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EC–6098. A communication from the Ad-

ministrator, Federal Highway Administra-
tion, Department of Transportation, trans-
mitting, pursuant to law, a report entitled 
‘‘Fundamental Properties of Asphalts and 
Modified Asphalts-II’’; to the Committee on 
Environment and Public Works. 

EC–6099. A communication from the Direc-
tor, Office of Regulatory Management and 
Information, Office of Policy, Planning and 
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report 
of a rule entitled ‘‘Approval and Promulga-
tion of Implementation Plans; California 
State Implementation Plan Revision, Bay 
Area Air Quality Management District’’ 
(FRL #6466–4), received November 1, 1999; to 
the Committee on Environment and Public 
Works.

EC–6100. A communication from the Direc-
tor, Office of Regulatory Management and 
Information, Office of Policy, Planning and 
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report 
of a rule entitled ‘‘Federal Plan Require-
ments for Municipal Solid Waste Landfills 
That Commenced Construction Prior to May 
30, 1991 and Have Not Been Modified or Re-
constructed Since May 30, 1991’’ (FRL #6469–
8), received November 1, 1999; to the Com-
mittee on Environment and Public Works. 

EC–6101. A communication from the Direc-
tor, Office of Regulatory Management and 
Information, Office of Policy, Planning and 
Evaluation, Environmental Protection Agen-
cy, transmitting, pursuant to law, the report 
of a rule entitled ‘‘Persistent Bioaccumula-
tive Toxic (PBT) Chemicals; Lowering of Re-
porting Thresholds for Certain PBT Chemi-
cals; Addition of Certain PBT Chemicals; 
Community Right-to-Know Toxic Chemical 
Reporting’’ (FRL #6839–11), received Novem-
ber 1, 1999; to the Committee on Environ-
ment and Public Works.

f 

REPORTS OF COMMITTEES 

The following reports of committees 
were submitted:

By Mr. CAMPBELL, from the Committee 
on Indian Affairs, with an amendment in the 
nature of a substitute: 

S. 964. A bill to provide for equitable com-
pensation for the Cheyenne River Sioux 
Tribe, and for other purposes (Rept. No. 106–
217).

By Mr. THOMPSON, from the Committee 
on Governmental Affairs, with an amend-
ment in the nature of a substitute: 

S. 1707. A bill to amend the Inspector Gen-
eral Act of 1978 (5 U.S.C. App.) to provide 
that certain designated Federal entities 
shall be establishments under such Act, and 
for other purposes (Rept. No. 106–218). 

By Mr. CAMPBELL, from the Committee 
on Indian Affairs, with an amendment in the 
nature of a substitute: 

S. 1508. A bill to provide technical and 
legal assistance for tribal justice systems 
and members of Indian tribes, and for other 
purposes (Rept. No. 106–219). 

By Mr. HELMS, from the Committee on 
Foreign Relations, with an amendment in 
the nature of a substitute: 

S. 1453. A bill to facilitate relief efforts and 
a comprehensive solution to the war in 
Sudan.

By Mr. THOMPSON, from the Committee 
on Governmental Affairs, without amend-
ment:

S. 1516. A bill to amend title III of the 
Stewart B. McKinney Homeless Assistance 
Act (42 U.S.C. 11331 et seq.) to reauthorize 

the Federal Emergency Management Food 
and Shelter Program, and for other purposes. 

By Mr. THOMPSON, from the Committee 
on Governmental Affairs, without amend-
ment:

S. 1877. An original bill to amend the Fed-
eral Report Elimination and Sunset Act of 
1995.

f 

EXECUTIVE REPORTS OF 
COMMITTEE

The following executive report of a 
committee was submitted:

By Mr. ROTH for the Committee on Fi-
nance:

William A. Halter, of Arkansas, to be Dep-
uty Commissioner of Social Security for the 
term expiring January 19, 2001. (New Posi-
tion)

(The above nomination was reported 
with the recommendation that it be 
confirmed, subject to the nominee’s 
commitment to respond to requests to 
appear and testify before any duly con-
stituted committee of the Senate.)

f 

INTRODUCTION OF BILLS AND 
JOINT RESOLUTIONS 

The following bills and joint resolu-
tions were introduced, read the first 
and second time by unanimous con-
sent, and referred as indicated:

By Mr. THOMPSON: 
S. 1877. An original bill to amend the Fed-

eral Report Elimination and Sunset Act of 
1995; from the Committee on Governmental 
Affairs; placed on the calendar. 

By Mrs. HUTCHISON (for herself, Mr. 
NICKLES, Mr. BROWNBACK, Mr. 
VOINOVICH, Mr. ASHCROFT, Mr. CRAIG,
Mr. ENZI, Mr. THOMAS, and Mr. 
HELMS):

S. 1878. A bill to amend the Fair Labor 
Standards Act of 1938 to provide that an em-
ployee’s ‘‘regular rate’’ for purposes of calcu-
lating compensation will not be affected by 
certain additional payments; to the Com-
mittee on Health, Education, Labor, and 
Pensions.

By Mr. MACK: 
S. 1879. A bill to promote international 

monetary stability and to share seigniorage 
with officially dollarized countries; to the 
Committee on Banking, Housing, and Urban 
Affairs.

By Mr. KENNEDY (for himself, Mr. 
AKAKA, Mr. INOUYE, Mrs. LINCOLN,
and Mr. WELLSTONE): S. 1880. A bill to 
amend the Public Health Service Act 
to improve the health of minority in-
dividuals; to the Committee on 
Health, Education, Labor, and Pen-
sions.

By Mr. DODD: 
S. 1881. A bill to amend chapter 84 of title 

5, United States Code, to make certain tem-
porary Federal service creditable for retire-
ment purposes; to the Committee on Govern-
mental Affairs. 

By Mrs. HUTCHISON (for herself and 
Mr. STEVENS):

S. 1882. A bill to expand child support en-
forcement through means other than pro-
grams financed at Federal expense; to the 
Committee on Finance. 

By Mr. BINGAMAN: 
S. 1883. A bill to amend tile 5, United 

States Code, to eliminate an inequity on the 
applicability of early retirement eligibility 

requirements to military reserve techni-
cians; to the Committee on Governmental 
Affairs.

By Mr. KERRY: 
S. 1884. A bill to designate the building of 

the United States Postal Service located at 5 
Cedar Street in Hopkinton, Massachusetts, 
as the ‘‘Thomas J. Brown Post Office Build-
ing’’; to the Committee on Governmental Af-
fairs.

f 

SUBMISSION OF CONCURRENT AND 
SENATE RESOLUTIONS 

The following concurrent resolutions 
and Senate resolutions were read, and 
referred (or acted upon), as indicated:

By Mr. HELMS (for himself, Mr. BIDEN,
Mr. WELLSTONE, and Mr. LUGAR):

S. Res. 223. A resolution condemning the 
violence in Chechnya; to the Committee on 
Foreign Relations. 

By Mr. CLELAND: 
S. Res. 224. A resolution expressing the 

sense of the Senate to designate November 
11, 1999, as a special day for recognizing the 
members of the Armed Forces and the civil-
ian employees of the United States who par-
ticipated in the recent conflict in Kosovo 
and the Balkans; to the Committee on the 
Judiciary.

By Mr. DURBIN (for himself, Mr. 
FRIST, Mr. DEWINE, Mr. LEVIN, Mr. 
KENNEDY, Mr. FEINGOLD, Mr. DORGAN,
Mrs. BOXER, Mr. MACK, Mr. DODD, and 
Mr. THURMOND):

S. Res. 225. A resolution to designate No-
vember 23, 2000, Thanksgiving Day, as a day 
to ‘‘Give Thanks, Give Life’’ and to discuss 
organ and tissue donation with other family 
members; to the Committee on the Judici-
ary.

By Mr. GRAHAM (for himself and Mr. 
MACK):

S. Con. Res. 71. A concurrent resolution ex-
pressing the sense of Congress that Miami, 
Florida, and not a competing foreign city, 
should serve as the permanent location for 
the Secretariat of the Free Trade Area of the 
Americas (FTAA) beginning in 2005; to the 
Committee on Finance.

f 

STATEMENTS ON INTRODUCED 
BILLS AND JOINT RESOLUTIONS 

By Mrs. HUTCHISON (for herself, 
Mr. NICKLES, Mr. BROWNBACK,
Mr. VOINOVICH, Mr. ASHCROFT,
Mr. CRAIG, Mr. ENZI, Mr. THOM-
AS, and Mr. HELMS):

S. 1878. A bill to amend the Fair 
Labor Standards Act of 1938 to provide 
that an employee’s ‘‘regular rate’’ for 
purposes of calculating compensation 
will not be affected by certain addi-
tional payments; to the Committee on 
Health, Education, Labor, and Pen-
sions.

BONUS INCENTIVE ACT OF 1999

Mrs. HUTCHISON. Mr. President, I 
rise today to introduce the Bonus In-
centive Act of 1999. I am joined in in-
troducing this bill by my colleagues, 
Senators NICKLES, BROWNBACK,
VOINOVICH, ASHCROFT, CRAIG, ENZI, and 
THOMAS. This important legislation 
will give America’s hourly wage work-
ers the same ability to receive per-
formance-based bonuses that salaried 
employees currently have. 
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Mr. President, under the Fair Labor 

Standards Act, employers who give 
performance-based bonuses (usually at 
the end of the year) must go back and 
recalculate each employee’s hourly 
base rate of pay and thus any overtime 
pay they received must be adjusted ac-
cordingly. Often, the employer must 
spend many hours of accountants’ time 
for relatively minor adjustments in 
overtime pay. 

This unnecessary and overly burden-
some requirement discourages many 
employers (those who even know about 
this obscure provision) from providing 
a performance-based bonus system to 
their hourly wage employees, while sal-
aried or ‘‘exempt’’ employees can enjoy 
such bonuses. Other employers attempt 
to comply with the law by reclassifying 
bonuses as not being performance-
based. The net result of this law has 
been to hamper the productivity of the 
American worker and to trap unwary 
employers with unnecessary paperwork 
and even fines. 

My legislation, the companion of 
which has been passed by the House 
Education and Workforce Committee, 
would allow performance-based bo-
nuses to be paid to employees without 
the need to recalculate overtime pay, 
provided that employees are made fully 
aware of the requirements of receiving 
such bonuses and provided that such 
bonuses are not used as a substitute for 
hourly pay. 

Mr. President, when the Fair Labor 
Standards Act (FLSA) was enacted in 
1938, over 60 years ago, employers typi-
cally rewarded only their management 
personnel for the level of their achieve-
ment with performance-based bonuses. 
Such bonus programs for employees 
were very rare. But times have 
changed, and so has the American 
workplace. With the rise of the service-
sector, post-industrial economy, in-
creased competition from overseas, and 
the growing importance of workplace 
productivity and efficiency, 
‘‘gainsharing’’ and other performance-
based bonus programs for workers are 
commonplace.

Such programs are as varied as they 
are common. The model that comes 
first to mind is a bonus based on the 
number of items a factory worker pro-
duces in a month, quarter, or year. But 
gainsharing programs are equally ef-
fective in the service sector. Pam Farr, 
former senior vice president for Mar-
riott Lodging and now president of the 
Cabot Advisory Group, recently testi-
fied before the House Education and 
the Workforce Committee that Mar-
riott used gainsharing plans for house-
keeping and customer service per-
sonnel that rewarded employees for the 
cleanliness of rooms, and customer 
service evaluations. Cordant Tech-
nologies, which makes solid rocket 
boosters for the space shuttle, rewards 
its workers for achieving goals involv-
ing workplace safety, customer satis-
faction, and indirect cost reduction. 

Whatever type of gainsharing ar-
rangement an employer may have, 
there can be no doubt that these pro-
grams increase workers’ pay, produc-
tivity, and contribute to higher cus-
tomer satisfaction and better work-
place relations. Studies have dem-
onstrated that employees who partici-
pate in gainsharing arrangements on 
average receive about 5 to 10 percent 
more pay from such participation, and 
many bonus programs allow employees 
to increase their base pay by as much 
as 50 percent. 

Employees who participate in these 
programs also report being more satis-
fied on the job and to have a more posi-
tive attitude toward their employer. A 
1981 survey by the General Accounting 
Office found that over 80 percent of 
firms they interviewed reported im-
provements in labor-management rela-
tions from such programs. Grievances 
in such companies dropped 50 percent, 
and absenteeism by 20 percent when 
gainsharing was offered to workers. 

Unfortunately, the majority of per-
formance-based bonus programs are of-
fered only to one segment of the Amer-
ican workforce: those employees who 
are salaried and therefore ‘‘exempt’’ 
from many of the strictures of the Fair 
Labor Standards Act. The other 70-plus 
million Americans who get paid by the 
hour are precluded from fully partici-
pating in these programs. Why is this? 
If performance bonuses work so well, 
why aren’t they offered to more hourly 
wage workers? 

The answer is that the 61-year-old 
FLSA requires that when such bonuses 
are provided to hourly workers, the 
employer must then re-calculate each 
employee’s ‘‘regular rate’’ of pay, 
which in turn requires a recalculation 
of worker’s overtime pay. This process 
of recalculating employee overtime can 
consume substantial administrative 
time, often for very little in the way of 
additional overtime pay. One human 
resources director testified before Con-
gress that it took four people 160 hours 
to calculate the bonuses for 235 em-
ployees.

This requirement can be particularly 
burdensome for many of the nation’s 
millions of small businesses that may 
not have computer hardware and soft-
ware that can run these types of cal-
culations. For employers who must try 
to do these calculations by hand, it can 
be such a headache that the employer 
will either drop the bonus program al-
together or simply ignore the law, both 
of which are obviously undesirable out-
comes.

The Bonus Incentive Act I am intro-
ducing today will alleviate this unnec-
essary and counterproductive require-
ment, and allow all employees to par-
ticipate equally in gainsharing pro-
grams. In fact, by extending these pro-
grams to hourly wage employees who, 
on average, make less than their sala-
ried counterparts, this bill could be a 

significant shot-in-the-arm to their 
take home pay. The Employee Policy 
Foundation reports that a median wage 
U.S. worker could earn between an ad-
ditional $17,000 and $26,000 over a 20-
year period by participating in a per-
formance-based bonus plan. 

Why would anyone oppose this bill, 
Mr. President? It is good for employers 
and employees alike. It means less pa-
perwork and more pay, less bureauc-
racy and more productivity. 

Some have raised the concern that 
employers may somehow attempt to 
disguise regular hourly pay as 
gainsharing bonuses. While it would 
take a very ambitious employer to 
make such a scheme profitable, par-
ticularly considering the impact such 
conduct would have on employee mo-
rale, there are protections in the bill 
against such a possibility. 

First, the employer must provide all 
employees, in writing, a detailed de-
scription of what the requirements and 
benefits of the gainsharing plan will be. 
The actual formula by which the bonus 
is to be calculated must also be 
spelled-out. There can be no doubt 
about what the employee would be re-
quired to do and what he or she would 
stand gain. 

Second, the employer is absolutely 
prohibited from using a performance-
based bonus to in any way replace the 
hourly wage pay the employee would 
otherwise have received. In fact, the 
bill requires that the plan be ‘‘estab-
lished and maintained in good faith for 
the purpose of distributing to employ-
ees additional remuneration over and 
above the wages and salaries that are 
not dependent upon the existence of 
such plan.’’ If an employer should vio-
late this and, for example, but workers 
pay and substitute that for bonus pay, 
that employer would be subject to the 
same civil and even criminal sanctions 
as he would for any violation of the 
Fair Labor Standards Act, which is 
vigorously enforced by the U.S. Depart-
ment of Labor’s Wage and Hour Divi-
sion.

But the truth is, Mr. President, that 
there is very little reason for employ-
ers today to abuse this provision, and 
every reason in the world to use it for 
the betterment of employees and to the 
long-term success of the company. If 
the tremendous economic revolution 
and growth we have witnessed in the 
last two decades has taught us any-
thing, it is that wealth is not a zero-
sum game. Our economy continues to 
outstrip that of the rest of the world 
not because we have more natural re-
sources: other countries have more oil, 
gold, timber, and other resources than 
we. It is because the productive capac-
ity, ingenuity, and entrepreneurship of 
the American people is allowed to 
flourish under our system. 

Outdated laws such as this must be 
revised if we are to continue to enjoy 
the growing fruits of our labor. The 
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Bonus Incentive Act will help accom-
plish this goal, and I urge my col-
leagues to support and pass it.

By Mr. KENNEDY (for himself, 
Mr. AKAKA, Mr. INOUYE, Mrs. 
LINCOLN, and Mr. WELLSTONE):

S. 1880. A bill to amend the Public 
Health Service Act to improve the 
health of minority individuals; to the 
Committee on Health, Education, 
Labor, and Pensions. 

HEALTH CARE FAIRNESS ACT OF 1999

Mr. KENNEDY. Mr. President, over 
the past few decades, we have made ex-
traordinary advances as a nation in 
science and medicine. Unfortunately, 
those advances are not benefitting all 
of our citizens equally. Minority com-
munities suffer disproportionately 
from many severe health problems. 

We know that poverty, lack of health 
insurance, and other barriers to care 
continue to undermine the health of 
minorities. Clearly we need to do more 
to give all Americans the fair chance 
for a healthy future that they deserve. 

The Administration has taken impor-
tant steps to address this challenge. 
Last year, the President announced the 
Initiative to Eliminate Racial and Eth-
nic Disparities in Health. This initia-
tive, led by the Department of Health 
and Human Services, has identified 
several areas where new commitments, 
new ideas, and new resources are nec-
essary. The goal is to eliminate dis-
parities in the areas of cardiovascular 
disease, cancer screening and manage-
ment, diabetes, infant mortality, HIV/
AIDS, and immunizations by 2010. This 
ambitious goal cannot be met without 
a major effort to improve research on 
the health of minorities and develop 
the steps needed to reduce these dis-
parities.

Today, Senators AKAKA, INOUYE, LIN-
COLN, WELLSTONE, and I are intro-
ducing the Health Care Fairness Act of 
1999, to secure the commitment and re-
sources needed in each of these areas to 
ensure that minorities have a fair 
chance for improved health. 

Minority populations suffer dis-
proportionately from cardiovascular 
disease. They have a greater risk of de-
veloping high blood pressure, and are 
less likely to receive treatment to 
manage the condition after it develops. 
As a result, African Americans are 40 
percent more likely to die from coro-
nary heart disease than whites. 

A Georgetown University study pub-
lished in the New England Journal of 
Medicine last February found that bias 
in the decisions made by doctors is a 
factor in the treatment that African 
Americans receive when they suffer 
from heart disease. These findings are 
based on an experiment where physi-
cians volunteered to view a video of ac-
tors posing as patients with significant 
symptoms of heart disease. The physi-
cians were asked to prescribe further 
interventions for each ‘‘patient,’’ all of 

whom had identical medical histories, 
insurance coverage, and occupations. 
While 91 percent of the white males, 
white females, and African American 
males in the study were referred for 
cardiac catheterization, a more effec-
tive but more expensive diagnostic pro-
cedure, only 79 percent of the African 
American females in the study were re-
ferred for this test. 

A study published in the New Eng-
land Journal of Medicine last month 
found similar disparities in the treat-
ment of lung cancer. Patients whose 
tumors are discovered early are often 
able to be cured with surgery. This 
study found that African American pa-
tients with tumors small enough to be 
surgically removed were treated sur-
gically in only 64 percent of cases, com-
pared with 77 percent of white patients 
treated surgically. As a result, African 
Americans have only a 26 percent 
chance of surviving lung cancer, com-
pared with a 34 percent survival rate 
for whites. 

Other types of cancer also strike ra-
cial and ethnic minorities in dispropor-
tionate numbers. Vietnamese Amer-
ican women are five times more likely 
than white women to contract cervical 
cancer. Hispanic women are twice as 
likely to contract cervical cancer. Na-
tive Hawaiian men are 13 percent more 
likely to contact lung cancer. Alaskan 
Native women are 72 percent more like-
ly to contract colon cancer and rectal 
cancer, when compared with whites. In 
addition, African Americans and His-
panic Americans are more likely to be 
diagnosed with cancer once the disease 
has reached an advanced stage. For Af-
rican Americans, the result is a 35 per-
cent higher death rate. 

The Institute of Medicine, issued a 
report last February concluding that 
federal efforts to research cancer in 
minority communities are insufficient. 
The report recommended an increase in 
resources and the development of a 
strategic plan to coordinate this re-
search. The results of this study con-
firm that while NIH has been ex-
tremely successful in producing med-
ical breakthroughs that improve 
health care, those breakthroughs do 
not always reach into racial and ethnic 
communities.

The same troubling differences are 
found with HIV/AIDS. The powerful 
new drugs that have dramatically de-
creased AIDS deaths and prevented or 
delayed progression from HIV to AIDS 
for so many citizens are not reaching 
minorities in proportion to their need. 
Racial and ethnic minorities make up 
approximately 25 percent of the total 
population, but these groups account 
for over half of all AIDS cases. The dis-
parity is even greater for African 
American and Hispanic women, who ac-
count for nearly 80 percent of the AIDS 
cases reported among women. 

In spite of recent bipartisan efforts 
to increase access to health care for all 

children, racial and ethnic disparities 
exist among young Americans as well. 
Minority children are less likely to re-
ceive prescription medications, and 
they have lower immunization rates 
than white children. Inadequate health 
care places a barrier in the path of 
healthy development for minority chil-
dren, and that is an unfair disadvan-
tage.

The Health Care Fairness Act of 1999 
addresses these racial and ethnic 
health disparities in many ways. It 
contains sections on research, data col-
lection, medical education, and out-
reach. Each of these aspects has an im-
portant role to play in the reduction 
and eventual elimination of these un-
acceptable health disparities. 

Title I establishes a Center for Re-
search on Minority Health at the Na-
tional Institutes of Health. The Center 
will oversee the development of an 
NIH-wide strategic plan for minority 
health research. This step will enable 
those concerned with the advancement 
of research on minority health, both 
inside and outside NIH, to monitor the 
progress of NIH in this area. The Cen-
ter will award Centers of Excellence 
grants to institutions across the coun-
try that serve under-represented popu-
lations. These funds will be used to 
conduct research into the nature, 
causes, and remedies for health 
disparties, to train minorities to be-
come biomedical research profes-
sionals, to improve the infrastructure 
for conducting biomedical research on 
health disparties, and to provide long-
term stability to these biomedical re-
search programs. 

Changing attitudes about race and 
ethnic backgrounds are an ongoing 
challenge for all sectors of our society. 
The Georgetown study does not con-
clude that most doctors are racist. No 
such assumptions are drawn from its 
results. What is shown is that health 
care providers, like all members of our 
society, enter their profession with 
perceptions and biases related to race. 
Many industries have confronted racial 
sensitivity issues in their training pro-
grams. This study shows that such 
training must also be a part of medical 
education, for both new students and 
experienced practitioners alike. 

To help health care providers im-
prove their ability to work with pa-
tients of different backgrounds, we 
must also develop educational tech-
niques that are effective in improving 
this aspect of health care delivery. 
Title II of the Health Care Finance Act 
establishes demonstration projects to 
develop effective educational tech-
niques such as courses that focus on re-
ducing racial and ethnic disparties in 
health care. 

The close connection between race 
and poverty in this country has had a 
significant negative impact on the ac-
cess of minority communities to qual-
ity health care. Reducing racial and 
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ethnic health disparties will require a 
better understanding of issues beyond 
effective treatments and other ques-
tions of basic science. Barriers to care, 
poor quality health services, and the 
lack of useful outcome measures are 
all part of this complex problem. Title 
III of our bill strengthens the federal 
commitment to these social science as-
pects of health disparties. It directs the 
Agency for Health Care Policy and Re-
search to conduct and support research 
in these areas, to promote effective 
interventions in minority commu-
nities, and to develop outcome meas-
ures to assess and improve health care 
for minority populations. 

Measuring our progress in reducing 
these racial and ethnic disparties will 
also require reliable and complete data 
on miniority health. In order to pro-
vide reliable information on the health 
status of minority communities, Title 
IV of our bill directs the National 
Academy of Sciences to conduct a 
study of the data collection and report-
ing systems at the Department of 
Health and Human Services that in-
clude race and ethnicity. 

This study will evaluate the effec-
tiveness of data collection at HHS and 
recommend improvements for ensuring 
that reliable and complete information 
on racial and ethnic health disparties 
is available. 

The estimated cost of these provi-
sions for fiscal year 2000 totals just 
under $350 million. The estimated cost 
in subsequent years is approximately 
$260 million. This is a small price when 
compared to the damage that racial 
and ethnic health disparties are caus-
ing in so many communities. We all 
know that in the long run better health 
is always less expensive than sickness 
and hospitalization. 

We know that many other structural, 
personal, and historical factors con-
tribute to racial and ethnic disparties 
in health care. Our legislation asks 
that we make the elimination of these 
disparties a higher priority. It asks 
that we do all we can to develop the 
knowledge necessary to do better. The 
result will be a fairer chance for the 
healthy future that all Americans de-
serve, and I look forward to early ac-
tion by Congress on this needed legisla-
tion.

Mr. President, I ask unanimous con-
sent that the full text of the bill and 
the accompanying letters and state-
ment of support be printed in the 
RECORD.

There being no objection, the mate-
rial was ordered to be printed in the 
RECORD, as follows:

S. 1880
Be it enacted by the Senate and House of Rep-

resentatives of the United States of America in 
Congress assembled,
SECTION 1. SHORT TITLE; TABLE OF CONTENTS. 

(a) SHORT TITLE.—This Act may be cited as 
the ‘‘Health Care Fairness Act of 1999’’. 

(b) TABLE OF CONTENTS.—The table of con-
tents of this Act is as follows:

Sec. 1. Short title; table of contents. 
Sec. 2. Findings. 
TITLE I—IMPROVING MINORITY HEALTH 

THROUGH THE NATIONAL INSTITUTES 
OF HEALTH 

Sec. 101. Research on minority health. 
‘‘PART J—RESEARCH ON MINORITY HEALTH

‘‘Sec. 499A. Establishment of Center. 
‘‘Sec. 499B. Advisory Council. 
‘‘Sec. 499C. Comprehensive plan and 

budget.
‘‘Sec. 499D. Center funding. 
‘‘Sec. 499E. Centers of excellence for re-

search on health disparities and 
training.

‘‘Sec. 499F. Loan repayment program for 
biomedical research. 

‘‘Sec. 499G. Additional authorities. 
‘‘Sec. 499H. General provisions regarding 

the Center. 
TITLE II—MEDICAL EDUCATION 

Sec. 201. Grants for health care education 
curricula development. 

Sec. 202. National Conference on Continuing 
Health Professional Education 
and Disparity in Health Out-
comes.

Sec. 203. Advisory Committee. 
Sec. 204. Cultural competency clearing-

house.
TITLE III—MINORITY HEALTH RE-

SEARCH BY THE AGENCY FOR HEALTH 
CARE POLICY AND RESEARCH. 

Sec. 301. Minority health research by the 
Agency for Health Care Policy 
and Research. 

TITLE IV—DATA COLLECTION RELATING 
TO RACE OR ETHNICITY 

Sec. 401. Study and report by National Acad-
emy of Sciences. 

TITLE V—PUBLIC AWARENESS 
Sec. 501. Public awareness.
SEC. 2. FINDINGS. 

Congress makes the following findings: 
(1) The United States ranks below most in-

dustrialized nations in health status as 
measured by longevity, sickness, and mor-
tality.

(2) The United States ranks 24th among in-
dustrialized nations in infant mortality. 

(3) This poor rank in health status is at-
tributed in large measure to the lower health 
status of America’s minority populations. 

(4) Many minority groups suffer dispropor-
tionately from cancer. Disparities exist in 
both mortality and incidence rates. For men 
and women combined, African Americans 
have a cancer death rate about 35 percent 
higher than that for whites. Paralleling the 
death rate, the incidence rate for lung cancer 
in African American men is about 50 percent 
higher than white men. Native Hawaiian 
men also have elevated rates of lung cancer 
compared with white men. Alaskan Native 
men and women suffer from higher rates of 
cancers of the colon and rectum than do 
whites. Vietnamese women in the United 
States have a cervical cancer incidence rate 
more than 5 times greater than white 
women. Hispanic women also suffer elevated 
rates of cervical cancer. 

(5) Infant death rates among African Amer-
ican, Native Americans and Alaskan Natives, 
and Hispanics were well above the national 
average. The greatest disparity exists for Af-
rican Americans. The overall Native Amer-
ican rate does not reflect the diversity 
among Indian communities, some of which 
have infant mortality rates approaching 
twice the national rate. 

(6) Sudden infant death syndrome (referred 
to in this section as ‘‘SIDS’’) accounts for 

approximately 10 percent of all infant deaths 
in the first year of life. Minority populations 
are at greater risk for SIDS. In addition to 
the greater risks among African Americans, 
the rates are 3 to 4 times as high for some 
Native American and Alaskan Native popu-
lations.

(7) Cardiovascular disease is the leading 
cause of death for all racial and ethnic 
groups. Major disparities exist among popu-
lation groups, with a disproportionate bur-
den of death and disability from cardio-
vascular disease in minority and low-income 
populations. Stroke is the only leading cause 
of death for which mortality is higher for 
Asian-American males than for white males. 

(8) Racial and ethnic minorities have high-
er rates of hypertension, tend to develop hy-
pertension at an earlier age, and are less 
likely to undergo treatment to control their 
high blood pressure. 

(9) Diabetes, the seventh leading cause of 
death in the United States, is a serious pub-
lic health problem affecting racial and eth-
nic communities. The prevalence of diabetes 
in African Americans is approximately 70 
percent higher than whites and the preva-
lence in Hispanics is nearly double that of 
whites. The prevalence rate of diabetes 
among Native Americans and Alaskan Na-
tives is more than twice that for the total 
population and at least 1 tribe, the Pimas of 
Arizona, have the highest known prevalence 
of diabetes of any population in the world. 

(10) The human immunodeficiency virus 
(referred to in this section as ‘‘HIV’’), which 
causes acquired immune deficiency syn-
drome (referred to in this section as 
‘‘AIDS’’), results in disproportionate suf-
fering in minority populations. Minority per-
sons represent 25 percent of the total United 
States population, but 54 percent of all cases 
of AIDS. 

(11) More than 75 percent of AIDS cases re-
ported among women and children occur in 
minority women and children. 

(12) Nearly 2 of 5 (38 percent) Hispanic 
adults, 1 of 4 (24 percent) African American 
adults, and 1 of 4 (24 percent) Asian-Amer-
ican adults are uninsured, compared with 1 
of 7 (14 percent) white adults. 

(13) Elderly minorities experience dispari-
ties in access to care and health status, in 
part because medicare covers only half the 
health care expenses of older Americans. 

(14) Two of 5 Hispanic and 2 of 5 African 
Americans age 65 and older rate their health 
status as fair or poor, compared with less 
than 1 of 4 (23 percent) white Americans 65 
and over. 

(15) Nearly 2 of 5 (39 percent) African 
American adults and almost half (46 percent) 
of Hispanic adults report that they do not 
have a regular doctor, compared with 1 of 4 
(26 percent) of white adults. 

(16) Minority Americans 65 and older are 
less likely to have a regular doctor or to see 
a specialist. 

(17) Ninety percent of minority physicians 
produced by Historically Black Medical Col-
leges live and serve in minority commu-
nities.

(18) Almost half (45 percent) of Hispanic 
adults, 2 of 5 (41 percent) Asian-American 
adults, and more than 1 of 3 (35 percent) Afri-
can American adults report difficulty paying 
for medical care, compared with 1 of 4 (26 
percent) white adults. 

(19) Despite suffering disproportionate 
rates of illness, death, and disability, minori-
ties have not been proportionately rep-
resented in many clinical research trials, ex-
cept in studies of behavioral risk factors as-
sociated with negative stereotypes. 
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(20) Culturally sensitive approaches to re-

search are needed to encourage minority par-
ticipation in research studies. 

(21) There is a national need for minority 
scientists in the field of biomedical, clinical, 
and health services research. 

(22) In 1990, only 3.3 percent of all United 
States medical school faculties were under-
represented minority persons. 

(23) Only 1 percent of full professors were 
underrepresented minority persons in 1990. 

(24) The proportion of underrepresented 
minorities in high academic ranks, such as 
professors and associated professors, de-
creased from 1980 to 1990. 

(25) African Americans with identical com-
plaints of chest pain are less likely than 
white Americans to be referred by physicians 
for sophisticated cardiac tests. 

(26) Cultural competency training in med-
ical schools and residency training programs 
has the potential to reduce disparities in 
health care and health outcomes. 

(27) More detailed data on health dispari-
ties is needed to—

(A) evaluate the impact that race and eth-
nicity have on health status, access to care, 
and quality of care; and 

(B) enforce existing protections for equal 
access to care. 
TITLE I—IMPROVING MINORITY HEALTH 

THROUGH THE NATIONAL INSTITUTES 
OF HEALTH 

SEC. 101. RESEARCH ON MINORITY HEALTH. 
Title IV of the Public Health Service Act 

(42 U.S.C. 281 et seq.) is amended by adding 
at the end the following: 

‘‘PART J—RESEARCH ON MINORITY 
HEALTH

‘‘SEC. 499A. ESTABLISHMENT OF CENTER. 
‘‘(a) IN GENERAL.—There is established 

within the National Institutes of Health an 
organization to be known as the Center for 
Research on Minority Health and Health Dis-
parities (referred to in this part as the ‘Cen-
ter’). The Center shall be headed by a direc-
tor, who shall be appointed by the Secretary 
and shall report to the Director of the Na-
tional Institutes of Health. 

‘‘(b) TASK FORCE.—The Director of the Cen-
ter shall chair a trans-NIH task force that is 
composed of Institute Directors, NIH senior 
staff, and representatives of other public 
health agencies, that will establish a com-
prehensive plan and budget estimates under 
section 499C for minority health that should 
be conducted or supported by the national 
research institutes, and shall recommend an 
agenda for conducting and supporting such 
research.

‘‘(c) DUTIES.—
‘‘(1) INTERAGENCY COORDINATION OF MINOR-

ITY HEALTH RESEARCH.—With respect to mi-
nority health, the Director of the Center 
shall facilitate the establishment of, and 
provide administrative support to, the task 
force referred to in subsection (b) to plan, co-
ordinate, and evaluate all research con-
ducted at or funded by NIH. 

‘‘(2) MINORITY HEALTH RESEARCH INFORMA-
TION SYSTEM.—The Director of the Center 
shall establish a minority health research in-
formation system in order to track minor-
ity-related research, training, and construc-
tion. The system shall capture, for each mi-
nority-related research, training, or con-
struction project year-end data. 

‘‘(3) CONSULTATIONS.—The Director of the 
Center shall carry out this part (including 
developing and revising the plan required in 
section 499C) in consultation with the Advi-
sory Council established under section 499B, 
the heads of the agencies of the National In-

stitutes of Health, and the advisory councils 
of such agencies. 

‘‘(4) COORDINATION.—The Director of the 
Center shall act as the primary Federal offi-
cial with responsibility for monitoring all 
minority health research conducted or sup-
ported by the National Institutes of Health, 
and—

‘‘(A) shall serve to represent the National 
Institutes of Health minority health re-
search program at all relevant Executive 
branch task forces, committees and planning 
activities; and 

‘‘(B) shall maintain communications with 
all relevant Public Health Service agencies 
and with various other departments of the 
Federal Government, to ensure the timely 
transmission of information concerning ad-
vances in minority health research between 
these various agencies for dissemination to 
affected communities and health care pro-
viders.

‘‘(d) INNOVATIVE GRANTS.—
‘‘(1) IN GENERAL.—The Director of the Cen-

ter, in consultation with the Advisory Coun-
cil, shall identify areas of insufficient minor-
ity health research at the Institutes and 
Centers, and shall provide funds to the Insti-
tutes and Centers for the awarding of peer-
reviewed grants for innovative projects that 
address high priority areas of minority 
health research that are not adequately ad-
dressed by other Institutes or Centers. 

‘‘(2) EXCEPTIONAL CIRCUMSTANCES.—
‘‘(A) IN GENERAL.—If the Director of the 

Center determines that the Institutes or 
Centers are unwilling or unable to award a 
grant under paragraph (1) for the conduct of 
a research project identified under such 
paragraph, the Director, in consultation 
with the Advisory Council, shall award 1 or 
more peer reviewed grants to support such 
research project. 

‘‘(B) LIMITATION.—The total amount of 
grants awarded under subparagraph (A) for a 
fiscal year shall not exceed an amount equal 
to 10 percent of the total final budget for the 
minority health disparities comprehensive 
plan for the National Institutes of Health for 
the fiscal year, or $130,000,000, whichever is 
greater.

‘‘(3) ADMINISTRATION OF RESEARCH PRO-
POSALS.—

‘‘(A) REQUESTS.—The Director of the Cen-
ter may issue requests for research proposals 
in areas identified under paragraph (2)(A). 

‘‘(B) DELEGATION.—The Director of the 
Center may delegate responsibility for the 
review and management of research pro-
posals under this subsection to another In-
stitute or Center, or to the Center for Sci-
entific Review. 

‘‘(C) FINAL APPROVAL.—The Director of the 
Center may issue a final approval of research 
awards under paragraph (1) so long as such 
approval is provided within 30 days of the 
date on which the award is approved by an 
Institute or Center. 

‘‘(e) DEFINITIONS.—In this part: 
‘‘(1) MINORITY HEALTH CONDITIONS.—The

term ‘minority health conditions’, with re-
spect to individuals who are members of ra-
cial, ethnic, and indigenous (including Na-
tive Americans, Alaskan Natives, and Native 
Hawaiians) minority groups, means all dis-
eases, disorders, and conditions (including 
with respect to mental health)—

‘‘(A) unique to, more serious, or more prev-
alent in such individuals; 

‘‘(B) for which the factors of medical risk 
or types of medical intervention are dif-
ferent for such individuals; or 

‘‘(C) which have been found to result in 
health disparities but for which insufficient 
research has been conducted. 

‘‘(2) MINORITY HEALTH RESEARCH.—The
term ‘minority health research’ means basic 
and clinical research on minority health con-
ditions, including research on preventing 
such conditions. 
‘‘SEC. 499B. ADVISORY COUNCIL. 

‘‘(a) IN GENERAL.—The Secretary shall es-
tablish an advisory council (referred to in 
this part as the ‘Advisory Council’), pursuant 
to the Federal Advisory Committee Act, for 
the purpose of providing advice to the Direc-
tor of the Center on carrying out this part. 

‘‘(b) COMPOSITION.—The Advisory Council 
shall be composed of not less than 18, and not 
more than 24 individuals, who are not offi-
cers or employees of the Federal Govern-
ment, to be appointed by the Secretary. A 
majority of the members of the Advisory 
Council shall be individuals with dem-
onstrated expertise regarding minority 
health issues. The Advisory Council shall in-
clude representatives of communities im-
pacted by racial and ethnic health dispari-
ties. The Director of the Center shall serve 
as the chairperson of the Advisory Council. 
‘‘SEC. 499C. COMPREHENSIVE PLAN AND BUDGET. 

‘‘(a) IN GENERAL.—Subject to this section 
and other applicable law, the Director of the 
Center (in consultation with the Advisory 
Council) and the members of the Task Force 
established under section 499A, in carrying 
out section 499A, shall—

‘‘(1) establish a comprehensive plan and 
budget for the conduct and support of all mi-
nority health research activities of the agen-
cies of the National Institutes of Health 
(which plan shall be first established under 
this subsection not later than 12 months 
after the date of the enactment of this part), 
which budget shall be submitted to the Sec-
retary, the Director of the Office of Manage-
ment and Budget and Congress and included 
in the annual budget justification for the Na-
tional Institutes of Health; 

‘‘(2) ensure that the plan and budget estab-
lishes priorities, consistent with sound med-
ical and scientific judgment, among the mi-
nority health research activities that such 
agencies are authorized to carry out; 

‘‘(3) ensure that the plan and budget estab-
lishes objectives regarding such activities, 
describes the means for achieving the objec-
tives, and designates the date by which the 
objectives are expected to be achieved; 

‘‘(4) ensure that all amounts appropriated 
for such activities are expended in accord-
ance with the plan and budget; 

‘‘(5) review the plan and budget not less 
than annually, and coordinate revisions to 
the plan as appropriate; and 

‘‘(6) ensure that the plan and budget serve 
as a broad, binding statement of policies re-
garding minority health research activities 
of the agencies, but does not remove the re-
sponsibility of the heads of the agencies for 
the approval of specific programs or projects, 
grant management, or for other details of 
the daily administration of such activities, 
in accordance with the plan and budget. 

‘‘(b) CERTAIN COMPONENTS.—With respect 
to minority health research activities of the 
agencies of the National Institutes of Health, 
the plan and budget shall—

‘‘(1) provide for basic research; 
‘‘(2) provide for clinical research; 
‘‘(3) provide for research that is conducted 

by the agencies; 
‘‘(4) provide for research that is supported 

by the agencies; 
‘‘(5) provide for proposals developed pursu-

ant to solicitations by the agencies and for 
proposals developed independently of such 
solicitations; and 

‘‘(6) provide for prevention research, behav-
ioral research and social sciences research. 
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‘‘(c) APPROVAL.—The plan and budget es-

tablished under this section are subject to 
the approval of the Director of the Center 
and the Director of the National Institutes 
of Health. 

‘‘(d) BUDGET ITEMS FOR MINORITY
HEALTH.—In the Budget of the United States 
that is submitted to Congress by the Presi-
dent, the President shall, with respect to 
each Institute or agency of the National In-
stitutes of Health, include a separate line 
item account for the amount that each such 
Institute or agency requests for minority 
health activities. 
‘‘SEC. 499D. CENTER FUNDING. 

‘‘For the purpose of carrying out adminis-
trative functions related to minority health 
research activities under the plan under sec-
tions 499A, 499B, and 499C, there are author-
ized to be appropriated $100,000,000 for fiscal 
year 2000, and such sums as may be necessary 
for each of fiscal years 2001 through 2004. 
‘‘SEC. 499E. CENTERS OF EXCELLENCE FOR RE-

SEARCH ON HEALTH DISPARITIES 
AND TRAINING. 

‘‘(a) IN GENERAL.—The Secretary, acting 
through the Director of the National Insti-
tutes of Health, shall make grants to, and 
enter into contracts with, designated bio-
medical research institutions described in 
subsection (c), and other public and non-
profit health or educational entities, for the 
purpose of assisting the institutions in sup-
porting programs of excellence in biomedical 
research education for under-represented mi-
nority individuals. 

‘‘(b) REQUIRED USE OF FUNDS.—
‘‘(1) IN GENERAL.—The Secretary may not 

make a grant under subsection (a) unless the 
designated biomedical research institution 
involved agrees, subject to subsection 
(c)(1)(B), to expend the grant—

‘‘(A) to conduct minority health research 
and research into the nature of health dis-
parities that affect racial, ethnic, and indig-
enous minorities, the causes of such dispari-
ties, and remedies for such disparities; 

‘‘(B) to train minorities as professionals in 
the area of biomedical research; 

‘‘(C) to expand, remodel, renovate, or alter 
existing research facilities or construct new 
research facilities for the purpose of con-
ducting biomedical research related to 
health disparities; or 

‘‘(D) to establish or increase an endowment 
fund in accordance with paragraph (2). 

‘‘(2) ENDOWMENT FUNDS.—
‘‘(A) IN GENERAL.—Except as provided in 

subparagraph (B), an institution that meets 
the requirements of subparagraph (B) may 
utilize not to exceed 35 percent of the 
amounts received under a grant under sub-
section (a) to establish or increase an endow-
ment fund at the institution. Amounts used 
under this subparagraph shall be dedicated 
exclusively to the support of biomedical re-
search and the associated costs of such re-
search.

‘‘(B) REQUIREMENTS.—To be eligible to use 
funds as provided for under subparagraph 
(A), an institution shall not have a endow-
ment fund that is worth in excess of an 
amount equal to 50 percent of the national 
average of all endowment funds at all insti-
tutions that are of the same biomedical re-
search discipline. 

‘‘(c) CENTERS OF EXCELLENCE.—
‘‘(1) GENERAL CONDITIONS.—The conditions 

specified in this paragraph are that a des-
ignated biomedical research institution— 

‘‘(A) has a significant number of under-rep-
resented minority individuals enrolled in the 
institution, including individuals accepted 
for enrollment in the institution; 

‘‘(B) has been effective in assisting under-
represented minority students of the institu-
tion to complete the program of education 
and receive the degree involved; 

‘‘(C) has been effective in recruiting under-
represented minority individuals to enroll in 
and graduate from the institution, including 
providing scholarships and other financial 
assistance to such individuals and encour-
aging under-represented minority students 
from all levels of the educational pipeline to 
pursue biomedical research careers; and 

‘‘(D) has made significant recruitment ef-
forts to increase the number of under-rep-
resented minority individuals serving in fac-
ulty or administrative positions at the insti-
tution.

‘‘(2) CONSORTIUM.—Any designated bio-
medical research institution involved may, 
with other biomedical institutions (des-
ignated or otherwise) form a consortium to 
carry out the purposes described in sub-
section (b) at the institutions of the consor-
tium.

‘‘(3) APPLICATION OF CRITERIA TO OTHER
PROGRAMS.—In the case of any criteria estab-
lished by the Secretary for purposes of deter-
mining whether institutions meet the condi-
tions described in paragraph (1), this section 
may not, with respect to racial, ethnic, and 
indigenous minorities, be construed to au-
thorize, require, or prohibit the use of such 
criteria in any program other than the pro-
gram established in this section. 

‘‘(d) DURATION OF GRANT.—The period dur-
ing which payments are made under a grant 
under subsection (a) may not exceed 5 years. 
Such payments shall be subject to annual ap-
proval by the Secretary and to the avail-
ability of appropriations for the fiscal year 
involved to make the payments. 

‘‘(e) DEFINITIONS.—In this section:
‘‘(1) MINORITY.—The term ‘minority’ means 

an individual from a racial or ethnic group 
that is under-represented in health research.

‘‘(2) PROGRAM OF EXCELLENCE.—The term 
‘program of excellence’ means any program 
carried out by a designated biomedical re-
search institution with a grant made under 
subsection (a), if the program is for purposes 
for which the institution involved is author-
ized in subsection (b) or (c) to expend the 
grant.

‘‘(f) FUNDING.—
‘‘(1) AUTHORIZATION OF APPROPRIATIONS.—

For the purpose of making grants under sub-
section (a), there are authorized to be appro-
priated such sums as may be necessary for 
each of the fiscal years 2000 through 2004. 

‘‘(2) NO LIMITATION.—Nothing in this sub-
section shall be construed as limiting the 
centers of excellence referred to in this sec-
tion to the designated amount, or to pre-
clude such entities from competing for other 
grants under this section. 

‘‘(3) MAINTENANCE OF EFFORT.—
‘‘(A) IN GENERAL.—With respect to activi-

ties for which a grant made under this part 
are authorized to be expended, the Secretary 
may not make such a grant to a center of ex-
cellence for any fiscal year unless the center 
agrees to maintain expenditures of non-Fed-
eral amounts for such activities at a level 
that is not less than the level of such ex-
penditures maintained by the center for the 
fiscal year preceding the fiscal year for 
which the institution receives such a grant. 

‘‘(B) USE OF FEDERAL FUNDS.—With respect 
to any Federal amounts received by a center 
of excellence and available for carrying out 
activities for which a grant under this part 
is authorized to be expended, the Secretary 
may not make such a grant to the center for 
any fiscal year unless the center agrees that 

the center will, before expending the grant, 
expend the Federal amounts obtained from 
sources other than the grant. 
‘‘SEC. 499F. LOAN REPAYMENT PROGRAM FOR 

BIOMEDICAL RESEARCH. 
‘‘(a) IN GENERAL.—The Secretary, acting 

through the Director of the National Insti-
tutes of Health, shall establish a program of 
entering into contracts with qualified health 
professionals under which such health pro-
fessionals agree to engage in minority health 
research or research into the nature of 
health disparities that affect racial, ethnic, 
and indigenous populations, in consideration 
of the Federal Government agreeing to 
repay, for each year of such service, not 
more than $35,000 of the principal and inter-
est of the educational loans of such health 
professionals.

‘‘(b) SERVICE PROVISIONS.—The provisions 
of sections 338B, 338C, and 338E shall, except 
as inconsistent with subsection (a), apply to 
the program established in such subsection 
(a) to the same extent and in the same man-
ner as such provisions apply to the National 
Health Service Corps Loan Repayment Pro-
gram established in subpart III of part D of 
title III. 

‘‘(c) AVAILABILITY OF APPROPRIATIONS.—
Amounts available for carrying out this sec-
tion shall remain available until the expira-
tion of the second fiscal year beginning after 
the fiscal year for which the amounts were 
made available. 

‘‘(d) HEALTH DISPARITIES.—In carrying out 
this section, the Secretary shall take steps 
sufficient to ensure the active participation 
of appropriately qualified minority heath 
professionals, including extensive outreach 
and recruitment efforts. In complying with 
this subsection, the Secretary shall waive 
the requirement that the recipients of loan 
repayment assistance agree to engage in mi-
nority health research or research into the 
nature of health disparities that affect ra-
cial, ethnic and indigenous populations. 

‘‘(e) AUTHORIZATION OF APPROPRIATIONS.—
For the purpose of carrying out this section, 
there are authorized to be appropriated such 
sums as may be necessary for each of the fis-
cal years 2000 through 2004. 
‘‘SEC. 499G. ADDITIONAL AUTHORITIES. 

‘‘(a) IN GENERAL.—In overseeing and sup-
porting minority health research, the Direc-
tor of the Center—

‘‘(1) shall assist the Director of the Na-
tional Center for Research Resources in car-
rying out section 481(c)(3) and in committing 
resources for construction at Institutions of 
Emerging Excellence; 

‘‘(2) shall assist in the administration of 
section 492B with respect to the inclusion of 
members of minority groups as subjects in 
clinical research; and 

‘‘(3) subject to section 405(b)(2) and without 
regard to section 3324 of title 31, United 
States Code, and section 3709 of the Revised 
Statutes (41 U.S.C. 5), may enter into such 
contracts and cooperative agreements with 
any public agency, or with any person, firm, 
association, corporation, or educational in-
stitution, as may be necessary to expedite 
and coordinate minority health research. 

‘‘(b) REPORT TO CONGRESS AND THE SEC-
RETARY.—The Director of the Center shall 
each fiscal year prepare and submit to the 
appropriate committees of Congress and the 
Secretary a report—

‘‘(1) describing and evaluating the progress 
made in such fiscal year in minority health 
research conducted or supported by the In-
stitutes;

‘‘(2) summarizing and analyzing expendi-
tures made in such fiscal year for activities 
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with respect to minority health research 
conducted or supported by the National In-
stitutes of Health; and 

‘‘(3) containing such recommendations as 
the Director considers appropriate. 

‘‘(c) PROJECTS FOR COOPERATION AMONG
PUBLIC AND PRIVATE HEALTH ENTITIES.—In
carrying out subsection (a), the Director of 
the Center shall establish projects to pro-
mote cooperation among Federal agencies, 
State, local, and regional public health agen-
cies, and private entities, in minority health 
research.
‘‘SEC. 499H. GENERAL PROVISIONS REGARDING 

THE CENTER. 
‘‘(a) ADMINISTRATIVE SUPPORT FOR CEN-

TER.—The Secretary, acting through the Di-
rector of the National Institutes of Health, 
shall provide administrative support and 
support services to the Director of the Cen-
ter and shall ensure that such support takes 
maximum advantage of existing administra-
tive structures at the agencies of the Na-
tional Institutes of Health. 

‘‘(b) REQUIRED EXPERTISE.—The Director of 
the Center, in consultation with the Advi-
sory Council and the Center for Scientific 
Review, shall ensure that scientists with ap-
propriate expertise in research on minority 
health are incorporated into the review, 
oversight, and management processes of all 
research projects in the National Institutes 
of Health minority health research program 
and other activities under such program. 

‘‘(c) TECHNICAL ASSISTANCE.—The Director 
of the Center, in consultation with the direc-
tors of the national research institutes and 
centers, shall ensure that appropriate tech-
nical assistance is available to applicants for 
all research projects and other activities 
supported by the National Institutes of 
Health minority health research program. 

‘‘(d) EVALUATION AND REPORT.—
‘‘(1) EVALUATION.—Not later than 5 years 

after the date of the enactment of this part, 
the Secretary shall conduct an evaluation 
to—

‘‘(A) determine the effect of this section on 
the planning and coordination of the minor-
ity health research programs at the insti-
tutes, centers and divisions of the National 
Institutes of Health; 

‘‘(B) evaluate the extent to which this part 
has eliminated the duplication of adminis-
trative resources among such Institutes, cen-
ters and divisions; and 

‘‘(C) provide recommendations concerning 
future alterations with respect to this part. 

‘‘(2) REPORT.—Not later than 1 year after 
the date on which the evaluation is com-
menced under paragraph (1), the Secretary 
shall prepare and submit to the Committee 
on Health, Education, Labor, and Pensions of 
the Senate, and the Committee on Com-
merce of the House of Representatives, a re-
port concerning the results of such evalua-
tion.’’.

TITLE II—MEDICAL EDUCATION 
SEC. 201. GRANTS FOR HEALTH CARE EDU-

CATION CURRICULA DEVELOPMENT. 
Part F of title VII of the Public Health 

Service Act (42 U.S.C. 295j et seq.) is amend-
ed by inserting after section 791 the fol-
lowing:
‘‘SEC. 791A. GRANTS FOR HEALTH PROFESSIONS 

EDUCATION CURRICULA DEVELOP-
MENT.

‘‘(a) GRANTS FOR GRADUATE EDUCATION
CURRICULA DEVELOPMENT.—

‘‘(1) IN GENERAL.—The Secretary, acting 
through the Administrator for the Health 
Resources and Services Administration and 
in collaboration with the Administrator for 
Health Care Policy and Research and the 

Deputy Assistant Secretary for Minority 
Health, may make awards of grants, con-
tracts, or cooperative agreements to public 
and nonprofit private entities for the pur-
pose of carrying out research projects and 
demonstration projects to develop curricula 
to reduce disparity in health care outcomes, 
including curricula and faculty development 
for cultural competency in graduate and un-
dergraduate health professions education. 

‘‘(2) ELIGIBILITY.—To be eligible to receive 
a grant, contract or cooperative agreements 
under paragraph (1), an entity shall—

‘‘(A) be a school of medicine, school of os-
teopathic medicine, school of dentistry, 
school of public health, school of nursing, 
school of pharmacy, school of allied health, 
or other recognized health profession school; 
and

‘‘(B) prepare and submit to the Secretary 
an application at such time, in such manner, 
and containing such information as the Sec-
retary may require. 

‘‘(3) USE OF FUNDS.—An entity shall use 
amounts received under a grant under para-
graph (1) to carry out research projects and 
demonstration projects to develop curricula 
to reduce disparity in health care outcomes, 
including curricula for cultural competency 
in graduate medical education. Such cur-
ricula shall focus on the need to remove bias 
from health care at a personal level as well 
as at a systematic level. 

‘‘(4) NUMBER OF GRANTS AND GRANT TERM.—
The Secretary shall award not to exceed 20 
grants, contracts or cooperative agreements 
(or combination thereof) under paragraph (1) 
in each of the first and second fiscal years 
for which funds are available under sub-
section (f). The term of each such grant, con-
tract or cooperative agreement shall be 3 
years.

‘‘(b) GRANTS FOR CONTINUING HEALTH PRO-
FESSIONAL EDUCATION CURRICULA DEVELOP-
MENT.—

‘‘(1) IN GENERAL.—The Secretary, acting 
through the Health Resources and Services 
Administration and the Agency for Health 
Care Policy and Research and in collabora-
tion with the Office of Minority Health, shall 
award grants, contracts or cooperative 
agreements to eligible entities for the estab-
lishment of demonstration projects to de-
velop curricula to reduce disparity in health 
care and health outcomes, including cur-
ricula for cultural competency, in con-
tinuing medical education. 

‘‘(2) ELIGIBILITY.—To be eligible to receive 
a grant, contract, or cooperative agreement 
under paragraph (1) an entity shall—

‘‘(A) be a school of medicine, school of os-
teopathic medicine, school of dentistry, 
school of public health, school of nursing, 
school of pharmacy, school of allied health, 
or other recognized health profession school; 
and

‘‘(B) prepare and submit to the Secretary 
an application at such time, in such manner, 
and containing such information as the Sec-
retary may require. 

‘‘(3) USE OF FUNDS.—An entity shall use 
amounts received under a grant, contract, or 
cooperative agreement under paragraph (1) 
to develop and evaluate the effect and im-
pact of curricula for continuing medical edu-
cation courses or programs to provide edu-
cation concerning issues relating to dis-
parity in health care and health outcomes, 
including cultural competency of health pro-
fessionals. Such curricula shall focus on the 
need to remove bias from health care at a 
personal level as well as at a systemic level. 

‘‘(4) NUMBER OF GRANTS AND GRANT TERM.—
The Secretary shall award not to exceed 20 

grants, contracts, or cooperative under para-
graph (1) in each of the first and second fis-
cal years for which funds are available under 
subsection (f). The term of each such grant 
shall be 3 years. 

‘‘(c) DISTRIBUTION OF PROJECTS.—The Sec-
retary shall ensure that, to the extent prac-
ticable, projects under subsections (a) and 
(b) are carried out in each of the principal 
geographic regions of the United States and 
address issues associated with different mi-
nority groups and health professions. 

‘‘(d) MONITORING.—An entity that receives 
a grant, contract or cooperative agreement 
under subsection (a) or (b) shall ensure that 
procedures are in place to monitor activities 
undertaken using grant, contract or coopera-
tive agreement funds. Such entity shall an-
nually prepare and submit to the Secretary a 
report concerning the effectiveness of cur-
ricula developed under the grant contract or 
cooperative agreement. 

‘‘(e) REPORT TO CONGRESS.—Not later than 
January 1, 2002, the Secretary shall prepare 
and submit to the appropriate committees of 
Congress, a report concerning the effective-
ness of programs funded under this section 
and a plan to encourage the implementation 
and utilization of curricula to reduce dis-
parity in health care and health outcomes. A 
final report shall be submitted by the Sec-
retary not later than January 1, 2004. 

‘‘(f) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated to 
carry out this section, $3,500,000 for fiscal 
year 2000, $7,000,000 for fiscal year 2001, 
$7,000,000 for fiscal year 2002, and $3,500,000 
for fiscal year 2003.’’. 
SEC. 202. NATIONAL CONFERENCE ON CON-

TINUING HEALTH PROFESSIONAL 
EDUCATION AND DISPARITY IN 
HEALTH OUTCOMES. 

(a) IN GENERAL.—Not later than 1 year 
after the date of enactment of this Act, the 
Secretary of Health and Human Services 
shall convene a national conference on con-
tinuing health professions education as a 
method for reducing disparity in health care 
and health outcomes, including continuing 
medical education on cultural competency. 
The conference shall include sessions to ad-
dress measurements of outcomes to assess 
the effectiveness of curricula in reducing dis-
parity.

(b) PARTICIPANTS.—The Secretary of 
Health and Human Services shall invite mi-
nority health advocacy groups, health edu-
cation entities described in section 741(b)(1) 
of the Public Health Service Act (as added by 
section 201), and other interested parties to 
attend the conference under subsection (a). 

(c) ISSUES.—The national conference con-
vened under subsection (a) shall address 
issues relating to the role of continuing med-
ical education in the effort to reduce dis-
parity in health care and health outcomes, 
including the role of continuing medical edu-
cation in improving the cultural competency 
of health professionals and health profes-
sions faculty. The conference shall focus on 
methods to achieve reductions in the dispari-
ties in health care and health outcomes 
through continuing medical education 
courses or programs and on strategies for 
measuring the effectiveness of curricula to 
reduce disparities. 

(d) PUBLICATION OF FINDINGS.—Not later 
than 6 months after the convening of the na-
tional conference under subsection (a), the 
Secretary of Health and Human Services 
shall publish in the Federal Register a sum-
mary of the proceedings and the findings of 
the conference. 

(e) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated such 
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sums as may be necessary to carry out this 
section.
SEC. 203. ADVISORY COMMITTEE. 

(a) ESTABLISHMENT.—The Secretary of 
Health and Human Services shall establish 
an advisory committee to provide advice to 
the Secretary on matters related to the de-
velopment, implementation, and evaluation 
of graduate and continuing education cur-
ricula for health care professionals to de-
crease the disparity in health care and 
health outcomes, including curricula on cul-
tural competency as a method of eliminating 
health disparity. 

(b) MEMBERSHIP.—Not later than 3 months 
after the date on which amounts are appro-
priated to carry out this section, the Sec-
retary of Health and Human Services shall 
appoint the members of the advisory com-
mittee. Such members shall be appointed 
from among individuals who—

(1) unless otherwise specified, are not offi-
cers or employees of the Federal Govern-
ment;

(2) are experienced in issues relating to 
health disparity; and

(3) meet such other requirements as the 
Secretary determines appropriate;
and shall include a representative of the Of-
fice of Minority Health under section 1707 of 
the Public Health Service Act (42 U.S.C. 
300u-6) and such other representatives of of-
fices and agencies of the Public Health Serv-
ice as the Secretary determines to be appro-
priate. The Secretary shall ensure that mem-
bers of minority communities are well rep-
resented on the advisory committee. Such 
representatives shall include 1 or more indi-
viduals who serve on the advisory committee 
under section 1707(c) of such Act. 

(c) COLLABORATION.—The advisory com-
mittee shall carry out its duties under this 
section in collaboration with the Office of 
Minority Health of the Department of Health 
and Human Services, and other offices, cen-
ters, and institutes of the Department of 
Health and Human Services, and other Fed-
eral agencies. 

(d) TERMINATION.—The advisory committee 
shall terminate on the date that is 4 years 
after the date on which the first member of 
the committee is appointed. 

(e) EXISTING COMMITTEE.—The Secretary 
may designate an existing advisory com-
mittee operating under the authority of the 
Office of Minority Health of the Department 
of Health and Human Services to serve as 
the advisory committee under this section. 
SEC. 204. CULTURAL COMPETENCY CLEARING-

HOUSE.
(a) ESTABLISHMENT.—The Director of the 

Office of Minority Health of the Department 
of Health and Human Services shall establish 
within the Resource Center of the Office of 
Minority Health, or through the awarding of 
a contract provide for the establishment of, 
an information clearinghouse for curricula 
to reduce racial and ethnic disparity in 
health care and health outcomes. The clear-
inghouse shall facilitate and enhance, 
through the effective dissemination of infor-
mation, knowledge and understanding of 
practices that lead to decreases in the dis-
parity of health across minority and ethnic 
groups, including curricula for continuing 
medical education to develop cultural com-
petency in health care professionals. 

(b) AVAILABILITY OF INFORMATION.—Infor-
mation contained in the clearinghouse shall 
be made available to minority health advo-
cacy groups, health education entities de-
scribed in section 791A(b)(2)(A) of the Public 
Health Service Act (as added by section 201), 
health maintenance organizations, and other 
interested parties. 

(c) AUTHORIZATION OF APPROPRIATIONS.—
There is authorized to be appropriated such 
sums as may be necessary to carry out this 
section.
TITLE III—MINORITY HEALTH RESEARCH 

BY THE AGENCY FOR HEALTH CARE 
POLICY AND RESEARCH. 

SEC. 301. MINORITY HEALTH RESEARCH BY THE 
AGENCY FOR HEALTH CARE POLICY 
AND RESEARCH. 

(a) IN GENERAL.—Part A of title IX of the 
Public Health Service Act (42 U.S.C. 299 et 
seq.) is amended by adding at the end the fol-
lowing:
‘‘SEC. 906. RESEARCH ON MINORITY HEALTH DIS-

PARITIES.
‘‘(a) IN GENERAL.—The Administrator of 

the Agency for Health Care Policy and Re-
search shall—

‘‘(1) conduct and support research to iden-
tify how to improve the quality and out-
comes of health care services for minority 
populations and the causes of health dispari-
ties for minority populations, including bar-
riers to health care access; 

‘‘(2) conduct and support research and sup-
port demonstration projects to identify, test, 
and evaluate strategies for eliminating the 
disparities described in paragraph (1) and 
promoting effective interventions; 

‘‘(3) develop measures for the assessment 
and improvement of the quality and appro-
priateness of health care services provided to 
minority populations; and 

‘‘(4) in carrying out 902(c), provide support 
to increase the number of minority health 
care researchers and the health services re-
search capacity of institutions that train mi-
nority health care researchers. 

‘‘(b) RESEARCH AND DEMONSTRATION
PROJECTS.—

‘‘(1) IN GENERAL.—In carrying out sub-
section (a), the Administrator shall conduct 
and support research to—

‘‘(A) identify the clinical, cultural, socio-
economic, and organizational factors that 
contribute to health disparities for minority 
populations (including examination of pat-
terns of clinical decisionmaking and of the 
availability of support services); 

‘‘(B) identify and evaluate clinical and or-
ganizational strategies to improve the qual-
ity, outcomes, and access to care for minor-
ity populations; 

‘‘(C) support demonstrations to test such 
strategies; and 

‘‘(D) widely disseminate strategies for 
which there is scientific evidence of effec-
tiveness.

‘‘(2) USE OF CERTAIN STRATEGIES.—In car-
rying out this section the Administrator 
shall implement research strategies and 
mechanisms that will enhance the involve-
ment of minority health services research-
ers, institutions that train minority re-
searchers, and members of minority popu-
lations for whom the Agency is attempting 
to improve the quality and outcomes of care, 
including—

‘‘(A) centers of excellence that can dem-
onstrate, either individually or through con-
sortia, a combination of multi-disciplinary 
expertise in outcomes or quality improve-
ment research and a demonstrated capacity 
to engage minority populations in the plan-
ning, conduct and translation of research, 
with linkages to relevant sites of care; 

‘‘(B) provider-based research networks, in-
cluding health plans, facilities, or delivery 
system sites of care (especially primary 
care), that make extensive use of minority 
health care providers or serve minority pa-
tient populations and have the capacity to 
evaluate and promote quality improvement; 
and

‘‘(C) other innovative mechanisms or strat-
egies that will facilitate the translation of 
past research investments into clinical prac-
tices that can reasonably be expected to ben-
efit these populations. 

‘‘(c) QUALITY MEASUREMENT DEVELOP-
MENT.—

‘‘(1) IN GENERAL.—To ensure that minority 
populations benefit from the progress made 
in the ability of individuals to measure the 
quality of health care delivery, the Adminis-
trator of the Agency for Health Care Policy 
and Research shall support the development 
of quality of health care measures that as-
sess the experience of minority populations 
with health care systems, such as measures 
that assess the access of minority popu-
lations to health care, the cultural com-
petence of the care provided, the quality of 
the care provided, the outcomes of care, or 
other aspects of health care practice that the 
Administrator determines to be important. 

‘‘(2) REPORT.—Not later than 24 months 
after the date of enactment of this section, 
the Secretary, acting through the Adminis-
trator, shall prepare and submit to the ap-
propriate committees of Congress a report 
describing the state-of-the-art of quality 
measurement for minority populations 
which will identify critical unmet needs, the 
current activities of the Department to ad-
dress those needs, and a description of re-
lated activities in the private sector.’’. 

(b) FUNDING.—Section 926 of the Public 
Health Service Act (42 U.S.C. 299c-5) is 
amended by adding at the end the following: 

‘‘(f) MINORITY HEALTH DISPARITIES RE-
SEARCH.—For the purpose of carrying out the 
activities under section 906, there are au-
thorized to be appropriated such sums as 
may be necessary for each of the fiscal years 
2000 through 2004.’’. 
TITLE IV—DATA COLLECTION RELATING 

TO RACE OR ETHNICITY 
SEC. 401. STUDY AND REPORT BY NATIONAL 

ACADEMY OF SCIENCES. 
(a) STUDY.—The Secretary of Health and 

Human Services shall enter into a contract 
with the National Academy of Sciences for 
the conduct of a comprehensive study of the 
Department of Health and Human Services’ 
data collection systems and practices, and 
any data collection or reporting systems re-
quired under any of the programs or activi-
ties of the Department, relating to the col-
lection of data on race or ethnicity, includ-
ing other Federal data collection systems 
(such as the Social Security Administration) 
with which the Department interacts to col-
lect relevant data on race and ethnicity. 

(b) REPORT.—Not later than 1 year after 
the date of enactment of this Act, the Na-
tional Academy of Sciences shall prepare 
and submit to the Committee on Health, 
Education, Labor, and Pensions of the Sen-
ate and the Committee on Commerce of the 
House of Representatives, a report that—

(1) identifies the data needed to support ef-
forts to evaluate the effects of race and eth-
nicity on access to and quality of health care 
and other services and on disparity in health 
and other social outcomes, the data needed 
to define appropriate quality of care meas-
ures to assess the equivalence of health care 
outcomes in health care payer systems, and 
the data needed to enforce existing protec-
tions for equal access to health care; 

(2) examines the effectiveness of the sys-
tems and practices of the Department of 
Health and Human Services described in sub-
section (a), including demonstration projects 
of the Department, and the effectiveness of 
selected systems and practices of other Fed-
eral and State agencies and the private sec-
tor, in collecting and analyzing such data; 
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(3) contains recommendations for ensuring 

that the Department of Health and Human 
Services, in administering its entire array of 
programs and activities, collects, or causes 
to be collected, accurate and complete infor-
mation relating to race and ethnicity as may 
be necessary to monitor access to and qual-
ity of health care and to ensure the capa-
bility to monitor and enforce civil rights 
laws; and 

(4) includes projections about the costs as-
sociated with the implementation of the rec-
ommendations described in paragraph (3), 
and the possible effects of the costs on pro-
gram operations. 

(c) AUTHORIZATION OF APPROPRIATIONS.—
There are authorized to be appropriated such 
sums as may be necessary for fiscal year 2000 
to carry out this section. 

TITLE V—PUBLIC AWARENESS 
SEC. 501. PUBLIC AWARENESS. 

(a) PUBLIC AWARENESS CAMPAIGN.—The
Secretary of Health and Human Services, 
acting through the Surgeon General and the 
Director of the Office for Civil Rights, shall 
conduct a national media campaign for the 
purpose of informing the public about racial 
and ethnic disparities in health care and 
health outcomes. 

(b) AUTHORIZATION OF APPROPRIATIONS.—
For the purpose of carrying out subsection 
(a), there are authorized to be appropriated 
such sums as may be necessary for fiscal 
year 2000. 

STATEMENT OF LOUIS W. SULLIVAN,
M.D., PRESIDENT, MOREHOUSE SCHOOL
OF MEDICINE ON THE HEALTH CARE
FAIRNESS ACT OF 1999, NOVEMBER 5,
1999

Thank you for the opportunity to speak in 
strong support of the Health Care Fairness 
Act of 1999, which would elevate the NIH’s 
Office of Research on Minority Health to a 
National Center for Research on Minority 
Health and Health Disparities. Senator Ken-
nedy and his colleagues are to be commended 
for their initiative. 

For too many years, this country has wit-
nessed one disturbing report after another 
detailing the growing disparities in health 
status between our minority and majority 
populations. Unfortunately, while these re-
ports continue, not enough has been done to 
change this shocking and unacceptable dy-
namic.

Infant mortality is nearly twice the rate 
for minorities as it is for non-minorities. 

African-Americans, Hispanics, and Native 
Americans disproportionately suffer a vari-
ety of health care disparities including can-
cer, diabetes, heart disease and stroke. 

The HIV virus and AIDS cases result in dis-
proportionate suffering in minority popu-
lations. While minorities in the United 
States represent about 28% of the popu-
lation, minorities account for 54% of all 
AIDS cases. 

The above mentioned are only a few of the 
health care challenges faced by minorities 
and disadvantaged populations. 

If we as a nation are to solve these com-
plex problems, we must take an aggressive 
approach on all fronts. At the core of im-
proving the health status for all Americans 
is a strong biomedical research effort to un-
derstand the factors which contribute to 
health problems. 

During the time I was HHS Secretary, I 
was very pleased to work with the Congress, 
particularly Congressman Louis Stokes (D–
OH) to establish the existing Office for Re-
search on Minority Health at NIH. Notwith-

standing the success of this office in high-
lighting and addressing health disparities, 
and in supporting research focused on im-
proving minority health, the magnitude of 
the problem of health status disparities war-
rants an even more aggressive effort. 

At the beginning of this year, we were very 
pleased to begin working with Congressman 
Jesse Jackson, Jr. (D–IL), Charlie Norwood 
(R–GA), J.C. Watts (R–OK), and Congress-
woman Donna Christensen (D–VI) to intro-
duce H.R. 2391, the National Center for Do-
mestic Health Disparities Act of 1999. The bi-
partisan Jackson bill, and the legislation 
that is being introduced today, would elevate 
the existing NIH Office of Research on Mi-
nority Health to a National Center for Re-
search on Minority Health and Health Dis-
parities, and provide the National Center 
with four new major mechanisms, which the 
existing office does not have. They are: 

(1) The Director of the Center will partici-
pate with other Institute and Center Direc-
tors to determine research policy and initia-
tives at NIH. 

(2) The Center will serve as the catalyst for 
forward-thinking, strategic planning for the 
entire NIH, in order to bring all of NIH’s con-
siderable resources to bear, to close the 
health status gap. 

(3) The bill empowers the Center Director 
to make peer-reviewed grants in areas of 
promising research which are not being ad-
dressed by the existing centers and insti-
tutes at NIH. 

(4) There will be a new program of support 
for research excellence at those academic 
health centers which have demonstrated a 
historic commitment to studying and ad-
dressing diseases which disproportionately 
affect minority Americans. As a result of 
this legislation, minority investigations and 
institutions like Morehouse School of Medi-
cine, of which I am President, Meharry Med-
ical College, and others will have access to 
the types of resources necessary to build and 
enhance research infrastructure, and seek to 
compete on a level playing field with other 
prominent institutions. 

I am grateful that both of the comprehen-
sive bills which are being introduced today 
in the Senate and the House embody these 
four principles, and I am particularly pleased 
that both bills enjoy strong bipartisan sup-
port.

Today, I am urging members of Congress in 
both chambers, and from both sides of the 
aisle to support and cosponsor these impor-
tant bills. We need to act as quickly as pos-
sible to reverse the persistent health status 
gap, which affects some 28% of our citizens. 

ASSOCIATION OF MINORITY
HEALTH PROFESSIONS SCHOOLS,

Washington, DC, November 3, 1999. 
Hon. EDWARD M. KENNEDY,
U.S. Senate, Russell Senate Office Building, 

Washington, DC. 
DEAR SENATOR KENNEDY: Thank you for in-

troducing the Health Care Fairness Act of 
1999. This important legislation would, 
among other things, elevate the existing Of-
fice of Research on Minority Health at the 
National Institutes of Health (NIH) to a Na-
tional Center for Research on Minority 
Health.

The National Center would be better able 
to respond to the health status disparity cri-
sis facing minority Americans and medically 
underserved populations through the estab-
lishment of the following provisions: 

The Director of the new Center would ac-
tively participate with Institute and Center 
Directors in planning major NIH initiatives. 

This includes discussing how NIH’s consid-
erable resources can be used to effectively 
address health status disparities. 

The Center Director would be able to make 
peer-reviewed grants in areas of promising 
research not currently being addressed by 
the NIH institutes and centers. 

The Center would establish a Centers of 
Excellence program to support those aca-
demic health centers which have a historic 
commitment to studying diseases which dis-
proportionately affect minority and dis-
advantaged populations. 

On behalf of the Association of Minority 
Health Professions Schools, I extend our en-
thusiastic support for this important legisla-
tion. Please advise me as to how we can 
work with you and other members of the 
Senate to pass this important legislation. 

Thank you again for your leadership in 
this area. 

Sincerely,
RONNY B. LANCASTER,

President.

NATIONAL MEDICAL ASSOCIATION,
Washington, DC, November 4, 1999. 

Hon. EDWARD KENNEDY,
Ranking Minority, Senate Committee on Health, 

Education, Labor and Pensions, Hart Sen-
ate Office Building, Washington, DC. 

DEAR SENATOR KENNEDY: The National 
Medical Association (NMA) is pleased to sup-
port the ‘‘Health Care Fairness Act of 1999.’’ 
While the nation has experienced tremen-
dous advances in biomedical research, the 
benefits of these advances have not fully 
transferred to the African American and 
other minority communities, which are un-
duly plagued with disproportionate rates of 
death and disease. As the changing demo-
graphics of the United States yield growing 
racial and ethnic minority populations, it is 
absolutely essential that the nation become 
more proactive in addressing the critical 
health and biomedical research needs of 
communities of color. 

Critical provisions of the ‘‘Health Care 
Fairness Act of 1999’’ include: 

The establishment of the Center for Re-
search on Minority Health and Health Dis-
parities at the National Institutes of Health 
(NIH);

The provision of funds for peer-reviewed 
minority health-focused research grants, at 
the Institutes and Centers of the NIH; 

The requirement to establish a comprehen-
sive plan and budget for the conduct and sup-
port of all minority research activities of the 
NIH agencies; and 

The establishment of a grant program to 
support the development of culturally com-
petent curricula in health care education. 

The NMA supports the ‘‘Health Care Fair-
ness Act of 1999’’ and believes that this legis-
lation will create important opportunities 
for the nation to make concrete advances in 
it’s effort to close the health disparity gap. 

Sincerely,
WALTER W. SHERVINGTON,

President.

ASSOCIATION OF
BLACK CARDIOLOGISTS, INC.,

Atlanta, GA, November 4, 1999. 
Hon. EDWARD M. KENNEDY,
U.S. Senate, Russell Senate Office Building, 

Washington, DC. 
DEAR HONORABLE SENATOR KENNEDY: The 

Association of Black Cardiologists, Inc. 
(ABC) would like to offer its full support of 
The Health Care Fairness Act of 1999. Its 
premise and objectives serve to meet the cre-
ativity and foresight needed to eliminate the 
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disparity in health care and the mortality 
rate among African Americans versus White 
Americans. We wholeheartedly endorse the 
efforts of this bill to improve minority 
health, minority health research, data col-
lection relating to race or ethnicity, and the 
promotion of medical education. 

A robust economy and years of government 
pressure have helped move minority groups 
closer to the mainstream, but when it comes 
to health, studies show a stubborn, daunting 
and in some respects continuous disparity 
between Black and White Americans. For 
decades, Blacks have suffered higher death 
rates from nearly all-major causes including 
asthma, diabetes, cancer, major infectious 
diseases and cardiovascular diseases. The 
ABC recognizes that cardiovascular diseases, 
the leading cause of deaths in the United 
States, affect every family. CVD is the major 
cause of death for the African American pop-
ulation. Contrary to popular belief, the num-
ber one killer in the African American com-
munity is not violence, cancer, or AIDS. 
Blacks are more likely to die from cardio-
vascular disease than from any other dis-
ease. We can reduce the cost of health care, 
improve patient adherence to prescribed 
drug regimens, and improve the cultural 
competence of medical professionals with 
the passing of this bill. 

The ABC mission states: ‘‘We believe that 
good health is the cornerstone of progress for 
our people. We are firm in our resolve to 
make exemplary health care accessible and 
affordable to all in need, dedicated to low-
ering the high rate of cardiovascular diseases 
in minority populations and committed to 
advocacy and diversity. We are guided by 
high ethics in all our transactions and strive 
for excellence in our training and skills.’’ 

Our mission throughout our organization 
is to assure that ‘African American Children 
know their Grandparents’. Typically, Afri-
can American men, with a life expectancy of 
less than 65 years, die without the joy of nur-
turing and guiding their grandchildren as 
only grandparents can. 

What we know from our past efforts to ad-
dress this issue is that it takes a focus effort 
to increase awareness, to educate, and to 
eliminate the disparities in health care. We 
are pleased that this bill will take this direc-
tion. Little progress will be made without a 
strong partnership among medical, public 
health and community organizations, and 
government. Please let us know what else we 
can do to aid in this effort. We applaud your 
commitment and stand ready to work ac-
tively with you to accomplish these objec-
tives.

Sincerely,
B. WAINE KONG,

Chief Executive Officer. 

BOSTON UNIVERSITY
SCHOOL OF MANAGEMENT,
Boston, MA, October 14, 1999. 

Senator EDWARD M. KENNEDY,
Russell Senate Building, 
U.S. Senate, Washington, DC. 

DEAR SENATOR KENNEDY: I am writing to 
register my strong and enthusiastic support 
for the Comprehensive Minority Health Bill, 
that is currently under consideration by the 
United States Senate. Considerable research 
has documented the great disparities in mi-
nority health status and health outcomes 
nationally. Racial and ethnic minorities are 
known to suffer disproportionately high 
mortality and morbidity rates, impaired ac-
cess to health care, and lower quality health 
care services. This bill includes a host of pro-
visions that would contribute importantly to 

the correction of this imbalance. The Bill’s 
proposals; to establish a NIH ‘‘Center for 
Health Disparities Research;’’ to provide 
grants to support programs of excellence in 
biomedical research education for underrep-
resented minorities; to direct AHCPR to 
study the causes of health disparities; to ex-
pand DHHS collection/reporting of race/eth-
nicity data; to improve the quality/outcomes 
of health care services to minority popu-
lations; and to develop graduate/continuing 
medical education curricula devoted to the 
reduction of disparity in health care and 
health outcomes, all represent strong ac-
tions intended to address the continuing 
health imbalance for racial/ethnic minori-
ties.

I write as an academic researcher and edu-
cator, and as the national director of the 
Robert Wood Johnson Foundation’s Scholar-
ships in Health Policy Research Program, an 
initiative that supports fellowships for tal-
ented young social scientists who are inter-
ested in conducting research on critical 
health and health policy issues facing the 
United States, including racial/ethnic dis-
parities in health status and health out-
comes. I write also as a citizen who is con-
cerned with the needless loss of human po-
tential and quality of life resulting from the 
continuing health disparities in our society. 
I call upon you and your colleagues in the 
U.S. Senate to support this Bill in all of its 
elements.

Respectfully submitted, 
ALAN B. COHEN,

Professor of Health Policy and Manage-
ment; Director, Health Care Management; 
Director, RWJF Scholars in Health Policy 
Research Program. 

UCLA,
Los Angeles, CA, October 13, 1999. 

Senator EDWARD M. KENNEDY,
Russell Senate Building, 
U.S. Senate, Washington, DC. 

DEAR SENATOR KENNEDY: I write to register 
my strong and enthusiastic support for the 
Comprehensive Minority Health Bill cur-
rently under consideration by the United 
States Senate. Considerable research has 
documented the great disparities in minority 
health status and health outcomes nation-
ally. Race and ethnic minorities are known 
to suffer disproportionate mortality and 
morbidity rates and lower quality health 
care services. This bill includes a host of pro-
visions that will contribute to the correction 
of this imbalance. The Bill’s proposals: to es-
tablish a NIH ‘‘Center for Health Disparities 
Research’’; to provide grants to support pro-
grams of excellence in biomedical research 
education for underrepresented minorities; 
to direct AHCPR to study the causes of 
health disparities; to expand HHS collection/
reporting of race/ethnicity data and to im-
prove the quality/outcomes of health care 
services to minority populations and to de-
velop graduate/continuing medical education 
curricula devoted to the reduction of dis-
parity in health care and health outcomes 
represent strong actions intended to address 
the continuing health imbalance for racial/
ethnic minorities. 

I write as an academic researcher and cit-
izen who is concerned with the needless loss 
of human potential and quality of life result-
ing from the continuing health disparities in 
our society. I call upon you and your col-
leagues in the U.S. Senate to support this 
Bill in all of its elements. 

Respectfully submitted, 
WALTER R. ALLEN,
Professor of Sociology. 

Attention: Ms. Stephanie Robinson

OCTOBER 13, 1999. 
Senator KENNEDY,
Dirksen Senate Building, 
Washington, DC. 

DEAR SENATOR KENNEDY: I have read with 
interest your proposed changes and budget 
recommendations for the Office of Minority 
Health ‘‘Improving Minority Health Through 
NIH. As a scholar who does work and col-
laborations in the field of minority health, 
and the Chair of a Sociology and Anthro-
pology Department with 62 young scholars in 
our Graduate Programs, many of whom care 
about these issues, we are collectively 
pleased to see this bill brought forward. 

Support for intervention and prevention 
research (of significance) in our community 
is too long over overdue. I have held grants 
from the National Cancer Institute and the 
National Science Foundation and I know 
first hand about the obstacles of under fund-
ing and a focus that is primarily on advocacy 
and community based ‘‘feel good’’ projects 
rather than solid research. Research that 
could possibly bring about some parity in 
health and health care for people of color in 
our society. We in our Medical Sociology 
Program and colleagues who work in the 
many disciplines connected to health and 
qualify of life issues applaud you and bring 
our support by way of many letters like this 
one. Thank you. 

Joy,
FLORENCE B. BONNER,

Chair.

By Mr. DODD: 
S. 1881. A bill to amend chapter 84 of 

title 5, United States Code, to make 
certain temporary Federal service 
creditable for retirement purposes; to 
the Committee on Governmental Af-
fairs.

THE FERS BUYBACK ACT OF 1999

Mr. DODD. Mr. President, today I am 
introducing the FERS Buyback Act of 
1999, legislation that offers retirement 
security to many federal employees. 
Companion legislation has already 
been introduced in the House. Specifi-
cally, this legislation would help em-
ployees throughout the country hired 
as temporary workers in the 1980s that 
continued to work for the federal gov-
ernment into the 1990s. 

Hundreds of current and former term 
employees in federal service find them-
selves ineligible to receive retirement 
benefits because of their inability to 
receive credit for post-1988 service as 
temporary federal workers. 

This legislation would close a loop-
hole in the federal pension system that 
has adversely impacted many federal 
workers through no fault of their own. 
It would change current law to allow 
individuals who have become eligible 
for the Federal Employee Retirement 
System (FERS) the option to receive 
credit for their past service as tem-
porary employees and pay into the re-
tirement fund for the prior years they 
worked as temporary employees. Be-
cause the legislation would merely 
allow qualified workers to buy into the 
retirement system, the government 
would not incur costs that it would not 
have incurred had the law treated them 
as permanent employees. 
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During the 1980s, the Federal Deposit 

Insurance Corporation (FDIC) hired 
thousands of employees under tem-
porary status in response to the sav-
ings and loan crisis. Despite their tem-
porary designation, many served in ex-
cess of five years with the federal gov-
ernment because of the FDIC’s annual 
renewal of their one-year contracts. 
Unfortunately, these loyal employees 
did not enjoy the retirement benefits 
accorded their colleagues serving the 
same length of service under perma-
nent status. To their credit, the FDIC 
did try to rectify the problem several 
years ago by granting many of their 
former temporary employees term ap-
pointments. Such appointments are for 
more than one year and allowed em-
ployees to be eligible for FERS. 

The original FERS Act allowed for 
employees to make payments or buy 
back certain years of service prior to 
1989 for which deductions were not 
taken. Therefore, the bill unintention-
ally denied many federal employees 
credit for time served after January 1, 
1989.

I invite you to join me in correcting 
this inequity and ask that you cospon-
sor this fair and straightforward legis-
lation.

By Mrs. HUTCHISON (for herself 
and Mr. STEVENS):

S. 1882. A bill to expand child support 
enforcement through means other than 
programs financed at Federal expense; 
to the Committee on Finance. 
CHILD SUPPORT ENFORCEMENT OPTIONS ACT OF

1999

Mrs. HUTCHISON. Mr. President, I 
rise today to introduce, along with my 
colleague, Senator STEVENS, the Child 
Support Enforcement Options Act of 
1999. This bill will give parents the 
tools and options they need to made 
sure their children have the resources 
they need to get a good start in life. 

This bill will provide local public 
agencies and private attorneys access 
to certain child support enforcement 
procedures and information not cur-
rently available to them. To obtain 
this access, however, a local public 
agency or private attorney would first 
have to obtain a certificate of registra-
tion from the Secretary of the Federal 
Department of Health and Human 
Services and agree to certain federal 
requirements and procedures in using 
the enforcement tools. 

Mr. President, in recent years Con-
gress created a number of new informa-
tion gathering and child support en-
forcement tools to enable some child 
support enforcement agencies to better 
enforce support awards. Unfortunately, 
these new tools are not available to 
hundreds of governmental and a grow-
ing number of private collection enti-
ties which many parents must use or 
choose to use. These so-called ‘‘non IV–
D’’ entities have limited or no access 
to some new and effective federal col-

lection tools. This legislation will ex-
tend these tools to so-called ‘‘non IV–
D’’ entities that are properly approved 
and monitored by the Department of 
Health and Human Services. 

Specifically, the bill will allow non-
IV–D government agencies and private 
collection firms to be able to submit 
cases for the interception of Federal 
and State tax refunds for the collection 
of unpaid child support, in accordance 
with Federal and State statutory 
guidelines; to seek passport sanctions 
against delinquent parents; to report 
unpaid child support to credit bureaus; 
and to obtain current location and 
asset information on parents who owe 
child support. In addition, the bill pro-
vides that unemployment compensa-
tion benefits would be subject to in-
come withholding for child support ob-
ligations in all child support cases, not 
just those enforced by a IV–D agency, 
as current law allows. 

Mr. President, my bill will cost the 
Federal Government minimal or no ad-
ditional funds. Nor will it impose any 
significant obligation on state or local 
child support agencies, since all gov-
ernment agencies would be allowed 
under the bill to charge necessary fees 
to non-IV–D agencies with which they 
share this information. 

What this bill will do is take a sig-
nificant step toward collecting on the 
estimated $57 billion in overdue child 
support owed in this country. Many 
states and local child support agencies 
are simply overwhelmed and unable to 
effectively and timely enforce the tens 
of millions of child support awards in 
this country. Far from undermining 
their role in this process, the Child 
Support Enforcement Options Act will 
help them accomplish the mutual goal 
of making sure that child support is 
collected and delivered to where it is 
needed the most—to the children to 
whom it is owed. 

Particularly for families on welfare 
or other public assistance, child sup-
port is often critical to make ends 
meet. It helps put food on the table, 
clothes in the closet, and gas in the 
car. When a non-custodial parent re-
neges on his or her obligation to pro-
vide that support, it is incumbent upon 
the government to help enforce that 
award, through whatever means are 
available to the struggling custodial 
parent. In my opinion, any other con-
sideration is secondary, and I am hope-
ful and confident that my colleagues in 
the Senate will agree and will work to 
pass this important legislation.

By Mr. BINGAMAN: 

S. 1883. A bill to amend title 5, 
United States Code, to eliminate an in-
equity on the applicability of early re-
tirement eligibility requirements to 
military reserve technicians; to the 
Committee on Governmental Affairs. 

THE DUAL STATUS NATIONAL GUARD
TECHNICIANS RETIREMENT EQUITY ACT

Mr. BINGAMAN. Mr. President, I rise 
today to introduce a bill that seeks to 
remove an inequity in retirement pay 
benefits for critical personnel in our 
National Guard and Reserve units who 
are Dual Status Technicians. They are 
called ‘‘Dual Status’’, Mr. President, 
because they serve both as military 
and civilian personnel. There are about 
40,000 Dual Status Technicians covered 
by retirement requirements and re-
strictions contained in Title 32 of the 
United States Code. These men and 
women are the backbone of the Na-
tional Guard and Reserve structure. 
They are the mechanics, pilots, engi-
neers, equipment operators, supply and 
support technicians who keep things 
running so that the Guard is able to re-
spond to natural disasters and national 
emergencies, as well as serve on active 
duty in accordance with the ‘‘total 
force concept’’ that integrates active 
and reserve forces in the military. 
These hardworking men and women are 
often the first called to duty in an 
emergency.

As essential as Dual Status Techni-
cians are, they suffer from the worst of 
two employment worlds. These techni-
cians are by statute both military and 
civilian employees. Guard technicians 
must maintain their military job and 
grade in order to keep their technician 
status and remain a federal employee. 
In the event of separation from mili-
tary service, however, they are denied 
the retirement benefits of those who 
serve in the same grade in the active 
military. Frequently, Dual Status 
Technicians who are separated from 
the military must wait years to qualify 
for their Federal Service retirement 
benefits.

The bill I am introducing in the Sen-
ate today is a companion bill already 
introduced on the House side by Rep-
resentative ABERCROMBIE. It seeks to 
eliminate retirement inequities—a 
problem we just addressed head on in 
the Armed Services Committee when 
we included a provision in this year’s 
Defense Authorization Bill the elimi-
nate retirement inequities between ac-
tive duty personnel who retired before 
or after 1986. We voted this year to ef-
fectively eliminate the ‘‘Redux’’ retire-
ment benefit program because of the 
lower benefits it offered to personnel 
who retired after 1986. The action I am 
proposing in this legislation is some-
what similar. 

This bill will permit Dual Status 
Technicians to retire at any age with 
25 years of service or at 50 with 20 years 
of service. Those benefits are similar to 
benefits provided to Federal police and 
fire employees. They’re similar to fed-
eral employees who retire from the 
Congress.

I am pleased to see, Mr. President, 
that this year’s Defense Authorization 
bill took a step to provide equitable 
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benefits to Dual Status Technicians, 
but in doing so, it crated an inequity 
within the Technician community 
itself. A provision in the bill provides 
for early retirement after 25 years at 
any age, or at age 50 with 20 years of 
service—but only for those employed as 
Dual Status Technicians after 1996. 
Those same benefits are withheld from 
those employed before 1996. In other 
words, Mr. President, we created a sit-
uation similar to the one the Senate 
dealt with regarding the ‘‘Redux’’ re-
tirement program in the Defense Au-
thorization bill. The bill I offer today 
would remove that inequity in the 
same way the Senate voted to remove 
the inequity for active duty personnel 
who retired under the ‘‘Redux’’ pro-
gram.

Mr. President, the cost of equity is 
not high. An initial estimate by the 
Congressional Budget Office estimates 
that this bill could cost about $54 mil-
lion over a five year period. That num-
ber will vary, of course, depending on 
the number of Technicians who would 
choose to take advantage of the change 
in the law when this bill is enacted. Of 
course, we’re not only paying for eq-
uity here, Mr. President. We’re paying 
appropriate, equitable compensation to 
the men and women who have devoted 
their careers to service for the nation 
both at home and abroad—our National 
Guard and Reserve who serve us all so 
well.

I urge my colleagues to support this 
bill and urge my fellow Members to 
support this effort through cosponsor-
ship.

f 

ADDITIONAL COSPONSORS 
S. 311

At the request of Mr. MCCAIN, the 
names of the Senator from Arkansas 
(Mr. HUTCHINSON) and the Senator from 
Montana (Mr. BURNS) were added as co-
sponsors of S. 311, a bill to authorize 
the Disabled Veterans’ LIFE Memorial 
Foundation to establish a memorial in 
the District of Columbia or its envi-
rons, and for other purposes. 

S. 312

At the request of Mr. MCCAIN, the 
name of the Senator from Montana 
(Mr. BURNS) was added as a cosponsor 
of S. 312, a bill to require certain enti-
ties that operate homeless shelters to 
identify and provide certain counseling 
to homeless veterans, and for other 
purposes.

S. 345

At the request of Mr. ALLARD, the 
name of the Senator from New York 
(Mr. MOYNIHAN) was added as a cospon-
sor of S. 345, a bill to amend the Ani-
mal Welfare Act to remove the limita-
tion that permits interstate movement 
of live birds, for the purpose of fight-
ing, to States in which animal fighting 
is lawful. 

S. 765

At the request of Ms. COLLINS, the 
name of the Senator from Iowa (Mr. 

HARKIN) was added as a cosponsor of S. 
765, a bill to ensure the efficient alloca-
tion of telephone numbers. 

S. 786

At the request of Ms. MIKULSKI, the 
name of the Senator from Mississippi 
(Mr. COCHRAN) was added as a cospon-
sor of S. 786, a bill to amend title II of 
the Social Security Act to provide that 
a monthly insurance benefit there-
under shall be paid for the month in 
which the recipient dies, subject to a 
reduction of 50 percent if the recipient 
dies during the first 15 days of such 
month, and for other purposes. 

S. 819

At the request of Mr. GRAHAM, the 
name of the Senator from Georgia (Mr. 
CLELAND) was added as a cosponsor of 
S. 819, a bill to provide funding for the 
National Park System from outer Con-
tinental Shelf revenues. 

S. 955

At the request of Mr. WARNER, the 
name of the Senator from Mississippi 
(Mr. LOTT) was added as a cosponsor of 
S. 955, a bill to allow the National Park 
Service to acquire certain land for ad-
dition to the Wilderness Battlefield in 
Virginia, as previously authorized by 
law, by purchase or exchange as well as 
by donation. 

S. 1016

At the request of Mr. DEWINE, the 
name of the Senator from Arkansas 
(Mrs. LINCOLN) was added as a cospon-
sor of S. 1016, a bill to provide collec-
tive bargaining for rights for public 
safety officers employed by States or 
their political subdivisions. 

S. 1020

At the request of Mr. GRASSLEY, the 
names of the Senator from Missouri 
(Mr. ASHCROFT) and the Senator from 
Idaho (Mr. CRAPO) were added as co-
sponsors of S. 1020, a bill to amend 
chapter 1 of title 9, United States Code, 
to provide for greater fairness in the 
arbitration process relating to motor 
vehicle franchise contracts. 

S. 1075

At the request of Mrs. BOXER, the 
name of the Senator from Oregon (Mr. 
WYDEN) was added as a cosponsor of S. 
1075, a bill to promote research to iden-
tify and evaluate the health effects of 
silicone breast implants, and to insure 
that women and their doctors receive 
accurate information about such im-
plants.

S. 1242

At the request of Mr. AKAKA, the 
names of the Senator from Vermont 
(Mr. LEAHY) and the Senator from 
Vermont (Mr. JEFFORDS) were added as 
cosponsors of S. 1242, a bill to amend 
the Immigration and Nationality Act 
to make permanent the visa waiver 
program for certain visitors to the 
United States. 

S. 1263

At the request of Mr. JEFFORDS, the 
name of the Senator from North Caro-

lina (Mr. EDWARDS) was added as a co-
sponsor of S. 1263, a bill to amend the 
Balanced Budget Act of 1997 to limit 
the reductions in medicare payments 
under the prospective payment system 
for hospital outpatient department 
services.

S. 1327

At the request of Mr. CHAFEE, the 
names of the Senator from Washington 
(Mr. GORTON) and the Senator from 
Washington (Mrs. MURRAY) were added 
as cosponsors of S. 1327, a bill to amend 
part E of title IV of the Social Security 
Act to provide States with more fund-
ing and greater flexibility in carrying 
out programs designed to help children 
make the transition from foster care to 
self-sufficiency, and for other purposes. 

S. 1332

At the request of Mr. BAYH, the 
names of the Senator from Virginia 
(Mr. ROBB) and the Senator from Cali-
fornia (Mrs. FEINSTEIN) were added as 
cosponsors of S. 1332, a bill to authorize 
the President to award a gold medal on 
behalf of Congress to Father Theodore 
M. Hesburg, in recognition of his out-
standing and enduring contributions to 
civil rights, higher education, the 
Catholic Church, the Nation, and the 
global community. 

S. 1384

At the request of Mr. ABRAHAM, the 
name of the Senator from West Vir-
ginia (Mr. ROCKEFELLER) was added as 
a cosponsor of S. 1384, a bill to amend 
the Public Health Service Act to pro-
vide for a national folic acid education 
program to prevent birth defects, and 
for other purposes. 

S. 1419

At the request of Mr. MCCAIN, the 
names of the Senator from Hawaii (Mr. 
INOUYE), the Senator from Missouri 
(Mr. ASHCROFT), the Senator from Flor-
ida (Mr. MACK), the Senator from Min-
nesota (Mr. GRAMS), the Senator from 
Idaho (Mr. CRAIG), and the Senator 
from North Dakota (Mr. DORGAN) were 
added as cosponsors of S. 1419, a bill to 
amend title 36, United States Code, to 
designate May as ‘‘National Military 
Appreciation Month.’’

S. 1457

At the request of Mr. WYDEN, the 
name of the Senator from South Da-
kota (Mr. JOHNSON) was added as a co-
sponsor of S. 1457, a bill to amend the 
Energy Policy Act of 1992 to assess op-
portunities to increase carbon storage 
on national forests derived from the 
public domain and to facilitate vol-
untary and accurate reporting of forest 
projects that reduce atmospheric car-
bon dioxide concentrations, and for 
other purposes. 

S. 1498

At the request of Mr. BURNS, the 
names of the Senator from Montana 
(Mr. BAUCUS), the Senator from New 
Mexico (Mr. BINGAMAN), the Senator 
from Idaho (Mr. CRAPO), and the Sen-
ator from California (Mrs. BOXER) were 
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