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rest between deployments. They’re
stretched. They’ve been deployed two
times, three times, four times. The
length of their deployments have been
stretched. And we’ve adopted the mili-
tary’s own guidelines to say that be-
fore troops are sent to Iraq they must
be properly equipped, they’ve got to be
trained, they’ve got to be ready to go.

I can’t understand why the President
would veto a bill that adopts the mili-
tary’s own guidelines for troop readi-
ness. Because by his veto, he will
therefore be rejecting the military’s
guidelines for troop readiness. He will
be saying to the American people, I am
perfectly satisfied with sending troops
that aren’t ready into combat.

The second thing this does is it fully
funds the troops, as we have said. In
fact, it provides $4 billion more than
the President asked directly to the
troops. So if he vetoes the bill, he will
essentially be saying I'm vetoing, I'm
rejecting funding for our troops. I am
rejecting the funding that he asked for.
I don’t understand how he will do that,
but that’s what his veto will mean.

And finally, we provide a responsible
way to redeploy that actually answers
the concerns that people had about
flexibility for our military com-
manders on the ground. Because what
we do is we set a date based on bench-
marks for the Iraqis that the President
himself set out in a January 10 speech
for the beginning of a strategic rede-
ployment, and we give the military
commanders the flexibility on the
other end to reach the target goals. So
if the President vetoes his own an-
nounced benchmarks for the Iraqis, I
just don’t understand it because he will
be vetoing what he said in a speech to
the American people on January 10 as
his idea about what the Iraqis ought to
be doing for themselves. He set the
benchmarks, and now he said that he
intends to veto his own benchmarks.
It’s beyond me to understand why he’s
going to veto what he said he wants to
do.

If T can just go on for one more mo-
ment. I want to talk about some of the
other money in this bill because this is
really important. People have com-
plained, I've heard it at home, about
what they think is excess domestic
spending in this bill. But here’s what
this bill does in terms of funding that
is related to supporting our troops.

This bill provides $3 billion more for
mine-resistant ambush-protected vehi-
cles for troops in Iraq.

Mr. MURPHY of Connecticut. That
doesn’t sound like pork.

Mr. HODES. That’s not pork. This
bill provides $2 billion more for a Stra-
tegic Reserve Readiness Fund to meet
the troops’ readiness needs.

Mr. MURPHY of Connecticut. That
doesn’t sound like pork either.

Mr. HODES. That’s not pork either.

It provides $1.1 billion more for need-
ed military housing. Does that sound
like pork?

Mr. MURPHY of Connecticut. That
doesn’t sound like pork to me, Mr.
HODES.
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Mr. HODES. The bill honors our re-
turning veterans by providing $2.1 bil-
lion more for military health care than
the President requested, including $900
million for post traumatic stress dis-
order and traumatic brain injury care
and research, and $661 million to pre-
vent health care fee increases for our
troops. Because what they are now fac-
ing under this President’s policies is
getting sent off to war to fight for
their country and coming home to find
that their health insurance costs more,
that the military health system is too
overloaded to take care of them, and
that the veterans’ system has been
overloaded beyond capacity.

Now, if the President vetoes these in-
creases for the veterans and wounded
warriors that his policies have created,
it will be something that I don’t under-
stand and I don’t think the American
people are going to understand. And so
he has a challenge in front of him. He
has a challenge and a choice to make.
And maybe between now and when this
bill hits his desk, he will have one of
those moments on the road to Damas-
cus and decide that he will face the re-
ality and do right by our troops, do
right by the American people, do right
by this country and set a new direction
in Iraq.

I will kick it back to you, Mr. MUR-
PHY.

Mr. MURPHY of Connecticut. We’ve
got a few minutes left, so I'm going to
throw it over for some closing remarks
to Mr. ALTMIRE.

Mr. ALTMIRE. I wanted to change
the subject here just momentarily
here, if I could, here at the end and just
mention something, because unfortu-
nately, since we’re not in session on
Monday due to the unfortunate funeral
that many of our colleagues are going
to be attending for one of our col-
leagues, I wanted to mention the fact
that Monday is going to be Paul Hayes,
the House reading Clerk’s last day.
Paul has been here for 20 years, and to
many viewers around the country of C-
SPAN, he is the voice of the House of
Representatives. I was going to do a 1
minute on Monday, but I will just do it
today because we’re not going to be in
session on Monday and just say what
an honor it has been for me, Paul, to be
able to spend a few months as a Mem-
ber with you here.

I was a staffer, as Mr. MURPHY
knows, on Capitol Hill for 6 years in
the early 1990s, and we used to watch
Paul Hayes at work. And it has just
been a great experience for me to come
back as a Member of Congress and
briefly be able to, for about 4 months,
to be able to serve and work with you,
Paul. So I just wanted to say congratu-
lations, and we wish you all the best.

Mr. MURPHY of Connecticut. Well, it
pains me to admit that I spent far too
much of my life watching this House
from a distance. And so I share those
thoughts and I am so glad Mr. ALTMIRE
would bring that up on this day.

With that, before we end our hour,
we’re going to allow our honored guest,
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who we hope is joining us for the first
of many visits with the 30-Somethings.

As our veteran Members abandon us,
our new Members step up. And Mr.
HoDES, if you might inform folks how
they might find us via e-mail and via
the Web.

Mr. HODES. Well, as I said at the be-
ginning of the hour, Mr. MURPHY and
Mr. ALTMIRE, I'm on the ‘‘something”
side of 30, but I am glad to be with you
because I am hoping that we, together,
have brought an energy to this Con-
gress that really has set a new tone and
will help us set a new direction for this
country, not just on the war on Iraq,
but on health care, on energy, on edu-
cation and all the policies that the
American people want us to get to
work on and we’ve been working hard
on.

Before we go, I do want to say that
Speaker PELOSI’s 30-Something Work-
ing Group can be e-mailed at
30somethingdems@mail.house.gov. The
30-Somethings, whom I am now a proud
guest, being on the something side, can
be visited, and here is the Web site ad-
dress on this chart, www.speaker.gov/
30something/index.html.

So I invite everybody who has been
working tonight to visit the 30-Some-
thing Web site for information on what
the agenda for America is that Demo-
crats have been working on. And I
thank you for the opportunity to be
with you.

Mr. MURPHY of Connecticut. Thank
you very much. I thank the Speaker
for giving us this opportunity once
again.

————
THE FUTURE OF MEDICINE

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 18, 2007, the gentleman from
Texas (Mr. BURGESS) is recognized for
50 minutes as the designee of the mi-
nority leader.

Mr. BURGESS. Madam Speaker, I
come to the House tonight to talk
about something that isn’t number one
or number two or perhaps even number
three on the list of things that people
are concerned about, it is number four,
it is health care, health care in our
country that is provided by the private
sector, that is provided by the public or
the government sector. It is a debate
that we will be hearing a lot more
about as we get deeper into a year
that’s going to be consumed by presi-
dential politics.

Right now in our country we have an
amalgam, if you will, of health care,
part paid by the government, part paid
by the private sector. I am oversimpli-
fying for the purposes of debate, but
the public or government sector, in
pure dollar amounts, accounts for
about 50 percent of the health care ex-
penditures in this country. The private
is sector insures about 160 million
Americans, and that is roughly 50 per-
cent of the lives covered by private in-
surance in this country. And we will
have the debate, as the presidential
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year unfolds, more government, more
private sector. But tonight, what I
really want to do is focus on the physi-
cian workforce, the physician work-
force that we have now and the physi-
cian workforce that we might expect to
have in the future.

Alan Greenspan, about a year and a
half ago, right as his last days at the
Fed were winding down came and
talked to a group of us one morning,
and inevitably the question came up
about Medicare. In fact, we saw the
trustee’s report yesterday; everyone is
concerned about the funding for Medi-
care, the future obligation that is there
in Medicare. And Mr. GREENspan was
pretty circumspect, he said, ‘At some
point I expect the Congress to deal
with the problem of funding.”” And then
he went on to say, ‘“What concerns me
more is will there be anyone there to
provide the services when you want
them?”’ That really struck a cord with
me. And in fact last month, the month
of March, back in my home State of
Texas my Texas Medical Association
puts out a periodical every month
called ‘‘Texas Medicine,”” and the cover
story was in fact dedicated just to that
concept, “Running Out of Doctors.”
And the thrust of the article is how do
we keep the medical students that we
graduate from Texas schools, how do
we keep them practicing in Texas, par-
ticularly in the high-need areas in
Texas? And concentrating on the phy-
sician workforce is what I want to do
during this discussion, in the time that
I have available for the discussion this
evening.

My perspective, of course, 30 years
ago I graduated from medical school in
Houston, Texas, so I do have the per-
spective of looking back over the last
30 years. But I also want us to look
over the horizon to the next 30 years.
What about the young man or woman
who is graduating from medical school
this year, what kind of world do they
want to find themselves practicing in?
What type of practice environment do
they want to see that we have laid out
for them 30 years from now? It is going
to be important that we take the cor-
rect steps today in order to provide the
correct practice environment 30 years
from now.

Since we’re talking about the physi-
cian workforce, the part that the gov-
ernment pays for is paramount, that is
critical. And really the thing that I
want to focus on of that government
sector is the pricing and the payment
schedule in the Medicare program
itself.
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Medicare, a good program, just cele-
brated its 41st or 42nd birthday. We had
the second anniversary of the prescrip-
tion drug benefit part D, which in my
first year here we passed in 2003 and
was added on in the year 2006.

Medicare is an integrated program.
Part A is the hospital, part B is the
doctor’s care, part C is the Medicare,
what is now called the Medicare Ad-
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vantage Plans or the HMOs, and part D
is the prescription drugs. But while it
is an integrated program, the funding
for Medicare actually exists in funding
silos.

If we look at the comparative pay-
ment updates from the year 2002 to pro-
jected 2007, you see that there is some-
thing wrong with this picture. And
what is wrong with the picture is that
physician reimbursement in part B is
significantly lagging behind the pay-
ment updates for the Medicare Advan-
tage Plan’s hospitals and nursing
homes are shown on this graph. And
there is a reason for that. It is really
not a very difficult reason: Medicare
Advantage Plan’s hospitals and nursing
homes receive every year essentially a
cost-of-living update. It is a market-
basket update that they receive based
on the cost of inputs from the previous
year. CMS has actuaries that go back
and figure this out: What did it cost
the hospitals to provide the care that
they delivered to our seniors?

Part B is calculated differently. Part
B is what is described as a volumetric
formula. It weights volume and inten-
sity. But basically you have a fixed
amount of money, a finite pie, that if
more and more people are submitting
claims, the slices get progressively
smaller. And in 2002, you can see there
was a big drop. The reason 2003, 2004,
2005 are not a downward projection is
because in fact at the last minute, Con-
gress swept in and said we are going to
do something to prevent this from hap-
pening. And, in fact, doctors got a mod-
est update in 2003, 2004, 2005. 2006
doesn’t really show up because that
was a zero percent update.

Now, Madam Speaker, I have not
been in Washington all that long, but I
have learned some of the parlance and
the lexicon that we use here. And in
any other Federal program or any
other federally funded program, if you
are held to a level funding or a zero
percent update for that year, anyone
else would regard that as a cut. But we
told the doctors that was great, you
are going to get a zero update for that
year and you will be happy for it.

Projected for 2007, if we don’t do
something, is going to be a substantial
decrease. Once again, we may very well
ride in at the last minute and do some-
thing to blunt the effect of that; but
year in and year out, this problem con-
tinues; and the real insidious part of
this is the dollars to fix the problem
get higher and higher every year.

Last year I introduced a bill to just
simply do away with the SGR and re-
place the SGR with a market-basket
update. It is called the Medicare Eco-
nomic Index. And it is not my idea; a
group called MedPac, a Medicare Pay-
ment Advisory Commission, worked
this out in actuarial fashion some
years ago. And the Medicare Economic
Index would in fact provide a 2 to 2%
percent update for most years based on
the cost of input for the physicians
providing the services to the patient.

The cost last year scored by the Con-
gressional Budget Office of replacing
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the SGR formula with the Medicare
Economic Index was $218 billion. Clear-
ly, that is a lot of money, and it dis-
rupts any budget that either party
might put up there. So, as a con-
sequence, I didn’t get a lot of activity
on that bill last year. It is still impor-
tant to do. And every year that we
delay doing something, and even those
years that we come in and it looks like
we fixed it a little bit, we actually just
compound the problem and make it
worse in subsequent years.

So in just very general terms for this
evening’s talk, we have got a lot of
people who are going to be joining the
Medicare generation. As the baby
boomers age and retire, the demand for
services is going to go nowhere but up.
And if the physician workforce trends
continue as they are today, we may be
not talking about funding a Medicare
program, we may be talking about
there is no one there to take care of
the seniors.

In my home State of Texas, the num-
ber of physicians between 1995 and 2005
increased by 46 percent or nearly 5,000.
Okay, that is good, it went up. How-
ever, the State is still below the na-
tional average, the national average
being 230 physicians per 100,000 popu-
lation. In Texas the ratio, even with
the increase, is 186 to 100,000 residents.

The American Academy of Family
Physicians predicts serious shortages
of primary care doctors in five States,
including Texas, and says that all
States will have some level of family
physician shortage by the year 2020.
The Council on Graduate Medical Edu-
cation, a congressionally authorized
entity, estimates that after 2010,
growth in the physician workforce will
slow substantially; and after 2015, the
rate of population growth will exceed
the rate of growth for the number of
doctors. In other words, we won’t be
keeping up anymore. At the same time,
the demand is only going to increase
year over year, resulting in critical
shortages, particularly in primary
care, but the reality is all specialties
may well be affected.

So my thesis, my proposition, is that
Congress needs to approach this sort of
as a three-pronged attack or a three-
pronged solution to mitigate this
shortage for the future, to improve
payments to current doctors, keep
them in practice longer, improve Fed-
eral assistance to medical students, en-
courage students to go into high-need
specialties, and increase the number of
residency training programs, particu-
larly in rural and suburban areas, and
keep the physician pipeline open.

To do that, I am going to be next
week introducing three bills to deal
with those three areas. The first, to in-
sure the physician workforce, really
deals with the Medicare funding and
the SGR. You talk to doctors my age,
those who graduated from medical
schools 30 years ago, and their con-
cerns are really consistent. They are
concerned about the liability environ-
ment, which is not part of tonight’s
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discussion but one that we certainly
need to have and I hope we do have in
this Congress this year. Their concern
is the year-over-year reduction in pay-
ment that the Center for Medicare and
Medicaid Services comes up with for
physician reimbursement. And it is not
just a question of doctors wanting to
make more money; it turns to be a real
patient access problem, because there
is not a week that goes by that I don’t
get a letter or fax from someone who
says, you know what, I have just had
enough and I am going to retire early,
I am no longer going to see Medicare
patients in my practice, or I am going
to restrict the procedures that I offer
Medicare patients.

Unfortunately, I know that is hap-
pening because I saw it in the hospital
environment before I left the practice
of medicine to come to Congress. But 1
also hear it in virtually every town
hall that I do back in my district.
Someone will raise their hand and say,
How come on Medicare, you turn 65 and
you have got to change doctors? And
the answer is, because their doctor
found it no longer economically viable
to continue to see Medicare patients
because they weren’t able to pay the
cost of delivering the care, let alone
making any money on top of it. They
weren’t able to cover the cost of pro-
viding the care.

So in the bill to address that, the bill
that I introduced last year, again, just
simply repealed the SGR outright. The
difficulty that I had with that was,
again, just the cost was too high. But if
we do that over time, perhaps we can
bring that cost down to a level where it
is manageable.

Getting the payment policy right in
Medicare is going to be the first order
of business for preserving the physician
workforce. Paying physicians fairly
will extend the careers of many physi-
cians who are now in practice who
would otherwise opt out of the Medi-
care program, seek early retirement, or
restrict those procedures that they
offer to their Medicare patients.

It also has the effect of insuring an
adequate network of doctors available
to older Americans as this country
makes the transition to the physician
workforce of the future.

In the bill, the SGR formula, this
volume-based formula would be re-
pealed in 2010, 2 years from now, but
also provide incentive payments based
on quality reporting and technology
improvements to protect the prac-
ticing physician against that 5 percent
cut that is likely to happen in 2008 and
2009. That would be voluntary. No one
would be required to participate in the
quality program or the technology im-
provement, but it would be available to
those doctors or practices who wanted
to offset the proposed cuts that will
occur in physician reimbursement in
the 2 years until the formal repeal of
the SGR happens.

Now, why do it that way? Why not
just bite the bullet and let’s go ahead
and get the SGR out of the way and get
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it repealed? Remember, it costs a tre-
mendous amount of money to do that.
Another problem that we have in Con-
gress is we are required to submit all
legislation to the Congressional Budget
Office to find out how much it costs. If
we are going to be spending the tax-
payers’ money, how much are we going
to spend? Over what time will we spend
it?

So that is not unreasonable, but be-
cause of the constraints of the Congres-
sional Budget Office, we are not al-
lowed to do dynamic scoring. We all
knew, for example, when we began the
prescription drug benefit 2 years ago,
that if you deliver medications in a
timely fashion, the timely treatment
of disease, you are going to get better
patient outcomes. And, in fact, that is
what the trustee’s report for Medicare
that was released yesterday, although
it still shows that we have got a big
problem in paying for Medicare, the ac-
tual outlays for Medicare were down.
And the reason they were down, I sus-
pect, is a compendium of things; but
part of it is treating disease in a timely
fashion, not always catching it at the
end stage but treating it at the begin-
ning, you are going to end up with
more functional individuals, to be sure,
so they are going to continue to be pro-
ductive in society. But the overall cost
of Medicare is going to go down.

Unfortunately, we can’t do that look-
ahead with the Congressional Budget
Office and say, you know, I think if we
do this, we are going to save some
money. So give me credit for that
against that SGR score that you al-
ways rate my bill with. They won’t and
they can’t do that.

So by postponing the repeal of the
SGR by 2 years’ time, taking the sav-
ings that occurs during that time and
applying it to the SGR formula, actu-
ally may give us a number that is do-
able as far as releasing the SGR and re-
placing it with the Medicare Economic
Index.

One of the main thrusts of this bill is
to require the Center for Medicare and
Medicare Services to look at their top
10 conditions that drive the highest
percentage of payments in Medicare
part B, and require CMS to adopt re-
porting measures relating to these con-
ditions that have already been devel-
oped. It is not reinventing the wheel.
The AMA Physician Consortium has al-
ready developed those reporting meas-
ures that drive that spending so high.

You know, the old famous bank rob-
ber Willie Sutton when he was asked
why do you rob the bank, he said that
is because that is where the money is.
Let’s go to those top 10 things where
the greatest amount of money is spent,
because that is where the greatest
amount of savings can occur. If we can
deliver care in a more timely fashion
and if we can improve outcomes, we are
actually going to spend less. And by fo-
cusing on those top 10 programs, at
least initially, that will be the greatest
return on investment for CMS and ulti-
mately will be the greatest return on
investment for retiring the SGR.
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The same considerations may apply
to the Medicaid program as well, so it
will be a very useful exercise to go
through that and identify those top 10
conditions. And where cost savings
may be most easily gathered, not only
will it have an improving effect on
Medicare, but I suspect on Medicaid as
well. We are going to establish quality
measures focusing on these core condi-
tions, and that is where the add-on
payment for those 2 years, that is
where half of it will come from. A 2%
percent update for those physicians
who do voluntarily report quality
measures on those top 10 conditions,
that is where the protection from the
continuation of the SGR for 2 years,
that is where that protection will de-
rive from.

We are going to report back to doc-
tors on what their volume and inten-
sity is. This information will not be
made generally public, but it will be
made available to the individual physi-
cian so they can see how they are
doing, how they are doing relative to
other doctors in their practice, other
doctors in their community, other doc-
tors around the country.

But the important point here is these
are voluntary measures that will pro-
tect the physicians from the cuts that
are inevitably going to occur as a re-
sult of the SGR program until the SGR
can actually be repealed.
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But, physicians can opt to take ad-
vantage of the bonuses, and it is going
to return some value back to their
businesses and return value to the tax-
payer. Again, there may be an unin-
tended benefit for the parallel Federal
program to cover poor Americans
under the Medicaid program if some of
these programs deliver the benefit
back that it is anticipated that they
will.

The quality measures are going to be
built around these high-cost condi-
tions, and strive to improve the quality
of care not only for those conditions
and patients, but to drive down the
cost of delivering Medicare.

There is also going to be a provision
in the bill to help physicians’ offices to
bring their information technology,
their infrastructure, hardware and
software, bring it up to a standard
where it will begin to derive benefit to
not only the patient and the practice
but to the Medicare system in general.

The percentage add-on payment is
proposed to be 2% percent, so those two
bonus payments in aggregate would be
5 percent. And again, that is designed
to be a protection against what are the
anticipated reductions in payments
that would occur in 2008 and 2009.

The provision will also create a safe
harbor that will allow clinics, physi-
cians’ offices, and hospitals to share
health information technology plat-
forms, and the standards will be estab-
lished and available to physicians’
practices so they will understand how
they need to comply with this. The
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standards must be established no later
than January 1, 2008.

Madam Speaker, I wasn’t always a
big proponent of things like electronic
records. I wasn’t sure if it would de-
liver the payoff that people said it
would. But here is a picture of the med-
ical records department in Charity
Hospital in New Orleans. This picture
was made in January 2006, about 4 or 5
months after Hurricane Katrina and
the downtown flooding that occurred.
It is the medical records room. These
records are ruined. You can see, this is
not smoke or soot damage, this is
black mold that is growing on the
records. You look there and it almost
goes on to infinity, tens of thousands,
hundred of thousands of records that
were active, ongoing charts of people’s
medical conditions absolutely now un-
available. No one is going to get into
that medical records department and
risk inhaling the spores from the mold
that is covering those charts.

This is the kind of problem that you
can get into with a paper medical
record. Of course the youngsters of
today, the college students of today,
the young physicians of today, they
understand this very well. They are all
connected and wired in. They would no
more imagine turning in or doing a
paper for one of their classes where
they just had a single copy, a single
paper copy, the old adage ‘‘the dog ate
my homework,” most students will
have a paper on a disk, on a flash drive
and readily accessible and retrievable
in many forms. We should do no less
with our medical records.

But it costs money to do this. It is
going to require a push for the private
sector. I prefer to think as a bonus pay-
ment as being an inducement, an en-
ticement for physician’s offices to par-
ticipate in this type of program. But it
is also just good medicine. It is good
patient care.

We all heard about the troubles at
Walter Reed Hospital a few months
ago. I went out to Walter Reed prob-
ably the week after the story broke in
the Washington Post and talked to this
young man who took me around Build-
ing 18. Yes, there was some concern. It
was a crummy building. But his biggest
concern was spending hours and hours
with his medical record, his service
record, going through the various parts
of that and highlighting things. He had
a yellow marker, a highlighter, high-
lighting parts of his medical record be-
cause this is how he was going to es-
tablish the benefits that he was going
to receive in the VA system for his dis-
ability.

He said I can spend 20 man-hours put-
ting this medical record together and
it ends up on someone’s desk and it
doesn’t get picked up, and then no one
can find it and I have to start all over
again. That was his main message to
me that day.

Now the VA system has been indeed
very forward-thinking in its embrace of
electronic medical records and its in-
vestment in information technology.
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The problem is the medical records
from the Department of Defense and
the Department of Veterans Affairs do
not possess the interoperability nec-
essary to make this type of activity
unnecessary.

So clearly delivering value to the pa-
tient, particularly a patient in that sit-
uation, is of paramount importance.
And it is my contention that if we do
make the bonus payment generally
available to physicians, this will be
something that they will embrace.
There is a learning curve, to be sure. It
is going to slow people down a little bit
initially. But ultimately, the rapidity
of the system will be impressive. And
even in a smaller physician’s office the
ability, just think, never having to
wait while they find your medical
record because somebody didn’t put it
back in the right place. I know it hap-
pened in my medical practice, and I
suspect it happens in offices across the
country on a regular basis. If nothing
else, you will save that time and em-
barrassment of not being able to locate
a patient’s record.

One of the problems last year when
we dealt with trying to provide the
health information technology bill
that we passed here in the House and
were never able to come to agreement
with the Senate, part of the difficulty
was being able to have the hospital and
the clinic and the physician, there may
need to be some relaxation in what are
called the star clause to allow safe har-
bors so that these conditions can be
met.

But the reality is that once people
become used to this technology will
embrace it. The other unintended con-
sequence, the other unintended benefit
of this is the rapidity with which the
system can learn. When I say the sys-
tem, the entire health care system be-
cause wouldn’t it be nice to know
which treatments deliver on the prom-
ise of getting people better faster at a
lower cost. Wouldn’t it be great to have
that information and know what treat-
ments were effective and what treat-
ments were only marginal? That infor-
mation can be literally at a physician’s
fingertips with the right type of com-
puter architecture and technology en-
vironment. I believe the time has come
that we do need to embrace that.

So the bill will include a Federal in-
centive to implement health informa-
tion technology along with provisions
providing safe harbors for the sharing
of software, technical assistance and
hardware, as well as the creation of
consortiums.

Now, it is not just about physicians
my age, because we have got to also
concentrate on helping the younger
doctors with residency programs. The
funny thing about doctors is we to have
a lot of inertia. A lot of us tend to
practice very close to where we did our
training. So the idea to get more train-
ing programs in areas that are under-
served, rural areas, inner city areas, to
get more training areas where the doc-
tors themselves are actually needed.
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So the second bill or the second
prong of this three-pronged approach
would be to develop a program that
would permit hospitals that do not tra-
ditionally operate a residency training
program, allow them the opportunity
to start a residency training program
to build the physician workforce of the
future.

This bill would create a loan fund
available to hospitals to create resi-
dency training programs where none
has operated in the past. The programs
would require full accreditation and
generally be focused in rural, suburban,
inner urban or frontier community
hospitals.

On average, it costs $100,000 a year to
train a resident and that cost for a
smaller hospital can be prohibitive.
The other issue is in 1997 the Congress
passed what was called the balanced
budget amendment and within that
there is a residency cap that also lim-
its resources to nontraditional resi-
dency hospitals such as smaller com-
munity hospitals. For the purposes of
this bill, the loan amount to any insti-
tution would not exceed $1 million, and
the loan itself would constitute start-
up funding for a new residency pro-
gram. And the start-up money is essen-
tial. Since Medicare graduate medical
education funding can be obtained only
once a residency program is firmly es-
tablished, the cost to start a training
program for a smaller, more rural or
suburban hospital can be cost prohibi-
tive because these hospitals operate on
much narrower margins.

The overall bill would authorize a
total of $25 million to be available over
10 years. The fund, of course, would be
replenished because these are con-
structed as loans and the Health Re-
sources Service Administration may
make the loans available to new loan
applicants or extend loans to increase
the number of residency slots available
at existing programs or a loan to con-
tinue newly established residency pro-
grams to hospitals that have been ap-
proved.

To be eligible, a hospital must dem-
onstrate that they currently do not op-
erate a residency training program,
have not operated a residency training
program in the past, and that they
have secured preliminary accreditation
by the American Council on Graduate
Medical Education.

Additionally, the petitioning hospital
must commit to operating an
allopathic or osteopathic residency
program in one of five medical special-
ties, or a combination of these special-
ties: Family medicine, internal medi-
cine, emergency medicine, obstetrics
and gynecology, or general surgery.
Again, the hospital may request up to
$1 million to assist in the establish-
ment of this new residency program.
Funding could be used to offset the
cost of the residents’ salaries and bene-
fits, faculty salaries and other costs di-
rectly attributable to the residency
program.

The bill would require the Health Re-
sources Services Administration to
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study the efficacy of this program in
increasing the number of residents in
family medicine, internal medicine,
and primary care, and whether the pro-
gram led to an increase in the number
of available practitioners in these spe-
cialty areas, particularly in under-
served areas. The loans would be made
available beginning January 1, 2008,
and the program would be sunsetted in
10 years time, January 1, 2018, unless
Congress elected to reauthorize the
program.

The third prong of the physician
workforce for the future would be en-
suring the availability for adequate fu-
ture physicians, and provide medical
students with assistance and incentives
to practice in shortage specialties and
shortage areas.

The third bill would establish a mix
of scholarships, loan repayment funds,
and tax incentives to entice more stu-
dents to medical school and create in-
centives for those students and newly
minted doctors to become primary
care, family physicians, general sur-
geons, OB/GYNs and practice in short-
age areas such as rural or frontier
areas.

This bill would provide additional
educational scholarships in exchange
for a commitment to serve in a public
or private nonprofit health facility de-
termined to have a critical shortage of
primary care physicians.
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Such scholarships will be treated as
equivalent to those made under the Na-
tional Health Service Corps Scholar-
ship Program and penalties apply for
those that take advantage of the schol-
arships but do not go into one of those
practice areas.

This will be a 5-year authorization,
authorizing these loans and grants to
be $56 million a year. The scholarship
amounts will not exceed $30,000 per
year. The scholarship amounts may be
adjusted based on financial need, geo-
graphic difference and educational
costs.

Again, this is going to be adminis-
tered through the Department of
Health and Human Services, specifi-
cally through the Health Resources
Service Administration.

This program will have an estab-
lished repayment program for students
who agree to go into family practice,
internal medicine, emergency medi-
cine, general surgery, or OB/GYN, and
practice in underserved areas. Again,
HRSA will administer and promulgate
the requirements. Recipients must
practice in the prescribed specialty and
prescribed area, which is designated as
an underserved area, and the practices
may include solo or group practices,
clinics, public or private nonprofit hos-
pitals. Again, a 5-year authorization at
$6 million per year.

This will establish the Primary Care
Physician Retention and Medical Home
Enhancement grants to help ensure
that primary care physicians continue
to provide coordinated medical care to
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patients in underserved areas or high-
risk populations. Now, I know we can
all think of areas like that in our home
districts and home States.

Also, in an area such as the gulf
coast area where so many physicians
left after the devastating twin hurri-
canes of Katrina and Rita a year and a
half ago, it has been very hard on doc-
tors in those areas. Many doctors have
left. It is going to be difficult to at-
tract doctors back to that area, and
this will be yet one more tool, one
more way, to get doctors to consider
practicing in an area where the need is
great.

This encourages States to establish
Physician Workforce Commissions, es-
pecially in rural areas and in certain
practice specialties such as family
medicine, again basically primary care,
by exempting from income tax any
amount paid by the Physician Work-
force Commission in the form of salary
to a physician who has signed a con-
tract with the political subdivision to
practice in that area for any amount of
time, no fewer than 4 years.

Every year there would be a report
back to Congress about the effective-
ness of this program, that is, once
again, are we spending our dollars
wisely, are we getting what we thought
we would get when we initiated that
program.

So, Madam Speaker, those are three
bills that, again, I will be introducing
during the week next week after we get
back. I think these, while they may
not be the answer to all the problems,
certainly focus on where the problem
areas exist, that is, physicians who are
my age, 50 years plus or minus a little
bit, who are in the Medicare program
but looking to drop out or opt out be-
cause they can no longer continue
their practices because we in Congress
are cutting reimbursements to the
point where we are no longer paying
our fair share. We are no longer paying
the freight on taking care of Medicare
patients, but in addition to that, look-
ing over the horizon to the future,
being sure that we have the physician
workforce of the future, to provide care
for the baby boomers who are getting
older, but just being able to provide
that care in general.

In fact, we are not even talking
about just the Medicare population
here. We are talking about doctors who
are going to work in primary care in a
medically underserved area in a spe-
cialty which is in short supply in that
area. That dual approach of increasing
the number of residency slots, again,
doctors tend to go into practice and
stay in practice where they trained,
and the other, a loan forgiveness pro-
gram and a tax incentive program to
young physicians getting out of school,
may have several hundred thousand
dollars in debt from their under-
graduate and then their medical school
training, this is a way for them to
begin their careers without having that
incredible debt load to carry with
them, a loan forgiveness, a tax incen-
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tive program, provided they are willing
to give back some time in a medically
underserved area in a specialty that is
in high medical need.

I believe that by taking these three
steps, Madam Speaker, we really will
go a long way towards alleviating the
physician shortage. There is no ques-
tion that we are going to need to de-
vote a 1ot more time and energy to how
we approach the problem dealing with
health care in this country and dealing
with the uninsured. I expect to have
many more hours on subsequent eve-
nings in the coming weeks to talk
about just this problem and just what
are some of the approaches that may
be taken.

We had a fairly long hearing in com-
mittee this morning, in my committee,
the Health Subcommittee of Energy
and Commerce, hearing from a variety
of people about how to provide addi-
tional care for the uninsured. Again, it
is going to be a lively debate, what
happens in the private sector or do we
just simply give it over to a govern-
ment program, perhaps bring the age
for eligibility for Medicare down lower
and lower, expanding the SCHIP pro-
gram higher and higher, and then the
two programs will meet in the middle
and provide coverage for everyone in
the country. I do not think that is nec-
essarily a good way to go.

I think there are some reasons that
the private practice of medicine does
bring value to the entire American
medical system. There is no question
we have no shortage of critics in this
country and around the world about
the system of health care in this coun-
try, but my opinion, it is the American
system that stands at the forefront of
innovation in new technology, pre-
cisely the types of system-wide
changes that are going to be necessary
to efficiently and effectively provide
care for Americans in the future.

There was an article in the New York
Times published October 5, 2006, by
Tyler Cowan. He writes, ‘“When it
comes to medical innovation, the
United States is the world leader. In
the past 10 years, for instance, 12 Nobel
prizes in medicine have gone to Amer-
ican-born scientists working in the
United States, three have gone to for-
eign-born scientists working in the
United States, and just seven have
gone to researchers outside of the
country.”

But he does go on to point out that
five of the six most important medical
innovations of the past 25 years have
been developed within and because of
the American system.

The fact is the United States is not
Europe. American patients are accus-
tomed to wide choices when it comes to
hospitals, physicians, and pharma-
ceuticals. Because our experience is
unique in this country, because Ameri-
cans indeed are exceptional and we are
different from the types of programs
that are in other countries, this dif-
ference should be acknowledged and
embraced, whether we are talking



April 25, 2007

about public or private health insur-
ance programs.

Madam Speaker, it has been a long
day and we have gone fairly late into
the evening. I appreciate the time.

———

SPECIAL ORDERS GRANTED

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

(The following Members (at the re-
quest of Mr. CUMMINGS) to revise and
extend their remarks and include ex-
traneous material:)

Mr. CUMMINGS, for 5 minutes, today.

Mr. McDErRMOTT, for 5 minutes,
today.

Mrs. McCARTHY of New York, for 5
minutes, today.

Mr. DEFAZIO, for 5 minutes, today.

Mr. WATSON, for 56 minutes, today.

Ms. JACKSON-LEE, for 5 minutes,
today.

Mr. WYNN, for 5 minutes, today.

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

Mr. POE, for 5 minutes, on May 2.

Mr. BOOZMAN, for 5 minutes, today.

Mr. DUNCAN, for 56 minutes, today.

Mr. MURPHY of Pennsylvania, for 5
minutes, today.

Mr. CONAWAY, for 5 minutes, today.

Mr. JoNES of North Carolina, for 5
minutes, May 1, 2, and 3.

Mr. PRICE of Georgia, for 5 minutes,
today.

——
SENATE ENROLLED BILL SIGNED

The SPEAKER announced her signa-
ture to an enrolled bill of the Senate of
the following title:

S. 521. An act to designate the Federal
building and United States courthouse and
customhouse located at 515 West First Street
in Duluth, Minnesota, as the ‘“Gerald W.
Heaney Federal Building and United States
Courthouse and Customhouse’’.

————

BILLS PRESENTED TO THE
PRESIDENT

Lorraine C. Miller, Clerk of the
House, reports that on April 24, 2007,
she presented to the President of the
United States, for his approval, the fol-
lowing bills.

H.R. 137. To amend title 18, United States
Code, to strengthen prohibitions against ani-
mal fighting, and for other purposes.

H.R. 727. To amend the Public Health Serv-
ice Act to add requirements regarding trau-
ma care, and for other purposes.

H.R. 753. To redesignate the Federal build-
ing located at 167 North Main Street in Mem-
phis, Tennessee, as the ‘‘Clifford Davis and
Odell Horton Federal Building™’.

H.R. 1003. To amend the Foreign Affairs
Reform and Restructuring Act of 1998 to re-
authorize the United States Advisory Com-
mission on Public Diplomacy.

H.R. 1130. To amend the Ethics in Govern-
ment Act of 1978 to extend the authority to
withhold from public availability a financial
disclosure report filed by an individual who
is a judicial officer or judicial employee, to
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the extent necessary to protect the safety of
that individual or a family member of that
individual, and for other purposes.

————

ADJOURNMENT

Mr. BURGESS. Madam Speaker, I
move that the House do now adjourn.

The motion was agreed to; accord-
ingly (at 11 o’clock and 53 minutes
p.m.), the House adjourned until to-
morrow, Thursday, April 26, 2007, at 10
a.m.

EXECUTIVE COMMUNICATIONS,
ETC.

Under clause 8 of rule XII, executive
communications were taken from the
Speaker’s table and referred as follows:

1269. A letter from the Deputy Director,
Defense Security Cooperation Agency, trans-
mitting Pursuant to the reporting require-
ments of Section 36(b)(1) of the Arms Export
Control Act, as amended, Transmittal No. 07-
16, concerning the Department of the Air
Force’s proposed Letter(s) of Offer and Ac-
ceptance to Norway for defense articles and
services, pursuant to 22 U.S.C. 2776(a); to the
Committee on Foreign Affairs.

1270. A letter from the Deputy Director,
Defense Security Cooperation Agency, trans-
mitting Pursuant to the reporting require-
ments of Section 36(b)(1) of the Arms Export
Control Act, as amended, Transmittal No. 07-
12, concerning the Department of the Navy’s
proposed Letter(s) of Offer and Acceptance to
Korea for defense articles and services, pur-
suant to 22 U.S.C. 2776(a); to the Committee
on Foreign Affairs.

1271. A letter from the Deputy Director,
Defense Security Cooperation Agency, trans-
mitting Pursuant to the reporting require-
ments of Section 36(b)(1) of the Arms Export
Control Act, as amended, Transmittal No. 07-
21, concerning the Department of the Air
Force’s proposed Letter(s) of Offer and Ac-
ceptance to Israel for defense articles and
services, pursuant to 22 U.S.C. 2776(a); to the
Committee on Foreign Affairs.

1272. A letter from the Deputy Director,
Defense Security Cooperation Agency, trans-
mitting Pursuant to the reporting require-
ments of Section 36(b)(1) of the Arms Export
Control Act, as amended, Transmittal No. 07-
17, concerning the Department of the Navy’s
proposed Letter(s) of Offer and Acceptance to
Turkey for defense articles and services, pur-
suant to 22 U.S.C. 2776(a); to the Committee
on Foreign Affairs.

1273. A letter from the Deputy Director,
Defense Security Cooperation Agency, trans-
mitting Pursuant to the reporting require-
ments of Section 36(b)(1) of the Arms Export
Control Act, as amended, Transmittal No. 07-
11, concerning the Department of the Navy’s
proposed Letter(s) of Offer and Acceptance to
Korea for defense articles and services, pur-
suant to 22 U.S.C. 2776(a); to the Committee
on Foreign Affairs.

1274. A letter from the Assistant Legal Ad-
viser for Treaty Affairs, Department of
State, transmitting Copies of international
agreements, other than treaties, entered into
by the United States, pursuant to 1 U.S.C.
112b(a); to the Committee on Foreign Affairs.

1275. A letter from the U.S. Global AIDS
Coordinator, Department of State, transmit-
ting a certification related to the Global
Fund to Fight AIDS, Tuberculosis and Ma-
laria, pursuant to Public Law 109-102, section
525; to the Committee on Foreign Affairs.

1276. A letter from the Assistant Secretary
for Legislative Affairs, Department of State,
transmitting a Report on Denial of Visas to
Confiscators of American Property for the
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period of April 1, 2006 through March 31, 2007,
pursuant to 8 U.S.C. 1182d; to the Committee
on Foreign Affairs.

1277. A letter from the Assistant Secretary
for Legislative Affairs, Department of State,
transmitting a copy of Presidential Deter-
mination No. 2007-16, pursuant to Section
534(d) of the Foreign Operations, Export Fi-
nancing and Related Program
Apporpriations Act of 2006, Pub. L. 109-102; to
the Committee on Foreign Affairs.

1278. A letter from the Assistant Secretary
for Legislative Affairs, Department of State,
transmitting a proposed removal from the
United States Munitions List of the Com-
mercial Primary Instrument Systems, pursu-
ant to Section 38(f) of the Arms Export Con-
trol Act; to the Committee on Foreign Af-
fairs.

1279. A letter from the Assistant Secretary
for Legislative Affairs, Department of State,
transmitting a report pursuant to the Coop-
erative Threat Reduction Act of 1993 and the
FREEDOM Support Act; to the Committee
on Foreign Affairs.

1280. A letter from the Chairman, Federal
Communications Commission, transmitting
the Commission’s FY 2006 Annual Report re-
quired by Section 203 of the Notification and
Federal Antidiscrimination and Retaliation
Act of 2002, Pub. L. 107-174; to the Committee
on Oversight and Government Reform.

1281. A letter from the Secretary, Federal
Maritime Commission, transmitting the
Commission’s report on the amount of acqui-
sitions made by the commission from enti-
ties that manufacture articles, materials or
supplies outside the United States, pursuant
to Section 641 of the Consolidated Appropria-
tions Act of 2005; to the Committee on Over-
sight and Government Reform.

1282. A letter from the Director, National
Science Foundation, transmitting the Foun-
dation’s annual report for FY 2006 prepared
in accordance with Title II of the Notifica-
tion and Federal Employee Antidiscrimina-
tion and Retaliation Act of 2002 (No FEAR
Act), Public Law 107-174; to the Committee
on Oversight and Government Reform.

1283. A letter from the Director, Office of
Personnel Management, transmitting the Of-
fice’s ‘“‘Major” final rule — Examining Sys-
tem and Programs for Specific Positions and
Examinations (Miscellaneous) (RIN: 3206-
AKS86) received March 22, 2007, pursuant to 5
U.S.C. 801(a)(1)(A); to the Committee on
Oversight and Government Reform.

1284. A letter from the District of Columbia
Auditor, Office of the District of Columbia
Auditor, transmitting a report entitled,
“Letter Report: Sufficiency Review of the
Water and Sewer Authority’s Fiscal Year
2007 Revenue Estimate in Support of
$50,000,000 in Commercial Paper Notes’; to
the Committee on Oversight and Govern-
ment Reform.

1285. A letter from the President & CEO,
Overseas Private Investment Corporation,
transmitting the Corporation’s FY 2006 An-
nual Report required by Section 203 of the
Notification and Federal Antidiscrimination
and Retaliation Act of 2002, Pub. L. 107-174;
to the Committee on Oversight and Govern-
ment Reform.

1286. A letter from the Program Analyst,
Department of Transportation, transmitting
the Department’s final rule — Standard In-
strument Approach Procedures; Miscella-
neous Amendments [Docket No. 30533 ;
Amdt. No. 3203] received March 15, 2007, pur-
suant to 5 U.S.C. 801(a)(1)(A); to the Com-
mittee on Transportation and Infrastruc-
ture.

1287. A letter from the Program Analyst,
Department of Transportation, transmitting
the Department’s final rule — Standard In-
strument Approach Procedures; Miscella-
neous Amendments [Docket No. 30531 ;
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