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spent into circulation, and the U.S. 
Treasury makes a neat profit on them. 
But when we issue cash, we go further 
into debt. When the U.S. Government 
issues paper cash, they go further into 
debt because bonds are created to back 
the cash, and thus the debt increases. 

With a currency we go into debt, but 
it makes a profit when coins are placed 
in circulation. This is truly a system 
that defies logic, and we should issue 
our coins or issue our cash as we issue 
our coins. 

Here is a simple way to accomplish 
that; this is not complex, this is not 
rocket science. Congress only needs to 
pass legislation requiring the Treasury 
to print and issue U.S. Treasury cur-
rency in the same amount, in the same 
denominations, of the present Federal 
Reserve notes. No change in the money 
supply. The Treasury would issue these 
U.S. notes through the banks and at 
the same time withdrawing a like 
amount of Federal Reserve notes. 

As these Federal Reserve notes are 
collected by the U.S. Treasury, they 
must be returned to the Federal Re-
serve and essentially to redeem the 
over $400 billion of U.S. interest bear-
ing U.S. Treasury bonds now held by 
the Fed. So the Fed holds the bonds. 
We can take the U.S. currency and ex-
change it for those bonds. Over a cou-
ple of years we will have U.S. currency 
circulating instead of Federal Reserve 
notes, and the U.S. debt would be re-
duced by over $400 billion. 

That sounds too simple. Well, it is 
simple. This is not rocket science. 
There is no appreciable down side, and 
I expect to discuss this issue a lot in 
the future just because somebody needs 
to take a look at how our money was 
issued and allow us to avoid paying 
that $27 billion a year interest just to 
rent our currency from the Federal Re-
serve.

f 

HMO REFORM UPPERMOST ON 
MINDS OF AMERICANS 

The SPEAKER pro tempore. Under 
the Speaker’s announced policy of Jan-
uary 6, 1999, the gentleman from New 
Jersey (Mr. PALLONE) is recognized for 
60 minutes as the designee of the mi-
nority leader. 

Mr. PALLONE. Mr. Speaker, the 
issue of HMO reform has become one of 
the most important issues on the 
minds of Americans today, and I can 
certainly tell you that from the forums 
and the people that I met and talked to 
during the August break that we re-
cently held with the House of Rep-
resentatives. I had a number of forums 
in my district that were specifically 
about HMO reform where we talked 
about the Patients’ Bill of Rights and 
what some of us are trying to do in the 
House of Representatives to reform 
HMOs and to end some of the abuses. 
And I found overwhelmingly that at 
my general forums or my forums that 

were specific to HMO reform that peo-
ple felt that the need to address the 
abuses of HMOs and managed care was 
the number one issue on the minds of 
my constituents. And we know that 
polling around the country amongst 
Democrats, Republicans, and Independ-
ents shows that that is certainly the 
case as well. 

There have been also I should men-
tion a number of front page articles in 
the leading newspapers, the New York 
Times, the Washington Post on the fe-
vered pitch, if you will, that the debate 
over managed care reform has assumed 
on Capitol Hill, and it is also assumed 
I would say a clear and identifiable 
framework.

The debate is now one between sup-
porters of managed care reform on the 
one hand, mostly Democrats, and some 
Republicans and the Republican leader-
ship on the other hand. The Republican 
leadership which with the insurance in-
dustry are fighting tooth and nail to 
undermine the various managed care 
reform proposals that have been intro-
duced either by Democrats, by Repub-
licans or on a bipartisan basis. 

The issue of HMO reform has reached 
the dimensions it has because patients 
are being abused within managed care 
organizations. It is just common sense. 
Many people come up to me because 
they have had problems with HMOs 
where they felt that common sense 
would dictate that they should be able 
to go to an emergency room or they 
should be able to have particular treat-
ment or stay in the hospital a few 
extra days, and they are told that they 
cannot.

Patients today lack basic elementary 
protections from abuse, and these 
abuses are occurring because insurance 
companies and not doctors are dic-
tating which patients can get what 
services under what circumstances. 
Within managed care organizations, 
HMOs, the judgment of doctors is in-
creasingly taking a back seat to the 
judgment of the insurance companies. 
Medical necessity is being shunned 
aside by the desire of bureaucrats to 
make an extra buck, and people are lit-
erally dying because they are not get-
ting the medical attention they need; 
and ironically enough, they are in the-
ory paying for it in their premiums. 
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I cannot emphasize enough, Mr. 
Speaker, how many times during the 
break, during the August recess, that 
people came into my district office 
complaining about abuses related to 
HMOs and managed care. 

Now, because of the importance of 
this issue, there are a number of legis-
lative proposals that have been intro-
duced to give patients the protections 
they deserve. I have been on the floor 
many times talking about the Demo-
crat Caucus’ Health Care Task Force, 
which I cochair; and together with the 

gentleman from Michigan [Mr. DIN-
GELL] and most Democratic Members 
here in the House, we have introduced 
legislation which would provide pa-
tients with a comprehensive set of pro-
tections from managed care abuses. 
This is the Patients’ Bill of Rights, as 
it is called. It is not an attempt to de-
stroy managed care, it is an attempt to 
basically improve it and to make it 
better.

I cannot emphasize that enough. Dur-
ing the forums I had during the break, 
I had actually people from an insur-
ance company who sold insurance poli-
cies for managed care, and I suggested 
to them over and over again and ex-
plained to them that those of us who 
want reform are not against managed 
care. Managed care is here to stay. We 
know that it saves money; we know 
there are positive values to it. But on 
the other hand, the abuses have to be 
corrected.

Now, I wanted to say that what hap-
pened just before the August break in 
that first week of August when we were 
last in session was very significant. At 
that time and a few weeks prior to that 
the Republican leadership was saying 
they were willing to bring some kind of 
managed care reform to the floor and 
let us vote on it, up or down. However, 
they ultimately decided not to allow 
that, not to do that. 

Because of that, there were Repub-
lican Members, and I will mention the 
two leaders, the gentleman from Geor-
gia [Mr. NORWOOD] and the gentleman 
from Iowa [Mr. GANSKE], both Repub-
licans, both health care professionals, 
who decided they were going to join to-
gether. Because they could not get a 
vote on the floor on managed care re-
form from the Republican leadership, 
they would join together and bring 
some of the Republican colleagues over 
to help most of the Democrats who had 
sponsored and put forward the Pa-
tients’ Bill of Rights. 

So just before the break, it was an-
nounced there would be a new bipar-
tisan bill sponsored by these Members, 
the gentleman from Michigan [Mr. DIN-
GELL] and the gentleman from Georgia 
[Mr. NORWOOD], the gentleman from 
Michigan [Mr. DINGELL] being our 
Democrat and ranking member on the 
Committee on Commerce, and the gen-
tleman from Georgia [Mr. NORWOOD]
and the gentleman from Iowa [Mr. 
GANSKE], also Republican members of 
the Committee on Commerce; and we 
would put together a new bipartisan 
Patients’ Bill of Rights, which is very 
similar really to the Democratic bill 
that came out of our Democratic 
Health Care Task Force and that we as 
Democrats have been talking about for 
the last year or more, and we now have 
20 Republicans who have agreed to co-
sponsor this new bipartisan Patients’ 
Bill of Rights. 

That was a major achievement. 
There are now a majority of Members 

VerDate May 04 2004 09:58 May 17, 2004 Jkt 069102 PO 00000 Frm 00089 Fmt 0688 Sfmt 0634 E:\BR99\H09SE9.003 H09SE9



CONGRESSIONAL RECORD—HOUSE 21133September 9, 1999 
of this House on both sides of the aisle 
that are willing to say that they want 
the Patients’ Bill of Rights brought to 
the floor and are willing to cosponsor 
the bill. 

Unfortunately, nothing has really 
changed in terms of the Republican 
leadership. The Patients’ Bill of 
Rights, this new bipartisan one, does 
not enjoy the support of the Repub-
lican leadership. In fact, if we are to 
believe, if you will, what we read in the 
newspaper, it is not just the Patients’ 
Bill of Rights that the Republican lead-
ership opposes. They appear to be op-
posed to the larger notion of managed 
care reform. They are simply not will-
ing to cross the insurance industry in 
order to give patients better protec-
tions and doctors greater power over 
medical choices. 

I would like to point out that the 
GOP leadership’s opposition to the new 
bipartisan Patients’ Bill of Rights is 
not exclusive to the House. In the Sen-
ate, Senator NICKLES recently
lambasted the American Medical Asso-
ciation for supporting the Patients’ 
Bill of Rights. During the break the 
American Medical Association, I 
should mention, came out in support, 
unconditional support, of this new bi-
partisan Patients’ Bill of Rights. Yet 
Senator NICKLES said he was shocked 
that they would do it, and he suggested 
that the AMA’s support of the Pa-
tients’ Bill of Rights would jeopardize 
their relationship with the Republican 
Party.

I have to point out that it is not just 
the AMA, it is not just the AMA rep-
resenting doctors, it is almost every 
health care professional organization 
that has now come out in support of 
the Patients’ Bill of Rights. We have 
over 100 patients, medical health care 
and consumer groups that have an-
nounced their support for the bill, and 
I think the problem with the GOP lead-
ership, the Republican leadership, is 
that rather than hear the voices of the 
vast majority of their constituents and 
the overwhelming voices of the medical 
and the health care professionals and 
the consumer groups that say they sup-
port the Patients’ Bill of Rights, in-
stead the Republican leadership just 
looks to the special interests, the 
HMOs and insurance companies, and 
only hears their voices to decide what 
they as Republican leadership should 
do.

Basically what we have, now that we 
have come back into session, and we 
will be in session for most of the fall, is 
essentially a scene or a showdown, if 
you will, between the supporters of the 
Patients’ Bill of Rights, bipartisan, and 
the Republican leadership. With very 
few legislative days left in the 106th 
Congress, those who support patient 
protection believe it is increasingly 
important that everyone come to-
gether and send a strong message to 
the GOP leadership about getting the 

Patients’ Bill of Rights to the floor for 
a vote. 

I would bet any money that if the Re-
publican leadership brought the new bi-
partisan Patients’ Bill of Rights to the 
floor of this House, it would pass over-
whelmingly, so that is why they are 
not doing it, because they are afraid 
that would in fact happen. 

But there is widespread agreement in 
Congress for ensuring with this bill 
that medical decisions are being made 
by doctors based on medical need and 
not by company bureaucrats whose pri-
mary concern is profit margin. I be-
lieve that if we continue to agitate on 
a bipartisan basis now to bring this bill 
to the floor, we will eventually have 
success.

Now I wanted to point out, if I could 
this evening, what the Republican lead-
ership did during the break in concert 
with the HMOs or the insurance com-
panies, with these special interests, to 
try to kill the Patients’ Bill of Rights 
and those who might be interested in 
supporting it, again, both Democrats 
and Republicans. 

I am just reading, if I could, or mak-
ing mention of an article that was in 
Congress Daily, which is a publication 
that circulates on Capitol Hill. This 
was an article that was in the Congress 
Daily during the break, Thursday, Au-
gust 19. 

It says: ‘‘Insurers business target 
Norwood Dingell supporters.’’ They are 
again making reference to the bipar-
tisan bill. ‘‘Health insurers, health 
plan and business groups today un-
veiled the advertising campaign they 
will target at States and House dis-
tricts where members have cosponsored 
or are leaning towards supporting man-
aged care reform. Health Insurance As-
sociation of America President Charles 
Chip Kahn said cosponsors of the bipar-
tisan managed care bill authored by 
Representative Charles Norwood, Re-
publican of Georgia, and Commerce 
ranking member John Dingell, Demo-
crat of Michigan, will rue the day,’’ 
this is a quote, ‘‘will rue the day they 
decide to endorse it. During the next 
two weeks, the HIAA will spend $250,000 
airing 60-second radio ads that will run 
in Buffalo, Elmira and New York City, 
New York, Miami and West Palm 
Beach, Florida, Chattanooga and Knox-
ville, Tennessee, Philadelphia and Cas-
per, Wyoming, where GOP Representa-
tive Barbara Cubin is a cosponsor of 
the Norwood-Dingell plan. Including 
HIAA’s advertising campaign over the 
next two weeks, Kahn said, health 
plans and business groups opposing 
managed care bills will spend more 
than $1 million working towards a ca-
cophony of criticism of the bills. The 
health benefits coalition, a group of 
employer-based organizations opposing 
the managed care bills, is ramping up 
its spending for the last two weeks of 
the break, said an official with one of 
the groups. The coalition will launch 

television and heavy radio ads and 
heavy grassroots pressure against 
about 35 Republicans who either have 
signed or might sign on to the Nor-
wood-Dingell plan. The ads are pretty 
tough and they are intended to provoke 
a backlash, the official said. We are 
going after members who are soft but 
gettable.’’

Basically what they are doing is 
spending their time during the break, 
spending money, trying to persuade, 
particularly Republicans in this case, 
not to cosponsor the now bipartisan 
Patients’ Bill of Rights. 

It is not just this group, the HMOs. 
‘‘The American Association of Health 
Plans will launch a TV ad campaign 
aimed at 60 House Members, said 
spokesman John Murray. The ads will 
target Norwood-Dingell cosponsors as 
well as House Members still on the 
fence. Murray said, we are going to 
spend whatever it takes.’’ 

How do you like that? This is the 
problem that we face, the money that 
the special interests want to spend, and 
they are working with the Republican 
leadership, even against Republican 
Members who feel that they want to 
cosponsor the Patients’ Bill of Rights 
and are supporters of what is good for 
the average American. ‘‘The business 
roundtable also will launch radio ads 
during the remainder of the August re-
cess,’’ their spokesman said. 

Well, just to give you an example, it 
is not just during the recess. It con-
tinues this week in Congress Daily, 
which, again, is a publication that 
every Member of the House gets on a 
regular basis. Every day this week 
there has been a full page ad which was 
just sort of a white sheet, and in the 
middle of it there is this warning, like 
the kind of warning you would get on a 
cigarette package, that says, ‘‘Warn-
ing: The Dingell-Norwood Patients’ 
Bill of Rights could be hazardous to 
your health care.’’ 

It does not really explain why. There 
is some fine print at the end that tries 
to explain why, which does not really 
make any sense. But this advertising 
campaign continues, and I have no 
doubt that it will continue throughout 
the fall and way beyond to try to tar-
get and dissuade not only Democrats, 
but, even more importantly, now Re-
publicans, who want to sign on to the 
bipartisan Patients’ Bill of Rights. 

I mentioned before though and I will 
mention again that supporters, both 
Democrats and Republicans, of the Pa-
tients’ Bill of Rights can take solace in 
the fact that the average citizen, as 
well as all the health care professional 
organizations, pretty much now are 
solidly behind our HMO reform. 

Another thing that came out within 
the last month that I thought was par-
ticularly interesting was a survey that 
showed just how much managed care 
frustrates physicians and how physi-
cians and health care professionals in 
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general feel that they cannot really 
properly take care of their patients be-
cause of the abuses of managed care. 

This was also in Congress Daily, and 
it says, talking about this new survey, 
that nearly 90 percent of physicians 
say health plans have denied their pa-
tients recommended care during the 
last two years, and in some cases those 
denials occur as often as every week. 

The survey was released by the Kai-
ser Family Foundation and the Har-
vard School of Public Health. Kaiser 
Foundation President Drew Altman ex-
pressed surprise about the pervasive-
ness of problems reported between pro-
viders and insurers. ‘‘Some tension is 
to be expected,’’ Altman said, ‘‘but the 
degree of conflict reflected in this sur-
vey suggests we are in a new world, and 
it is hard to argue it is good for the 
health care system.’’ 

According to the survey, the most 
common denials were for prescription 
drugs. Sixty-one percent of physicians 
said they had a patient experience a de-
nial weekly or monthly with regard to 
prescription drugs. Denial of diagnostic 
tests, 42 percent of patients have been 
denied a test weekly or monthly. 
Forty-two percent of the patients said 
that they had had some kind of denial, 
weekly or monthly; hospitals stays, 31 
percent weekly or monthly; referrals to 
specialists, 29 percent weekly or 
monthly. This is the physicians relat-
ing what happened to their patients. 

Depending on the problem, between 
one-third and two-thirds of physicians 
said a denial resulted in a somewhat or 
very serious decline in patients’ health. 
So, again, we are talking about what is 
happening in the real world. We are 
talking about the abuses and the prob-
lems that people have on a regular 
basis.

The physicians, according to that 
survey, see these problems, see what is 
happening to their patients, and feel it 
is having a really negative impact on 
the quality and delivery of health care 
that people receive in this country. 
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Now, before I conclude tonight, I 
wanted to spend some time talking 
briefly about our new bipartisan ap-
proach, our new Patients’ Bill of 
Rights, which, as I said, is supported by 
almost every Democrat and at least 
about 20 Republicans at this point, but 
continues to be opposed by the Repub-
lican leadership. That is why we have 
not been able to get it to the floor. 

If I could just explain some of the 
commonsense proposals that are part 
of this new bipartisan Patients’ Bill of 
Rights, I have a summary that basi-
cally divides it into access to care, in-
formation about care, protecting the 
relationship between the physician and 
ourselves as patients, and the basic ac-
countability.

I will start with the issue of access to 
care, because I think for most people 

that is the biggest problem, the denial 
of different kinds of treatments or hos-
pital stays or equipment that they ex-
perience.

Most important, we try to address 
the problem with emergency services. 
Individuals should be assured that if 
they have an emergency, those services 
will be covered by the plan, that they 
do not have to call before they can go 
to an emergency room if they feel that 
they do not have the time to do that 
because their health is at risk; that 
they do not have to go to a particular 
emergency room rather than the one 
that is closest to them because they 
feel that they do not have time to go to 
the one that is further away. 

The bipartisan bill says that individ-
uals must have access to emergency 
care without prior authorization in any 
situation that a prudent layperson 
would regard as an emergency. So if 
you as the average person think that 
when you have chest pains that you 
should be able to go to the local emer-
gency room, the HMO cannot say you 
have to go further away or you need 
prior authorization. 

Let me talk about specialty care. Pa-
tients with special conditions must 
have access to providers who have the 
requisite expertise to treat their prob-
lem. Today in this day and age people 
increasingly have to go to specialists 
for particular problems. Increasingly 
what we find is that patients in HMOs 
have a problem getting referral to a 
specialist, or there is not a specialist 
within the HMO network who can take 
care of their problem. 

This bipartisan bill, our bipartisan 
bill, allows for referrals for patients to 
go out of the plan’s network, doctors 
who are not in the network, for spe-
cialty care at no extra cost if there is 
no appropriate provider available in 
the network for covered services. 

Chronic care referrals. For individ-
uals who are seriously ill or require 
continued care by specialists, plans 
under our bipartisan Patients’ Bill of 
Rights, plans must have a process for 
selecting a specialist as a gatekeeper 
for their condition to access necessary 
specialty care without impediments. 

In other words, if you have a chronic 
condition, this specialist you can go to 
on a regular basis, he becomes almost 
your primary care provider so you do 
not have to constantly go back to the 
primary care provider to continue to be 
able to see the specialist. 

Our bipartisan bill provides direct ac-
cess to OB-GYN care and services. With 
regard to children, the bill ensures that 
the special needs of children are met, 
including access to pediatric special-
ists and the ability for children to have 
a pediatrician as their primary care 
provider.

Again, continuity of care. I have 
found a lot of people during the break 
and who continue to complain to me 
about how if their doctor is dropped by 

the network, that all of a sudden they 
are not with the physician that they 
have used for a long time. Under our 
bipartisan bill, patients are protected 
against disruptions in care because we 
set up guidelines for the continuation 
of treatment in circumstances where 
the doctor is no longer part of the net-
work, for example. 

There are special protections for 
pregnancy, terminal illness, and indi-
viduals on a waiting list for surgery. 

Let me also talk about the drug 
formularies. One of the biggest issues 
with regard to HMOs is that HMOs of-
tentimes provide for prescription 
drugs, which is an important part of 
why people sign up for an HMO, in 
many cases. What we are saying with 
our bill, with our bipartisan bill, is 
that prescription medication should 
not be one-size-fits-all. If a plan uses a 
drug formulary, beneficiaries must be 
able to access medications that are not 
on the formulary when the prescribing 
physician says that that is necessary. 

Again, what we are doing is leaving 
this decision up to the physician be-
cause he or she is in the best position 
to know what is best for the patient. 

Choice of plans. People want to, in 
certain circumstances, to be able to go 
outside the network and choose a phy-
sician who is not part of the HMO net-
work. Choice is a major component of 
the bipartisan bill. It says that individ-
uals can elect a point of service option 
when their health insurance plan does 
not offer access to non-network pro-
viders.

What that means is that in the begin-
ning if you are working and your em-
ployer provides health care, the em-
ployer has to allow you to elect a point 
of service option, where you can go 
outside the doctors in the network. But 
you have to make that decision ini-
tially when you sign up for your health 
care plan, for your HMO, and you also 
have to pay the extra cost of going out-
side the network. 

So again, we are not destroying the 
basic idea of managed care, which is 
that it is a closed panel network of 
physicians and health care providers, 
but we are saying this for people who 
want to in the beginning, they can 
choose the point of service option. 

Those are the access issues that are 
primarily addressed by our bipartisan 
Patients’ Bill of Rights, but I would 
like to now talk about the information 
issue, briefly, because many people are 
concerned that they do not really know 
what they are getting into when they 
sign up for an HMO. 

What we say is that we require man-
aged care plans to provide important 
information, and that is information 
that allows them to understand their 
health plan’s policies, procedures, ben-
efits, and other requirements. 

I would like now to go into the issue 
of grievances and appeals, because one 
or really the hallmark, if you will, of 
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the Patients’ Bill of Rights and the 
whole effort towards Medicare reform 
is to make sure that the decision about 
what type of care you are going to get, 
the decision about what is medically 
necessary for you as a patient, is based 
not on what the health insurance com-
pany wants and what the health insur-
ance plans want to cover, but rather is 
based on what your physician, the 
health care professional, thinks that 
you should be provided with. 

So what we are basically saying, and 
the thread that sort of runs through 
the whole Patients’ Bill of Rights, is 
that the issue of medical necessity 
should be decided by the physician and 
the patient, not by the insurance com-
pany, and that if there has been a de-
nial of care, then that decision to ap-
peal that denial of care and overturn 
it, if necessary, should be made by an 
independent group not appointed and 
not under the control of the HMO, and 
that ultimately you should be able to 
go to court if you are not satisfied, as 
well.

What we have in our new bipartisan 
bill is it basically lays out criteria for 
a good utilization review program, phy-
sician participation in the development 
of raw criteria, administration by ap-
propriately qualified professionals, and 
timely decisions within 14 days for or-
dinary care up to 28 days if the plan re-
quests additional information, and the 
ability to appeal these decisions. 

So we want the health care profes-
sionals to be involved in making the 
decision of what kind of care you get 
and that there is a timely appeal if you 
have been denied that care by the in-
surance company. 

There are really two processes in 
terms of the grievances and appeals. 
One is internal and one is external. Pa-
tients should be able to appeal plan de-
cisions to deny, delay, or otherwise 
overrule doctor-prescribed care and 
have those concerns addressed in a 
timely manner. So we require an ap-
peals system that is expedient, particu-
larly in situations that threaten the 
life or health of the patient. 

Other than the internal appeal, 
though, there also should be the oppor-
tunity for external review if the health 
care plan ultimately says no, we are 
not going to allow you this care. What 
we say is that the health care plan has 
to pay the cost of the external review, 
and that the decision by the external 
reviewer is binding on the health care 
plan.

If a plan refuses to comply with the 
external reviewer’s determination, the 
patient may go to Federal court to en-
force the decision. I will get a little 
more into that a little later, about if 
you are denied through the regular ad-
ministrative process, that you can go 
to court. 

Let me just talk a little bit, though, 
before I get to that ultimate issue of 
accountability, talk a little bit about 

how we try to protect the physician-pa-
tient relationship. 

One of the things that is most shock-
ing to my constituents is when they 
come in and tell me that their physi-
cian is not allowed to tell them about 
a particular type of medical care or 
treatment that the physician thinks 
that they should be receiving. 

We call it basically the gag rule; in 
other words, the HMO tells the physi-
cian that he or she cannot tell the pa-
tient about a procedure that they will 
not cover. So if the plan will not cover 
a particular procedure, equipment, op-
eration, then the physician is basically 
forbidden from talking about it to the 
patient.

That is ridiculous. Consumers should 
have the right to know about their 
treatment options. What we say in our 
bill is that we prohibit plans from 
gagging doctors and from retaliating 
against physicians who advocate on be-
half of their patients. It basically pro-
tects the physicians in these situations 
from retribution. It also prevents plans 
from providing inappropriate incen-
tives to physicians to limit medically 
necessary services so that physicians 
do not have a financial incentive, 
which they often do now with HMOs, to 
not recommend certain services. 

With regard to physician selection, 
which physicians are in a plan, the in-
surers cannot discriminate on the basis 
of a license in selection of a physician. 
In other words, they cannot discrimi-
nate based on license, location, or pa-
tient base. 

The HMOs can basically decide which 
doctors are going to be in the network, 
but if the doctor meets objective stand-
ards with regard to licensure, then 
they cannot say that his particular li-
cense is not acceptable. They also can-
not discriminate because of the loca-
tion of the physician or the patient 
base of the physician. 

With regard to payment of claims 
under our bill, health plans should op-
erate efficiently and pay providers in a 
timely manner. The bill would require 
that claims be paid in accordance with 
Medicare guidelines for prompt pay-
ment, because what we have found is a 
lot of the HMOs do not pay the physi-
cians. They delay payment in order to 
save money, or to save the interest 
rate.

We also have a provision for paper-
work simplification in order to mini-
mize the confusion and complicated pa-
perwork that providers physicians face. 
This bill would require that the HMO 
industry develop a standard form for 
physicians to use in submitting a 
claim.

The last thing I wanted to mention 
this evening is this whole issue of ac-
countability. The main thing that the 
bipartisan Patients’ Bill of Rights does 
is to provide accountability if you have 
been denied care. I talked about the in-
ternal and external review, that it has 

to be done by a group that is not be-
holden to the HMO. 

But I think that beyond that, there 
has to be the ability to go to court and 
sue for damages if all else has failed. I 
think many people realize, although a 
lot of my constituents still do not real-
ize it, that under existing Federal law 
called ERISA, the Employee Retire-
ment Income Security Act, State laws 
are basically preempted. So, therefore, 
if you are in an ERISA plan, which is 
basically a plan where your employer 
is self-insured, any kind of self-insured 
plan, which millions and millions of 
Americans particularly in large compa-
nies fall under these types of self-in-
sured plans, because that is what larg-
er employers tend to do, they fall 
under ERISA and Federal preemption, 
which means that the HMO cannot be 
sued.

That makes no sense. The HMOs, as 
we discussed this evening, are basically 
making medical decisions. If they 
make a decision about what kind of 
care you can receive or how long you 
can stay in a hospital, for example, and 
they make the wrong decision, then 
they should be held accountable. You 
should be able to sue them. 

Our bipartisan bill would remove the 
ERISA preemption and allow patients 
to hold health plans accountable ac-
cording to State laws, so if the State 
law allows it you would be able to sue 
and you are not preempted by the Fed-
eral law. 

The one thing that we did do, and 
this was I think important and makes 
sense, is that the new bipartisan bill 
says that if a plan, if a health insur-
ance, if an HMO complies with an ex-
ternal reviewer’s decision, they cannot 
be held liable for punitive damages. So 
if when you go to an administrative re-
view the decision is to deny you care 
and then you appeal and you go to 
court, the court decides that the inde-
pendent review was wrong, you cannot 
receive punitive damages, because in 
that case the HMO did in fact act in 
good faith and go to the external re-
view process. 

b 2130
The other thing I wanted to mention 

because I know that part of the criti-
cism, if you will, that the insurance 
companies are making in their adver-
tisement about the Patients’ Bill of 
Rights, they say that employers can be 
sued, and that because employers can 
be sued, then a lot of employers will 
simply not cover their employees; and 
the number of people who have health 
insurance will decline because of the 
Patients’ Bill of Rights. 

Well, I want to explain and emphati-
cally state that the Patients’ Bill of 
Rights, the bipartisan Patients’ Bill of 
Rights, which I have been discussing 
tonight, does not in any way create li-
ability for the employer. 

In the bill, we have a provision that 
protects employers from liability when 

VerDate May 04 2004 09:58 May 17, 2004 Jkt 069102 PO 00000 Frm 00092 Fmt 0688 Sfmt 0634 E:\BR99\H09SE9.003 H09SE9



CONGRESSIONAL RECORD—HOUSE21136 September 9, 1999 
they were not involved in the treat-
ment decision. It explicitly states that 
discretionary authority does not in-
clude a decision about what benefits to 
include in the plan, a decision not to 
address a case while an external appeal 
is pending, or a decision to provide an 
extra contractual benefit. 

What that essentially translates to 
mean is that there is nothing in our 
bill that would in any way extend the 
liability of the employer and allow 
them to be sued because of the denial 
of care other than whatever the exist-
ing law is right now. 

I wanted to mention one more thing 
before I close, and that is what we con-
stantly get from the Republican leader-
ship in opposing the Patients’ Bill of 
Rights, the bipartisan Patients’ Bill of 
Rights, and what we constantly get 
from the insurance companies and the 
HMOs in their attacks and their ads 
and their multimillion dollar campaign 
against the Patients’ Bill of Rights, I 
think could be basically summed up in 
what the Health Insurance Association 
of America put in sort of the fine print 
in this ad that was in Congress Daily 
that I mentioned before. 

It says that ‘‘the Patients’ Bill of 
Rights currently being considered will 
cause us a lot of unpleasant side ef-
fects, more red tape and more regula-
tions that the patients can expect, and 
patients will end up paying the bill. 
Health care costs would increase.’’ 

They basically stress the fact that 
what we will see with this Patients’ 
Bill of Rights is a huge increase of 
costs and that that will make it more 
difficult for both individual as well as 
employers to provide health insurance. 
Nothing can be further from the truth. 

The reality is probably best summed 
up by making reference to the State of 
Texas. About 2 years ago, the State of 
Texas passed a law that has been in ef-
fect, I should say, for about 2 years, 
which is very similar to the bipartisan 
Patients’ Bill of Rights that I have 
been advocating tonight. 

As a result of that Texas law which 
allowed people to bring suit, the num-
ber of lawsuits that have actually been 
brought within the last month, over 
that 2-year period, only two lawsuits 
have been brought because of the 
change in the Texas law that provides 
patient protections. 

In addition to that, it was estimated 
that the premiums have gone up about 
30 cents a month during the 2-year pe-
riod that the Texas patient protections 
have been in effect. That 30-cent in-
crease could have occurred because of 
inflation or whatever, but the bottom 
line is it is insignificant. Any con-
sumer, any constituent of mine would 
gladly pay an extra 30 cents a month to 
have the kind of protections that are in 
place here. 

I think that in their advertising cam-
paign the HMOs said that health care 
costs could increase as much as $200 

per family, forcing small employers to 
drop their health insurance all to-
gether. The Texas experience shows 
very emphatically that that is simply 
not true. There really is not any sig-
nificant added cost, because what the 
Patients’ Bill of Rights does is to pro-
vide for prevention. 

Now that the HMOs cannot allow the 
kind of abuses now that they are 
threatened with the right to sue and 
the external review, they take the 
proper precautions; and lawsuits don’t 
occur, and costs really do not go up 
significantly.

So I am going to end this evening, 
Mr. Speaker, but I wanted to point out 
that the new session has begun. The 
fall session has begun. Those of us who 
advocate the Patients’ Bill of Rights 
are going to be out there on a daily 
basis saying that we want the Repub-
lican leadership to bring this bill to the 
floor.

We have a majority of Members of 
the House that now support us. Most of 
the Democrats. At least 20 Repub-
licans. I think the number of Repub-
licans are going to continue to rise, be-
cause they realize, Members of this 
House realize in a bipartisan basis that 
this kind of reform is needed. 

I am just calling again on the Repub-
lican leadership and will continue to 
call on them to allow this bill to come 
to the floor. If it does, we will pass it 
overwhelmingly, and we will finally see 
protections within the context of 
HMOs that Americans are crying out 
for.

f 

TRIBUTE TO THE HEROES OF THE 
GRAND JUNCTION SHOOTING 

The SPEAKER pro tempore (Mr. 
TERRY). Under the Speaker’s an-
nounced policy of January 6, 1999, the 
gentleman from Colorado (Mr. 
MCINNIS) is recognized for 60 minutes 
as the designee of the majority leader. 

Mr. MCINNIS. Mr. Speaker, as many 
of you know, my district is in the 
State of Colorado. I represent the 
Third Congressional District of the 
State of Colorado, which is essentially 
the mountains of Colorado. My home is 
Grand Junction, Colorado. 

Over the weekend, my home in Grand 
Junction Colorado got a very, very spe-
cial gift, a gift of heroes. Over the 
weekend, we had two of our citizens 
who lost their lives in an unfortunate 
failed attempt to save another person’s 
life.

These two individuals, Hobert Frank-
lin, Jr. and David Gilcrease, both were 
individuals of normal working people. 
Nothing really set them out from the 
crowd until that moment of the call for 
courage. At that moment, both of these 
individuals stepped forward at the ex-
pense of their lives to try and save this 
other life. 

The incident was a very violent inci-
dent. It was a domestic dispute. It took 

place in a grocery store in Grand Junc-
tion, in fact, the grocery store that my 
wife shops in, a grocery store that a lot 
of my neighbors shop in. 

A man went in and grabbed a woman 
by her hair, dragged her out of the 
store, he had a gun in his hand, took 
her into the parking lot. When Hobert 
Franklin saw that happening, he ran 
out of the store to go to her aid. 

Now, what we need to keep in mind 
with both of these individuals is that 
they had a very clear choice to make. 
There were lots of directions they 
could run. There were lots of directions 
that they could go away from the as-
sailant. But Hobert decided not to do 
that. Hobert ran at the assailant to 
help the victim, and the assailant shot 
him dead. 

David in the meantime saw what 
happened to Hobert. So he then knew 
that this guy was going to kill some-
body. He just did kill somebody, in 
fact. He had an opportunity as well to 
go a different direction. Nobody could 
criticize the people that went different 
directions. This was a very terrifying 
incident.

But at that special moment, David 
decided that he had to intercede and 
stop this event from occurring. He ran 
towards the fellow, the assailant. The 
assailant raised the weapon at him. 
David puts his hands up. The assailant 
put his hand down. David backed off. 
He went back around the van. 

I have got tell my colleagues about 
David. Do my colleagues know how 
much David weighed? David weighed 90 
pounds. Ninety pounds. Think about it. 
Ninety pounds. 

He came back around the van, and he 
tackled the assailant. Now, he is a 
tough guy, David, but he was not that 
tough. He was not that strong to take 
the assailant and knock him out of 
commission, so to speak. So the assail-
ant knocked David off his back, and he 
turned around, and he killed David in 
cold blood. 

Now, what is special about these two 
people is that David who was a father, 
by the way, of two young boys, terrific 
young children, and his wife Kim, his 
last words from David, as witnessed by 
the people who were trying to save his 
life was, ‘‘Yes, Jesus is my savior.’’ 

He was a small man, but as they said 
at his service yesterday, he was a giant 
when it comes to heart and to will. 
This small-framed man, and I am 
quoting from Bob Carter who read a 
poem in David’s memory, ‘‘This small- 
framed man was the biggest man my 
heart has been blessed with knowing.’’ 

David was a wonderful guy. He 
blessed Grand Junction with his gift of 
heroism this last weekend. 

Hobert, they talk about he is 50 years 
old. They said his half a century of life 
really boiled down to one defining mo-
ment; that is what his nephew told peo-
ple at the service on Wednesday. ‘‘No 
matter what he did, he will be remem-
bered most for what he did in the last 
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