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productive and we moved America’s
business forward in a very positive
way.

I know several people will have state-
ments over the course of the morning,
looking back over the past several
weeks, in that we have had a very pro-
ductive session that delivered to the
American people.

———

CONCERNS ABOUT PRESCRIPTION
DRUG ADVERTISING

Mr. FRIST. Mr. President, I would
like to make a statement that I regard
as a very important one because it re-
flects what I think is a needed change
in behavior that affects health care
across America. Let me begin with a
few phrases: ‘“‘Keep the spark alive,”
“The healing purple pill,” “If a playful
moment turns into the right moment
you can be ready,” ‘“‘For everyday vic-
tories.”

You turn on your TV anytime of the
day and that is what you will hear and
that is what you will see. These are the
advertising tag lines for some of Amer-
ica’s best selling and most advertised
prescription drugs—in the last several
weeks, months and years. We all know
them when I read them. Some even
have the images that pop up into their
minds, because we see them again and
again and again and again. We are bar-
raged by them.

I mention this as a physician, be-
cause 10 years ago you would not have
seen any of that advertising on tele-
vision. We have heard them on our tel-
evision sets, we hear them on our fa-
vorite radio programs, we see them in
newspapers, we see them in magazines.
Those who go to NASCAR races see
them on the cars. You see them on bill-
boards along the highways. We are bar-
raged with this information. It is
called direct-to-consumer advertising.
When I was practicing medicine before
coming to this body—not that long
ago, in 1994—it didn’t exist.

This is what direct-to-consumer ad-
vertising is. When drug companies,
pharmaceutical companies, market
their products, the marketing used to
be done to physicians who could accu-
mulate that information and help pa-
tients make decisions. But the direct-
to-consumer goes over the heads of
physicians with this advertising, direct
to the American people, direct to the
consumer. It is called direct-to-con-
sumer advertising, or DTC is the termi-
nology people use.

It is a two-edged sword. Obviously
there can be huge health education
benefits to such advertising because
you are exposed to it, you are barraged
with it, and information is provided,
information to which you might not
otherwise have access. But let there be
no mistake, drug advertisements are
fuel to America’s skyrocketing pre-
scription drug cost. It is a two-edged
sword. The advertising is new over the
last 10 years. Now it is time to assess
the efficacy of advertising, but also po-
tential damage that is done by this
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proliferation, this skyrocketing of ad-
vertising to which we are being ex-

posed.
These ads do influence consumer be-
havior; otherwise, drug companies

wouldn’t be putting money into them.
Their real purpose at the end of the
day is to have a drug that, yes, helps
people, but also makes money for
them. It affects consumer behavior and
it also—though it is not said very
much but I will speak to it here short-
ly—affects physician behavior in a way
I think is detrimental. Physicians
don’t want to talk about it very much
because it is a little embarrassing. I
will come back to that. But it affects
physicians’ behavior in a way that I
think is not healthy, as well as affect-
ing consumer behavior.

These ads cause people to take more
prescription drugs. They have the po-
tential to create an artificial demand
and thereby they can drive up health
care costs for everybody listening to
me as individuals, but also our overall
health care cost for the Nation.

I believe it has reached a point where
they—again, it can be very positive
with the health education—are need-
lessly and wastefully driving up health
care costs. Thus it is time for us to get
more information but also address the
issue.

Moreover, a lot of the direct-to-con-
sumer advertising is misleading. I
know, as people listen, you tend to be-
lieve, unfortunately, what you see on
TV and that can be dangerous in cer-
tain cases. This direct-to-consumer ad-
vertising can oversell hope, and people
want hope; it can oversell results; and
it can also undersell the risk. Every
drug has side effects. Every drug has a
side effect. We may not know all of the
side effects, but the idea of promoting
a drug without adequately enumer-
ating, spelling out, highlighting the
risk is wrong. Misleading advertising,
especially when we are barraged with
it, when that is all we see—a little bit
of hyperbole, on TV between shows, if
it is misleading, hurts patients and
definitely pressures doctors to overpre-
scribe or to change prescribing habits
in response to that request, that spe-
cific request from a patient.

So today I rise to urge all pharma-
ceutical companies to voluntarily re-
strict consumer drug advertising dur-
ing the first 2 years that a new drug is
on the market. Today I am also re-
questing a Government study into the
cost and into the consequences and any
potential benefits of direct-to-con-
sumer advertising. It is time for the
drug companies, I believe, when it
comes to direct-to-consumer adver-
tising, to clean up their act. If they do
not, I believe Congress will need to act
in this arena.

In its proper place, direct-to-con-
sumer drug advertising gives patients,
gives consumers, information. It em-
powers them to make decisions. It can
give them the information they need in
order to make informed decisions
about their health, about the advan-
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tages of a particular drug. It can in-
struct them and open their eyes to
symptoms they have that might be
very serious but they might not other-
wise go to see a doctor about. It can in-
form them about new therapies, the
breakthrough therapies that are so
powerful—made in large part because
of the research and development in our
private sector by our pharmaceutical
companies.

These are good things. These are the
good things that advertising can do,
that education can do, that knowledge
can do. Indeed, I envision a health care
system—and we are not yet there
today, but I think we are moving in
that direction, in part through legisla-
tion on the floor of the Senate, to move
to a system that is centered not on big
Government and not on us microman-
aging from the floor of the Senate
prices and decisions, but, no, move to-
ward a system that is patient centered.
We are moving toward a health care
system that centers on the individual
patient, that is provider friendly, and
that is driven by three things. Those
are knowledge or information that is
given the patient, the individual, the
opportunity to choose and make
choices for themselves, and to make
sure that patient is empowered, they
have resources to make those deci-
sions.

So if you are looking at a consumer-
driven, patient-centered health care
system, having timely information, ac-
curate information, complete informa-
tion, and balanced information has to
be one of the major pillars.

Direct consumer advertising can be
very helpful in that regard if that is
the purpose and if it meets those stand-
ards. I don’t think the advertising we
see today—and I base this on people
coming up to me all the time as a phy-
sician and policymaker—I don’t think
the advertising today meets those
standards. I will have more to say
about that issue.

With today’s advertising, perhaps
you are at a ball game with your fam-
ily, going to a movie or to dinner—ask
somebody about it—and today’s adver-
tising will likely leave parents having
to explain to their young children,
their 10-, 9-, 8-year-old, what erectile
dysfunction is rather than a discussion
of the importance of getting your blood
pressure checked to see if you have hy-
pertension so you will not have a
stroke or heart disease. That would be
useful information.

That is the problem. How did we get
to this point? Prior to the 1980s, drug
manufacturers almost always intro-
duced and explained their products to
physicians. Physicians had a body of
knowledge and the training to make an
assessment of whether, based on the in-
formation the drug companies gave
them, this would be an efficacious
drug, a useful drug to use, or whether
the side effects would be appropriate
for individual patients.

In 1981, just over 20 years ago, Boots
Pharmaceuticals ran the first U.S.
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print advertisement—just 24 years ago.
It was directed to consumers for the
ibuprofen product brufen. In 1980, print
advertising picked up. In the 1990s,
drug companies began to use more
print advertisements to promote their
products—again, directly to con-
sumers, not going through physicians—
and during that period they ran tele-
vision advertisements sparingly. Rare-
ly would consumers turn on the tele-
vision and actually see an advertise-
ment directed at the consumer on a
drug.

Looking back over the last 40 years
since 1962, the FDA has had a require-
ment—the FDA is the Government in-
stitution in charge of regulation and
oversight. Since 1962, the FDA has re-
quired ads to include a brief summary
of a drug’s side effects, indications for
use, the contraindications, the warn-
ings and precautions.

Regarding the massive changes we
are exposed to today, look back to the
Clinton administration in 1997 when
the disclosure rules for television ads
were liberalized. The door was opened.
That is not that long ago—3 years after
I formally left the practice of medicine
to come to the Senate. Rather than
providing a full picture of a drug’s risk
and benefits, the new laws required
only that drug companies disclose the
most significant risk and then refer pa-
tients to a secondary source of infor-
mation, leaving this whole inadequacy
of the risk and adverse effects on the
ad as presented.

As a direct result of this 1997 ruling,
spending on direct consumer adver-
tising skyrocketed 145 percent between
1997 and 2001. It passed the $1 billion
mark in 1997. It was almost non-
existent 7 years before that and sky-
rocketed to about $1 billion in 1997.
Then 4 years later, it kept sky-
rocketing and reached $2.7 billion. In-
deed, last year, the drug companies
spent over $4 billion advertising medi-
cations directly to consumers.

This 145 percent over that 4-year pe-
riod from 1997 to 2001 for direct con-
sumer advertising, reaching con-
sumers, should be compared to an in-
crease of only 59 percent for research
and development for drugs—clearly, a
heavy investment in direct consumer
advertising. Why? Because that adver-
tising increases utilization of that drug
and sells more drugs.

The Clinton administration at the
time they opened this door—under in-
tense pressure by the drug industry—
not only opened the door but opened
the door too widely, and our regulatory
body has not kept up with what has
come through that door. As a result,
the direct-to-consumer advertising ex-
ploded to levels that at least I did not
anticipate. As we watched this unfold
through the 1990s, I don’t think anyone
anticipated the level that we see when
we turn on the television today. That
drives up drug use, that drives up drug
spending, and, of course, that will drive
up the cost of health care generally.

In addition to all that, it has led to
inappropriate doctor-physician pre-
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scribing. We have to be careful because
until we really study it, we will not
know all effects. My doctor friends tell
me again and again, when a patient
comes in with a specific request for a
drug written down and the doctor has
30 or 40 patients waiting outside, it is
almost easier—I am embarrassed to say
this—almost easier for a doctor to
write the prescription and give it to
them even though there may be a ge-
neric drug or a much less expensive
drug. The patient comes in and says: I
have to have this drug. This drug is
what I have in mind, the hope for the
cure for my disease.

This misallocation of resources and
inefficiency that results from inappro-
priate prescribing from the physician’s
standpoint is something we can rip out
of the system if we turn to a balance
between very good and direct-to-con-
sumer advertising, which includes pa-
tient education, but get rid of the inap-
propriate, imbalanced state we are in
today.

If we consider the recent labeling
changes in market withdrawals of just
one class of drugs, the nonsteroidal
anti-inflammatory, it tells a story.
These drugs were the most heavily ad-
vertised in America. They were used by
millions and millions of patients. Mil-
lions of patients benefited, I should
say, from these drugs, but many people
today believe—looking back at what
happened in response to the adver-
tising—that they were overprescribed.

In the case of one drug people have
heard a lot about, Vioxx, 93 million
prescriptions had been written since its
approval in May 1999. Millions of pre-
scriptions were also written for similar
drugs such as Celebrex and Bextra. In
the case of Vioxx, indeed, it was a bet-
ter drug. It did prove to be better than
competing products for patients who
had gastrointestinal problems or stom-
ach problems. America did conduct
postmarket research that was not re-
quired by the Food and Drug Adminis-
tration. Of course, we cannot foresee
every risk. It does take time to accu-

mulate information to fully assess
risk.
Quite simply, we should always

strive to make safety the top concern,
not selling the most drugs through in-
creasing utilization, through adver-
tising, but ultimately to make safety
our top concern, especially for newly
approved products that are used for the
very first time in millions and millions
of patients. It takes time for the ad-
verse reactions and side effects to be
fully explored and to fully surface.
Doctors should have more time to use
the drugs to gain experience with
them, to collect more balanced infor-
mation, and to be able to weigh the
risks and benefits of a product.

In a 2002 report on the practice, the
Government Accountability Office, the
GAO, highlighted two studies. The last
time it has been studied—and that is
why I want to study it now, because we
have had this explosion—but in the two
studies they highlighted in 2002, the
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last report, each showed a 10-percent
increase in direct-to-consumer spend-
ing within a drug class increased sales
in that class by 1 percent. For one pop-
ular, very heavily advertised prescrip-
tion drug, $1 of consumer advertising
translated into $4 in increased sales—$1
dollar in advertising, $4 in sales. So we
see the motivation from the drug com-
panies in advertising particular drugs.
It is no wonder the drug companies are
flooding our airwaves today.

The GAO findings in that 2002 report
were clear: Increased direct-to-con-
sumer advertising has helped fuel esca-
lating drug costs. These drug costs, as
we know, are skyrocketing. In 2003,
Americans consumed 134 billion pre-
scription pills and spent over $216 bil-
lion on prescription drugs. That is as
much as Americans spent on gasoline
and oil. During the past few years, drug
costs have gone up more than twice as
fast as inflation, faster than nearly all
other health care items and services.

Congress has paid attention to these
skyrocketing, escalating drug costs,
and we have acted on the 2003 Medicare
Modernization Act. We took major
steps toward providing more affordable
prescription drugs. I add the ‘“‘more af-
fordable’ because we did a number of
things.

First and foremost, recognizing the
importance of prescription drugs, cen-
trality of prescription drugs to health
care delivery today, we provided sen-
iors with an outpatient prescription
drug benefit under the Medicare Pro-
gram for the first time in history—
something I feel strongly about, some-
thing I am very excited about as we
look over the next year, couple of
years, where implementation begins.
We also established health savings ac-
counts that allow individuals to own
and take care of their own health care.
We reformed patent laws and closed
loopholes to help speed lower cost ge-
neric drugs to market and set stand-
ards to encourage more efficient elec-
tronic prescribing and improved pa-
tient safety. We provided funds to the
Department of Health and Human
Services to study the clinical compara-
tive effectiveness of drugs and then
take that information and share it
with patients, to share it with con-
sumers so they can make prudent deci-
sions.

We have taken some good steps,
moved in the right direction, but we
clearly have a lot more to do. Part of
this effort, and the reason I bring it to
the Senate today, is a responsibility we
have to look at prescription drug ad-
vertising. Unbalanced and misleading
prescription drug advertising hurts the
American people. We will look at it. It
adds tension to the relationship be-
tween doctors and patients, the physi-
cian-patient relationship. It can lead to
inappropriate prescribing, and it can
overwhelm our current regulatory sys-
tem.

As consumers, we are all familiar
with these ads. They adorn major mag-
azines, Web sites, newspapers, and
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flood the airwaves. Particularly on tel-
evision, they present upbeat images, a
parade of images that bring hope and
beauty with these positive images, but
often the warning and the cautions are
in either fine print or as an after-
thought. As I mentioned earlier, think
how many parents have found them-
selves watching a sporting event with
their son or daughter, only to be as-
saulted by an ad for erectile dysfunc-
tion.

Think back to advertising during
this year’s Super Bowl, the nature of
those ads and the focus of those ads.
Only rarely do these ads provide con-
sumers with enough time to absorb the
risk information. In a 2002 FDA study,
nearly 60 percent of patients reported
drug advertisements did not provide
enough risk information. In that study,
58 percent of patients felt these ads
portrayed products as better than they
are. In another 2002 FDA survey, 75 per-
cent of physicians said ads led patients
to overestimate the efficacy of the
drugs, and 65 percent of physicians
noted that patients confused the risk
and benefits of drugs advertised to con-
sumers.

What this means is sometimes a pa-
tient may request a drug, even insist
upon a drug, even if it does more harm
than good. They may too heavily rely
on a pill when an overall lifestyle
change might be more appropriate.
They may come in and demand the lat-
est, most expensive medication when
an old standby could do just as well.

Patients seeing the ads place new de-
mands on their doctors. As I men-
tioned, when my medical colleagues
are pressed for time, they tend to re-
spond with the easy way of responding
to a specific demand—even if it might
not be either the most cost-effective or
efficacious drug.

Thinking of one example, after one
year of directly advertising the bone-
mass-increasing drug Fosamax to con-
sumers, physician visits for
osteoporosis evaluation nearly doubled.
That in some ways may be good be-
cause it shows the double-edged sword
in that people go to the doctor and
they ask appropriate questions. But
then you have to ask the question: Did
these ads provide the patients with the
appropriate information to go see that
doctor for the appropriate information
on the side effects of that particular
drug?

An interesting study from the Uni-
versity of California-Davis was where
the researchers sent actors in good
health to 152 doctors’ offices in three
cities to find out if they could get pre-
scriptions for simulated symptoms.
Half of the actors imitated patients
suffering depression. The other half ex-
pressed symptoms of stress and fatigue.

The study found that if an actor re-
quested Paxil, which is a heavily pro-
moted antidepressant, he was five
times as likely to walk out of the doc-
tor’s office with a prescription for the
drug. The research suggested that di-
rect-to-consumer advertising increases
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patient demand for specific medica-
tions, even in situations where pre-
scriptions are not needed.

Finally, we need to ask questions
about how we regulate this drug adver-
tising. Right now, the Food and Drug
Administration simply has neither the
resources to scrutinize direct-to-con-
sumer advertisements nor the power to
review them for accuracy before they
are viewed by the public. In 2002, the
FDA received over 137,000 pieces of pro-
motional material for review. Some of
these materials appeared on the air-
waves or in print even before they ar-
rived at the office of the FDA.

The entire division responsible for
this oversight consists of 40 employ-
ees—just 40 employees—who have to re-
view almost 40,000 complex, medically
sensitive advertisements. It is not
enough. The FDA knows it is not
enough. We have not given them
enough resources.

Two years ago, Dr. Janet Woodcock,
then the FDA’s Acting Deputy Com-
missioner for Operations, told the Sen-
ate Committee on Aging:

It would be impossible for the FDA to try
to track the number of different broadcast
advertisements that are aired.

Almost unbelievable to me is the fact
that the FDA review comes after the
fact. It cannot require drug companies
to submit their advertisements before
they appear on the airwaves or on the
Internet or in print. The FDA simply
cannot keep up.

Our failure, our Government’s fail-
ure, to appropriately regulate drug ad-
vertising hurts the very people I be-
lieve the drugs are intended to help,
and that is the patients. We are not
serving the American people as well as
we should.

Mr. President, 2 weeks ago, the phar-
maceutical company Bristol-Myers
Squibb announced a voluntary ban on
advertising its new drugs to consumers
in their first year on the market. The
company said it wanted to give doctors
more time to understand new products
before patients start asking for them. I
think this shows leadership. It shows
responsibility. Bristol-Myers is setting
an example in showing restraint in the
industry.

I know PhRMA—that is the drug in-
dustry’s trade association—has an-
nounced it will adopt an industrywide
voluntary code governing direct-to-
consumer advertising next month—an-
other good move.

Mr. President, what should we do? I
believe, at a minimum, the pharma-
ceutical industry should include a vol-
untary restriction on the direct-to-con-
sumer advertising of prescription drugs
in their first 2 years on the market.
This restraint is important because a
typical clinical trial for a drug in-
cludes about 5,000 patients. A block-
buster drug can attract as many as a
million patients in the first year on the
market. But since no drug is free of a
side effect, we may not fully know
what those side effects are. Doctors
and patients need time to learn about
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the new treatments to be able to assess
their benefits and find out more about
the risk. Education should come before
persuasion. Patient safety should be
paramount, not the bottom line.

So what should we do? Three things.

First, we should give the FDA prior
review and approval authority for all
direct-to-consumer drug advertising.
By the time the FDA reprimands a
company for running a misleading drug
commercial, that advertisement may
have already deceived consumers. Ad-
vertising should boldly and responsibly
address safety head on, replacing the
upbeat fantasyland images with a
frank discussion of a product’s risks
and benefits.

Second, we should increase resources
devoted to reviewing advertising, to de-
termine the advertisement’s accuracy
and to ensure all standards are met.

The FDA must have the resources,
must have the capability to more thor-
oughly monitor drug advertising and
make sure that companies fully com-
ply with the advertising guidelines.

The American people assume this is
being done today when they see those
ads, and it is not. A staff of 40 is simply
not sufficient.

And third, we should give doctors and
patients greater access to clinical data
and postmarketing surveillance efforts
about drugs after they become avail-
able.

For the drug industry, which has
long touted the educational benefits of
its advertising and of its mission, it
has to know that the success of their
mission inherently depends upon the
quality of information they give to
physicians and patients—not just the
enticing images, but the quality of in-
formation.

Mr. President, in closing, as a doctor
who has witnessed both the good but
also the bad in this explosion of drug
advertising direct to the consumer, I
feel I have a responsibility to watch
this issue closely. If the pharma-
ceutical industry’s voluntary restric-
tions are not strong enough, I will sup-
port congressional action to make sure
consumers get the protection they de-
serve.

In the meantime, today, I am asking
the Government Accountability Office,
the GAO, to investigate FDA’s over-
sight of prescription drug advertising,
the pharmaceutical industry’s spending
on such advertising, and this
advertising’s impact on utilization,
health care spending, and patient edu-
cation and awareness.

Wherever I go—whether it is to meet
with a group of doctors at a medical
meeting at the Harvard Medical School
or back at the University of Tennessee
or at the Coca-Cola 600 in Charlotte—
people come to me and say the direct-
to-consumer advertising has gone over-
board.

We have to return balance. I believe
we can and we should move into a
health care system that is centered on
the patient, where they have appro-
priate information to make decisions—
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a consumer-driven, provider-friendly,
patient-centered system.

I know my colleagues share these or
similar priorities. I believe the steps I
have proposed today will be to the ben-
efit of patients. It will save money. It
will save lives. Prescription drugs, I be-
lieve, are the most powerful tools in
American medicine today. We really
could not and should not do without
them. But we have to use them and
market them and promote them with
care.

Mr. President, I yield the floor.

——
RESERVATION OF LEADER TIME

The ACTING PRESIDENT pro tem-
pore. Under the previous order, the
leadership time is reserved.

————
MORNING BUSINESS

The ACTING PRESIDENT pro tem-
pore. Under the previous order, there
will now be a period for the transaction
of morning business, with Senators
permitted to speak for up to 10 minutes
each.

Mr. FRIST. Mr. President, I suggest
the absence of a quorum.

The ACTING PRESIDENT pro tem-
pore. The clerk will call the roll.

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

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

The ACTING PRESIDENT pro tem-
pore. Without objection, it is so or-
dered.

—————

RETIREMENT OF JUSTICE SANDRA
DAY O’CONNOR

Mr. FRIST. Mr. President, I rise to
pay tribute to a truly distinguished
American—U.S. Supreme Court Justice
Sandra Day O’Connor, who announced
her retirement earlier this morning.

The current group of nine Justices,
including Justice O’Connor, rep-
resented the longest serving Supreme
Court since the 1820s.

Today marks a great loss for Amer-
ica. But it is also a day to reflect on all
that we have gained because of Justice
O’Connor’s service to our country.

For nearly 23 years, Justice O’Connor
lent America her brilliant mind and
her fair and impartial judgment.

Sandra Day O’Connor, who turned 75
this year, was born in El Paso, TX.

The daughter of Harry and Ada Mae,
she was raised on her family’s cattle
ranch, in southeastern Arizona.

Sandra Day O’Connor began her aca-
demic journey at Stanford University.

Upon earning a bachelor’s degree in
economics and graduating magna cum
laude, she stayed on at Stanford, pur-
suing an education in law.

And at Stanford she thrived. She
earned a coveted position on the Law
Review’s Board of Editors and com-
pleted law school in only 2 years. Not
only did she graduate in record time,
but she finished third in her class.
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Coincidentally, she finished with a
man who would later become her col-
league on the highest Court in the
land—Chief Justice William H.
Rehnquist.

It was during law school that Sandra
Day O’Connor met her future husband,
John Jay O’Connor.

Seeking her first job as a young, fe-
male attorney, Sandra Day O’Connor
faced many challenges in a male-domi-
nated law profession.

After having difficulty finding a job
in the private sector, she began her
legal career as Deputy County Attor-
ney of San Mateo, CA.

When her husband was drafted into
the JAG Corps in 1953, the young cou-
ple moved to Frankfurt, Germany,
where she worked as a civilian attor-
ney for the U.S. Army.

After 2 years in Europe, Sandra Day
O’Connor returned to Maryvale, AZ,
where she experienced difficulty find-
ing employment in the legal world. As
a result, she decided to start her own
legal practice.

After practicing law for 2 years, San-
dra Day O’Connor took a break from
her career to start a family. She and
her husband raised three sons—Scott,
Brian, and Jay. I must say, as a father
of three sons, this may be her greatest
accomplishment—certainly, one of the
most challenging.

In 1965, Sandra Day O’Connor
transitioned from the private sector, to
the public, when she became Arizona’s
Assistant Attorney General.

In this capacity, she served for 4
years before being appointed to fill an
unexpired seat in the Arizona State
Senate. Her constituents agreed it was
a good match—as they elected her
twice more.

In the Arizona Senate she rose to the
highest level, becoming majority lead-
er and the first woman ever to hold
such an office in the United States.

As majority leader of this body, I un-
derstand the challenges and rewards of
being leader and admire Justice O’Con-
nor for her tremendous achievement.

In 1975, Sandra Day O’Connor was
elected, judge of the Maricopa County
Superior Court and served until 1979,
when she was appointed to the appel-
late bench in Arizona.

There she served, until late President
Ronald Reagan appointed her Associate
Justice to the Supreme Court.

On September, 21, 1981, the Senate
unanimously confirmed her nomina-
tion to the Supreme Court. And that
day, Sandra Day O’Connor made his-
tory. She became the first female Jus-
tice in the Court’s history.

This bl-year-old Arizona-Court of Ap-
peals judge shattered the 190-year-long
tradition on the High Court of address-
ing Justices: “Mr. Justice.”

When asked for her reaction to her
nomination, Sandra Day O’Connor
said:

I can only say that I will approach [my
work on the bench] with care and effort and
do the best job I possibly can do.

Most would agree that she has done
just that.
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Since 1981, Justice Sandra Day
O’Connor has served with distinction
on the U.S. Supreme Court. She has
served as an example to all Ameri-
cans—demonstrating that through per-
sistence and hard work anything is
possible.

In the face of obstacles—including
being a woman in a male-dominated
law profession—she never surrendered
her determination nor did she sur-
render her Southwestern pride and love
of the outdoors when she moved to the
city. Rather, she brought it with her.

Anyone who has entered the inner
confines of Justice O’Connor’s Supreme
Court office is familiar with a sign that
reads ‘‘Cowgirl Parking Only: All Oth-
ers will be Towed.”

Fiercely proud of her heritage, Jus-
tice O’Connor and her brother, H. Alan
Day, authored a best selling memoir
“entitled Lazy B: Growing up on a Cat-
tle Ranch in the American Southwest.”

Having grown up in the South—in
Nashville, TN—I appreciate Justice
O’Connor’s pride in her roots. She has
not forgotten where she came from.

The values she learned through life
on the range were values that left their
brand mark. Indeed, hard work, self-re-
liance, and survival are the core values
that make Sandra Day O’Connor the
successful woman she is today.

As she writes in her memoir, working
alongside cowboys on the Lazy B, she
learned a system of values that was
“simple and unsophisticated and the
product of necessity.”

Throughout her tenure on the Court,
she has not wavered from her well-
grounded views.

I've had the privilege of meeting Jus-
tice O’Connor on various occasions dur-
ing my time in the United States Sen-
ate.

BEach time that I've had the oppor-
tunity to interact with her, I’ve found
her to be thoughtful, kind, and extraor-
dinarily intelligent.

To echo the words of Ronald Reagan
on the day he appointed Sandra Day
O’Connor:

She is truly a ‘‘person for all seasons,” pos-
sessing those unique qualities of tempera-
ment, fairness, intellectual capacity and de-
votion to the public good which have charac-
terized the 101 ‘“‘brethren’ who have preceded
her.

Today, more than 23 years later,
President Reagan’s words still ring
true.

When she took the oath of office as
the 102nd Associate Justice, she
pledged to uphold the Constitution,
and since this time, Justice O’Connor
has proven her steadfast commitment
to uphold the Constitution.

During her confirmation hearing, she
emphasized that the court’s role was to
interpret the law and not to make pub-
lic policy.

Her record demonstrates that she has
lived up to that commitment, respect-
ing the rule of law and judiciously in-
terpreting the Constitution.

Often cited as the ‘‘swing vote’” on
many important cases, Sandra Day
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