Anti-Smoking Groups Hone their Tactics to Suppress
Dissent: My Suggested Guidebook for Tobacco Control
Advocates for Quelling Internal Dissent

Over the past months, anti-smoking groups have fueead to hone their
techniques of suppressing dissent from within tl@ement, since so far |
have not been deterred by any of these tactics.

But I've learned a lot about how the groups are &bbkuppress dissent.

Thus, | offer my Top Five List of Techniques to gss Dissent. | propose
this as a guidebook or manual that could be gigeanti-smoking advocates.
| even offer actual, real-life examples of eachhaf techniques.

Top Five List of Techniques to Suppress Dissent:
A Guidebook for Tobacco Control Advocates

5. Accuse the Dissenter of Being Paid Off by thedaxo Industry

When you don't like what a colleague is saying pdynturn the tables on him
and accuse him of being paid off by the tobaccastny. Don't worry about
not having documentation of your accusation ombesibly defamatory
nature of your public statement. After all, claiordy need to be documented
when they're made by the tobacco companies. Anbksrg groups are not
subject to the same ethical standards.

Example: Accuse the dissenter of beirgl@acco stooge

4. Accuse the Dissenter of Supporting the Tobandadtry

Just shy of making an outright accusation thatliksenter is being paid off
by the tobacco companies, simply accuse the dessefisupporting the
tobacco industry cause. This relieves you of tHardation risk but allows
you to accomplish virtually the same objective stdediting the dissenter
and ruining his career. This is enough to discoelia@bbut the most hardy of
anti-smoking advocates from offering any criticiefrthe tactics, statements,
or agenda of the movement.

Example 1: Accuse the dissentetaiding support to the destruction of
the health of the public.




Example 2: Accuse the dissenterwiining a tobacco industry support
roup.

3. Accuse the Dissenter of Helping to Kill People

There are times when tactics #4 and #5 will notkamcause the dissenter
has a long history of fighting Big Tobacco and il we clear to your
colleagues that he doesn't support the tobaccainddause. In these cases,
an excellent approach is to accuse him of helpnglk people, even though
that may not be his actual goal. By aligning hinttwvihe goals of Big
Tobacco without actually suggesting that he isntiemally supporting
tobacco companies, you have at your hands an ertelay of discrediting
the advocate through personal attack.

Example: Accuse the dissenterafiping Big Tobacco kill people

2. Implore All Anti-Smoking Groups and Advocatedgoore the Dissenter

If you don't think that anyone will buy the argurhémat the dissenter is
taking money from Big Tobacco or supporting the Bapacco cause
because he has devoted 20 or more years of his lifghting tobacco-
related morbidity and mortality, the next best ¢hia do is to try to get all of
your colleagues to simply ignore him. Sending amiéto thousands of
advocates entitletPlease Ignore [insert name of dissenter hasedl' great
way of accomplishing this.

Example: Implore thousands of colleaguepltmse ignorethe dissenter.

1. Censor the Dissenter by Removing Him from Atelmet and Email
Listserves and Discussion Forums

There are situations in which none of the lesseggive tactics will work. In
cases of especially well-known and prominent disssnwho have made
major contributions to the tobacco control moventardugh decades of
research, advocacy, and leadership, you may neesact to more
aggressive and definitive tactics. Since emailiaternet discussion forums
are now a predominant mode of communication indob&ontrol, expelling
the dissenter from all tobacco control email listes and discussion forums
Is an ideal tactic to silence him.



Remember that you don't need a legitimate reasergel the dissenter. You
can simply state that he has interfered with traityuof the listserve
messages, or that he is being too repetitive.

Example 1Expel the dissenter from listserves and discussion ferum
Example 2Expel the dissenter from listserves and discussion ferum
Additional Techniques to Consider

In rare situations, none of the above techniquédwieffective in
suppressing dissent from a colleague because hacohagily have a
conscience and may decide that expressing thettyubie public is worth
risking his career. Do not worry. In these situasicthere are a number of
additional techniques that you can use.

1. Suggest that There Are More Important Thingé/twry About then the
Concerns Raised by the Dissenter

There are times when the concerns raised by tisertisr are actually valid
and his arguments are compelling. In these caresffective technique is to
make people think that there are many more impbttangs to worry about
then the concerns raised by the dissenter. Sonyegoed lines to use are the
following:

"We are too busy fighting Big Tobacco to pay att@mto this distraction
from our important work."

"Nobody is perfect. In our work to protect kids asave lives, we are bound
to make a few mistakes."

"Sure we made a few misleading statements. Butrthagpthing compared to
the statements being made by the tobacco compamiesmokers' rights
groups.”

The word "distraction" is an excellent one to us&urns the attack on the
dissenter, suggesting that he is a distractiohdariovement. Trying to
deflect the criticism by turning it against the @acbo industry is also a wise
and effective strategy. No matter how unethicahappropriate the tactics
and statements of the anti-smoking groups ardllinever be as bad as what
the tobacco companies have done. Reminding pebtatowill always



deflect attention from any untruths being spreathiegymovement.

Example: Suggest th&iere are more important things to dothen worry
about the concerns of the dissenter.

2. Point Out that Only a Small Fraction of Statetaé&lle are Making are
Misleading

No matter how inaccurate or fallacious a statertf@anti-smoking
movement is making may be, it will never represeate than about 1% of
all statements made by these groups. Thus, poiotibthat only a small
fraction of statements made by anti-smoking grarpsmisleading or
Inaccurate is a valid and effective technique.ilttake attention away from
any deception that is going on and focus atterdgiothe many accurate
things that we say. Combining this technique wittdiional Technique #1 is
particularly effective, as it may help not onlydistract attention from the
deception going on in the tobacco control movemgpaganda, but re-
focus it on the deception going on in the tobacomanies' propaganda.

Example: Point out that our misleading statemergsly a fraction of all
of our statements.

Techniques to Avoid at All Costs

The one technique to avoid at all costs is respansiibstantively to the
arguments being made by the dissenter. Respondawitll hominem attack,
but by no means address the actual argument beadg.m



Piedmont Italy Study Becomes the Latest in a Stringf
Junk Science Papers on Effects of Smoking Bans on

Heart Attack Admissions

An article published online in thEuropean Heart Journal concludes that a
national smoking ban in Italy resulted in an 11%lide in heart attack
admissions in the Piedmont region of northern ltalying the first 5 months
following its implementation.

The study compared age-standardized heart attamission rates of
Piedmont residents during the 5-month period Fefgriane 2005, which
immediately followed the smoking ban (implementedanuary 2005), with
heart attack admission rates during the same pé@fieloruary-June) for the
previous 4 years. Rates were examined separatetlgdo and women and
for persons older than or younger than 60.

Among those older than 60, there was a small iser¢a%0) in the heart
attack admission rate from 2004 to 2005. For thuwsker 60, the heart attack
admission rate decreased by 11%.

The actual rates, by year and sex for those urgke6@ were:

MEN

2001:1.21
2002: 1.25
2003: 1.31
2004: 1.35
2005:1.24

WOMEN

2001: 0.22
2002: 0.22
2003: 0.19
2004: 0.24
2005: 0.19

As a comparison, heart attack admission rates gltine@ 3 months prior to the
smoking ban (October-December 2005) were compareatés during the
same period one year earlier. Among those yourger 60, the rate
increased by 6%.

The paper concludes that the smoking ban resuitdtkiobserved 11%



decline in the heart attack admission rate in P@dm
The Rest of the Story
This is an example of what | would consider toungjscience.

To isolate a five-month period during one yeardaiing a smoking ban,
compare it to the same five-month period duringpfevious year, observe a
decrease in heart attack admissions, and condhadéhte decline was due to
the smoking ban isot solid sciencdt is more on line with what | would
termpure speculatian

In fact, this is the precise type of methodologgt thve in tobacco control
have attacked as being unreliable in concludinggheking bans have
resulted in a decline in restaurant sales. Tobamhastry commissioned or
funded studies, using the same methodology anthfyra decline in
restaurant sales associated with smoking bansleeseblasted by tobacco
control groups as being junk science. There issagaon why we should not
view studies using the same methodology in the saaye even though the
only real difference is that their findings are gagive of, rather than in
opposition to, our agenda.

The biggest problem with this study is that itngppssible to rule out the
simplest of alternative hypotheses: that the olesbdecline in heart attack
admissions is simply due to random variation indhta. In other words, it is
very possible that the rate of heart attack adimmsswould have declined in
the absence of a smoking ban. It is impossibleltpand it is impossible to
even make a reasonably solid judgment in the alesein@ny presentation of
underlying secular trends over any significant tngf time and the absence
of any comparison group.

A single point does not indicate a trend, and ihatally the fatal flaw of this
paper. It is entirely possible that the admissete simply blipped up a little
in 2005 and that in 2006 it will go back down #dit Or that the blip up in
2005 is simply a reflection of an overall trenddetreasing heart attacks
during this time period that is not specific taytarhere's just no way to
know.

If you simply look at the data, you'll see that clowling that there is a
substantial decline in the heart attack rate dukeésmoking ban is
unfounded. In fact, if you graph out the data fanven under 60, it actually



appears that the observed decline in admissioB806 is due solely to the
fact that there was a slight upward blip in 2004.

Based on the heart attack admissions rates amexdgnBnt women under 60
during the months of February-June from 2001-2@@3 observed heart
attack admission rate for 2005 should have beeh thitead, it was 0.19.
Does this mean that the smoking ban increasedatheof heart attacks
among Piedmont women?

The truth is that the observed rate of heart astackong Piedmont women,
ages 60 and younger, during February-June 200%sistly the samas it was
during the same period in 2003. This doesn't boelefar a conclusion that

there was a substantial decline in heart attackda@the smoking ban.

The complete absence of a comparison group is enfatal flaw. One

simply has no idea what the underlying seculardtiiarheart attacks was
from 2004 to 2005 in the overall region. Thussitmpossible to attribute any
observed decline in the rate to the smoking baherahan to a secular trend
that would have been observed anyway, even inliberee of the smoking
ban.

But the most peculiar aspect of the paper is tilmatuthors felt compelled to
stratify their results by age. This is in contri@sany of the previous papers
on this topic. So it is somewhat surprising to fint stratification in this
paper.

Unfortunately, a closer analysis of the data suiggée reason why the data
may have had to be stratified. If one examinegdta number of heart attack
admissions in Piedmont during the study period,arserves what appears
to be an increase in heart attacks, wit¥aincreasefrom February-June
2004 to 2005, the precise comparison period usddato the study's major
conclusion.

Is it possible that in the original analysis of ttea, the paper found this 2%
increase, and that the idea of stratifying the dataurred only after the
failure to find a decrease in heart attacks whergtiestion was examined in
the standard way that it has been looked at irr peearch?

The bottom line, that cannot be altered with dasmipulation, is that using
the same standards of analysis that the authdhedielena, Saskatoon, and
Pueblo studies usethe Piedmont study has demonstrated that the



implementation of the smoking ban was associated thia 2% increase in
heart attacks. The number of heart attacks from February-Jun® 200
increased from 3581 to 3655.

The paper argues that the fact that the declimeant attacks was found only
among those under age 60 is evidence that theusiook are valid. But if
you do enough stratification, you're bound to famaine group in which heart
attacks declined. To me, this sevenelyakens rather than strengthens, the
study's conclusions. The fact that the data hdod tsnanipulated far beyond
what has been done in previous research in orderdavhat appears to be
the desired effect greatly weakens the study'slasnrs.

While the paper tries to rationalize its decisiorstratify on age based on the
supposition that younger people would be moreyikelbe most affected by
a smoking ban, this decision doesn't jive withghpposed conclusions from
Helena and Pueblo. In addition, one could maketgament that if
secondhand smoke reductions are going to causkiati@n in heart attacks,
this is going to occur among those people withntlost severe and brittle
coronary artery disease, among whom a slight trigggech as secondhand
smoke, could cause an acute coronary event. Bugtbup is likely to be
somewhat older or at least to include older as aglfounger individuals.

Another curious quirk of the research, which alsmes out of the blue (not
done in any of the previous studies on this isgi#)e exclusion of most of
the data collected in the research. The basic cosgpethat is made consists
only of data from February-June of 2005 versusstmae 5 months during
2004. However, the study collected data on hetatled during the remainder
of 2005 and during all the months of the previoyzdrs. Why weren't all of
these data used to establish the seasonal andustrenlds and random
variation in the data and then to examine the cete 2005 heart attack
pattern in light of this? Why would one jump tor@mature conclusion
before even observing the pattern for the entieg¥e

Perhaps the most interesting aspect of the pajisrasnclusion that a
reduction in secondhand smoke exposure among ndesmcaused by the
smoking ban could cause an 11% reduction in h&axtks, while the effects
of the ban on reducing active smoking could onlysesa 0.7% reduction in
heart attacks.

As | stated earlier, one would expect the effe€tsny reductions in active
smoking due to smoking bans to have a more sulstaffect on heart



attacks than any reduction in secondhand smokesex@gnote that active
smoking causes far more heart attacks than seconddimoke). So what the
paper has really shown is that one would only exaa®ry small reduction
in heart attacks attributable to a smoking ordieanithin a short period of
time.

There is another reason why | think one would xpeet to see a drastic
effect of reduced secondhand smoke exposure ohdt&erks within a
several month period. In order to expect such tetefone would have to
postulate that secondhand smoke triggers acutecadents in persons with
severe coronary artery disease, who are basiaalé/lhombs waiting to go
off. In other words, the slightest insult to thetgm is capable of triggering a
heart attack.

Well, if you eliminate secondhand smoke exposinesé people are still
going to be susceptible to any other trigger. Epéirhigh-fat meal causes
endothelial dysfunction, and might also triggerlaed@ac event. So it is not
clear that simply eliminating secondhand smoke sxpowould prevent
these individuals from suffering heart attacks.

It seems to me that we've set ourselves up foarat gailure. We've now led
to the world to expect that we're going to be abldemonstrate drastic and
iImmediate reductions in heart attacks following kimg bans. But | don't
think such an effect is plausible. So when morefcdly conducted studies,
with longer follow-up periods, are finally condudiehey are most likely not
going to find such effects. Then, instead of simelgsoning that one
wouldn't expect dramatic effects, the public ishgoio conclude that the
whole thing was a big hoax. By making this the eostone for our
arguments in support of smoking bans, when thigytis shown to be untrue,
the whole building might come crumbling down.

Although I've been quite harshly critical of thenctusions of the Helena and
Pueblo studies, the Piedmont study is by far thakest of the three. There is
no comparison group, it fails to analyze all thaikable data, it is forced to
stratify the data in order to find an effect, ahtfuly uses only one data point
following the implementation of the smoking ban.

The study actually finds an increase in heart k#diom 3581 to 3655, a 2%
Increase, that is associated with the implememtaifdhe smoking ban. Thus,
in some ways, this study actuatlysprovesthe conclusions from Helena and
Pueblo. Yet the data are manipulated in a wayttlest to make it appear that



there was a dramatic decline in heart attacks. Beempting the data
manipulation, this conclusion is completely unfoedd

The Piedmont study is an example of junk scienckasmuch as we in the
tobacco control field would like to accept its clustons, doing so is going to
make us hypocrites, destroying our credibility.

Anti-smoking groups and researchers need to digdtesl study's
conclusions in order to make it clear that we hewme scientific integrity
and that as much as we would like to see dram#é&cte from our
Interventions, we will not disseminate informattothe public to support our
agenda unless it is based upon solid science.



New Study Claims that New York State Smoking Ban

Reduced Heart Attack Admissions by 8%

A study being released today concludes that the New Ytate Smoking
ban, implemented in July 2003, resulted in an 8%imke in heart attack
hospital admissions statewide during the first @&t a half it was in effect.
The study was published online ahead of print tadake American Journal
of Public Health (see: Juster HR, Loomis BR, Hinman TM, et al. ed in
hospital admissions for acute myocardial infarctioiew York State after
implementation of a comprehensive smoking #an.J Public Health 2007).

Although the study did not determine trends in hatiacks in smokers
versus nonsmokers, it notes that there was ngnéisant decline in
smoking prevalence associated with the implementaif the statewide
smoking ban; thus, the decline in heart attackdtigouted to decreased
secondhand smoke exposure among nonsmokers.

The study examined trends by month in age-adjustegdital admission rates
for acute myocardial infarction in all non-fedelNdw York hospitals
between 1995 and 2004. It used regression anabtysntrol for the effects
of seasonal and secular trends as well as themesé local smoking bans.

The paper concludesRates of hospital admissions for AMI [acute
myocardial infarction] were reduced by 8% afteomprehensive ban on
smoking in work sites, including hospitality venyesy., bars and
restaurants), in New York State. This is equivaterd reduction of
approximately 3800 AMI hospital admissions in 2@l an estimated cost
savings of $56 million. Our results show that emaasit of clean indoor air
laws was associated with an accelerated decliheggital admissions and
that a comprehensive statewide law had the lasféestt."

The study results were first reported by the Assed Preskere.

The Rest of the Story

While | do not dispute the conclusion that theres aa 8% decline in hospital
admissions in New York State during the second &fa®003 and all of 2004,
| do not believe that these data support a cormusiat the observed decline

in heart attack admissions is attributable to theegvide smoking ban.

Why? Because there is no control or comparison@mrobe article examines



trends in heart attacks in New York, but it doesexamine what happened
to heart attack admissioasywhere elseduring the same time period.

Sure - there was an 8% decline in heart attack sgloms in New York
during 2004. But this doesn't mean anything untlesse wasiot an 8%
decline in heart attack admissions in other stées,did not implement
smoking bans, in 2004. Without knowing what therhattack trends were
elsewhere, there i® basisto conclude that the observed decline in heart
attack admissions in New York was attributablen® smoking ban.

This is essentially an uncontrolled study - a stwttiout a control group. It
represents a very weak study design for this ty@alysis. Even the shoddy
Bowling Green and Pueblo studies employed a com@agroup to evaluate
whether the observed changes in heart attack®iaitiles with smoking bans
were also occurring in comparable cities withoubkimg bans.

So whatdid happen in other states between 2003 and 20047 Weéare
attack admissions stable in states without smokargs, while dropping by
8% in New York state with its smoking ban in place?

Well, in South Carolina, heart attack admissitnisby 12.5%from 2003 to
2004. This is also in marked contrast to the engstiend in heart attacks in
that state. Heart attack admissions were incredsiran average of 3.0% per
year during the period 2001-2003 in South Carolgmwas the 12.5%
decline in heart attack admissions during the same period in South
Carolina due to thabsenceof a statewide smoking ban?

In Nebraska, heart attack admissi@isby 28.5%rom 2003 to 2004. This is
in marked contrast to the existing trend in hetddcks in the state. Heart
attack admissions were increasing by an average8é6 per year during the
period 2001-2003 in Nebraska. Was this dramatip drdeart attack
admissions in Nebraska, which occurred duargctly the same period as
the decline in New York, attributable to the abseata smoking ban in the
Cornhusker state?

In fact, in all other states for which data areilade, heart attack admissions
fell by 5.1% from 2003 to 2004. So does the dedlneeart attacks in New
York represent a dramatic effect of the smoking, loans it simply a change
that would have been expected based on the sepedals occurring across
the nation during the same time period?



The article in question does not allow us to andtvat question. And that is
precisely why its conclusion is unwarranted.

Based on the available data, it certainly appdeaslarge declines in heart
attack admissions were occurring across the nati@d04. The observed
decline in New York was far less than was obsemeddebraska and South
Carolina - two states without smoking bans.

So does this mean that the absence of a smokinm lthase two states was
the reason why their heart attack admissions dipgremore than in New
York? Of course not. The point is that there argdayear-to-year variations
in heart attacks that have nothing to do with smghkans and in order to
conclude that a small decline (such as 8%) in hetatks was due to a
smoking ban, you absolutely have to show that gatirce would not have
occurred in absence of the smoking ban. And tdhdg you need to look at
what is happening in other states.

One lesson here is that even if a study is puldisheu still need to review it
critically and you should not necessarily assuna¢ its conclusions are valid
and well-supported. And if this is what can happath a published article,
you can only imagine how much more difficult itdssaccept the conclusions
of a study that is neither published nor availdb&, the Scottish smoking
ban heart attack study).

As much as we might like to believe that reduciegomiddhand smoke
exposure prevents thousands of heart attacks mti@mnof months, the
evidence is simply not there to support such alasian. By jumping the
gun and drawing conclusions prematurely, | feat Wweaare hurting our
overall scientific credibility. In the long run,ahmay harm the effort to
promote smoking bans far more than spreading thef blgat such bans are
going to immediately prevent heart attacks is gambelp enact these bans.



Helena Study Itself Reveals Implausibility of Conalsions
Thestudy that iswidely cited by anti-smoking groups as demonstrating that
smoking bans in bars and restaurants immediatdlyceeheart attacks by
40% reveals, in its own discussion of the findirtgs, implausibility of the
study's conclusions (see: Sargent RP, Shepard RiZ5SA. Reduced
incidence of admissions for myocardial infarcti@s@ciated with public
smoking ban: before and after stu@y1J 2004).

Apparently realizing that readers of the articlanddikely question the
plausibility of the conclusion that a mere smokioamn could result in such a
drastic (40%) and immediate (within 6 months) redurcin heart attacks, the
article analyzes the plausibility of its own corsitn:

"The effect associated with the smoke-free law s&m large but is
consistent with the observed effects of secondisamuke on cardiac disease.
Secondhand smoke increases the risk of a myocanéaattion by about
30%; if all this effect were to occur immediatelye would expect a fall of -
0.30x40.5=-12.2 in admissions during the six motileslaw was in effect,
which is within the 95% confidence interval for testimate of the effect (a
drop of -32.2 to -0.3 admissions)."

The actual observed reduction in heart attacksaleih was 16, so the
prediction of a decrease in heart attacks by hbidoo far off from the
predicted reduction, under these assumptions.

The Rest of the Story

In essence, what the paper is arguing is thatdhelgsion of the Helena
study is plausible because if one assumes thay@vemwho develops heart
disease and suffers a heart attack from seconditaokie gets heart disease
and suffers that heart attack immediately (withim@nths), the observed
decline in heart attacks in Helena is about whatwauld expect.

In other words, the paperakes the assumption that the effects of
exposure to secondhand smoke on heart disease angacardial

infarction are immediate. There is no time necessary to elapse between
exposure and suffering a heart attack.

What this means is that a person who is exposeddondhand smoke
acutely must immediately develop heart diseasebamat risk of having a
heart attack. The whole process of developing lksetase and suffering a



heart attack must take plaeghin 6 months in order for the Helena
conclusions to be plausible.

The flaw here is that the paper attributes alhef@bserved increased risk of
myocardial infarction among nonsmokers due to séicand smoke to an
immediate (within 6 months) effect of that exposaed assumes that none
of the effect requires more than 6 months of exmaslihus, all of the effects
of eliminating the increased risk in heart diseattebutable to secondhand
smoke would be realized within 6 months of a smghian.

This is clearly an impossible assumption. It carbetrue.

The evidence demonstrates that the effect of sé@mtismoke on heart
disease observed in the epidemiologic literatueel@g-term effect, that
results from chronic exposure to secondhand sme&elong periods of
time.

Eliminating secondhand smoke (even if a completedyaall smoking
everywhere were implemented in Helena) would nsdilten an immediate
30% reduction in heart disease and myocardialetifar. It would take many
years to see the effects of such an interventmobably on the order of 10-
20 years, if not more.

| am not taking issue with the assumption that tdasethe epidemiologic
literature, a complete smoking ban would resuéi B0% decline in heart
disease (and heart attacks) over a 20-30 yeardod3id | am taking issue
with the assumption that such a decline in hegatks would be observed
over a 6-month period. The epidemiologic literatsiraply does not support
such an assumption.

Given that the assumption upon which the papersigéseefense of its
plausibility is so preposterous, it basically ise tase that the paper does not
provide an adequate defense of its plausibilityminview, the Helena
conclusion remains a completely unfounded and iogdtde one, and it
should not be widely disseminated by anti-smokirgugs because it is not
based on sound scientific reasoning (plausibistyt think, one of the most
Important aspects of sound scientific reasoning).



The Next Helena: New Study Concludes that Smoking
Ban in Ireland Caused 15% Decline in Heart Attack

Admissions

A newstudy presented this week at the annual scientific sygnmo of the
European Society of Cardiology concludes that theksng ban in Ireland
resulted in a 14.5% decline in heart attack hoksadenissions during the first
year after its enactment.

A Reutersarticle from yesterday boastdieart attacks tumble after Irish
smoking ban'and quotes the study authors as arguing thatrdmssarch
demonstrates the need for further smoking bans.

According to the articlellreland's rate of heart attacks fell by aroundrath

in the year following the introduction of the wadddirst nationwide ban on
workplace smoking, boosting the case for more sinfibns, doctors said on
Tuesday. Edmond Cronin and colleagues at Cork WsityeHospital said an
analysis of people admitted with heart attacksuiolip hospitals in southwest
Ireland showed an 11 percent fall in the year dfterban came into effect in
March 2004."

In aTelegraph article, the lead study author was quoted as stating:
national ban on smoking in public places resulted decrease in admissions
for heart attack, especially in smokers. Our stoiabywides evidence of the
rapid effect of banning smoking in public placesdecreasing the burden of
heart attacks."

The Rest of the Story

What these news articles and quotes do not telig/that while the study
authors compared the number of heart attack admsén southwest Ireland
in the year following the smoking ban with the nanbf heart attack
admissions in the year preceding the smoking Iy, dnly looked back an
additional nine months in order to assess the in@seend and year-to-year
variability in the number of heart attack admissiamthis region.

What this means is that there is simply no waysgeas whether the observed
14.5% decline in heart attack admissions from 2003004 was due to the
smoking ban or if it was instead due to a pre-axgssecular trend in heart
attack admissions, or if the change merely reflant$erlying variability in

the data.



In order to establish the baseline trend in hetgatkh admissions over time
and to assess the degree of year-to-year vanainiltheart attack admissions,
one would need to go back in time much more thaplyi nine months.
Otherwise, these data are virtually meaningless.

For example, the study reports that there were A@missions in 2003 and
1092 admissions in 2004. Suppose that in 2001 there also about 1280
admissions. This would be consistent with the aasioh that the smoking
ban resulted in a significant decline in heartcksa

However, suppose that in 2001 there had been 168 attack admissions.
Then, it would be clear that a 15% decline in hat#teck admissions from

one year to the next is a common occurrence andt ttauld not be inferred
that the 15% decline from 2003 to 2004 was attablé to the smoking ban.

Complicating matters is the fact that the authown@l no decline in heart
attack admissions from 2004 to 2005, despite tiiirneed presence of the
smoking ban.

In fact, it turns out that there is a secular trefgharply declining heart
attack mortality in Ireland. While this doesn't necessarily meaat beart
attack incidence is declining, it does suggestithete may have been a trend
of declining heart attacks in Ireland even befbeesmoking ban went into
effect.

Cardiovascular disease mortality in Ireland hafsat been falling rapidly.
Over the past 15 years, it haeclined by about half Some of this decline is
due to decreased heart attack incidence. And sothatoreduced incidence
Is due to a drop in smoking rates. All of this hapgd, of course, before the
smoking ban went into effect.

Ischemic heart disease mortality in Ireland de@édsy 8.6% in 2003, the
year immediately preceding the smoking ban. In 2@®hemic heart disease
mortality declined by only 1.8%.

Does this mean that the smoking ban resulted in@eased rate of death
from heart attacks than would have been expectéd@@se not. You can't
simply look at a change from one year to the nagtattribute it to the
smoking ban. You have to carefully examine longrteecular trends,
variability in the data, and other factors thataffcardiovascular disease



rates.

These problems, however, did not seem to stoputiees of this study from
drawing a sweeping conclusion that is completejystified by the data
which they report. This seems to be par for thes®in the tobacco control
movement right now. Junk science is passing foiep#y valid science in
tobacco control these days.

It will be interesting to see how long it takes floe anti-smoking groups to
catch wind of these data and to start spreadingethnk science claims
widely to the public and policy makers. My guessvill take only as long as
it takes for secondhand smoke exposure to causeimag of the arteries.



New Research Article Concludes that Smoking Ban in
Scotland Caused a 17% Reduction in Acute Coronary

Events; Comparing Apples to Oranges

A study published in the current issue of tHew England Journal of

Medicine reports that the smoking ban in Scotland resufted17% decline

in hospital admissions for acute coronary syndr@meuding myocardial
infarctions [heart attacks] and unstable angine@ (Pell JP et al. Smoke-free
legislation and hospitalizations for acute cororgymdromeN Engl J Med
2008; 359:482-491).

The study compared the number of admissions faleamronary syndrome
in nine hospitals in Scotland (representing 63%drhissions for acute
coronary syndrome in the country) during the 10-thgreriod prior to the
smoking ban and the corresponding 10-month pehieddllowing year. The
number of admissions declined from 3235 to 268#pa of 17%.

This 17% drop was compared to the trend in ovépital admissions in all
of Scotland during the preceding 10 years. Accardiinthe study, "the trend
during the 10 years before legislation was a 3%magamual reduction, with
a maximum reduction of 9% in 2000."

Because the observed 17% reduction in admissiorectde coronary
syndrome was much higher than the annual redudtioing the 10 previous
years and exceeded the highest annual decline betarey two years, the
study concludes that the observed reduction igattible to the smoking
ban.

The Rest of the Story

The problem with this article is that its conclusie based on a comparison
of apples to oranges. In order to compare the aghangeart attacks in
Scotland from 2006-2007 to the trend in heart &#ftaltiring the preceding
ten-year period, one needs to use the same datzedowcompare these
trends.

In this article, the researchers use one sourdatafto estimate the change in
heart attacks from 2006-2007 (observed changednmsaions for nine
hospitals representing a portion of the country) adifferent source of data
to estimate the trend in heart attacks from 199@64@ational data from the
Scottish National Health Service).



A critical basis for the article's conclusion istlthe year-to-year decline in
heart attacks in Scotland never exceeded 10%, Wieleesearchers found a
17% decline in heart attacks during the year folhgithe smoking ban.

However, the relevant question is not what theomati health service data
show, but what changes in heart attack admissiangdahave been found
using the same methods employed by the researttheosint heart attack
admissions for 2006-2007. What would the annuahgha have been using
the same 9 hospitals and using the same methaalioting heart attack
admissions?

It is important to note that:

(1) The diagnosis of acute coronary syndrome ir622@07 was based on an
assay for cardiac troponin (a component of cardiascle which is released
into the blood following heart injury), which isvary sensitive test for
cardiac injury. For the period 1996-2006, the dais was likely made
based on less sensitive measures, since the tregoiin to diagnose
coronary syndrome has greatly increased in recsarsy

(2) The random variation and secular trends inmanp syndrome for the 10-
year period prior to the smoking ban are basedadardized, national data
which include the entire country of Scotland. Thisg, variation is likely to

be much lower than the variation in the data frosample of just 9 hospitals.

The correct way to conduct this analysis woulddoexamine the trends in
heart attacks in all of Scotland for the entireyear period using a single,
standardized and consistent data source and theeaioine the degree of
random variation in year-to-year changes in he#aths and see if the
observed change associated with the smoking banassistent with the
magnitude of observed year-to-year changes dunegéears preceding the
smoking ban.

Fortunately, the annual data on heart attack adonissn Scotland is
availableonline, so we can examine the magnitude of year-to-yleanges in
heart attacks in the past decade and see how éimgelassociated with the
smoking ban compares.

Remember that the smoking ban was implemented nciM2006, so changes
from 2005 to 2006 would reflect the smoking barmywaslild changes from



2006 to 2007.

Between 2005 and 2006, the number of heart att@elkssions in all of
Scotland declined by 4.2%. Between 2006 and 20@7ntimber of heart
attack admissions in Scotland dropped by 8.0%.

That might sound like a big drop, large enough #Wmatvould conclude it was
due to the smoking ban.

However, look at the year-to-year declines in hatgcks in Scotland in
years prior to the smoking ban.

Between 2003 and 2004, heart attack admissionshdddby 4.6%. This is
greater than the observed heart attack decline 2@®5 to 2006.

Between 1999 and 2000, heart attack admissioneatigdd declined by
10.2%. This is much greater than even the 8.0%raeobserved from 2006
to 2007.

Even if we look at the 2-year decline in heartatsafrom 2005 to 2007, it is
about the same as the 2-year decline observed &eW899 and 2001
(11.9% compared to 10.7%).

If | present the data this way, it makes it cldeat the observed change in
heart attacks associated with the smoking bantiatrall out of the range of
normal declines in heart attacks from year to ye&cotland observed in the
absence of the smoking ban.

2005-2006: -4.2% 2003-2004: -4.6%
2006-2007: -8.0% 1999-2000: -10.2%

My point here is not that these data prove there neadecline in heart
attacks in Scotland attributable to the smoking. béy point is merely that
there is no way one can conclude that the obseatgelihe in the year
following the smoking ban was different from thegndude of the declines
observed in previous years.

The analysis in this paper assumes that the estiserved change in heart
attacks is attributable to the smoking ban. Howeites clear that a 10.2%
decline in Scotland from 1999-2000 occurred indbmplete absence of a
smoking ban. Clearly, there are other factors whiehcontributing to a



decline in heart attacks, there is a secular toérsibstantially declining
heart attacks over time, and in fact, the magniteidee decline associated
with the smoking ban is less than the magnitudéefiecline observed in
some recent years preceding the smoking ban.

In other words, one cannot rule out the very plalasalternative hypothesis
that the observed decline in heart attacks is exgdiaby random variation in
the data and the already existing secular trerolining heart attacks in
Scotland.



Surgeon General and Anti-Smoking Groups

Sensationalizing Facts to the Point of Inaccuracyvhy?

It is becoming increasingly difficult for me to léle to trust information |
receive from anti-smoking groups. And it's not jing fallacious claims from
some groups that 30 minutes of secondhand smolses&ardening of the
arteries. As we found out last week, even the Surggeneral apparently can
no longer be trusted to provide accurate infornmatas he told us all that just
a "brief exposuré' to secondhand smoke is all that it takes to cheset
disease and lung cancer. And yesterday, anothiesranking group told us
that the Florida Supreme Court's reversal of thebddillion verdict against
the tobacco companies and decertification of taesclvas adevastating
blow" to the tobacco companies.

It seems that it is becoming impossible for antbkimg groups to
communicate information to the public without oyesensationalizing it,
spinning it, or distorting it to the point thatoécomes misleading. Why is
this? Why can't these groups simply call a spasigade and report
information to the public in an unadulterated fasi® Why do they
apparently feel a need to distort everything té soime perceived need? Why
doesn't the simple truth cut it anymore?

The Rest of the Story

| can only speculate. We live in an age where tiees® much exposure to
the media and most of it comes in sound-bite fastseores of news
headlines hit you every time you turn on your cotepul hey flash across the
screen when you turn on your television. They oyt you when you are
trying to make it through your email. Our attentisrvery short - if

something can't be said in 5-8 seconds, it's tog for us to pay attention to.
We want the bottom line and we want it instantly.

With all the media clutter that surrounds us, ihireasingly difficult for
public health groups to break through with theiissages. Perhaps there is a
perception, on the part of anti-smoking groupst itharder to be heard they
have to produce sensational headlines. It is noagmto say that chronic
exposure to secondhand smoke is hazardous. Youthiaay that just 30
minutes of secondhand smoke can kill you. It isemaiugh to say that brief
exposure to secondhand smoke has effects on tisdicilg the coronary
arteries. You have to say that brief exposure migh to cause heart disease
and lung cancer. It is not enough to say that toeda Supreme Court



decision in Engle is a tremendous victory for Bmpacco, but that individual
lawsuits can still proceed and could result in safisal damages. You have
to say that the decision was a devastating blotivddobacco companies.

Our society, and especially the way we presentind&bion, has become
increasingly polarized. There is no more middleugibin public
communication. It's all or nothing. Either seconatthamoke kills instantly,

or we don't perceive the information as being adejto be communicated to
the public. Either a court decision is the bestdhb happen to anti-smoking
efforts since sliced bread, or the facts are natlwoof being reported as they
are.

Everything is black and white. The tobacco compaare evil. Anti-smoking
groups are angelic. And anyone who opposes tobamunol measures or
criticizes anti-smoking groups is evil.

Secondhand smoke must be banned everywhere. Westtgmat the
workplace, or in outdoor places where people caawoid the smoke, or
even in all outdoor places. We must invade intoctireand home and
eliminate all traces of secondhand smoke. If ygoosp any of this, you are a
tobacco stooge. And if you happen to be an antikemycadvocate and they
know you don't take tobacco money, then you're lsirapraitor.

Exposing children to secondhand smoke is not jnstexample of a risk that
parents expose their children to. Instead, it'klciuse.

Smokers are not individuals who have made a dectsi@ngage in an
unhealthy behavior, though one which they find gafde or gain some other
perceived benefits from. Instead, they are socitdasts who are a drain on
society and are undeserving of employment.

The polarization has become extreme. And it haggaed all aspects of our
work in tobacco control.

But nowhere is it so striking as it is in our peltommunications. You have
to take everything to the absolute extreme oanfjsarently not perceived as
being worthy of being communicated, even if it's thuth.

The problem, however, is that once you start gbtmagfar, your public claims
no longer jive with people's observed experienced fhat's when people
start to reject your claims and you lose your ditly and the public's trust.



That was the mistake Bush made in promoting thepwar. He was able to
convince the majority of us that Saddam Husseinawsisbstantial threat to
our security because of his weapons of mass déstmuBut when those
were nowhere to be found and we were then toldwieatad to keep fighting
because Iraq still represented a threat to oudfm@eand security, it no longer
was consistent with our observed experience. Pshpport began to fall, as
did the public's trust in the president.

The same mistake was made with respect to eavgsdgopn our telephone
conversations. Up to a point, we could acceptttiere was some need to
protect us from terrorist threats and that potéptias could be uncovered by
tapping our conversations. But when the intrusi@s wone indiscriminately
and involved people and issues that clearly haldimgto do with national
security, the claim that this degree of intrusioto iour privacy was necessary
to protect us from terrorism no longer jived witlr @bserved personal
experience.

And so it is with the Surgeon General's claimsshgling us that even a
brief exposure to secondhand smoke is enough &edaeart disease and
lung cancer, but that simply doesn't accord withpbe's observed
experiences. They fail to see people around thestirkgover from heart
attacks after 30 minutes of exposure to driftingaimco smoke exposure, and
so they will discount the Surgeon General's claBug.with that discounting
will necessarily come the discounting of the Surg&&neral's credibility and
the loss of the public's trust.

The same is true, | believe, with other anti-smglgnoups that are making
similar claims.

And the same is true with groups like the Tobacoatf®l| Resource Center,
which is the group telling us that the Florida Sarpe Court's decision to
throw out the $145 billion verdict against Big Taba is a devastating blow
to the companies. People's observed experienbati®hilip Morris stock
rose by more than $5 today, more than a 7% inclieasteck value in one
day. That experience simply doesn't fit with tha&irol that this decision was a
devastating blow to Big Tobacco. So people aregytorreject the Center's
claim. And won't they be less likely to put theiurdt in the Center's
communications about the outcome of tobacco casé®ifuture?

Just as much of the public has learned to disderegident Bush as a reliable



source of accurate and unadulterated informatiocribical issues that affect
us, | fear that much of the public will also leanndiscount the tobacco
control movement as a reliable source of infornrmaibout smoking and
health, legal, and policy matters.

Sensationalizing the facts in order to try to capthe attention of the public
may appear to be the most prudent course of aictithe short run, but in the
long run, it will only hurt our credibility and ede the public's trust in us as a
reliable source of information.



IN MY VIEW: Why the Tobacco Control Movement
Seems Unable to Produce Solid Scientific

Communications

In past weeks, | have exposed the story of antikemgogroups widely
disseminating completely false information aboet ¢fffects of secondhand
smoke ASH fallacious claimsSmokeFreeOhiofallacious claimsANR
fallacious claims25 more anti-smoking groups'claims;16 more groups'
claims;British Heart Foundation fallacious claim).

Here | address the question of why it is that dietco control movement
seems to have lost its ability to screen out ineateuand misleading public
communications about the scientific issues undeglyneir efforts to promote
smoke-free policies.

The Rest of the Story

| think the fundamental reason for the loss ofrtfeyement’s ability to ensure
the scientific integrity of its communications et it has been overcome by a
mentality that has destroyed its internal gatekegpbility.

Let me explain.

In most areas of public health in which | have beeolved, there is a strong
system of "checks and balances" by which sciertdimmunications are
screened internally both before and after theynaade.

Before they are made, health claims of potentikyeme consequence are
screened by experts in the field to make surethiegt are valid and that there
Is sufficient documentation to back them up. Aftexy are made, experts in
the field feel comfortable refuting the statemeahtkey view them to be
false. Thus, there is a constant pressure on athstmensure that their
statements are accurate before they make them.

This is the situation that | believe existed in thieacco control movement
(and | observed and took part in its existenceldnig the past few years. In
the past, when | have worked with tobacco controligs, | have observed an
extreme level of care and concern in developindip@ommunication
materials. Everything had to be well-documentedtaednentality was one
by which we could not take chances, because tlect@bindustry was out
there "waiting for us" and would refute any undoemted claims that we



made. Everyone seemed to be scared of saying agytmt might be
inaccurate for fear that the tobacco industry waqaddnce on us and discredit
us.

In fact, in many situations, | felt that the degoéecrutiny was far too strong
and that a number of statements that | thoughtldimimade were "toned
down" because of fear of a slight possibility obmterpretation, and
therefore attack by the tobacco industry. The ¢édoeing discredited
publicly was a paramount concern in everyone's mind

In addition, most of the people working at the amigations with which |
collaborated were life-long advocates, mostly udpalunteers. They were
not particularly skilled at (or slick) public relans, and therefore, almost all
potential communications were reviewed by experthe field before they
went public.

But three major changes have taken place in reeams.

The first is the tobacco industry's fall from graoel loss of its ability to
effectively discredit tobacco control groups. Ldygdue to its own legal
problems and the fact that it started losing tobdawsuits and was forced to
release millions of damning internal documents ttiicco companies were
put on the public relations defensive, rather tt@noffensive, and the threat
of being discredited by tobacco companies wasudlrdmoved from the
picture. In addition, | believe the tobacco compariiave made a decision to
be far less aggressive in intimidating and thraatgtobacco control groups
and have largely been leaving groups to condudt lusiness without
interference.

The second major change is the conversion of theement from a
grassroots (and largely volunteer), social moverteathighly
Institutionalized, heavily-funded, and overly catized establishment. Our
public relations capacity greatly increased andchew have professional (and
slick) public communications expertise. The focas thus shifted from the
integrity of the science to the impact of the ptisdrcommunications. The
priority is to put out the most dramatic, strikiragnd impactful
communication rather than the most accurate, samdipunassailable
scientific statements.

The third change, and the most important in my iopinis the development
of a new mentality - one by which dissent is ntaéd and there is no room



to disagree with or challenge any of the estabtisteyma of the movement.
But what constitutes the "established dogma" ofloeement is simply
anything that any tobacco control group has stateven one group makes a
health claim, that becomes the "established dogmd'it cannot be
challenged internally.

There is truly no room for any dissent. Anyone whallenges the
established dogma is instantly accused of beidpactco industry mole, a
traitor, or a lunatic who has gone over to the Kdade." Advocates are afraid
of speaking out to voice any criticism or disagreaihwith the dogma of the
movement specifically because they are afraid wé\be viewed

negatively. And their fear is probably a well-fo@adone, based on my own
experience.

In this way, the movement has lost its internaégaéping mechanism. You
can't have an internal gatekeeping ability or aamlsance of checks and
balances when it is literally impossible for anyavithin the movement to
challenge a public statement once it has been made.

| cannot tell you how many times advocates haveamdged to my
challenging of inaccurate scientific claims notdigcussing the validity of
those claims, but by castigating me personallyofarging the truth to the
attention of the public. Apparently, the appromiptocedure in the
movement is to quietly, secretly, and individuagnd a note to the relevant
groups (even though that would take no less thadifféé&rent letters I'd have
to write) to suggest that perhaps they might haadera slight
overexaggeration, and then to forget about it andamn to more important
things. And that's the response | get from those @dnot accuse me of
being a traitor or tobacco stooge or having "chdhge gone to the dark side,
or being a discredit to the movement.

The internal gatekeeping function of a movemeidss when there can be no
internal challenge to the doctrine. Because critigy a group within the
movement is viewed as being traitorous, all it taka a particular health
claim to become doctrine is to make the claim miplbnce. Thus, when one
group of researchers made the absurd and compietglsiusible claim that a
smoking ban reduced heart attacks by 40% withiro6ths, that
instantaneously became the prevailing wisdom oftbgement, and any
challenge to that wisdom instantly became primaataevidence of

disloyalty to the movement.



Similarly, when a couple of anti-smoking groups @betely botched the
interpretation of the Otsuka study and mistakerdymed that it showed that
30 minutes of secondhand smoke exposure could edlnsmsclerosis and
heart attacks in healthy nonsmokers, this clainabecthe dogma of the
movement, and no longer subject to questioning fnotinin.

| believe that the combination of these three feckas led to the near
complete destruction of the tobacco control moversatbility to regulate its
own scientific claims.

Whereas the threat of being discredited by thedodadustry was
previously a strong force helping to ensure acguiraour communications,
that force is now all but gone. And there is n@#trof being discredited from
within because the movement has removed that thyeetteating a climate in
which no dissent can be expressed from inside theement without severe
repercussions. The only check remaining in theesyss the possibility that
some external group might put up a fuss, but that'dly a problem since
that group will simply be dismissed as a tobacclusgtry front group

anyway.

The end result: there is really nothing to keepsystem in check. It is
basically a free for all. Groups can say just alamything they like and they
are essentially protected from being held respém$éts any inaccuracies,
due to an intricate, yet well-functioning systengabup-think by which there
cannot be any internal wrongdoing (or if theratisan just be dismissed and
the attack will be re-directed towards the indigtimaking the claim of
inaccuracy).

Something needs to be done to fix this system. &y priority right now is
to try to get groups to correct the inaccuratencsaand apologize for
misleading the public, in order to save the crdithbof the movement, my
hope is that some critical attention will be giterreforming the mentality of
the movement and confronting the factors that maade this breach of the
public's trust possible.



Enstrom Cleared of Scientific Misconduct Charges;

American Cancer Society Owes Him An Apology

After an internal investigation, the University©élifornia hasleared
UCLA professor and epidemiologist Dr. James Enstob@l chargesof
scientific misconduct - charges that were levelgthe American Cancer
Society.

According to ararticle in a recent issue dfature, the American Cancer
Society (ACS) had accused Dr. Enstrom of scientifisconduct in his role
in a 2003British Medical Journal study which questioned the link between
secondhand smoke and lung cancer among nonsmokers.

That article - which used data from the ACS Cairevention Study and
found no significant increase in lung cancer risgaiated with exposure to
spousal smoking - has received massive publia#yiisg as the focal point
for a campaign to eliminate tobacco industry fugdmh research at the
University of California.

According to the article, the accusation from t@SAprompted an internal
University investigation to determine whether aaiestific misconduct
occurred:

"The latest round of debate began last autumn leohief executive of the
American Cancer Society, John Seffrin, wrote aftdth the University of
California's board of regents arguing that tobaooaling should be banned.
In the 12 October letter, Seffrin argued that taoaftinded front groups
"publicized misleading results" while giving "thal$e implication" that the
society had endorsed the study. He cited EnstrBM3article in particular,
alleging that Enstrom "ignored" complaints of "famdental methodological
problems". ... Wyatt Hume, provost at the Univgrsit California's
president's office, wrote to Seffrin saying that tmiversity "takes allegations
of scientific misconduct extremely seriously". liete is "specific information
in support of an allegation of scientific miscontlagainst Enstrom", he
wrote, he would relay it to officials at the Los geles campus so that they
"can pursue the matter further". Shortly aftericdds at the cancer society
sent a seven-page list of what they cited as issithgheBMJ article."

Both authors of the study -- Dr. Enstrom and Drof@ey Kabat, formerly of
SUNY Stony Brook, vehemently denied any scientifisconduct:



“In an interview, Enstrom acknowledged receiving #arious letters and
corresponding with the University of Californialgtlaorities. "I am working
on this with regents' approval," he said. "l ammigeallowed to defend myself
by the appropriate people." He "absolutely" deai®g misconduct in the
study. And Kabat objects to the university's regmiicies being based "on
allegations motivated by a political agenda anduppsrted by any facts"."

The internal investigation failed to find any evide of scientific
misconduct. Dr. Enstrom was officially cleared iMarch 22etter from UC
Provost and Executive Vice President for Academit ldealth Affairs Wyatt
R. Hume, who wrote:

"Chancellor Abrams initiated a thorough reviewué tnaterials forwarded

by Dr. Thun. He asked two senior campus officiatgh of them scientists, to
independently review the materials. Both officiaidependently reached the
conclusion that these materials provide no evidefcseientific misconduct."

"The materials Dr. Thun provided reflect the roldestbate in the scientific
literature about the research methodologies usdarblnstrom in
conducting the work that was the basis for the 2@1i8le published in the
British Medical Journal. Disagreements regardirsggaech methodology, and
disputes about the soundness of scientific cormhssilo not, however,
constitute scientific misconduct. There is roomvfiehement and heartfelt
disagreement about the soundness of particulantd@eanalysis and
conclusions, and the scientific and academic coniiyhias well-established
mechanisms for judging which results are ultimatdgmed to withstand
lose and sustained scientific scrutiny."

The Rest of the Story

As | stated in myommentary on this issue, the presence of deficiencies in
research (taking the ACS position to be true) &edoublication of results
that do not accord with the views of others dods@present scientific
misconduct. Taking money from the tobacco compasiest scientific
misconduct. While the ACS has every right to cizecthe methodology of
the study and dispute its findings and conclusidns,inappropriate to attack
the researcher - and to charge him with scientiikconduct - rather than to
focus on the research.

In this case, there was no scientific misconducicé&Dr. Enstrom has now
been cleared of these charges, | believe that therian Cancer Society



owes him an apology.

In the academic community, scientific miscondudrges are taken very
seriously and these charges could literally ruimeone's career. Thus, if a
group ends up falsely bringing scientific miscondtltarges against a
researcher, they certainly owe him an apology fakimg what turns out to
be false charges that could have ruined his career.

What the American Cancer Society has done amoardsaracter
assassination. If they want to criticize the resleatself, point out
methodologic flaws, or attack the tobacco compafuessing this kind of
research in a campaign to undermine public headthsages about the harms
of smoking or secondhand smoke, then that's fiheyThave every right to

do that. But to issue the attack on the individeakarcher and attempt to
denigrate the character of that individual by mglkivhat amount to false
allegations of scientific misconduct is not apprafa.






