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Editorial: Goliath and Some Davids in the Tobacco Wars
The 40-Year Tobacco Wars, some

have thought hopefully, are drawing to a
close. Tobacco lords at last face the
divulgence of information, with serious
criminal and civil implications. Their
financial empire threatened, they have
negotiated a treaty. They seem to promise
in good faith to cease and desist from
waging continuous campaigns to entice
and entrap smokers by addiction, at least
among the young. With this promise goes
a grant of virtual legal immunity.

Critics have underlined the loop-
holes in the treaty, for example, the
weakened authority of the Food and Drug
Administration and the imposition of an
unprovable condition (to show the ab-
sence of a black market in cigarettes) on
the regulators. As Kenneth Warner has
pointed out in this Journal,' the agreement
has a primary concern for financial
compensation to the states, limited con-
cern for the public health in the United
States, and none for the health of publics
abroad.

In these battles with the tobacco
Goliath, public health has had one literal
David-David Kessler-and another
metaphorical one-C. Everett Koop. A
third valiant is Stanton Glantz. He has
contributed several papers to this Jour-
nal.2-7 One paper in particular-which
deflated the claim that smoke-free restau-
rant ordinances depress restaurant sales3-
has been impugned by the tobacco indus-
try as fatally flawed.8

The tobacco industry has launched a
personal attack upon Glantz's credibility
and integrity as a scientist. Plainly, the aim
is to destroy his career. The industry has
assailed him in press conferences and in

letters to government representatives and
has formed a "public interest organiza-
tion" (Californians for Scientific Integ-
rity), seemingly for the sole purpose of
suing him and his employer (the Univer-
sity of California). Contrary to the to-
bacco industry's claims, Glantz's contribu-
tions to this Journal have been sound and
valid and attest to an unceasing and
imaginative effort to limit the tobacco
epidemic.

Glantz and Smith3 studied the effect
of smoke-free restaurant ordinances on
restaurant sales in the first 15 cities in the
United States to enact such ordinances.
Sales were measured by tax receipts, a
suitably objective outcome that leaves no
room for investigator bias. The period of
observation was 1986 through 1993. The
authors compared sales in these 15 cities
with those in 15 matched cities without
ordinances. No impact on revenues was
found in the period after enactment.

Recently, nearly 3 years after publica-
tion, I received a letter about the paper.
Addressed to me as Editor of the Journal,
it was signed by Thomas Humber, presi-
dent of the National Smokers Alliance. He
informed me that the article had become,
for the advocates of bans, "the standard
reference" on the economic consequences
of smoking bans. He went on to say,
however, that an economist with excellent
credentials, Michael Evans, had found the
paper seriously flawed, and he enclosed
the relevant review. Humber asked, there-
fore, that we re-review the paper in light
of its manifest errors. In a letter of the
same date to Richard Atkinson, president
of the University of California, the
National Smokers Alliance charged Glantz

as a faculty member with scientific
incompetence or fraud in respect to the
same paper.

Three facts embodied in Humber's
letter are pertinent to its interpretation.
The first fact is that the National Smokers
Alliance chose to publicize Evans' cri-
tique at a press conference (held on the
ostensible date of the letters to me and to
the president of the University of Califor-
nia). Humber wrote that he "was aware"
that our embargo rule for publication
precluded submission of the critique to the
Journal. He thus made clear by implica-
tion that he was aware that the proper
forum for rebuttal of a scientific article is
in the columns of the journal that pub-
lished it.

His reason for not submitting the
critique for publication is manifestly
specious. The Journal specifies no em-
bargo rules for critiques or rebuttals. In the
face of uncertainty about the rules, au-
thors can and should consult the staff of
the Journal.

The second pertinent fact is Hum-
ber's stated reason for bypassing normal
scientific procedure. This reason was the
"damage being done by the Glantz study
across the country." In other words, large
losses for restaurateurs resulted from the
smoking bans promoted by Glantz and
Smith. These are crocodile tears. The
tobacco industry weeps no tears for small
business; it fights to the death to sustain
and expand its own sales.

The third fact, frankly revealing the
provenance of this attack on Glantz and
Smith, is that the letter refers to the fact
that the National Smokers Alliance
"openly and gratefully" accepts "tobacco

October 1997, Vol. 87, No. 10 American Journal of Public Health 1593



Editorials and Annotations

money." (Indeed, the Alliance was report-
edly formed by the public relations firm
Burson-Marsteller for Philip Morris.9)

In any event, we have again re-
viewed the paper in question, both editori-
ally (myself) and by peer review. This
review considered all the points made by
Evans. In addition, in this issue we
publish a follow-up study by Glantz and
Smith.'0 The paper reinforces the authors'
previous finding of no adverse effect of
smoking bans on revenues, either for
restaurants or for bars. The passage of
time allows 3 more years of data to be
added to the database. All reviewers
agreed that both the previous work3 and
the new work'0 are sound.

Evans found one factual error of
potential significance in Glantz and Smith3;
namely, that the authors assumed that
smoking bans began on the dates the
ordinances were passed instead of on the
dates they went into effect. These dates
were not always the same. The periods for
effective bans as corrected by the authors
do not alter the published conclusions. "

For the rest, Evans makes a show of
reexamining the available data in much
detail. Instead of a compelling critique,
however, we find a melange of scientifi-
cally inadmissible manipulations of data
to obtain a desired result. These are
conflated with a flurry of suppositions as
to what could be. Suppositions are then
translated by mere assertion into factual
'serious" flaws. Even if the Evans
critique can pass in the field of economics
for legitimate science-something I do
not credit-it cannot pass in this Joumal.
Certainly, no economist has submitted so
tendentious and meretricious an argument
during my tenure.

We do not expect our detailed
re-review and the further data presented in
this issue to end the matter. Recently, I
received a letter from a law firm retained
by the National Smokers Alliance and
Califomians for Scientific Integrity. The
letter asks for materials we have relating
to the previous Glantz and Smith paper3-
such as peer reviews and relevant data-to
be used in an investigation of a possible
charge of scientific fraud. (Since then,
Califomians for Scientific Integrity has
filed suit against the University of Califor-
nia, making these same allegations. At a
hearing on July 23, 1997, the judge ruled
that the claims were unlikely to be
sustained in court and denied the organiza-
tion a restraining order against Dr Glantz.)

Glantz has himself done a good deal
of work on how the tobacco industry
created and uses the "smokers rights"

movement to attack legitimate sci-
ence,5'7,12-15 work sufficient in itself to
provoke the tobacco lords. Notably, he
published, in The Joumal ofthe American
Medical Association,'120 incriminating
documents from the files of Brown and
Williamson, a subsidiary of the British
American Tobacco company. The jour-
nal's editors and the entire board of
directors of the American Medical Asso-
ciation21 signed the accompanying edito-
rial comment. A book-length treatment of
these documents22 has become a key
reference for attorneys prosecuting the
tobacco industry in the current flurry of
litigation.

This attack on Glantz is nothing new.
The tobacco lords, working through smok-
ers rights groups and congressional lobby-
ists, sparked a strenuous if unsuccessful
attempt late in 1995 by Congressman
John Porter (R-Lll), chair of the House
appropriations subcommittee that deals
with the budget of the National Institutes
of Health, to terminate Glantz's National
Cancer Institute grant.23 The grant funded
both the new restaurant study and the
work on the Brown and Williamson
documents.

History shows that agreements with
the tobacco lords create only an illusion of
surrender. In this editorial, we bring to
notice one more indicator that the wars
continue. In this battle, and many before
it, we have seen the tobacco lords
victorious and, when not outright victors,
able to outmaneuver their opponents and
evade the consequences of apparent de-
feats. So it was with notices that cigarettes
are "harmful to your health." And so it
was again with advertising on television,
when powerful and effective tobacco
counteradvertisements were abandoned in
exchange for the elimination of tobacco
advertisements. Now, in face of the flawed
"global settlement" states attorneys gen-
eral reached with the industry, public
health must not lower its guard. Reliance
on state and individual litigation rather than
on Congress could be the better course.

Having diversified into huge con-
glomerates, the tobacco lords put out
tentacles that reach ever farther, into
Congress, into the press and the media,
into ostensibly scientific literature, and
indeed, into every potential point of
influence. This is not a war that public
health can quit when all that has been won
is a skirmish, a battle, or even a campaign.
The tobacco industry is waging its own
world war. So must we. C1

Mervyn Susser
Editor
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Annotation: Issues in Equalizing Medicare Expenditures-The Devil
Is in the Details

Geographic variation in health care
use raises both empirical and policy
questions. The empirical questions relate
to cause and effect: What factors account
for the variation observed, and what are
the consequences of variation for the
health and well-being of individuals and
populations? The prescriptive policy ques-
tions lie in the realm of values and action:
To what extent is variation "justified" or
justifiable, and how should inequities be
redressed? The former questions are
amenable to research and analysis; the
latter ultimately must be resolved through
the political process. We need good answers
to empirical questions to solve technical
problems, and to set the stage for debating
policy questions. We need open discussion
and argument about values, so that we can
examine assumptions about proper policy
that may underlie research findings.

Kane and Friedman's article in this
issue of the Journal' makes an important
contribution to this two-track process
through both its empirical work and its
open advocacy of redistributive reform.
Examining geographic variation in cur-
rent Medicare expenditures, the authors
find that substantial interstate variation
persists after they control for sociodemo-
graphic differences in the population.
Health care system characteristics such as
the number of hospital beds in a state and
the proportion of primary care physicians
account for much of this variation.

The authors' position is clear: expen-
diture variation across states is a prob-
lem-disparities attributable to popula-
tion characteristics are legitimate, but
disparities attributable to supply-side char-
acteristics are not. Furthermore, Medicare
payments should not reward high-expendi-
ture states. As policymakers debate propos-
als to avert the pending Medicare trust
fund deficit, Kane and Friedman argue
against across-the-board Medicare cuts.
Instead they advocate targeted efforts to
ensure that states with lower spending will
be treated less harshly than those that have
been more "profligate."

When Congress enacted Medicare as
a universal entitlement, the assumption
was that the program would pay for
medical care "without regard to personal
income or means but based on some more
or less objective indicator of need."2 The
law did not spell out objective indicators.
Rather, it relied on certified health care
providers (hospitals, doctors, nursing fa-
cilities, etc.) to ensure that medical need
would drive service provision. The under-
lying conception of equity as "'need-
based' equality of utilization" became the
standard for evaluating program results.3
Health services researchers developed
measures of self-reported health status as
a proxy for need and examined use of
hospitals and physician visits as a function
of health status. National surveys based
on these measures found that Medicare
attenuated the relationship between in-
come and service use for individuals with
comparable "need."-7 Largely on the
strength of these studies, Medicare has been
judged a resounding success in promoting
equal access to mainstream care, and
popular support for the program is tied
closely to its reputation for universality.

Yet disparities among subgroups of
the elderly have existed from Medicare's
inception,7'8 reflecting the status quo at the
time of inception and the program design-
ers' intention to interfere as little as
possible in the private practice of medi-
cine. The emergence of small area analy-
sis as a prominent field of health services
research has served to highlight those
disparities associated with beneficiaries'
place of residence. Kane and Friedman's
study follows on the work ofWennberg and
other practitioners of small area analysis
who have applied the standard of need-
based equality of utilization to the problem
of equity across geographical subgroups.
These researchers have found that higher
hospital use rates and increased Medicare
expenditures neither reflect "needier" popu-
lations nor result in lower age-, sex-, and
race-adjusted mortality rates in selected
communities.91 On the basis of these

findings, Wennberg has argued for reducing
excess capacity as the most equitable way
of constraining health care costs.

The results of other research studies
suggest caution in accepting the view that
reductions in health care spending can be
made without harm to individuals. Had-
ley's analysis of Medicare mortality rates,
using a national cohort of Medicare
beneficiaries and more sophisticated mod-
eling techniques than those employed in
most small area studies, found that a 10%
increase in Medicare spending per benefi-
ciary was associated with mortality rates
that were 3% to 4% lower for Whites,
depending on age and sex, and 6% to 10%
lower for Blacks.'2 Recent studies of
deaths from coronary heart disease also
point to the role of increased medical
intervention in reducing mortality.'3 Fur-
thermore, focusing on mortality rates as
the major indicator of health outcomes
ignores the role of medical care in treating
morbidity and enhancing health-related
quality of life. Clearly, additional research
is needed to determine how different
levels of investment in health care re-
sources at the population level affect not
only mortality but also individuals' health
and functional status.

Nonetheless, even without such infor-
mation, simple logic supports the proposi-
tion that targeted expenditure reductions
are preferable to uniform cuts that would
preserve existing disparities. The devil, as
they say, is in the details. And several
"details" inherent in redistributive propos-
als are likely to engender contentious
debate. One area of likely contention is
the choice of geographical units to be
equalized. Proposals to redistribute Medi-
care spending across states generally
assume that states should be rewarded or
penalized on the grounds that they are the
geographical entities with the greatest
control over health system capacity. Yet
counties, cities, and hospital market areas

Editor's Note. See related article by Kane and
Friedman (p 1611) in this issue.
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