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I used to have an office close to the main thoroughfare in
Coatbridge, a small industrial town close to Glasgow. The
street itself was, unsurprisingly, called Main Street and there
were two features about it which struck me when I first went
to Coatbridge. The first was that on the Main Street in a
space of 150 yards there were 12 shoe shops (an unusually
high proportion}--a statistic which had been picked up by
the local media as a piece of interesting trivia. The second
was that the proportion of people, including school children,
smoking in the street was noticeably higher than I had
observed in Glasgow where I live.
You can make whatever you like about the Coatbridge

population's fetish for shoes, but the second observation
about smoking raises the issue about how to reduce the pre-
valence of smoking: This issue is even more pertinent when
the fact that the local government area in which Coatbridge
lies has amongst the highest prevalence of coronary heart
disease in Scotland (and by implication Britain).
Smoking is the largest preventable cause of ill-health

and death in Scotland, as it is in the industrialized world.
However, Scotland has a particular problem as its rates of
mortality for both coronary heart disease and lung cancer are
among the highest in the world, both for men and women.
An unfortunate statistic is that Scotland was the first country
in which deaths from lung cancer in women overtook deaths
from breast cancer. A recent estimate was that smoking costs
the National Health Service (NHS) in Scotland £69 million
each year, I the figure for the NHS in Britain as a whole being
£400 million.
There are encouraging signs that the prevalence of

smoking is going down in Britain-to 29% for women and
31% for men. Although there has been a similar decrease in
the smoking prevalence in Scotland, the rates remain higher
than for Britain at 33% for women and 35% for men.
So what can be done about reducing the prevalence of

smoking further? There are the health education initiatives
in schools and health protection policies such as a ban on
smoking in public areas. There are also prevention strategies
which include finding out why people (particularly the
young) start smoking so as to stop them from starting on a
smoking career.
The reasons why people start and continue smoking are

complex and varied. However, one influence is tobacco
advertising. There is already a voluntary code on restricting
tobacco advertising in Britain which is agreed to between the
tobacco industry and the government. There are loopholes
in this agreement which the tobacco industry uses to gain
access to television and other media by sponsoring sporting
and arts events. In addition, the tobacco industry argues that
the advertising. and sponsorship it buys is not intended to
recruit new smokers but to win a greater share of the existing
market. As one American advertising executive stated, 'I am
always amused by the suggestion that advertising, a function
that has been shown to increase consumption of virtually
every other product, somehow miraculously fails to work for
tobacco products.'

The British government has in the recent past come under
pressure to act in cooperation with its European Community
partners and ban tobacco advertising. This has been resisted
hitherto, but now William Waldegrave, the Secretary of
State for Health in the previous government felt obliged to
review the evidence on tobacco advertising and Dr Clive
Smee, Chief Economic Adviser to the Department of Health
was asked to do this. His. report was published in October
1992 as a discussion document.?
The Smee Report reviewed the evidence of the effects of

tobacco advertising on smoking (including the effects of
advertising bans) and it is both comprehensive and scrupulous.
The report considers the evidence from (1) indirect and
circumstantial evidence, and (2) quantitative direct evidence.
Among the factors considered in the indirect and cir-

cumstantial evidence are that although the market share is
affected by advertising, it is possible that people are recruited
to smoking and may increase consumption by encouraging
new and ex-smokers. Advertising could also provide a
climate of social acceptability for smoking and advertising
may deter discussion of its harmful effects by the media.
However, the main part of the Smee Report considers the

quantitative direct evidence from three types of data: inter-
national comparisons; year-to-year variations in advertising
expenditure within countries; and, studying the effects
before and after advertising bans were introduced in four
countries. These four countries are Norway (which banned
tobacco advertising in 1975), Finland (1977), Canada (1989)
and New Zealand (1990) and 'in each case the banning of
advertising was followed by a fall in smoking on a scale which
cannot reasonably be attributed to other factors'.
The Smee Report provides convincing evidence to support

. a ban on tobacco advertising and that evidence is strongest
from the quantitative direct evidence but is reinforced by the
circumstantial evidence. It will be interesting to see the
government's response on the Smee Report. Here is the
evidence on which the government should act to ban tobacco
advertising in Britain, but will it do so? Such an action would
help the people of Coatbridge amongst the millions of others
in Britain.
In the meantime the Smee Report should provide valuable

ammunition to anyone who seeks to protect the public's
health by resisting the actions of the tobacco industry. One
such group is, I believe, the Voluntary Health Association of
India and it is to them I raise my glass and wish them good
luck in their fight against the tobacco industry in India.
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