This is a crisis. I can’t begin to tell 
the Members of this body what a crisis 
Indian healthcare is in. We have known 
it on the committee for many, many 
years. In fact, Senator Dorgan was the 
first one to really sound the alarm of 
the crisis in the Great Plains area, 
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thinking that a report that was so 
damaging would result in change. 
Guess what. It didn’t. It didn’t result in 
change. But the one thing we can point 
to that is a bright shining light has 
been access to Medicaid dollars. It has 
given them access to capital expendi-
ture, and it has given them access to 
workforce. It has given a more con-
sistent way for people who don’t live 
on the reservations to get healthcare. 

I have said this many, many times: 
We need to not go backward; we need 
to go forward. When people say: We are 
going to take a step back, we are going 
to reduce actual appropriations by 6 
percent for Indian health, and we are 
going to eliminate Medicaid expansion, 
I say: You had better look before you 
take a step backward because you 
might be off the cliff. That is how dire 
it is in Indian Country. 

The one thing I am going to conclude 
with is that for many, many years in 
healthcare we have not done what we 
need to do to consult with Tribal peo-
ple: Here is the facility; this is what we 
are going to provide. Good luck. One 
size fits all. 

What we need to do and what Med-
icaid has allowed is that flexibility for 
Tribes to engage, for Tribal people to 
engage in what their needs are, and to 
take a look at those community health 
models that do dental care, eye care, 
and mental health and addiction coun-
seling. All of this needs to be wrapped 
up. When people say there is no hope, 
there certainly is no hope without 
help. 

There is an old saying: When you 
have your health, you have everything. 
I can tell you from personal experience 
that it is absolutely true. You could be 
the richest man in the world, but if you 
don’t have good health, your quality of 
life is not what it could be. 

When we look across the indicators 
of what has happened in Indian health 
with indigenous people throughout our 
country, when we know this is our obli-
gation—this is that treaty obligation, 
the treaty right that has been bar-
gained for—shame on us. 

Medicaid can be that bridge. It can be 
the bridge to better healthcare. That is 
why it is so critical, Mr. President and 
my vice chairman, that we be out here 
speaking for our communities, speak-
ing for these unique groups of folks 
who depend so much on Medicaid ex-
pansion but who also depend on us to 
do a better job, to be better stewards of 
that relationship, to be better citizens 
as it relates to living up to the obliga-
tions that our ancestors negotiated. 

I ask everybody who hasn’t really 
been exposed to this issue to read the 
articles in the Wall Street Journal. But 
don’t just read them and wring your 
hands and say: This is horrible. Take a 
step to change the outcome. Don’t just 
read them and say: Boy, that is hor-
rible. Take responsibility for what you 
read. Every one of us in the Senate and 
in the Congress is responsible for ful-
filling the obligations of these treaties. 
When we aren’t doing it, it is a failure 

on every one of us, and it is a failure to 
protect some of the most vulnerable 
people in our country—and that is Na-
tive American children. 

I yield the floor and turn it back to 
my vice chairman, Senator UDALL. 

The PRESIDING OFFICER. The Sen-
ator from New Mexico. 

Mr. UDALL. Mr. President, I know 
Senator DURBIN is on the floor so I am 
going to wrap up very quickly. I first 
want to thank Senator FRANKEN, who 
came down here and advocated for his 
State and for Native Americans across 
the country. I thank Senator HEITKAMP 
for her passionate speech about Native 
Americans and Native children. I have 
known her almost 30 years, as the 
State attorney general, when she was 
doing the same things, and she has 
made real progress. 

You can see from this roundtable 
today—and I really appreciate Senator 
HEITKAMP coming and helping me chair 
that. I had to slip out to Foreign Rela-
tions, but she spent a significant 
amount of time chairing that round-
table. I think it really made a dif-
ference to all of the Tribal leaders 
there. 

I want to finish with what one of 
those Tribal leaders said to us. 

Senator HEITKAMP, you said some-
thing very similar. 

This Tribal leader reminded us, he 
said: Decades ago, Tribes made a down-
payment on the healthcare they re-
ceive. We are not asking for a handout. 
We made a downpayment. 

What was he talking about? 
We made a downpayment with our 

land, with our water, and with large 
areas of what were then either terri-
tories or the United States—that they 
considered their homelands. How sad it 
is to see that we are not fulfilling the 
promises of these sacred treaties they 
entered into. 

With that, I would conclude—as Sen-
ator FRANKEN did and I believe it was 
the same thrust of what Senator 
HEITKAMP was saying—with this. We 
have hit a wall on healthcare. We have 
come up to the point where you don’t 
know where to go. The best thing to do 
when you hit a wall is to get back to 
the regular order, work on a bipartisan 
basis, go into committee, let people put 
proposals forward, have amendments, 
open up the process. 

That is where we need to go at this 
point. I would urge the Republican 
leadership to take a look at the regular 
order. That may help us find our way 
out to improve the healthcare situa-
tion for not only Native Americans but 
all Americans, which is what we face 
with this TrumpCare, which is taking 
us in the wrong direction. 

With that, I yield the floor. 
The PRESIDING OFFICER (Mr. 

DAINES). The Senator from Illinois. 
Mr. DURBIN. Mr. President, let me 

thank my colleagues for coming to the 
floor and speaking on behalf of Native 
Americans and the Indian Health Serv-
ice, its shortcomings and challenges 
that it creates for us. 

I don’t have an Indian reservation in 
my State, but I certainly have visited 
these Indian reservations in other 
States and believe we have an ongoing 
responsibility—social and moral re-
sponsibility—to those who were in this 
country long before many of our ances-
tors and who have not been treated 
fairly many, many times when it 
comes to the poverty they face in this 
country and the challenges they face. 

It is as bad as or worse than any 
other group in America. We can do bet-
ter, and we need to start with the In-
dian Health Service and health serv-
ices. I thank my colleagues for raising 
that issue. 

Mr. President, it is interesting, this 
is a historic week in the Senate be-
cause we have been engaged in a debate 
for weeks about what to do about 
healthcare in America. The Senate, of 
course, is under the majority control of 
the Republicans, as the House of Rep-
resentatives is, and, of course, with a 
Republican President. They all came to 
Washington at the beginning of this 
year and said: The first thing we want 
to do is to repeal ObamaCare. We have 
said it for 6 years. We are finally going 
to do it. We are going to get rid of 
ObamaCare, the Affordable Care Act, 
once and for all. 

They set out to do it in a variety of 
ways. President Trump’s first Execu-
tive order to the agencies of the Fed-
eral Government said: Do everything 
you can to discourage ObamaCare. He 
turned around and did just that. His 
agency stopped advertising for people 
to sign up for ObamaCare. They were 
determined to put an end to it. 

In the House of Representatives, they 
took a step beyond that. They intro-
duced legislation to repeal it and re-
place it. What they replaced it with 
was a disaster. The Congressional 
Budget Office took a look at the Re-
publican repeal plan in the House and 
said 24 million people will lose their 
health insurance. 

Beyond that, they talked about the 
changes that would take place in 
health insurance policies with the Re-
publican repeal plan. It passed the 
House by four votes, which meant that 
if two Republican Members—and only 
Republicans voted for it—had voted the 
other way, it wouldn’t have passed. It 
was that close. 

Then it was sent to the Senate, and it 
was up to the Senate Republicans to 
decide what they would do with this 
bill and what they would do with the 
repeal of ObamaCare. They spent many 
weeks in conversation and discussion 
about what they might do. Thirteen 
Members, Republican Senators, sat in 
private rooms and talked about what 
they would do to replace ObamaCare. 

Finally, they reported a bill. It turns 
out their bill was an improvement over 
the House bill. The House bill elimi-
nated health insurance for 24 million 
Americans. The Senate bill eliminated 
health insurance for 23 million Ameri-
cans. Still, when you look at it, it is a 
horrible thing. 
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In my State of Illinois, a million peo-

ple in my State would have lost health 
insurance with either the House or 
Senate Republican bills. It is the rea-
son there has been resistance in my 
State to this Republican effort from 
the start. 

You would expect it on a political 
basis. Sure, the Democrats will oppose 
the Republicans on issues, but this 
went beyond it. There wasn’t a single 
medical advocacy group in the United 
States that supported what the Repub-
licans were doing, not one. The hos-
pital associations across America, the 
medical society of doctors, the nurses, 
the pediatricians, they all opposed 
what the Republicans set out to do. 

When it looked like there were prob-
lems in passing one version of the Sen-
ate Republican repeal bill, they sat 
down to rewrite it. As they sat down to 
rewrite it, they got into deeper water 
and bigger problems. 

Senator CRUZ, the junior Senator 
from Texas, said: Well, one way to 
bring down the cost of health insurance 
is to take out some of the protections 
of a health insurance policy. We can 
get premiums down pretty low if we 
take away the protections of a health 
insurance policy that are in the Afford-
able Care Act. 

That was his proposal. 
Just this weekend, Blue Cross Blue 

Shield and the major health insurance 
industry said that this will be a dis-
aster. If you have some people buying 
real insurance and real protection and 
others paying rock-bottom premiums 
for little or no coverage, you are going 
to create two classes of Americans, and 
you are going to see premiums going 
through the roof for those who are buy-
ing full-coverage policies. They came 
out against the Cruz proposal. 

This week, we returned to face the 
votes. We were supposed to be voting 
today, a vote on whether to repeal 
ObamaCare. As of last night, things 
started changing. Two Republican Sen-
ators joined two others and said they 
were opposing the effort, and so the Re-
publican majority did not have the 
votes it needed to go forward. 

They said: Well, at least we will vote 
on repealing ObamaCare. 

Three Republican Senators have an-
nounced, as of today, that voting for 
simple repeal is something they will 
not do. Many of them make the argu-
ment that just repealing ObamaCare 
without replacing it is irresponsible. 
They are right. 

If you don’t like the current system, 
I believe you are duty-bound, as a Sen-
ator or Congressman, to come up with 
a better idea, something that serves 
America better. They have been unable 
to reach that point. 

Where are we? At this moment, we 
are at a standstill. The Republican ef-
forts to repeal and replace have 
stopped as of this moment. There may 
be a vote, an official vote this week. I 
don’t know. That is up to Senator 
MCCONNELL as the Republican leader, 
but it appears there is no plan coming 

out of the Republican side to replace 
the Affordable Care Act. 

I am proud to have voted for it. I 
voted for it for very simple reasons. 
When it comes to health insurance, I 
believe that is one of the basics in life. 
I am one of those politicians who be-
lieves healthcare is a right, just like 
police and fire protection. It should be 
part of who we are in America. I don’t 
believe it is a question of how rich you 
are or how lucky you are as to whether 
you have health insurance in this coun-
try. 

We can do better as a nation. The Af-
fordable Care Act set out to do that. 
We reduced the number of uninsured 
Americans with ObamaCare when we 
passed it 6 years ago by 50 percent. We 
reduced by half the uninsured people 
living in my State of Illinois. Many of 
them went to the insurance exchanges, 
bought private health insurance. If 
they had lower incomes, they got sub-
sidies to help pay the premiums. Oth-
ers picked up Medicaid coverage as 
their health insurance. It was signifi-
cant. 

I ran into people all across my State, 
from Chicago to downstate, who had 
never had health insurance 1 day in 
their lives. These are not lazy people. 
These are hard-working people who 
happen to have the kind of jobs that 
didn’t offer health insurance. 

Ray Romanowski, big Polish fellow, 
guitarist and musician in Chicago said: 
Senator, I have never had health insur-
ance. I am a musician. Nobody was 
ever going to provide me with health 
insurance. 

He said: Lucky I have it now because 
I have been diagnosed with diabetes. I 
am in my sixties, and I have, through 
the Affordable Care Act, health insur-
ance through Medicaid. 

Similar story, almost identical story 
in deep Southern Illinois. Judy, who 
works as a hospitality hostess in a 
local motel—she is the one who greets 
you with a smile when you come in for 
that free breakfast. Judy is 62 years of 
age. She never had health insurance 1 
day in her life. She holds down two and 
three jobs at a time. The only health 
insurance she ever had is what she has 
now under Medicaid. 

What is going to happen to those peo-
ple if we eliminate Medicaid coverage— 
which the proposals before us sug-
gested—if Medicaid coverage is cut 
back dramatically? 

Those two people, Ray and Judy, are 
still going to face health challenges. 
They are still going to get sick and go 
to the hospital, but if they don’t have 
health insurance, will the hospital 
treat them? Yes. What will happen to 
their bills? Their costs will be passed 
on to everyone else. That is the way it 
used to be done. 

What we have learned this week in 
Washington, in this national 
healthcare debate, is there are of 
course concerns about whether the cur-
rent healthcare system is what it 
should be, and I think it can be im-
proved, but we have learned one basic 

thing. We are not going back. We are 
not going back to the days when health 
insurance companies could deny cov-
erage to you or your family because of 
a preexisting condition. We are not 
going back to the days where they put 
a limit on how much they would pay on 
your health insurance plan. 

Remember when you first realized 
that a $100,000 limit was not worth that 
much if you had a serious diagnosis or 
a serious accident? We are not going 
back to the days when that health in-
surance plan literally expired in cov-
erage, forcing you and your family into 
bankruptcy over medical bills. 

We are not going back to the day 
when families couldn’t cover their kids 
coming out of college. The Affordable 
Care Act said you can keep your child 
on your health insurance plan as a 
family until they reach the age of 26. 

Those of us who have had kids who 
have graduated college realize they 
don’t always get a great job right off 
the bat. Some of them start as interns 
or part-time workers, and they don’t 
have health insurance. They now know 
they have the peace of mind of the fam-
ily health insurance plan. 

We want to make sure we protect 
that. We are not going back to the day 
when those young people had no cov-
erage at a critical moment in their 
lives. We are not going back to the day 
when we allow these insurance compa-
nies to charge whatever premiums they 
wish. 

We put provisions in the law that 
limit the premiums that can be 
charged on Americans, that limit the 
profits that are taken out of health in-
surance companies. Those were moves 
that had to be made to protect inno-
cent American families who, unfortu-
nately, were struggling with medical 
bills before this law passed and now at 
least have some chance of paying for 
them. 

What we learned in the course of this 
national debate is significant. We 
learned that if you put up a proposal, 
as the Republicans did in the House 
and the Senate, that takes health in-
surance away from over 20 million 
Americans, you have a problem. People 
are going to push back and say that it 
isn’t fair to take away health insur-
ance and the protection and peace of 
mind that come with it. If you come up 
with a plan that ends up dramatically 
cutting back on Medicaid, you are 
going to get a lot of people who are 
concerned about it. 

Across America, the Medicaid Pro-
gram as we know it does many signifi-
cant things. One-half of the babies born 
in my State of Illinois are covered by 
Medicaid. Mom and her prenatal care, 
the delivery of the baby, and the caring 
for mom and the child afterward are 
covered by Medicaid. If you make a cut 
in the reimbursement for Medicaid, 
you will endanger the basic treatment 
needed to have a healthy baby. 

The second thing we know is that 
Medicaid is critical for people with dis-
abilities. I met a mother in Cham-
pagne, IL, and she came up and told me 
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she has a 23-year-old autistic son. It 
has been a struggle for her and her 
family, but now he has a somewhat 
independent life. She said: Senator, if 
you take away Medicaid insurance 
from him, I will have to put him in 
some institutional program that I can-
not afford. There is nowhere to turn. 

I also want to remind people that 
Medicaid pays school districts to take 
care of kids with special education 
needs, transportation, counselors, even 
feeding tubes for the severely disabled. 
That is an important part of Medicaid. 

I haven’t touched on the most expen-
sive part of the Medicaid Program in 
America. The most expensive part is 
for those who are in nursing homes, 
those who are older Americans and 
need Medicaid to get by. They have So-
cial Security and they have Medicare, 
but they need Medicaid. If you cut 
back on Medicaid as proposed by the 
Republicans in both the House and the 
Senate, who will take care of these el-
derly folks who are in a situation 
where they have exhausted their sav-
ings? Do they move back in with the 
family? Sometimes that is not even 
possible, but that is one of the pros-
pects faced. 

What we need to do is to accept the 
obvious. We have reached an important 
political milestone here where the Re-
publicans don’t have the votes to move 
forward, but we still have the challenge 
of the current system. I was proud to 
vote for it, but it is far from perfect. 
The current healthcare system in 
America, the Affordable Care Act, 
needs help, needs changes. We need to 
do it. We ought to just surprise the 
heck out of America by working to-
gether, both political parties, to solve 
the problems. 

Let’s identify a few of the most obvi-
ous problems. 

No. 1, the Affordable Care Act in 
America today does not address the 
cost of prescription drugs. You ask a 
health insurance company: What is 
driving the cost of premiums? Prescrip-
tion drugs. 

Did you ever notice that when you 
turn on the television at certain times 
of the day, it is all about drugs? It is 
all about new drugs, things you can 
hardly pronounce. These new drugs are 
being advertised on television time and 
again. And then there is a 2- or 3- 
minute disclaimer: Be careful. If you 
take this drug, you might die. Be sure 
and tell your doctor if you have ever 
had a liver transplant. 

I listen to all these warnings, and I 
am thinking, this is being sold in ad-
vertising for the general population? 
Did you know that there are only three 
countries in the world that allow tele-
vision advertising of prescription 
drugs—the United States, New Zea-
land, and Brazil? 

Why do the pharmaceutical compa-
nies advertise drugs on television? Cer-
tainly if you want to inform a doctor 
about a new drug, you wouldn’t buy a 
television ad, would you? The reason 
they are on television is so that we, as 

individual consumers and patients, will 
walk into the doctor’s office and say: 
Doctor, it took me five times, but I fi-
nally figured out how to spell 
‘‘Xarelto,’’ and I want Xarelto as my 
blood thinner. 

The doctor has a choice: He or she 
can explain to you that you may not 
need Xarelto, that there is a cheaper 
version of blood thinner or that this 
isn’t the one that really fits your needs 
in this circumstance. Doctors don’t do 
that. Many of them just write out the 
prescription. That is why the television 
advertising is taking place—to con-
vince the consumer, who asks the doc-
tor and who ends up with the high- 
priced drug being scripted for them. 
That is the reality of why the costs of 
healthcare keep going up. 

What does the Affordable Care Act do 
about that? Nothing. It does nothing 
when it comes to the cost of prescrip-
tion drugs. I want these drug compa-
nies to make a profit, don’t get me 
wrong. If they are profitable while 
looking for new cures, that is the way 
it should be. But when they charge 
through the roof and double and triple 
the cost of these pharmaceutical drugs, 
that is not fair. It is not fair to con-
sumers, and it is not fair to taxpayers. 

Think about the fact that many of 
exactly the same drugs made in the 
United States are sold in other coun-
tries for a fraction of what they cost in 
the United States. Even in Canada, 
they charge about one-half or one-third 
for many of the most popular drugs be-
cause the Canadian Government said to 
the drug companies in America: We are 
drawing the line. We are not going to 
let you charge anything you want to 
charge. 

Why don’t we do something in Amer-
ica to protect consumers? Why don’t 
we at least inform people when phar-
maceutical companies are over-
charging so that we can put some pres-
sure on them to stop? That is part of 
the change to the Affordable Care Act 
that I think will save us money and at 
the same time deal with an issue most 
Americans really are concerned about. 

We also should be concerned about 
the fact that when it comes to the indi-
vidual health insurance market, that is 
where most of the problems are. Six 
percent of the American population 
buying health insurance through the 
exchanges—half of them have to pay 
the full premiums, and some of those 
premiums go through the roof. Why? 
Because the people who are buying this 
insurance are usually people with a 
medical history or they are older folks 
and they want to have the peace of 
mind of coverage. The healthy, young-
er folks aren’t buying it. As a result, 
the insurance risk pool gets pretty ex-
pensive when it comes to premiums. 
We need to fix that, and we can fix 
that. That is another thing on which 
we should come together as Democrats 
and Republicans to try to achieve. 

For those who say: Well, I promised 
my entire political career that I 
couldn’t wait for the day to come for-

ward and vote to repeal ObamaCare, I 
just want to tell them that they should 
be aware that when the Congressional 
Budget Office looked at the impact of 
just repealing the Affordable Care Act 
and not replacing it, they said the fol-
lowing: This would force more insur-
ance companies to leave the market 
immediately. It would increase pre-
miums by 20 percent a year and double 
the price of premiums over 10 years, 
and it would take health insurance 
away from 32 million people. 

So taking that vote to repeal the Af-
fordable Care Act may earn you a cheer 
at some political rally, but it is not re-
sponsible. It is not good. It will raise 
the cost of health insurance for fami-
lies across our country if we just repeal 
and don’t replace, and it will take 
health insurance away from over 30 
million people, according to the Con-
gressional Budget Office. It is better 
that we replace it with something re-
sponsible, better that we take the cur-
rent system and make it stronger. 

This has been an interesting debate. I 
have learned a lot in the course of this 
debate because I went and visited the 
hospitals in Illinois. The Illinois Hos-
pital Association opposed the Repub-
lican plan in the House and opposed the 
proposal in the Senate. They said it 
would cost us 60 to 80,000 jobs in Illi-
nois and it would close down some hos-
pitals we need in rural parts of our 
State, smalltown hospitals that are 
critically important. I don’t want to 
see that happen, the people who live 
there don’t want to see that happen, 
and you won’t be able to keep and at-
tract good employers and good jobs if 
that does happen. So I have worked 
with these hospital administrators and 
want to move forward with them on an 
alternative. 

I will close by saying this: It is inter-
esting how many people say ‘‘I can’t 
wait until I reach age 65 because I will 
qualify for Medicare.’’ Medicare 
doesn’t discriminate based on pre-
existing conditions and provides good 
health insurance for millions of Ameri-
cans. It is an illustration and a lesson 
for us that if you have something that 
isn’t driven by the profit motive, that 
people trust, that has provided basic, 
good care for Americans, good hos-
pitals and good doctors, that is what 
people are looking for. Why shouldn’t 
they? That should be part of the Amer-
ican dream. It should be part of our 
right as Americans. 

Mr. President, I yield the floor. 
I suggest the absence of a quorum. 
The PRESIDING OFFICER (Mr. 

JOHNSON). The clerk will call the roll. 
The assistant bill clerk proceeded to 

call the roll. 
Mr. ENZI. Mr. President, I ask unani-

mous consent that the order for the 
quorum call be rescinded. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

Mr. ENZI. Mr. President, in our job, 
we get a lot of books, probably two or 
three a week at least, and for the last 
year most of those have been on 
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healthcare and healthcare reform. A 
book I received recently is one called 
‘‘Demystifying ObamaCare,’’ by David 
G. Brown, who is a doctor. It was help-
ful enough to me that I thought I 
would share a part of it with anybody 
listening. It always fascinates me when 
we are here talking and maybe some-
body is listening. 

Page 7 starts out by talking about, 
‘‘How Does ObamaCare Look After 
Seven Years?’’ Incidentally, this one is 
all well documented and footnoted, 
which is one of the unusual things 
about this book. It is not just specula-
tion on his part—it is a lot of research 
that he has done and shared. He says: 

ObamaCare actually reduces insurance 
market competition by strict rules, regula-
tions, and mandates. 

ObamaCare significantly increases 
healthcare cost by the way it attempts to as-
sist those who cannot afford coverage. 

ObamaCare does not tackle the underlying 
causes of increased costs. Instead, it worsens 
the factors that drive up the cost of 
healthcare with the addition of mandates, 
regulations, and taxes. ObamaCare does 
nothing to decrease the factors that increase 
costs. 

ObamaCare has increased the total number 
of healthcare spending. The cost is not $938 
billion dollars, but now is $2.6 trillion dollars 
over 10 years, or almost 3 times the original 
figure. 

ObamaCare increases cost for families, 
businesses, and individuals for their 
healthcare. This includes not simply 
ObamaCare exchanges but health insurance 
across the board. Associated with this, there 
has been a marked increase in healthcare 
premiums, costs for medications, 
deductibles, and copays. 

There has been reduction of access to care 
in ObamaCare plans, i.e. ObamaCare ex-
changes (insurance does not equal access). 

ObamaCare, to some extent, has reduced 
the number of uninsured but not handled the 
problem of the uninsured population. 

ObamaCare does not effectively address 
the problems of the safety net system, i.e. 
putting new people into Medicaid has exacer-
bated the problems for Medicaid, and re-
moves its original safety net function. 

ObamaCare has reduced funding and thus 
care for programs for the elderly, Medicare. 

ObamaCare has taken the decision making 
process out of the hands of patients and their 
families. It has done so by removing their 
freedom to make those decisions. 

This is from the book, ‘‘Demystifying 
ObamaCare,’’ by David Brown, who is a 
doctor. 

It goes on later to say: 
The individual mandate was instituted as a 

way to force patients into having health in-
surance or else pay a financial penalty for 
not having it. The employer mandate, which 
was just instituted in 2016 after several 
delays, was intended to move those with em-
ployer-based insurance into the government 
sector. Additionally, the HHS required all in-
dividual and small group policies to meet the 
‘‘essential health benefit’’ requirements. 
These benefits were determined by the sec-
retary of the HHS and required involvement 
of not simply government, but also non-gov-
ernment plans. The individual and small 
group policies then had to be sold at a more 
significant cost to the consumer. 

How is the Employer-Based System 
changed so employees could be moved into a 
government system? 

Businesses with 50 or more full-time em-
ployees had to provide health insurance ap-
proved by HHS or be financially penalized. 

The cost for businesses for the penalties 
for not providing insurance was less than the 
cost of the insurance. 

ObamaCare exchanges were there to take 
in anyone who needed to have insurance. 
Employer based mandates were a way of 
moving employees out of the employee-based 
marketplace into a government program. It 
is the back door way of having a government 
based healthcare system. It was ingenious 
but fortunately, for the American people it 
was flawed. 

Yes, Americans in the individual market 
lost their insurance (5 million Americans) 
but the employer-based mandate was post-
poned through the efforts of Congress. Many 
of the larger companies have self-insured 
their employees. The ObamaCare exchange 
program has been very expensive for the con-
sumers. It has also significantly limited ac-
cess to care i.e. narrowed networks of pro-
viders, (doctors and hospitals). ObamaCare 
has increased the numbers in Medicaid but 
this program itself has severe flaws. 

Again, in ‘‘Demystifying 
ObamaCare’’ by David Brown, a doctor, 
going to page 18, ‘‘What Are the Facts 
About Medicaid and Medicaid Expan-
sion?’’ 

Costs of Medicaid (total federal and state 
spending) will more than double i.e. more 
than $427 billion to $896 billion between 2014 
and 2024. The costs of this will be borne by 
the taxpayers. 

The cost of Medicaid to the states has a 
tremendous impact on other services. It is 
often the second most expensive budgetary 
item. With Medicaid expansion, there are in-
creased costs to the states, even in those 
states, which have accepted Medicaid expan-
sion and increased federal funding for it. 
Other state services may have to be reduced 
even in states who have not accepted Med-
icaid expansion. 

Medicaid is actually a safety net for the 
poorest and most vulnerable Americans but 
expansion changes this. It reduces the access 
to care for others who are already in the sys-
tem. The single adult able-bodied American 
is competing for care with those who need 
the care as a safety net. 

It severely underpays doctors and hos-
pitals, and the number of Medicaid providers 
are declining. It compensates doctors an av-
erage of 50% less than private insurance. By 
CBO estimates, by the time of full imple-
mentation of ObamaCare, one out of every 
six hospitals will be in the red because of se-
vere underpayment from Medicaid and Medi-
care. 

Medicaid expansion does not reduce inap-
propriate utilization of emergency rooms. A 
recent study showed Medicaid patients uti-
lize the emergency rooms for their routine 
care 40% more than those who are uninsured. 

Medicaid has the worst clinical outcomes 
compared with any other medical program. 
There are worse outcomes including condi-
tions such as heart disease, cancer, com-
plications from major surgery, transplants, 
and AIDS. These outcomes are independent 
of patient factors and reflect the program 
itself. It may be no better than having no in-
surance at all. A recent study comparing 
Medicaid patients with those who are unin-
sured showed no difference in blood pressure, 
glucose, and cholesterol levels after two 
years of observation. 

In short Medicaid expansion reduces access 
to care, increases cost of care and places peo-
ple within the program that has the worst 
possible outcomes to care. 

Going on in ‘‘Demystifying 
ObamaCare,’’ by David Brown, page 25, 
‘‘Medicaid Expansion Update: How 
Does It Stand Today?’’ 

Thirty-one states and the District of Co-
lumbia have adopted Medicaid expansion. 
Three states have considered it but rejected 
Medicaid expansion. The other sixteen states 
have refused to participate in it. 

Medicaid expansion has increased the Med-
icaid number from 58 million to approxi-
mately 70 million people, 20% of the unin-
sured population. It has caused overall ex-
pansion of the number of people in the pro-
gram. 

ObamaCare has increased the number of in-
dividuals insured by allowing them to par-
ticipate in the existing Medicaid program. In 
order to do so, the inclusion criteria for their 
enrollments have changed. Medicaid expan-
sion is now based on age and financial cri-
teria. That includes both the able-bodied in-
dividuals who are able to work and chose not 
to and those who were previously involved in 
the Medicaid safety net. For example, the 
lower income mother with children. 

It was thought that the states that accept-
ed Medicaid expansion would have ‘‘free 
money’’ if they participated with this Fed-
eral program. 100% of the costs of adding 
new patients were picked up by the federal 
government with that figure gradually being 
reduced to 90% of the cost starting in 2017. 

This was for new patients added to Med-
icaid and not the existing patient popu-
lation. States however found that their Med-
icaid programs were flooded with new enroll-
ees, many of which had met the criteria for 
Medicaid before the ‘‘woodwork effect.’’ 

The overall expansion of Medicaid with in-
creasing numbers of enrollees has led to 
marked increase in spending on Medicaid 
and marked increase in total costs for Med-
icaid. 

It goes on with a lot of numbers 
which have a lot of significance to ac-
countants, but I will skip over those 
and continue on with his last two 
points. 

Medicaid is associated with the worst pos-
sible clinical success rate across the board 
for all medical and surgical illnesses. It is 
worse than any other program, including any 
government programs such as Medicare or 
any private program. In certain studies, it 
has shown to have worse clinical outcomes 
than having no insurance at all. No data has 
developed during the course of Medicaid ex-
pansion to change these findings. 

Medicaid expansion is associated with a 
huge financial burden on the states and the 
cost to the states with Medicaid expansion 
has increased dramatically. 

Again, at the end of the chapter it 
shows a lot of references for where he 
got this information. 

Continuing with ‘‘Demystifying 
ObamaCare’’ and moving on to page 31 
is ‘‘What are ObamaCare Insurance Ex-
changes?’’ 

ObamaCare insurance exchanges are feder-
ally constructed and state run markets 
where individuals and families can purchase 
insurance plans. Private healthcare insur-
ance companies participate but the insur-
ance companies are only able to sell plans 
that are acceptable to the Secretary of the 
HHS. Many individuals and families then 
could receive subsidies provided by the gov-
ernment, (i.e. taxpayers funded subsidies). 
The subsidies are [to] be on a sliding scale, 
families whose income is up to 400% of the 
federal poverty level can be in the 
ObamaCare exchange ($97,000 dollars a year 
for a family of four). The program is tightly 
regulated by the Federal Government. The 
choice is limited to four plans (bronze, sil-
ver, gold, and platinum.) Each state was re-
quired to set up their own insurance ex-
changes and then regulate them. If a state 
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did not set up such an exchange, the Federal 
Government did that for them. 

‘‘What Effects These Policies Have on 
Those Inside and Outside the Ex-
changes?’’ 

The public must know that the exchanges 
dramatically restrict patient care by re-
stricting access to care. Exchanges decrease 
access by reducing access to doctors and hos-
pitals. This includes access to some of the 
most important specialized care. The ex-
changes have a limited network of providers. 

The public must understand that they do 
[not have] protection from fraud. Some of 
the most sensitive information is given to 
navigators to help enroll people in the ex-
changes. The enrollees then become ‘‘fair 
game.’’ 

The ObamaCare website, ‘‘Healthcare.gov’’ 
does not automatically verify enrollee’s eli-
gibility, i.e., whether they legally qualify for 
subsidies. Various sources indicate that at 
least 2 million enrollees (some estimates are 
significantly higher) are receiving subsidies 
that they did not legally qualify for. Douglas 
Holtz-Eakins, former director of the CBO, es-
timates that over the first 10 years of 
ObamaCare, overpayments and inappropriate 
payments could add up to $152 billion dollars. 
Who pays the bill? The American taxpayer. 
The website, ‘‘Healthcare.gov’’ cost tax-
payers $1.4 billion dollars in 2014. 

He goes on to explain how that in-
creases the costs for all taxpayers. 

I will continue with some of the 
other lessons in this book at another 
time. The leader is coming to the floor 
to speak in a few moments. 

What we are trying to do is to find 
some solutions for the American people 
so they have access to healthcare—and 
more extensively than now. I rec-
ommend for reading this book called 
‘‘Demystifying ObamaCare’’ by David 
Brown. It is very eye-opening. There is 
a section I will cover later that covers 
some of the solutions that will be use-
ful. 

I yield the floor. 
I suggest the absence of a quorum. 
The PRESIDING OFFICER (Mr. 

RUBIO). The clerk will call the roll. 
The legislative clerk proceeded to 

call the roll. 
Mr. MCCONNELL. Mr. President, I 

ask unanimous consent that the order 
for the quorum call be rescinded. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

ORDER OF BUSINESS 

Mr. MCCONNELL. Mr. President, for 
the information of all Senators, at the 
request of the President and the Vice 
President, and after consulting with 
our Members, we will have the vote on 
the motion to proceed to the 
ObamaCare repeal bill early next week. 

f 

LEGISLATIVE SESSION 

MORNING BUSINESS 

Mr. MCCONNELL. Mr. President, I 
ask unanimous consent that the Sen-
ate be in a period of morning business, 
with Senators permitted to speak 
therein for up to 10 minutes each. 

The PRESIDING OFFICER. Without 
objection, it is so ordered. 

FLOODING IN NORTHERN ILLINOIS 
Mr. DURBIN. Mr. President, for the 

second time this year, Illinois commu-
nities are assessing damage and clean-
ing up after flooding. My thoughts and 
prayers are with the families and first 
responders in northern Illinois who are 
working to recover after heavy rain 
caused severe flooding in Lake, 
McHenry, Kane, and Cook Counties 
last week. 

The water has started to recede in 
some communities, but in some areas, 
water levels will likely continue rising 
this week. Thousands of buildings—in-
cluding homes, businesses, and 
schools—have been damaged by flood-
waters. 

Lake County has been one of the 
areas most impacted by this flooding. 
Last weekend, I visited two towns in 
this area—Libertyville and Gurnee— 
and I saw street after street of flood 
damage to homes and businesses. What 
I saw was heartbreaking. I spoke with 
residents who were concerned about 
being able to recover from the flood 
and resulting damages and who voiced 
the need to find long-term solutions 
that will mitigate the impact of future 
flood events. I am extremely grateful 
for the hard work of local first respond-
ers and county officials. Thankfully, 
there have been no reports of injuries 
or fatalities as a result of this historic 
flooding. 

I want to acknowledge the dedication 
of both the State and local employees 
and volunteers who have come out to 
help at every level, from the Illinois 
Emergency Management Agency and 
the American Red Cross, to county 
emergency management agencies. 
Many volunteers have helped with 
sandbagging. County board chairman 
Aaron Lawlor has also been helpful in 
securing resources and making sure 
residents have information about 
where to find shelter and access clean-
up supplies. 

People from all around the area are 
pitching in to help their neighbors and 
even strangers protect property and 
get back on their feet. 

I would also like to thank James Jo-
seph, director of the Illinois Emer-
gency Management Agency, for his 
hard work. He has been there during a 
time when Illinois constituents and 
communities need him the most. 

The State has provided 850,000 sand-
bags and deployed an emergency man-
agement assistance team for flood 
mitigation and response efforts. Rep-
resentatives from the Illinois Emer-
gency Management Agency are work-
ing closely with local officials to make 
sure communities have the resources 
needed to protect critical infrastruc-
ture and clean up when water begins to 
recede. 

The Governor has declared four coun-
ties State disaster areas. In the coming 
days, the State will work with FEMA 
and local officials to begin conducting 
preliminary damage assessments. 

Once we have an idea of the scope of 
the damage, the Governor has the abil-

ity to request a Presidential disaster 
declaration. In the past, it has been 
challenging for Illinois to receive Fed-
eral aid after a disaster occurs, but the 
Illinois delegation and I stand ready to 
do whatever we can to help get any 
Federal assistance needed so that these 
communities can clean up and recover. 

There is more work to be done, and 
cleanup may be difficult and dan-
gerous, but I have no doubt the people 
who live and work in the impacted 
communities will make incredible 
progress rebuilding with the help and 
support of volunteers, local officials, 
and State agencies. 

I want to thank everyone who has 
been engaged in the response and miti-
gation efforts and all those who will be 
engaged in recovery efforts in the 
weeks to come. We will rebuild, as Illi-
noisans always do, and we will be 
stronger for it. 

f 

REMEMBERING BARBARA 
ANDREWS-MEE 

Ms. MURKOWSKI. Mr. President, 
this Saturday Alaskans will observe 
‘‘Ted Stevens Day,’’ a living memory 
to Alaska’s greatest Senator, who left 
us 7 years ago next month. As family, 
friends, and former staffers of Senator 
Stevens gather in Alaska for this an-
nual observance, many will take time 
off on Thursday to honor a beloved 
member of the Stevens’ team, Ted’s 
loyal assistant and State director, Bar-
bara Andrews-Mee, who passed away 
earlier this year. I will not be able to 
attend this event because the Senate 
will be in session on Thursday, but I 
wanted to take this opportunity to 
speak in memory of this loyal and dedi-
cated employee of the U.S. Senate, as 
well as great friend of Alaska. 

Barb’s tenure with Senator Stevens 
long predates his Senate service. Barb 
began working with Ted in 1962, 2 years 
after she came to Alaska. She followed 
him to the Alaska Legislature and the 
U.S. Senate, retiring in 1997. Upon her 
retirement, Stevens said, ‘‘For half of 
my life—and two-thirds of hers—Bar-
bara Andrews-Mee has been my boss. 
. . .’’ Barb returned the compliment 
noting that she had been with Ted Ste-
vens longer than she had been with 
three husbands. 

Barb had a great sense of humor and 
a huge and welcoming personality. She 
was regarded as a mentor and grand-
mother-like figure to generations of 
young staffers who went to work for 
Senator Stevens. 

She could sure turn a phrase. Alaska 
humorist Mike Doogan published a few 
of Barb’s quips in the Anchorage Daily 
News to celebrate her retirement. 
Among them, Barb, who was 5-feet tall, 
once said, ‘‘I tell people I used to be 6- 
foot-2, and then I went to work for Ste-
vens.’’ But she wasn’t always so hum-
ble. Another ‘‘Barbism’’ was ‘‘[m]y 
grandmother always told me dynamite 
comes in small packages.’’ I am told 
that one came in handy when she was 
working difficult constituent problems 
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