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SENATE—Monday, December 7, 2009

The Senate met at 10 a.m. and was
called to order by the Honorable KAY
R. HAGAN, a Senator from the State of
North Carolina.

PRAYER

The Chaplain, Dr. Barry C. Black, of-
fered the following prayer:

Eternal Spirit, our shelter in the
time of storm, thank You for the op-
portunity to serve You and our coun-
try. Remind us that You are more in-
terested in our faithfulness than our
success.

Today, empower our lawmakers to be
faithful in the small things, thereby
qualifying themselves for greater op-
portunities to serve. Make them wor-
thy stewards of the rich resources You
have given our Nation, as they remem-
ber the rich legacy of faithful labor
that punctuates our history. Guide
their thinking so that they will see
Your plan and follow Your leading.

And Lord, on this anniversary of the
attack on Pearl Harbor, we think of all
the veterans of past wars, those cur-
rently in harm’s way and all who have
served in our Nation’s military. Thank
You for their sacrifices and for the
faithfulness of their loved ones.

We pray in Your powerful Name.
Amen.

———

PLEDGE OF ALLEGIANCE

The Honorable KAY R. HAGAN led the
Pledge of Allegiance, as follows:

I pledge allegiance to the Flag of the
United States of America, and to the Repub-
lic for which it stands, one Nation under
God, indivisible, with liberty and justice for
all.

—————

APPOINTMENT OF ACTING
PRESIDENT PRO TEMPORE

The PRESIDING OFFICER. The
clerk will please read a communication
to the Senate from the President pro
tempore (Mr. BYRD).

The legislative clerk read the fol-
lowing letter:

U.S. SENATE,
PRESIDENT PRO TEMPORE,
Washington, DC, December 7, 2009.
To the Senate:

Under the provisions of rule I, paragraph 3,
of the Standing Rules of the Senate, I hereby
appoint the Honorable KAY R. HAGAN, a Sen-
ator from the State of North Carolina, to
perform the duties of the Chair.

ROBERT C. BYRD,
President pro tempore.

Mrs. HAGAN thereupon assumed the
chair as Acting President pro tempore.

RECOGNITION OF THE MAJORITY
LEADER

The ACTING PRESIDENT pro tem-

pore. The majority leader is recog-
nized.
———
SCHEDULE
Mr. REID. Madam President, fol-

lowing leader remarks, the Senate will
resume consideration of the health
care legislation. Following those re-
marks, the first 2 hours will be for de-
bate only, with Senators permitted to
speak for up to 10 minutes each. Repub-
licans will control the first 30 minutes
and the majority will control the next
30 minutes. The remaining hour will be
equally divided between the two lead-
ers or their designees. The Pryor
amendment regarding enrollee satis-
faction and the Gregg amendment re-
garding Medicare are pending. In addi-
tion, I have been informed by Senator
BEN NELSON that he will offer some-
time today the abortion amendment,
either as the lead sponsor or as a co-
sponsor. We hope to complete these
amendments this afternoon sometime
and move on to other matters.

I should inform Members, we will not
be in late tonight. There is an event at
the White House that a number of Sen-
ators will be attending. So we will not
be in late tonight, but the rest of the
week we probably will be. As I indi-
cated, it appears we certainly have to
be in this weekend again.

———

HEALTH CARE REFORM

Mr. REID. Madam President, I think
everyone will acknowledge the legisla-
tively historic time in which we are
now involved. We have tried to get to
this point with health care legislation
for almost 70 years. We are there. We
can see the light at the end of the tun-
nel, so that people in the future will
not have to file bankruptcy because
they get sick. That is what happens
today. For example, 750,000 people filed
bankruptcy last year, as I have said
here on a number of occasions, and al-
most 70 percent of those who filed
bankruptcy did so because of medical
expenses. In addition, 62 percent of
those who filed because of medical ex-
penses had insurance. That pretty well
says it all.

There is not one of us who has gone
home in recent months and hasn’t had
someone come to us in a grocery store
or some other public event and say: My
daughter has diabetes. She is now 23
years old. She goes off our insurance.
What are we going to do? She can’t get
insurance.

That is going to stop. There is noth-
ing the people of America want more
than for us to do something about this.
They want us to stop greedy insurance
companies from denying health care to
the sick and taking away your cov-
erage at the exact time you need it the
most. They want us to make it illegal
for multibillion-dollar companies to
say: I am sorry, your high cholesterol
is going to prevent us from giving you
an insurance policy or you were in an
accident and badly injured your leg a
few years ago and we can’t give you in-
surance now or you are too old or you
have hay fever or you have asthma. We
have all heard the stories. These insur-
ance companies say: You are on your
own. Why? Because they are concerned
more about their bottom Iline than
they are about taking care of the
American people. I was here a couple
days ago talking about an insurance
company that made more than $1 bil-
lion in profits last year. Their chief ex-
ecutive officer made over $100 million
in take-home pay. But they are still
out denying coverage to everybody.
These companies are not good for the
American people.

What we want to do is make sure
that before people get sick, they get
the tests they need before these dis-
eases start. We want women to be able
to afford screenings that will catch
breast cancer.

There was an interesting piece, sad
though it was, on public radio this
morning. African-American women get
breast cancer at a much earlier age and
it is a much more difficult type of
breast cancer. That is why what Sen-
ator MIKULSKI did was so important.
Women can now, no matter their age,
have a mammogram to find out if they
have breast cancer. They need these
tests. We need to make sure women are
able to get Pap smears when they need
them and other things that are so im-
portant. Men need to be able to check
for prostate cancer, which is something
that has now become fixed on men’s
minds. It wasn’t in the past.

Seniors want to be able to afford pre-
scription drugs. They want to know
their Medicare benefits will be pro-
tected.

The American people want us to
make it possible for everyone to afford
insurance. They know that until we do,
those who do have it will keep paying
extra to cover those who don’t. They
want us to cut the waste and fraud out
of the health care system so that ev-
eryone can save money. They want us
to make sure they can choose their
own doctors, their own hospitals, and a
health plan that is right for them.

@ This “bullet” symbol identifies statements or insertions which are not spoken by a Member of the Senate on the floor.
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They want us to guarantee they will be
able to afford health care even if they
lose or change jobs.

That is why we have written a good
bill, one that will make it possible for
every single American to stay in a con-
dition known as healthy. It is a bill
that will make health care more af-
fordable and health insurance compa-
nies more accountable, and it will do
all this while reducing the deficit.

Yet, while the American people want
us to act, our Republican colleagues in
the Senate want nothing more than
failure. They wanted us to do nothing.
That is why Republicans have sounded
a familiar cry: Slow down. Stop every-
thing. Start over.

We have seen it again and again.
They like to pretend America’s health
care crisis isn’t a problem, that it can
have some little minor tweaks here and
there and everything will be fine. They
choose to ignore the fact that unfair
and unchecked insurance companies
are forcing the very people these Sen-
ators represent to lose their homes, file
for bankruptcy, and even die.

It amazes me that the Republican
leader rejects the suggestion that what
we are doing is truly historic. In fact,
the day before yesterday he said it is
“‘an act of total arrogance.” That is a
direct quote. I am confident history,
ironically enough, will prove the Re-
publican leader wrong. This is indeed
historic, as I began my conversation
today. I am not afraid to say it is. But
instead of joining us on the right side
of history, all Republicans can come up
with is this: Slow down. Stop every-
thing. Let’s start over.

If you think you have heard these
same excuses before, you are right.
When this country belatedly recognized
the wrongs of slavery, there were those
who dug in their heels and said: Slow
down. It is too early. Let’s wait. Things
aren’t bad enough.

When women spoke up for the right
to speak up, when they wanted the
vote, some insisted they simply slow
down. There will be a better day to do
that. Today isn’t quite right.

When this body was on the verge of
guaranteeing equal civil rights to ev-
eryone regardless of the color of their
skin, some Senators resorted to the
same filibuster threats we hear today.

And more recently, when Chairman
CHRIS DODD of Connecticut, one of the
people who will go down in history as
the chief champion of the bill before
us, said that Americans should be able
to take care of their families without
fear of losing their jobs, we heard the
same old excuses. Through 7 years of
fighting and more than one Presi-
dential veto, it was slow down, stop ev-
erything, start over.

History is repeating itself before our
eyes. There are now those who don’t
think it is the right time to reform
health care. If not now, when? But in
reality for many who feel that way,
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there will be never a good time to re-
form health care.

I know this country has never had a
place for those who hope for failure. So
here is whom I would rather listen to:
the men and women in Nevada who
write me every day. They are hard-
working people, lots of different let-
ters, really sad letters, people who play
by the rules and don’t understand why
their health insurance system doesn’t
do the same. They write from the
heart. Here are a couple of stories I
will talk about.

A woman named Lisa lives in
Gardnerville, NV, a beautiful place be-
neath the Sierra Nevada mountains,
with her two daughters, both of whom
are in elementary school. The youngest
suffers seizures. Her teachers think she
has a learning disability. Because of
her family history, Lisa, the girl’s
mom, is at a high risk for cervical can-
cer. Although she is supposed to get an
exam every 3 months, now she is not
able to get one at all. When Lisa lost
her job, she lost her health coverage.
Now both she and her daughter miss
out on the tests and preventative medi-
cine that could keep them healthy. Her
long letter to me ended with a simple
plea. It wasn’t slow down, stop every-
thing, start over. It was:

We want to go to the doctor.

Another person named Braden lives
in Sparks, NV. Sparks and Reno are
side by side. Braden works a 55-hour
week to support his family, but it just
barely pays the bills. It is not enough
for him to get health insurance. He had
to go to the emergency room—$12,000.
It was the only place he could go. He is
a brave man, though, and in his letter
he doesn’t dread the debt he carries,
and he is going to try to pay it. He
doesn’t grumble about how hard he
works. But he does have one fear. It is
not that the Senate is doing its job. His
fear is, as he wrote:

If I was seriously sick or injured, I would
lose it all.

That is the way many Americans
feel.

Michelle is a 60-year-old woman who
lives in Fallon, NV, about 60 miles
southeast of Reno. Like so many in my
State, she moved to Nevada in the last
10 years. Like so many Americans who
keep our economy going, she is self-
employed and has to find her own
health insurance. She has two choices.
One is a company that won’t give her a
policy because she takes three pre-
scription medications. The insurance
company only allows you to have two.
So Michelle is stuck buying insurance
from the other company, the only one
that will sell her a plan. When Michelle
moved to Nevada a few years ago, she
picked the cheapest plan. Now, within 3
years, her plan costs three times as
much. That doesn’t include dental and
vision insurance. It is very minimal, a
bare-bones policy. She is waiting. But
she is not waiting for us to scrap every-
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thing we have done over the past year
and start over. She wrote that she is
“waiting to be old enough for Medicare
to afford the surgery my doctor says I
need, as I know with my current policy
it will cost more than I can afford.”

These are real stories about real peo-
ple: Braden, Michelle, and Lisa. They
are not written with a political objec-
tive in mind. I do not know whether
they are Democrats or Republicans or
Independents. They have no axe to
grind, as far as any partisan view. They
are written by people who know that
insurance companies discriminate
against their policyholders, and it is
not based, I repeat, on party affili-
ation. They are written by citizens who
know this crisis is bigger than politics,
and too big to ignore. They are written
by Americans who want to be able to
live a healthy life without going broke.

My colleagues on the other side want
us to slow down, stop everything, and
start over. But the course of our coun-
try goes in a different direction, only
one direction. We move forward. We
make progress. And when history calls
on its leaders to make life better for its
citizens, we answer, and we act. And we
are going to act.

———
RESERVATION OF LEADER TIME

The ACTING PRESIDENT pro tem-
pore. Under the previous order, the
leadership time is reserved.

SERVICE MEMBERS HOME
OWNERSHIP TAX ACT OF 2009

The ACTING PRESIDENT pro tem-
pore. Under the previous order, the
Senate will resume consideration of
H.R. 3590, which the clerk will report.

The legislative clerk read as follows:

A Dbill (H.R. 3590) to amend the Internal
Revenue Code of 1986 to modify the first-time
home buyers credit in the case of members of
the Armed Forces and certain other Federal
employees, and for other purposes.

Pending:

Reid amendment No. 2786, in the nature of
a substitute.

Pryor amendment No. 2939 (to amendment
No. 2786), to require the Secretary to provide
information regarding enrollee satisfaction
with qualified health plans offered through
an Exchange through the Internet portal.

Gregg amendment No. 2942 (to amendment
No. 2786), to prevent Medicare from being
raided for new entitlements and to use Medi-
care savings to save Medicare.

The ACTING PRESIDENT pro tem-
pore. Under the previous order, there
will be 2 hours of controlled debate,
equally divided between the two lead-
ers or their designees, with the Repub-
licans controlling the first 30 minutes,
and the majority controlling the sec-
ond 30 minutes.

The Senator from Tennessee.

Mr. ALEXANDER. Madam President,
on our Republican time, the Senator
from Wyoming, Mr. BARRASSO, will
lead a colloquy and ask for permission
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to do that concerning Senator GREGG’S
amendment, which we will be talking
about this afternoon, making clear to
the American people this Democratic
health care bill is being paid for by
treating Medicare as a piggy bank. But
before we do that, I want to say, brief-
ly, something in response to the major-
ity leader’s comments.

He, the majority leader, said the Re-
publican leader had said the Demo-
cratic health care bill is arrogant. It is
historic in its arrogance. It is arrogant
to think we are wise enough—we 100
Senators are wise enough—in a 2,000-
page bill to completely turn upside
down and change a comprehensive
health care system that affects nearly
300 million Americans and 16 or 17 per-
cent of our economy all at once.

It is arrogant for us to imagine the
American people are not wise enough
to see through the proposals in this
bill, which are to transfer millions
more Americans into a Medicaid Pro-
gram for low-income people that none
of us would want our families or mem-
bers a part of.

It is arrogant for us, then, to send a
significant bill for much of that to
State governments. We make the deci-
sion, we send them the bill, and do that
in a way that in my State, at least,
will cause devastating cuts in higher
education or huge tax increases.

It is arrogant to say to the American
people it is an $800 billion bill, which,
as the Senator from New Hampshire
has pointed out, when it is fully imple-
mented it is a $2.5 trillion bill—half
paid for by Medicare cuts.

It is arrogant to say we have bal-
anced our budget when in fact—when
in fact—we leave outside the budget
what it costs to pay doctors to work in
the government-run program we have
today.

So this legislation is historic. It is
historic in its arrogance, and the
American people will see through it
and will expect us to, instead, identify
a clear goal. That is the Republican
proposal, which is, to reduce costs and
go step by step in a direction toward
those goals—whether we are allowing
small businesses to put together their
plans so they can serve more people at
a lower cost, whether it is creating
competition by allowing people to buy
insurance across State lines, whether
it is reducing junk lawsuits against
doctors. We have made all these pro-
posals.

We are ready not to roll a wheel-
barrow of our own in here with a com-
prehensive proposal. But day after day,
we have said, instead of increasing
costs, raising taxes, allowing premiums
to go up, shifting costs to States, and
dumping low-income Americans into
Medicaid, let’s reduce costs. We have a
plan to do that.

AMENDMENT NO. 2942

I wish to recognize the Senator from
Wyoming so we can have a discussion
about Senator GREGG’s amendment.
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The PRESIDING OFFICER (Mr.
BINGAMAN). The Senator from Wyo-
ming.

Mr. BARRASSO. Mr. President, I ask
unanimous consent to engage in a col-
loquy with my colleagues to discuss
the issues at hand.

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

Mr. BARRASSO. I thank the Pre-
siding Officer.

Mr. President, I have been looking at
the bill, which, to me, is going to hurt
the health care system of our country.
I am a physician. I have taken care of
families in Wyoming for 25 years, and I
think if we want to get costs under
control, if we want to help families all
across America who are struggling
with their health care needs, we need
to focus on an amendment that is be-
fore us today, brought forward by the
Senator from New Hampshire.

I ask my friend and colleague from
New Hampshire, is it not true that the
numbers we are looking at are under-
reported? It is going to be much more
expensive and the cuts are going to
come from our seniors, those who are
vulnerable, those who depend on Medi-
care for their health care, and we need
to make sure and promise the Amer-
ican people we will be protecting those
folks who depend on Medicare for their
health care?

Mr. GREGG. Mr. President, the Sen-
ator from Wyoming, first as a doctor
and second as a Senator, raises a very
important point; that is, this is the
largest expansion in government in the
history of the government.

Let’s begin right there. This is a $2.5
trillion expansion in the size of the
government when fully implemented.
It is a massive growth in the size of
government. Most of that growth
comes from the expansion of govern-
ment in two areas: the expansion and
creation of a brand new entitlement
and the expansion of Medicaid, as was
alluded to by the Senator from Ten-
nessee.

How is that paid for? How is this
huge explosion in the size of govern-
ment paid for? Well, a large part of
that is paid for by reducing the amount
of money in Medicare that is paid in
Medicare, paid to Medicare providers,
and available to Medicare recipients—
$460 billion in the first 10 years, $1 tril-
lion in the first 10 years when the pro-
gram is fully implemented—that would
start in about 5 years—and then $3 tril-
lion, by our estimates, which are lin-
ear—I suspect it will be more—over the
first 20 years of this bill, a $3 trillion
reduction in Medicare benefits.

We heard arguments from the other
side of the aisle: Oh, that is not going
to affect benefits. Well, that is not be-
lievable. We know that. You cannot re-
duce Medicare provider payments and
you cannot cut Medicare Advantage—
with the total cuts of both, combined,
by $460 billion in the first 5 years, $1
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trillion in the first 10 years of full im-
plementation, and $3 trillion over 20
years—and not affect benefits.

This is money that is going to have
the most significant impact we have
ever had occur on our seniors in their
Medicare system. This is a funda-
mental change in the way Medicare
services are paid for and the insurance
that is available to seniors under Medi-
care, specifically, Medicare Advantage.
We know for a fact that of the 11 mil-
lion people on Medicare Advantage, ap-
proximately a fourth of them will lose
it—simply lose their Medicare Advan-
tage.

We also know hospital groups, pro-
vider groups, and doctors are all going
to see significant reductions in their
reimbursement rates, which means, of
course, they are going to change the
way in which they treat seniors. Sen-
iors are going to find it harder to find
a doctor. They are going to find it
harder to get a procedure they need be-
cause the reimbursement rate for those
procedures is going to have been cut so
significantly under this bill.

Home health care will be dramati-
cally impacted. The Senator from Wyo-
ming had a very interesting letter from
his home health care groups in Wyo-
ming which related to what percentage
of home health care agencies would ac-
tually close. It was a very high per-
centage under this proposal.

There is no question but that Medi-
care is in dire straights. It is headed
toward insolvency. It goes into a nega-
tive cashflow in 2 years, and it has $35
trillion of obligations, which we have
no idea how we are going to pay for. So
Medicare reform is important. I have
supported it. I proposed it. In fact, I
proposed it a number of times and have
always been voted against by col-
leagues on the other side of the aisle.

But any reform to Medicare of this
size—$464 billion in the first 10 years,
$1 trillion in the first 10 years of imple-
mentation, $3 trillion over 20 years—
anything that is going to cut Medicare
by those numbers, those savings, if
they are going to occur, those reduc-
tions, should go to benefit making
Medicare more solvent.

But what happens under this bill?
That is not what they are used for.
Those dollars which come right out of
the pockets of seniors and the people
who provide seniors care—and the abil-
ity of seniors to purchase insurance
under Medicare Advantage—those dol-
lars go from the senior over to creating
these new major programs, these new
entitlements.

In fact, I was looking at the bill. It
appears to me some of those dollars go
to get votes around here. Isn’t that in-
credible? They are going to take money
away from seniors and use it for the
purposes of getting votes to pass this
bill by sending money back to States of
Members who are maybe a little
wavery on whether they want to vote
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for this bill. That is where some of the
money goes.

But most of the money goes to cre-
ating these new entitlements for people
who may be deserving—probably are
deserving—but who are not seniors and
who probably have not paid into the in-
surance fund that seniors have paid
into for all their life and, thus, it is to-
tally inappropriate to do that.

I have an amendment. It is very sim-
ple. It is an amendment that has real
teeth, and it is actually an amendment
that follows up on a number of state-
ments from the other side of the aisle
and some sense of the Senate which
were voted 100 to nothing around here,
which says, simply: No Medicare
money can be used to fund other parts
of this bill. To the extent Medicare sav-
ings occur under this bill as a result of
cuts to home health care, cuts to Medi-
care Advantage, cuts to provider
groups, those dollars will not be taken
and used to fund new entitlements for
people who are not on Medicare, not
seniors. They will not be taken to fund
the purchase of votes around here to
pass this bill.

This is a real amendment. A lot of
stuff happening around here is sense of
the Senate, where people stand up and
say: Oh, I am for that. Exactly, what I
said—let’s do a sense of the Senate to
that effect.

But sense of the Senate has no im-
pact at all. It is political cover. This is
not political cover. This amendment,
as structured, will actually accomplish
the goal of not allowing Medicare dol-
lars—cuts in Medicare that are $464 bil-
lion over the first 10 years, $1 trillion
over the fully implemented period, and
$3 trillion over the 20-year period—it
will not allow any of those dollars to
be used to fund new programs in this
bill which do not benefit seniors.

That is all it says. It seems to me, if
you are going to stand up for respon-
sible action in the area of Medicare, if
you are going to live by the sense of
the Senate that have been voted for
here, if you are going to stand behind
your word, as the sense of the Senate
have called for—that Medicare money
be used for Medicare, and that Medi-
care money not be used to fund things
that are extraneous to Medicare; Medi-
care cuts savings—then you have to
vote for this amendment.

Mr. THUNE. Will the Senator yield
for a question?

Mr. GREGG. I would be happy to
yield.

Mr. THUNE. It strikes me that the
Senator’s amendment is very straight-
forward, very simple, and very clear;
that is, any savings that come out of
the Medicare Program cannot be used
to fund a new entitlement program.

Mr. GREGG. That is not related to
seniors.

Mr. THUNE. Correct. And it seems to
me, at least, that the amendment gets
at what some on the other side have ar-
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gued, with their amendments, they are
trying to accomplish.

Could the Senator from New Hamp-
shire describe how the effect, the legal
effect, of his amendment differs from,
say, for example, the votes we have
had, where it was a 100-to-0 vote the
other day on a Bennet amendment,
what the impact the amendment of the
Senator from New Hampshire would be
relative to some of the previous votes
we have had, which it appears to me, at
least, were completely meaningless,
sort of cover votes, to try and give peo-
ple on the other side the opportunity
to say: We voted to protect Medicare,
when, in fact, they did not?

How is the amendment of the Sen-
ator from New Hampshire distin-
guished from those that have been
voted on previously?

Mr. GREGG. My amendment has
force of law behind it. Those amend-
ments have no force of law behind
them. They have no effect at all. As
the Senator said: a political statement,
an editorial comment, a piece of paper
written.

This amendment, if passed, will have
the force of law behind it. It will very
simply be structured in a way that the
money cannot be taken out of Medicare
if it is going to be used for the purposes
of funding the new programs in this
bill, whether they are the entitlement
programs for people who are not sen-
iors—this expansion of entitlements—
or whether they are for the purposes of
getting votes to pass the bill.

Mr. THUNE. So if a Senator on either
side of the aisle, a Republican on this
side or a Democrat, was serious about
protecting Medicare, ensuring that
Medicare’s solvency is protected and
that these funds are not going to be re-
allocated to create some new entitle-
ment program or spend money on some
new, clearly, $2% trillion expansion of
government, which we know is going to
require enormous amounts of revenue
which seems to me has to come from
somewhere—what the Senator’s
amendment would do is simply force
the other side to put up or shut up with
regard to this argument they have,
which is that they are, in fact, sup-
porting Medicare; the Senator’s amend-
ment would essentially say, very clear-
ly, in a very straightforward way, that
funds that come in out of savings from
Medicare have to be retained in the
Medicare account.

Mr. GREGG. That is correct. This is
the first and only vote Members on this
floor are going to have, to make it
clear that Medicare dollars will not be
used for something other than Medi-
care.

Mr. CHAMBLISS. Would the Senator
yield for an additional question? The
language in the Bennet amendment
that passed 100 to nothing the other
day said, basically, that Medicare sav-
ings should benefit the Medicare Pro-
gram and Medicare beneficiaries. That
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sounds pretty straightforward, pretty
simple. But let me ask the Senator—

Mr. GREGG. Well, if I might inter-
ject, anybody who voted for that
amendment would want to vote for
mine.

Mr. CHAMBLISS. That is exactly the
question I am getting to. Is there any-
thing in the Bennet amendment that
removes the expenditure of almost $500
billion from Medicare in the base Reid
bill that would require the restoration
of those cuts to benefit Medicare
versus using it as a fund to pay for the
underlying Reid bill?

Mr. GREGG. Well, the Senator has
made an excellent point. Essentially,
the Bennet amendment has no teeth. It
has no substance. It has no substantive
effect. It is just a statement of purpose.
If the statement of purpose is as re-
cited by the Senator from Georgia,
then you would need to vote for this
amendment, my amendment, if you
voted for the Bennet amendment, be-
cause my amendment has the teeth
that backs up the language of the Ben-
net amendment.

Mr. CHAMBLISS. If I understand
what the Senator is saying in his
amendment, he is requiring the Office
of Management and Budget as well as
CMS to certify to Congress, basically,
that the savings that are referred to in
the Bennet amendment as well as in
the Senator’s amendment are, in fact,
being used to fund Medicare benefits
versus being used to fund other bene-
fits outside Medicare until such time
as Medicare is fully funded.

Mr. GREGG. That is, essentially,
what it says. It says that CMS and
OMB must certify that no funds are
being used to fund the additional activ-
ity in this bill that does not relate to
Medicare with Medicare funds. It does
not say that Medicare savings—it
agrees to the Medicare savings, but
those Medicare savings would basically
be used for the purposes of reducing the
outyear fiscal imbalance of Medicare.
So it doesn’t contest the Medicare sav-
ings as proposed in this bill, although
those amendments have—we have al-
ready voted on a number of those. We
voted on home health care, and we
voted on Medicare Advantage, but to
the extent those savings go in, those
cuts in Medicare benefits go in, the
revenues from those cuts cannot be
used and spent to expand the size of
government in someplace else which
has nothing to do with senior citizens.

Mr. BARRASSO. If I could follow up
with a question for my colleague from
New Hampshire, because as I read the
Sunday New York Times, it said the
Bennet amendment was completely
meaningless—the Bennet amendment
was meaningless. It also goes on to say,
Senator McCAIN is trying to keep that
$500 billion in Medicare, but the Demo-
crats are trying to take that money
out of Medicare and, as the article
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says, the editorial says: to finance cov-
erage for uninsured Americans but not
people on Medicare.

So it does seem the New York Times,
at least in this segment, got it right:
that the Bennet amendment that our
colleague from Georgia referred to is
meaningless, that the cuts are going to
come out of people who depend upon
Medicare for their health care to pay
for a whole new government program
and not to focus on Medicare.

Well, don’t we owe it to these seniors
who have paid into the program and
who have been promised the program
to save that program first?

Mr. GREGG. Well, the Senator from
Wyoming is absolutely right. I think
the New York Times got it right. It is
a convergence of two unique forces of
nature that the Republican minority in
the Senate and the New York Times
should be on the exact same page on
this issue and both be right.

Mr. ALEXANDER. I wonder if the
Senator from New Hampshire would
characterize this discussion this way:
As I am hearing it, in order to protect
Medicare, a Senator wouldn’t want to
say: I voted for the Bennet amendment
and then I voted against the Gregg
amendment, when it counted.

Mr. GREGG. It would be virtually
impossible to make that argument
with a straight face.

Mr. BARRASSO. I have a question
for my Senate colleague from South
Dakota who is here. We heard the ma-
jority leader, Senator REID, come to
the floor a few minutes ago and talk
about how this bill is going to get pre-
miums under control, keep the cost—
for people who have insurance, keep
their premiums under control. I saw a
chart from the Senator from South Da-
kota yesterday that said for 90 percent
of Americans, those who have insur-
ance now, if we did nothing and did not
pass this bill, the premiums would be
lower than if we do pass this bill; that
passing this bill actually will raise pre-
miums, in spite of the fact the Presi-
dent of the United States promised,
while campaigning, that he would
lower the cost of premiums for Amer-
ican families by $2,500.

I would ask my colleague from South
Dakota, isn’t it true that if this bill
passes, Americans wanting—feeling
they have been promised that pre-
miums would be reduced, are they not
doomed to disappointment?

Mr. THUNE. The Senator from Wyo-
ming is correct. This is where the real
rub in this bill comes into play because
what we were told and the promises
that were made—of course, many
promises were made throughout the
course of the campaign, many of which
will never be realized with this legisla-
tion. There was also a promise made
that taxes wouldn’t go up for people
making less than $250,000 a year—not
payroll taxes, not income taxes, not
any kind of taxes. In fact, we now know
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that 38 percent of the people who make
under $200,000 a year are going to see
their taxes go up under this legislation.
So promises made during a campaign
season tend not to necessarily be ad-
hered to when it comes time to legis-
late and actually follow through, and I
think that is clearly the case here.

With regard to the question of the
Senator from Wyoming, the whole pur-
pose of health care reform, at least as
I understand it—and I think, for the
most part, as the people of South Da-
kota whom I represent understand it—
is to lower cost. Because everybody
complains—the thing you hear the
most when you go home—and the Sen-
ator from Georgia is here. If you go to
Georgia, Wyoming, South Dakota, I
think the sentiment you hear most fre-
quently from people in our States is:
Do something about the cost of health
care. We have these year-over-year,
double-digit increases or increases that
are twice the rate of inflation, and we
are dealing with this. Small businesses
are dealing with it. More and more peo-
ple—families are struggling with the
high cost of health care. Nobody argues
that. We all, basically, accept the
premise that health care costs have
been going up and health care reform
ought to be focused directly on trying
to get those costs under control.

The irony in all this is, after cutting
$%2 trillion from Medicare in the first
10 years, and if you go into the fully
implemented time period it is about $1
trillion, and $¥% trillion in tax in-
creases, what happens with premiums?
Well, according to the Congressional
Budget Office, 90 percent of Americans
would be the same or worse off. In
other words, 90 percent of Americans
would see no improvement in their
health insurance premiums. In fact, if
you buy in a small group market, if
you buy in a large group market, your
premiums go up by about 6 percent a
year, year over year. In fact, a family
of four—let’s put it in a perspective
that an American family can under-
stand. If you are a family of four—this
is according to the Congressional Budg-
et Office—that is paying $13,900 for in-
surance this year and you are getting
your insurance in a large group market
because you work for a large employer,
in 2016, your insurance cost is going to
be over $20,000 a year. In other words,
your insurance is going to go up
about—a little under $14,000 to over
$20,000 a year in that time period.

So what American in their right
mind is going to say that is reform? I
think most Americans are going to
say: What are you doing? You are
spending $2.5 trillion, you are raising
my taxes, and cutting my parents’ or
my grandparents’ Medicare benefits,
for what? So my premiums can stay
the same or go up? If you buy your in-
surance in the individual marketplace,
your insurance premiums, according,
again, to the Congressional Budget Of-
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fice, are going to go up anywhere from
10 to 13 percent a year. So you get
Medicare cuts, you get tax increases,
and for 90 percent of Americans, you
stay the same or are worse off. In other
words, your insurance premiums are
now going to be impacted, you have
achieved the status quo or, worse yet,
your insurance premiums are going to
go up 10 to 13 percent if you are buying
in the individual market. That is ac-
cording to the Congressional Budget
Office.

So I would say to my friend from Wy-
oming, the point he made is exactly
right. In doing all this, the exercise
ought to be about reducing costs.
Clearly, that is not the case with this
legislation.

Mr. CHAMBLISS. Let me address a
question to our friend from Wyoming
who is a medical doctor, in addition to
being an outstanding Senator.

What we are being asked to believe
from the folks on the other side and
what the American people are strug-
gling with and having a hard time be-
lieving is, they are saying that even
though they are cutting Medicare by a
total of $450 billion-plus over a 10-year
period, actually the solvency of Medi-
care is going to be extended. They ex-
pect the American people to believe
that somehow.

The fact is, we know from the infor-
mation we received this spring from
the bipartisan Medicare Commission,
unless something is done, Medicare is
going to become insolvent in the year
2017, pure and simple. What we are
doing is not taking the savings they
are proposing—and we don’t agree with
them, but irrespective of that—irre-
spective of the savings they are saying
are going to be achieved, instead of ap-
plying that back, we are going to use
that to grow the size of government,
tie some reimbursement payments to
physicians to the Medicare Program,
and now we are looking at about a 23-
percent reduction in payments to phy-
sicians as reimbursement under Medi-
care if we don’t take some action next
year. When you put all this together,
the American people are saying: You
have to be kidding me. How in the
world are you going to extend the life
of Medicare by cutting it by almost
$500 billion?

Mr. BARRASSO. As my colleague
from Georgia knows, there is no way
you can save Medicare when you cut
that kind of money out of it. How,
when they cut physicians’ payments by
23 percent, are we going to have physi-
cians going to any of our small commu-
nities in South Dakota, in Georgia, in
Wyoming, where we have many people
who depend on Medicare for their
health care? I worry about access to
care.

Our colleague, Senator ISAKSON, yes-
terday talked about home health care
and how, for pennies on the dollar, you
can help people. It provides a lifeline
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for people who are homebound. It keeps
them out of the hospital, out of the
nursing homes. Instead, this Senate,
the Democratically led Senate, yester-
day voted to cut $42 billion out of home
health care, which people in our small
communities and in the rural areas of
our State depend upon. So there is no
way this program can stay solvent.

It is hard for me to fathom and,
clearly, hard for the people of Wyo-
ming to fathom, how with all this
budget trickery it is going to work for
people who need to go to see a doctor
or to have a home health care provider
in many of our rural communities.

We all have townhall meetings, and
when I go to townhall meetings, people
say: Don’t cut my Medicare, don’t raise
my taxes, and don’t make things worse
for me than they are now.

Mr. THUNE. If the Senator will yield,
the Senator, of course, is one of only
two physicians in the Senate and has
great experience and great depth on
this issue and knows what it is like to
serve and provide health care services
to people in rural areas, such Wyoming
and South Dakota and some areas of
Georgia.

I think it is interesting too—and the
Senator from Georgia was here, as was
I; I don’t think the Senator from Wyo-
ming was here at the time. But in 2005,
we had a debate about Medicare, and
the Senator from New Hampshire pro-
posed cutting $10 billion in Medicare,
taking $10 billion over a 5-year period
or about $2 billion a year, and paid for
it by income testing the Part D benefit
that people got. In other words, the
premiums that are paid, those who are
in the higher income categories would
have to pay a higher premium for their
Part B drug benefit than would those
in lower income categories. You would
have thought that the apocalyptic pro-
nouncements and predictions around
here about what that was going to do
for Medicare: $2 billion a year or $10
billion over 5 and you heard the other
side describe it as immoral, it was
cruel, it was a disaster of monumental
proportions. That was some of the ter-
minology that was used around here at
the time. That was for $10 billion over
5 years, and that basically was to say
to people who have higher incomes, the
Warren Buffetts of the world ought to
pay a little bit more for their prescrip-
tion drug benefit under Medicare than
those in lower income categories, and
people on the other side went nuts
about that.

Now here we are talking about cut-
ting $465 billion over a 10-year period,
$1 trillion over 10 years, when it is
fully implemented, and it seems to me,
I would say to my colleagues, the other
side is going to have a lot of explaining
to do to the American people about
why $10 billion in reductions was im-
moral, cruel, and a disaster of monu-
mental proportions, but cutting $%
trillion out of home health care and
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nursing homes and hospitals and every-
thing else to pay for an entirely new
entitlement program, a $2.5 trillion ex-
pansion, somehow makes sense.

Mr. BARRASSO. Mr. President, I ap-
preciate the comments from my col-
leagues. I think we are hearing around
the country that we do need health
care reform. We need to get costs under
control. We need to have patient-cen-
tered reform, not government-centered
reform, not insurance-centered reform.
We need to not cut Medicare. We need
to not raise taxes. We need to not
make things worse for the American
people.

From what I have seen of this bill—
and I worked my way all the way
through it—it makes things worse for
the American people, not better. This
is not the right prescription for health
care in America.

With that, I yield the floor.

The PRESIDING OFFICER. The Sen-
ator from Montana is recognized.

Mr. BAUCUS. Mr. President, for the
benefit of all Senators, I will take a
moment to lay out today’s program. It
has been 2% weeks since the majority
leader moved to proceed to the health
care reform legislation. This is the
eighth day of debate. The Senate has
considered 16 amendments and motions
and conducted 12 rollcall votes.

Today, we will debate an amendment
by Senator PRYOR and, at the same
time, an amendment by Senator GREGG
to do with spending taking effect. The
first 2 hours will be equally divided.
The Republicans will control the first
30 minutes and the majority will con-
trol the next 30 minutes. There may or
may not be a side-by-side amendment
to the Gregg amendment. The Senate
will conduct votes on or in relation to
the Pryor and Gregg amendments this
afternoon. We expect at least those
votes to begin sometime between 3:15
and 4 p.m. this afternoon.

I will take a few moments to discuss
the amendment Senator GREGG offered
yesterday. The Gregg amendment has
been billed as protecting Medicare.
That seems to be the new fashion on
the other side of the aisle—to say that
the bill cuts Medicare. Frankly, that is
a misleading statement at best, and it
is inaccurate, basically. In reality, the
Gregg amendment is a killer amend-
ment. It is designed to prevent health
care reform from taking effect. That is
the purpose of the Gregg amendment.
It is a killer amendment.

The amendment has more details to
it, but you can get the flavor of it from
a few excerpts. Let me quote from the
amendment.

The first subsection of the amend-
ment is entitled ‘“Ban on New Spending
Taking Effect.” You really don’t have
to go much further to get an idea of
what the amendment is about. Just
focus on that statement in the amend-
ment—a ban on new spending taking
effect.
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Let me quote further from the second
subsection:

. . . the Secretary of the Treasury and the
Secretary of Health and Human Services are
prohibited from implementing the provisions
of, and amendments made by, sections 1401,
1402, 2001 and 2101. . . .

What are those sections? The Gregg
amendment will stop this spending
from taking effect.

Section 1401 is refundable tax credits
providing premium assistance for cov-
erage. Those are the tax credits, the
tax reductions that help people buy
health insurance. The Gregg amend-
ment says we cannot help people buy
health insurance, that they can’t have
those tax credits.

The second section is 1402. What is
that? It is to reduce cost sharing for in-
dividuals. That is the part that would
make copays and other out-of-pocket
expenses affordable. The Gregg amend-
ment says: No, we can’t have reduced
cost sharing for individuals. We have to
keep those copays in effect and out-of-
pocket expenses high. It would help
people with copays and other out-of-
pocket expenses.

The third section the Gregg amend-
ment would stop is section 2001. It is a
section that provides Medicaid cov-
erage for the lowest income population.
That is the one that provides expanded
Medicaid coverage up to 133 percent of
poverty. The Gregg amendment says:
No, you can’t help poor people with
health care. The Secretary is prohib-
ited from making those payments to
Medicaid if that amendment is adopt-
ed.

The fourth section the Gregg amend-
ment would stop is section 2101. Sec-
tion 2101 is a section that provides ad-
ditional funding for the Children’s
Health Insurance Program. Can you be-
lieve that? A Senator gets up on the
floor of the Senate and wants to stop
funding to the Children’s Health Insur-
ance Program? That is what that sec-
tion provides.

So if you don’t like tax reductions to
help people buy health insurance, if
you don’t like making health insurance
affordable, if you don’t like health care
for the lowest income Americans, and
if you don’t like health care for Kids,
then the Gregg amendment is for you.

The folks on the other side of the
aisle have spent a lot of time this year
talking about Medicare. That is about
all T hear from them. They make it
sound as if they want to help Medicare.
In effect, they are hurting it. A lot of
folks say they want to help Medicare,
and I see the big crocodile tears they
shed. I will take a few moments to set
the record straight about how the trust
fund works. That might help them un-
derstand, frankly, why the bill before
us—the Reid bill—helps Medicare, con-
trary to protestations of those on the
other side.

The Medicare trust fund provides
hospital insurance for seniors and
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Americans who are disabled. Working
Americans pay into that trust fund
when they pay their payroll taxes.
When a senior has to go to the hospital
or a nursing home—there are lots of
areas Wwhere seniors get help—the
spending to help pay for that hos-
pitalization comes out of the trust
fund. The actual sum comes out of
Medicaid, but some payments come out
of the Medicare trust fund, such as for
home health care, et cetera.

When payroll tax revenues are great-
er than the payments for hospitaliza-
tions, the assets in the Medicare trust
fund grow. That is good. On the other
hand, when spending for hospital care
is greater than payroll tax revenues
and interest payments on the trust
fund assets, then assets in the Medi-
care trust fund diminish. That is not
good.

The Actuary for Medicare—the per-
son charged with determining the
health of the Medicare trust fund over
at HHS—tells us that if we don’t do
anything—if this legislation is not
passed—then by about 2017 the Medi-
care trust fund assets will be ex-
hausted. That is clear. That is definite.
That is a fact, and I emphasize the
word ‘‘fact.” I am just being honest,
Mr. President. I have to be objective
and honest about this stuff. When I
hear Senators talk about Medicare,
they are not looking at facts. It is one
thing to say something and engage in
all this rhetoric, but if it is not backed
by facts, it is a bit irresponsible.

The fact is, the life of the Medicare
trust fund will be extended for 5 years
under this legislation. I talked to a
Senator on that side privately. He said
that the Medicare trust fund will not
be extended—the solvency—for 5 years.
I asked him privately: How can that be
true? Did you read the Actuary’s re-
port? By the way, it was not this Sen-
ator right here; it was another Senator,
and that Senator said: I don’t believe
it. It is a fact. The Actuary says that
will be the result of the legislation be-
fore us; namely, that the solvency of
the trust fund will last 5 more years.
That is a fact. That is what the Actu-
ary’s report said.

So we can either raise more payroll
taxes to continue the solvency of the
trust fund so that seniors get their ben-
efits or we can reduce spending out of
the trust fund. We can either increase
the money or decrease the money com-
ing out.

I will say it again. The Medicare Ac-
tuary tells us that health care reform
will extend the life of the Medicare
trust fund by 5 years or, to put it an-
other way, if we do not enact health
care reform, we will hurt Medicare’s
long-term solvency.

Let me cite some examples on how
that works.

Health care reform would discourage
hospital readmissions, for example.
That is waste. See, here is what the
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other side doesn’t quite understand.
You don’t hear them talking about it.
The goal here is to extend the life of
the trust fund, basically by cutting out
waste—not hurting seniors but cutting
out waste and cutting back on overpay-
ments in some areas where some pro-
viders are overpaid, and where seniors
are helped, not hurt.

Again, here is an example: hospital
readmissions. If you can discourage
hospital readmissions, that is fewer
dollars wasted out of the trust fund,
and it is better health care for seniors.
The incentive is for hospitals to have
more readmissions because that is how
they make money. Some hospitals,
frankly, don’t go out of their way to
prevent readmissions because they can
make more money that way, although
it is not good care for seniors.

When a senior is discharged from a
hospital, you want to make sure there
is a flow, a seamless effort of keeping
health care for that patient, whether it
is extended care or home health care in
a nursing home or whatnot, and there
is a physician involved and nurses in-
volved and so forth, making sure the
patient is taking his or her medication,
and it is just to make sure patients are
getting better all the time.

We all know—I know because I have
experienced it, and I have watched it
firsthand, and I have heard many peo-
ple talk about this—that too often,
when a patient is discharged, the care
for that patient is not as great, as the
hospital is in longer involved, and
sometimes the regular doctor is not in-
volved because that doctor is not very
much involved with the patient at the
hospital. My own view is that it needs
improvement. It is not working too
well.

Again, we are saving dollars in the
Medicare trust fund by preventing ex-
cessive readmissions. That is wasteful
and doesn’t help the patient. So that is
a way we are saving and extending the
solvency of the trust fund. That is one
way. There are others. I will cite a sec-
ond.

Health care reform discourages hos-
pital-acquired infections. I think in
America, unfortunately—and I don’t
know the facts, but I have read this
somewhere, but I haven’t confirmed
it—the rate of infections in American
hospitals is greater than it is for other
industrialized countries. That is clear-
ly a problem. People die from infec-
tions in hospitals, and it seems to me
that the more we can encourage fewer
infections—one way is through health
care reform. Maybe we can lower pay-
ments to hospitals that have too many
infections. I know it is hard to do. It is
a judgment call. You have to do the
best you can. That, too, will help the
solvency of the trust fund and help
care for patients. That is another way
we are extending solvency of the trust
fund.

I see my good friend from Wyoming
on the floor, Senator BARRASSO, who
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talks about home health care. I am
sure he wants to eliminate fraud in
home health care. I am sure he does.
We all want to. So we cut back on
areas where there is fraud. Where is
there fraud? In outliers. Too many hos-
pitals bill too much for outlier pay-
ments, additional payments, because
they say they have a special patient
who is an outlier. One county in Flor-
ida billed for 60 percent of the outlier
payments in America even though they
had 1 percent of seniors in America.
There are other examples like that.
The GAO came to us and said we have
to do something about this. There is
fraud in the home health care program.
I am a big fan of home health care—a
big, big fan. They do very good work.
But we want to take out the fraud—ex-
cessive payments that are fraudulent.
Isn’t that a good thing? Doesn’t that
extend the solvency of the trust fund?
Isn’t that helping patients instead of
hurting them?

There are examples. The home health
folks came to us and said: Make some
of these changes because it is more ef-
ficient and we can give better care. As
a result, fewer dollars are going to
home health care. We also had a provi-
sion for rural health care. We add an
extra bonus for rural health care.

My point is simply that when Sen-
ators stand up on the floor and say we
are cutting Medicare—sometimes they
use the words ‘‘cutting benefits’’ or
“hurting beneficiaries’—that is pat-
ently false. It is not true. It is true
that in some cases we are taking some
of the fraud out. It is also true that in
some cases we are taking excessive
payments—not by our judgment but by
the judgment of MedPAC and other or-
ganizations and experts who study this.
One Senator from Florida stood up and
told me he agreed that payments to
Medicare Advantage are excessive.
Doesn’t it make sense to take out the
excess, the waste, and the fraud in
order to extend the solvency of the
trust fund? That is what this bill does.

It doesn’t hurt seniors by ‘‘cutting”
Medicare, leaving the implication that
we are cutting Medicare benefits. It is
an old saying in life: If you say some-
thing loud enough, maybe people will
start to believe it. That is what the
other side is engaging in.

If you look at the actual facts, the
actuary says it does extend the life and
solvency of the trust fund. The actual
fact is we are cutting out waste. The
actual fact is the industry has come to
us and said: Help us with this, help us
with that so we can be more efficient,
much of what is going on here.

I have countless examples. Let me
give a third one. This legislation would
encourage hospitals and doctors to
work together by bundling payments.
If doctors and hospitals work together,
guess what happens. They are less like-
ly to order duplicate tests. They are
working together. Payments based on
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fee for service, payments based today
on volume, on quantity are, in some
cases, wasteful. It is wasteful.

All of us who go to a hospital, a doc-
tor’s office, we Kkind of wonder: My
gosh, some things seem wasteful here.
We have to get new tests, new this; the
doctor doesn’t know what happened
when I was here previously; we have to
start all over again; new X rays, new
imaging, so forth. They are waste. We
are trying to cut out a lot of this
waste, and bundling payments is defi-
nitely going to help.

We have other techniques—account-
able care organizations, medical home
concepts. These could take 1 year, 2, 3,
or 4 to kick in. But if they do work, it
is the model of integrated care systems
we all talked about which cut out
waste and improve quality at the same
time, and that is going to help Medi-
care. These integrated systems are
going to also help extend the solvency
of the trust fund and improve quality
of care—not reduce it but improve it.

The main point I am making is these
reforms will extend the life of the trust
fund. And guess what. They improve
the quality of care, not decrease the
quality of care but improve it.

We also add some additional benefits
for seniors that they will not receive if
this legislation does not go into effect.

I note we only have a half hour on
our side. I probably used more time
than I should. The chairman of the
HELP Committee is on the floor. Mr.
President, how much time remains on
the majority side?

The PRESIDING OFFICER. Thirteen
minutes remains.

Mr. BAUCUS. I yield 10 minutes to
the Senator from Iowa.

The PRESIDING OFFICER. The Sen-
ator from Iowa.

Mr. HARKIN. Mr. President, I thank
my colleague from Montana, the chair-
man of the Finance Committee, for his
great leadership on this issue, on this
bill, and Senator DoDD, who took the
leadership of our HELP Committee, in
putting our bill together. The two of
them have done an admirable job of
getting our bill this far along and,
hopefully, we are going to see the light
at the end of the tunnel pretty soon.
One of the best Christmas presents we
can give the American people is to
bring this bill to a close, have our
votes up or down and let’s get this bill
passed so the American people can look
ahead to a brighter future in terms of
their health care and its quality, af-
fordability, and accessibility.

AMENDMENT NO. 2939

I wish to take a little bit of time this
morning to speak in strong support of
Senator PRYOR’s amendment, which is
before us, which would provide infor-
mation on the consumer satisfaction of
health plans offered through the ex-
changes. The Pryor amendment devel-
ops an enrollee satisfaction survey for
these plans and requires exchanges to
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include information from this survey
on an Internet Web site. This, too, will
allow consumers, both individuals and
small businesses, to easily compare
survey results and make well-informed
choices.

Currently, OPM manages an enrollee
satisfaction survey for the Federal Em-
ployees Health Benefits Plan, the one
we are all in and the one our staffs are
in, the one that postal workers are in
and civil servants all over this country
are in. Right now OPM, in managing
that plan, has an enrollee satisfaction
survey. The Pryor amendment would
provide a tool to all Americans that we
as Members of Congress have when we
select a plan.

The survey results could be used by
GAO, the Government Accountability
Office, and the committee I chair, the
Senate HELP Committee, to monitor
the quality of exchange plans and ful-
fill our oversight responsibilities over
the exchanges.

As a little aside, I keep reminding
people we will pass this bill, we will get
this health reform bill passed. It will
be signed into law. But that does not
mean, like the Ten Commandments, it
is written in stone, never to be
changed. Laws are laws and laws
change. They get amended, and we
change and adapt as times and condi-
tions demand. As we move ahead and
as we look at how the exchanges work,
what is happening out there, I have no
doubt in my mind there will be some
bumps in the road and we will have to
come back and revisit it and make
some changes. By having this Pryor
amendment and what we have in the
bill to provide for this kind of survey
to see how satisfied people are with the
plans, it gives us that kind of oversight
ability, that oversight responsibility to
look ahead and plan on changes that
we will probably be making in the fu-
ture.

But most important, the Pryor
amendment will give consumers an im-
portant voice. It will keep the insur-
ance companies honest because they
will know to maintain and grow their
enrollment they must satisfy their cus-
tomers.

This amendment truly complements
and reinforces the purpose and function
of the exchanges. The Patient Protec-
tion and Affordable Care Act, our re-
form bill, creates exchanges as a place
for one-stop shopping where con-
sumers, the self-employed, and small
businesses can easily compare plans.
This amendment will increase competi-
tion and lower premiums as the ex-
changes will increase competition and
lower premiums.

This past week, the Congressional
Budget Office validated this approach,
and the CBO said this about the ex-
changes:

The exchanges would enhance competition
among insurers in the nongroup market—

That is small businesses, individuals,
self-employed—
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by providing a centralized marketplace in
which consumers could compare the pre-
miums of relatively standardized insurance
products. The additional competition would
slightly reduce average premiums in the ex-
changes by encouraging consumers to enroll
in lower-cost plans and by encouraging plans
to keep their premiums low in order to at-
tract enrollees.

What we have been hearing from the
other side of the aisle all along is pre-
miums are going to go up, everything
is going to skyrocket. CBO debunked
this last week. CBO also said it will
benefit small business:

Those small employers that purchase cov-
erage through the exchanges would see simi-
lar reductions in premiums because of the in-
creased competition among plans.

The Senate bill before us ensures
consumers and small businesses have
the information they need to make in-
formed choices.

One, our bill requires exchange plans
to provide information on quality
measures for health plan performance.
This was a provision offered in our
committee by Senator JACK REED, and
I commend him for it.

Second, our bill develops a rating
system that will rate exchange plans
based on quality and price—ratings,
again, that will be available on an
Internet Web site.

Third, our bill requires exchanges to
operate a toll-free hotline to respond to
requests for consumer assistance.

Fourth, our bill develops an online
calculator so that consumers can fig-
ure out how much they will have to
pay, factoring in their tax credits and
cost-sharing reductions.

And fifth, and perhaps most impor-
tant, I want to acknowledge a con-
tribution made by Senator DODD in
this area. He authored a key provision
in our bill to require all plans—all
plans—not just exchange plans, all
plans—to provide a uniform, easily un-
derstandable summary of coverage to
enrollees and applicants. In other
words, no longer will Americans have
to read and try to comprehend the fine
print.

All of these provisions are currently
in our bill to enhance consumer choice,
which is what this bill is about—en-
hancing and expanding affordable
choices.

Some of them have been overlooked
in a lot of the verbiage going on about
cutting Medicare and all that stuff, but
these provisions will do a great deal to
change the way Americans shop for and
buy health insurance.

This amendment by Senator PRYOR
will add one more important tool to
help our consumers. It is a consumer
amendment to make sure consumers
get the information they need and the
input, a satisfaction survey so con-
sumers can have an input. That way we
know here if we need to make changes
down the road.

I commend Senator PRYOR for offer-
ing the amendment. I urge my col-
leagues to support it.
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I yield the floor.

The PRESIDING OFFICER. The Sen-
ator from Minnesota.

Ms. KLOBUCHAR. Mr. President, I
ask unanimous consent to speak as in
morning business for up to 7 minutes.

The PRESIDING OFFICER. Is there
objection?

Mr. BARRASSO. No objection.

The PRESIDING OFFICER. No objec-
tion is heard. The Senator may speak
for up to 7 minutes.

Ms. KLOBUCHAR. Mr. President, I
rise today in support of the amendment
offered by Senator PRYOR that calls for
an enrollee satisfaction survey for
health care plans offered through the
exchange. As you know, the exchange
will be a series of different policies
from which people can choose. What I
love about this idea is that for my
small businesses and self-employed
who are paying 20 percent more than
people who work for big businesses
right now because they simply cannot
leverage their numbers, it is hard for
them to get good rates because they
are out there on their own, this ex-
change, where they can choose a num-
ber of different policies like Members
of Congress can choose from, whether
it is Blue Cross or a number of the
other choices, they can pick a policy
on the exchange.

I serve with Senator PRYOR on the
Consumer Protection Subcommittee
and know that he offers this amend-
ment with the full intent of improving
resources for individuals who buy in-
surance. A satisfaction survey will be a
tool to help consumers navigate
through the complicated process of
purchasing health insurance. The sur-
vey results will allow individuals and
small businesses to make well-in-
formed health care decisions by com-
paring current enrollee satisfaction
levels among the plans offered through
the exchange.

This survey also provides, as Senator
HARKIN has pointed out, an oversight
tool for Congress so we can monitor
the progress of the exchange and
present information to patients in an
open, transparent manner.

As I have said many times, I come
from Minnesota, often known as a
“medical Mecca.”” We are home to the
Mayo Clinic. We are home to the Uni-
versity of Minnesota. Countless inno-
vative businesses have contributed
groundbreaking medical research that
is bettering the lives of patients.

The key to this Minnesota model,
where we have some of the highest
quality care in the country and some of
the lowest costs, is by putting the pa-
tient in the driver’s seat. I have been
at the Mayo Clinic. I have seen what
happens there. It is integrated care
with one primary doctor with a group
of doctors that work with him, like a
quarterback on a football team. They
also focus on the patients with satis-
faction surveys, keeping the team ac-
countable for what they are doing.
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I always say to my colleagues, it is
counterintuitive. If you go to a hotel
and pay more money, you often get the
best room with a view. That is not true
with health care in America. You can
pay more money and get some of the
worst quality care in this country be-
cause there is no accountability. That
is why these patient surveys, in allow-
ing consumers in this country to look
at these different plans and figure out
which one is better for them, is the
way to go.

In my State, 92 percent are covered
by some form of health insurance, and
we have done that by learning the im-
portance of transparency and providing
quality information to consumers.

In 2004, a Minneapolis-based non-
profit called Minnesota Community
Measurement developed a consumer re-
source called Developed HealthScores.
HealthScores is based on information
submitted by more than 300 clinics
statewide and is available to con-
sumers on an easily accessible Web
site.

HealthScores is also used by medical
groups and clinics to improve patient
care and by employers and patients to
provide access to critical information
about the quality of health care serv-
ices.

Researchers at the University of Or-
egon have studied public reporting ef-
forts and found that public reporting
motivates health care providers and in-
surers to work harder on improving
care, largely because of a concern
about their reputation.

This is how the private market
should work. You cannot just have in-
surance policies that have a name and
not understand what they mean for the
consumer. By having these surveys, we
are going to be able to understand so a
consumer can navigate through and
figure out which policy is good, what it
offers, what is best for their family.

As we continue our debate on health
care, we must remain focused on solu-
tions with outcomes. Public reporting
works. Senator PRYOR’s amendment
ensures that customers are able to
voice their approval or disapproval of
plans offered by insurance companies
and that information will be available
to small businesses and individuals to
make well-informed decisions about
their health care.

How can they make a well-informed
decision without knowing what plans
are good, what plans are bad, what
plans offer? That is why we need this,
if we want to make this private market
solution work for consumers.

As the experience in Minnesota has
shown, public reporting also has the
ability to improve quality as well.
HealthScores in Minnesota has forced
health plans, medical groups, and em-
ployers to focus on a common set of
goals. Through this process, patient
outcomes have produced dramatic im-
provements for chronic conditions such
as diabetes.
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We know already that small busi-
nesses are paying too much—up to 18
percent more than large businesses—
often forcing small businesses to lay
off employees or cut back on their cov-
erage. We all know, from the letters we
have gotten in our offices, what the av-
erage American families are facing
right now with these skyrocketing pre-
miums.

We must provide these patients and
these consumers with tools to make in-
formed health care decisions. Not only
will we put consumers in the driver’s
seat so they can make the decision, we
will also have an effect on the entire
market. Because if insurance compa-
nies think no one is watching them,
that consumers can’t figure it out—
maybe something has a great name so
they go buy it—they will never get the
kind of accountability and cost reduc-
tions we want.

The lessons from Minnesota have
shown that providing consumers with
information about their health care
has the ability to improve patient sat-
isfaction and drive our system to focus
on quality results.

I yield the floor.

The PRESIDING OFFICER. The Sen-
ator from Utah.

Mr. BENNETT. Mr. President, I ask
unanimous consent to proceed as in
morning business, not to exceed 10
minutes.

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

Mr. BENNETT. Mr. President, in this
morning’s Washington Post, we have,
once again, an outstanding article by
Robert Samuelson, this one entitled:
‘““Health-care Nation: Medical spending
threatens everything else.” Mr. Sam-
uelson has been critical of Repub-
licans—and he is in this article—and he
has been critical of Democrats—and he
is in this article—but he makes some
points I think are worth bringing to
our attention, the primary one being
that we are not focusing on the right
issue, which is making some kind of at-
tempt to turn the cost curve down—
using the budgetary doublespeak—with
respect to health care.

Let me quote a few comments from
Mr. Samuelson’s presentation. He says,
first:

The most obvious characteristic of health
spending is that government can’t control it.

As demonstrated by our past history,
that is a very true statement, which I
will show in a moment. He goes on to
say:

[The] consequence is a slow, steady, and
largely invisible degradation of other public
and private goals. Historian Niall Ferguson,
writing recently in Newsweek, argued that
the huge Federal debt threatens America’s
global power by an ‘‘inexorable reduction in
the resources’ for the military. Ferguson
got it half right. The real threat is not the
debt but burgeoning health spending that,
even if the budget were balanced, would
press on everything else. ‘‘Everything else”
includes universities, roads, research, parks,
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courts, border protection, and—because simi-
lar pressures operate on States through Med-
icaid—schools, police, trash collection and
libraries. Higher health spending similarly
weakens families’ ability to raise children,
because it reduces households’ discretionary
income either through steeper taxes or lower
take-home pay, as higher employee-paid pre-
miums squeeze salaries.

He concludes:

. . . Obama talks hypocritically about re-
straining deficits and controlling health
costs while his program would increase
spending and worsen the budget outlook.
Democrats congratulate themselves on car-
ing for the uninsured—who already receive
much care—while avoiding any major over-
haul of the delivery system. The resulting
society discriminates against the young and
increasingly assigns economic resources and
political choice to an unrestrained medical-
industrial complex.

Mr. President, I ask unanimous con-
sent to have printed in the RECORD the
entire article at the conclusion of my
remarks.

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

(See exhibit 1.)

Mr. BENNETT. To demonstrate the
accuracy of what Mr. Samuelson has to
say, I have some charts. This one shows
the breakdown of Federal spending in
1966. Why do I pick 1966? Because that
was the year for the beginning of Medi-
care. At that time, 26 percent of the
Federal budget went for mandatory
spending—overwhelmingly Social Se-
curity—7 percent went to pay interest
on the national debt, and 44 percent
went for defense, with 23 percent for
nondefense.

Where are we now? In 2008, manda-
tory spending had more than doubled
and had gone to b4 percent, interest
costs remained about the same—8 per-
cent—defense had shrunk to 21 percent,
cut in half, and the nondefense discre-
tionary, 17. The difference? Medicare
and Medicaid taking over the manda-
tory side.

What do we see as we look out to
2019. We can’t break down the dif-
ference between defense and non-
defense because that would require an
analysis that is not available to us in
that future year. But mandatory by
that time will have grown to 61 per-
cent. The size of the debt increasing
costs now, interest costs have grown to
10 percent and defense and nondefense
discretionary have shrunk to 29—a
complete reversal. That is roughly
what mandatory was when Medicare
was started.

I am not saying we should not have
Medicare, and I am not saying we
should not have Medicaid, but I am
saying we should be focusing on how
we make people healthier, how we re-
ward people for not using the system,
how we do something to control the
costs, instead of increasing the status
quo with respect to health care spend-
ing.

This chart was drawn up before we
had the bill before us. I think it is very
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likely, if the bill before us passes, this
mandatory will grow even further and
we find ourselves in this situation with
respect to 2010. I watched the budget as
it came down and it said, in 2010, Fed-
eral revenues were going to be $2.2 tril-
lion and mandatory spending was going
to be $2.2 trillion, which means every
dime of everything else had to be bor-
rowed.

I worked with Senator WYDEN and a
number of others on both sides of the
aisle to craft a health care plan that
would turn the cost curve for health
care down. We didn’t even get a vote in
the Finance Committee. We didn’t even
get anybody to consider what we had to
say because everyone was focused en-
tirely on the issue of let’s cover the un-
insured. The position is: Let’s cover
the uninsured by taking what we are
doing now and spreading it even wider.

As Mr. Samuelson says, very clearly,
in his column today: That squeezes out
the money for everything else. That is
an uncontrolled expenditure. We are
not focusing on changing the system in
a way that can cause cost curves to
come down, we are focusing on taking
the present system and spreading it
wider.

The cost curve can come down. I have
quoted this before. The Dartmouth
study talks about where the best
health care is available in America,
and it is in three cities, according to
Dartmouth: Seattle, WA, Rochester,
MN, and Salt Lake City, UT. Then they
go on to say, if every American got his
or her health care in Salt Lake City,
UT, it would be the best in the country
and one-third cheaper than the na-
tional average. It is one-third cheaper
than the national average because the
focus in that plan, as it is in Rochester,
MN, at the Mayo Clinic, and other
places, is trying to make health care
better and, therefore, cheaper, instead
of focusing on taking the present sys-
tem and perpetuating it.

If we don’t get into that mentality, if
we just take the present system, which
this bill does, and spread it over a
wider number of people, which this bill
does, we will see the spending go up
and we will see everything else suffer
as a result of it and the health care
will not get any better for the people
who are involved.

EXHIBIT 1
[From the Washington Post, Dec. 7, 2009]
HEALTH-CARE NATION
(By Robert J. Samuelson)

President Obama’s critics sometimes say
that he is engineering a government take-
over of health care or even introducing ‘‘so-
cialized medicine’” into America. These alle-
gations are wildly overblown. Government
already dominates health care, one-sixth of
the economy. It pays directly or indirectly
for roughly half of all health costs. Medicine
is pervasively regulated, from drug approvals
to nursing-home rules. There is no ‘‘free
market’ in health care.

What’s happening is the reverse, which is
more interesting and alarming: Health care
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is taking over government. Consider: In 1980,
the federal government spent $65 billion on
health care; that was 11 percent of all its
spending. By 2008, health outlays had grown
to $752 billion—25 percent of the total, one
dollar in four.

Even without new legislation, the health
share would grow, as an aging population
uses more Medicare (insurance for the elder-
ly) and Medicaid (the joint federal-state in-
surance for the poor, including the very poor
elderly). Obama would magnify the trend by
expanding Medicaid and providing new sub-
sidies for private insurance. Thirty million
or more Americans would receive coverage.

All this is transforming politics and soci-
ety. The most obvious characteristic of
health spending is that government can’t
control it. The reason is public opinion. We
all want the best health care for ourselves
and loved ones; that’s natural and seems
morally compelling. Unfortunately, what we
all want as individuals may harm us as a na-
tion. Our concern sanctions open-ended and
ineffective health spending, because every-
one believes that cost controls are heartless
and illegitimate. The recent furor over pro-
posals to reduce mammogram screenings
captures the popular feeling.

The consequence is a slow, steady and
largely invisible degradation of other public
and private goals. Historian Niall Ferguson,
writing recently in Newsweek, argued that
the huge federal debt threatens America’s
global power by an ‘‘inexorable reduction in
the resources” for the military. Ferguson
got it half right. The real threat is not the
debt but burgeoning health spending that,
even if the budget were balanced, would
press on everything else.

“BEverything else” includes universities,
roads, research, parks, courts, border protec-
tion and—because similar pressures operate
on states through Medicaid—schools, police,
trash collection and libraries. Higher health
spending similarly weakens families’ ability
to raise children, because it reduces house-
holds’ discretionary income either through
steeper taxes or lower take-home pay, as
higher employer-paid premiums squeeze sal-
aries.

A society that passively accepts constant
increases in health spending endorses some
explicit, if poorly understood, forms of in-
come redistribution. The young transfer to
the elderly, because about half of all health
spending goes for those 55 and over. Unless
taxes are increased disproportionately for
older Americans (and just the opposite is
true), they are subsidized by the young. More
and more resources also go to a small sliver
of the population: In 2006, the sickest 5 per-
cent of Americans accounted for 48 percent
of health spending.

Political power in this system shifts. It
flows to groups that promote and defend
more health spending—AARP, the lobby for
Americans 50 and over, and also provider or-
ganizations such as the American Medical
Association (AMA), which represents doc-
tors. Predictably, AARP has been active in
the present debate. It claims to have partici-
pated in 649 town-hall and other meetings
and to have reached more than 50 million
people through ads this year. Not surpris-
ingly, AARP and the AMA recently con-
ducted a joint TV ad campaign.

The rise of health-care nation has con-
founded America’s political and intellectual
leaders, of both left and right. No one wants
to appear unfeeling by denying anyone treat-
ment that seems needed; no one wants to en-
dorse openly meddling with doctors’ inde-
pendence. It’s easier to perpetuate and en-
large the status quo than to undertake the
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difficult job of restructuring the health-care
system to provide better and less costly care.

Obama’s health-care proposals may be un-
desirable (they are), but it’s mindless to op-
pose them—as many Republicans do—by
screaming that they’ll lead to ‘“‘rationing.”’
Almost everything in society is ‘‘rationed,”
either by price (if you can’t afford it, you
can’t buy it) or explicit political decisions
(school boards have budgets). Health care is
an exception; it enjoys an open tab. The cen-
tral political problem of health-care nation
is to find effective and acceptable ways to
limit medical spending.

Democrats are no better. Obama talks hyp-
ocritically about restraining deficits and
controlling health costs while his program
would increase spending and worsen the
budget outlook. Democrats congratulate
themselves on caring for the uninsured—who
already receive much care—while avoiding
any major overhaul of the delivery system.
The resulting society discriminates against
the young and increasingly assigns economic
resources and political choice to an unre-
strained medical-industrial complex.

Mr. BENNETT. Mr. President, I see
the Senator from Iowa wishes to ask
me a question and I am happy to re-
spond, but tell me how much time I
have remaining. Maybe some of it will
have to come off his time.

The PRESIDING OFFICER. The Sen-
ator has 2 minutes remaining.

Mr. BENNETT. In my 2 minutes re-
maining, unless it is a long question, I
will be happy to respond to any ques-
tion my friend may ask.

Mr. HARKIN. Mr. President, I would
say that a lot of what Senator BENNETT
says I agree with. That is why, in this
bill—and I keep reminding people be-
cause it is not talked about much—
there are more provisions in this bill to
promote wellness and prevention than
any health bill we have ever passed—
ever—in the United States. There are
huge investments in this bill on pre-
vention and wellness.

I happen to think that perhaps one of
the reasons Salt Lake City is so good is
because people don’t smoke and don’t
drink and that goes a long way toward
providing for a healthier form of living.
So I say to my friend from Utah, people
talk about bending the cost curve only
in terms of the spending. I think—and
I sincerely believe this—the only way
we are going to bend that cost curve is
by pushing more of this upstream, by
keeping people healthy in the first
place, starting with kids and adults,
community-based, clinical-based,
workplace-based wellness programs.

So I ask my friend from Utah to look
at that part of the bill.

Mr. BENNETT. Mr. President, if I
can reclaim my 2 minutes to respond to
the Senator from Iowa, I can give you
data that indicates it is not just the
fact there are a lot of people who don’t
smoke and don’t drink in Utah that
makes them healthier. I agree there
are many things in this bill that are
for wellness, and I approve of that. But
the fact is, the bill does not go any-
where near far enough in this direction
to change the paradigm that has cre-
ated the situation we find ourselves in.

CONGRESSIONAL RECORD—SENATE, Vol. 155, Pt. 22

Every expert I have talked to, in the
3% years I have immersed myself in
this issue, has repeated that. They
have said the only way you are going
to deal with this is to do something
dramatically different, which is what
Senator WYDEN and I tried to do and
we got the cold shoulder. All right, I
understand, if you don’t have the
votes, you can’t get anywhere. But the
fact remains, we are not going to be
able to afford all the things we want to
do in this country, militarily and oth-
erwise, in this cost projection that we
are on with respect to health care right
now.

Mr. BAUCUS. Will the Senator yield
for a question?

The PRESIDING OFFICER. The Sen-
ator has used 10 minutes.

Mr. BENNETT. That is right; my
time has gone. I will be happy to re-
spond to the Senator from Montana, if
he wants to take the time to let me.

Mr. BAUCUS. If my colleagues will
allow, I ask unanimous consent for 3
minutes.

The PRESIDING OFFICER. Without
objection, the Senator from Montana
has 3 minutes.

Mr. BAUCUS. I understand what the
Senator is saying, and like everything
around here, there is a kernel of truth
in almost everything. I read that Sam-
uelson article, and what I took away
from it is the guy is kind of pessi-
mistic. There is not a lot you can do.
People love health care, they want to
get all the health care they want, and
that is going to drive up spending.

But the main point is this. You men-
tioned how Intermountain and the
quality of care is so good at Inter-
mountain and the costs are down.

Mr. BENNETT. If I may, it is not just
Intermountain. There are other agen-
cies in Utah that do a good job.

Mr. BAUCUS. I was going to say, it is
Intermountain, and there are many
other great integrated systems. There
is one in Billings, MT—the Billings
Clinic. There are lots of integrated sys-
tems, and generally in these areas, in
these integrated systems—which I
think work quite well—a lot of the doc-
tors are salaried, a lot of the incentives
are there to focus on health care of the
patient, and it is coordinated care in
contrast with some other parts of the
country.

In this bill, in addition to wellness
and prevention, I would ask if the Sen-
ator agrees the delivery system re-
forms will help move health care, as it
is in Intermountain and other inte-
grated systems, to encourage coordi-
nated care, encourage bundling, en-
courage these accountable care organi-
zations and so forth. I was wondering if
the Senator thinks that will help sys-
tems—clinics, doctors, hospitals, nurs-
ing homes and health care providers
generally—to work better together,
where there may be more salaried phy-
sicians than there are currently, but
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the salaried physicians I talked to at
the Mayo Clinic, for example, and Kai-
ser and other similar places, kind of
like that because they get decent sala-
ries and they can spend their time not
on paperwork but can focus on the pa-
tients.

I am sure the Senator knows all the
delivery reforms that are in this that
help move toward the Intermountain
direction, and I would ask if he thinks
that will help.

Mr. BENNETT. Responding to the
question of the Senator from Montana,
I am delighted there is as much of that
in the bill as there is, but I still believe
the basic structure of the bill is fatally
flawed because it perpetuates the
present system in ways that will guar-
antee the cost curve will continue to
go up. I disagree with him about the
Samuelson article. I do not think he is
being overly pessimistic. I think he is
being very realistic.

Mr. BAUCUS. One more moment, if I
might, Mr. President.

I understand the bill that the Sen-
ator and Senator WYDEN cosponsored is
basically to move us away from the
employer-based system. Currently, our
tax law encourages employers pro-
viding tax free health insurance and so
forth. I understand the theoretical and
actual problems with the current sys-
tem. In fact, I earlier advocated mov-
ing in that direction, all the way to
your legislation. But as you know, this
town, this city, this country, this
White House was not moving there, and
major business was not moving in that
direction. Therefore, we had to find
something else. My main point is, if we
can’t go in that direction—you might
say keep trying, but read the tea
leaves. If we can’t do that, at least
now, isn’t it better to start moving to-
ward the integrated delivery system re-
forms in this bill?

Mr. BENNETT. Mr. President, I cer-
tainly hope this legislation will sur-
prise me by producing——

Mr. BAUCUS. I hope so, too.

Mr. BENNETT. The result the Sen-
ator from Montana is hoping for.

Mr. BAUCUS. I like your answer, too.
Thank you.

Mr. BENNETT. I am not going to
hold my breath, however.

Mr. BAUCUS. Mr. President, I am
going to yield 10 minutes—this is a
jump ball, so why don’t you go ahead.
I yield to the Senator from Vermont.

The PRESIDING OFFICER. The Sen-
ator from Vermont is recognized for 10
minutes.

Mr. SANDERS. Mr. President, there
are at least two major goals we have to
achieve in health care reform and that
is we have to expand access to every-
one in America, and we have to control
costs. We focus a lot on expanding in-
surance but expanding insurance is not
expanding access. There are people
today in America who have insurance
but they do not have access. The fact



December 7, 2009

is, we have 60 million people who do
not have access to a physician on a reg-
ular basis and many of those people—
according to recent studies, 45,000—
may die because they do not get to a
doctor in a timely manner. By the time
they walk into the doctor’s office their
situation is terminal.

We need substantially improved ac-
cess to health care. When we improve
access, we save money because people
do not go to the emergency room, they
do not end up in the hospital, sicker
than they otherwise would have been.
We need a revolution in primary health
care in America. Unless we do some-
thing and do it now, our primary
health care system infrastructure is
close to collapse.

We have an aging primary care work-
force which is not being replaced. At a
Senate hearing I chaired earlier this
year, it was noted that only 2 percent
of internal medicine residents were
choosing primary care as their spe-
cialty. Happily, there are two Federal
programs that can both assure access
and control costs, and I refer to the
Community Health Center Program
and the National Health Service Corps.
Both are well-established programs
that have garnered broad bipartisan
support because of their proven cost ef-
fectiveness.

What a federally qualified commu-
nity health center is about—and I be-
lieve they exist in all States in this
country. They have widespread support
from Members of the Senate and the
House of both political parties. What
they are about is saying that anyone in
an underserved area can walk into that
facility and get health care, either
Medicaid, Medicare, private insurance,
or a sliding scale—if you don’t have
enough money, you pay on a sliding
scale basis—and low-cost prescription
drugs.

This is a very successful program
that now provides health care to over
20 million Americans and it is a 40-
year-old program, again supported
widely in the House and the Senate.

I am pleased that in the Senate bill,
it recognizes the importance of both
federally qualified community health
centers and the National Health Serv-
ice Corps. The National Health Service
Corps is a long-established Federal pro-
gram which says to people in medical
school: We are prepared to provide debt
forgiveness to you—on average, I know
in Vermont, people are coming out
$150,000 in debt—if you are prepared to
work in primary health care in an un-
derserved area.

In the Senate bill we recognize the
importance of the federally qualified
community health centers and the Na-
tional Health Service Corps. In fact,
our bill calls for authorization levels
that, if appropriated, would enable the
Community Health Centers Program to
expand to every underserved area with-
in 5 years, and would result in sup-

CONGRESSIONAL RECORD—SENATE, Vol. 155, Pt. 22

porting at least 40,000 more primary
care professionals in the next 10
years—doctors, nurses, dentists.

But we can and must improve the
Senate bill. I favor very strongly the
language in the House bill which calls
for a dedicated trust fund with manda-
tory annual spending for community
health centers and the National Health
Service Corps. In other words, in the
Senate we have authorized funding.
The House has established a trust fund
to actually pay for it. The Senate bill
contains authorization levels that
would be sufficient to fund a commu-
nity health center in every underserved
area in America and thus provide pri-
mary health care to 60 million more
people by the year 2015. These are peo-
ple who do not have to go into the
emergency room, they don’t have to go
into the hospital because they are sick-
er than they should have been. They
are going to get timely, cost-effective
health care at a community health
center.

Therefore, let me be very clear: 1
favor the language in the House bill
which includes community health cen-
ters in its Public Health Investment
Fund and guarantees mandatory fund-
ing for health centers totaling $12 bil-
lion over the next 5 years. This is in
addition to the $2.2 billion current an-
nual appropriation for community
health centers which, it is anticipated,
would also continue to be appropriated
in each of the next 5 years. While this
House funding level will not achieve a
community health center in every un-
derserved area, it will take us very far
toward that goal, bringing primary
care health services to some 40 million
citizens living in underserved areas.
Also in the House bill there is appro-
priated money to greatly expand the
National Health Service Corps.

In the middle of all this discussion on
health care, health insurance, let us
not forget a few basic points. Sixty
million Americans do not have access
to a doctor. We need a revolution in
primary medical care. We need to
make sure we have the physicians,
nurses, and dentists who are going to
get out in underserved areas. The Sen-
ate bill provides authorization. The
House bill provides a trust fund for
community health centers and for dis-
ease prevention in general. My strong
hope—and I am going to do everything
I can to make sure it happens—is that
the Senate adopts the House provi-
sions.

If we are serious about providing
health care to all Americans, we have
to expand community health centers,
we have to make sure there are pri-
mary health care doctors, dentists,
nurses out there.

In addition, we need to focus on dis-
ease prevention. I know my colleague
from Iowa has worked very hard on
that. So we have to support the trust
fund in that area.
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I yield to my friend from Iowa.

Mr. HARKIN. First, I thank my
friend from Vermont. There is no one
who has been leading the charge longer
and stronger and more fervently than
the Senator from Vermont, Mr. SAND-
ERS. I thank him for that. Obviously,
we all have community health centers
in our States. In Iowa they have been a
godsend for so many people in rural
areas who did not have access to these
kinds of facilities.

I remember one time I was in Fort
Dodge several years ago. They had a
small free clinic there. It was in a
church basement one night a week, so
people could come in who didn’t have
insurance and couldn’t get access to a
doctor. They had one old dental chair
there. I think every couple of weeks a
dentist would come in for people. A
woman had come in who had an ab-
scessed tooth. It was hurting her so
much she took a hammer and screw-
driver and tried to knock her tooth
out. Of course she damaged her gums.
That is how desperate people get.

Because of that, I got the Fort Dodge
community looking at a community
health center. They now have a won-
derful community health center. They
have doctors there, they have nurses
there, and people have access to that
kind of dental care and health care.

Mr. SANDERS. Let me mention to
my friend, in the State of Vermont, the
poorest region of our State borders on
Canada. It is called the Northeast
Kingdom, in the northeast part of the
State. For 30 years we have had a num-
ber of community health centers in
that region. Do you know what?
Amidst all of the poverty, all of the un-
employment, all of the economic prob-
lems, we do not have a problem in
terms of primary health care in the
poorest area of the State of Vermont
precisely because of these community
health centers, which you indicate ad-
dress dental care, which we often for-
get about, mental health counseling,
we forget about, low-cost prescription
drugs.

I look forward to working with the
chairman of the HELP Committee and
others to make sure we fund the kind
of revolution we need in disease pre-
vention, in primary health care, which
at the end of the day improves people’s
health, keeps them out of the emer-
gency room, keeps them out of the hos-
pital, saves us money.

Study after study: Saves us money.

Mr. HARKIN. I thank the Senator
again. I can’t help but every time we
talk about community health centers,
I always have to add one thing. A lot of
people think community health centers
are just for poor people who do not
have anything. Nothing could be fur-
ther from the truth. They will take
anyone who walks in the door. You can
have health insurance, you can be on
Medicare, you can be on Medicaid, you
can have no insurance, you can have a
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great insurance plan—whoever walks
in the door. They have a sliding scale
based on income, based on resources, of
who they will take.

It has been my experience—I ask the
Senator from Vermont what it has
been in his area, but it has been my ex-
perience in our growing number of
community health centers in my State
of Iowa that more and more people——

Mr. SANDERS. I ask unanimous con-
sent for 2 minutes more.

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

Mr. HARKIN. Come to community
health centers. Why? Because they get
the kind of hands-on care, they get
many Kkinds of supportive services. A
lot of times there are language barriers
that are a problem. They get preven-
tive care, they get all the things that
make people feel better about their
own quality of health care. So more
and more we are finding people who ac-
tually have health insurance going to
community health centers.

I ask if that has been the experience
in Vermont?

Mr. SANDERS. Let me concur. In the
State of Vermont we have gone from 2
to 8 with 40 satellites. Over 100,000 peo-
ple in Vermont are now accessing com-
munity health centers for their pri-
mary health care.

The other point we don’t often make
about community health centers is
they are democratically run, they are
run by the communities themselves.
My experience is exactly that of the
Senator from Iowa. They are commu-
nity health centers.

In rural areas it is not rich or poor.
By and large, most of the people, re-
gardless of income, go there. The doc-
tors are there for a long time. The den-
tists are there. It is, in fact, in the best
sense of the word, a community health
center open and accessed by all people.
People take responsibility for it be-
cause it is democratically run. It is a
program—one of the bright shining
stars of public health in America. I
hope to work with the chairman of the
HELP Committee to make sure these
programs are funded adequately in this
bill and that we adopt the language in
the House, which goes a long way.

I yield the floor.

Mr. HARKIN. I can assure my friend
from Vermont that this Senator will be
in the forefront of fighting for the max-
imum possible support, money, and
input for community health centers
that we can possibly get out of this
bill. I can assure him that.

Mr. SANDERS. I thank the Senator
very much and yield the floor.

The PRESIDING OFFICER. The Sen-
ator from Wyoming.

Mr. ENZI. Mr. President, I yield my-
self as much time as I might need out
of the remaining time we have.

I, too, thank the Senator from
Vermont for his passionate comments
on community health centers. In Wyo-
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ming we have community health cen-
ters and they serve a great role. For
underserved areas across the Nation,
they are absolutely critical. I wish
there were more that we were doing in
the area of community health centers.
I think it provides some better solu-
tions than some of the other things we
are doing in this bill.

Wyoming is considered to be under-
served. The whole State is underserved.
Even our biggest cities are considered
underserved. We are missing every sin-
gle kind of medical provider, including
veterinarians.

Usually when I make that comment,
people say: People don’t use veterinar-
ians. But as far as our distances are,
some people are happy to get to a vet-
erinarian in an emergency situation.

We do have situations across the
country that need to be taken care of.
One of my concerns is that we are
doing this huge Medicaid expansion.
And when we do the Medicaid expan-
sion, we already have it priced for doc-
tors so that 60 percent of the doctors
won’t take a Medicaid patient. If you
can’t see a doctor, you don’t have in-
surance, period. I don’t think we are
doing enough to take care of that dif-
ficulty prior to expanding this popu-
lation. So we are going to shove more
and more people out of getting any
health care.

AMENDMENT NO. 2942

But the main thing I wanted to do
today is rise in support of the Gregg
amendment which would prevent Medi-
care cuts in the Reid bill from being
used to create new entitlement pro-
grams to cover the uninsured. Yes, I
want to have the uninsured covered. 1
don’t oppose covering the uninsured,
nor do I oppose reforming the Medicare
Program. We need to do those things.
We absolutely need to do those. But we
shouldn’t do it on a system that is
going broke. We should not take the
money from a system that is going
broke to do new entitlement programs.

I know the Senator from Montana
admitted that if the Gregg amendment
were to pass, it would limit some of
these entitlements, that they wouldn’t
be able to do them. Again, we are not
opposed to doing those new entitle-
ments. We are opposed to paying for
them with Medicare money because
Medicare is going broke.

They do say that if we put these
extra burdens on Medicare, we will ex-
tend the life of it. And you can believe
that or not. But we could expand it
even more and we could solve some
problems in Medicare if we took the
money and we used it for Medicare.
Medicare needs changes. Medicare
needs to have money that we are now
going to move away and put into other
programs. But don’t worry about it be-
cause we are going to form a Medicare
Commission. Every year, that Commis-
sion is going to tell us what we ought
to do to make more cuts. Before we
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start doing more cuts, maybe we ought
to make sure the cuts we are doing go
to what we anticipated needed the
mo