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struck. The tour guide was telling me
about their national system, and then
we drove by the hospitals. They’re
right next to each other, the public
hospital and the private hospital, and
you could tell which was which vis-
ually. The private hospital looked like
a hotel, a very inviting place. The pub-
lic hospital, unfortunately, looked like
a building that was somewhat dilapi-
dated. And that’s what just frightened
me, two tiers of care. Now, this is a
Latin American country. Some might
call it a third world country. But nev-
ertheless, that’s what I saw, and I
would never want to see that happen in
America.

Mr. KIRK. If the gentleman would
yield. What you heard tonight is focus-
ing on positive outcomes, making sure
we reform health care, less defensive
medicine, deploy health information
technology, health individual savings
accounts.

We have spent far less time criti-
cizing the President and far more time
outlining a new positive agenda. But to
close tonight, I'd like to turn to Dr.
MURPHY, who’s been more in the health
care system than all of us, to finish us
out.

Mr. TIM MURPHY of Pennsylvania.
When I look at this, I want Americans
and all of us to imagine a system that’s
based upon cures and based upon out-
come, a system where doctors are in
charge of your health care, not insur-
ance companies, not the government.
And I know that both sides of the aisle
are deeply concerned about this. It is
not that one side or the other wants in-
surance companies or the government
to win. We all want patients to win,
Democrats and Republicans alike. But
we must have a system that’s focused
upon this, not that creates incentives
because we’re paying people so low to
do more and more tests, not to pro-
mote more and more medical proce-
dures, but to really focus on this out-
come. We can do this through these
things we’re doing, the patient and
doctor in charge. Don’t create more
barriers. Make sure we have all the ef-
ficiency there for quality. We can do
those things. Imagine what can hap-
pen. Imagine the possibilities. And let’s
just not throw it out and say it’s too
difficult; let the government run it.

With that, I yield back to my col-
league, Congressman DENT.

Mr. DENT. Just in conclusion, I just
think we want to say a few things. I
think in our health care system we cer-
tainly want our system to be focused
on prevention, not maintenance. We
want cures, not treatments. The sys-
tem should be about doctors, not law-
yers. We want patients to be treated
like they want to be treated, like
human beings. They want to be treated
like people and not some number,
something abstract. They want to be
treated like a human being.

And so, because at the end of the day,
we all want our loved ones to be cared
for. You don’t want them to have to
wait. You don’t want to see your moth-
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er, like mine, who’s 80 years old be told
that she’s contributed her whole life,
relatively healthy, we don’t want to
tell her, I'm sorry, we’re going to dis-
card you now that you’ve reached a
certain age. That’s what we are con-
cerned about.

So we’re going to try to work, I
think, in a bipartisan manner, try to
work in a way that embraces a lot of
ideas that we can all share. And short
of a government takeover of our sys-
tem, I think we can do that. We have
the capacity to do it. The American
people expect it of us, and I look for-
ward to working with all my colleagues
to come to that kind of result.

Mr. KIRK. I thank the gentleman,
and we will be outlining a positive set
of reforms that we think can attract
tremendous bipartisan support this
Tuesday, from the centrists.

Mr. PETRI. Mr. Speaker, today, President
Obama is in my home state of Wisconsin con-
ducting a town hall meeting to promote his
health care agenda.

| know that the residents of my home state
will tell him that they are struggling to keep up
with the rising cost of their health care pre-
miums, while others are simply unable to af-
ford health care coverage.

Many people in my state have lost their jobs
and fear that they won’t be able to afford their
children’s medication or that an unforeseen ill-
ness will bankrupt them.

Some individuals who have insurance are
simply staying in a job they don'’t like because
their next job may not offer health care insur-
ance.

Others who are happy with their insurance
worry that any drastic reform will force them
into a system that will limit their choice of doc-
tor or access to medical treatment.

| agree with the President that it is time to
fix the health care system in the United States
so that all Americans, all my constituents,
have access to quality affordable health care
coverage.

However, | strongly believe that any reform
that we consider in the House must be based
on a few important principles.

First, it must give everyone access to quality
and affordable health care.

All individuals should have the freedom to
choose the health plan that best meets their
needs.

Second, any reform should ensure a patient
centered system.

Patients in consultation with their doctors
should be in control of their health care deci-
sions and not government bureaucrats or in-
surance agents.

If your child or parent is sick, you should
have access to timely tests and treatments
and not subject to waiting lists or treatment
decisions dependent on anyone other than
you and your doctor.

Third, our health care system must empha-
size prevention and wellness.

Chronic diseases account for 75 percent of
our nation’s medical costs. By implementing
programs focused on preventing such things
as smoking and obesity-related diseases, we
will not only save lives, but reduce health care
costs.

And lastly, any reform needs to focus on
getting rid of the waste, fraud and abuse that
plagues our current system. Approximately
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$60 billion is lost due to fraud in the Medicare
program alone. We can’t afford to multiply that
number through a government takeover of our
entire health care system.

Our health care system needs to prioritize
efficiency, transparency, and results.

| look forward to working with Members of
both parties to ensure that these principles
guide any legislation we will consider in the fu-
ture.

————
GENERAL LEAVE

Mr. KIRK. Mr. Speaker, I would like
to ask unanimous consent that Mem-
bers have 5 legislative days in which to
revise and extend their remarks on the
subject of my Special Order.

The SPEAKER pro tempore (Mr.
BRIGHT). Is there objection to the re-
quest of the gentleman from Illinois?

There was no objection.

———
HEALTH CARE REFORM

The SPEAKER pro tempore. Under
the Speaker’s announced policy of Jan-
uary 6, 2009, the gentlewoman from
Pennsylvania (Ms. SCHWARTZ) is recog-
nized for 60 minutes.

Ms. SCHWARTZ. Mr. Speaker, I rise
this evening to begin what I hope will
be a Special Order time with my col-
leagues. It’s a little earlier than we
thought, so we’re going to see as they
make their way to the floor. Hopefully
they will be joining me.

But, as you know, there has been a
great deal of discussion about health
care reform. We just heard a Special
Order now from my colleagues on the
other side of the aisle talking about
health care reform and some of their
thoughts about it, and I think some-
times we focus very much on con-
troversial issues and some of the dif-
ficult decisions we have to make as we
move forward, and let me start with
what we’re trying to do on health care
reform, on this.

What we want to talk about tonight
is some of the very important work we
want to do as we really meet the Presi-
dent’s goals.
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He has laid out to us the goals for
health care reform, and they are really
threefold. They are to make sure that
we contain costs. The fact is that our
businesses have said to us that the high
cost of health coverage, providing
health benefits for their employees, has
gone up almost double digits every
year. And what that really means is
that we have doubled the cost of health
care benefits to our companies in the
last 10 years. That’s unsustainable for
our businesses, whether they are small
businesses that are trying to be eco-
nomically competitive in their commu-
nities or very large businesses that are
really functioning on the global mar-
ketplace and really competing with
companies that are in countries where
health care is not an individual em-
ployer’s responsibility and where costs
are more controlled. So we know it’s
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an economic competitive issue. There’s
no question about that.

We also know that it is an issue for
government. I serve on the Budget
Committee. The costs, and we talk
about this, for Medicare is really
unsustainable if we don’t do a better
job of containing costs and improving
quality and improving outcomes for
our seniors. We’re going to talk more
about that this evening.

But we also know that it’s a huge
problem for our families. We hear all
the time from our constituents about
families that have break in coverage
and then suddenly find themselves
faced with buying a family policy with
a preexisting condition, someone in
their family with a preexisting condi-
tion, and the cost of that policy, if
they can find one, is too high for them
to be able to afford.

Typically, I know in the Philadelphia
area, a decent insurance policy costs
anywhere from $12,000 to $15,000 a year.
Well, a family that’s earning even
$560,000, $60,000 a year, after paying
their mortgage and paying their ex-
penses and maybe trying to save some-
thing for their children to go to college
and meeting all the taxes, local and
State, really just don’t have those
kinds of dollars left for them to find
$12,000 to buy a decent policy. So
they’re shut out, completely shut out,
which is really a very significant prob-
lem when they want to go for health
coverage. So we know cost is abso-
lutely a major issue for our businesses,
for our families, and for our govern-
ment.

So what can we do about it? How can
we actually ensure that we will contain
costs and improve quality and also be
able to extend coverage for the 47, al-
most 48, million Americans who do not
have ongoing health insurance cov-
erage? And the fact is we can do num-
bers of things, and we have been work-
ing hard on this to make sure that we
create the kind of market reforms that
will enable people to buy meaningful
coverage that is affordable for them
and that they will have the kind of
coverage that will really matter.

We also know that we need to make
some real changes in the delivery sys-
tem. And, again, that’s what we are
hoping to focus on tonight. And what I
mean by that, if for all of us who go to
see doctors and nurses and spend time
at all in a doctor’s office either for our-
selves or for our loved ones, we know,
and our numbers bear this out, that, in
fact, we tend to go to more specialists.
We have very fragmented care. What
we don’t have is access to a primary
care provider who knows us, who fol-
lows us, works with us when we get a
serious disease, helps us know what it
is that we need to be doing, helps us
comply with recommendations, and
really also helps us sort through if we
need to see numbers of specialists.

So whether you are basically fairly
healthy or have a major health care
crisis or a chronic disease, we know
that we cannot only get better quality
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care, help improve health status for all
of us and each of us, but also contain
costs.

And I'm happy to give you some of
the numbers that we have in terms of
some of the primary care shortages. We
often talk about primary care physi-
cians, but the fact is we also have a
shortage of nurses, nurse practitioners,
physician assistants, and so many of
the health care providers that really
should be there for us and want to be
there for us but there is simply not
enough of them.

The Council on Physician and Nurse
Supply says the United States may
lack as many as 200,000 needed physi-
cians by 2020. So here we are saying
that we want you to go see the primary
care physician or nurse practitioner.
We don’t want to go to the emergency
room. LLook at the Massachusetts expe-
rience where they really worked very
hard and effectively to extend coverage
to the uninsured. What they found was
people were still going to the emer-
gency room because there simply were
not enough primary care providers or
clinics or community health centers in
their communities for them to go to.

Let me go on with some other num-
bers, if I may. They estimate that
there could be a shortage of 800,000
nurses by 2020; 46,000 of those physi-
cians and nurses need to be primary
care providers. The U.S. population
rose 31 percent between 1980 and 2003,
but the number of medical school grad-
uates remained the same. So the popu-
lation is growing. We’re looking at a 30
percent growth in population, and the
number of physicians is the same. And
what is so interesting about that is I
think for a long time we’ve heard we
have enough physicians but they’re
just not in the right place. Well, I
think we’ve gotten that a little bit
wrong. There are simply not enough
primary care practitioners, physicians,
or other practitioners.

Interestingly, the number of medical
students who are choosing primary
care is steadily declining. Even
amongst those who are specializing in
internal medicine, I will say that in
1985, half of all internal medicine resi-
dents chose primary care; now only 20
percent do.

I was at a press conference this
morning with Congresswoman KATHY
CASTOR and Congressman JOHN SAR-
BANES and a young woman who has just
graduated from osteopathic school.
And she talked about the statistics,
and she said that most medical school
graduates graduate with almost
$200,000 in debt. Their first job as a
resident, and still training actually, is
usually paid about $40,000. So how do
you train for another 3 or 4 years,
make $40,000 a year, and pay $200,000?
That’s just medical school. You may
have a course debt from college as well.
So it is a major issue going forward to
make sure that we have more primary
care physicians.

Older Americans also are seeking pri-
mary care services twice as often as
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other age groups. So as the population
is aging, and we LKknow the baby
boomers are coming, and we are talk-
ing about them, of course, in terms of
Social Security, but the fact is we
know that as we are aging and needing
more health services, it is very, very
important for us to have access to pri-
mary care providers.

Let me also talk about one of the
reasons we need primary care pro-
viders, and that is all of us, but par-
ticularly those with chronic condi-
tions. We think about needing health
care when we get sick and have an epi-
sodic experience where we might need
to go to the hospital and might need to
see a physician, might even end up in
the emergency room. But for many
people, they have chronic conditions,
and they need to have an ongoing rela-
tionship with health care providers so
that they can get the kind of care they
need, get the advice, get the right pre-
scriptions, and then be able to work
with their medical practitioners to be
able to comply with that advice and to
be able to make sure that they are
healthy. And the number out there is
that only 50 percent of Americans who
do get health care comply with the rec-
ommended health care that they’re
told to comply with. So obviously we
need some work here.

This is a shared responsibility. This
is not only a responsibility of those
who pay for health services and are re-
imbursed for health services and those
providers but, of course, for patients as
well.

So let me just say on chronic condi-
tions, some of these numbers may sur-
prise us. But the five most costly
chronic conditions are cardiovascular
disease, cancer, diabetes, asthma, and
mental health disorders. Over 133 mil-
lion Americans suffer from at least one
of these chronic diseases, and over 75
percent of all Medicare expenditures
can be attributed to patients with five
or more chronic conditions. Just 10
years ago, these beneficiaries ac-
counted for only 50 percent of the
Medicare costs.

So something’s wrong. We have to fix
this problem. We have to make sure
that people can hopefully prevent some
of these chronic disease. We might be
able to do that in a number of ways. I
know there’s a lot of discussion about
wellness programs for prevention. We
have seen some very good models. Par-
ticularly some of the larger employers,
smaller employers, some of the insur-
ance companies are really working
hard to try to incentivize people to eat
right, to exercise to be able to prevent
some of these conditions and some of
these conditions from worsening. But
clearly we have a long way to go and
we have much work to do to make sure
we, again, help folks with chronic dis-
eases be able to be healthier, to get
better, to not have the disease get any
worse. And, of course, in that process it
will save them money and it will save
all of us the high cost of taking care of
patients.
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Any of us who has ever visited a
renal dialysis center knows that if we
can do more to make sure that some-
body who, for example, is diagnosed
early as a diabetic follows the pre-
scribed treatment, does try to eat
right, exercise, really takes care of
themselves, and gets good consistent
health care and can prevent themselves
from becoming more seriously ill and,
of course, going into any kind of renal
failure and needing renal dialysis is
something that would save them many
problems and would save us all a lot of
the costs involved.

Just a few more numbers because I
think they’re pretty telling. Chronic
conditions cost American businesses
nearly $1 trillion each year in lost pro-
ductivity. We don’t even think about
the number of dollars that are lost as
workers take time off for serious ill-
nesses. About $125 billion of this is due
to lost workdays, and the balance is
due to diminished capacity while they
are at work. So for businesses it’s not
only the cost of the insurance and the
benefits, but it’s also a cost when their
own workers are not being able to real-
ly work at the full scale of their poten-
tial and their capacity.

So we know that we can do more.
Economic conditions, the health bene-
fits, really taking serious action to
make sure that we have enough pri-
mary care providers, and that we do a
much better job of coordinating care
for those with chronic diseases will
really have a dramatic impact on the
health status of Americans and on the
cost to all of us. And that’s really what
we want to do.

I think that we have heard some oth-
ers talking earlier about the need to do
medical research. We believe very
strongly in that, and we have already
made a very good commitment to
doing that by putting $10 billion more
into NIH. We did that in the Recovery
and Reinvestment Act, and that was
very significant. Of course, we want to
see better treatments and we do want
to see cures. That takes dollars for
medical research and a real commit-
ment to the science of biomedical re-
search into some of the new products
and devices. But it also takes preven-
tion and it also takes better coordina-
tion of care.

Patients with chronic diseases need
to have access to primary care pro-
viders. We talked a bit about that. We
need to be able to make sure that they
get good ongoing chronic disease man-
agement.

And I have introduced legislation.
It’s House bill 2350, and I have to say
it’s got enormous support here in the
House, 100 cosponsors. I'm very proud
of that. And many others are looking
another it, and I have only introduced
it just a couple of weeks ago. The idea
of that legislation is to make sure that
we preserve patient access to primary
care. And one way to do that is to in-
crease the number of primary care pro-
viders by increasing the number of
residency program slots for primary

CONGRESSIONAL RECORD —HOUSE

care. We’re going to hopefully do that.
And for more nurse practitioners and
more nurses in this country. That
would be very helpful. But another con-
cept, and I see another colleague of
mine is going to join us, which is just
great, but just to finish this thought,
there’s also reimbursement for a con-
cept called ‘‘medical home.” This isn’t
a place. This is a group of services. It’s
a commitment on behalf of the pro-
vider, the doctor, the nurse practi-
tioner, the physician assistant to be
able to provide a medical home so that
you know you have ongoing care, par-
ticularly when you have a chronic dis-
ease. And we can talk more about that
going forward.

But I want to thank my colleague for
joining me. I see Congressman JASON
ALTMIRE has joined us. He’s also from
Pennsylvania, from the other side of
the State, from a community, Pitts-
burgh, which is known for its medical
care, medical schools, and it has a lot
of health care providers. But I bet and
would imagine that Congressman
ALTMIRE has some of the same experi-
ences I do, that while we have great
quality health care, it is also too often
fragmented and is too often not acces-
sible and too often not affordable for
too many of our constituents.

So we’re here tonight to talk about
health care reform, particularly the
commitment that we’re making as we
move forward on health care reform to
expand and extend access to more
Americans, to make it more affordable.
It also means a commitment to fixing
our delivery system, and that means a
commitment to primary care.

I want to thank Congressman
ALTMIRE for joining us, and I welcome
his comments.

Mr. ALTMIRE. I thank the gentle-
woman for yielding. It’s been a pleas-
ure working with the gentlewoman as
part of the New Democratic Coalition.
We are the co-Chairs of that group.

The gentlewoman hit it right on the
head, that we do have the best health
care system anywhere in the world if
you can afford to get it. If you have ac-
cess, and there are millions of Ameri-
cans that have insurance and they like
it and they have access to the system,
our medical innovation, as the gentle-
woman said, our research, our tech-
nology far exceeds anything available
anywhere else in the world. Our quality
at the high end exceeds anything avail-
able anywhere else. It’s why people
come from all over the world to the
United States to get their transplants,
to get their heart taken care of, to get
their high-end, high-tech care because
we do it better than anybody else, and
there is no question about that.
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The problem is the costs are sky-
rocketing with our health care system.
Every family, every business, every in-
dividual in this country is impacted by
the cost of health care and not just
with what you’re paying directly for
your health care costs—what your co-
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payment, your premium or your de-
ductible is. The cost of everything that
you buy in this country is higher be-
cause of health care costs. We use the
example of an American-made car.
$1,500 of the price of every car made in
this country goes to health care costs—
to the health care costs of the workers
who are involved in putting that car
together.

It’s more than that. It’s every level
of the supply chain, every segment. If
you think about the company that
manufactures the good, the people who
ship the good, the people who receive it
and stock the shelves, and the people
who sell it, at every level, there is a
component of cost that is increased be-
cause of health care costs of the com-
panies involved in that. This is at
every level of the supply chain.

If you think about every segment of
our lives, health care is a part of that.
What we are trying to grapple with
here in this Congress over the next few
months is how to preserve what works
in our current system, because we
don’t want to throw the baby out with
the bath water. We don’t want to lose
the good things about our health care
system, but we do want to address the
things that don’t work. So we think
about the fact that we spend $2.5 tril-
lion a year on health care in this coun-
try, far more than in any other country
in the world.

Yet, with some things, we don’t get
mediocre results; we get bottom-of-the-
pack results when compared with other
countries—in life expectancy and in in-
fant mortality. We’re not in the middle
of the pack. We’re at the bottom of the
pack. We can do better. We’re not get-
ting our moneys worth, especially
when you consider the 50 million Amer-
icans who don’t have any health insur-
ance at all. Now, when they show up at
the emergency rooms, they get cov-
ered; they get treated, but the bill gets
passed to the millions of Americans
who do have health care coverage. The
reason you pay $10 for an aspirin at a
hospital is due to the cost shift that
takes place, making up for the dif-
ference of the people who can’t afford
their health care. There are tens of
millions more who live in fear of losing
their coverage. They are one accident,
illness or job loss away from losing ev-
erything, and that, in the United
States of America, is unacceptable.

So we have very high quality at the
high end, but we have very high costs,
way more than any other country. We
have millions of Americans who have
coverage and who appreciate their cov-
erage and who like it, but we have tens
of millions more who don’t have cov-
erage or who are underinsured.

So the challenge we have as a Con-
gress is how to fix what doesn’t work—
what’s broken—and how to preserve
what does work. We’ve put forward a
plan, and we’re in the very beginning
stages. There is a lot of negotiation
that’s going to go into this, both in the
House and in the other body, to talk
about how we can achieve that goal—



H6614

but make no mistake. As the gentle-
woman knows, we are not going to fail.
We are going to pass a health care bill
this year because the American people
have demanded that we do that.

As I said, it affects everybody in this
country. The cost increases that are
double and triple the rate of inflation
every single year are simply
unsustainable. We are never going to
get ourselves out of the budget crisis
that we have over the long term, our
annual budget deficit and our struc-
tural debt that we have, unless, as the
President says, we bend that cost curve
on health care. We have to bring costs
more into line with the rate of general
inflation.

Ms. SCHWARTZ. Would the gen-
tleman yield for just a moment?

I think, when some of our constitu-
ents hear some of those words, they
really want to know—and I think
that’s one of the things that we’re real-
ly interested in pursuing here. They
want to know: Well, does it mean I'm
going to get less health care? Does it
mean I'm not going to get what I need?
Does it mean I'm going to go to the
emergency room, and they’re going to
turn me away?

The fact is we’re trying to be smarter
than that. We want to say no. What
we’re saying instead is that we want to
make sure you get the right services
when you need them. I'm sure you hear
from constituents who find that they
don’t go to emergency rooms because
there simply aren’t doctors in their
communities. I remember when I was
growing up that there was a general
practitioner down the street. We all
went to him. I'll bet there’s no general
practitioner there anymore. I know, in
parts of my own district, we’ve seen
some hospital units close. We’ve seen
doctors’ offices close. It just isn’t the
way medicine is practiced right now.

The truth is, with reimbursement to
insurance companies and with what
we’ve done under Medicare, we’ve not
created any incentive for doctors or
nurse practitioners to go and open of-
fices in small communities and provide
those kinds of services. Instead, we’'ve
encouraged them to become specialists,
to really do the fancy kinds of things.
While we need them and while we want
to make sure we have those specialized
physicians there and available for us
and while that has got to be covered, if
we only cover that, if we only focus on
that, we’ve really forgotten sort of the
simple things, you know, which are:

How do you really talk to patients
and make sure that they understand
what they need to do? How do we actu-
ally make sure that we have a shared
responsibility instead of a patient’s
saying: Oh, I'm sure I can just go and
get a pill for that. Wouldn’t we all love
that, to be able to take a pill and we’d
all be fine. It takes more personal re-
sponsibility, and it takes a patient-doc-
tor relationship. That’s often what’s
missing is that ongoing relationship
with primary care providers—that’s
both physicians and nurse practi-
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tioners—and it’s one of the things we
want to address.

I'm sure that the gentleman has
heard the concept of medical homes.
Maybe you’ll want to talk about that,
about the idea of an ongoing relation-
ship, about the fact that we’re really
interested in this health care form of
creating a new opportunity to reim-
burse primary care practitioners for
that kind of ongoing relationship with
patients so that they know which spe-
cialists to see and so that they can
help people sort through the many
medications they take. I was just going
to give you one number, which my staff
gave me earlier, which I was really
quite struck by.

It said that medical beneficiaries
with 5 or more chronic conditions see
an average of 13 different physicians
per year and are prescribed an average
of 50 different prescriptions.

That’s a lot to sort through if you’re
not an expert. It really is. Think about
actually having someone you can talk
to and say: Wait a minute, do I really
need to take these? Should I still be
taking these? Shouldn’t I? You know,
who do I ask about this?

I’'m sure you’ve heard some of these
stories from your own constituents and
probably from some of your own pro-
viders as well.

Mr. ALTMIRE. I have, and I thank
the gentlewoman.

There is a lot to talk about just with
this one concept, with this one compo-
nent of health care. Part of the issue
that we’ll, I’'m sure, get into is that of
computerized medical records, of hav-
ing an electronic health record that
you carry with you everywhere so you
avoid this situation that the gentle-
woman described where you have, as a
consumer, 50 different medications
when you show up at a provider’s some-
where that’s out of your hometown.

If I go to San Diego and put my ATM
card in the machine, I can pull up all of
my financial records safely and se-
curely. I never think about privacy. If
on that same trip I end up in the emer-
gency room, they don’t have my med-
ical history. They don’t have my fam-
ily’s medical history. They don’t have
my allergies, my prescription drug reg-
imen. They don’t have any imaging
that I might have had taken—x rays
and so forth.

There is no reason that health care
has to be the only industry in the coun-
try that hasn’t gone to an inter-
connected/interoperable health infor-
mation technology system, which is
part of where the gentlewoman is
going.

The other part—and this is a great
point—is we have to begin to have our
reimbursement system structured in a
way that we incentivize the quality of
care rather than the volume of care.
We should not just talk about how
often the patient goes to see a doctor
and then reimburse based solely on
that. We should be reimbursed based
on: What is the appropriate setting for
the patient? Where would the patient
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rather be? Where is the patient going
to get the highest quality care?

We don’t do that right now in our
health care system. If you have a
chronic disease, there are some cases—
and certainly it would be on an indi-
vidual basis and in conversation with
your physician—where it shouldn’t be
determined based on reimbursement,
based on money, as to what setting in
which you’re going to get that care. It
should be: What is the best outcome
likely based on the setting that you
get? If home- and community-based
care is the best setting, we shouldn’t
provide a financial disincentive to get
it there. If that’s the most appropriate,
cost-effective setting and, most impor-
tantly, that’s where the patient wants
to be and that’s where his family wants
the patient to be, then, by all means,
we should incentivize that setting.
We’re not doing that today.

Ms. SCHWARTZ. If the gentleman
would yield, I appreciate very much
your raising the issue of health infor-
mation technology. You’re absolutely
right.

The health industry has been so slow
to really be involved—to really use the
computer, to use information tech-
nology—in a way that so many other
industries have been. As any of us
know who started out in our profes-
sional careers not using computers, I
think we sometimes were slow or were
anxious to do it. We were nervous
about that.

I remember someone who worked for
me a number of years ago who resisted
it completely. She said: Don’t be silly,
I know exactly what I'm doing. I take
notes. I do fine. We finally told her she
had to use a computer. We just told her
that we were doing it. Just a few
months later, I remember the com-
puter system went down, and she was
like: Oh, my goodness. How can I func-
tion?

Well, you can imagine this in health
care, which has been so paper-driven
and so labor-intensive, the idea that
physicians would have this at their fin-
gertips even within their own city or
even within their own medical practice
sometimes. I was talking with a med-
ical practitioner who said: Some-
times—I don’t know—a patient could
have been in my office, seeing another
doctor the day before, and because the
notes weren’t transcribed yet, I don’t
know happened—or 3 days ago.

Another example: A patient who is
just visiting Geisinger health system
in Pennsylvania—a great model. The
primary care physician has the ability
to see the hospital records while pa-
tients are in the hospital. So they
don’t have to wait 3 weeks for special-
ists who saw them in the hospital to
write them a summary, have it dic-
tated and mailed to the primary care
physician 3 weeks later or 4 weeks
later.

It turns out those 3 or 4 weeks are in-
credibly important, after discharge, for
the patient to be following the advice
of the physician and knowing what to
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do. It’s a very uncertain time. You
need to be able to have contact with
your primary care physician during
that time, and the primary care physi-
cian needs to know firsthand what hap-
pened to you.

An electronic medical record is ex-
tremely important in helping a pri-
mary care physician provide the right
care for you and prevent a re-admis-
sion, which is a huge cost for all of us.
We’ve talked a lot about that in terms
of infections, but there are a lot of rea-
sons people get re-admitted to the hos-
pital. If we can prevent that by the
right kind of home care, as you pointed
out, or by the right care and attention
from a primary care physician, that is
not only going to help that person stay
healthier, but it is also going to help
that person get the care he wants.

I know we talked about this, too,
which is, in terms of improving qual-
ity, there are now critical protocols.
We like to think that every one of our
physicians knows exactly what to do
for us. By and large, most of our physi-
cians, fortunately, are pretty good. As
for all of us, if you have to do five
things for somebody when one comes to
you because one has some particular
health condition and you tend to do
four of those five most of the time,
you're probably pretty good. It turns
out, if you actually do all five every
time, your patients are going to be a
whole lot better off for it.

So, you know, maybe we’re not used
to the fact that the doctor might actu-
ally look that up on the electronic
medical record and have to check it
off, but it turns out that it really
makes a big difference when you really
did remember to remind one to stop
smoking and when you really did re-
member to tell a parent to put a child
in a seatbelt. I mean all of those things
may not seem so directly connected to
what a physician was seeing one for,
but it enables the physician to make
sure one gets the care one needs: Re-
mind them about mammograms. It’s
time. If a woman hasn’t had a mammo-
gram for 3 or 4 years, maybe it’s time,
not to mention making sure that they
take the right medications and follow
the right orders.

So electronic medical records are
what—you’re right—the new Dems
have really championed, and we have,
of course, a President who has cham-
pioned it as well. We put in $19 billion
in the Recovery and Reinvestment Act
to really help push this forward in a
much more ambitious way—the use of
electronic medical records in our phy-
sicians’ offices and in our hospitals and
having them be secure, private and
interoperable. It’s absolutely key.

I don’t know if you wanted to com-
ment on that or on other issues related
to primary care or on other things that
we can do with the delivery system
that really will help us be able to con-
tain costs and to give better care to
people.

Mr. ALTMIRE. I wanted to comment,
following up on the gentlewoman’s
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comment on quality of care and med-
ical errors.

According to the Institute of Medi-
cine, there are 100,000 people every year
who lose their lives due to a prevent-
able medical error. Needless to say,
with each one of those individuals,
there is a tragic component to their
personal stories—to their families or
certainly to their own losses of life.
There is also a burden to the health
care system of medical errors because
there are hundreds of thousands more
who, because of preventable medical
errors, are injured. Their treatment
costs more, and each one of those indi-
viduals, more importantly, has suffered
a severe medical setback. Their fami-
lies are impacted by that. Their lives
may never be the same.

In the aggregate, when we talk about
cost reduction, something as simple as
preventing infection, as the gentle-
woman talked about, or as simple as
preventing medical errors through the
use of information technology, these
are things that are going to save bil-
lions of dollars for our health care sys-
tem in the aggregate. More impor-
tantly, they’re going to increase qual-
ity for every individual who enters our
health care system and will prevent
these medical errors.

So the gentlewoman is correct that,
when you look at even that one seg-
ment of health care reform, you’re
talking about billions of dollars.
You’re talking about the quality com-
ponent—impacting lives in a way that
is exponential throughout the health
care system, not just involving one
person.
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Ms. SCHWARTZ. I was going to men-
tion something else, too, that I think
that’s a really important and good
point is that one of the other points
that we make that we’re also trying to
do in health care reform in terms of
prevention and chronic disease man-
agement is that so many health poli-
cies that people buy, the up-front costs
are really on them and so that prevent-
ative services—the screening, the early
intervention, the simple doctor visits
that can reduce the incidents of disease
and keep you out of the hospital and
keep you healthy—sometimes that’s
what you have to pay out of pocket for.

Some people say, Good. You should
pay out of pocket. I think we have to
understand what we’re doing in health
care reform is very much about a
shared responsibility.

We were talking about providing
some subsidies for lower-income work-
ing people. Everybody is going to have
to pay into the system. We’re going to
keep the employer-based system. We’re
going to help those who really are at a
lower income be able to pay on a slid-
ing-scale basis for health insurance ei-
ther in the private system or public op-
tion. But the fact is that we should be
creating incentives to get early care:
not wait too long, not wait until
they’re sick, not wait until they go to
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the emergency room. And that’s what
we’re going to do as well.

So I did want to just finish up by say-
ing that this health care reform effort
that we are engaged in is complicated,
but it’s also very important. We want
to make sure that, again, our busi-
nesses are able to continue to provide
health coverage for their employees,
that families can afford it if they’re on
their own, and small businesses or indi-
viduals can afford to pay for health
care, and that government can con-
tinue to meet our obligations under
Medicare for our seniors, something so
important.

And we’re only going to be able to do
that if we do a Dbetter job of
incentivizing, providing reimburse-
ment, for delivery systems, medical
providers, doctors and nurses, and all
of the many health care practitioners
that are so important to us. We have to
make sure that they have the reim-
bursement, they have the tools to be
able to provide the care in the right
settings in the community to help us,
have the information we need, have the
right medical device to work with us to
be healthier.

At the end of the day, our hope, I be-
lieve, is not only that we will extend
coverage, not only that we will contain
costs, not only that we will improve
quality, but at the end of the day,
Americans will be healthier. And if
Americans are healthier, we will, in
fact, contain costs and be able to afford
to make sure that we have no child in
America without health coverage, that
we don’t have families who are bank-
rupt as a result of health coverage,
that we don’t have families worrying
every day because they have one fam-
ily member with a chronic disease and
they can’t get insurance and that they
can’t act responsibly. That is certainly
something that we want to do.

It’s a goal that the President has set
out. It’s a goal that many of us have
worked for years on. We’re working
hard right now to make it happen, and
I look forward to standing on this floor
to have the opportunity to vote for
comprehensive health care reform that
will contain costs, that will improve
quality, that will help enable every
American to have access to affordable,

meaningful health coverage in this
country.
I yield back the balance of my time.

———

LEAVE OF ABSENCE

By unanimous consent, leave of ab-
sence was granted to:

Mr. HIMES (at the request of Mr.
HOYER) for today on account of death
in the family.

Mr. HILL (at the request of Mr.
HOYER) for today until 1 p.m. on ac-
count of personal reasons.

Ms. CORRINE BROWN of Florida (at the
request of Mr. HOYER) for today after 2
p.m. on account of district business.

Mr. BACA (at the request of Mr.
HoYER) for today and June 12 on ac-
count of a death in the family.
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