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and a kind word for anyone who
crossed his path.

My predecessor in the Senate, War-
ren Magnuson, had a phrase for some-
one like that— ‘‘a workhorse not a
showhorse.’’

PAUL COVERDELL was a workhorse in
the finest sense.

PAUL earned the respect of everyone
here because he treated everyone else
with respect and dignity.

PAUL’s work here in the United
States Senate was really just an exten-
sion of a lifetime of service. Whether it
was serving his country in the U.S.
Army, serving the people of Georgia as
a state senator, or helping people
around the world through his work as
director of the United States Peace
Corps, PAUL brought his generous spir-
it and his determination to everything
he undertook.

Mr. President, the people of Georgia
are fortunate to have been served by a
person of PAUL’s character and skills.

Those of us who worked with him
here in the U.S. Senate were fortunate
to have him as a friend and colleague.
His passing is a loss to our Senate, to
Georgia and to the Nation. I will miss
him as a friend and colleague.

Mr. SARBANES. Mr. President, I rise
today to join my colleagues in hon-
oring a distinguished public servant
and a valued Member of the United
States Senate, Senator PAUL COVER-
DELL, who died Tuesday evening at the
Piedmont Hospital in Atlanta, Georgia.

Senator COVERDELL was elected to
the United States Senate in 1992 and
served as the Republican Conference
Secretary since December, 1996. He was
a member of the Senate Finance, For-
eign Relations, and Small Business
Committees and chaired the Agri-
culture Committee’s Subcommittee on
Marketing, Inspection and Product
Promotion.

Before entering public life, Senator
COVERDELL served in the U.S. Army in
Okinawa, Taiwan and Korea. He earned
a Bachelor’s degree in journalism from
the University of Missouri before re-
turning to Georgia to work in his fam-
ily’s business.

PAUL COVERDELL’s political career
began in 1970 when he was elected to
the Georgia State Senate serving as
Minority Leader for 14 years. In 1989,
he accepted President Bush’s appoint-
ment as Director of the Peace Corps,
where he refined the agency’s mission
to serve the emerging democracies of
Eastern Europe.

While Senator COVERDELL and I rare-
ly agreed on the many issues that came
before the Senate for consideration, I
greatly respected his hard work and his
unfailing courtesy and civility. He was
a modest man who valued results more
than he valued headlines. Indeed, PAUL
COVERDELL was well-respected by every
member of this body, engendering the
affection of all those with whom he
served.

Senator COVERDELL served the citi-
zens of Georgia and the Nation well
and we are all deeply saddened by his

untimely death. I would like to take
this opportunity to pay tribute to him
and to extend my deepest and heartfelt
sympathies to his family.
f

AGRICULTURE, RURAL DEVELOP-
MENT, FOOD AND DRUG ADMIN-
ISTRATION, AND RELATED
AGENCIES APPROPRIATIONS
ACT, 2001—Continued

AMENDMENT NO. 3925

The PRESIDING OFFICER. The Sen-
ator from Vermont.

Mr. JEFFORDS. I thank Senators for
their eloquent words about the passing
of PAUL COVERDELL. I see no one else
seeking recognition for that purpose,
so at this time I move back to the bill.
If there is anything PAUL COVERDELL
disliked, it was quorum calls and de-
laying the process. We worked together
on the education bill, and I know he
was proud when it moved expeditiously
and the debate was lively.

In that spirit, I think we must return
to the business before the Senate.

Therefore, I call up amendment 3925.
The PRESIDING OFFICER. The

clerk will report.
The legislative clerk read as follows:
The Senator from Vermont [Mr. JEF-

FORDS], for himself, Mr. WELLSTONE, Mr.
DORGAN, Ms. SNOWE, Mr. GORTON, Mr. JOHN-
SON, Mr. LEVIN, and Mr. BRYAN, proposes an
amendment numbered 3925.

Mr. JEFFORDS. Mr. President, I ask
unanimous consent reading of the
amendment be dispensed with.

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

The amendment is as follows:
(Purpose: To amend the Federal Food, Drug,

and Cosmetic Act to allow importation of
covered products)
At the end of title VII, add the following:

SEC. ll. AMENDMENT TO FEDERAL FOOD,
DRUG, AND COSMETIC ACT.

(a) SHORT TITLE.—This section may be
cited as the ‘‘Medicine Equity and Drug
Safety Act of 2000’’.

(b) FINDINGS.—Congress makes the fol-
lowing findings:

(1) The cost of prescription drugs for Amer-
icans continues to rise at an alarming rate.

(2) Millions of Americans, including medi-
care beneficiaries on fixed incomes, face a
daily choice between purchasing life-sus-
taining prescription drugs, or paying for
other necessities, such as food and housing.

(3) Many life-saving prescription drugs are
available in countries other than the United
States at substantially lower prices, even
though such drugs were developed and are
approved for use by patients in the United
States.

(4) Many Americans travel to other coun-
tries to purchase prescription drugs because
the medicines that they need are
unaffordable in the United States.

(5) Americans should be able to purchase
medicines at prices that are comparable to
prices for such medicines in other countries,
but efforts to enable such purchases should
not endanger the gold standard for safety
and effectiveness that has been established
and maintained in the United States.

(c) AMENDMENT.—Chapter VIII of the Fed-
eral Food, Drug, and Cosmetic Act (21 U.S.C.
381 et seq.) is amended—

(1) in section 801(d)(1), by inserting ‘‘and
section 804’’ after ‘‘paragraph (2)’’; and

(2) by adding at the end the following:

‘‘SEC. 804. IMPORTATION OF COVERED PROD-
UCTS.

‘‘(a) REGULATIONS.—
‘‘(1) IN GENERAL.—Notwithstanding sec-

tions 301(d), 301(t), and 801(a), the Secretary,
after consultation with the United States
Trade Representative and the Commissioner
of Customs, shall promulgate regulations
permitting importation into the United
States of covered products.

‘‘(2) LIMITATION.—Regulations promulgated
under paragraph (1) shall—

‘‘(A) require that safeguards are in place
that provide a reasonable assurance to the
Secretary that each covered product that is
imported is safe and effective for its in-
tended use;

‘‘(B) require that the pharmacist or whole-
saler importing a covered product complies
with the provisions of subsection (b); and

‘‘(C) contain such additional safeguards as
the Secretary may specify in order to ensure
the protection of the public health of pa-
tients in the United States.

‘‘(3) RECORDS.—Regulations promulgated
under paragraph (1) shall require that
records regarding such importation de-
scribed in subsection (b) be provided to and
maintained by the Secretary for a period of
time determined to be necessary by the Sec-
retary.

‘‘(b) IMPORTATION.—
‘‘(1) IN GENERAL.—The Secretary shall pro-

mulgate regulations permitting a phar-
macist or wholesaler to import into the
United States a covered product.

‘‘(2) REGULATIONS.—Regulations promul-
gated under paragraph (1) shall require such
pharmacist or wholesaler to provide infor-
mation and records to the Secretary,
including—

‘‘(A) the name and amount of the active in-
gredient of the product and description of
the dosage form;

‘‘(B) the date that such product is shipped
and the quantity of such product that is
shipped, points of origin and destination for
such product, the price paid for such prod-
uct, and the resale price for such product;

‘‘(C) documentation from the foreign seller
specifying the original source of the product
and the amount of each lot of the product
originally received;

‘‘(D) the manufacturer’s lot or control
number of the product imported;

‘‘(E) the name, address, and telephone
number of the importer, including the pro-
fessional license number of the importer, if
the importer is a pharmacist or pharma-
ceutical wholesaler;

‘‘(F) for a product that is—
‘‘(i) coming from the first foreign recipient

of the product who received such product
from the manufacturer—

‘‘(I) documentation demonstrating that
such product came from such recipient and
was received by such recipient from such
manufacturer;

‘‘(II) documentation of the amount of each
lot of the product received by such recipient
to demonstrate that the amount being im-
ported into the United States is not more
than the amount that was received by such
recipient;

‘‘(III) documentation that each lot of the
initial imported shipment was statistically
sampled and tested for authenticity and deg-
radation by the importer or manufacturer of
such product;

‘‘(IV) documentation demonstrating that a
statistically valid sample of all subsequent
shipments from such recipient was tested at
an appropriate United States laboratory for
authenticity and degradation by the im-
porter or manufacturer of such product; and
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‘‘(V) certification from the importer or

manufacturer of such product that the prod-
uct is approved for marketing in the United
States and meets all labeling requirements
under this Act; and

‘‘(ii) not coming from the first foreign re-
cipient of the product, documentation that
each lot in all shipments offered for importa-
tion into the United States was statistically
sampled and tested for authenticity and deg-
radation by the importer or manufacturer of
such product, and meets all labeling require-
ments under this Act;

‘‘(G) laboratory records, including com-
plete data derived from all tests necessary to
assure that the product is in compliance
with established specifications and stand-
ards; and

‘‘(H) any other information that the Sec-
retary determines is necessary to ensure the
protection of the public health of patients in
the United States.

‘‘(c) TESTING.—Testing referred to in sub-
paragraphs (F) and (G) of subsection (b)(2)
shall be done by the pharmacist or whole-
saler importing such product, or the manu-
facturer of the product. If such tests are con-
ducted by the pharmacist or wholesaler, in-
formation needed to authenticate the prod-
uct being tested and confirm that the label-
ing of such product complies with labeling
requirements under this Act shall be sup-
plied by the manufacturer of such product to
the pharmacist or wholesaler, and as a condi-
tion of maintaining approval by the Food
and Drug Administration of the product,
such information shall be kept in strict con-
fidence and used only for purposes of testing
under this Act.

‘‘(d) STUDY AND REPORT.—
‘‘(1) STUDY.—The Secretary shall conduct,

or contract with an entity to conduct, a
study on the imports permitted under this
section, taking into consideration the infor-
mation received under subsections (a) and
(b). In conducting such study, the Secretary
or entity shall—

‘‘(A) evaluate importers’ compliance with
regulations, and the number of shipments, if
any, permitted under this section that have
been determined to be counterfeit, mis-
branded, or adulterated; and

‘‘(B) consult with the United States Trade
Representative and United States Patent
and Trademark Office to evaluate the effect
of importations permitted under this Act on
trade and patent rights under Federal law.

‘‘(2) REPORT.—Not later than 5 years after
the effective date of final regulations issued
pursuant to this section, the Secretary shall
prepare and submit to Congress a report con-
taining the study described in paragraph (1).

‘‘(e) CONSTRUCTION.—Nothing in this sec-
tion shall be construed to limit the statu-
tory, regulatory, or enforcement authority
of the Secretary relating to importation of
covered products, other than the importa-
tion described in subsections (a) and (b).

‘‘(f) DEFINITIONS.—In this section:
‘‘(1) COVERED PRODUCT.—The term ‘covered

product’ means a prescription drug under
section 503(b)(1) that meets the applicable re-
quirements of section 505, and is approved by
the Food and Drug Administration and man-
ufactured in a facility identified in the ap-
proved application and is not adulterated
under section 501 or misbranded under sec-
tion 502.

‘‘(2) PHARMACIST.—The term ‘pharmacist’
means a person licensed by a State to prac-
tice pharmacy in the United States, includ-
ing the dispensing and selling of prescription
drugs.

‘‘(3) WHOLESALER.—The term ‘wholesaler’
means a person licensed as a wholesaler or
distributor of prescription drugs in the
United States.’’.

Mr. JEFFORDS. Mr. President, I also
ask unanimous consent that Senator
BRYAN be added as a cosponsor to the
amendment.

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

Mr. JEFFORDS. Mr. President, I will
now discuss a problem we have relative
to the cost of prescription drugs.

I am joining several of my colleagues
from both sides of the aisle in offering
an amendment that will take a giant
step toward providing access to afford-
able prescription drugs for Vermonters,
and all Americans.

Our amendment will allow phar-
macists and wholesalers to import safe,
U.S.-made, FDA-approved lower-cost
prescription drugs from other coun-
tries. We maintain the gold standard of
safety in this country, but hope to rein
in the platinum standard we have for
prices.

Prescription drugs have revolution-
ized the treatment of certain diseases,
but they are only effective if patients
have access to the medicines that their
doctors prescribe. The best medicines
in the world will not help a person who
can not afford them.

Americans pay by far the highest
prices in the world for prescription
drugs, and for many the price is just
too high.

What’s worse is that those Americans
who can least afford it are the ones
paying the highest prices. Americans
who don’t have health insurance that
covers drugs are forced to pay the
‘‘sticker price’’ off the pharmacist’s
shelf.

In short, the practice of price dis-
crimination hits the uninsured and
low-income Medicare beneficiaries the
hardest.

It is sad that during a time when the
United States is experiencing unprece-
dented economic growth, it is not un-
common to hear of patients, like we
heard in my committee’s hearing yes-
terday, who cut pills in half, or skip
dosages in order to make prescriptions
last longer, because they can’t afford
the refill.

The question that we must ask is,
can we put politics aside and work in a
bipartisan manner to deal with this na-
tional crisis? I say we must. And I am
hopeful that today we can.

This bipartisan amendment I am of-
fering is based on legislation I intro-
duced, S. 2520, the Medicine Equity and
Drug Safety Act, or the MEDS Act.
Joining me in introducing that legisla-
tion were Senators WELLSTONE, SNOWE,
and COLLINS and joining as cosponsors
are Senators DORGAN and GORTON. The
hearing I held yesterday allowed all of
the parties to fully examine and articu-
late their views on this legislation.

Our bill, which we have revised and
are offering as an amendment, gives
pharmacists and wholesalers the abil-
ity to negotiate more favorable prices
with manufacturers. They can do so be-
cause they will have the ability to pur-
chase in other countries—this is impor-
tant—where exactly the same drugs are

sold for far less. These are areas that
have been approved by the FDA. There
is no question about that aspect.

The drug industry has argued that
this amendment compromises safety.
As chairman of the Committee on
Health, Education, Labor, and Pen-
sions, safety is my first concern. That
is why these imports will be limited to
FDA-approved drugs that are made in
the United States or FDA inspected fa-
cilities. And that is why this amend-
ment reflects weeks of discussions with
the people who enforce our drug safety
laws.

The amendment before us is a revi-
sion of the MEDS Act based on input
from government experts who raised
issues of public health and safety. Spe-
cifically, I asked FDA for technical as-
sistance on this bill, and addressed
each safety concern that the agency
raised.

I also point out to my colleagues
that this amendment specifically au-
thorizes FDA to incorporate any other
safeguard that it believes is necessary
to ensure the protection of the public
health of patients in the United States.

This amendment is about free trade.
Why should Americans pay the highest
prices in the world for prescription
drugs? All this amendment does is
allow international competition to
bring rational pricing practices to the
prescription drug industry. It intro-
duces competition which is the hall-
mark of our success in this Nation.

I point out this bipartisan amend-
ment also drops a provision in our
original bill that would have allowed
personal imports, which I would have
liked to retain because I think it is im-
portant.

We dropped the personal use provi-
sion in order to answer concerns that
some raised about safety. I was willing
to compromise on that point at this
time in order to get a bill that raises
no safety concerns at all.

I want the record to clearly reflect
that I still feel strongly that
Vermonters should not be in violation
of federal law if they go a few miles
across the border into Canada to get
deep discounts on prescriptions. We do
nothing in here to indicate they should
not be allowed to do so.

This amendment will provide equi-
table treatment of Americans, particu-
larly those who do not have insurance,
or access to big discounts for large pur-
chases like HMOs. As I said before, this
is not the only solution. I strongly be-
lieve we need a prescription drug ben-
efit in the Medicare system for those
people who are eligible for Medicare.
But it is a commonsense measure that
we can enact now to ease the burden of
expensive prescription drugs on our
people, for those on the borders, and all
Americans. I ask for the support of my
colleagues.

I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from Mississippi.
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AMENDMENT NO. 3927 TO AMENDMENT NO. 3925

Mr. COCHRAN. Mr. President, I send
a second-degree amendment to the
desk.

The PRESIDING OFFICER. The
clerk will report.

The legislative clerk read as follows:
The Senator from Mississippi [Mr. COCH-

RAN], for himself and Mr. KOHL, proposes an
amendment numbered 3927.

At the end of the amendment insert the
following:

‘‘(g) This section shall become effective
only if the Secretary of the Department of
Health and Human Services certifies to the
Congress that the implementation of this
section will: (1) pose no risk to the public’s
health and safety; and (2) result in a signifi-
cant reduction in the cost of covered prod-
ucts to the American consumer.’’

Mr. COCHRAN. Mr. President, the
purpose of this second-degree amend-
ment is to try to help ensure the result
of the change in this law, in the au-
thority for importing drugs into the
country or selling drugs to American
consumers from Canada, which I think
this amendment the Senator has of-
fered is targeted to address, will not re-
sult in any new dangers to the con-
suming public, and would require the
Secretary to certify that that would be
the case for any new regulatory regime
implementing the amendment if it is
adopted.

One problem we need to bring to the
attention of the Senate in connection
with this amendment is the added cost
that is going to result from this, in
terms of added appropriations for the
Food and Drug Administration. It is es-
timated by that agency that $92 mil-
lion would have to be appropriated to
provide the funding necessary to imple-
ment and carry out the obligations of
that agency in connection with super-
vising this amendment.

The distinguished Senator is chair-
man, as Senators know, of the legisla-
tive committee that has jurisdiction
over this overall subject area in the
law. I regret this is an issue being
brought to the Senate as an amend-
ment to the Agriculture Department’s
appropriations bill. It would be more
appropriate, in my view, for the legis-
lative committee which the Senator
chairs to deal with this, to report out
legislation, and in the usual way of
managing changes in the law, have the
Senate address it on a freestanding
bill. The body is put at a disadvantage
to try to understand all the nuances,
the implications of the legislation,
what the practical results will be. It
has become very controversial. I think
the Senator from North Dakota, in
opening remarks as we brought this
legislation up yesterday or the day be-
fore, talked about the advertising that
was being run in the newspapers by the
pharmaceutical industry. I think that
is on this subject. It is related to this
subject.

So there is a great deal of attention
being focused on this highly controver-
sial issue. All the States along the
northern tier that border on Canada
have a great interest in this. It has be-

come a hot button political subject for
debate in senatorial campaigns and, I
guess, all the congressional elections
and the Presidential campaign. So this
is a big political item here we are
called upon to understand, to sort
through, and then to make sure we leg-
islate in a fashion that serves the pub-
lic interest—not somebody’s private
political interest, not somebody’s pri-
vate financial interest, but the broad
public interests of the United States.
That is our responsibility.

So what I am seeking to do with this
second-degree amendment is ensure
that is the result; that we are not put-
ting in jeopardy, by changing this law,
if this survives the process here in the
Senate and conference with the
House—we are not putting in jeopardy
the well-being of American consumers
and we also prepare to add to the fund-
ing requirements of the Food and Drug
Administration to enable them to
carry out their obligations under the
law.

With those words of explanation as to
where I see this and how I see this
playing out, I am not going to prolong
the debate.

Let me point out one other thing.
Some might say this is legislation on
an appropriations bill; Why don’t you
just raise the issue in that way? Make
a point of order under rule XVI.

The point is the House has included
language in its Agriculture appropria-
tions bill and this amendment, as it is
drafted—as I am advised by the Parlia-
mentarian—is not subject to a rule XVI
point of order but, rather, it is ger-
mane and would not fall if a point of
order is made. That may be tested by
somebody if they want to argue with
the Parliamentarian about it, but that
is what my staff advises me.

With that information about this sit-
uation I am prepared to let others talk
about it. Let me say, before I yield the
floor, just as a matter of general infor-
mation now that we are on the bill,
Senator KOHL is the cosponsor of this
second-degree amendment. I have of-
fered the amendment with him.

Also, as we began consideration of
the appropriations bill, he did not have
an opportunity to make his opening re-
marks. At some point this afternoon,
we will give him that opportunity or he
can take that opportunity when he
gains recognition from the Chair.

I hope this will not be a long, drawn-
out debate. It is not necessary. We
have heard a lot of speeches about this.
We have had a lot of information sent
to our offices on this issue of re-
importation and selling drugs and
pharmaceutical products across the
borders, importing from manufactur-
ers, the rights of pharmacists—all the
other related issues. It is a serious
matter. But we do not need to have a
long, drawn-out filibuster of it in my
view. We need to vote on it. If the votes
are here to adopt this amendment, so
be it. We will take it to conference and
try to resolve the issue in the way we
always do, give and take, trying to un-
derstand what is best for the country.

Also in connection with the broader
picture of the bill itself, we do not have
a lot of troublesome issues in this bill,
in my view. I have not heard from Sen-
ators. We have asked Senators to let us
know if they have amendments, to
bring them to the floor and offer them,
and let’s dispose of them and complete
action on this bill. I was heartened
today by conversation, as we were get-
ting started, from the Senator from
Nevada, the assistant Democratic lead-
er, Mr. REID, who suggested we could
finish this bill today. He saw no reason
why we could not. I see no reason why
we could not finish it today.

I hope as we proceed we will keep
that goal in mind. Let’s finish this bill
today. I hope we can have third reading
at about 6 o’clock. I do not see any rea-
son why we cannot.

There are some Senators who want to
offer amendments. We want to hear
them. We want to consider them and
consider them fully and fairly, but it
should not take an unnecessarily long
amount of time to do that. So I encour-
age the Senate to act with dispatch,
deliberation, but all deliberate speed.
That is a Supreme Court phrase that
has been used from time to time.

The PRESIDING OFFICER. The Sen-
ator from Vermont.

Mr. JEFFORDS. Mr. President, I re-
spectfully disagree with my distin-
guished chairman and also the ranking
member on the amendment they have
proposed. This amendment is worded in
such a way as to prevent the proposal
from ever taking effect because they
know it will be impossible, certainly so
difficult as to be unworkable, to prove
prospectively that all savings will be
passed on to the patients. There is no
way that can happen. This is just in
there to clean this bill up. I strongly
oppose this amendment.

I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from North Dakota.
Mr. DORGAN. Mr. President, I rise to

support the legislation offered by the
Senator from Vermont. But before I
speak on that let me just mention to
the Senator from Mississippi and the
Senator from Wisconsin who have
brought this bill to the floor, I am a
member of their subcommittee on ap-
propriations. I certainly respect the
work they have done. They do an out-
standing job, they and their staffs, put-
ting together the Agriculture appro-
priations bill. It is not an easy bill to
construct and to bring to the floor.

One amendment that I will offer at a
later time will deal with the disaster
now facing farmers who have flooded
lands and especially those farmers
whose crops are burning up day after
day in the deep South.

Last Friday morning, as we were tak-
ing a series of votes, I talked with Sen-
ator COVERDELL. He and I were pre-
pared to offer an amendment to assist
farmers dealing with flooded lands in
my part of the country and drought-
stricken lands in Georgia. Georgia is
the hardest hit State with drought
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problems, and family farmers there are
suffering substantially. Senator COVER-
DELL intended to join me in offering an
amendment offering them some emer-
gency assistance. I will want to address
this issue on this legislation. I will cer-
tainly talk with the chairman and the
ranking member to do so in a way that
relates to the needs of the Senate, but
especially in a way that meets the
needs of those family farmers who,
through no fault of theirs but through
natural disasters, have seen their crops
disappear and are suffering some very
significant problems.

I will save further discussion of this
problem for a later time in this debate.

With regard to the amendment of-
fered by the Senator from Vermont, I
strongly support this amendment. Sev-
eral bills have been introduced in Con-
gress on this subject. I introduced a
piece of similar legislation along with
Senator WELLSTONE and Senator
SNOWE. I am also pleased to join as a
cosponsor of the legislation authored
by the Senator from Vermont.

All of these bills relate to the same
issue. That issue is very important and
one we should address. The reason it is
being addressed here and now is that
the House of Representatives has al-
ready addressed it on its Agriculture
appropriations bill, and it is important
that the Senate also weigh in on this
issue. The Senator from Vermont cer-
tainly has a right, and is protected
with respect to germaneness, to offer
this amendment to this bill.

Let me describe the issue before us in
terms that people can better under-
stand, using a couple of different medi-
cines as examples.

I ask unanimous consent that I be al-
lowed to use these medicine bottles in
my presentation.

The PRESIDING OFFICER (Mr.
CRAPO). Without objection, it is so or-
dered.

Mr. DORGAN. I have here bottles of 3
different prescription drugs that are
ranked among the top 20 in the United
States in the number of prescriptions
filled and sales volume. All of these
drugs, incidentally, are approved by
the U.S. Food and Drug Administra-
tion.

I have here the actual bottles for
these medicines. This one happens to
be Zoloft, which is used to treat depres-
sion. The company that produces these
pills and puts them in different size
bottles then sells them all around the
world. It is exactly the same medicine
produced by the same company, sold in
different places. Buy it, for example, in
Emerson, Canada, and you will pay
$1.28 for a pill. Buy it 5 miles south of
there in Pembina, ND, and you will not
pay $1.28 for the same pill. Instead you
will pay $2.34. It is the same pill in the
same bottle, made by the same com-
pany in the same manufacturing plant.
The only thing different is the price.
The pill costs $1.28 in Canada, and $2.34
for an American consumer.

Or what about Zocor? Zocor is a very
popular prescription drug. Pick up any

Newsweek or Time magazine and see
the multipage ads for this drug. I have
here two bottles of Zocor made by the
same company, with the identical man-
ufacturing process. One bottle is sent
to Canada where it costs $1.82 per tab-
let; the other is sent to a U.S. con-
sumer who is charged $3.82: $1.82 for
someone living in Winnipeg, $3.82 for
someone living in Montpelier.

Norvasc is a prescription drug that is
used to lower blood pressure. The bot-
tles are almost identical—again, both
bottles are by the same manufacturer,
and contain the same pill. Norvasc
costs the Canadian consumer 90 cents.
It costs the U.S. consumer $1.25 per
pill.

Or to look at this price disparity an-
other way, the cost of a 1-month supply
of Zocor—the same pill, by the same
company, in the same bottle—is $54
when it is sent to a Canadian. When it
is sent to an American, it costs $114.

Or Zoloft—again the same pill, by the
same company, made in the same man-
ufacturing plant—costs the Canadian
$38 for a 1-month supply; the American
pays $70.

Norvasc costs Canadians $27 for a one
month supply and the same quantity
costs Americans $37. I can show you
medicine where the price inequity is 10
to 1.

The question our constituents in the
States of Vermont, North Dakota, Min-
nesota, and Washington ask is: How
can this be justified? This is the same
product. If this is a global economy,
why must I go to Canada to try to buy
a prescription drug that was manufac-
tured in the United States in the first
place in order to buy it for half the
price? That is what Americans all
across this country are asking.

The companies that produce these
medicines are able to access all of the
ingredients they need to produce pre-
scription drugs from all around the
world in order to get the lowest prices.
If the pharmaceutical manufacturers
are able to benefit from the global
economy, why then can the consumer
not also access that same drug made in
a plant approved by the FDA when it is
being sold in Winnipeg for half the
price?

What is the answer to that? Many of
us believe American consumers should
be able to also benefit from the global
economy. My colleague from the State
of Washington, Mr. GORTON, has spon-
sored his own legislation to address
this issue and he is also a cosponsor of
this amendment. All of us have to re-
spond to our constituents.

This is not just a Canada-United
States issue. Americans pay higher
prices than anywhere else in the world.
How much more do we pay? If Ameri-
cans pay an average of $1 for a pharma-
ceutical product, that same product
has a much lower average cost in every
other industrialized nation. We pay $1;
the Canadians pay 64 cents. We pay $1;
the English pay 65 cents. We pay $1; the
Swedes pay 68 cents. We pay $1; the
Italians pay 51 cents. We are charged

the highest prices for prescription
drugs of any country in the world. The
American people ask the question:
Why?

Senior citizens are 12 percent of our
population, but they consume one-
third of the prescription drugs in
America. I come from a State with a
lot of senior citizens. They have
reached the years of their lives where,
in most cases, they are no longer work-
ing and are living on a fixed income.
Last year, they saw, as all Americans
did, prescription drug spending in this
country go up 16 percent in 1 year. Part
of that is price inflation, part is driven
by increased utilization. Nonetheless,
older Americans saw a 16-percent in-
crease in prescription drug spending in
this country in 1 year.

Those of us who have held hearings
on this issue and who have heard from
senior citizens know what they say.
They tell us they are forced to go to
the back of the grocery store first,
where the pharmacy is, to buy their
prescription medicines because only
then will they know how much money
they have left to pay for food. Only
then will they know whether they are
going to get to eat after they have pur-
chased their prescription drugs.

This is an issue for all Americans,
not just senior citizens, but it is an es-
pecially acute problem for senior citi-
zens.

In January on one cold, snowy day, I
traveled with a group of North Dakota
senior citizens to Emerson, Canada.

First we visited the doctor’s office—
because it is required in Canada—where
the North Dakotans who wanted to buy
prescription drugs in the Canadian
pharmacy showed the doctor their pre-
scription from a U.S. doctor, and the
Canadian doctor wrote a prescription
for them. Then we went to a very
small, one-room pharmacy just off the
main street of Emerson, Canada, a tiny
little town of not more than 300 or 400
people. Emerson is 5 miles north of the
North Dakota border.

I stood in that pharmacy and I
watched the North Dakota senior citi-
zens purchase their prescription drugs,
and I saw how much money they were
saving on the prescription drugs they
were buying.

As is often the case, senior citizens
will take 2, 3, 4, or 8 different prescrip-
tion drugs. It is not at all unusual to
see that.

I watched these North Dakotans
compare what they were paying in the
United States to what they were pay-
ing at this little one-room pharmacy in
Emerson, Canada. It was staggering.

They asked me the question: Why do
we have to come to Canada to do this?
Why can’t our pharmacists come up
here and access this same supply of
drugs and pass the savings along to us?

The answer is that there is a Federal
law in this country that says that only
the manufacturer can import prescrip-
tion drugs into the United States.

The amendment we are considering,
offered by the Senator from Vermont,
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proposes to change that. He does not
propose to do so in any way that would
jeopardize the safety of medicines that
are available in this country. He does
not propose to in any way suggest that
we should not maintain the chain of
custody needed to assure a safe supply
of prescription drugs.

But he does propose that we amend
that law and replace it with a system
that assures the safety of the medicine
supply, while allowing pharmacists and
drug wholesalers to go to Canada and
go to other countries and access that
same prescription drug, provided that
it was produced in a plant that was ap-
proved by the FDA. This amendment
assures not only the safety of the man-
ufacturing process but also the chain of
custody of the supply. In this way we
will allow U.S. consumers the full flow
and benefit of the global economy.

Why can’t American pharmacists and
drug wholesalers shop globally for pre-
scription drugs, provided it is the same
pill, put in the same bottle, manufac-
tured by the same company in a plant
that is approved by the FDA?

The answer is that they ought to be
able to do that. There is no excuse any
longer for preventing them from doing
that.

Zocor, Prilosec, Zoloft, Vasotec,
Norvasc, Cardizem—you can go right
on down the list of the medicines most
frequently used by senior citizens and
compare what they cost here with what
they cost in Canada and Mexico. Then
ask the question: Why? Why are we in
America charged so much more for the
identical prescription drug?

The answer is simple: It is because
the big drug companies can do it here.
The pharmaceutical industry charges
what the market will bear in the
United States. The U.S. consumers are
prevented from being a global con-
sumer.

Let me say this about the pharma-
ceutical industry. I want them to do
well. I support them on a range of
things. I want them to be profitable,
and I want them to be able to do sub-
stantial research. I do not wish them
ill. I applaud them and thank them for
the research they do to create life-
saving, miracle drugs. They only do
part of the research, of course. A sub-
stantial part is also done through the
National Institutes of Health, through
publicly funded research. And we are
dramatically increasing our invest-
ment in NIH.

But some will say to the Senator
from Vermont: What you are doing will
dramatically reduce research and de-
velopment by the drug companies.
These prices are what support research
and development.

Hogwash. Nonsense. The fact is, a
larger percentage of the research and
development is done by the drug com-
panies in Europe than is done in the
United States. Let me say that again.
More research and development is done
in Europe than in the United States.
And that comes from the pharma-
ceutical industry’s own figures.

Take a look at the billions and bil-
lions of dollars the drug industry
spends on promotion and compare that
to what they spend on research and de-
velopment.

In fact, if you pick up a weekly mag-
azine, such as Newsweek, you will see
the multipage ads for prescription
medicine. They are spending billions of
dollars on direct-to-consumer adver-
tising. They are going directly to the
consumer and saying: We want you to
go to your doctor to demand that he or
she write a prescription for this medi-
cation for you.

That just started a few years ago. It
is now rampant. Doctors will tell you
that patients come to their offices,
saying: I read about this medicine in
an ad in Newsweek. I want you to pre-
scribe that. That is what is happening.

Billions of dollars are spent to try to
induce consumers to demand medicine
that can only be given to them by a
doctor who believes it is necessary.

While all of this is going on, the Sen-
ator from Vermont offers a piece of
legislation that I fully support. If I
were writing the legislation offered by
the Senator from Vermont, I would
prefer that it not leave out the provi-
sion that allows personal use importa-
tion. I hope at some point we can allow
for that.

But I just say this. I know that lit-
erally $60 or $70 million has been spent
by the pharmaceutical industry be-
cause it is scared stiff that we are
going to pass this legislation.

In fact, in the Washington Post the
pharmaceutical industry has been run-
ning a full-page ad for the last several
days. I do not know what a full-page ad
costs in the Washington Post, but I
know it is not cheap. How many citi-
zens, who support our bill, have the
ability to go to the Washington Post
and buy a full-page ad?

This full-page ad is just totally
bogus. It says: One of these pills is a
counterfeit. Can you guess which one?
Congress is about to permit wholesale
importation of drugs from Mexico and
Canada. The personal health of Amer-
ican consumers is unquestionably at
risk. Counterfeit prescription drugs
will inevitably make their way across
our borders and into our medicine cabi-
nets. Counterfeit prescription drugs
can kill. Counterfeit prescription drugs
have killed.

This is from the pharmaceutical in-
dustry, which wants to scare people
into believing the legislation that we
are now debating is somehow bad for
our country’s consumers. That is to-
tally bogus. We are proposing an
amendment that assures the safety of
the drug supply but finally assures the
American consumer that they can ac-
cess drugs that are priced reasonably.

If someone in another country is pay-
ing half the price or a third or a tenth
of the price being charged the Amer-
ican consumer for the same drug that
is produced in a manufacturing plant
approved by the FDA, why can’t the
American consumer have access to
those drugs in a global economy?

The answer is: They ought to be able
to do it.

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

Mr. DORGAN. I am happy to yield for
a question.

Mr. JOHNSON. I commend the Sen-
ator for his work and commend Sen-
ator JEFFORDS for his work on this
issue. In relation to the advertisement
in the Washington Post, I wonder if the
Senator from North Dakota would
share with us the sponsor of that ad-
vertisement as it appears on the ad?

Mr. DORGAN. Yes. The sponsor is
Pharmaceutical Research and Manu-
facturers of America. The drug indus-
try obviously wants to keep things as
they are.

Let me just make one additional
point. It is not my intention to have
the American people go to another
country for their prescription drugs. It
is my intention to force the pharma-
ceutical industry to reprice their drugs
here in the United States. If our phar-
macists and our drug wholesalers are
able to access the same drugs at a
much lesser price in Canada or England
or elsewhere, and bring them back and
sell them at a savings to our con-
sumers, it will force the industry to re-
price their drugs in this country.

That is my goal. It is not my goal to
put people in minivans and send them
outside this country to access prescrip-
tion drugs. I want pressures brought
through the global economy to equalize
prescription drug prices in this country
vis-a-vis what they are being sold at in
other countries.

Mr. President, I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from Washington.
Mr. GORTON. Mr. President, let’s

paint a picture, or set the stage, for
this debate.

Most of the research and develop-
ment and manufacture of prescription
drugs goes on here in the United
States, in a highly constructive fash-
ion. Drug companies, and their re-
search and development staffs, here in
this country experiment and work, lit-
erally for years, to develop new and ef-
fective prescription drugs.

They are magnificently successful in
that quest. And at least one of the rea-
sons we are debating this issue today is
that they are so successful that every
year the share of our health care dollar
that goes to prescription drugs in-
creases because we now have condi-
tions that can be treated by prescrip-
tions that previously required hos-
pitalization, if indeed they could be
treated at all.

The process of taking an idea
through its basic and applied research,
its testing and its development to li-
censing by the Food and Drug Adminis-
tration is long and arduous and is
aimed both at safety and effectiveness.
During that period of time, these com-
panies spend a great deal of money
with no return. It is clear, both to the
proponents and opponents of both the
first- and second-degree amendments,
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that these companies are entitled to
recoup those long and large costs of re-
search and development. They are not
only allowed, properly, to recoup the
costs of those drugs that are actually
brought to market, but the cost of all
of the dead-end streets they run into
with some of this research and develop-
ment. To that point, there is agree-
ment.

We are also dealing with a business,
as any other in the United States, that
spends a good deal of its time and ef-
fort in developing new products. Even
at the early stage, there are some fac-
tors that favor the pharmaceutical in-
dustry because of its importance to the
United States. It, as other companies,
is entitled to a research and develop-
ment tax credit, but it, unlike most
other industries, also benefits hugely
from research conducted by the Na-
tional Institutes of Health, as the pri-
mary sponsor of this amendment well
knows. So approximately half of all of
these research and development costs
are already underwritten by the tax-
payers of the United States, either
through tax credits or through our di-
rect appropriations to the National In-
stitutes of Health.

It is at this point that the wonderful
line from ‘‘Alice in Wonderland’’ comes
to mind, and the situation becomes
‘‘curiouser and curiouser.’’ At the
point at which these pharmaceutical
products have been licensed, the actual
manufacturing cost for that pill is,
generally speaking, not very high. And
so much of the price structure is to
cover the research and development,
the very large advertising costs to
which the Senator from North Dakota
referred, other marketing costs, the
lobbying those companies do in the
Congress, and a reasonable and, I may
say, in most cases generous profit. But
these U.S.-based, often U.S.-owned,
pharmaceutical manufacturing compa-
nies consistently charge their Amer-
ican customers—not the individual pa-
tient in this case but the huge regional
drugstore chains as well as individual
pharmacies—far higher prices than
they charge for the identical product
overseas or across our northern and
southern borders.

One would think in a normal market
that prices would be nondiscriminatory
or, if anything, the manufacturers
would be grateful enough for the tre-
mendous aid and assistance they re-
ceive from the taxpayers of the United
States perhaps to give at least a small
price break to American purchasers.
But, no, as has been pointed out, they
charge Americans pretty close to twice
as much as they charge anyone else.
These wholesale prices, obviously, are
reflected in retail prices for the drugs.

My experience in the State of Wash-
ington is very much similar to that
outlined both by the Senator from
Vermont and the Senator from North
Dakota. We ran a little test; we went
up to Canada, priced identical drugs in
the State of Washington and in British
Columbia, and found a 62-percent dif-

ference. In other words, it was way less
expensive to buy them in Canada. So
busloads of Americans go from Seattle
and other parts of the State of Wash-
ington across the border to buy drugs
and bring them back.

Why, one asks oneself, would Amer-
ican companies do this? Why would
they discriminate against Americans?

They say: There is a simple answer to
that. The Canadian Government, the
Mexican Government, the Government
of the United Kingdom, fix the prices of
drugs. They want their citizens to get
these pharmaceutical products less ex-
pensively than Americans do. So they,
by government fiat, set the prices. And
so we sell them, the drugs, for a lower
price for a simple reason: We have al-
ready manufactured and sold lots of
them in the United States. And when
you go from the ten-millionth pill to
the twenty-millionth pill, it doesn’t
cost you very much to manufacture
those new pills, so we can still make a
profit, even though we are selling them
at half price in other countries.

Gee, isn’t that unfair? Yes, I guess so,
but that is the way the world is.

Now, that particular argument that
price-fixing countries do much better
for their consumers than a free market
does in the United States is really a
two-edged sword. It is one heck of an
argument for price fixing in the United
States. The junior Senator from Min-
nesota, a couple weeks ago, put up a
proposal that would do exactly that,
fix the price of drugs in the United
States. This is a point at which I agree
with the drug companies. They say:
You fix prices and you will dry up re-
search and development. I am not sure
how far down we look for the validity
of that argument, given the great ex-
cess of advertising costs over research
and development costs, but let us as-
sume that it is totally and completely
valid as an argument. Then under
those circumstances, we shouldn’t be
fixing prices here in the United States.
But that doesn’t mean we should con-
tinue to allow Americans to suffer the
immense discrimination that goes on
consistently year after year, product
after product in this country.

When I discovered the extent of this
problem, basically out of a cover story
in Time magazine—I believe it was last
November—it seemed to me, as a
former State attorney general who for
an extended period of time was in
charge of consumer protection, fine,
you just tell them by law to stop dis-
criminating. Don’t charge Americans
any more than you are willing to
charge Canadians or Italians or citi-
zens of the United Kingdom.

That is price fixing, the companies
say. That is a terrible thing.

Well, it is not price fixing to say you
don’t discriminate. If you can’t make a
profit at a given price, you don’t have
to sell the drug in Canada or in any
other place.

But they have a lot of money to
spend trying to sell that bill of goods
to people. So we discovered—again, I

think this was as a result of my history
as a State attorney general—that we
have a statute in the United States
that prevents price discrimination. It
is called the Robinson-Patman Act. It
was passed in 1936. It was a sweeping
antidiscrimination bill. It prevents
price discrimination in the sale of any
commodity in interstate commerce,
with certain exceptions for actual cost
savings from quantity sales and the
like. So we said, fine, and the bill we
introduced just said interstate and for-
eign commerce, with respect to pre-
scription drugs.

It is interesting; the drug companies
paid no attention to that distinction at
all, and they still use these millions of
dollars to say it is price fixing. Well, if
so, then we have fixed the price of
every commodity in the United States
for 64 years, which I think surprises
most people who believe in and have
benefited from the truly free economy
in the United States.

The argument that this is price fix-
ing is fraudulent—purely and totally
fraudulent. But I am not wedded or
married to one solution to this problem
of excessive prices imposed on Amer-
ican consumers for their prescription
drugs because while we ban importa-
tion by law—by custom at least—we
have permitted for an extended period
of time American citizens to cross our
borders—northern or southern or, for
that matter, across the ocean to Eu-
rope—and to return to the United
States with a 3-month supply of any
prescription drug they are using, with-
out being bothered by any of the gov-
ernmental agencies of the United
States. Both of my other Senate col-
leagues in this regard have pointed out
that that happens in their State, and I
have already pointed out that it hap-
pens in mine.

So the Senator from Vermont and
the Senator from North Dakota came
up with the idea that if an individual
can do it for himself or herself, why
not let our pharmacists do it and bring
these prescription drugs back to the
United States, which are often manu-
factured in the United States and then
shipped north or south of the border—
bring them back and offer them for
sale, presumably at a lower price.

I am sure the Senator from Vermont
doesn’t mind my saying, in a sense,
this solution is truly bizarre—that
somehow or another it should be less
expensive for a pharmacist to buy from
a middleman than it should be from a
manufacturer in the first place, and
then have to ship the product across a
national border twice in order to get
the lower price. But the bizarre nature
of the proposal is a simple and direct
result of the outrageous discrimination
that is practiced in the first place, and
nothing else.

So the Senator from Vermont has
written a bill and proposed an amend-
ment to allow the retail seller, or the
wholesaler, to engage in this re-
importation. But concerned as he and
the FDA are about making sure you
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get the real thing, most of the words in
his amendment have to do with the
safety of the product, of making cer-
tain you are getting what it is that you
thought you purchased. In fact, it
doesn’t allow this reimportation unless
the Secretary of Health and Human
Services promulgates regulations per-
mitting that reimportation that meet
necessary safeguards.

OK, that is where we are at this
point. And then, instead of simply op-
posing the proposal, my good friend
from Mississippi puts up a second-de-
gree amendment that says the Sec-
retary has to certify to Congress that
it would pose no risk to public health
and safety and will result in a signifi-
cant reduction in the cost. It is either
absolutely unnecessary, because we are
talking about something the Secretary
has already done, and the price part of
it is unnecessary because if there isn’t
a significant savings in the price, no-
body is going to go up and buy them in
the first place or it is an attempt—and
I regret to say this—to kill the amend-
ment of the Senator from Vermont in
its entirety and see to it that it doesn’t
happen. The drug companies and their
sponsors are not really wanting to jus-
tify the situation that exists in the
United States today because it can’t be
justified, so they use an argument for
safety that is already far more ade-
quately covered by the amendment
proposed by the Senator from Vermont
in any event.

Now we are able to deal with this
issue as part of this appropriations bill,
of course, because the House of Rep-
resentatives did. So it is properly be-
fore us. But the other matter that I
find extraordinarily odd with respect
to the second-degree amendment is just
this: The distinguished chairman of the
subcommittee, the manager of the bill,
knows perfectly well that individuals
can go across our borders and come
back with a 3-month supply of prescrip-
tion drugs. If he and the Senator from
Wisconsin are so concerned about safe-
ty that they have to pile on with a sec-
ond-degree amendment, why aren’t
they banning totally and completely
personal reimportation? The Senator
from Vermont isn’t even touching that
subject in his amendment. I wish he
did. The House of Representatives did.
He is setting up a way for reimporta-
tion to take place at the wholesale
level, where safety is far more pro-
tected than it is with respect to these
individual purchases.

But the individual purchases have
not created a great problem. If they
had, people would stop engaging in
those policies. Whatever else we may
say about Canadians, they are not in
the business of poisoning their own
citizens.

This reimportation can take place
with perfect safety under the amend-
ment as proposed by the Senator from
Vermont, and anything added to it is
simply an attempt to kill it and to
maintain the status quo.

Let me go back to the stage I have
set and simply say this: The status quo

is American manufacturers using
American taxpayers’ money to produce
products in the United States of Amer-
ica, which they then sell at prices that
discriminate outrageously against
American purchasers. That is really all
there is on the stage today—discrimi-
nation by American companies against
American purchasers, in spite of the
support of American taxpayers.

The first-degree amendment takes at
least a modest step toward curing that
situation. The second-degree amend-
ment is designed to keep it in place
forever.

I have one final point, Mr. President.
I agree with each of the Senators who
have previously spoken on the desir-
ability and the importance of a Medi-
care drug benefit. There is some debate
over to whom it should apply, how
much it should cost. But Medicare cov-
ers about 40 million Americans. We
have 250 million Americans altogether.
None of the rest of them will be helped
at all by even the most generous Medi-
care drug benefit. All of them will be
helped by this amendment, to the ex-
tent that it is actually effective, be-
cause it will in fact end up lowering
the price of prescription drugs in the
United States of America. That is why
the first-degree amendment should be
adopted and the second-degree amend-
ment that attempts to gut it should be
rejected.

Mr. COCHRAN. Mr. President, I am
pleased to announce to the Senate that
we have been able to secure an agree-
ment on a unanimous consent request
to limit debate on the pending Cochran
amendment and the underlying Jef-
fords amendment. I understand it has
been cleared.

I ask unanimous consent that the
Senate proceed to vote in relation to
the pending Cochran amendment, No.
3927, at 5 o’clock p.m., and the time be-
tween now and then be equally divided
in the usual form. I further ask unani-
mous consent that following that vote,
the Senate proceed to vote imme-
diately in relation to amendment No.
3925, as amended, if amended, the Jef-
fords amendment.

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

Mr. COCHRAN. I thank the Chair. I
remind Senators that this doesn’t
mean we have to use all the time be-
tween now and 5. I encourage Members
to make brief statements. We can vote
before 5 and then move on to another
subject.

The PRESIDING OFFICER. The Sen-
ator from Vermont.

Mr. JEFFORDS. Mr. President, I ask
unanimous consent that Senator
GREGG be added as cosponsor to amend-
ment No. 3925.

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

Who yields time?
Mr. KENNEDY. Mr. President, will

the Senator from Vermont be good
enough to yield 12 minutes?

Mr. JEFFORDS. Mr. President, I
yield 12 minutes to the Senator from
Massachusetts.

The PRESIDING OFFICER. The Sen-
ator from Massachusetts is recognized
for 12 minutes.

Mr. KENNEDY. Mr. President, I sup-
port this amendment and I commend
the sponsors for their efforts to address
the high cost of prescription drugs.

I support this amendment, and I com-
mend its sponsors for their efforts to
address the high cost of prescription
drugs. The American public wants af-
fordable medicines, and I believe we
should do all we can to reduce the fi-
nancial burden imposed on our citizens
by high drug costs.

It is worth emphasizing that imports
of prescription drugs from other coun-
tries must be accompanied by strict
precautions to protect the public. Fed-
eral standards require that all prescrip-
tions sold in the United States must be
safe and effective. The public health
protections guaranteed by the Food,
Drug, and Cosmetic Act do not end at
the gates of the manufacturer’s plant
but extend all the way to the doorstep
of the consumer. Congress has prom-
ised the American people that the
medications they use will be effective
and be free of contaminants.

In 1988, President Reagan signed into
law the Prescription Drug Marketing
Act to protect Americans from coun-
terfeit, contaminated, and other unsafe
medications. Today counterfeit drugs
continue to plague the citizens of many
countries, including our own. In 2000,
at least 30 people in Cambodia died
from fake malaria medications. 60,000
people in Niger were vaccinated
against a deadly epidemic of menin-
gitis with counterfeit vaccines, and re-
ceived water injections instead of real
medicines. This past year the United
Kingdom broke up a smuggling ring to
import counterfeit drugs into the U.K.
from India. According to a DEA offi-
cial, 25% of the prescription drugs
brought by consumers into the U.S.
from Mexico are fake. From 1989 to 1994
a counterfeit antibiotic from China was
sold in the U.S. through legal distribu-
tion channels resulting in almost 2,000
adverse events, including 49 deaths. In
spite of an Import Alert issued by the
FDA in September 1999, the fake medi-
cation may still be entering the U.S.

I raise these problems to emphasize
that without adequate protections, le-
galizing importation by pharmacists
and wholesalers will increase the risks
already posed by fake and contami-
nated drugs. This amendment deals
with these safety concerns primarily
by placing the responsibility for assur-
ing the quality of imported products on
the importer, subject to FDA over-
sight—and it gives FDA broad author-
ity to impose additional requirements
necessary to protect public health.

The FDA needs adequate tools to
combat counterfeit or adulterated
drugs. Adequate funding for the FDA is
essential to ensure the safety of im-
ported prescription drugs. FDA cur-
rently inspects less than 1% of all drug
shipments from other countries. Clear-
ly, additional resources will be nec-
essary to implement this amendment.
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As we all know, the real issue is pro-

viding an effective and affordable pre-
scription drug benefit to senior citizens
and the disabled under Medicare.

That is the basic and fundamental
issue. We wouldn’t be having this de-
bate if we were providing an effective
prescription drug program to the sen-
iors under the Medicare program. It
wouldn’t be necessary. We wouldn’t
have to be taking these additional
risks. This is not a substitute for the
Senate taking action on that impor-
tant measure.

The President has reiterated the fact
that he would be glad in working with
our Republican friends to sign their
marriage penalty legislation if it in-
cluded a prescription drug program. It
is absolutely essential. This legislation
is no substitute for it.

The cost of the drugs these patients
needed far exceeded their ability to
pay, even if the cost was deeply dis-
counted. A patient with high blood
pressure, irregular heartbeat, and an
enlarged prostate would pay $3,100 an-
nually for drugs.

This particular chart indicates the
general patient profile for some of the
most common kinds of concerns, par-
ticularly for the elderly. They are the
ones who have the highest utilization
of the prescription drugs. They are the
ones who need the protections under
Medicare. They are the ones who, hope-
fully, we are going to take action on in
this Congress to protect.

We are talking about osteoporosis, or
heart trouble with a typical cost of
$2,412—that is 20 percent of the pretax
income; high blood pressure, irregular
heartbeat, enlarged prostate, $3,100, 26
percent of pretax income; severe ar-
thritis, ulcers, gastric reflux, depres-
sion, $3,696, 31 percent; ulcers, high
blood pressure, heart disease, asthma,
$4,800, 40 percent.

This basically shows not only the ac-
cess but the enormous costs of the pre-
scription drugs to address these par-
ticular items.

A patient with heart disease and se-
vere anemia, $26,500, and 22 percent.

If we look at this chart, most senior
citizens have very moderate incomes.
Look at this. Fifty-seven percent are
under $15,000; 21 percent are under
$24,000. We have virtually 80 percent
below $24,000.

We are talking about a handful of
senior citizens in the upper areas.
Eighty percent of our seniors are peo-
ple of extremely modest means. The
cost of these drugs are going absolutely
out of sight.

That is why we have to have a pro-
gram that is going to provide coverage,
and that is going to be universally af-
fordable for our seniors and for the
Federal Government as well.

This is a drug crisis for our seniors.
The coverage is going down, and the
costs are going up.

I will take just a moment of the Sen-
ate’s time to point out what is hap-
pening to our senior citizens.

Twelve million—effectively a third—
of our seniors have no coverage what-

soever. Eleven million of them have
employer-sponsored coverage. We are
going to show a chart in just a moment
that shows employer-sponsored drug
coverage is collapsing.

Some three million have Medicare-
HMO, and we will find what is hap-
pening in the HMOs where they are
putting limitations of what they are
going to be prepared to reimburse
under prescription drugs.

The next is Medigap costs which are
going right up through the ceiling and
becoming less and less affordable.

The only group of Americans who
have dependable, reliable, affordable
prescription drugs are the 4 million
Americans under Medicaid.

It is a national disgrace when we
know the commitment that was made
here in the Congress in 1964 and in 1956
that said to our senior citizens, work
hard, we will pass Medicare, and you
will not have to worry about your
health care needs in your golden years.
We didn’t include a prescription drug
program because the private sector
didn’t have it then. Only 3 cents out of
every dollar was expended on prescrip-
tion drugs. Now it is up 20 cents, and in
some places even 30 cents, in terms of
the costs of the health care dollars.
Health benefits have dropped by 25 per-
cent. That is between 1994 and 1997.
This arrow is continuing to go right
down.

The other chart showed where you
have 11 million seniors getting covered
by employer-based programs. This
chart indicates that they are rapidly
losing coverage at the present time.

We have 11 million who do not have
any coverage, and 12 million who have
employer-sponsored coverage. But that
is going down.

This shows what is happening if they
get Medicare HMO drug coverage. We
see 75 percent will limit coverage to
less than $1,000. They are putting limi-
tations on what they will pay for. The
chart shows the five major illnesses af-
fecting and impacting our senior citi-
zens cost vastly higher than $1,000.
Therefore, our seniors, even if they
have coverage under an HMO, are still
paying an unaffordable amount of
money if $1,000 is the limitation. Mr.
President, 32 percent have imposed
caps of less than $500. We are seeing the
collapse of coverage that is out there
for our senior citizens.

This chart shows what is happening
in the medigap coverage—which is ef-
fectively becoming unaffordable—in
the sample premium for a 75-year-old
person in various States. This is vir-
tually unaffordable.

This chart shows the costs of drugs
compared to the Consumer Price Index
over recent years, 1995, 1996, 1997, 1998,
and 1999. In 1995, 2.5 percent; in 1996, 3.3
percent; in 1997, 1.7 percent; in 1999, 2.7.

The top of the chart shows the actual
drug costs in terms of the expenditures
being made by seniors to get the drugs
they need. We see a very modest in-
crease in the Consumer Price Index.
Yet for senior citizens who use three

times the amount of drugs as the rest
of the population, we find out this is
continuing to increase, placing ex-
traordinary pressure on seniors. In
many instances, they are completely
unaffordable.

As mentioned earlier in the debate,
the Pharmaceutical Research Manufac-
turers say:

Private drug insurance lowers the prices 30
percent to 39 percent.

That says it all. It is saying you
could go ahead and have a reduction in
the costs of these prescription drugs
anywhere from 30 percent to 39 percent,
and they can still make an adequate
and generous profit. This is from the
industry itself. The seniors are hearing
this and living it, as pointed out by the
Senator from North Dakota and my
friend, the Senator from Vermont.
They are seeing this. They know this
has happened. They have to go abroad
in order to try to get these vital pre-
scription drugs.

The unanswered question is, If we
can go across and buy them, why can’t
we do this in a way that is going to be
more accessible and available not only
to those able to go over but also to our
friends and neighbors and fellow senior
citizens?

It is out of that enormous frustration
and these facts that this amendment
comes to the floor. That is why I be-
lieve it should be supported. I think it
is essential, but it is not going to ad-
dress the fundamental issue, which is
the Medicare program that will cover
all of our senior citizens and effec-
tively do it in a way that will see a sig-
nificant reduction of costs.

I thank the Senator from Vermont.
Mr. COCHRAN. Mr. President, I yield

10 minutes to the distinguished Sen-
ator from Louisiana.

The PRESIDING OFFICER (Mr. SES-
SIONS). The Senator from Louisiana is
recognized for 10 minutes.

Mr. BREAUX. Mr. President, I thank
the Senator from Mississippi for
yielding.

I was thinking about the argument
that we had on the Senate floor about
importing medical supplies in terms of
prescription drugs from foreign coun-
tries into the United States because
they might be cheaper. I could get
open-heart surgery in Mexico for a lot
cheaper than at Oschners in New Orle-
ans or at the Mayo Clinic or at Johns
Hopkins or any other fine institution
in the United States. It would be half
as expensive. I doubt many Americans
want to put their lives in the hands of
people they know are not regulated.

I could buy many items in countries
around the world, and many Third
World countries, which would be a lot
cheaper. I remember one time going to
Hong Kong. I saw some of the Lacoste
shirts with the little alligator. My wife
and I were shopping in Hong Kong and
they had all these Lacoste shirts. They
were $5. I said: That is incredible, a
heck of a deal. I will buy a Lacoste alli-
gator shirt for everyone I know for
gifts for Christmas. We bought one
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after another. I bought one or two my-
self. We came home and the first time
I washed the shirt, the alligator fell
off. The alligator fell off because it was
a counterfeit shirt. The shirt nearly
dissolved after the first washing and
the alligator drowned in the washer.
The product was totally worthless. It
was a counterfeit product.

It is one thing when you are buying a
knit shirt. When someone is sending
me drugs that have been either manu-
factured in a foreign country or even
manufactured here and sent to a Third
World country and stored in a ware-
house, God knows where, under condi-
tions that may be totally contrary to
the safety of that drug, who knows who
deals with those products in that coun-
try in the privacy of that warehouse.
Who knows how many times somebody
might go into that warehouse and take
the product, and instead of saying we
will have 100 pills, if I cut it in half, I
could have 200 pills. If I could cut it
into fourths and end up not with 100
pills but 400 pills, look how much
money I can make if I do it that way.

If I can take that type of quality con-
trol, which is nonexistent in a foreign
country, and say that is how I will
make my money, what kind of prod-
ucts will we be giving to the American
consumer? This is not a Lacoste shirt
that an alligator might fall off of. This
is medicine that is important to the
safety and the life of our constituents.

Why do we have a ban on the impor-
tation of foreign drugs passed by Con-
gress in 1987? In order to protect U.S.
consumers, to make sure that the
drugs were not improperly stored, or
improperly handled, or improperly
shipped, or perhaps made to be like my
Lacoste shirt, totally, absolutely coun-
terfeit.

How many Federal bureaucrats are
we going to put in 150 countries around
the world to ensure those products in
those countries are safely stored, safe-
ly handled, and not diluted? And how
many more bureaucracies are we going
to create to make sure those problems
don’t develop?

We can get a lot of things cheaper in
a lot of other countries. How about
buying cheaper wheat from China?
They have a controlled economy where
the Government runs everything and
sets the prices. Could we not buy a lot
of wheat from China and give it to our
constituents a lot cheaper? We don’t do
that because it is not a level playing
field. In that sense, we are competing
with a micromanaged economy over-
seas that the Government participates
in and helps their farmers. Our people
can’t compete against that. It is not a
good idea.

This is the bottom line—actually two
things. No. 1, there is no guarantee we
are not going to create a boondoggle
with this for all the wholesalers. There
is no guarantee, without the Cochran
amendment, that anybody who is a
consumer is going to have any of the
benefit of any of what we are trying to
do by importing cheap Third World

drugs into this country. Nobody has a
guarantee the savings would be passed
on to the consumer. I can see a whole-
saler who wants to get the drug for $20
selling it for $40 over here and making
one heck of a profit. There is no guar-
antee without the Cochran amend-
ment.

The final point is that this is not the
answer to the problem. The answer to
the problem is to find a way to guar-
antee to Medicare beneficiaries that
they get the best deal, that we have
some ability to provide them with the
coverage they need at the price they
can afford. That is the real answer.

People say we do not want price con-
trols in this country; that is anti-
American. But we are going to buy the
price controls from other countries
around the world. We will let them im-
pose price controls, and then we will
buy from them. Why don’t we just put
on price controls in this country and
call it what it is? We are saying essen-
tially we don’t like price controls but
we like other countries’ price controls
and so we will buy it from them with
absolutely no ability to guarantee the
product coming over here is the prod-
uct that left this country.

Here is the problem. If a Medicare
beneficiary walks into the drugstore
and has no insurance because Medicare
doesn’t cover him, the pharmacist tells
him: It is $100 for your prescription.
That Medicare beneficiary has to take
it out of his pocket or gets his children
to pay for it, or, if they are very des-
titute and poor, Medicare pays for it
and they pay $100. If you don’t have
any coverage, you pay $100 for the pre-
scription.

If, however, you work for the Federal
Government, if you are a Senator or
one of the staff people here who hap-
pens to have the Federal Employees
Health Benefits Plan, and you go into
the drugstore and buy the same pre-
scription, you don’t pay $100, No. 1, be-
cause there is volume purchasing be-
cause they are purchasing for all the
FEHBP people who are covered by
FEHBP. The discount by volume pur-
chasers for the insurers gets it down to
about $70, a 25-plus-percent discount.
That is the average by volume pur-
chasing. But none of us or our staff
even pays the $70. We will probably pay
a coinsurance of about $35, for some
plans even a copayment which could be
$15 or $20.

So that is the answer to the problem.
The answer is not to import Third
World countries’ price controls. Talk-
ing about Canada is one thing. I guar-
antee if this passes, we are not going to
be importing a lot from Canada. We are
going to be buying from countries
whose handling of these drugs we have
no ability to control. If it were coming
from Canada, it would not be a bad
deal. We know how they operate. But
this amendment is not limited to Can-
ada. Any Third World country will be
able to handle the drugs, dilute them,
do anything they want, store them
where they want, and we will not be

able to guarantee the validity of that
drug.

This is the answer to the problem:
Not importing from other countries,
but to try to ensure that all Medicare
beneficiaries have some type of cov-
erage that allows them to get the bene-
fits of volume purchasing and also to
have some type of insurance where the
Federal Government assumes part of
the responsibility, part of the risk, and
the providers compete and also assume
some of the risk to get the price to the
Medicare beneficiary down to half or
less. That is what we should be work-
ing on.

This is a Band-Aid type approach.
Really, it is worse than a Band-Aid ap-
proach because Band-Aids help; this
doesn’t help. It puts the American con-
sumer at risk. We passed this law to
prevent all the things that are likely
to happen if this amendment passes.
We should not go back to our constitu-
ents and say: We are letting you get
cheap drugs from foreign countries be-
cause they have price controls. It is the
wrong approach, and we should recog-
nize it as such.

I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from Mississippi.
Mr. COCHRAN. Mr. President, I yield

15 minutes to the distinguished Sen-
ator from Tennessee, Mr. FRIST.

The PRESIDING OFFICER. The Sen-
ator from Tennessee.

Mr. FRIST. Mr. President, I rise in
opposition to the underlying amend-
ment to allow reimportation of pre-
scription drugs. I have been following
the debate for the last couple of hours.
I want to bring up a new issue, an issue
which I believe is a fundamental issue
but which has not been discussed, to
the best of my knowledge, at all over
the last 2 hours—and that is safety.

The problem has been very clearly
identified; and that is, cost. The situa-
tion of prescription drugs costing too
much in this country, causing people
to drive to Mexico and Canada, is a real
problem. It has been vividly described.
It has been described accurately by al-
most everybody who has talked today,
holding up the bottles and the descrip-
tions on the charts. Today a senior who
goes into a drugstore must pay full re-
tail price for a drug because Medicare
does not include prescription drug cov-
erage, versus traveling on a bus to Can-
ada, and buying it there for much less.

The answer—and this is absolutely
critical—is not reimportation. The an-
swer is not, to my mind, price controls.
Price controls get cloaked in all sorts
of ways in policy and in various pro-
posals. But the answer is, I believe, not
in the amendment we are talking about
today but through improved access by
offering coverage and utilizing the
large purchasing power to provide af-
fordable prescription drugs.

The issue that most bothers me is
that fundamentally I believe the under-
lying amendment puts at risk the safe-
ty of these drugs. I say ‘‘puts at risk’’
because clearly the authors of this bill
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have tried to construct a bill that has
safety first and foremost. But let me
just say, having read the bill and hav-
ing a pretty good understanding of the
capability of the Food and Drug Ad-
ministration today, they simply can-
not police the world in making abso-
lutely sure these are not counterfeit
drugs coming back in and because of
this, I find it very hard to support the
underlying bill.

If you take a look at the history of
reimportation, from 1985 to 1987 in the
U.S. Congress, there were a series of
nine hearings and three investigative
reports regarding this whole concept of
reimportation of pharmaceuticals. It is
interesting, if you go back and look at
what happened and also at what the
findings were. As a result of these hear-
ings and investigations, in 1987 the Pre-
scription Drug Marketing Act passed.
It was designed to specifically protect
Americans’ health and safety against
the risk of adulterated or counterfeit
drugs from being imported into the
U.S. Let me quote one of the conclu-
sions from the committee report:

Reimported pharmaceuticals threaten the
American public health in two ways. First,
foreign counterfeits, falsely described as re-
imported U.S.-produced drugs, have entered
the distribution system.

Second, proper storage and handling of le-
gitimate pharmaceuticals cannot be guaran-
teed by U.S. law once the drugs have left the
boundaries of the United States.

I believe, we are obligated to go back
and address these two critical con-
cerns, because we are talking about the
potential for counterfeit or adulterated
drugs. We are talking about life-or-
death issues. We are talking about the
ability to thin one’s blood to prevent a
heart attack or a stroke, and if that
drug has been altered, if it is counter-
feit, it means life or death to the peo-
ple who are listening to me today.

What they have tried to fashion in
this bill is to have the Food and Drug
Administration oversee and be respon-
sible for these laboratories which are
not in the United States of America.
Remember, this is a Food and Drug Ad-
ministration that, right now, admits
they are unable to even inspect the
food coming into this country. I argue,
whether it is tomatoes or lettuce com-
ing in, the inspection of drugs coming
in is much more important to the
health of Americans. It is partly be-
cause I am a physician, so I deal with
patients and I know for the most part
patients believe it is much more impor-
tant as well.

Is the Food and Drug Administration
equipped? If you ask the people who
have run the FDA you will find the fol-
lowing. Dr. David Kessler, former head
of the Food and Drug Administration,
in a letter to Representative DINGELL
this past year, stated the following
when we talk about reimportation. I
quote Dr. David Kessler:

In my view, the dangers of allowing re-im-
portation of prescription drugs may be even
greater today than they were in 1986. For ex-
ample, with the rise of Internet pharmacies,
the opportunities of illicit distribution of

adulterated and counterfeit products have
grown well beyond those available in prior
years. Repealing the prohibition on re-im-
portation of drugs would remove one of the
principal statutory tools for dealing with
this growing issue.

We know the cost of prescription
drugs is a problem. But ultimately you
don’t want to do anything that jeop-
ardizes the safety of these drugs and
ultimately the health and welfare of
patients.

Let’s turn to Dr. Jane Henney, who is
the current Commissioner of the Food
and Drug Administration. In front of
the Senate appropriations committee
March 7 of this year, she said, in ex-
pressing severe reservations regarding
the importation of drugs:

The trackability of a drug is more than in
question. Where did the bulk product come
from? How is it manufactured? You’re just
putting yourself at increased risk when you
don’t know all of these things.

Her words—‘‘increased risk.’’
It is the risk of this legislation that

bothers me in terms of safety for our
seniors. The question is whether the
FDA is equipped to implement the
safety precautions necessary? Right
now we are hearing from the leaders
they cannot be responsible for the safe-
ty and efficacy of reimported pharma-
ceuticals. Let me point out what is
going on today in terms of how effec-
tive their inspections are.

Of the 6,030 foreign manufacturers
shipping bulk drugs to the United
States since 1988, approximately 4,600
were never inspected. When we see peo-
ple holding up these two bottles and
one bottle was reimported from over-
seas and you are depending on the
FDA—which clearly does not have the
capability to guarantee the safety of
these pills—and then you put that pill
in your mouth, I believe, based on at
least the leaders at the Food and Drug
Administration today and in the past,
that pill could very well be unsafe and
not only cause severe illness, but even
death.

I mentioned the food issue, but as
you recall, the Food and Drug Adminis-
tration is responsible for overseeing
the safety of food in this country. In
our hearing at the Health, Education,
Labor and Pensions Committee last
month, some said: We can safely im-
port lettuce from other countries, so
why can’t we do the same for medi-
cines?

The analogy of lettuce versus medi-
cine is, as a physician, very hard for
me. Last year, I joined Senator COL-
LINS in introducing the Imported Food
Safety Improvement Act because of all
of the outbreaks of illness associated
with imported food products.

We introduced the food safety bill
predominantly because of the FDA’s
own admission—just like I believe the
FDA is admitting today in terms of re-
importation of drugs—that they cannot
insure the complete safety of food com-
ing into this country. If we cannot in-
sure the safety of food coming into this
country, as a physician, as someone
who has that doctor-patient relation-

ship, who has taken an oath of doing no
harm—I cannot promise my patients
that the prescription medicines they
may be taking are guaranteed to be
safe and effective, especially when I
have the leadership of the FDA telling
me they are ill-equipped and cannot
guarantee the drugs have not been
altered.

Again, the authors of this legislation
basically said it is going to be safe be-
cause the FDA can do it. I will take it
one step forward and say based on cur-
rent evidence, I do not believe the FDA
can do it.

Former Carter FDA Commissioner
Dr. Jere Goyan said it best:

I respect the motivation of the members of
Congress who support this legislation. They
are reading, as am I, stories about the high
prescription drug prices and people which are
unable to pay for the drugs they need. But
the solution to this problem lies in better in-
surance coverage for people who need pre-
scription drugs, not in threatening the qual-
ity of medicines for us all.

The underlying amendment, al-
though well-intended, is inadequate in
assuring the safety of potential recipi-
ents, beneficiaries, and patients who
receive pharmaceuticals that have
been reimported. Therefore, I will not
vote to repeal the important consumer
safety legislation that we put in place
over 10 years ago without much further
investigation to answer that critical
question of safety.

Medicines today are affordable when
there is coverage for them. I believe we
have to do something to help those un-
fortunate seniors across the country
who do not have good prescription drug
coverage today.

Senator BREAUX and I have worked
aggressively to develop a bipartisan
prescription drug coverage plan and
have introduced such a plan.

This plan is above politics and it is
above partisanship. It is time to take
the very best minds, the very best doc-
tors, the very best health care experts,
and elected representatives and bring
them together to deal with these chal-
lenges facing Medicare in offering af-
fordable prescription drug coverage.

The Breaux-Frist 2000 plan, known as
the Medicare Prescription Drug and
Modernization Act of 2000, takes the
necessary first steps to provide uni-
versal outpatient prescription drug
coverage and strengthen and improve
the Medicare program overall. First, it
restructures the 1965 model of Medicare
by establishing a competitive Medicare
agency to oversee competition under
Medicare+Choice and the addition of a
new drug benefit.

It establishes voluntary universal
outpatient prescription drug coverage
which I believe is the answer to the
cost issue.

It provides comprehensive prescrip-
tion drug benefits.

It guarantees catastrophic protec-
tions so a senior is protected from pay-
ing high drug costs out of their own
pocket beyond $6,000.
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It guarantees price discounts off pre-

scription drugs so seniors never pay re-
tail prices for prescription medicines
again.

It guarantees affordable drug cov-
erage by offering all beneficiaries a 25-
percent subsidy off their premiums.

It protects low-income beneficiaries
by providing beneficiaries with in-
comes below 150 percent of poverty sub-
sidies for premiums and copayments
for prescription drug benefits.

Finally, it improves benefits and
health care delivery under Medicare by
stabilizing the Medicare+Choice pro-
gram and introducing much needed re-
forms.

The Breaux-Frist 2000 bill addresses
the cost issue. Reimportation of drugs
does not. I urge my colleagues, for the
safety of health care and health care
delivery today, to defeat the under-
lying amendment on reimportation of
drugs.

I reserve the remainder of my time.
The PRESIDING OFFICER. The Sen-

ator from Mississippi.
Mr. COCHRAN. How much time is re-

maining on this side of the issue?
The PRESIDING OFFICER. The Sen-

ator has 11 minutes remaining.
Mr. COCHRAN. I yield 10 minutes to

the distinguished Senator from Utah,
Mr. HATCH.

The PRESIDING OFFICER. The Sen-
ator from Utah.

Mr. HATCH. Mr. President, this is a
very important amendment. There is a
lot of sincerity behind it.

I rise today to offer some concerns
about the Jeffords-Dorgan Amendment
to the Agriculture Appropriations bill
and to support the Cochran amend-
ment.

I have many questions about the Jef-
fords-Dorgan amendment.

Let me make something perfectly
clear from the start—I do not question
the good intentions of this amendment.
I know that my colleague, Senator
JEFFORDS, is sincerely seeking to ad-
dress this difficult matter of high
prices for pharmaceuticals in the
United States.

As I traveled across my state and
around our country this election year,
I found that many Utahns and many
Americans, particularly our senior citi-
zens, are having difficulty in affording
prescription medicines. Some are going
across the borders to Canada and Mex-
ico. We have all seen the news broad-
casts of those cross-border bus trips to
buy the cheaper foreign drugs. And, it
may seem obvious, particularly to two
Senators who represent States on the
Canadian border, that the solution is
simply to allow the importation of pre-
scription drugs into our country.

There is something of a cruel di-
lemma at play here: right at the mo-
ment when scientists seem poised to
invent an unbelievable new array of
diagnostics, therapeutics, and vaccines,
many Americans are encountering dif-
ficulties in affording these new and
sometimes costly medications.

There are many issues at play in this
debate.

One issue that policymakers face is
to see whether a balance can be con-
structed whereby we retain the nec-
essary investment to produce the
promised wonder cures while at the
same time maintain our ability to de-
liver these new products to the pa-
tients at affordable prices.

This is part of what is shaping the
debate over the fashioning of a pre-
scription drug benefit for the Medicare
program.

This balance between new drugs and
affordable drugs is what shaped the de-
bate 16 years ago when the Congress
passed the Drug Price Competition and
Patent Term Restoration Act of 1984. I
am proud to have played a leadership
role in this law that helps, according to
CBO, consumers save $8 billion to $10
billion annually through the purchase
of generic drugs.

But, in our understandable and high-
ly populist zeal to make drugs more ac-
cessible, we must not kill the goose
that lays the golden eggs. That is to
say, we must be able to continue to at-
tract the private sector investment
into the biomedical research establish-
ment that has made the American drug
development pipeline so promising.

While it is true enough that, at this
time, the drug industry is the most
profitable sector of the economy, I do
not think that success should be a li-
cense for us to over-regulate this in-
dustry. Sometimes well-intentioned,
but ill-advised, governmental policies
have hastened the decline of American
business to the detriment of American
workers and consumers alike.

But, another consideration with re-
spect to the advisability of this amend-
ment is the premium that we place on
our citizens receiving safe and effective
products, free from adulteration and
misbranding.

Dating from the 1906 Pure Food and
Drugs Act, through the 1938 Federal
Food, Drug and Cosmetic Act, the 1962
efficacy amendments, and the 1988 Pre-
scription Drug Marketing Act, our Na-
tion has devised a more or less closed
regulatory system that ensures that
drug products will be carefully con-
trolled from the manufacturer to the
patient’s bedside.

If we are to open up our borders to a
new plethora of drug reimports—I am
talking about reimports—we need to be
absolutely certain that we have not un-
dermined the integrity of this regu-
latory system by admitting products
improperly manufactured, transported,
or stored. A pill may look like the real
item but not contain the active ingre-
dient in the right concentration, or it
may simply not contain the medication
at all.

Similarly, we must not allow the
American public to fall prey to coun-
terfeit so-called ‘‘gray market’’ prod-
ucts. These are products which could
be made to look exactly like the real
thing and may comply with, or at-
tempt to comply with, the require-
ments of the actual approved product,
but do not comply with the legal re-

quirement of a license from the patent
holder—in short, a pirated product.

While there is a clear and obvious
health danger in an adulterated, non-
conforming pirated product, there is
also great detriment to the American
public if the unscrupulous are allowed
to reimport America’s inventions back
into America without compensating
the inventor. Few will be willing to in-
vest the upfront capital—hundreds of
millions of dollars—to develop a drug if
another party can make and sell the
drug while it is under patent protec-
tion.

It takes an average of 15 years and a
half a billion dollars to create one of
the blockbuster drugs. So we have to
be careful. Keep in mind, too, as chair-
man of the Senate Judiciary Com-
mittee, I have a special obligation with
respect to our intellectual property
laws that we not go down any path
that can be seen as inviting the devel-
opment of a gray market for prescrip-
tion drugs.

After all, a fake Rolex may be right
twice a day, but a bad copy of a good
drug can kill you. This is something we
have to be more concerned about
around here. We can’t just do what ap-
pears to be good but, in essence, could
kill people.

As we move further into the informa-
tion age, protection of American intel-
lectual property becomes more and
more vital to our national interest. For
example, if the latest computer soft-
ware can be taken without proper li-
censing arrangements, our national
leadership in high technology will be
threatened.

Where is the pharmaceutical indus-
try in Canada? They have price con-
trols, and nobody is going to invest the
money into developing these lifesaving
and cost-saving drugs over the long run
in those countries with price controls.

We have had many debates over price
controls. I remember those days when
Senator Pryor and I were on this floor
arguing back and forth about price
controls. Fortunately, the Senate, in
its wisdom, decided not to go for price
controls. This is another step toward
price controls that will stultify one of
the most important industries in
America at a time when we just
mapped the human genome, and we are
at the point where we can actually cre-
ate more lifesaving drugs—perhaps at
even a greater cost but nevertheless at
a greater health care cost savings than
ever before.

So that is why intellectual property
protections are so necessary.

In fact, one of the great accomplish-
ments of the 1995 GATT Treaty was to
put intellectual property protection
front and center in our trade relation-
ships with the developing world. Many
countries are notorious for the lax po-
licing of patent and copyright viola-
tions by their citizens.

When the value of American inven-
tions is expropriated, it is American in-
ventors and American consumers who
suffer. The United States cannot and
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should not allow free riders around the
world essentially to force the American
public to underwrite a disproportionate
amount of the research and develop-
ment that results in a next generation
breakthrough product.

One has only to read a collection of
the section 301 reports the Office of the
United States Trade Representative to
get a feel of just how prevalent such in-
tellectual property theft is worldwide.

I took the time to present this back-
ground because I think the Jeffords-
Dorgan amendment requires such anal-
ysis.

And I will be the first one to admit
that the amendment, at first blush,
seems quite simple and appealing.
What could be the matter with a rule
that essentially says drugs obtained
from outside the United States at
prices lower than U.S. prices can be re-
sold in the U.S., presumably in a man-
ner that places pressure to lower pre-
vailing U.S. prices? Yet, I recall H.L.
Mencken’s sage observation, ‘‘There is
always an easy solution to every
human problem neat—plausible, and
wrong.’’

I, too, join many of my constituents
in Utah and others across the country,
in questioning why our citizens are
paying higher drug prices than those
who live in other countries.

And while I recognize that there are
complex economic, political, and social
factors at play that partially explain
why a drug company would charge less
for a drug in a destitute region in sub-
Saharan Africa, it is more difficult to
understand why drug costs less in Ti-
juana, Mexico, or Alberta, Canada than
in San Diego, California. This is a pol-
icy I cannot totally defend. And I do
think the pharmaceutical companies
need to address this more.

But I can say that where nations im-
pose price controls, a flawed economic
theory which we have proven does not
work in the U.S., there are negative
consequences which among other haz-
ards could imperil the flourishing re-
search and development we count on to
bring us miracle cures.

I am very apprehensive about govern-
ment price controls, particularly on
our most cutting-edge technologies
like pharmaceuticals. Price controls
function in an economic environment
the way a lid works on a boiling pot.
Price controls may temporarily keep
prices down, but they are certainly no
long term solution to the problem. As
soon as the lid comes off, the pot boils
over.

And, why not just keep the lid on in-
definitely? Because price controls also
have a stifling effect on the incentives
to conduct research. Without the pros-
pect of recouping a substantial, multi-
million dollar investment, there is lit-
tle reason for pharmaceutical compa-
nies to undertake such research on the
next breakthrough drugs. It would not
take long for our nation’s pharma-
ceutical industry to atrophy.

How can we guarantee that foreign
government price controllers will not

set an artificially low price on some
new Alzheimer’s drug? And can we be
sure that this won’t have the unin-
tended, but real, ripple effect of con-
vincing company officials to forgo re-
search on this new class of drugs for
fear that, in conjunction with the new
liberal re-import policy, they will not
be able to recoup their investment?

I support those who wish to instruct
the United States Trade Representa-
tive to be even more aggressive in pro-
moting and protecting intellectual
property rights in all of our bilateral
and multilateral trade negotiations.

It seems to me that rather than im-
porting the effects of foreign price con-
trols back into the U.S., a strong case
can be made that we should be using
our Trade Representative to attack the
foreign price controls that many coun-
tries have enacted so that a better bal-
ance between U.S. research costs and
foreign borne research costs might be
achieved. Let’s stop the free riders and
cheap riders overseas while American
citizens are paying the full freight of
R&D.

I have to confess that one part of me
likes the feature of this amendment
that creates the challenge to the entre-
preneur of bringing goods sold cheaper
abroad back to the United States at
presumable savings to U.S. citizens.
Yet, the amendment provides no guar-
antee that those wholesalers and phar-
macists importing the products would
pass their savings on to the consumer.
And so, we could be trading public safe-
ty for middleman profits, an outcome
not contemplated by proponents of the
amendment.

Mr. HATCH. I have debated the issue,
as I say, of price controls many times,
so I will not spend any more time on
the issue of price controls. But it does
not make sense. That is what we are
headed towards.

The greatest industry in our country,
that has the greatest potential to do
the greatest amount of good to bring
health care costs down in the end—
even though it is tremendously expen-
sive to develop these drugs—is going to
be flattened by this type of legislation
which is well meaning, well inten-
tioned, and absolutely destructive to
our innovative industries in this par-
ticular country.

We have to find a way around this
drug price problem in this country
without creating a gray market in
these particular goods and services.
There has not been 1 day of hearings on
this particular language. How can we
guarantee that foreign government
price controllers will not set an artifi-
cially low price on some new Alz-
heimer’s drug? And can we be sure this
will not have the unintended but real,
ripple effect of convincing company of-
ficials to forgo research——

The PRESIDING OFFICER. The Sen-
ator’s time has expired.

Mr. HATCH. Mr. President, I ask
unanimous consent to take 1 additional
minute, with an additional minute
given to the other side.

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

Mr. HATCH. Can we be sure this will
not have the unintended, but real, rip-
ple effect of convincing company offi-
cials to forego research on this new
class of drugs for fear that, in conjunc-
tion with the new liberal reimport pol-
icy, they will not be able to recoup
their investment?

Let us hope that the future does not
come down to a choice between two
lousy alternatives, what economists
call a Hobson’s Choice: great drugs
that are not widely affordable or poten-
tially great drugs abandoned due to
minimal projected revenues.

And I can tell you given my work in
the area of the AIDS epidemic, as be-
tween expensive drugs and no drugs,
expensive drugs is a better problem to
have.

My conservative instincts are always
against government price controls, and
I don’t think that this principle should
be limited to U.S. government price
controls if a by-product of this well-in-
tentioned re-import bill is to import
some other government’s price controls
into U.S. market dynamics.

Frankly, this does not seem the type
of far reaching legislation that we
should rush into without pausing to try
to think through all of its ramifica-
tions.

It just seems to me that if there are
areas where governments world-wide
must tread carefully in enacting legis-
lation, if indeed they must tread at all,
it is in areas like biotechnology.

It is clear from absolutely stunning
developments like the early comple-
tion of the mapping of the human ge-
nome that there is an incredible syn-
ergy taking place between information
technology and biotechnology. The
high-speed sequencing machines that
mapped the genetic code and almost in-
stantaneously made this information
available on the Internet represent this
confluence of technology.

In our valid and justified quest to
help make drugs more affordable to the
American public, we should be mindful
not to unwittingly retard the develop-
ment of the next generation of innova-
tion.

Having described the general angst I
feel in relation to the possible effect
that this legislation may have on the
pace of and investment in pharma-
ceutical research and development as
well as challenges it will create in
terms of respect for intellectual prop-
erty rights, I want to focus next on the
important concerns that I have about
the public safety aspects of the amend-
ment.

I want to commend Senators JEF-
FORDS and DORGAN for perfecting some
of the gaps and shortcomings related to
drug safety contained in the House-
passed legislation.

But let me say that, as Chairman of
the Committee with jurisdiction over
the Controlled Substances Act, I am
not convinced that the American pub-
lic is adequately protected by this
amendment.
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Now, I know that drafting and re-

drafting is an unglamourous part of the
legislative process and that you and
your staffs, and if the reports are cor-
rect many in the Administration, have
been working hard to refine this
amendment.

But let’s be fair, legislating on an ap-
propriations bill is not the optimum
way to change some central provisions
of the Food, Drug and Cosmetic Act.

I was involved in redrafting the Im-
port and Export Chapter of the Food,
Drug and Cosmetic Act both in 1986 and
in 1996.

While I recognize the HELP Com-
mittee had a hearing yesterday, I think
that everyone would agree with me
that it is helpful to have a legislative
hearing on legislation when the ink is
at least dry.

I would like to see what the FDA, the
DEA, General McCaffrey and the Pat-
ent and Trademark Office have to say
about the bill when they have had time
to give thoughtful consideration to a
sufficiently finalized draft.

While it is true that the bill is draft-
ed generally to the FDC Act, it will be
particularly important to see how this
liberalized re-import may affect con-
trolled substances. Can’t we take the
time to hear from the Drug Enforce-
ment Administration?

Also, I don’t know if this is the case,
but I have heard second hand reports
that the White House has more or less
limited FDA to a ‘‘let’s make the best
of this’’ role and is not encouraging the
agency to look at this bill more glob-
ally.

Also, I cannot help but note that in
the latest draft that I have seen, the
language covers only drug products and
not biologics, which are in the vast ma-
jority of cases perceived and used by
consumers as drugs in the non-legal-
istic definition.

And since it is also the case that
many times it is precisely these new
generation biologics that are the most
costly on the market, the question
must be asked why Americans should
not get the advantage of lower priced
biologics as well as drugs?

Frankly, it is evident that each suc-
cessive draft attempts to address the
many shortcomings with respect to as-
suring the American public that the
imported drugs are the safe and effec-
tive and unadulterated.

Clearly, this drafting would be better
served if it were down in the public
forum of a mark-up.

I just don’t think that we know
enough about this language to be rea-
sonably certain that we could be sow-
ing the seeds of a future tragedy but I
certainly don’t want to take that
chance. I worry that a day will come
when either a under-potent or over-po-
tent batch of imported drugs will leave
a trail of avoidable carnage.

Yes, we can have certifications and
regulations and foreign inspections and
every other thing you can think of, but
the fact remains we are opening a door
that Congress carefully closed in 1988

when it enacted the Prescription Drug
Marketing Act. The history of this bill
is that it was enacted after a series of
serious adverse events due to improp-
erly stored, handled, and transported
imported drugs. It also addressed the
issue of the import of counterfeit and
unapproved drugs such as the presence
of counterfeit antibiotics and contra-
ceptives.

These were serious threats to public
health and safety. These incidents were
the subject of extensive hearings of the
House Energy and Commerce Com-
mittee. These incidents were the impe-
tus of the 1988 legislation that this
amendment would unravel.

Look, I know that there is a certain
attractiveness to accept this amend-
ment and that some members may be
inclined to vote for this measure with
the expectation that the language,
which is still in flux, will be cleaned up
in Conference.

But I am concerned that opening up
this import loophole is either fixable or
will do more good than harm.

As interested parties study this
measure, objections are beginning to be
registered. And they are not only from
the big drug companies who are the
true, and, to some extent, justified tar-
get of this provision.

I am mindful that a similar provision
passed the House by a wide margin.
But one vote that this legislation did
not get was of that the Dean of the
House, Representative JOHN DINGELL of
Michigan.

Now you would think that if ever
there was a group that stood to benefit
from legislation it would be the whole-
sale druggists because they are the
natural middlemen in the new, liberal-
ized import system. Instead they call
the amendment ‘‘unworkable’’ because
‘‘(w)wholesalers do not have the exper-
tise, equipment or personnel to under-
take such complicated tasks’’.

I will say in public right now that I
fully expect that the DEA, FBI, and
other components of DOJ will weigh in
when this correspondence is answered.

I am particularly interested in learn-
ing from the DEA and FBI to what ex-
tent importation of counterfeit and
adulterated controlled substances is a
current problem and to what extent, if
any, this legislation, would likely af-
fect the current state of affairs?

But before my colleagues vote on this
measure I would ask each of you to re-
view the Dingell correspondence to-
gether with any response from the ad-
ministration. Here are some of the
questions that were included in Con-
gressman DINGELL’s letter to FDA:

1. Please provide a detailed analysis on
how (H.R. 4461 and H.R. 3240) would affect
FDA’s present operations regarding efforts
to prevent misbranded or potentially dan-
gerous drugs from entering the U.S. Specifi-
cally, please provide: (a) a description of how
the present system now used by FDA works;
(b) what the present system is intended to
accomplish; and (c) what changes would be
required (and the potential effects of those
changes) if this legislation passes in its
present form.

Please include a discussion of how these
amendments would affect the activities of
other agencies, such as the U.S. Customs
Service, with responsibilities for assuring
the safety of imported prescription drugs.

2. Please determine if either of these
amendments would have any effect on FDA’s
ability to enforce good manufacturing prac-
tices (GMPs) in any foreign firms that ship
drugs to the U.S. If so, please explain any po-
tential effect on consumer health and safety.

3. Please provide a full description regard-
ing what a ‘‘warning letter’’ is and how it is
typically used by the FDA. Please compare
this with correspondence that is sent by Cus-
toms.

4. It appears that these amendments would
directly affect the ability of FDA to send
warning letters to consumers that purchase
drugs over the Internet. As you know, some
web sites appear to be covertly linked to for-
eign drug suppliers. When a consumer orders
from such a site, it is not always obvious
that they are dealing with an offshore sup-
plier, and thus a potentially non-FDA ap-
proved facility. Often, warning letters may
be the only indication that the Internet-or-
dered drugs originated from a foreign (and
potentially dubious) source. Please indicate
how this legislation could affect FDA’s abil-
ity to protect consumers who purchased
drugs in this way.

5. Please detail any other potential effects
this legislation could have on FDA’s ability
to protect consumers from potentially dan-
gerous drugs that originate aboard.

6. Finally, please provide technical assist-
ance in the form of specific suggestions for
legislative or regulatory changes that would
be needed in order to facilitate the safe im-
portation of prescription drugs by individ-
uals, wholesalers, or retailers.

Only if you are convinced that FDA
has the resources and international
presence to enforce the myriad of new
regulations and procedures required by
the amendment should you vote for
this measure.

Ask yourself how confident you are
that more word-smithing during a
closed conference committee meeting
is likely to prevent one or more of your
constituents from being seriously in-
jured down the road by unsafe drug
products brought into the U.S. as a re-
sult of this amendment?

Do we really want to turn back the
clock and essentially re-open a dan-
gerous door that was closed by the Pre-
scription Drug Marketing Act of 1988?

Why the rush to open a potential
Pandora’s box of public health prob-
lems?

I hope that this well-intentioned
amendment, offered by two highly-re-
spected co-sponsors, does not place
Congress and the public in the position
of the old adage, those who do not un-
derstand the past are doomed to repeat
it.

I respect the men and good inten-
tions behind this amendment.

We all want to increase access to
pharmaceuticals for all Americans. I
do not think that the benefits of the
Jeffords-Dorgan amendment outweigh
its downsides, and that is why I am
supportive of the alternative offered by
the Senator from Mississippi.

I have to say, when this debate hap-
pened in the House, my dear friend,
Congressman JOHN DINGELL, who has
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played a tremendous role in health
care all these years I have been in the
Congress, stood up and argued against
this. He lost in the House, but he
should have won.

During the House debate, Congress-
man DINGELL said the following, ‘‘We
now find ourselves in the regrettable
position of confronting the possibility
that the easing of the law with regard
to food and drug and cosmetics, which
is going to be done here under this leg-
islation, will in fact reduce the safety
of the American consuming public.’’

Mr. DINGELL was Chairman of the
House Energy and Commerce Com-
mittee when the PDMA passed in 1988.
He was a key mover and shaker behind
the bill. As the bill was being devel-
oped the Energy and Commerce Com-
mittee issued a report that concluded
that ‘‘the very existence of a market
for reimported goods provides the per-
fect cover for foreign counterfeits.’’

Mr. President, I ask unanimous con-
sent that his letter be printed in the
RECORD, as well as the National Whole-
sale Druggists’ Association letter,
where they beg us not to pass this type
of legislation because of the harm it
could cause to the American public and
to the American consumer.

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

JULY 14, 2000.
Hon. JANE E. HENNEY, M.D.,
Commissioner, Food and Drug Administration,
Rockville, MD.

DEAR DR. HENNEY: Recently, the House of
Representatives adopted two amendments,
one by Rep. Crowley (D-NY) and one by Rep.
Coburn (R-OK), to the Agricultural Appro-
priations bill which could have a profound
effect on how the Food and Drug Administra-
tion (FDA) protects consumers from im-
ported prescription drugs of uncertain safety
and effectiveness. I am concerned that these
amendments could seriously undermine the
Prescription Drug Marketing Act (PDMA),
and thus adversely affect public health.

During the 1980’s, the House Energy and
Commerce Committee conducted a lengthy
investigation into the foreign drug market
that ultimately led to enactment of the
PDMA. That investigation discovered a po-
tentially dangerous diversion market that
prevented effective control over the true
sources of merchandise in a significant num-
ber of cases. The integrity of the distribution
system was found to be insufficient to pre-
vent the introduction and eventual retail
sale of substandard, ineffective, or even
counterfeit pharmaceuticals. As the result-
ing Committee report stated, ‘‘pharma-
ceuticals which have been mislabeled, mis-
branded, improperly stored or shipped, have
exceeded their expiration dates, or are bald
counterfeits, are injected into the national
distribution system for ultimate sale to con-
sumers.’’

The PDMA was designed to restore the in-
tegrity and control over the pharmaceutical
market necessary to eliminate both the ac-
tual and potential health and safety prob-
lems before injury to the consumer could
occur. Again, the Committee report was
clear on why the PDMA was needed:
‘‘[R]eimported pharmaceuticals threaten the
public health in two ways. First, foreign
counterfeits, falsely described as reimported
U.S. produced drugs, have entered the dis-
tribution system. Second, proper storage and

handling of legitimate pharmaceuticals can-
not be guaranteed by U.S. law once the drugs
have left the boundaries of the United
States.’’

Alarmingly, I find little now that suggests
that the problem with misbranded, adulter-
ated, or even counterfeit foreign drugs has
been solved. I reiterated these concerns with
respect to the Crowley and Coburn amend-
ments (see enclosed remarks). In fact, the
evidence suggests the problem is getting
worse. I am concerned that in our haste to
find a way to bring cheaper drugs to seniors
and other needy Americans—a clearly impor-
tant and laudable goal—we risk making
changes to key health and safety laws we
may later regret. I am thus requesting that
you quickly provide me with the following
information:

(1) Please provide a detailed analysis on
how (H.R. 4461 and H.R. 3240) would affect
FDA’s present operations regarding efforts
to prevent misbranded or potentially dan-
gerous drugs from entering the U.S. Spe-
cially, please provide: (a) a description of
how the present system now used by FDA
works; (b) what the present system is in-
tended to accomplish; and (c) what changes
would be required (and the potential effects
of those changes) if this legislation passes in
its present form.

Please include a discussion of how these
amendments would affects take activities of
other agencies, such as the U.S. Customs
Service, with responsibilities for assuring
the safety of imported prescription drugs.

(2) Please determine if either of these
amendments would have any effect on FDA’s
ability to enforce good manufacturing prac-
tices (GMPs) in any foreign firms that ship
drugs to the U.S. If so, please explain any po-
tential effect on consumer health and safety.

(3) Please provide a full description regard-
ing what a ‘‘warning letter’’ is and how it is
typically used by the FDA. Please compare
this with correspondence that is sent by Cus-
toms.

(4) It appears that these amendments
would directly affect the ability of FDA to
send warning letters to consumers that pur-
chase drugs over the Internet. As you know,
some web sites appear to be covertly linked
to foreign drug suppliers. When a consumer
orders from such a site, it is not always obvi-
ous that they are dealing with an offshore
supplier, and thus a potentially non-FDA ap-
proved facility. Often, warning letters may
be the only indication that the Internet-or-
dered drugs originated from a foreign (and
potentially dubious) source. Please indicate
how this legislation could affect FDA’s abil-
ity to protect consumers who purchased
drugs in this way.

(5) Please detail any other potential effects
this legislation could have on FDA’s ability
to protect consumers from potentially dan-
gerous drugs that originate abroad.

(6) Finally, please provide technical assist-
ance in the form of specific suggestions for
legislative or regulatory changes that would
be needed in order to facilitate the safe im-
portation of prescription drugs by individ-
uals, wholesalers, or retailers.

I would appreciate a full response to this
letter by Friday, July 28, 2000. Please do not
delay.

Sincerely,
JOHN D. DINGELL,

Ranking Member.

NATIONAL WHOLESALE
DRUGGISTS’ ASSOCIATION,

Reston, VA, July 18, 2000.
DEAR SENATOR: I am writing on behalf of

the National Wholesale Druggists’ Associa-
tion (NWDA) to request that you oppose the
pharmaceutical importation amendment
Senator Jeffords is expected to offer to the

Fiscal Year 2001 Agriculture, Rural Develop-
ment, Food and Drug Administration, and
Related Agencies appropriations bill.

NWDA is the national trade association
representing distributors of pharmaceuticals
and health care products. NWDA active
members operate over 200 distribution cen-
ters throughout the country, distributing
over $77 billion in these products to every
state, the District of Columbia and U.S. ter-
ritories.

From NWDA’s perspective, the Jeffords’
amendment is unworkable. It would require
wholesalers to statistically sample the prod-
ucts, test them for authenticity, develop ex-
tensive record keeping and documentation
and relabel products from the country of ori-
gin to U.S./FDA approved labels. In their
new role, wholesalers would also now likely
have to also prepare professional package in-
serts to accompany each bottle or vial.
These new requirements may reclassify
‘‘wholesalers’’ as ‘‘relabelers’’ and/or ‘‘re-
packagers,’’ which, under FDA regulations,
would trigger different and significant addi-
tional regulatory requirements. I am not
aware of any wholesalers who have these ca-
pabilities and I strongly doubt that they
would undertake them due to the consider-
able expense.

Wholesalers do not have the experience,
equipment or personnel to undertake such
complicated tasks. Our expertise is in dis-
tributing pharmaceuticals in an efficient,
timely and cost-effective manner on a daily
basis. An ‘‘average’’ NWDA-wholesaler pur-
chases product from over 900 different manu-
facturers, stores over 25,000 different health
care items at any one time and distributes
them to its hundreds of customers, including
independent pharmacies, chain drug stores,
hospitals, HMO’s, integrated health systems,
clinics, home health providers, physicians
and government sites.

The measure also imposes numerous new
reporting requirements on wholesalers.
While it is questionable if these reports actu-
ally will help to ensure the health and safety
of Americans, they will be very burdensome
and costly for the wholesalers who must
compile and maintain them. Furthermore, as
a result of the testing and reporting require-
ments, lability exposure for the wholesaler is
increased dramatically. All of these new re-
quirements and liabilities will, in our opin-
ion, add significant costs to imported prod-
ucts.

NWDA-wholesaler members have a razor
thin net profit margin of just 0.62%. Oper-
ating in a highly competitive marketplace,
wholesale drug distributors have passed
these savings from lower operating costs
through to our customers. All of these addi-
tional responsibilities, regulatory burdens
and liability exposure will, in our opinion,
ultimately be passed along to consumers.
Wholesalers simply do not have the margins
to absorb these types of added costs. Indeed,
the financial viability of some wholesalers
could be jeopardized if the Jeffords measure
were to be enacted.

In closing, NWDA, as indicated in previous
communications, is concerned about the po-
tential threat to the public health posed by
the importation of products that have been
produced, stored and/or handled in a manner
that is inconsistent with U.S. quality stand-
ards. Notwithstanding the language in the
amendment relating to documentation, the
Jeffords amendment does not ensure the
safety and integrity of imported prescription
drugs. However, NWDA stands ready to work
with Senator Jeffords and others to devise
an approach that will ensure the safety and
integrity of pharmaceutical products as well
as provide access to them for all Americans.

If you have any questions, please do not
hesitate to contact me or have your staff



CONGRESSIONAL RECORD — SENATE S7207July 19, 2000
contract Robert Falb, NWDA Director of
Congressional Affairs, at 703–787–0020 or
rfalb@nwda.org.

Sincerely,
RONALD J. STRECK,

President & CEO.

Mr. HATCH. Given the reported
White House activity on this bill, I
would not be surprised that FDA will
quickly respond to and brush aside the
questions this letter raises.

Mr. President, in sum, we are in dan-
ger of losing a tremendously innova-
tive and effective and productive indus-
try that has made the American Na-
tion the leader in health care through-
out the world.

I think this type of an amendment
will undermine everything we have de-
cided to do all these years, that has
really benefited the whole world.

I yield the floor.
The PRESIDING OFFICER. The Sen-

ator from Vermont.
Mr. JEFFORDS. Mr. President, I

point out, we held a hearing on this
yesterday. I wanted to correct my good
chairman on that.

I yield 5 minutes to the Senator from
New York.

The PRESIDING OFFICER. The Sen-
ator from New York.

Mr. MOYNIHAN. Mr. President, I
very much appreciate the courtesy of
my friend from Vermont because I rise
to support the views of my friend from
Utah, who spoke so carefully about the
matter of price controls.

Sir, I do not expect to have any con-
siderable influence on what we do
today. But I would like, in a very short
order, to try to put what we are doing
in a perspective.

This began, for me, during the period
of the Finance Committee hearings on
the health care legislation submitted
to us by the administration in 1993.

At one hearing, a professor, Charles
Fahey, of Fordham University, speak-
ing for the Catholic Health Associa-
tion, said: What we are witnessing in
the country is the commodification of
medicine.

And down the table, the head of the
UCLA hospital said: Can I give you an
example? In Southern California, we
now have a spot market for bone mar-
row transplants.

This thought stayed with me, that
market forces were beginning to shape
decisions in health matters as they had
not done before.

It was particularly poignant that the
first institutions that would have trou-
ble in this new situation would be the
medical schools and the teaching hos-
pitals, which, as economists say, are
public goods. Everybody benefits from
public goods so no one has an incentive
to pay for it—and we are seeing this all
over the country in a short 6 years.

Now, today, we are seeing another
phenomenon of a market that comes
into being as railroads did, as oil refin-
eries did, oil producers, as has been
going on through the history of free
markets and free enterprise, which is
price controls. There is something

about our political systems in the West
that responds to the creation of new
markets and the seeming rise in prices
in those markets—when, in fact, qual-
ity rises—that says perhaps we could
control this by controlling the price.

It always fails, Mr. President. It is
the one thing you can say with a large
degree of confidence that in the 20th
century this effort always fails. Some-
times it fails by producing black mar-
kets where the laws are not obeyed;
others by simply depressing the quality
of the products in the market. That is
what we have to watch for here in the
main.

We are dealing with thoroughly re-
sponsible organizations. The Pfizer
Corporation, from my city of New
York, began work in Brooklyn in 1849,
developed the first treatment for para-
sitic worms in the mid-19th century
when that was a rampant endemic dis-
ease. It has since gone on to do other
extraordinary things. It was the first
major producer of penicillin in the
United States, which was a drug of
such enormous consequence in the Sec-
ond World War, the first time we were
able to destroy one cell in a body with-
out destroying others.

Today Pfizer has 12,000 researchers
with a budget of $4.7 billion, larger
than the budget of the National
Science Foundation. I say, sir, impose
price controls, which always seems like
a good idea at the time, and in a short
order there will be no such budget. A
period of enormous innovation, very re-
cent in the history of medicine, will
come to a close.

I see my time has come to a close. I
ask unanimous consent to print in the
RECORD the paper I gave at the 42nd an-
nual Cartwright Lecture as reprinted
in ‘‘Academic Medicine,’’ the journal of
the Association of American Medical
Colleges.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:
[Reprinted from Academic Medicine, 1998 by

the Association of American Medical Col-
leges]

ON THE COMMODIFICATION OF MEDICINE

(By Daniel Patrick Moynihan)
ABSTRACT

The author reviews key themes of medi-
cine and medical education in the 20th cen-
tury, such as the revolution in therapies and
the consequent and continuing changes in
the economies of health care; workforce
issues, including the controversy over the
optimum number of residency slots; and the
impact of managed care on teaching hos-
pitals and medical schools. This impact is
part of ‘‘the commodification of health
care,’’ in which health care is beginning to
be bought and sold in a market, where prices
determine outcomes, and where the not-for-
profit, service orientation of health care pro-
viders is threatened.

He discusses in detail the pressures this
new health care environment places on med-
ical schools and teaching hospitals, and re-
counts the first Senate Finance Committee
hearing in April 1994 on the subject of aca-
demic health centers under health care re-
form. Soon after, the Committee approved
legislation to create the Graduate Medical

Education and Academic Health Center
Trust Fund, to be financed by a 1.5% tax on
private health care premiums in addition to
Medicare Graduate Medical Education pay-
ments. The provision was later dropped from
a similar bill that came before the full Sen-
ate, but has since been introduced as the
Medical Education Trust Fund Act of 1997.

The author concludes by cautioning that
matters will grow more difficult in the near
future, since the threats to academic medi-
cine’s institutions have not yet become part
of the national political agenda.

Acad. Med. 1998; 73:453—459.
I must begin by expressing great gratitude

to the Dean’s Advisory Committee on Honors
and Awards for inviting me to be the recipi-
ent of the 1997 Cartwright Prize. I will not,
however, dissemble my anxiety at being, evi-
dently, the first lay person to receive this
prize in its 116-year history. I take comfort
in one respect only, which is that I propose
to address the same subject, the condition of
our medical schools, that Abraham Flexner
addressed in 1910, and whilst a historic figure
of the first order, Flexner, too, was a lay-
man!

He was, of course, concerned with quality.
Yet the text of his celebrated Report to the
Carnegie Foundation for the Advancement of
Teaching is filled with financial details and
economic terms:

‘‘In the entire United States there is al-
ready on the average one doctor for every 568
persons . . . in our large cities there is fre-
quently one doctor for every 400 or less.

‘‘Over-production is stamped on the face of
these facts.

‘‘A century of reckless over-production of
cheap doctors has resulted in general over-
crowding.’’

Flexner’s view was that there were then
too many inadequate medical schools pro-
ducing too many inadequate doctors. He
would raise quality by reducing the number
of institutions and increasing the quality of
the graduates. He had his way.

In 1910, the year of his report, there were
155 medical schools in the United States. By
1932, there were 76, with but a single addition
by 1950. In 1910, there were 4,400 medical
graduates in a population of 92.2 million, or
4.8 graduates for every 100,000 people. In 1996,
there were 15,907 medical graduates in a pop-
ulation of 268.6 million, or 5.9 graduates for
every 100,000 people.

I risk speaking beyond my knowledge, but
it appears to me that we can see in all this
a combination of disinterested behavior not
without a trace of self-protection. At the
time, all manner of folk were becoming ‘‘pro-
fessional.’’ Lawyers and accountants and en-
gineers, and, heaven forbid, professors of
government. Gatekeepers were put in place
and access was restricted. The public got the
benefits of quality; the professions of, well
oligopoly.

It is striking how echoes of this early de-
bate could be heard in the course of the de-
bate over President Clinton’s 1993 health
care proposal, an exchange which, of course,
continues.

The new administration had announced its
intention to send Congress a bill that would
establish universal health care. The work of
drafting the legislation was assigned to a
group of some 500 persons. By the time the
first session of the 103rd Congress was com-
ing to a close, we still had not received a
bill. On November 23, the day before we
‘‘went out,’’ as our phrase has it, I finally
was able as chairman of the Senate Finance
Committee to introduce, ‘‘on request,’’ a
1,362 page bill. I suspected it was not quite
complete—it was not—but it saved the honor
of the task force to have got its work done in
one year.

Not incidentally, introducing the bill fi-
nally focused my mind. It was time surely
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that I got some rudimentary education on
this subject. Accordingly, I asked Paul A.
Marks of Memorial Sloan—Kettering if he
would put on a seminar for me. Just basics.
We met in their lovely Laurance S. Rocke-
feller Board Room at 10 a.m. on the morning
of Wednesday, January 19, 1994. At about
10:20 a.m. my education commenced. One of
my tutors—a dean of great distinction—re-
marked that the University of Minnesota
might have to close its medical school.

Hold it! Minnesota is where all the Scan-
dinavians went. They don’t close medical
schools in Minnesota; they open medical
schools in Minnesota. This is true, surely, of
our whole northern tier of states. It happens
I take some pride in having demonstrated in
1992 that while the correlation between per-
pupil expenditure on education and average
score on the national eighth-grade math
exam was a derisory .203, the strongest cor-
relation, a negative .522, was the distance of
a state capital from the Canadian border. In
the place of all the nostrums being bandied
about concerning national education policy,
I proposed a simple one-step program: move
states closer to Canada. I would tend to as-
sume that some similar relationship obtains
as regards health care, and so was the more
shocked at the idea of a medical school being
closed in Minnesota.

On further enquiry, one learned that, being
progressive folk, Minnesotans had been join-
ing health maintenance organizations.
HMOs, as we would learn to call them. Paul
Ellwood had been trying to tell us this.
Being cost-conscious, HMOs do not readily
send patients to teaching hospitals; lacking
patients, teaching hospitals falter; lacking
teaching hospitals, medical schools close.

Clearly, we were in a new age of medicine
that had come upon us suddenly. In a won-
derful brief essay written in 1984, Lewis
Thomas described ‘‘medicine’s second revolu-
tion.’’ The first revolution began with 2nd
century A.D. Galen, a Greek physician prac-
ticing in Rome who introduced bleeding and
blistering, mercury and the like. Also anat-
omy.

This first revolution persisted—witness the
passing of our first president—into the early
19th century, when ‘‘serious questions were
raised about this kind of therapy.’’ Slowly,
but successfully, doctors learned Hippoc-
rates’ injunction, primum non nocere. Thom-
as described a celebrated Victorian painting,
The Doctor:

‘‘The picture . . . illustrates what used to
be the popular conception of medicine and is,
to this day, a romantic version of the way
the profession likes to view itself. The scene
is a Victorian living room where a young
child, stricken by an unspecified mortal ill-
ness, lies in a makeshift bed; at her side sits
the elderly doctor in an attitude combining,
all at once, concern, compassion, intel-
ligence, understanding, and command. He is
the painting’s centerpiece. The child’s par-
ents are in the background, the father look-
ing at the doctor with an expression of total
trust.

‘‘The doctor in the painting is engaged in
what was, for that period in medicine, the
only course available at this stage of serious
illness: He is monitoring the patient. He has
already, presumably, arrived at the diag-
nosis. He knows the name of the child’s ill-
ness, he has a solid working knowledge of
the pathology, and from his lifetime of pro-
fessional experience he is able to predict how
the disease will run its course and what will
happen at the end. He has explained all this
to the parents in language that they can un-
derstand, and now, at the moment of the pic-
ture, he is engaged in the ancient art of med-
icine. This means, at its essence, that he is
there contributing his presence, providing
whatever he can in the way of hope and un-
derstanding.

‘‘The illusion of the scene is that he is in
control of the situation. He is not, of course.
Beyond taking the pulse, examining the
tongue, listening to the chest, palpating the
abdomen, and making sure that what was
then regarded as good nursing care is avail-
able, there is nothing whatever that he can
do to alter the course of the illness or affect
its outcome.’’

Thomas records that ‘‘this was the kind of
medicine I was taught in Boston 50 years
ago, which would have been 1934. (When,
come to think, we were treating our presi-
dent for poliomyelitis by seating him in
what Gibbon called ‘‘medicinal waters,’’
writing of the therapies of Rome in the Age
of Caracalla.) He recalls that the terms med-
ical science and medical research were not
much used and the term bio-medical, imply-
ing that ‘‘medicine and biology were all of a
piece,’’ was not yet invented. Then this: ‘‘As
I recall, 50 years ago we believed that medi-
cine had just about come its full distance.

Before that decade of the 1930s wound out,
antibiotics made their appearance in medical
practice and everything changed. Changed
utterly. To cite Thomas a last time, ‘‘The
news that infectious bacteria could be killed
off without harm to the cells of the host
came as an astonishment to physicians ev-
erywhere. American medicine took off.

The transformation of medical science
brought profound changes in the economics
of medicine. We would associate this with
Say’s law, the work of the early-19th-century
French economist who reached ‘‘a conclusion
that may at first sight seem paradoxical,
namely, that it is production which opens a
demand for products.’’ Supply creates its
own demand. Say’s law began to take hold in
medicine. As the supply of efficacious treat-
ments grew, demand grew. In 1929, real per-
capita national health expenditures (1996 dol-
lars) were below $300. By 1989, they exceeded
$3,000—a ten-fold increase. In 1940, 4.0% of
the Gross Domestic Product went to the
health care sector. In 1960, 5.1%. But now the
trend took hold. The proportion had more
than doubled by 1991, when Richard Darman,
Director of the Office of Management and
Budget, presented this testimony before the
Senate Committee on Finance:

‘‘Total public and private health spending
is on a growth path that would take over the
Gross National Product—if that were not a
practical impossibility. Total health spend-
ing has grown from less than 6% of GNP
three decades ago to about 12% today. It is
currently projected to reach 17% by the year
2000 and 37% of GNP by 2030. [Emphasis in
original.]’’

In Washington, where health care costs
were now assuming an ever-larger portion of
the federal budget owing to programs such as
Medicare and Medicaid, begun in 1965, the
issue was increasingly seen in budgetary
terms. This was a profound shift. I was a wit-
ness to and something of a participant in the
development of the Medicare and Medicaid
legislation. Money was the least of our con-
cerns. We had the money. Health care was
what we cared about. The venerable Robert
J. Myers, who was actuary to the House
Committee on Ways and Means at that time,
has recently reviewed our subsequent experi-
ence. In 1965, it was estimated that the outgo
for the hospital insurance (HI) portion of
Medicare by 1990 would be $9 billion. As it
turned out, the actual figure was $66.9 bil-
lion. Thus, he writes, ‘‘the actual HI experi-
ence was 639% above the estimate.’’ Myers
notes that in the interval the program was
continually expanded in one way or another
such that the comparison is not entirely
valid. No matter, the issue succumbed to a
fair amount of alarm given what, in Myers’s
words, ‘‘at first glance . . . seems to be a
horrendous variation.’’ Political attention
turned to the issue of demand.

This was a central theme of President Clin-
ton’s 1993 health care proposal. One issue
identified was what economist Alain
Enthoven had earlier called the question of
‘‘physician oversupply.’’ Writing in the Jour-
nal of the American Medical Association in
1994, Richard A. Cooper of the Medical Col-
lege of Wisconsin would state that a ‘‘con-
sensus’’ had developed that there needed to
be a ‘‘better balance’’ in the proportion of
primary care physicians to specialists. He
was careful, however, to note that where the
one was determined by demography, ‘‘the
driving force behind much of specialty medi-
cine was science.’’

This was not a matter of concern to the
Clinton task force. Working in secret, an
abomination where science is concerned and
no less an offense to democratic governance,
the task force came up with this formula-
tion:

‘‘Problem: An increasingly overabundant
number of medical graduates are entering
specialty fields instead of primary care fields
(family practice, general pediatrics, general
internal medicine).

‘‘Provide [by Federal law] that at least 50
percent of residency graduates enter primary
care practice.

‘‘Limit Federal funding for first-year resi-
dency positions to no more than 110 percent of
the size of the graduating class of U.S. medical
schools. This would further support the action
to limit specialty residency positions. [Emphasis
in original.]’’

As I have described elsewhere, a dissenting
paper dated April 26, 1993, by ‘‘Workgroup 12’’
of ‘‘Tollgate 5,’’ [sic] written by a physician
in the Veterans’ Administration, began:

‘‘FOR OFFICIAL USE ONLY

‘‘Subject: Proposal to cap the total number
of graduate physician (resident) entry (PGY–
1) training positions in the U.S.A. To 110 per-
cent of the annual number of graduates of
U.S. medical schools.

‘‘Issue: Although this proposal has been
presented in toll-gate documents as the posi-
tion of Group 12, it is not supported by the
majority of the members of Group 12 (listed
below).

‘‘REASONS NOT TO CAP THE TOTAL
NUMBER OF U.S. RESIDENCY TRAINING
POSITIONS FOR PHYSICIAN GRADUATES.

‘‘1. This proposal has been advanced by
several Commissions within the last two
years as a measure to control the costs of
health care. While ostensibly advanced as a
man-power policy, its rationale lies in eco-
nomic policy. Its advocates believe that each
physician in America represents a cost cen-
ter. he not only receives a high personal sal-
ary, but is able to generate health care costs
by ordering tests, admitting patients to hos-
pitals and performing technical procedures.
This thesis may be summarized as: TO CON-
TROL COSTS. CONTROL THE NUMBER OF
PHYSICIANS.’’

It went on the state that the proposal
would require ‘‘a vast regulatory apparatus.’’
Then this:

‘‘13. To end on a philosophic note, when the
proposal to cap training slots was presented
to the presidents of the major U.S. univer-
sities last weekend, they were incredulous
that the U.S. government would advance as
sound social policy a proposal to limit access
to one of the three learned professions with
its millennial history of achieving social
good. They further recognized that in Amer-
ica open access to careers in these profes-
sions has been a traditional path for immi-
grant social mobility.’’

Leaving aside the politically correct last
sentence—No White Protestants Need
Apply—this was surely an honorable re-
sponse. The university presidents were right
to have been incredulous at this proposal. It



CONGRESSIONAL RECORD — SENATE S7209July 19, 2000
was, in the words of Walter Reich, a proposal
for the ‘‘deliberate dumbing down of medi-
cine.’’ And yet, it was all kept too much in
the family. The administration hardly drew
attention to it. A 136-page White House pub-
lication on the health care plan had 11 lines
on the subject of ‘‘Doctors in the United
States: An Unhealthy Mix.’’ The press
scarcely mentioned the matter, even here in
New York where the 110% limit on
residencies would have nearly eliminated
foreign medical graduates in our hospitals,
with the real possibility of many having to
close. (The number of residency slots has for
some years now been at about 135% of the
number of graduates of American medical
schools. Imposing a 110% cap would have re-
sulted in a reduction of almost a fifth in the
number of residencies nationwide. In that al-
most half the medical residents in New York
City are graduates of foreign medical
schools, it would have been very difficult to
staff the city’s hospitals if such a supply
constraint had become law.)

Nor did the workforce issue emerge in the
House and Senate hearings on the health
care legislation. However, early on the Fi-
nance Committee began to sense that the no-
tion of uncontrollable costs was open to
question. Indeed, the interval between 1993,
when the administration health care plan
was proposed, and 1994, when it failed in the
Congress, was something of a break point.
Average health insurance costs for large em-
ployers, including government, declined
from $4,117 in 1993 to $4,040 in 1994. (They
have since more or less stabilized.) Some-
thing was going on, and in the Finance Com-
mittee, at least, we began to sense what
could only be described as market forces.
This sense, at least for this Senator, was of
a sudden brought into focus on April 26, 1994,
when Monsignor Charles J. Fahey of Ford-
ham University, testifying on behalf of the
Catholic Health Association of the United
States, said that what we were seeing was
the ‘‘commodification of health care.’’ Which
is to say that health care was beginning to
be bought and sold in a market, where prices
would determine outcomes. This was not a
development Fahey found altogether conge-
nial.

‘‘We want to alert the committee that the
not-for-profit mission in health care is being
seriously threatened by the increasing com-
mercial environment in which we find our-
selves operating; a real commodification of
health care, if you will.’’

Still, as we pursued the matter, it became
ever more clear that something such was
happening.

Again, Paul Ellwood did his best to tell us
this. At a March 1, 1994, hearing in the Fi-
nance Committee, he was asked about pro-
jections that health care spending would
reach 20% of GDP by the year 2000.

‘‘Dr. ELLWOOD. The problem with building
these models that project costs is, if you are
going to go with a model, the more compul-
sory, the more intrusive the system of deter-
mining what the numbers are in there, sup-
posedly the more accurate they are.

‘‘What we are having to do here is specu-
late about how consumers will behave if they
are faced with lower-cost health plans versus
how providers will behave if there is a ceil-
ing on it.

‘‘My feeling is—I may come to regret say-
ing things like this—we are never going to
hit 20%.

‘‘Senator PACKWOOD. That we are going to
get what?

‘‘Dr. ELLWOOD. We are never going to hit
20% of the GDP.

‘‘The CHAIRMAN. Write that down. Every-
body take notes.’’

What Mr. Darman had described—37% of
GNP by the year 2030—was an unsustainable

trend. It is years now since Herbert Stein,
Chairman of the Council of Economic Advis-
ers under President Nixon, offered the
epiphanic observation that ‘‘an
unsustainable trend cannot be sustained.’’
We should have known, and began to sense.

Here are the numbers. In 1993, health care
absorbed 13.6% of GDP. The administration
projected that without reform, the propor-
tion would rise to 18.9% by the year 2000.
(Pretty much along the Darman trend line.)
With reform—1,362 pages of it—we could hope
for 17.3% of GDP by said year 2000. For what
it is worth, the Congressional Budget Office
now projects that by the year 2000 health
care costs will be 14.3%. As they would say in
the age of Thomist medicine, the crisis has
passed.

But another crisis awaited. That of med-
ical schools and teaching hospitals. Slowly,
beginning with Fahey’s testimony, the con-
nection emerged. And it has been all over the
press ever since, if one reads the headlines
with this in mind. Here is a sample from the
superb reporting of Milt Freudenheim in The
New York Times:
‘‘HOSPITALS ARE TEMPTED BUT WARY AS FOR-

PROFIT CHAINS WOO THEM

‘‘Richard Scott has made deals to take
over 137 hospitals in the last year, and he
wants more. Now, his Columbia—HCA
Healthcare Corporation has its eye on some
Catholic hospitals in Chicago.

‘‘Stay away, says Joseph Cardinal
Bernardin of Chicago, one of the most power-
ful clerics in the nation. The Roman Catho-
lic Church has an obligation to poor people
and to the Catholic way of health care, the
Cardinal recently warned the 20 hospitals in
his archdiocese, and selling to a for-profit
chain would be a betrayal. He reminded them
that the archdiocese could withdraw its rec-
ognition of any hospital defying him.’’

For Catholics, of course, read Jewish, Pres-
byterian, Methodist, what you will. Hos-
pitals once were charities.

‘‘BIG HOSPITAL CHAIN MAKES A BID TO BUY
BLUE CROSS OF OHIO

‘‘The nation’s largest for-profit hospital
chain agreed yesterday to buy the main busi-
ness of Blue Cross and Blue Shield of Ohio,
raising concerns among consumers, employ-
ers and providers of health care about the
enormous influence that such a combination
could exert.

‘‘The $229.5 million purchase by the Colum-
bia—HCA Healthcare Corporation would be
the first acquisition of a Blue Cross company
by a for-profit hospital chain. If approved by
state regulators and the national Blue Cross
and Blue Shield association, the takeover
could open the door for similar deals by a
number of nonprofit Blue Cross plans that
are struggling to stay in business.’’

Recall that Blue Cross began as a not-for-
profit cooperative, an idea much associated
with resisting market forces.

A recent lead story of the Business Day
section of The Times, by David J. Morrow,
began:
‘‘WARNER—LAMBERT SHARES PLUNGE ON GLAXO

MOVE

‘‘Shares of the Warner-Lambert Company
plunged 18.5% yesterday after Glaxo
Wellcome P.L.C. halted British sales of War-
ner-Lambert’s diabetes drug, troglitazone
[trade name Rezulin]. . . .

‘‘By day’s end, Warner-Lambert’s shares
had dropped $25.875 each, to $114, with 9.9
million shares traded, the second most ac-
tive of the day on the New York Stock Ex-
change. The setback shaved $7 billion off the
Morris Plains, N.J., company’s market
value, prompting analysts at Bear, Stearns &
Company to adjust their earnings estimates
and Morgan Stanley to lower its rating of

Warner-Lambert before noon. At one point,
Warner-Lambert’s stock tumbled to $112, its
lowest point since June 20. . . .

Developed by the Sankyo Company Ltd. in
Japan, Rezulin was initially heralded as a
wonder drug for type-2 diabetes, a chronic
disease that affects about 135 million people
world-wide. According to Warner-Lambert
data, Rezulin reduces or eliminates the daily
use of insulin, which has been the predomi-
nant treatment for diabetes. Unlike insulin,
administered by injection, Rezulin is taken
in tablets.’’

There was a time, surely, when the advent
of a new ‘‘wonder drug’’ would have been ap-
proached in terms of health care. Now it be-
comes an affair of share prices.

But now to our main story. This, once
again, by Mr. Freudenheim of The Times, on
May 20, 1997:

‘‘TEACHING HOSPITALS UNDER THE KNIFE;
LONGTIME MISSIONS PRESSED BY H.M.O.’S

‘‘It began as a charity supported by Paul
Revere that sent out doctors to the poor. It
evolved into the New England Medical Cen-
ter at Tufts University, a research power-
house that ranks among the leaders in New
England in liver transplants, breast-cancer
research and complex heart procedures.

‘‘But now, the biggest health maintenance
organization in Boston threatens to starve
New England Medical by refusing to pay for
its patients to go there, even though the
costs are as low or lower than at other Bos-
ton teaching hospitals. . . .

‘‘The squeeze on academic medical centers
like New England Medical is particularly
brutal in Boston, which has seven pres-
tigious teaching and research hospitals and
far too many hospital beds, and where costs
per patient are among the nation’s highest.
But dozens of teaching hospitals across the
country face similar challenges, and they are
responding by reaching out for business part-
ners.

‘‘Some, like the George Washington Uni-
versity Hospital in Washington, D.C., and
state university hospitals in California,
Oklahoma and South Carolina, are being sold
to for-profit chains; others, like New Eng-
land Medical, Columbia University’s Pres-
byterian Hospital and the University of Min-
nesota Academic Medical Center, have
merged with stronger, nonprofit local insti-
tutions; still others, like Beth Israel and St.
Luke’s/Roosevelt in New York, are merging
into holding companies that will run their fi-
nances.’’

In April 1994, the Senate Committee on Fi-
nance held hearings on the subject of ‘‘Aca-
demic Health Centers Under Health Care Re-
form.’’ It would appear that these were the
first ever on that subject. The testimony was
powerful and dispositive. In response to a
question from Senators Bob Packwood, our
ranking member, Paul Marks described the
situation at Sloan-Kettering:

‘‘I think that a price-driven environment is
one in which we will have unintended con-
sequences in terms of rationing and quality.
You cannot get something for nothing out of
the system. And while we can reduce costs
substantially, and I think all of us have tre-
mendous pressures to reduce costs, even in
high-cost centers, such as the cancer centers,
we know right now from our experience be-
cause we are being approached by insurance
companies, health plans, managed care, and
they say how much does a bone marrow
transplant cost. And we will say it is $100,000.
Well, we will give you all our marrow trans-
plants for $60,000.

‘‘There are two things. Number one, we
cannot survive as a quality provider of care
doing bone marrow transplantations alone.
Even if we got $100,000, we would not want to
do it. And at $60,000 we cannot really provide
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a quality care program in bone marrow
transplantation.

‘‘So I would say that at least in our envi-
ronment there has to be some kind of legisla-
tion which takes into account that a price-
driven system today will compromise the
quality of health care and will be associated
with rationing. I do not think there is any
question in my mind about that because
they cannot compete in any other way if you
are going to drive down just price.’’

It would be fair, I believe, to state that the
theme of our hearings was, and here I quote
from my opening statement, that ‘‘health in-
surance is important, but health is more im-
portant. It comes out of discovery, and we
are in a great age of discovery.’’ We were up
against the problem of how to provide for
what economists call public goods. These are
readily described. For most goods and serv-
ices, if the consumer chooses not to pay, he
does not receive the benefit. If he does not
buy a ticket, he is excluded from the ball-
park. By contrast, consumers are not easily
excluded from the benefits of a public good,
say national defense or cancer research, be-
cause everyone benefits whether or not they
pay. As Richard A. Musgrave noted in his
classic 1959 text, The Theory of Public Fi-
nance, the existence of public goods provides
a rationale for the government to intervene
on markets and either directly provide the
public good—as it does with national de-
fense—or support the provision of the public
good through indirect payments.

The Finance Committee resolved to do just
this for medical schools and teaching hos-
pitals. The chairman’s mark, as is our term,
of June 29, 1994, provided for a Graduate
Medical Education and Academic Health
Center Trust Fund to be financed by a 1.5%
tax on all private health care premiums. An
additional .25% levy, proposed to us by Sen-
ator Mark Hatfield, provided for medical re-
search. In all, this made for an average an-
nual revenue to the Trust Fund of $17 billion
over five years. To may knowledge, this was
the first such proposal of its kind. It did not
go unnoticed in our Committee; a motion to
strike the 1.75% premium tax failed by 13
votes to seven.

It would be pleasing to report that there
was at least some response to the bipartisan
approval by the Senate’s tax-writing com-
mittee of a trust fund for this purpose. But
there was none. The Committee finished its
work on Saturday, and there was a long
front-page report in The Times. The tone
was cool. Our assignment had been to pro-
vide universal health care; we had only pro-
vided for 95% coverage by 2002. That a bipar-
tisan majority had approved a very consider-
able measure meant nothing to those who
had vowed never to compromise. These in-
cluded a fair number of journalists, whose
disappointment, even distaste, was made
plain. In the end, of course, no bill was
brought to a vote in either chamber. The
Congressional elections that followed were
widely understood to mark a repudiation of
the whole enterprise, and indeed, the subject
has receded, in Congress at least, while
health maintenance organizations continue
their seeming predestined course.

The one exception is this matter of med-
ical schools and teaching hospitals. In the
104th Congress, four bills were introduced.
This time the Senate Finance Committee re-
jected the trust fund on a tie vote, ten to
ten. (Tie votes fail.) By contrast, on the
House side, in the Committee on Ways and
Means, the new chairman, Representative
Bill Archer of Texas, proposed and carried a
Teaching Hospital and Graduate Medical
Education fund that would receive, among
other revenues, $13.5 billion in appropriated
general funds over a six-year period. This
measure became part of the Balanced Budget

Act of 1995. It passed both House and Senate,
but was vetoed by President Clinton over
other matters. In the current, 105th Con-
gress, I have reintroduced S. 21, the ‘‘Medical
Education Trust Fund Act of 1997.’’ This was
a ‘‘first day’’ bill, and accorded some pres-
tige, as the first 20 numbers are reserved for
the Majority and Minority leaders. For all
that, at the end of the year there are no co-
sponsors and few prospects. The subject has
not made its way onto the national political
agenda as a singular public good that has
been placed in jeopardy by what Columbia’s
great seer, Robert K. Merton, described back
in 1936 as the ‘‘unintended consequences’’ of
actions arising in other contexts.

Expect matters to grow more difficult in
the near future. There will be all manner of
proposals to regulate managed care, much as
a century ago we commenced to regulate the
railroads and such like commercial activi-
ties. This can be helpful; it can be hurtful.
James F. Blumstein of the Health Policy
Center at Vanderbilt University suggests
that the current federal investigation into
various health care providers ‘‘is taking its
cues from past task forces on the Mafia.’’ Or
desert warfare, for that matter, given the
formal title, ‘‘Operation Restore Trust.’’
Again, expect more. But be of good cheer.
Some things take a long time, as Lewis
Thomas attested. Most importantly, may a
layman urge that you physicians be impor-
tunate. You are too precious to let your col-
lective well-being be taken for granted. I
close with the words with which Dominic P.
Purpura, dean of the Albert Einstein College
of Medicine here in New York, on October
5th opened the new Jerome and Dawn Greene
Medical Arts Pavilion at Montefiore Hos-
pital in the Bronx:

‘‘We are gathered here for several reasons.
Most importantly to bear witness to the fe-
licitous marriage of high-spirited philan-
thropy and good works, now consummated in
this . . . Medical Arts Pavilion. We are here
for another purpose as well. To dispel the
septic rumor oozing from some health policy
think tanks to the effect that academic med-
ical centers such as ours are dinosaurs
doomed to extinction by the impact of the
asteroid of managed care. Look skyward! On
this day of noble purpose the sun shines
brightly. No ashen clouds obscure the values
that have made American medicine a crown-
ing achievement of Western Civilization.
And what are these core values? Simply stat-
ed: Faith in evidence-based medicine and
trust that our superbly trained physicians
will translate the basic science of medicine
into the art and science of patient care.’’

The author thanks Dr. David Podoff, mi-
nority chief economist for the Senate Com-
mittee on Finance, for assistance with this
article.

Mr. JEFFORDS. Mr. President, I
yield 4 minutes to the Senator from
Minnesota.

The PRESIDING OFFICER. The Sen-
ator from Minnesota.

Mr. WELLSTONE. Mr. President, I
am very pleased to be involved in
working on this legislation with the
Senator from Vermont and other legis-
lation with Senator DORGAN.

To my colleague from Utah, if we
read the amendment carefully—all col-
leagues who are going to vote—we are
very clear on protections. If safeguards
are not in place, the drugs cannot be
reimported. That is clear language.

These are some of the protections:
strict FDA oversight; proof of FDA ap-
proval of imported medicines; only li-
censed pharmacists and wholesalers

can import medicines for retail sale;
importers will have to meet require-
ments for handling as strict as those
already in place for manufacturers; lab
testing to screen out counterfeits; lab
testing to ensure purity, potency, and
safety of medications. It is all clear.

I have a letter from the National
Community Pharmacists which is in
favor of this exact concept of our phar-
macists and wholesalers being able to
reimport these drugs so our consumers
can afford it.

The only protection we don’t have in
this amendment is protection for the
pharmaceutical industry to continue to
make excessive profits. I quote from
Fortune magazine:

Whether you gauge profitability by median
return on revenues, assets, or equity, phar-
maceuticals had a Viagra kind of year.

We are talking about an industry
making enormous profits, profits as a
percentage of revenue up around 18.6
percent. We have all the protection for
consumers. We just don’t want to pro-
tect the pharmaceutical company from
being able to gouge consumers. People
in Minnesota and in Alabama and in
Vermont and in North Dakota are say-
ing: Why can’t we have the trade? Why
can’t we have the competition? Why
can’t our pharmacists and wholesalers
reimport these drugs back to us so we
can get the drugs we need for ourselves
and our families at a price we can af-
ford?

This is a real simple amendment.
You are on the side of consumers, you
are on the side of real competition, or
you are on the side of the pharma-
ceutical industry. On this one, Sen-
ators have to be on the side of con-
sumers.

I am glad we finally have the chance
to bring up legislation that corrects
the injustice that finds American con-
sumers the least likely of any in the
industrialized world to be able to afford
drugs manufactured by the American
pharmaceutical industry because of the
unconscionable prices the industry
charges only here in the United States.

When I return to Minnesota which I
do frequently, I meet with many con-
stituents, but none with more compel-
ling stories than senior citizens strug-
gling to make ends meet because of the
high cost of prescription drugs—life-
saving drugs that are not covered
under the Medicare program. Ten or
twenty years ago these same senior
citizens were going to work everyday—
in the stores, and factories, and mines
in Minnesota—earning an honest pay-
check, and paying their taxes without
protest. Now they wonder, how can this
government—their government—stand
by, when the medicines they need are
out of reach.

But it is not just that medicare does
not cover these drugs. The unfairness
which Minnesotans feel is exacerbated
of course by the high cost of prescrip-
tion drugs here in the United States—
the same drugs that can be purchased
for frequently half the price in Canada
or Mexico or Europe. These are the
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exact same drugs, manufactured in the
exact same facilities with the exact
same safety precautions. A year ago,
most Americans did not know that the
exact same drugs are for sale at half
the price in Canada. Today, you can
bet the pharmaceutical industry wishes
no one knew it. But the cat is out of
the bag—and it is time for Congress to
right these inequities.

All the legislators speaking today
have heard the first-hand stories from
our constituents—in Minnesota,
Vermont, North Dakota, South Da-
kota, Washington state—constituents
who are justifiably frustrated and dis-
couraged when they can’t afford to buy
prescription drugs that are made in the
United States—unless they go across
the border to Canada where those same
drugs, manufactured in the same facili-
ties are available for about half the
price.

Senior citizens have lost their pa-
tience in waiting for answers—and so
have I.

Driving to Canada every few months
to buy prescription drugs at affordable
prices isn’t the solution; it is a symp-
tom of how broken parts of our health
care system are. Americans regardless
of party have a fundamental belief in
fairness—and know a rip-off when they
see one. It is time to end that rip-off.
While we can be proud of both Amer-
ican scientific research that produces
new miracle cures and the high stand-
ards of safety and efficacy that we ex-
pect to be followed at the FDA, it is
shameful that America’s most vulner-
able citizens—the chronically ill and
the elderly—are being asked to pay the
highest prices in the world here in the
U.S. for the exact same medications
manufactured here but sold more
cheaply overseas.

That is why I introduced with Sen-
ator DORGAN the International Pre-
scription Drug Parity Act, and with
Senator JEFFORDS the Medicine Equity
and Drug Safety Act, two bills which
will amend the Food, Drug, and Cos-
metic Act to allow American phar-
macists and distributors to import pre-
scription drugs into the United States
as long as the drugs meet FDA’s strict
safety standards. Pharmacists and dis-
tributors will be able to purchase these
drugs—often manufactured right here
in the U.S.—at lower prices overseas
and then pass the huge savings along to
American consumers.

What these bills do is to address the
absurd situation by which American
consumers are paying substantially
higher prices for their prescription
drugs than are the citizens of Canada,
and the rest of the industrialized
world. These bills do not create any
new federal programs. Instead they use
principles frequently cited in both
Houses of the Congress—principles of
free trade and competition—to help
make it possible for American con-
sumers to purchase the prescription
drugs they need. Now we have the
chance to adopt an amendment that in-
cludes the best of both those bills.

And the need is clear. A recent infor-
mal survey by the Minnesota Senior
Federation on the price of six com-
monly used prescription medications
showed that Minnesota consumers pay,
on average, nearly double (196%) that
paid by their Canadian counterparts.
These excessive prices apply to drugs
manufactured by U.S. pharmaceutical
firms, the same drugs that are sold for
just a fraction of the U.S. price in Can-
ada and Europe.

Pharmacists could sell prescription
drugs for less here in the United
States, if they could buy and import
these same drugs from Canada or Eu-
rope at lower prices than the pharma-
ceutical companies charge here at
home.

Now, however, Federal law allows
only the manufacturer of a drug to im-
port it into the U.S. Thus American
pharmacists and wholesalers must pay
the exorbitant prices charged by the
pharmaceutical industry in the U.S.
market and pass along those high
prices to consumers. It is time to stop
protecting the pharmaceutical indus-
try’s outrageous profits—and they are
outrageous.

Where the average Fortune 500 indus-
try returned 3.8 percent profits as a
percentage of their assets, the pharma-
ceutical industry returned 16.5 percent.

Where the average Fortune 500 indus-
try returned 15 percent profits as a per-
centage of shareholders equity, the
pharmaceutical industry returned 36
percent.

Those record profits are no surprise
to America’s senior citizens because
they know where those profits come
from—they come from their own pock-
etbooks. It is time to end the price
gouging.

We need legislation that can assure
our Senior Citizens and all Americans
that safe and affordable prescription
medications at last will be as available
in the United States of America as
they are in all the other countries of
the industrialized world. This amend-
ment which I am introducing along
with Senators JEFFORDS and DORGAN
accomplishes that end.

And contrary to the campaign of
false information being promoted by
the pharmaceutical industry, the
Amendment includes all the safety pre-
cautions needed to protect the Amer-
ican public. This amendment includes
the specific protections—which were
not included in the House-passed
amendments—to make sure we are not
sacrificing safety for price.

The only things that are not pro-
tected in this amendment are the ex-
cessive profits of the pharmaceutical
industry. My job as a United States
Senator is not to protect those profits
but to protect the people. Colleagues,
please join in and support this thought-
ful and necessary amendment that will
help make prescription drugs afford-
able to the American people.

Mr. JEFFORDS. Mr. President, I
yield 4 minutes to the Senator from
Michigan.

The PRESIDING OFFICER. The Sen-
ator from Michigan.

Mr. LEVIN. Mr. President, I com-
mend Senator JEFFORDS and Senator
DORGAN for this amendment. There is
no reason why American consumers
should not have access to lower-priced
medicines, while assuring the safety of
those medicines that are imported.

I quote from an editorial from the
Detroit News. This is an editorial de-
partment which is very outspokenly
conservative, avowedly conservative in
its editorial policy. It says:

. . . Congress should remove the prohibi-
tion because the federal government ought
not to restrict the purchasing options of
Americans.

It goes on to say:
. . . using government coercion to prevent

Americans from purchasing drugs from
abroad is not the way to go.

That is what this issue is all about.
This is whether or not we are going to
use the free market. This has nothing
to do with setting prices. This has to
do with using a free market to allow
the reimportation of something manu-
factured in the United States after it
has been certified by the FDA that it is
safe to do so.

It is incredibly galling as well as in-
credibly expensive for my constituents
in Michigan to go across the border to
Canada in order to buy drugs at about
half the price of what they are charged
for those same drugs in Michigan.
Again, these are drugs manufactured in
the United States and exported to Can-
ada. All this amendment says is that it
ought to be possible for our wholesalers
and our pharmacists to import some-
thing back into the United States man-
ufactured in the United States and
having been approved by a process of
the FDA to make sure that it is safe.

We have done a survey in my home
State. We have compared the prices of
these drugs. They are quite extraor-
dinary. We have many people who can-
not afford these drugs. These are often
lifesaving drugs, life-extending drugs.
These are drugs which reduce pain,
which make it possible for people to be
more mobile than they otherwise
would be.

We looked at seven of these most
popular drugs because there were three
on which we could not make a compari-
son because they were over-the-counter
drugs in Canada or otherwise unavail-
able to get prices, but seven of the
most popular drugs. Premarin is an es-
trogen tablet taken by menopausal
women. It costs $23 in Michigan, $10 in
Ontario. Synthroid—this replaces a
hormone which is normally produced
by the thyroid gland—costs over $13 in
Michigan, under $8 in Ontario. We
could go through the next five drugs on
this list, and I have done this already
in the RECORD in previous remarks I
made on the Senate floor.

We cannot afford to be subsidizing
the consumers in other countries. We
ought to use the free market that we
are all so proud of to allow the import
of something which is, by the way,



CONGRESSIONAL RECORD — SENATES7212 July 19, 2000
manufactured in the United States
and, by the way, in some cases had pre-
viously received financial support from
the taxpayers of the United States
through either the Tax Code on re-
search and development or, in some
cases, direct grants from the National
Institutes of Health to the scientists
who developed these drugs.

It is really an intolerable situation
when we have people in our States who
can’t afford these critically important
drugs and are simply prohibited from
having a wholesaler or a pharmacist
import that drug from another coun-
try. Since the amendment provides for
safety through a process which has to
be approved by the FDA, it seems to
me this is a sensible thing to do.

I thank the Chair.
The PRESIDING OFFICER. Who

yields time?
Mr. JEFFORDS. Mr. President, I

yield 5 minutes to the Senator from
North Dakota.

The PRESIDING OFFICER. The Sen-
ator from North Dakota is recognized.

Mr. DORGAN. Mr. President, there is
nothing worse than losing an argument
you are not having. We had four or five
opponents talk about this legislation,
and they were making arguments
about a bill that doesn’t exist. So they
win. What is the argument? Listen
carefully and you will hear the scare
tactics, suggesting that somehow in an
old garage with a dirt floor on a dusty
street somewhere in Haiti, someone is
going to produce a counterfeit drug and
ship it to the U.S. We should not do
that, they say. Well, I agree. But that
has nothing to do with this legislation.
They are winning an argument we are
not having.

This legislation establishes very
strict controls and pertains only to
prescription drugs that are produced in
manufacturing plants approved by the
FDA, with strict FDA oversight and
proof of FDA approval on all imported
medicines. Only licensed pharmacists
and wholesalers can import the medi-
cine for resale, and there is lab testing
to screen out counterfeits. That is
what this is about. Risk? This isn’t
about risk.

One of our colleagues said what we
need is more insurance coverage for
prescription drugs. Well, I agree that
we need to add a prescription drug ben-
efit to Medicare to help our senior citi-
zens pay for their medications.

But we also need lower prices for pre-
scription drugs. There is a famous foot-
ball coach who is on television just
about every night in an advertisement
for a drug called Zocor. He is one of
America’s better professional football
coaches and, I gather, a wonderful
man. He says that Zocor reduces his
cholesterol. I am sure it does; it is a
wonderful drug. Zocor is advertised
widely on television. If you buy it in
the United States it is $3.82 per tablet.
If you buy it in Canada—the same pill
by the same company—it is $1.82 per
tablet.

I ask anybody who spoke today in op-
position to this amendment, how does

one justify that? Do you support it? Do
you think it is right? Do you want to
tell the American consumer we have a
global economy for everyone except for
them? The compounds and chemicals
used in this pill can be accessed glob-
ally by the companies that produce it,
and that is fine. But the global econ-
omy isn’t for you, American con-
sumers. The drug companies can price
their products any way they want here
in the United States, and the American
consumer has no business accessing
them at a lower price anywhere outside
the United States.

I ask all those who oppose this, do
you support this pricing strategy—$1.82
for the person in Winnipeg, Canada,
and $3.82 for the U.S. consumer?

The Senator from Vermont offers a
very simple piece of legislation. The
amendment allows for the importation
only of products approved for sale in
the United States by the FDA and
manufactured in FDA-approved plants.

At a hearing before the HELP com-
mittee earlier this year, Dr. Chris-
topher Rhodes, a professor of applied
pharmaceutical sciences at the Univer-
sity of Rhode Island, who has 30 years
of experience on the development and
evaluation of drug products, said this:

It is my considered professional opinion
that the process of using re-imported pre-
scription drugs in the United States need not
place the American public at any increased
risk of ineffective or dangerous products.

I understand what is at work here.
The pharmaceutical industry wants to
protect what they have. They have a
pretty good deal. They can price their
products at whatever price they want.
But this is about fair prices for Amer-
ican consumers. I heard a colleague
say: If we don’t price products like this
in the U.S., there won’t be research and
development for new drugs.

Oh, really? Every European country
receives lower prices for the same
drugs. Yet a larger percentage of re-
search and development on prescrip-
tion drugs takes place in Europe than
in the United States. Explain that.

This is a good piece of legislation. I
hope my colleagues will see it for what
it is. It doesn’t pose any risk. It says to
the American consumers that they
have rights as well.

Mr. COCHRAN. Mr. President, I yield
the remainder of the time on our side
to the distinguished Senator from
North Carolina, Mr. HELMS.

Mr. HELMS. Mr. President, I ask
unanimous consent that I may deliver
my remarks while seated at my desk.

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

Mr. HELMS. Mr. President, I don’t
question the sincerity of those who ad-
vocate this amendment which is in-
tended to repeal the law that prohibits
the wholesale reimportation of poten-
tially unsafe drugs from Canada or
Mexico. While they may scoff at the
opposition, I predict that one day,
somewhere down the line, they will re-
gret sincerely their support of this pro-
posal which is fatally flawed.

Most Americans never doubt the
safety of the drugs in our pharmacies
and hospitals. That is because they un-
derstand that no drug can be sold in
America without manufacturers first
making enormous investments in re-
search and development, the compound
passing rigorous testing and review by
the FDA, and then being distributed
through a supply system that ensures
that drugs must pass through a reliable
and verifiable chain of custody.

No country in the world does as much
to ensure the safety and efficacy of
drugs used by its citizens.

FDA Commissioner, Dr. Jane
Henney, recently warned that the
United States demand for Canadian
drugs could cause Canada to ‘‘be used
as a front for counterfeit or contami-
nated products becoming available.’’

Some Senators have said: Forget
that; it is not going to happen. Well, I
predict that it is going to happen. Com-
missioner Henney went on to empha-
size: ‘‘One has to be concerned about a
safety issue here.’’

Echoing Commissioner Henney’s con-
cerns, the former FDA Commissioner
and current Dean of the Yale Medical
School, Dr. David Kessler, warned last
year: ‘‘with the rise of Internet phar-
macies, the opportunities for illicit dis-
tribution of adulterated and counter-
feit products have grown . . . Repeal-
ing the prohibition on reimportation of
drugs would remove one of the prin-
cipal statutory tools for dealing with
this growing issue.’’

Mr. President, current law has pro-
tected American consumers from the
importation of substandard, impotent,
adulterated, contaminated, and coun-
terfeit pharmaceuticals—problems that
have plagued many other countries.
There is simply no good reason to un-
dermine the integrity of our pharma-
ceutical supply system and to expose
American consumers to corrupt mid-
dlemen and counterfeiters.

Foregoing the benefits of free mar-
kets and innovation for the false prom-
ise of cheaper, price-controlled drugs
will lead not to improved health care
but rather to a proliferation of unsafe
and counterfeit drugs, a reduction in
incentives and investment to develop
new life-saving and life-improving
medications; and ultimately, if this
proposal passes, disastrous and fatal
consequences for countless Americans.

Mr. President, I yield the floor.
Mr. JOHNSON. Mr. President, I rise

to join Senators DORGAN and JEFFORDS
in support of the prescription drug
amendment being offered to the Agri-
culture Appropriations bill currently
pending before this body. I commend
my colleagues for their steadfast com-
mitment to addressing this critically
important issue. Like all of my col-
leagues, I deplore conditions that lead
to Americans choosing between buying
food for their family or medicine for
their illnesses which is a choice that
millions of consumers in this country
are forced to make every day. This is a
travesty and one that I am committed
to put an end to.
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The discussion of prescription drug

pricing, accessibility, affordability,
and safety has been elevated to new
heights in the last year as we in Con-
gress work to develop a practical and
cost-effective approach to providing re-
lief to combat escalating prescription
drug prices for consumers throughout
the United States.

Numerous studies have been con-
ducted that highlight the price dif-
ferentials existing between the United
States, our neighbors to the North and
South, and countries in the European
Union. Several reports confirm that
pharmaceutical prices are substan-
tially higher in the United States than
other countries.

Consider how drug prices charged to
Americans differ from the drug prices
paid by people living in other areas of
the world as reported from a study
done by the PRIME Institute at the
University of Minnesota.

The study found that if Americans
pay an average of $1.00 for a pharma-
ceutical product, that exact same prod-
uct with the exact same dosage would
have a much lower average cost in
other industrialized nations. On aver-
age, that $1.00 product in the United
States would cost .64 cents in Canada,
.68 cents in Sweden, .65 cents in Eng-
land, .71 cents in Germany, .57 cents in
France, and .51 cents in Italy.

This amounts to price-gouging of
Americans. It’s wrong, and it has to
stop.

So you ask, why don’t Americans
just buy it over the border and bring it
back to the U.S.? Well, some individ-
uals are being forced to take such dras-
tic measures. South Dakota, though it
does not share a border with another
country, has an increasing number of
individuals willing to make the drive
to either Mexico or Canada, knowing
full well that the savings are great
enough to more than offset any ex-
penses occurred in the process.

Presently, anecdotal evidence sug-
gests that thousands of Americans
cross the border to see a doctor and get
their prescriptions filled for 25–50% less
in cost for many popular prescription
drugs. Here are a couple stories that
have been shared with me over the last
year:

A 72 year-old woman in Arlington,
SD who spends $243 a month on pre-
scription drugs wrote to me and said,
‘‘The meds are so high in South Da-
kota. I try to get as much of them in
Mexico as I can. I don’t understand
why there has to be such a difference in
price.’’

A 41-year-old man suffering from a
disease that requires daily medication
at a cost of more than $400 per month
wrote to me and said, ‘‘I want you to
know that while I recognize that sen-
iors are particularly hurt by unfair
prescription pricing due to their fixed
incomes, other Americans also feel the
pinch. The same medication that I take
is available in Mexico at less than half
the price that it costs me in the U.S.
Unfortunately, I can not afford to trav-

el to Mexico periodically to obtain my
prescription.’’

Under current federal law, however,
pharmaceutical companies are the only
ones allowed to import drugs approved
by the U.S. Food and Drug Administra-
tion into this country. Yet, if an Amer-
ican pharmacist or distributor wants
to purchase these FDA-approved drugs
at the lower prices available in other
countries and pass the savings along to
their customers, they are prohibited by
law from doing so.

On July 10, the House of Representa-
tives overwhelmingly passed two
amendments to the Agriculture Appro-
priations bill that would allow wide-
spread importation of prescription
drugs without any FDA oversight. The
overwhelming bipartisan support for
these amendments clearly shows that
Congress no longer wants to deny
American consumers access to FDA ap-
proved medications that are available
in other countries at much lower
prices. I support that position and, in
fact, have sponsored legislation intro-
duced by my colleagues Senators DOR-
GAN and JEFFORDS regarding inter-
national pricing disparities.

While I agree with the intent of the
House action, I have concerns that the
House provisions do not include the
safety mechanisms necessary to ensure
that only safe and effective FDA ap-
proved medications cross our borders.
Perhaps the number one concern men-
tioned in regard to the reimportation
of prescription drugs is the safety of
the consumer. As with any product
that passes through multiple distribu-
tion channels, it is important that a
baseline be established to ensure prop-
er handling and storage. This is par-
ticularly crucial in maintaining the
therapeutic equivalence of prescription
drugs.

The amendment we are offering
today, which would amend federal law
to allow pharmacists, distributors and
licensed wholesalers to legally import
U.S. FDA approved prescription drugs,
addresses this concern by imple-
menting assurances that any prescrip-
tion drug reimported under this pro-
posal be manufactured, packaged, and
labelled according to FDA standards. It
includes the essential safety provisions
that will allow American consumers to
benefit from international price com-
petition for prescription drugs in the
safest manner possible.

Many pro-consumer groups such as
Families USA, Public Citizen and the
National Community Pharmacists As-
sociation endorse this amendment say-
ing it is a positive step towards lev-
eling the playing field for prescription
drug prices and would save U.S. con-
sumers billions of dollars by allowing
the safe reimportation of American-
made, FDA-approved prescription
drugs.

Of course, the pharmaceutical indus-
try presents many economic and pro-
prietary rationales for price dispari-
ties. From price controls to R&D to
currency exchange rates, arguments

are made that the prices garnered by
some pharmaceutical companies are
justified in a world where price is a
measure of willingness to pay and price
elasticity, not compassion or empathy.

Industry representatives have stated
it would be profoundly fatal to allow
for the reimportation of pharma-
ceutical drugs from other countries
who purchase them at a much lower
cost than our nation’s senior popu-
lation as this will create instability in
the world’s pharmaceutical markets.
Personally, I can think of nothing
more tragic than charging Americans
prices for prescription medications
that cost far more than the majority of
Americans are able to pay without sac-
rificing one or more basic needs in
their lives.

In my home state of South Dakota, I
am conducting prescription drug meet-
ings where constituents are able to
communicate their concerns regarding
prescription drug prices and express
their ability, or perhaps inability, to
pay for therapeutic regiments pre-
scribed by their physician. Many of
them ask, ‘‘Why are citizens of other
countries able to purchase their pre-
scriptions at such lower prices?’’ After
all the arguments I have heard from
the industry on why this is the case, I
have yet to hear an acceptable re-
sponse that I could give.

Perhaps the most disturbing argu-
ment that I have heard in the past year
came from an industry representative
during an Alliance for Health Reform
briefing last year. Our colleague, Sen-
ator ROCKEFELLER, read a question
from the crowd that asked why this in-
dividual’s brother-in-law got the same
medication from the same U.S. manu-
facturer for a considerable amount
less. What I heard in response was
shocking. The following quote is taken
verbatim from the transcript of that
briefing:

Price discrimination is an economic con-
cept that merely means different people in
different markets are charged different
things. In this particular case, price dis-
crimination exists between the Canadian
market and American market, for lots of
reasons: differences in medical practice, how
much of the product is sold, difference in ex-
change rates, different kinds of patent pro-
tections, the length and cost in time of dis-
tributing drugs and the marketing of drugs,
and differences in living standards.

[You] could have used Mexico as your ex-
ample and would have found that it is less
than a third of the price potentially and
that’s in large part because the standard of
living is substantially lower and they can af-
ford so much less. Beyond that, and the
other income differences, there is the dif-
ference in willingness to pay.

The idea that Americans are charged
what they are because they are willing
to pay for it, is perhaps the most insen-
sitive of all arguments. Can you imag-
ine measuring the value of someone’s
life by whether or not they are willing
to fill their prescription to control
their cholesterol level or pay their
rent? As well, the standard of living
that exists for most elderly in the
United States is precisely the reason
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why we are having this hearing today.
The simple fact is many seniors are not
able to meet all of their basic needs
and adhere to their prescription regi-
ment. The number of South Dakotans
who, due to their standard of living,
can not afford their prescription drugs
suggests that the pricing of pharma-
ceutical goes far beyond reasons based
on standard of living and willingness to
pay otherwise South Dakotans would
have no problem affording their pre-
scription drugs.

Mr. President, I am reminded of a
popular fast food chain motto some
years back that proclaimed, ‘‘Make a
run for the border.’’ Who would have
ever thought that we would be apply-
ing this same motto to the citizens of
our country with regard to their pre-
scription drug needs.

The amendment before us is an ap-
propriate response to the discrimina-
tory pricing practices engaged in by
much of the pharmaceutical industry.
The pharmaceutical industry, year
after year, sits at the top of the For-
tune Magazine list of most profitable
industries in the country. The latest
report covering 1999 showed the indus-
try maintained top rankings from pre-
vious years: No. 1 in return on reve-
nues, No. 1 in return on assets, No. 1 in
return on equity. And the prices they
charge to the uninsured in America re-
main the highest in the world.

For years, Americans have paid the
price in more ways than just at the
pharmacy counter for the cost of their
prescription drugs. Improper prescrip-
tion drug usage results in thousands of
deaths a year though the exact number
of seniors included in this number may
never be known. How many seniors
skip a day’s pill or cut them in half in
order to stretch their prescription just
one more day? I would argue that even
one is too many.

We are all working to address the
concerns of not only our constituents
in our respective home states but for
citizens across this nation that rely on
prescription drugs for their health care
needs. I believe that every Senator
here today is deeply concerned about
the rising out-of-pocket costs for pre-
scription drugs and hopefully we can
address many of these concerns here
today with passage of this amendment.

I am pleased to join Senators DORGAN
and JEFFORDS in cosponsoring this cru-
cial amendment and urge all of my col-
leagues to support its immediate pas-
sage.

Mrs. MURRAY. Mr. President, I ap-
plaud the efforts of the sponsors of this
amendment.

As a Senator from a border State, I
recognize the frustrations that have
brought us to this point.

American consumers must have ac-
cess to safe, affordable prescription
drugs.

Mr. President, I intend to vote for
this amendment because I believe we
must move this debate forward.

I know that many Americans are fac-
ing serious problems because of the
cost of prescription drugs.

I hope this amendment will have
some impact on the market forces and
that we will see some savings as a re-
sult.

But, Mr. President, while I will sup-
port this amendment, I do have two se-
rious concerns.

First, we must be careful that we
don’t weaken the high safety standards
for drugs in this country.

And second, we should not think for
a moment that passing this amend-
ment will mean we have helped senior
citizens get access to the drugs they
need.

We still must pass a Medicare pre-
scription drug benefit.

I’m concerned that this amendment
could draw attention away from the
much larger issue of providing a pre-
scription drug benefit through Medi-
care.

Mr. President, I’ve spent a lot of time
working on this issue.

In fact, back in 1997—as a member of
the Senate Health, Education, Labor
and Pensions Committee—I examined
the drug approval process so that we
could enact a responsible and balanced
FDA reform bill.

The one lesson I took away from that
process is that, while some of the rules
for drug approval in this country can
be lengthy, they have been successful
in ensuring that America’s prescription
drugs are safe and effective.

We’ve worked hard to ensure we have
safe pharmaceuticals in this country,
and I don’t know any American who
would accept anything less than the
safety we have today.

Unfortunately, this amendment does
not guarantee that those standards
will remain as strong as they must be.
That’s because other countries have
lower standards.

In fact, a recent hearing in the House
Commerce Committee clearly illus-
trated a number of lapses in safety in-
spection at facilities outside the
United States.

I’m concerned that even with ‘‘im-
portation restrictions’’ we can’t be as
confident as we should be of the manu-
facturing standards used abroad.

This amendment gives us no assur-
ance about the conditions under which
the products were packaged, stored,
handled, or shipped.

Consumers have no way to determine
the potency of the individual units.

We know there are these types of
problems with imported drugs today,
and I’m concerned that unless this
amendment is implemented very care-
fully, we could magnify those prob-
lems.

While I am pleased that the sponsors
have made significant improvements
from the House-passed amendment on
drug reimportation, I’m still concerned
that implementation could undermine
our faith in the safety of all prescrip-
tion drugs.

Mr. President, I’m also concerned
that there is no guarantee that con-
sumers would reap the benefits that
are being suggested.

There is no requirement that the
wholesaler or distributor pass the sav-
ings on to consumers.

Today, each consumer today often
pays a different price for a prescription
drug depending upon whether or not
they have insurance coverage.

This amendment could simply enrich
drug wholesalers at the expense of con-
sumers.

In fact, back in 1999 David Kessler,
the former FDA Commissioner, made
this point regarding the effect on the
consumer when he said:

. . . prices to ultimate consumers are gen-
erally not lowered. . . . Rather, the profits
go to the various middlemen, here and
abroad, while consumers bear the risk.

Mr. President, the bottom line is
that drug re-importation does not
guarantee any savings for the con-
sumer.

Mr. President, I have heard many of
my colleagues talk about the need for
a prescription drug benefit for seniors
to ensure affordable access to prescrip-
tion drugs.

If any of my colleagues think this
amendment will meet this objective,
they will be disappointed.

This amendment will simply not pro-
vide affordable, continuous, com-
prehensive access to prescription drugs
for Medicare beneficiaries.

A prescription drug benefit is not
just something to be ‘‘tacked-on’’ to
Medicare. It has to be a fundamental
change in how we provide health care
to seniors and the disabled.

Today, prescription drugs are the
doctor’s office visits of 20 years ago and
that must be considered as we work on
adding a prescription drug benefit.

Mr. President, I do plan on sup-
porting this amendment with the res-
ervations I’ve mentioned.

I am hopeful that the regulatory
process can address some of these
risks, and I believe this amendment
will—at the least—address some of the
issues of fairness that have been raised.

I just hope that America’s seniors are
not fooled by this amendment.

No one should claim that—with this
amendment—we have addressed the
issue of prescription drug costs for sen-
iors.

It is still a job we must undertake,
and I hope that this amendment
strengthens—rather than weakens—the
resolve of the Senate to provide a pre-
scription drug benefit through Medi-
care.

Mr. JEFFORDS. Mr. President, how
much time do I have remaining?

The PRESIDING OFFICER. The Sen-
ator has 5 minutes.

Mr. JEFFORDS. Mr. President, we
have heard long arguments today
about the bill. I think there is general
agreement, however, that if it is safe
and possible, we should allow our peo-
ple in this country to be able to take
advantage of international competition
to bring the cost of pharmaceuticals
down to a reasonable rate and to that
which other people in this world are
able to receive.
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Keep in mind, that is what the goal

is. Right now, the bill requires the
FDA to ‘‘contain such additional safe-
guards as the Secretary may specify in
order to ensure the protection of the
public health of patients in the United
States.’’

I would like to pose a question to the
chairman on his amendment. The
amendment requires that the section
may not operate unless it poses ‘‘no
risk.’’ Am I correct in assuming that
the author’s intent is that there be ‘‘no
risk’’ above that which prevails today?

Mr. COCHRAN. Mr. President, to re-
spond to the question of the distin-
guished Senator, I answer in the af-
firmative. Yes.

Mr. JEFFORDS. Mr. President, I ac-
cept the amendment.

Mr. COCHRAN. Mr. President, time
has been used on this side.

Does the Senator yield back his
time?

Mr. JEFFORDS. I yield the remain-
der of my time.

Mr. COCHRAN. Mr. President, I ask
for the yeas and nays on the Cochran
amendment.

The PRESIDING OFFICER. Is there a
sufficient second?

There is a sufficient second.
The question is on agreeing to

amendment No. 3927. The clerk will
call the roll.

The legislative clerk called the roll.
Mr. REID. I announce that the Sen-

ator from Delaware (Mr. BIDEN) and the
Senator from New Jersey (Mr.
TORRICELLI) are necessarily absent.

I also announce that the Senator
from South Carolina (Mr. HOLLINGS) is
absent due to a death in the family.

The PRESIDING OFFICER (Mr.
VOINOVICH). Are there any other Sen-
ators in the Chamber who desire to
vote?

The result was announced—yeas 96,
nays 0, as follows:

[Rollcall Vote No. 216 Leg.]

YEAS—96

Abraham
Akaka
Allard
Ashcroft
Baucus
Bayh
Bennett
Bingaman
Bond
Boxer
Breaux
Brownback
Bryan
Bunning
Burns
Byrd
Campbell
Chafee, L.
Cleland
Cochran
Collins
Conrad
Craig
Crapo
Daschle
DeWine
Dodd
Domenici
Dorgan
Durbin
Edwards
Enzi

Feingold
Feinstein
Fitzgerald
Frist
Gorton
Graham
Gramm
Grams
Grassley
Gregg
Hagel
Harkin
Hatch
Helms
Hutchinson
Hutchison
Inhofe
Inouye
Jeffords
Johnson
Kennedy
Kerrey
Kerry
Kohl
Kyl
Landrieu
Lautenberg
Leahy
Levin
Lieberman
Lincoln
Lott

Lugar
Mack
McCain
McConnell
Mikulski
Moynihan
Murkowski
Murray
Nickles
Reed
Reid
Robb
Roberts
Rockefeller
Roth
Santorum
Sarbanes
Schumer
Sessions
Shelby
Smith (NH)
Smith (OR)
Snowe
Specter
Stevens
Thomas
Thompson
Thurmond
Voinovich
Warner
Wellstone
Wyden

NOT VOTING—3

Biden Hollings Torricelli

The amendment (No. 3927) was agreed
to.

Mr. COCHRAN. Mr. President, I move
to reconsider the vote.

Mr. WELLSTONE. I move to lay that
motion on the table.

The motion to lay on the table was
agreed to.

The PRESIDING OFFICER. The
question is on the first-degree amend-
ment.

Mr. JEFFORDS. Mr. President, have
the yeas and nays been ordered?

The PRESIDING OFFICER. They
have not.

Mr. JEFFORDS. Mr. President, I ask
for the yeas and nays.

The PRESIDING OFFICER. Is there a
sufficient second?

There is a sufficient second.
The yeas and nays were ordered.
Mr. JEFFORDS. Mr. President, I ask

unanimous consent I have 20 seconds to
explain the amendment.

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

Mr. JEFFORDS. The Jeffords amend-
ment, as modified by the COCHRAN
amendment——

Mr. WELLSTONE. Mr. President,
may we have order in the Chamber.

Mr. BYRD. Mr. President, may we
have order in the Chamber.

The PRESIDING OFFICER. There
will be order in the Chamber.

The Senator from Vermont.
Mr. BYRD. Mr. President, may we

have order in the Chamber.
The PRESIDING OFFICER. The Sen-

ate will suspend until there is order in
the Chamber.

The Senator from Vermont.
Mr. JEFFORDS. The Jeffords amend-

ment, as modified by the Cochran
amendment, now states the bill re-
quires the Food and Drug
Administration——

Mr. BYRD. Mr. President, we still do
not have order. May the Senate be in
order. May we have order.

The PRESIDING OFFICER. The Sen-
ate will be order.

The Senator from Vermont.
Mr. BYRD. Mr. President, I insist

that there be order in the Senate be-
fore the Senator from Vermont pro-
ceeds.

I hope Senators will listen to the
Chair. The Chair is entitled to that re-
spect, and so is the Senator from
Vermont.

The PRESIDING OFFICER. The Sen-
ator from Vermont.

Mr. JEFFORDS. Mr. President, on
the critical provision, the bill now re-
quires that the Food and Drug Admin-
istration’s regulation contain such ad-
ditional safeguards as the Secretary
may specify in order to ensure the pro-
tection of the public health of patients
in the United States so that it creates
no risk above that which prevails
today.

I ask for a yes vote and I urge the
question.

Mr. BREAUX. Mr. President, is there
any time in opposition to the amend-
ment?

The PRESIDING OFFICER. There is
none.

Mr. NICKLES. Mr. President, I ask
unanimous consent the Senator from
Louisiana be recognized.

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

Mr. BREAUX. Thank you very much.
I just make the point, we have a

Food and Drug Administration and
Health and Human Services Depart-
ment that already is overburdened. The
amendment as is currently pending is
going to require them to set up a pro-
gram in 150 countries around the world
to ensure that every warehouse, every
manufacturer, every person who han-
dles every drug in their country that is
coming to this country be certified as
healthy. They cannot do that. That is
an impossible burden.

This should not be passed. I think we
should vote no.

The PRESIDING OFFICER. The
question is on agreeing to amendment
No. 3925, as amended. The yeas and
nays have been ordered. The clerk will
call the roll.

The bill clerk called the roll.
Mr. NICKLES. I announce that the

Senator from Mississippi (Mr. LOTT) is
necessarily absent.

Mr. REID. I announce that the Sen-
ator from Delaware (Mr. BIDEN) and the
Senator from New Jersey (Mr.
TORRICELLI) are necessarily absent.

I also announce that the Senator
from South Carolina (Mr. HOLLINGS) is
absent due to death in family.

The PRESIDING OFFICER. Are there
any other Senators in the Chamber
who desire to vote?––

The result was announced—yeas 74,
nays 21, as follows:

[Rollcall Vote No. 217 Leg.]
YEAS—74

Abraham
Akaka
Allard
Ashcroft
Baucus
Bingaman
Boxer
Brownback
Bryan
Burns
Byrd
Campbell
Chafee, L.
Cleland
Collins
Conrad
Craig
Crapo
Daschle
DeWine
Dodd
Domenici
Dorgan
Durbin
Edwards

Feingold
Feinstein
Fitzgerald
Gorton
Graham
Grams
Grassley
Gregg
Harkin
Inouye
Jeffords
Johnson
Kennedy
Kerrey
Kerry
Kohl
Kyl
Landrieu
Lautenberg
Leahy
Levin
Lieberman
Lincoln
Lugar
McCain

Mikulski
Moynihan
Murkowski
Murray
Reed
Reid
Robb
Roberts
Rockefeller
Roth
Sarbanes
Schumer
Sessions
Shelby
Smith (NH)
Smith (OR)
Snowe
Specter
Stevens
Thomas
Thurmond
Warner
Wellstone
Wyden

NAYS—21

Bayh
Bennett
Bond
Breaux
Bunning
Cochran
Enzi

Frist
Gramm
Hagel
Hatch
Helms
Hutchinson
Hutchison

Inhofe
Mack
McConnell
Nickles
Santorum
Thompson
Voinovich

NOT VOTING—4

Biden
Hollings

Lott
Torricelli

The amendment (No. 3925), as amend-
ed, was agreed to.
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Mr. JEFFORDS. I move to reconsider

the vote.
Mr. COCHRAN. I move to lay that

motion on the table.
The motion to lay on the table was

agreed to.
NOTICE OF INTENT TO MOVE TO SUSPEND

PARAGRAPH 4 OF RULE XVI

Mr. ASHCROFT. Mr. President, in
accordance with Rule V of the Stand-
ing Rules of the Senate, I hereby give
notice in writing that it is my inten-
tion to move to suspend paragraph 4 of
rule XVI for the purpose of considering
title IV of H.R. 4461, making appropria-
tions for Agriculture, Rural Develop-
ment, Food and Drug Administration
and Related Agencies programs for the
fiscal year ending September 30, 2001,
and for other purposes, as amended on
July 18, 2000, by unanimous consent.
(The UC is as follows: That all after the
enacting clause of H.R. 4461 be stricken
and the text of S. 2536 with a modified
division B be inserted in lieu thereof,
and that the new text be treated as
original text for the purpose of further
amendment, and that no point of order
be waived.)

At the request of the Senator from
Nevada (Mr. REID) the following state-
ment was ordered to be printed in the
RECORD.
∑ Mr. BIDEN. Mr. President, because of
the sudden death of the former mayor
of Wilmington, Delaware, who was a
close friend of mine, I had to return to
Delaware today directly after the fu-
neral for Senator Pastore. Con-
sequently, I was necessarily absent for
the roll-call votes on Senate amend-
ments No. 3925 and No. 3927 to the Agri-
culture Appropriations bill. Had I been
present, I would have voted yes on both
amendments.

The high cost of pharmaceuticals in
this country relative to the cost of the
same drugs in nearby countries, such
as Canada and Mexico, is a major irri-
tant to many seniors struggling to
make ends meet in the face of fixed in-
comes and high expenses for medica-
tions. Reimportation of drugs from for-
eign countries, although it may lower
prescription drug costs for Americans,
should not be permitted if it will jeop-
ardize the health of this country’s citi-
zens. The potential effect of these pro-
visions to reduce pharmaceutical re-
search and development in the U.S. is
an unknown but important factor. The
controversy over these provisions
serves to emphasize once again the
need to expand Medicare to provide
prescription drug insurance coverage
for seniors and the disabled.∑

The PRESIDING OFFICER. The Sen-
ator from Alabama.

Mr. SHELBY. Mr. President, I ask
unanimous consent to speak as in
morning business for 5 minutes.

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

REMEMBERING SENATOR PAUL
COVERDELL

Mr. SHELBY. Mr. President, I rise
today to join some of my fellow Sen-

ators in remembering the extraor-
dinary life and service of our friend and
colleague, PAUL COVERDELL.

It is a somber day in the Senate
Chamber, as we deal with this loss.
PAUL COVERDELL served the people of
Georgia with distinction for over 30
years. His passing leaves a significant
mark on the many lives he has touched
over his lifetime. On behalf of myself
and my wife Annette, I offer my condo-
lences to PAUL’S wife Nancy and his
family.

Anyone who dealt with PAUL COVER-
DELL over the years came to respect
him. He was honest, loyal, and dedi-
cated to public service. It was these
characteristics that PAUL brought to
the table every day in his life. PAUL’S
vision as a legislator and commitment
to the principles and values for which
he truly believed were demonstrated
time after time in this Chamber. His
commitment to improving education in
the U.S. sets a high standard for all
public officials. His hard work in the
Republican leadership and his vision of
a prosperous future for all Americans
deserves tremendous praise.

Personally, it was truly my privilege
to know and work with PAUL over the
years. We sat next to each other re-
cently in the Senate, as can be seen.

He will be remembered as a dedicated
American who gave much of his life in
service to his Nation. I offer my
thoughts and prayers to those close to
PAUL in this difficult time, especially
to his family.

Mr. COCHRAN. Mr. President, I sug-
gest the absence of a quorum.

The PRESIDING OFFICER. The
clerk will call the roll.

The assistant legislative clerk pro-
ceeded to call the roll.

Mr. FITZGERALD. Mr. President, I
ask unanimous consent that the order
for the quorum call be rescinded.

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

Mr. FITZGERALD. Mr. President, I
ask unanimous consent to speak for 5
minutes as in morning business.

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

Mr. FITZGERALD. Mr. President, I
rise today to deliver some remarks
upon the death of our beloved col-
league, PAUL COVERDELL.

It is no exaggeration to say that the
whole Senate is in a state of shock that
we no longer have PAUL with us. Just
last week, Senator COVERDELL was
among us on the Senate floor debating
legislation, visiting with us in the
Cloakroom, speaking up in our weekly
Republican conference. And now, only
a short period later, he is no longer
with us. To my knowledge, PAUL never
seemed to have had any health prob-
lems. He certainly seemed fine last
week.

My last remembrance of him is just
how happy he was when we adjourned
on Friday afternoon after we passed
that landmark legislation repealing
the death tax. I guess the fact that
PAUL is no longer with us reminds us

all that we need to keep life in perspec-
tive.

I first met Senator COVERDELL when
I was first campaigning for the Senate
2 or 3 years ago. From that first time
I met him, I came away with a very
powerful impression that he was a
most sincere and decent and friendly
person. In all my dealings with him in
my year and a half in the Senate, that
impression never changed. PAUL was
always in a good, cheerful mood. He
was always positive and upbeat. I never
once saw him raise his voice or get
angry at anybody. He was unfailingly
polite and courteous at all times and to
everyone. He was the quintessential
southern gentleman and a delight to
know.

In the Senate, we debate issues of
great moment to our country: war and
peace, the economy, education policy. I
guess it is sometimes the little, per-
sonal, seemingly inconsequential ges-
tures of friendship that one remembers.
I used to sit next to Senator COVER-
DELL every week in our Wednesday Re-
publican luncheons. I got to know
PAUL that way, not only as a colleague
but as a person. Every week PAUL
would gently rib me for eating my
main course before I ate my salad.
Week after week he would comment on
that. I think finally he just concluded
that that was a peculiar habit of mid-
westerners.

I will always remember the smile and
the twinkle in PAUL COVERDELL’s eyes,
and I won’t easily forget him or my
friendship with him.

PAUL, I am proud to have served with
you. I am going to miss you. We are all
going to miss you. You enriched this
Senate, the State of Georgia, and the
whole country by your service. Our
thoughts and prayers are with you and
your wonderful wife Nancy and your
family. May God bless you and keep
you.

The PRESIDING OFFICER. The Sen-
ator from Illinois.

Mr. DURBIN. Mr. President, I ask
unanimous consent to speak for up to 5
minutes as in morning business.

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

Mr. DURBIN. Mr. President, I join
my colleague from Illinois in paying
tribute to our fallen colleague, Senator
PAUL COVERDELL.

I have been in the Senate for 4 years
and have worked with many colleagues
on both sides of the aisle. I agree com-
pletely with Senator FITZGERALD: Sen-
ator COVERDELL brought to this floor a
certain dignity and demeanor to which
we all aspire. He was a person of good
humor. I think it may be difficult for
many people who follow the debates in
the Senate to believe that a Democrat
who believes very strongly in his party
and a Republican who believes very
strongly can be engaged in a hot debate
on the floor of the Senate and then, as
soon as the debate is over, meet each
other in the corridor or the well or at
another time and be friends. That was
the case with PAUL COVERDELL.
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