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and writer in Vancouver, B.C. In a recent
issue of the Las Vegas Review-Journal, he
criticizes some U.S. politicians for promising
they can offer Americans much cheaper drugs
simply by copying the Canadian pharma-
ceutical system. For one thing, he argues, the
reason some drugs are 23 percent cheaper in
Canada is that individual incomes there are 24
percent lower than in the United States, and
therefore manufacturers there are able to
make and sell drugs at a lower price.

The doctor stresses, however, that up to 50
percent of any Canada-United States price-dif-
ferential is due to the cost of legal liability in
the United States. Americans, he says, “sue
more often, win their cases more often, and
get much larger settlements than Cana-
dians”—and those extra costs must be added
to the price of United States drugs. In addition,
he argues, much of the cost-differential is the
result of the expensive continuous research
and development effort in U.S. companies,
where most of the world’s new drugs and new
cures are created.

In contrast to the significant progress of
American medical technology, Dr. McArthur
observes that Canada ranks “right in there
with Poland, Mexico, and Turkey near the bot-
tom of the 29 OECD countries.” He concludes
that any suggestion by politicians that pharma-
ceuticals are much cheaper in Canada “is just
plain wrong.”

Mr. Speaker, | submit Dr. McArthur's article,
“What's So Great about Canada’s Medical
System?” as printed in the Las Vegas Review-
Journal on September 1, 2000, in the CON-
GRESSIONAL RECORD to enable all Americans
to compare the real status of medical costs
and services between our two countries.

[Las Vegas Review-Journal, Sept. 1, 2000]
WHAT’S SO GREAT ABOUT CANADA’S MEDICAL
SYSTEM?

PATIENTS PAY MORE FOR DRUGS; MANY COME TO
U.S. FOR TREATMENT
(By Bill McArthur)

VANCOUVER, B.C.—Some politicians are
promising they can deliver cheap drugs for
Americans by copying the Canadian system.
Beware—the silly season lasts until Nov. 7.

The claim that pharmaceuticals are hugely
cheaper in Canada is just plain wrong. Many
drugs are much more expensive in Canada
and generic prices are consistently higher.
The Organization for Economic Cooperation
and Development reports that prices for
brand name drugs are overall 23 percent
lower in Canada. However, individual in-
comes of Canadians are 24 percent lower and
the standard of living is lower.

That is what happens when an economy is
badly managed—wages and standard of living
decline and manufacturers are able to make
and sell drugs and other products at a lower
price.

The politicians promoting Canadian drug
pricing should quit loading the buses bound
for Canada and consider loading up 747’s
heading to Southeast Asia. Drugs and other
products are really cheap there. However,
per capita income, standard of living and
prices are inseparable and I doubt Americans
want a Southeast Asian standard of living.

Dr. Richard Manning, when at Brigham
Young University in 1997, demonstrated that
up to 50 percent of any Canada-U.S. price dif-
ferential was due to the cost of legal liability
in the United States.

Americans sue more often, win their cases
more often and get much larger settlements
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than Canadians. These costs have to be
added to the price of drugs and artificially
jack up the cost to consumers.

T’11 bet the folks clambering on the buses
to Canada haven’t been told they have very
little hope of collecting anything if they suf-
fer serious complications from drugs pre-
scribed and purchased in Canada.

The bulk of the world’s new drugs are de-
veloped in the United States. Canada and
many other countries do not do their share
of pharmaceutical R&D. So if all the really
cheap drugs for Americans are bought from
Third World countries, who will do the R&D?

The drug companies will be fine because
they will have switched to making largely
unregulated veterinary drugs or more likely,
nonpharmaceutical products.

But who is going to do the R&D to develop
the cures for diabetes, osteoporosis, coronary
artery disease, Alzheimer’s, Parkinson’s and
all the other diseases that affect the elderly?

No one—that’s who! And with those over 65
doubling to 25 percent of the population by
2025, what lies ahead for those now under 40,
when they reach their golden years—ill
health and poverty—that’s what.

I am a practicing physician in the pharma-
ceutical nirvana lauded by some U.S. politi-
cians. Every day I see my patients suffering
in the collapsing health-care system that we
have in Canada. In terms of medical tech-
nology we rank right in there with Poland,
Mexico and Turkey near the bottom of the 29
OECD countries.

Patients wait months for a simple CT scan
or an MRI. Recently I had to tell a lady she
had cancer and also that she had to wait 10
weeks for the appointment to be assessed for
treatment.

In Ontario in one year, 121 people were per-
manently removed from the coronary artery
bypass graft list because they had waited so
long, they were now too ill to withstand the
surgery.

One hundred twenty-one, souls condemned
to a slow, unpleasant and very expensive
death because of the lack of timely care.

Every day I see patients suffering because
government regulations prevent me from
prescribing frontline drugs, or because our
system of price controls and delays in ap-
proval mean that they are not available at
any cost.

Just three years ago, I personally needed
to drive periodically to Washington state to
get medication that was not available in
Canada. This is the system that some politi-
cians say they would impose on the United
States.

Provision of pharmaceuticals for the elder-
ly, the poor and the chronically ill is an im-
portant objective in all civilized societies,
but Canada does not provide an example to
emulate.

Americans deserve something far better
than Canada’s ramshackle health-care sys-
tem. Come to think of it, so do Canadians.

——

UNITED STATES HOLOCAUST
MEMORIAL MUSEUM

SPEECH OF

HON. NITA M. LOWEY

OF NEW YORK
IN THE HOUSE OF REPRESENTATIVES

Thursday, September 7, 2000
The House in Committee of the Whole

House on the State of the Union had under
consideration the bill (H.R. 4115) to authorize
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appropriations for the United States Holo-
caust Memorial Museum, and for other pur-
poses:

Mrs. LOWEY. Mr. Chairman, | rise in strong
support of H.R. 4415.

The United States Holocaust Memorial Mu-
seum stands in our nation’s capital in solemn
testimony to the terrible power of senseless
hatred and the ultimate triumph of faith and
the human spirit. It guards the memory of the
six million Jews and millions more who fell vic-
tim to Nazi Germany’s genocidal persecution
during World War Il. And it stands as a symbol
for those who survived this tragedy, assuring
them that we are committed to keeping their
stories alive.

An investment in the Holocaust Memorial
Museum is an investment that strengthens the
very fabric of our society. The nearly 15 mil-
lion people who have visited the museum
since its establishment have seen the pictures
of murdered families, loyal and productive
members of society, who were sent to their
deaths for the crime of being Jewish. They
have seen the gaunt bodies of survivors, liber-
ated by allied troops from the death camps,
facing the reality of families destroyed and
lives shattered. They have seen the examples
of the righteous, like Raoul Wallenberg, who
risked their lives to defy Nazi hatred and save
their Jewish brethren. Because of this mu-
seum, 15 million people know the price society
pays when contempt triumphs over compas-
sion, when people blinded by hatred are al-
lowed to reign free.

In light of the events of the past decade, of
the strife we have seen in Bosnia, Rwanda,
Kosovo, and other places, it it more important
than ever that we offer our full and unwavering
support to the educational and cultural mission
of the Holocaust Memorial Museum. It is a
powerful rebuke to those who would divide us,
both at home and abroad. It is a clear state-
ment, a tangible symbol, of our active, cease-
less resistance to the darker impulses of hu-
manity. It is a manifestation of our commit-
ment to end hatred and bigotry in all their
forms, to liberate those who face misfortunate
and oppression, and to cherish the differences
among the world’s inhabitants. The museum is
at once a monument to the past and a chal-
lenge for the future.

As a first step toward meeting this chal-
lenge, | urge my colleagues to support this bill.

———

INTRODUCTION OF HOUSE JOINT
RESOLUTION REGARDING QUAL-
ITY OF CARE IN ASSISTED LIV-
ING FACILITIES

HON. FORTNEY PETE STARK

OF CALIFORNIA
IN THE HOUSE OF REPRESENTATIVES

Tuesday, September 12, 2000

Mr. STARK. Mr. Speaker, | join today with
my colleague Representative COYNE to intro-
duce a House Joint Resolution relating to the
quality of care in assisted living facilities.

As long-term care has emerged as a vital
issue for the health and well-being of our na-
tion’s elderly, assisted living is emerging as a
popular model. More and more consumers are
drawn to the ideals of privacy and independ-
ence that are promoted by the assisted living
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industry. States have followed the trend by in-
creasingly providing public funding via Medic-
aid’'s Home & Community-Based Services
waiver for assisted living services.

Despite assisted living’s popularity; how-
ever, there remain many questions regarding
the direction of this industry. Assisted living fa-
cilities are defined and arranged in a variety of
ways. Some view assisted living as housing
residences while others view them as medical
service providers. Many facilities often do not
allow “aging in place” despite pictures painted
by their marketing brochures. States have re-
sponded with varying definitions, regulations,
and oversight, resulting in unequal consumer
protections throughout the country.

Quality of care in assisted living facilities
has been an issue of concern. A GAO study
found that 25 percent of surveyed facilities
were cited for five or more quality of care or
consumer protection violations during 1996
and 1997, and 11 percent were cited for 10 or
more problems. | understand that steps have
been taken to address these concerns, but
news reports of lawsuits filed on behalf of as-
sisted living residents continue to illustrate the
impact of poor quality on the health of elderly
residents.

Just a few weeks ago in my district, an el-
derly woman passed away in an assisted liv-
ing facility due to hemorrhaging from her dialy-
sis shunt. Two times, she pressed her call
pendant for help, but both of these calls were
cleared and reset 10 minutes later. The facility
did not place a 911 call for assistance until 1
hour and 34 minutes later. There was no
nurse on duty, and all four resident aides in
the facility at the time have denied responding
to the calls or clearing/resetting the call sys-
tem. This situation is still under investigation,
but it highlights the seriousness of inadequate
quality of care in these facilities.

A new Milbank Memorial Fund publication
entitled, “Long-Term Care for the Elderly with
Disabilities: Current Policy, Emerging Trends,
and Implications for the Twenty-First Century,”
by Robyn I. Stone is an excellent review of
issues facing assisted living. As the article in-
dicates there are many questions concerning
the current and future state of the assisted liv-
ing movement. Because of these questions, |
am proposing a White House Conference to
help advance our knowledge and awareness
of these issues, and if appropriate, rec-
ommend public policy steps that are nec-
essary to ensure the optimal development of
this industry.

Mr. Speaker, | urge my colleagues to join
me in increasing our understanding of the as-
sisted living industry. By focusing on con-
sumer protections and quality of care, we will
work to ensure the health and well-being for
our country’s elderly.

| submit an excerpt from the Robyn Stone
paper along with a May 8, 1999 New York
Times editorial calling attention to problems in
this sector:

ASSISTED LIVING

Another trend that is attracting attention
from policymakers, private developers, and
consumers is assisted living. One significant
problem with this trend is the lack of a con-
sistent definition used by providers, regu-
lators, and policymakers. Some argue that
‘“‘assisted living”’ is just a ’90s label for a
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long-term care setting that has been around
for centuries—another example of ‘‘old wine
in new bottles.”” Homes for the aged, fre-
quently associated with nonprofit fraternal
and religious organizations, proliferated in
the nineteenth and early twentieth centuries
to supply room and board for poor, infirm el-
derly people. Over the past three decades,
sporadic attention has focused on scandalous
mistreatment of residents in board and care
homes, a version of homes for the aged that
also became a refuge for the people with
chronic mental illness in response to the de-
institutionalization frenzy of the 1960s.

In the 1980s the term ‘‘residential care fa-
cility” became fashionable as a catch-all
label for places providing room, board, and
some level of protective oversight. Hawes et
al. (1993) have estimated that about a half
million people live in residential care facili-
ties or board and care homes in the United
States. Perhaps twice that number are living
in unlicensed facilities (November et al.,
1997).

It is somewhat ironic that homes for the
aged, board and care homes, and other types
of residential care were replaced in the late
1960s and 1970s by nursing homes modeled
after hospitals. ‘“‘Nursing homes’’ have deliv-
ered far less nursing care than the name sug-
gests. Today residential care is again in fash-
ion. It is viewed as a desirable alternative to
nursing homes because of its ostensibly less
institutional character and its emphasis on a
social, rather than a medical, model. A num-
ber of states, including Oregon, Washington,
Florida, and Colorado, have aggressively
tried to use residential care as a less costly
substitute for institutions. One recent study
estimates that anywhere between 15 and 70
percent of the nursing home population, na-
tionwide, could live in residential care in-
stead (Spector et al., 1996). Kane (1997) has
questioned the judgment of hospital dis-
charge planners who refer elders with dis-
abilities to nursing homes, rather than alter-
native arrangements, because 24-hour care is
supposedly available. She notes that remark-
ably little nursing care is provided in nurs-
ing homes. For example, a survey of nursing
home residents in six states found that 39
percent of the residents received no care
from a registered nurse in 24 hours; residents
who did receive such care received an aver-
age of only 7.9 minutes; care by a nursing as-
sistant averaged 76.9 minutes daily
(Friedlob, 1993). Despite these arguments,
empirical research has been equivocal on the
issue of the ‘‘substitutability’ and cost sav-
ings of residential care compared to nursing
home placement (Kane et al., 1991; Newcomer
et al., 1995b; Sherwood and Morris, 1983). In
fact, residential care is more likely to be a
substitute for living in one’s own home than
in a nursing home.

What appears to distinguish assisted living
from residential care in general and from the
somewhat pejorative ‘‘board and care’ is a
matter of philosophy and emphasis on care,
not just housing (Kane, 1997). Some have also
suggested that assisted living is the rich per-
son’s residential care while board and care is
for poor people who rely on federal Supple-
mental Security Income (SSI) and state sup-
plements (SSP) to cover the costs. A recent
survey of assisted living regulations in 50
states indicates that four states—Alabama,
Rhode Island, South Dakota, and Wyoming—
use the terms ‘‘assisted living” and ‘‘board
and care’” interchangeably (Mollica and
Snow, 1996). For the other states, key char-
acteristics differentiating assisted living
from other types of residential care are: an
explicit focus on privacy, autonomy, and
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independence, including the ability to lock
doors and use a separate bathroom; an em-
phasis on apartment settings in which resi-
dents may choose to share living space; and
the direct provision of, or arrangement for,
personal care and some nursing services, de-
pending on degrees of disability.

As noted in an earlier section on care set-
tings, Hawes et al. (1999) recently completed
the first national survey of assisted living,
using a national probability sample of facili-
ties that met several criteria. These include
having 11 or more beds, primarily serving an
elderly population; and providing 24-hour
staff oversight, housekeeping, at least two
meals a day, and personal assistance with
two or more activities of daily living (ADLSs).
According to preliminary findings from a
telephone survey, most facilities offer con-
sumers a range of privacy options. Single
rooms were the most common residential
unit (b2 percent); the rest of the units were
apartments. The most common type of single
room was a private room with a full bath-
room; the most common apartment was a
one-bedroom for single occupancy.

While most facilities reported a general
willingness to serve residents with moderate
physical limitations, fewer than half were
willing to admit or retain residents who
needed assistance with transfers from a bed
or chair. Furthermore, fewer than half of
participating facilities would admit (47 per-
cent) or retain (45 percent) residents with
moderate to severe cognitive impairment;
only 28 percent would admit or retain resi-
dents with behavioral symptoms such as
wandering.

In assessing the extent to which these fa-
cilities’ characteristics match the philos-
ophy of assisted living, Hawes et al., (1999)
concluded that only 11 percent offered high
privacy and high service. Another 18 percent
provided high privacy but low service.
Twelve percent offered low privacy but high
service. The researchers noted that residents
of these assisted living facilities had consid-
erably more privacy and choice than resi-
dents in most nursing homes and in the
board and care homes they had investigated
in a previous study. Nevertheless, facilities
varied widely. A substantial segment of the
industry provided environments that did not
reflect the philosophy of assisted living. Fur-
thermore, the many facilities whose admis-
sion or retention policies excluded people
with the cognitive impairments or severe
physical disabilities suggests that assisted
living is not an environment where those
who experience significant functional decline
can ‘‘age in place.”

While assisted living does warrant serious
consideration by policymakers, providers,
and consumers, a number of impediments to
its development need attention. Today, the
assisted living market is primarily composed
of the well-off elderly, with little available
to moderate- or low-income consumers, as
the recent study by Hawes et al. (1999) con-
firms. This gap is due, in part, to the limited
sources and inadequate amounts of public fi-
nancing (primarily SSI and SSP), which
could help subsidize room, board, and care
for financially strapped individuals and their
families. The most common monthly rate for
facilities offering either high service or high
privacy was approximately $1,800 in 1998.

Other impediments to assisted living in-
clude concerns, expressed by state policy-
makers and potential private providers,
about balancing consumer choice and pri-
vacy on one hand with health, safety, and li-
ability considerations on the other. One
major issue reflecting this concern is the de-
gree to which states are willing to moderate
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their nurse practice acts to allow the delega-
tion of certain tasks, such as administering
medication, caring for wounds, and changing
catheters (Kane, 1997). A number of states,
such as Oregon, Kansas, Texas, Minnesota,
and New York, have included nurse delega-
tion provisions, but the latitude and inter-
pretations of the provisions vary tremen-
dously. Not surprisingly, they have met seri-
ous resistance by many nurses’ organiza-
tions, for whom professional turf is as sig-
nificant as care issues.

The motives of the assisted living industry
have also been questioned. The industry in-
cludes more real estate developers and hotel
managers than care providers. Furthermore,
as nursing homes look for new markets and
reimbursement strategies that circumvent
government regulation, many skilled nurs-
ing facilities may simply lay carpet, install
door locks, and hang out the ‘‘assisted liv-
ing”’ shingle. Finally, there are questions
about the amount of assistance that these
facilities actually provide. According to the
study by Hawes et al., 656 percent of the par-
ticipating facilities supplied ‘‘low service’’;
that is, they did not have an RN on staff or
did not provide nursing care, although they
did provide 24-hour staff oversight, house-
keeping, two meals, and personal assistance.
Another 5 percent, categorized as ‘minimal
service,”” supplied no personal assistance
with ADLs. Given that many facilities do
not admit or retain people with severe phys-
ical disabilities or cognitive impairment, the
level of care is additional cause for concern.

[From the New York Times, May 8, 1999]

THE NEED FOR CARE AS WELL AS PROFIT

Among other things, the 1990’s will be re-
membered as the decade when developers and
older, affluent, anxious Americans discov-
ered each other with enthusiasm, with re-
sults both encouraging and worrisome. The
concept that both they and Wall Street have
embraced is called assisted living. There is
no common definition of it. Each of the 50
states regulates it differently, and the Fed-
eral Government not at all. But to older re-
tirees who can pay to live in the new and re-
conditioned spaces sprouting across the
country, the assisted living communities
offer something irresistible. It is the promise
of Pleasantville, where they can live out
their lives gracefully, with hotel services, as-
sistance when they need it, and the chance
to hold off or avoid what many of the aged
most fear—the nursing home.

For developers, some with no experience in
caring for the aged, the attraction is clear.
The number of old people of financial means
is growing. Some 6.5 million now need some
help with the chores of daily living. That fig-
ure is expected to double by 2020. Ten years
ago there was not even an industry trade
group. Today the Assisted Living Federation
of American estimates there is a kaleido-
scopic collection of about 30,000 such facili-
ties in the United States, with a million old
people living in them, almost all of whom
pay their own way.

Some facilities fall into state licensing
categories and some do not. Their average
national monthly rate per person is $1,500
but elegant two-bedroom units on Long Is-
land may rent for $5,000 or more. The Na-
tional Investment Conference, a group that
specializes in the senior housing market,
found in a survey of 73 assisted living devel-
opments released this year that the median
profit margin was 29 percent. For a quarter
of the properties, it was more than 35 per-
cent. Those numbers warm Wall Street, but
do not guarantee that the communities de-
liver high-quality services.
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Because the phenomenon has grown up
around existing rules, many kinds of places
can advertise ‘‘assisted living.”” A Govern-
ment Accounting Office survey, performed at
the request of the U.S. Senate Special Com-
mittee on Aging, found that about half the
residents sign up without being sure what
services the facilities provide, how much
they cost or what medical care the residents
can count on. A quarter of the places sur-
veyed were cited for five or more problems
involving quality of care or resident protec-
tion within two years.

When Albert Fleischmann, 85, a St. Peters-
burg Yacht Club member and retired owner
of a hardware chain, moved into an assisted
living facility in Pinellas County, Florida, in
1997, his daughter was reassured. Patricia
Fleischmann Johnson heads a charity that
serves as guardian for 134 people in such
places. But when Mr. Fleischmann suffered a
heart attack at his table in the dining room
this year, he was ignored. He called his
daughter. She took him to the hospital. She
then called back to ask the facility how he
was, and was told—as if he were there—that
he was ‘‘fine.”” Because Mr. Fleischmann
likes the place, he is still there. But his
daughter, who testified before the Senate
committee, is more concerned now, and she
is not alone.

There are no pending bills in Congress, but
32 states are expected to consider legislation
this year to increase regulation of the as-
sisted living industry. They should do so.
With so many frail lives and so much money
involved, this issue is not going away.

HONORING DR. SAM CALLAWAY

HON. SCOTT McINNIS

OF COLORADO
IN THE HOUSE OF REPRESENTATIVES

Wednesday, September 13, 2000

Mr. MCINNIS. Mr. Speaker, it is with deep-
est sympathy that | wish to recognize the life
and exceptional contributions of Dr. Sam
Callaway. Sam Callaway passed away on July
12, 2000 at the age of 86. Dr. Callaway
served the community of Durango, Colorado
for forty-two years, beginning his practice in
1946 and retiring in 1998. Dr. Callaway cared
for his patients, giving both time and compas-
sion to each person he treated. His dedication
was evident in his manner, his attitude of in-
terest and in his practice of going to patients
in need, day or night. Known for his bedside
manner, Sam Callaway was a model of kind-
ness and gentility. Dr. Callaway was not only
appreciated and respected by his patients, but
also by his colleagues. He was often re-
quested to assist in surgeries. Dr. Callaway
was active in the community as well, serving
as a member of the Durango Elks Lodge and
Masonic Lodge. He served our country in the
Navy during World War |l as part of the med-
ical corps in the South Pacific. Mr. Speaker,
Dr. Callaway was a selfless man, giving end-
lessly to ensure the well-being of others. His
service to this great nation, as well as his 42
years of medical service and countless years
of kindness to the citizens of the Durango
community, are honorable and worthy of rec-
ognition. | am confident that in spite of this
great loss, the family and friends of Dr. Sam
Callaway can take comfort in the knowledge
that each is a better person for having known
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him. It is with this that | pay tribute to the life
of this accomplished and wonderful man.

REPEAL OF THE FEDERAL CHAR-
TER OF THE BOY SCOUTS OF
AMERICA

HON. BENJAMIN L. CARDIN

OF MARYLAND
IN THE HOUSE OF REPRESENTATIVES

Wednesday, September 13, 2000

Mr. CARDIN. Mr. Speaker, the House of
Representatives recently voted on H.R. 4892,
a bill to repeal the federal charter of the Boy
Scouts of America. | voted against the bill, and
would like to take this opportunity to explain
my reasons.

My vote against this legislation should not in
any way be interpreted as a weakeming in my
support for banning discrimination on the basis
of sexual orientation. | deplore discrimination
on the basis of sexual orientation. | will con-
tinue to work to meaningfully expand our na-
tion’s civil rights protections for gays and les-
bians.

At the same time, | share the concerns
raised by others about the policy of discrimina-
tion that gave rise to the Supreme Court case
in Boy Scouts of America versus Dale. Cer-
tainly we all recognize the high regard the Boy
Scouts of America are held in by millions of
Americans. The organization has played a
positive role in the lives of millions of young
Americans.

In June, a sharply divided Supreme Court
held that applying New Jersey’s public accom-
modations law to require the Boy Scouts to
admit a homosexual member violates the Boy
Scouts’ First Amendment right of expressive
association. As a practical matter, therefore,
the Boy Scouts will be permitted to exclude
citizens from participating in their organization
solely on the basis of their sexual orientation.
| regret the Supreme Court’s decision.

Unfortunately, a Congressional review of the
federal charter given to the Boy Scouts, and
the process the Republican leadership has
employed in bringing this bill to the House
floor, is not the appropriate venue to address
this issue. | am disappointed that the Judiciary
Committee did not fulfill its responsibility to
hold hearings on this legislation. | strongly be-
lieve that the Republican leadership has not
properly reviewed the underlying legal and
constitutional issues at stake in this bill, and |
regret that the bill has been brought up under
the suspension of the rules. Under this proce-
dure, members have no opportunity to ask
questions or offer amendments. Rather than
considering legislation to revoke the federal
charter of the Boy Scouts—which in and of
itself will do nothing to protect our society from
discrimination—this Congress should be con-
sidering substantive legislation to strengthen
anti-discrimination laws based on one’s sexual
preference.

| also believe that Congress should conduct
a comprehensive review of its system of grant-
ing charters to private organizations. As you
know, Congress has chartered roughly 90
nonprofit corporations over the years, includ-
ing many well-known patriotic, charitable, his-
torical, or educational purpose organizations. |
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