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By hating vices too much,  
they came to love men too little. 

 

Edmund Burke 

 

INTRODUCTION1 
 

ur paper asks the following 
question: Do working class 
diets, habits, preferences, 

pleasures, and leisure and recreational 
pursuits express a culture under attack 
from the political establishment? Our 
answer is a definitive, yes. The political 
elites of this country are undeniably 
engaged in a campaign to denormalise a 
way of life associated with working class 
communities. This situation has been 
reached because, as the past decade 
confirmed, all three of the major British 
political parties – Labour, Conservative, 
and Liberal Democrat – seem incapable 
of resisting the nannying impulse. Each 
party’s leadership appears to be 
afflicted with Mary Poppins Syndrome. 
It seems neither Prime Minister Gordon 
Brown, Opposition Leader David 
Cameron, nor Liberal Democrat Leader 
Nick Clegg2 will rest until Britons are 
practically perfect in every way. And, 
the farther one reaches down the 
socioeconomic ladder, the more 

                                                 
1 Patrick Basham directs the Democracy 
Institute and is a Cato Institute adjunct 
scholar. John Luik is a Democracy Institute 
senior fellow. 
2 We find tremendous irony in public school 
educated Clegg’s campaign swing from 
Burnley to Redcar in which he portrayed the 
Liberal Democrats as the party of the 
working class. See Will Pavia ‘Clegg makes 
bold pitch for northern working class’ The 
Times 3 May 2010. 

perfecting there is to be performed by 
those who know more than we do 
ourselves about what is good and bad 
for us.  
 
Does such social engineering constitute 
an undeclared class war? Of course not, 
one is tempted to respond. After all, 13 
years of Labour governments have 
consigned class war to the political 
dustbin. A decade ago, The Economist 
reminded its readers that:  
 

[O]ne of the central messages of 
New Labour was that, in Mr Blair’s 
words, ‘the class war is over’. New 
Labour, unlike Old Labour, did not 
threaten a frontal assault on the 
privileges and bank accounts of 
the middle classes. Private schools 
would not be penalised. Taxes 
would not be raised. The task 
instead would be to ensure that 
opportunities for social mobility 
are more widely spread. In a 
recent interview, Mr Blair 
expanded on this idea: ‘The class 
war is over, but that is not to say 
that there still aren’t class 
divisions. You are not going to 
liberate the potential of the 
people who are down at the 
bottom of the heap by waging war 
on the middle class today. That is 
not what the game is about at 

all’.3 
 
Nonetheless, while the middle classes 
today are safe from a peasant rebellion, 
the working classes are subject to an 
invasion of the Public Health Toffs 
(PHTs). In part, this reflects the changing 
composition of our governments over 

                                                 
3 The Economist ‘Back to class war?’ 1 June 
2000. 
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the past generation. Each one of the 
Thatcher, Major, and Blair governments 
contained a significant number of 
individuals from relatively ordinary 
backgrounds, at least compared with 
the members of Gordon Brown’s 
Cabinet, the Conservative Shadow 
Cabinet, and the spokespersons for the 
Liberal Democrats. Today, the 
intellectual and political centres of the 
Labour, Conservative, and Liberal 
Democrat parties are largely controlled 
by upper and upper-middle class 
individuals whose respective family 
backgrounds, educations, financial 
positions, and cultural experiences have 
inculcated a spirit of 21st century-style 
noblesse oblige that views the public 
health arena, in particular, as Ground 
Zero for improving the lot of those born 
into and living in low-to-average 
socioeconomic circumstances.  
 
Ironically, as The Economist recently 
explained, Britain’s political elites do not 
even recognise or understand the class 
of Britons immediately beneath them 
on the socioeconomic ladder, that is, 
the middle class.4 Yet, middle class 
Britons should perhaps breathe an 
enormous sigh of relief that the 
country’s political establishment is 
increasingly ignorant of and oblivious to 
their circumstances. The alternative is 
to be treated along the lines of the 
country’s working class population, that 
is, as the subjects of a real-time social 
science experiment designed by one’s 
social betters for the purpose of 
changing and thereby improving this 
social cohort’s cultural characteristics, 

                                                 
4 The Economist ‘Class and politics: The 
misinterpreted middle’, 27 March 2010. 

including its diet, habits, preferences, 
pleasures, and leisure and recreational 
pursuits, in order to improve the 
country’s overall public health. 
 

HEALTH PATERNALISM 
 

he primary justification for the 
war on working class culture is the 
political elite’s unquestioning and 

uncompromising belief in health 
paternalism. It is the commitment to 
health paternalism that provides the 
driving force behind their attack on 
eating, or at least ‘inappropriate’ eating, 
drinking, smoking, gambling, and 
tanning. For the elite, who understand 
the subtle, complex, and empirically 
unsupported connections between 
disease and lifestyle, between living a 
certain way and ‘preventing’ the most 
serious of diseases, such as heart 
disease and cancer, all of these activities 
are inappropriate because they are 
unacceptable risks to health or healthy 
living. 
 
Though health paternalism comes in a 
variety of shapes and sizes, at its core it 
asserts the following: 
 

 Autonomy is not the central 
value of democratic societies, 
since considerations of health 
and collective welfare must 
frequently take precedence 
over it. 

 In matters relating to health, 
individuals are often 
uninformed or irrational in their 
choices, fail to understand their 
interests, and do not know best 
how to realise those interests. 

T 
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 This is due, in large measure, to 
the fact that individuals are 
unaware of, or are indifferent 
to, the growing scientific 
consensus about what it means 
to be healthy. 

 There is a scientific consensus 
about one healthy and rational 
way to live that has as its end, 
to quote the constitution of the 
World Health Organization 
(1996), “a state of complete 
physical, mental and social well-
being.” (p. 1) 

 Integral to this concept of 
healthy and rational living is the 
fact that much disease and 
premature mortality can be 
prevented by appropriate 
lifestyle and behavioural 
changes, particularly with 
respect to risk and pleasure. 

 Individuals need the assistance 
of the health promoter to 
discover and realise their 
“genuine” health interests, as 
well as to avoid irrational 
courses of action that might 
result in unhealthy 
consequences. 

 The central task of health 
promotion is to disseminate the 
truth about the connections 
between health, disease, and 
lifestyle through educating, 
persuading, and providing the 
State with a menu of policy 
options that will change 
individual and societal beliefs 
about health and lifestyle. 

 Individuals have a moral 
obligation to live their lives in 
accordance with this evolving 
scientific consensus about what 

constitutes being healthy, 
particularly with respect to the 
connection between health and 
lifestyle.  

 The State has an obligation to 
ensure that its citizens, even if 
they are unwilling or unable, 
conform to the scientific 
consensus about what it means 
to be healthy. 

 
At its core, health paternalism argues 
for restricting the rights of competent 
adults in order to protect them from the 
allegedly harmful consequences of their 
own insufficiently considered actions. 
Indeed, the most potent expression in 
the vocabulary of health paternalism – 
indeed, its definitive expression to the 
working class – is, ‘It’s for your own 
good’.  According to this view, the 
health paternalists’ (and by extension 
the State’s) conception of health and 
the value of health replaces not only the 
values of the individual, but also the 
individual’s weighing of risk and reward, 
a not insubstantial trespass on personal 
autonomy. 
 
What might The Truth about health, 
disease, and lifestyle, as known to the 
health paternalist, in fact be? Here is a 
sample of such truths: 
 

 We are all getting fatter. 
 Being overweight or obese will 

significantly shorten your life. 
 Eating the wrong sorts of foods 

will make you fat, lead to 
disease, and shorten your life, 
while eating the right sort of 
foods can reduce your risk of 
disease. 
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 Virtually all smokers hate 
smoking and wish to quit. 

 Smoking, regardless of the 
amount, will lead to 
innumerable diseases and 
shorten your life. 

 Drinking, even in moderation, is 
a significant risk for disease and 
premature mortality. 

 Using tanning beds will lead to 
skin cancer. 

 Being exposed to advertising for 
bad foods, smoking, and drinking 
is the reason that many people 
take up these bad habits. 

 Taxing unhealthy foods and 
tobacco will reduce 
consumption. 

 Gambling produces 
unacceptably high social costs. 

Today, the object of the health 
paternalist’s ire is the stereotypical 
Average Joe, an overweight working 
class male addicted to junk food and 
betting shops, at least when he is not 
swilling pints and smoking cigarettes 
while in Couch Potato mode, behaviour 
he learned from watching TV adverts. 
The health paternalist also lacks 
sympathy for Average Jane’s addiction 
to her fake tan. The health paternalist 
envisions an entire social cohort that 
resembles the inhabitants of working 
class Coatbridge, in Lanarkshire, which 
has the unenviable distinction of being 
Britain’s fattest town,5 or at least 

                                                 
5 The data was compiled by CACI, a market-
research firm, based on lifestyle interviews 
with more than 16m people in 
neighbourhoods across the UK. See Stuart 
MacDonald and Scott Mullen ‘Coatbridge is 

Barrow, the Cumbrian industrial town, 
recently designated the most working-
class town in the UK due to the finding 
that Barrow has a fish-and-chip shop, 
workingmen's club, bookmaker, 
greyhound track, or trade union office 
for every 2,917 people.6 

How might these destructive behaviours 
best be changed, according to the 
health paternalist? A menu of 
educational and “persuasive” 
mechanisms includes: 
 

 Educational campaigns that tell 
the public the ‘truth’ about 
overweight, obesity, and disease 
and death. 

 Denormalisation campaigns in 
which certain behaviours and 
risks such as smoking and 
drinking are portrayed as deviant 
and unacceptable. 

 Bans on public smoking. 
 Taxes on unhealthy food. 
 Prohibiting tanning beds. 
 Bans on alcohol, tobacco, and 

certain food advertising. 
 High taxes on alcohol and 

tobacco. 
 Ingredient changes to 
“unhealthy” foods, including 
reductions in sugar, salt, and fat 
levels. 

 Restrictions on gambling activity. 
 

                                                                   
the fat capital of Great Britain’ Sunday 
Times 11 April 2010. 
6 The survey, by the local directory website 
locallife.co.uk, is reported in Caroline Davies 
‘Barrow, capital of blue-collar Britain’ The 
Observer 5 October 2008. 

http://www.locallife.co.uk/
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Our objections to this health paternalist 
inspired attack on working class culture 
are of two sorts: moral and empirical. 
First, we argue that health paternalism 
has no place in a democracy in that it 
collides with the fundamental right of 
personal autonomy. Second, we argue 
that health paternalism’s claims about 
lifestyle and disease, both in terms of 
causes and cures, are scientifically 
unfounded. In effect, health paternalism 
is both profoundly undemocratic and 
unscientific. 
 

THE MORAL PROBLEM ς 
A CONSPIRACY  

OF GOOD TASTE 

 
he most significant problem with 
health paternalism and its war on 
working class culture is its 

enormous erosion of individual liberty 
through systematically employing the 
engine of the State, particularly its 
propaganda and regulatory powers, to 
define and enforce a single vision of 
what constitutes The Good Life. 
Whereas the 19th century’s broad 
extension of the democratic franchise 
was conceived of as a way of accepting, 
legitimising, and protecting working 
class culture, the 21st century’s health 
paternalism is nothing less than a way 
to circumscribe, denormalise, and 
uproot working class culture. At its 
heart, health paternalism is committed 
not to abolishing working class culture 
and pleasure in one grand gesture – that 
would be too obvious, too crude, and 
arouse too much passionate opposition 
– but, instead, to using the mechanisms 

of social engineering to ease it gradually 
out of existence. 
 
The key to the project is health 
promotion’s sweeping definition of 
health, a definition that is 
simultaneously broad and narrow, 
which allows it a truly totalitarian 
compass of control over individuals by 
prescribing precisely what is acceptable 
behaviour. Health becomes the 
authority against which pleasure 
becomes permissible. By the narrow 
sense of health we mean that the health 
promoter thinks of healthy largely in 
terms of longevity. In this sense, most of 
the traditional working class pleasures 
are classed as enemies of longevity. But, 
at the same time, health promotion also 
embraces a wide sense of health that 
attempts to bring every aspect of life 
within the purview of health. Once 
health is defined in this fashion, it brings 
quite literally everything – character, 
beliefs, habits, culture, and pleasure – 
within the purview of health promotion. 
 
Consequently, reasoned and careful 
argument becomes unnecessary. It is 
sufficient to simply utter the dreaded U-
word – ‘unhealthy’ – and pleasures of 
whatever pedigree are doomed. This is 
rightly described as totalitarian in the 
sense that the project is all-embracing: 
to save the body we quite literally must 
reengineer the soul. This totalitarian 
health project, this truly radical 
commitment to social engineering, is 
fundamentally at odds with the 
autonomy that is central to a free and 
democratic society. 
 
At the core of a democratic society lies 
considerable unease with the idea that 

T 
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the government has a role in structuring 
a citizen’s soul and life through telling 
him what to think, believe and be, 
through directing him in his likes and 
dislikes, through structuring his 
pleasures and passing judgement on 
what he might choose to eat and drink. 
The reason for this is that there is a 
fundamental conflict between the core 
democratic values of autonomy and 
respect – values that imply that the 
government is the creation of its citizens 
rather than the reverse – and any form 
of social engineering.  
 
The war on working class culture 
proposes to ignore, indeed to erase, this 
unease since its key assumption is that 
the small elite that controls the State 
has both the right and the scientific 
expertise to define what constitutes 
healthy living. It proposes quite openly 
that the elite’s (and hence the State’s) 
judgements are inherently superior to 
those of the average individual’s that, 
for example, fat is tolerable, drinking is 
acceptable, gambling is entertainment, 
an artificial tan is safe, and smoking is 
allowable. And it asserts, in defiance of 
autonomy, that the elite’s judgement 
about health and life take precedence 
over the judgements of its citizens, that 
an individual, regardless of his or her 
views, has an obligation to order his or 
her life according to the State’s 
judgement about health, and that the 
State might justifiably force him to 
conform to its judgements in these 
matters if he or she demurs. 
 
The excessive preoccupation with the 
values of health and longevity over the 
last decades of the 20th century appears 
to have deadened many to the fact that 

there are other values that are equally 
important to a full and good life. So 
taken are we with the new religion of 
health that we seem prepared to submit 
to any regimen, surrender virtually any 
pleasure, compromise any liberty, and 
abandon any distinctive culture so long 
as it allegedly gains us a deferral of 
death.  
 
Fifty years ago, working class culture 
was seen as dignified and respectable. 
Today, it is sneered at and ridiculed.7 
For some time, sophisticated 
commentators have derided the rise of 
a new, know-nothing plebian culture 
that has gradually replaced the self-
respecting working class culture of 
previous generations.8 As Decca 
Aitkenhead pointed out, ‘Surprisingly 
little has been written about the 
hypocrisy of middle-class contempt for 
contemporary white, working-class 
culture. Liberal columnists have been 
allowed to heap limitless scorn on 
"white trash"’.9 These days, most of the 
commentary on working class culture 
comes from people standing back from 
a world they have no desire to inhabit 
because they consider that culture 
distasteful, ugly, and immoral.10 As 
Peter Brown has written, ‘What is white 
working class culture anyway? It is 

                                                 
7 As recently discussed, for example, in 
Western Mail (Cardiff) ‘They said what?’ 18 
September 2009. 
8 David Marquand ‘The warrior woman’ 
New Statesman 2 March 2009. 
9 Decca Aitkenhead ‘The Great Divide’ New 
Statesman 23 August 2004. 
10 See, for example, Mail on Sunday ‘Soap 
with grit in it’ 12 March 2006. 
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football, binge drinking of lager, and 
smoking’.11 
 
The metropolitan elite’s mores are the 
catalyst for an attempt to alter the 
common features of working class life. 
Stripped to its essential character, the 
war on working class culture is in large 
measure a war on what the public 
health establishment and the political 
elite consider illegitimate, even 
immoral, pleasure. In his book, 
Distinction: A Social Critique of the 
Judgement of Taste,12 sociologist Pierre 
Bourdieu recalls how Kant argued that 
the ‘legitimate aesthetic’ is superior to 
the ‘common aesthetic’, in which the 
pleasure to be gained is through an 
object's sensory pleasures. In the 
legitimate aesthetic, the satisfaction is 
not connected to bodily pleasures but 
to an ‘elective distance from the 
necessities of the natural and social 
world’. To put the utmost value on 
these qualities is to devalue ordinary, 
working class life. Hence, it is 
conventional wisdom among the elite 
that the ‘lower orders' simply do not 
appreciate these higher pleasures. For 
Bourdieu, ‘In matters of taste...all 
determination is negation; and tastes 
are perhaps first and foremost distastes, 
disgust provoked by horror or visceral 
intolerance of the tastes of others’ (p. 
56), especially those inferior to you. (p. 
56) This therefore leads to Bourdieu’s 
conviction that, ‘Aversion to different 

                                                 
11 Peter J Brown ‘No working class hero’ 
Evening Gazette (Middlesbrough) 27 June 
2007. 
12 Pierre Bourdieu Distinction: A Social 
Critique of the Judgement of Taste Harvard 
University Press: Cambridge MA 1984. 

lifestyles is perhaps one of the strongest 
barriers between the classes’ (p. 56). 
 
We note that contemporary elites’ 
fixation with ‘curing’ the morally ill 
working classes is not an invention of 
modern times. The Victorians saw it as 
their moral mission to rehabilitate the 
depraved underclass of their time by 
insisting that every human being was 
worth saving and capable of improving. 
They saw so-called bad habits and 
immoral behaviour as signs of national 
failure that was their responsibility to 
eradicate. Their temperance campaigns 
and their programmes for rescuing 
women from prostitution were based 
on a belief that every individual was 
worthy of salvation, in both the religious 
and the social sense. Today, health 
promotion has replaced religious 
salvation as the highest value to which a 
sophisticated person may aspire. 
 
Consider that a proposal, for example, 
to ban or impose a tax on certain books, 
plays, ideas, or associations in order to 
change people’s behaviour and improve 
their mental health would not survive a 
moment of serious consideration. Yet, 
the same policy applied to working class 
behaviour appears to many middle and 
upper class folk to be uncontroversial 
precisely because it is ‘only’ about 
health. But diminishing personal 
autonomy under the guise of health is 
still diminishing personal autonomy and, 
as such, is still unacceptable in a free 
and democratic society. 
 
Furthermore, it should be recognised 
that the health paternalists’ moralistic 
policymaking has its adherents among 
the general public. For example, 
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according to new data gathered by the 
pollster, Ipsos MORI, the one-third of 
the British public that strongly favours 
higher taxes on particular vices, such as 
alcohol, to try to reduce consumption 
think about such questions – and their 
answers – in strictly moral, value-laden 
(rather than economic or public health) 
terms.13  
 

THE SCIENTIFIC PROBLEM 
 

he case against working class 
culture is portrayed as a necessary 
component of making people 

healthier, and the support for this is 
supposedly provided by science. We say 
‘supposedly’ since there are two sorts of 
problems with the claim that the health 
paternalists’ war on working class 
culture is scientific.   
 
The first sort of problem is that the 
general claim that health promotion is 
based on science is simply not true. 
Consider the paradigmatic argument of 
health promotion, that some working 
class pleasure – say, eating large 
amounts of so-called junk food – is 
wrong. The health promoter will say to 
Average Joe, ‘It is a scientific fact that if 
you stop eating so much junk food you 
will live longer. Therefore you should 
stop eating so much junk food’. This 
syllogism is, however, incomplete, and 
the advice is flawed. The health 
promoter requires an additional 
premise, such as ‘Joe values living 
longer more than he enjoys eating so 

                                                 
13 See the recent Ipsos MORI poll conducted 
for The Economist magazine, in The 
Economist ‘Gauging voters’ views: Not only 
politicians fudge the issues’ 24 April 2010. 

much junk food’. So, the argument is 
now, ‘It is a scientific fact that if you 
stop eating so much junk food you will 
live longer. Since you value living longer 
more than you value eating so much 
junk food, you should stop eating so 
much junk food’. 
 
But, as soon as this premise is added, 
the supposed scientific character of 
health promotion is exposed for what it 
is: a thin cheat. Although it might well 
be science that tells Joe that he will live 
longer if he eats less junk food, it is not 
science that tells Joe that he ought to 
value living longer more than eating his 
junk food. The ‘oughts’ that health 
promotion directs to Joe and the 
working class are not scientific oughts 
but moral oughts, or more particularly 
the health promoter’s elitist moral 
oughts. Science does not provide us 
with oughts about culture and pleasure 
even if it can provide us with facts about 
pleasure. This does not mean that the 
health promoter’s admonitions are 
unworthy of Joe’s attention: it is merely 
to suggest that they are not the 
pronouncements of science. They have 
to be justified like every other bit of 
moral philosophy through careful 
argument and not by dogmatic 
pronouncement. But this is precisely 
what health promotion refuses to do: 
instead of admitting that it is providing 
value-laden advice, it attempts to 
characterise its advice as scientific and, 
therefore, unquestionable. 
 
In effect, the scientific character of 
health promotion extends at best to its 
claims to knowledge about the causes 
and cures of disease. Its claims about 
what to do with this knowledge form no 
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part of science. Indeed, these are as 
much a part of the arena of personal 
beliefs and values as are politics and 
religion. The importance of this to the 
health paternalist’s elitist attempt to 
trounce working class pleasure is 
enormous. Health promotion’s 
admonitions about pleasure – its 
pleasure agenda, if you will – are built 
on a very shaky conceptual foundation 
that has never done the difficult work of 
providing itself with a compelling moral 
foundation for why a life of 70 years full 
of self-chosen pleasures is in some 
sense inferior to a life of 75 years that 
has been deprived of many of those 
pleasures. But this is precisely the kind 
of argument about the value of pleasure 
that the health promoter must make. 
We are not suggesting that 70 years 
crammed with the pleasures frowned 
upon by the health promoter are 
necessarily better than 75 abstemious 
years. Indeed, we believe that these are 
precisely the sorts of choices that are 
best made by individuals. But this does 
not relieve the health promoter of the 
obligation of providing us with 
compelling reasons why longevity is to 
be preferred to pleasure.    
 
There is a second problem with health 
promotion science beyond the fact that 
it rests on unargued for value-laden 
premises; namely, much of it is in fact 
highly questionable as science and fails 
to meet the standards of evidence-
based medicine.  
 
The following sections review examples 
of junk science-based policymaking that 
are used to justify health paternalism’s 
war on working class culture. 
 

 Everyone wants to quit smoking 
 
As part of its ongoing attempt to 
denormalise both smoking and smokers, 
health paternalists argue that most 
smokers want to quit, but are unable to 
do so because they are addicted. For 
instance, the Department of Health’s 
recent Tobacco Control Strategy for 
England: a Smokefree Future notes that, 
‘Almost three-quarters of all smokers 
say they would like to quit’. (p. 11) 
However, this is simply not the case. 
The strategy’s own source, West et al 
‘Smoking and smoking cessation in 
England: Findings from the Smoking 
Toolkit Study’ (2009), asked smokers 
about their interest in quitting. In its 
most recent results (August 2009), 30% 
of smokers said, ‘I want to stop 
smoking’, and 25% said, ‘I intend to stop 
smoking soon’. Even taken together, 
this comes to nowhere near to 75% of 
smokers wishing to stop smoking. 
 
Other studies confirm these numbers. A 
US survey (Hughes Four beliefs that may 
impede progress in the treatment of 
smoking Tob Control 1999 8: 323-26) 
noted that while 68% of smokers were 
interested in quitting, when the 
question was asked whether they were 
planning on quitting in the next month, 
less than 20% agreed. Again, a US 
sample of 11,709 current smokers found 
that 4,775 said they wanted to quit 
smoking if a cessation clinic were 
arranged. But only 3% in fact used the 
clinic. (Kozlowski et al What researchers 
make of what cigarette smokers say: 
filtering smokers’ hot air Lancet 1980 1: 
699-700) In effect, the answers 
provided to questions about quitting 
smoking are strongly influenced by what 
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social scientists call ‘social desirability 
bias’, that is, smoking is portrayed as so 
unacceptable that smokers give the 
answer they think the interviewer wants 
to hear. In effect, large numbers of 
smokers have neither the wish nor the 
intention to stop smoking. 
 

 Public smoking bans protect 
lives and reduce smoking 

 
A key component of the war on smoking 
has been the ban on public smoking 
throughout the UK. There have been 
two main reasons advanced as a 
justification for banning smoking in 
public: the claim that environmental 
tobacco smoke (ETS) poses fatal risks to 
the health of all nonsmokers and the 
claim that through reducing the 
opportunities for smoking, as well as 
denormalising it, smoking is reduced, 
smoking initiation prevented, and 
cessation encouraged. A careful look 
suggests that none of these claims are, 
in fact, true. 
 
The scientific support for such claims 
about the risks from ETS comes from a 
series of epidemiological studies 
conducted over the last 30 years that 
have examined the relationship 
between ETS exposure (in home, social, 
and occupational settings) in healthy 
nonsmokers and diseases such as lung 
cancer and heart disease. In the case of 
lung cancer, there have been 76 such 
studies and 42 studies on the 
association between ETS exposure and 
heart disease. In addition to these 
individual studies, there have been at 
least 20 meta-analyses of the ETS data, 
as well as numerous reports by public 
health agencies and governments, all of 

which have been also been used to 
justify public smoking bans. 
 
The results of the individual ETS studies 
fail to establish that ETS exposure is 
associated with lung cancer and heart 
disease in healthy nonsmokers. Of the 
76 studies that have examined the 
relationship between ETS and lung 
cancer in nonsmokers in home, 
occupational, and social settings, only 
15 show a statistically significant 
association. Of the 42 studies on the 
relationship between ETS and heart 
disease in nonsmokers in home, 
occupational, and social settings, only 
18 show a statistically significant 
association.  
 
Especially relevant in terms of public 
policy, of the 24 studies that have 
examined ETS exposure and lung cancer 
risks among nonsmokers exposed to ETS 
in the workplace, 19 find no statistically 
significant association. Moreover, the 
relative risk reported in the studies 
showing a statistically significant 
association between ETS exposure and 
heart disease is 1.3. This is a peculiar 
finding given that the relative risk for 
heart disease in smokers is 1.7 and 
nonsmokers ETS exposure is 1/500th of 
that of active smoking. 
 
One of the possible reasons that so few 
of these studies report positive 
associations between ETS exposure and 
lung cancer is that the doses that 
nonsmokers exposed to ETS receive, 
even allowing for the lack of accurate 
measurements, is so minimal. There is 
considerable evidence, for instance, 
that smokers who smoke 3-4 cigarettes 
a day have about the same lung cancer 
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risks as nonsmokers. But nonsmokers 
exposed to ETS have dramatically lower 
dose levels than 3-4 cigarettes a day, 
making their cancer risks dramatically 
lower. Dr Geoffrey Kabat of Albert 
Einstein College of Medicine reports 
that using the results from Roger 
Jenkins’ studies of actual ETS exposure 
in the United States, a nonsmoker living 
with a smoker would receive the same 
ETS exposure as smoking eight to ten 
cigarettes a year.14  
 
But dose, that is, levels of ETS exposure, 
also comes into the debate over public 
smoking bans in a different way. 
Underlying the use of these studies in 
justifying public smoking bans is the 
assumption, stated baldly in the 
Department of Health consultation, that 
there is no safe level of exposure to ETS. 
This, however, is simply not true, 
particularly in light of what is known 
about the way in which a variety of 
biological structures work to defend the 
body against low-level carcinogen 
exposure.  
 
The scientific understanding of dose-
response relationships suggests that 
there are thresholds below which an 
exposure to a carcinogen has no 
significant consequences. This is true, 
for example, with formaldehyde, 
arsenic, nitrosamines, and 
hydrocarbons. It is therefore not 
necessarily true that there is no 
threshold of safe ETS exposure. 
  
What is striking about the primary ETS 
study data is that after three decades of 

                                                 
14 G Kabat Hyping Health Risks New York: 
Columbia University Press 2008. 

research, the pattern of largely 
statistically non-significant or marginally 
significant results has continued 
unabated. This is telling since studies of 
genuine, as opposed to phantom, risks 
are usually weak at first but gain 
strength and clarity over time. But this 
has not been the case as ETS studies 
have continued to produce highly 
equivocal results. Consider two recent 
studies: 
 

 Enstrom and Kaōŀǘ Ψ9TS and 
Tobacco Related Mortality in a 
Prospective Study of 
Californians, 1960-фуΩ British 
Medical Journal 2003 326: 1057-
1066. 

 
This study looked at 35,561 non-
smoking Californians with smoking 
spouses. The participants were part of 
the American Cancer Society Cancer 
Prevention Study (CPS) and their lives 
and deaths were followed in detail from 
1960-1998. The relative risk for never-
smokers married to smokers was a 
statistically non-significant 0.94 for 
coronary heart disease and 0.75 for lung 
cancer. As the authors note about the 
study, ‘none of the other cohort 
studies…has more strengths, and none 
has presented as many detailed 
reports’. 
 
Curiously, this study is not cited in the 
US Surgeon General’s report on ETS or 
in other advocacy reports championing 
public smoking bans. 
  

 Stayner et ŀƭ Ψ[ǳƴƎ /ŀƴŎŜǊ wƛǎƪ 
and Workplace Exposure to 
9ƴǾƛǊƻƴƳŜƴǘŀƭ ¢ƻōŀŎŎƻ {ƳƻƪŜΩ 
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American Journal of Public 
Health 2007 97: 545-551. 

 
This meta-analysis looks at ETS exposure 
in the workplace and lung cancer risk in 
nonsmokers. It reports a relative risk for 
lung cancer of 1.24 for occupationally 
exposed non-smokers. However, of the 
25 studies in the analysis, 23 are not 
statistically significant, including the 
definitive IARC-World Health 
Organization workplace study with the 
largest number of subjects of any 
workplace research.   
 
But the problem of ETS science in 
support of public smoking bans is not 
simply that most of the primary studies 
report findings that are not statistically 
significant, but also that the relative 
risks, when significant, are 
extraordinarily weak, falling generally in 
the range of 1.20-2.00. Relative risks of 
less than 2 are generally given little 
weight by epidemiologists and cannot 
provide robust support for public policy.  
 
As Samuel Shapiro of Columbia 
University has observed, ‘We can only 
be guardedly confident about relative 
risk estimates of the order of 2, 
occasionally; we can hardly ever be 
confident about estimates of less than 
2.0, and when estimates are much 
below 2.0 we are simply out of 
business’.15 Given that most of the ETS 
studies of lung cancer and heart disease 
risk report relative risks below 2.0, the 

                                                 
15 S Shapiro ‘Looking to the 21st century: 
have we learned from our mistakes, or are 
we doomed to compound them?’ 
Pharmacoepidemiology and Drug Safety 
2004 13: 257-65. 

scientific basis for public smoking bans 
is quite clearly ‘out of business’. 
 
Several key government and public 
health agency reports also severely 
undermine the claim that ETS 
represents a major health risk for 
healthy nonsmokers.  
 
First, the 1992 US Environmental 
Protection Agency report16 that has 
been the fundamental scientific support 
for public smoking bans was subjected 
to a devastating empirical analysis in 
1998 by the US District Court,17 which 
nullified the EPA’s risk assessment for 
ETS. In effect, the EPA’s central claim 
that there was sufficient scientific 
evidence to classify ETS as a Group A 
human carcinogen, and as a cause of 
lung cancer, was rejected. While the 
court decision was overturned on 
appeal, due to technical issues, its 
findings of fact were left untouched.18 
 
Second, the International Agency for 
Research on Cancer’s Multi-centre 
Study from Europe failed to find 
statistically significant associations 
between ETS and lung cancer in 

                                                 
16 Environmental Protection Agency 
Respiratory health effects of passive 
smoking: Lung Cancer and other Disorders 
Washington DC 1992. 
17 W Osteen, Order and Judgement in Flue-
cured Tobacco Cooperative Stabilization 
Corporation et al v United States 
Environmental Protection Agency and 
Carole Browner 1998. 
18 The fullest discussion of the EPA report 
and the court case is found in G B Gori and J 
C Luik tŀǎǎƛǾŜ {ƳƻƪŜΥ ¢ƘŜ 9t!Ωǎ .ŜǘǊŀȅŀƭ ƻŦ 
Science and Policy Fraser Institute 
Vancouver 1999. 
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childhood exposures, workplace 
exposures, home exposures, or social 
exposures.19 
 
Third, after an exhaustive six year 
investigation into ETS and the demands 
for workplace smoking bans, the US 
Occupational Safety and Health 
Administration (OSHA), which regulates 
US workplaces, concluded that the 
‘original risk and exposure estimates 
*for ETS+ are not valid’. Based on this, it 
withdrew its Notice of Proposed 
Rulemaking with respect to workplace 
ETS limits and smoking bans.20  
 
Fourth, in 2006, the Economic Affairs 
Committee of the House of Lords 
examined at length the issues of ETS, 
health risks, and public smoking bans. 
One of the witnesses before the 
committee was Sir Richard Peto, the 
Oxford epidemiologist. Sir Richard told 
the committee that ETS risks ‘are small 
and difficult to measure directly…The 
exposure that one would get when 
breathing other people’s smoke 
obviously depends on the 
circumstances, but even heavy exposure 
would be something like one percent of 
what a smoker gets, maybe in other 
circumstances 0.1 percent’. Sir Richard 
noted that he ‘did not want to be cast in 
the role of advocating banning smoking 

                                                 
19 P Boffetta et al ‘Multicenter Case-Control 
Study of Exposure to Environmental 
Tobacco Smoke and Lung Cancer in Europe’ 
Journal of the National Cancer Institute 
1998 90: 1440-1450. 
20 US Secretary of Labor’s response to US 
Action on Smoking and Health Petition for 
Writ of Mandadmus, in Action on Smoking 
and Health, No 01-1199 DC Cir 10 August 
2001: 9. 

in public places or even in private 
places’, because the relative risks from 
ETS are so very small. As he noted, ‘the 
main way smokers kill people is by 
smoking themselves, not by killing other 
people’. 
 
Based on this testimony and other 
expert evidence, the committee 
concluded that the risks of ETS are 
‘uncertain and unlikely to be large’ and 
that ‘the decision to ban smoking in 
public places may represent a 
disproportionate response to a 
relatively minor health concern’.21 
 
And what about public smoking bans 
preventing smoking, reducing smoking 
and encouraging cessation? 
 
The UK government has maintained that 
the public smoking ban has forced 
record numbers of smokers to quit. 
According to a July 2008 report 
prepared on the first anniversary of the 
ban by the Chief Medical Officer, Sir 
Liam Donaldson, 234,000 people quit 
smoking in the months prior to and 
after the ban. In the forward to the 
report, Sir Liam claims that the 
‘significance of the smoke-free laws 
cannot be underestimated’. 
 
But Sir Liam’s claims about the effect of 
the smoking ban on smoking cessation 
are not supported by the Health Survey 
for England 2007 produced by the 
National Centre for Social Research and 
the Department of Epidemiology and 

                                                 
21 House of Lords Select Committee on 
Economic Affairs Government Policy on the 
Management of Risk Report Vol 1 7 June 
2006. 
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Public Health at University College 
London. According to the Health Survey 
for England, not only did the smoking 
ban fail to reduce smoking, its first year 
saw an increase in cigarette 
consumption among males aged 18-34. 
Reporting on smoking after the ban, the 
Health Survey notes that, ‘There was no 
significant difference in cigarette 
smoking prevalence after the 
implementation of the smoke free 
legislation on 1st July. Among smokers 
the mean number of cigarettes smoked 
per day did not fall significantly’. 
 
In fact, smoking prevalence amongst 
male smokers increased from 23 to 24 
percent. Even more crucially, amongst 
smokers from the lowest socioeconomic 
quintile, who have some of the highest 
smoking rates in the country, the 
number of cigarettes consumed by men 
actually increased. Thirty percent of 
smokers reported that the ban had 
encouraged them to stay at home 
where they were free to smoke.  
 
Further evidence suggesting the failure 
of public smoking bans to reduce 
smoking is found in a study by Holliday 
et al, which found that after Wales’ 
public smoking ban there was a non-
significant decline in mean cotinine 
concentrations in children.22 
 
This should not, of course be surprising, 
for it echoes the experience elsewhere. 
The state of Ohio, after passing similar 

                                                 
22 J Holliday et al ‘Changes in child exposure 
to secondhand smoke after implementation 
of smoke-free legislation in Wales: a 
repeated cross-sectional study’ BMC Public 
Health 2009 9: 430. 

public smoking legislation in 2006 saw 
its smoking prevalence increase by 3 
percent since 2007. In France, tobacco 
consumption for 2008 equalled that of 
2004 despite a smoking ban. A French 
government spokesman recently 
commented that, ‘Measures to prevent 
passive smoking have not had any affect 
whatsoever on active smoking. They 
have completely failed’.23 In the three 
years since Spain banned smoking in 
bars, restaurants, and most other public 
places, tobacco consumption has 
increased. According to data from the 
Tobacco Market Commission, 3.8 billion 
packs of cigarettes were sold in 2008 
compared with 3.75 billion in 2006. 
 
Why is this the case? Part of the answer 
is to be found in the fact that, like so 
much of the UK Government’s anti-
smoking strategy, public smoking bans 
are built on a foundation of ignorance 
rather than knowledge. There is very 
little evidence, for example, that shows 
that public smoking bans motivate 
smokers over the long run to give up 
smoking. A major review of why 
smokers stop found that it was ‘health 
concerns’24 that drive cessation, not 
social or legal pressure, or even the cost 
of cigarettes. 
 
Then, again, part of the answer why 
such bans fail to increase quitting or 
prevent initiation no doubt lies in 
‘reactance’, in which smokers become 

                                                 
23 Quoted in Daily Mail ‘French Carry On 
Smoking As Ban Is Met With a Shrug’ 13 
December 2008. 
24 K McCaul et al ‘Motivation to quit using 
cigarettes: A review’ Addictive Behaviours 
2006 31: 42-56. 
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increasingly resistant to the external 
efforts of what they perceive as a 
hostile and judgemental society to force 
them to change their ways. The more 
society pushes, as with smoking bans, 
the more smokers push back by 
declining to quit, or, in some instances, 
smoking more.  
 
In a study about motivations to quit 
smoking, Curry et al found that smokers 
who had decided to quit voluntarily and 
were strongly motivated, as opposed to 
those who had in some respect felt 
externally pushed, whether through 
social pressure or legislation, were far 
more successful at quitting.25 
 
The evidence from the UK and 
elsewhere, as well as the literature on 
smoking cessation, suggests that public 
smoking bans have not resulted in fewer 
smokers and might well have a 
perverse, unintended consequence of 
encouraging smokers not to quit. 
 

²ŜΩǊŜ ŀƭƭ ƎŜǘǘƛƴƎ ǘƻƻ Ŧŀǘ26 
 
Everyone knows The Truth about 
obesity: we’re getting fatter each year. 

                                                 
25 S Curry et al ‘Reasons for Quitting: 
Intrinsic and Extrinsic Motivation for 
Smoking Cessation in a Population-Based 
Sample of Smokers’ Addictive Behaviours 
1997 22: 723-848. 
26 Andrew M Brown recently argued that 
the British class system, with its three meals 
a day at fixed times and no snacks in 
between, stopped most Britons from 
getting fat. He asserts that, today, the UK is 
a nation of all-day munchers – and it shows. 
See Brown ‘Eating disorder’ The Spectator 
24 April 2010. 

Our growing girth is termed everything 
from the ‘pandemic of the 21st century’, 
to an ‘obesity tsunami’. But the 
evidence is now flooding in from both 
America and England that obesity is the 
epidemic that never was. 
 
Two US Centers for Disease Control and 
Prevention studies published recently in 
the Journal of the American Medical 
Association – one about obesity in 
children and adolescents, and the other 
about adult obesity – completely 
undermine the claims of an obesity 
epidemic. Both studies are based on 
information from the National Health 
and Nutrition Examination Survey from 
2007-08, which is a representative 
sample of the American population. The 
survey measured the heights and 
weights of 3,281 children and 
adolescents and 219 infants and 
toddlers, as well as 5,555 adult women 
and men.  
 
The study of children and adolescents 
looked at the Body Mass Index (BMI) of 
children and adolescents over five time 
periods between 1999 and 2008, the 
decade during which child obesity was 
consistently described variously as 
America’s preeminent public health 
problem. The results are striking. During 
none of the five periods was there a 
statistically significant trend, except for 
boys at the highest BMI levels. In other 
words, if there was a spike in obesity it 
was confined to a very small number of 
very obese boys. 
 
What about the adult Couch Potato 
generation? Here, again, the results put 
the lie to claims of an obesity tsunami. 
In the study of adults, the researchers 
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also looked at obesity trends over the 
last decade. For women, there were no 
statistically significant changes in 
obesity prevalence over the entire 
decade, while for men there were no 
prevalence differences during the last 
five years of the decade. As the 
researchers note, obesity prevalence 
may have ‘entered another period of 
relative stability’. 
 
A similar absence of an obesity 
epidemic is to be found in England. 
According to the Health Survey for 
England, which collected data from 
7,500 children and almost 7,000 adults, 
there has been a decline in the 
prevalence of overweight and obesity 
for adult men, while for adult women 
prevalence has remained the same.  
 
Comparing the results of the Survey for 
2007 with those of 2004, there have 
been either declines or no significant 
changes in male prevalence of 
overweight and obesity in all age groups 
from 16-54. 
 
As for children, the Survey finds that, 
‘There was no significant change in 
mean BMI overweight/obesity 
prevalence between 2006 and 2007, 
and there are indications that the trend 
in obesity prevalence may have begun 
to flatten out over the last two to three 
years’. For example, there was a 
decrease in obese girls, aged 2-15 
between 2005 and 2006 from 18% in 
2005 to 15% in 2006. Among boys aged 
2-10, the prevalence of overweight 
declined from 16% in 2005 to 12% in 
2006. According to the results, 
overweight and obesity have been 
declining amongst boys and girls aged 2-

15 since 2004. In girls, obesity 
prevalence levels are largely unchanged 
from where they were in 2001. 
 
The findings of the Survey not only 
contradict the claim that we are in the 
midst of an obesity epidemic, but they 
also debunk the public health 
establishment’s erroneous claim that 
increases in children’s weight are due to 
junk food advertising and too many 
Coca-Cola products.  
 
According to the Survey, the root cause 
of any weight gains that one does see 
appear to lie in physical activity levels. 
For example, ‘21% of girls aged 2-15 in 
the low physical activity group were 
classed as obese compared with 15% of 
the high group’. A similar pattern was 
found in the 2006 Survey, which found 
that 33% of girls aged 2015 with low 
levels of physical activity were either 
overweight or obese compared with 
27% of those with high levels of physical 
activity. As with smoking, obesity 
prevalence was higher in both boys and 
girls in the lowest income group. 
 
Clearly, governments’ current course of 
draconian regulatory treatment seeks to 
cure an illusory disease. The nanny 
state’s infatuation with an obesity 
epidemic that does not exist is a searing 
indictment of this particular public 
health crusade.1 
 

Being fat will kill you 
 

he ‘fatness equals an early death’ 
movement continues to make the 
regulatory running despite the 

publication four years ago of two 
T 
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studies decisively refuting the claim that 
having the ‘wrong’ body mass index 
(BMI) increases one’s risk of premature 
death. As so many in both the public 
health community and the weight loss 
industry are not bothered by what the 
scientific evidence about fat and disease 
and death actually says, they happily 
carry on with their scaremongering. 
 
The two unimpeachable studies were by 
Katherine Flegal and her colleagues 
from the US Center for Disease Control 
and Prevention and Jerome Gronniger 
of the Congressional Budget Office. 
Counter-intuitively, perhaps, Flegal et al 
found that overweight Americans were 
those most likely to live the longest.  
 
In the US population, Flegal found, there 
were more premature deaths among 
those with BMIs of less than 25 – the so-
called normal weight – than those with 
BMIs in excess of 25. In fact, the lowest 
death rates were in the ‘overweight’ 
category of BMIs from 25-29.9. In his 
study, Gronniger looked at weight and 
mortality for each BMI point rather than 
through simply comparing, as is usually 
done, mortality across broad categories 
such as underweight, normal, 
overweight, and obese. Gronniger 
found, for example, that:  
 
Men in the ‘normal’ weight 
category exhibited a mortality 
rate as high as that of men in the 
moderately obese category (BMIs 
of 30-35), and men in the 
‘overweight’ category clearly had 
the lowest mortality risk…Normal 
weight individuals of both genders 
did not appear to be relatively 
more long-lived than mildly obese 
individuals…whereas overweight 

people (BMIs of 25-30) appeared 
healthiest of all. 

 
Noting that his study and others 
‘suggest that individuals who are 
overweight and mildly obese face no or 
very little increased mortality risk 
relative to normal weight individuals’, 
Gronniger cautions that ‘it seems best 
to avoid exaggerating the mortality risks 
faced by individuals with BMIs below 
35’. 
 
None of this was welcome news to 
those who are in the business, literally, 
of convincing uninformed publics and 
misinformed governments that we are 
in the midst of an unprecedented and 
catastrophic obesity epidemic that will 
take the lives of millions. Since the BMI 
data fails to provide the requisite 
number of fat corpses, some other sort 
of link between being overweight and 
obese and an early demise must be 
established. 
 
Several alternatives to the BMI have 
been suggested, including such 
anthropometric variables as body 
shape, waist to hip ratio, skin fold 
thickness, and waist circumference. 
Some studies using these alternative 
measures have already concluded that 
they can distinguish those at risk from 
aberrant levels of weight.  
 
But is this really the case? Or do these 
new measures of supposedly 
‘unhealthy’ weight also fail to 
demonstrate a risk? The answer to 
these questions is found in a new study 
from Katherine Flegal and Barry 
Graubard of the Centers for Disease 
Control. Flegal and Graubard used the 
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Third National Health and Nutrition 
Examination Survey (NHANES III), which 
provided data on a variety of alternative 
measures of overweight and obesity, 
such as percentage of body fat, skin fold 
thickness, waist circumference, and 
waist-hip ratio, for a representative 
sample of the US population.  
 
For each of these alternative measures, 
the authors grouped the population into 
low, which corresponded to BMI of less 
than 18.5, intermediate (BMI of 25-30), 
and high (BMI above 30). This data was 
then linked with death certificate data 
to determine the number of excess 
deaths associated with the three 
different levels of each of the 
alternative obesity measures. For 
instance, Flegal and Graubard were able 
to calculate how many extra deaths 
were linked to having a low, 
intermediate, and high percentage of 
body fat, a high waist to hip ratio, an 
abnormal skin fold thickness, etc. 
 
The results are striking. For the 
intermediate level of each of the 
alternative measures of obesity, there 
was a negative link with mortality. In 
other words, those with a higher waist 
circumference, or a higher percentage 
of body fat, or waist to hip ratio, had 
lower mortality. And for those with high 
measurements, there were no 
statistically significant associations with 
increased mortality risks.  
 
The results from these new and 
supposedly more accurate measures of 
overweight and obesity are the same as 
from BMI in that they show no 
significant risks of mortality for those at 
the high level. Equally importantly, they 

show that those at the intermediate 
range – the overweight – actually live 
longer, just as the BMI data suggests. Of 
course, it might still be argued that 
while there was no association between 
these sorts of measures of overweight 
and obesity and overall mortality, there 
was still a link between these measures, 
certain diseases, and premature death.  
 
In order to assess this possibility, Flegal 
and Graubard looked at 21 diseases that 
are commonly linked to obesity, 
including cardiovascular disease, 
diabetes, and various cancers, such as 
colon cancer, esophageal cancer, and 
breast cancer. They examined the link 
between each disease, death rates, and 
the level of each alternative obesity 
measure.  
 
Once again, there were no statistically 
significant associations between the 
intermediate and high level of any 
measure and death from any of the 
‘obesity-related’ diseases. As Flegal and 
Graubard write:  
 

[T]he associations of the 
corresponding levels of other 
anthropometric variables – 
including waist, hip, and arm 
circumferences; percentage body 
fat…waist-hip ratio; the sum of 
four skin fold thicknesses, and the 
waist-stature ratio-also tended to 
be weak and in general were quite 
similar to the association of BMI 
with mortality…These findings do 
not suggest that the weak 
adiposity-mortality associations 
would be stronger if measures of 
adiposity other than BMI were 
used. 
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In other words, there are no statistically 
significant associations between being 
overweight and obese and premature 
death or death from obesity-related 
diseases, regardless of which measure 
of overweight and obese is used. In fact, 
as with BMI, those who had higher than 
normal readings of these alternative 
obesity measures had a lower risk of 
dying early.  
 
This means that there is now no 
credible scientific justification for the 
public health community, their allies in 
the diet industry, or the Government 
scaring us by claiming that being 
overweight, or even modestly fat, will 
kill us. Is it any wonder that no one in 
the anti-obesity movement is talking 
about this study? 
 

Eating the wrong foods 
will give you cancer 

 
he public health establishment 
has tried to frighten us for so long 
they have used up most of their 

stock of scary images. Yet the media still 
run with every ‘The Fat End is Nigh’ 
story, no matter how absurd. Exhibit A 
is the World Cancer Research Fund 
(WCRF) report, Policy and Action for 
Cancer Prevention - Food, Nutrition, 
Physical Activity, and the Prevention of 
Cancer: A Global Perspective, which 
warns of a global catastrophe from 
obesity-induced cancer.  
 
As The Observer’s David Smith 
breathlessly previewed the WCRF 
report, ‘Cancer cases are now rising at 
such a rate in Britain and the rest of the 
world that the disease poses a threat to 

humanity comparable to climate 
change’. Not to be outdone, the Mail on 
Sunday’s David Derbyshire wrote that 
the ‘obesity epidemic will double the 
number of cancer deaths within 40 
years…At least 13,000 cases of cancer 
are caused by obesity in Britain each 
year’.  
 
The WCRF report is largely based on a 
report published two years ago by the 
same group that claimed that a third of 
cancers were caused by diet and lack of 
exercise. That controversial report 
advised people to be as thin as possible, 
and to avoid red and preserved meat 
and alcohol. The problem with this 
latest effort from the WCRF is that it is 
as blatantly and foolishly wrong as its 
2007 version. This is especially evident 
in four areas.  
 

Are cancer and obesity linked? 
 
The report’s headline-grabbing claim 
about the link between obesity and 
cancer is not supported by the majority 
of the WCRF’s own data from the 2007 
study, or by other, more recent British 
and American studies. Once you dig 
beyond the bold claim, you find that 
what is being claimed is that overweight 
and obesity can increase your risk for six 
cancers (cancers of the oesophagus, 
pancreas, colon-rectum, breast, 
endometrium and kidney). But even this 
more limited claim has little scientific 
support.  
 
Take pancreatic cancer, for example. 
The 2007 report cites 20 case control 
studies, but only three show a 
statistically significant association 
between obesity and pancreatic cancer. 

T 
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Similarly, of 42 cohort studies on 
colorectal cancer, only 13 show a link 
with obesity. Again, with breast cancer 
and obesity, of 16 studies only three are 
statistically significant, while eight show 
a decreased risk between breast cancer 
and obesity. Even for oesophageal 
cancer, the increased risk was generally 
found in the morbidly obese (that is, 
those with a body mass index, or BMI, 
of at least 40 - a very small percentage 
of the population). And with 
endometrial and kidney cancers the 
relative risks were below two. According 
to the National Cancer Institute, relative 
risks below two (that is, two times the 
risk compared to a control group) are so 
small that they may be due to ‘chance, 
statistical bias or the effects of 
confounding factors’.  
 
These claims about a link between 
obesity and cancer are further called 
into question by the UK’s recent Million 
Women Study, which examined the link 
between 17 of the most common 
cancers and BMI. In that study, the 
incidence of 10 of the cancers does not 
show a statistically significant 
association with either higher levels of 
overweight or obesity. Of the remaining 
seven cancers, the association between 
overweight and cancer is non-significant 
in four, and where the results are 
significant the relative risks (except for 
endometrial and oesophageal cancer) 
are never stronger than two, except in 
the obese.  
 
The supposed link between cancer and 
overweight and obesity is again called 
into question by a study from the US 
National Cancer Institute and the 
Centers for Disease Control published in 

2007 in the Journal of the American 
Medical Association. This study found 
that being overweight was not 
associated with increased mortality 
from cancers considered obesity-related 
and further noted that ‘little or no 
association with excess all-cancer 
mortality with any of the BMI 
categories’.  In other words, the overall 
risk of dying from cancer was not 
related to body weight. Indeed, the 
study suggested that being overweight 
might be protective against cancer. For 
example, in individuals aged 25-59, 
obesity appeared to be protective 
against death from cancer. Even for 
those individuals aged 70 and over, BMI 
in excess of 35 was not significantly 
linked with a higher risk of dying from 
cancer.  
 

²ƛƭƭ Ψ5 ŀ ŘŀȅΩ ƪŜŜǇ ŎŀƴŎŜǊ ŀǿŀȅΚ 
 
The WCRF report claims that there is a 
link between a certain kind of diet, 
obesity and cancer, and that fruits and 
vegetables, which fat people tend to eat 
less of, can protect against cancer. Once 
again, the scientific evidence contradicts 
such claims. For example, of the 17 
cancers discussed in the report, virtually 
all have statistically non-significant 
associations with every type of food, 
which means that they provide no 
evidence of a link between a particular 
food and a particular cancer. For 
example, of the 17 studies cited that 
looked at a link between colon cancer 
and processed meat, 13 are not 
statistically significant.  
 
Despite the advice to avoid red meat, 
the report itself concludes that ‘there is 
limited evidence...suggesting that red 
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meat is a cause of oesophageal cancer’. 
Or, again, ‘there is limited, inconsistent 
evidence...that grilled or barbecued 
animal foods are causes of stomach 
cancer’.  
 
Finally, a just-published study which 
looked at fruit and vegetable intake and 
cancer risk in Europe,27 failed to find any 
statistically significant association 
between a high intake of vegetables and 
fruits and reduced cancer risk. 
 
If the evidence is so limited and 
inconsistent, how can the advice to 
entire populations to reduce red meat 
consumption or avoid it entirely be so 
dogmatic? What of the extraordinary 
claim that, since fat people tend to eat 
less fruit and vegetables, they are more 
likely to get certain cancers? This claim 
is contradicted by the largest and most 
expensive randomised controlled 
studies of the effect of eating certain 
foods and weight on the risk of getting 
breast cancer, colon cancer, heart 
disease, and stroke, that is, the 
Women’s Health Initiative Dietary 
Modification Trial.  
 
Almost 49,000 American women were 
followed over an eight-year period in 
terms of eating, weight, and disease. 
The women in the intervention group 
ate ‘healthy’ diets that were low fat and 
high fibre. The results? There were no 
statistically significant differences 
between the intervention and the 

                                                 
27 Boffetta et al ‘Fruit and vegetable intake 
and overall cancer risk in the European 
Prospective Investigation into cancer and 
nutrition’ Journal of National Cancer 
Institute (April) 2010. 

control group in the incidence of breast 
cancer, colon cancer, strokes, or heart 
attacks.  
 
In fact, the women following the 
healthy diet did not even weigh less 
than they did at the beginning of the 
study, or less than the group that 
continued to eat as they always had. So 
much for the claim that there is a link 
between eating certain foods and 
avoiding cancer.  
 

Are fat children more likely  
to get cancer in later life? 

 
The WCRF’s Martin Wiseman told the 
Mail on Sunday that ‘the increase in the 
number of overweight children is deeply 
troubling because the more overweight 
a child is, the more likely they are to be 
overweight as an adult. And the more 
overweight the population becomes, 
the more cases of cancer we are storing 
up for the future.’ But if Wiseman had 
simply looked at the official figures on 
childhood overweight and obesity in the 
most recent Health Survey for England, 
he would have found that since the 
previous survey in 2006, there was a 
decrease in obese girls aged 2-15, from 
18 per cent to 15 per cent. Among boys 
aged 2-10, the prevalence of overweight 
declined from 16 per cent to 12 per 
cent. Indeed, according to the Health 
Survey, amongst boys and girls aged 
between 2 and 15, overweight and 
obesity has been declining since 2004.  
 
Nor is Wiseman’s claim about fat kids 
becoming overweight adults true. Only 
morbidly obese children - that is, a very 
small minority of all children - are at risk 
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for adult obesity. As Charlotte Wright in 
her Thousand Families Study in 
Newcastle found, there is ‘little tracking 
from childhood overweight to 
adulthood obesity’.  
 

Does exercise protect  
against cancer? 

 
The final problem with the WCRF report 
is its assumption that there is a 
scientifically established link between 
physical activity, obesity, and cancer 
prevention. To put it charitably, this 
assumption is open to significant 
question.  
 
Most of the summaries of the relevant 
scientific literature on this supposed 
connection are either non-committal or 
highly skeptical, despite the common 
sense claim that exercise is good for 
one. As one reviewer wrote, ‘It is 
important to emphasis at the outset 
that most of what can be written on this 
topic remains speculative. No study 
exists which has recorded adequate 
birth-to-death information relating 
physical activity to health’. Moreover, 
the evidence of a specific cancer-
physical activity link is difficult to 
establish. Commenting on the supposed 
association between breast cancer and 
physical activity, Rissanen and 
Fogelholm wrote that due to the lack of 
evidence one could not make a public 
health recommendation for women to 
exercise to reduce their risk of breast 
cancer. A recently published meta-
analysis on 52 studies that looked at the 
association between colon cancer and 
physical activity reported that 44 were 
not statistically significant. So the 

supposed, obvious link between 
physical activity and preventing cancer 
dissolves upon closer examination.  
 
Once you get beyond the scary 
headlines, the WCRF’s claims about diet, 
weight, and cancer turn out to be, at 
best, dubious and, at worst, simply 
untrue. 
 

Junk food is addictive 

Ever since Caesar Barger sued 
McDonald’s, Wendy’s, KFC, and Burger 
King in 2002 on the grounds they 
marketed addictive food, anti-obesity 
crusaders have been trying to make the 
case that fast foods (so-called ‘junk 
food’) is addictive. And, it is now official: 
As one national newspaper headline this 
week put it, ‘Junk food as addictive as 
heroin and smoking’.  

The new ‘evidence’ comes from 
researchers Paul Johnson and Paul 
Kenny at the Scripps Research Institute 
in Florida. Johnson and Kenny fed one 
group of rats normal rat food, and two 
other groups of rats were given either 
restricted access or open access to 
energy-dense food preferred by 
humans. Rats that were given free reign 
of the human energy-dense food 
consumed twice as many calories as the 
rats who ate only rat food. When the 
rats who were fed junk food were 
placed on a nutritious diet they ‘refused 
to eat’, according to Kenny. The refusal 
was explained by the fact that the rat’s 
brain circuitry – specifically the 
dopamine D2 receptor – had been 
altered by eating the junk food, much as 
using heroin changes neural circuitry.  
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As Kenny told the press, ‘These findings 
confirm…overconsumption of highly 
pleasurable food triggers addiction-like 
neuroadaptive responses in brain 
reward circuitries, driving the 
development of compulsive 
eating…Common mechanisms may 
therefore underlie obesity and drug 
addiction’. 

The claim that junk food, which in 
practise constitutes whatever particular 
food one doesn’t like, is addictive first 
made its public debut in a February 
2003 New Scientist article, which 
reported on various pieces of research 
that claimed to show ‘early exposure to 
fatty food could reconfigure children’s 
bodies so that they always choose fatty 
foods…This suggests that children fed 
kids meals at fast-food restaurants are 
more likely to grow up to be burger 
scoffing adults’.  

The claim has been taken up in a variety 
of other places, as well. Dr Neil Barnard, 
President of the activist group, 
Physicians Committee for Responsible 
Medicine, claims, ‘Food really is 
physically addictive: chocolate, meat 
and sugar act like drugs…It’s not 
gluttony, weak will…that keeps us tied 
to certain foods. There is a biochemical 
reason many of us fell we can’t live 
without our daily meat, cheese, or sugar 
fix’. Anti-tobacco lawyers John Banzhaf 
and Richard Daynard have also claimed 
that junk food is addictive. 

Proving that junk food is addictive is a 
crucial final step in the War on Obesity. 
As long as the debate over obesity is 
framed in terms of choice, autonomy, 
and responsibility, the advocates of 

aggressive and overwhelming State 
action will face considerable problems 
getting many of their policy proposals 
accepted. But addiction provides the 
final piece of evidence that potentially 
can shift this debate, since it disposes 
once and for all of those annoying 
counterarguments about eating being a 
matter of choice and personal 
responsibility being a viable solution to 
the problem of overeating.  

Addiction, if it means anything in the 
obesity debate, means that one is not 
responsible for one’s eating decisions. 
Eating is not a personal choice, but a 
manipulated outcome in which Big 
Food, just like Big Tobacco, addicts us to 
its products. And, as a manipulated 
outcome, it deserves to be regulated, if 
not completely outlawed, by the State. 

However, there is a major problem with 
rat research, namely, it is rat research. It 
proceeds on the unargued-for 
assumption that conclusions about 
animal dependency are transferable to 
issues of human dependency and that 
any behavioural differences are trivial. 
But behavioural differences are not 
trivial. The dominant model of human 
beings proceeds on the assumption that 
they, in fact, can resist and, indeed, act 
in defiance of compulsive drives. 
Altered brain circuitry is not destiny, as 
the empirical evidence about other 
addictions amply shows. 

Second, the entire idea of addiction 
cannot be substantiated as a scientific 
theory, since there is no way in which it 
can be independently established 
beyond the subjective claims of the 
addicted individual. Whatever a 
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supposed food addict might claim, there 
is no scientific way in which his alleged 
inability to stop eating can be 
distinguished from the fact that he 
either does not wish to stop or has not 
tried hard enough to stop. Indeed, being 
unwilling to stop or failing in self-
discipline to stop is as probable an 
explanation as being ‘addicted’.  

Third, unlike smoking, where the 
addicting agent is nicotine, proponents 
of food addiction fail to specify which 
particular chemical or combination of 
chemicals or nutrients is actually 
addictive. Instead, they make the claim 
that what is addicting is an entire food 
category, that is, junk food, or specific 
nutrients like carbohydrates. The 
problem is that junk food contains an 
enormous number of chemicals, as well 
as proteins, fats, and carbohydrates, 
making it impossible to specify either 
which individual ingredient or 
combination of ingredients is 
supposedly addictive. And this is true of 
other foods as well. 

Fourth, there are additional problems 
with carbohydrates as the supposed 
source of food addiction. Human, as 
opposed to rat, studies have found that 
obese women prefer high carbohydrate 
and high fat foods while obese men 
prefer high protein foods. If the cravings 
– the driver of addiction – of the obese 
are for foods with carbohydrates, fat, 
and protein, then it is difficult to believe 
that carbohydrates alone are the 
addictive substance. Moreover, 
addiction, rat or human, supposedly 
involves compulsive cravings. Yet, 
carbohydrate consumption does not 
involve craving. Several studies have 

shown that supposed carbohydrate 
addicts do not improve after a 
carbohydrate-laden meal, which they 
should do if they are in fact addicted. 

Fifth, pharmacological treatments for 
supposed food addiction do not work, 
whereas behavioural therapies do. If 
food addiction were in fact produced 
through some sort of opioid-like process 
in the brain, then we would expect that 
opioid antagonists, which are used to 
treat drug dependency, would work. But 
there is no evidence that opioid 
antagonists prevent food cravings or the 
desire to overeat. 

Sixth, if addiction is pharmacologically 
produced, as the authors of the rat 
study claim, then animals who have 
been genetically modified so that their 
neuro-reward networks cannot process 
an addictive drug should not display 
addictive behaviours. But a number of 
studies have shown that this is not the 
case, as dopamine deficient animals still 
display so-called addictive behaviours.  

Finally, Johnson and Kenny’s claims 
about food addiction fall apart with 
their comparison of addiction to junk 
food to addiction to such drugs as 
heroin. That’s because human beings, 
unlike rats, are regularly able to escape 
the so-called addictions to psychoactive 
substances. The scientific literature is 
full of studies in which drug users were 
able, despite their ‘addiction’, to stop 
using their drug of choice. In a study of 
Vietnam veterans, Robbins found that 
of those who used drugs in Vietnam, 
only 50 percent used them after 
returning to the US, and only 12.5 
percent of these became regular users 
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after returning. Stimson and 
Oppenheimer found that users of heroin 
and other substances move through a 
cycle of addiction and recovery that is 
inconsistent with the model of 
pharmacological compulsion and brain 
circuitry that dictates behaviour. 

In humans, as opposed to rats, even the 
potent drug addictions to which food 
addiction is supposedly similar, 
according to Johnson and Kenny, do not 
compel behaviour at all. Humans 
routinely stop being addicted to any 
number of things. And that makes all 
the difference. 

Fizzy drinks  
make children fat 

The latest study claiming that soft drinks 
are the driving force behind childhood 
obesity has prompted the usual silly 
responses. The aptly named Barry 
Popkin, an academic at the University of 
North Carolina, has mused about the 
need for tobacco-like surgeon general’s 
warnings on soft-drink cans and bottles. 
Popkin’s idea has been endorsed by 
Michael Thun of the American Cancer 
Society. Meanwhile, the misnamed 
Center for Science in the Public Interest 
continues to threaten legal action 
against the food industry based on the 
spurious claim that food advertising to 
children for products such as soft drinks 
is deceptive. 

The much-headlined new study in the 
journal Pediatrics, from Boston’s 
Children’s Hospital, is a poor piece of 
research. Among its many limitations is 
that it studied a staggeringly small 

number of teenagers. A mere 103 teens 
were divided into two groups, an 
intervention group and a control group. 
The teens in the intervention group 
received home deliveries of noncaloric 
beverages (e.g., diet soft drinks, iced 
teas, lemonades, and bottled water) for 
25 weeks in an effort to reduce soft-
drink consumption. Not surprisingly, 
these kids reduced their pop 
consumption by a massive 82 percent.  

Equally surprising, but unmentioned in 
every media report, was the fact that 
there was no statistically significant 
difference at the end of the six months 
between the Body Mass Index (the 
standard yardstick for obesity) of the 
group that the noncaloric beverages and 
the group that continued with their 
regular soft-drink consumption. In other 
words, an 82-percent reduction in soft-
drink consumption did not make the 
kids thinner, which makes it difficult to 
see how this study indicts soft drinks as 
a principal cause of obesity.  

The Boston study is also flawed by the 
fact that it failed to control for, or 
report on, any of the other aspects of 
the two groups’ respective diets. We 
have no idea, for example, what the 
daily caloric intake was for any of the 
participants in the study. Without this 
information it is difficult to know, first, 
whether the two groups were in fact 
identical except for their soda pop 
consumption and, second, whether it 
was the elimination of regular soft 
drinks that really caused the small 
weight loss that was found in the most 
obese participants.  

http://www.cnn.com/2006/HEALTH/diet.fitness/03/06/soured.onsoda.ap/index.html
http://www.cspinet.org/
http://pediatrics.aappublications.org/cgi/content/abstract/117/3/673?maxtoshow=&HITS=10&hits=10&RESULTFORMAT=&fulltext=popkin&andorexactfulltext=and&searchid=1&FIRSTINDEX=0&sortspec=relevance&resourcetype=HWCIT


 
 29 

Given that there are dozens of supposed 
risk factors for obesity, it is somewhat 
disingenuous to claim that removing 
one risk factor, without controlling for 
the others, suggests that the one 
removed is a cause of obesity. What is 
really odd, however, about the Boston 
study is its simplistic assumption that 
there is a unique caloric effect that 
results from removing soft drinks from 
someone’s diet. Removing any source of 
calories — whether from soft drinks or 
anything else — and not replacing them 
will result in fewer calories and perhaps 
fewer pounds. Does one really need an 
expensive research study to confirm 
something so blindingly obvious?  

The real problem with this study is the 
fact that it is contradicted by most of 
the published scientific literature about 
the connection between soft drinks and 
childhood obesity. For example, a 
recent study which looked at the 
supposed link between obesity and diet 
in 137,000 children in 34 countries 
found that being overweight was not 
associated with the intake of soft drinks. 
This study confirmed research from 
Harvard University, published in 2004, 
that followed the eating habits of 
14,000 children for three years. It found 
that there was no association between 
snack food consumption, including soft 
drinks, and weight gain. 

Similar evidence was found by 
researchers at the Centers for Disease 
Control and Prevention just last year. 
They reported that, ‘Evidence for the 
association between sugar-sweetened 
drink consumption and obesity is 
inconclusive…*N+ational data showed no 
association between sugar-sweetened 

beverage consumption and Body Mass 
Index’. In another study from 2005, 
which used data from the National 
Health Examination Surveys, the 
authors found no association between 
regular soft drinks and Body Mass Index, 
noting that regular soft drinks 
‘accounted for less than 1 percent of the 
variance in Body Mass Index’ among 
American children.  

The media continues to give air time 
and column inches to obesity studies, 
especially those about soft drinks, so 
riddled with methodological flaws that 
their alarmist conclusions are worse 
than useless. All of which suggests that 
if the discussion about childhood 
obesity is going to be based on science, 
rather than science fiction, it needs to 
move beyond kicking the can.  

Alcohol advertising leads 
young people to begin 
drinking and increases 

consumption 
 
Without question, very poor people, on 
average, consume alcohol with a 
vengeance.28 But what of this alleged 
advertising-alcohol consumption link? 
We have reviewed this claim at length in 
our recent study, ²ƘŀǘΩǎ ǘƘŜ .a! ōŜŜƴ 
drinking?29 We found that only a 
handful of the 30 major econometric 
studies of alcohol advertising and 

                                                 
28 The Economist ‘Pissed and posh: Vice and 
social class’ 5 September 2009. 
29 Patrick Basham and John Luik ²ƘŀǘΩǎ ǘƘŜ 
BMA Been Drinking? Democracy Institute: 
London 21 September 2009. 
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consumption and drinking initiation 
done over the last 20 years support the 
claim that alcohol advertising leads to 
drinking initiation or increases total 
consumption. Virtually all of the studies 
of alcohol advertising exposure and 
recall cited as proof that alcohol 
advertising leads to youth drinking fail 
to meet minimal scientific standards in 
that they are unable to warrant the 
integrity of their measurements. 
Further, their results demonstrate only 
weak statistical relationships and fail to 
show casual connections between 
advertising and consumption and 
drinking initiation. 
 
Finally, of the 17 cross sectional and 
longitudinal studies of the effects of 
advertising restrictions and bans on 
drinking initiation and consumption, 
only three find that such measures have 
a statistically significant effect on either 
youth initiation or consumption. 
Further, the evidence from jurisdictions 
that have removed bans shows that 
consumption has not increased when 
advertising has resumed.   
 

Indoor tanning  
causes cancer 

The indoor tanning industry’s clientele is 
80 percent female, mostly between the 
ages of 15 and 35 – and 
disproportionately working class. In a 
recent study, 40 percent of white 
females 13-19 years of age had used a 
tanning booth. Nearly half of the 
clientele at many tanning salons are 
teenagers. Sadly for these young, 
female, lower income customers, the 
International Agency for Research on 

Cancer (IARC) has recently concluded 
that ultraviolet radiation exposure, 
including radiation from sunbeds is 
‘carcinogenic to humans’. Public Health 
Minister Gillian Merron has said the 
government will ban under 18s from 
using sun tanning salons, after a study in 
the British Medical Journal reported 
that at least 250,000 children aged 11-
17 used sunbeds. Health Secretary Andy 
Burnham also believes under 18s should 
be banned from the use of sunbeds.30  

The scientific evidence supporting these 
conclusions is, however, highly 
compromised. First, the claim that there 
is an epidemic of melanoma, the basis 
for drive against tanning, is very much 
suspect. In a recent study about the 
reported incidence of melanoma in the 
UK, Levell et al found that the increase 
in melanoma in East Anglia between 
1991 and 2004 was ‘almost entirely due 
to minimal, stage 1 disease.  There was 
no change in the combined incidence of 
the other stages of the disease, and the 
overall mortality only increased from 
2.16 to 2.54 cases per 100,000 per 
year’.31 According to the authors, the 
claims of a melanoma epidemic are not 
the result of an increase in cases but 
rather a ‘diagnostic drift which classifies 
benign lesions as stage 1 melanoma’. In 
the past, these cases would have been 
diagnosed as benign melanocytic nevi, 
not melanoma.   
  

                                                 
30 Rebecca Smith ‘Ban under 18s from using 
sunbeds: Andy Burnham, Health Secretary’ 
Daily Telegraph 13 January 2010. 
31 Levell et al ‘Melanoma epidemic: a 
midsummer night's dream?’ British Journal 
of Dermatology 2009: 161: 630-634. 
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Further weakening the claim that these 
early stage melanomas were the result 
of excessive sun exposure was the fact 
that most of the cases were in areas of 
the body not exposed to the sun. As 
Levell told the Reuters news agency, 
‘The main message is to be cautious 
about overstating messages about a 
melanoma epidemic to the public and 
media. Such behaviour will tend to 
induce unnecessary anxiety and 
behaviour that may cause distress and 
harm’. 
  
Second, the IARC conclusion that 
radiation from sunbeds is ‘carcinogenic 
to humans’ is based not on new 
evidence but on the agency's 2006 
report, Exposure to Artificial UV 
Radiation and Skin Cancer.32 But this 
2006 report fails to provide evidence 
that sunbeds are associated with an 
increased risk for skin cancer. The 
report references 24 cohort and case 
control studies on the association 
between ever use of indoor tanning 
facilities and melanoma risk. Of these, 
only four show a statistically significant 
relationship. Moreover, none of the 
four has a relative risk greater than 
1.50, indicating an extremely weak 
relationship. Indeed, even the authors 
admit that the evidence for a positive 
association between indoor tanning and 
melanoma is ‘weak’. This is highly 
misleading. It is not simply weak but 
virtually nonexistent. There is thus no 
scientific basis for claiming that tanning 

                                                 
32 IARC Working Group on artificial 
ultraviolet light and skin cancer ‘Exposure 
to Artificial UV Radiation and Skin ‘ 
International Journal of Cancer 2006 120: 
1116-1122. 

beds lead to melanoma based on the 
IARC’s own report. 
  
Third, the largest and only prospective 
study of the risk of sunbeds for 
melanoma is by Marit Veierod of the 
University of Oslo.33 Veierod et al 
followed more than 100,000 Norwegian 
women over an average eight year 
period and failed to find a statistically 
significant association between sunbed 
use and melanoma in those aged 10-19 
who used a tanning facility more than 
once a month. This finding corresponds 
to a British study that did not find a 
statistically significant association 
between ever use of sunbeds and 
melanoma.34  
  

High tobacco taxes 
prevent youth smoking 

 
Our recent paper, Under the Counter & 
Over the Border: How Government 
Inflames the Illicit Cigarette Trade,35 
examined the supposed effect of 
punitive levels of tobacco taxation on 
smoking-both youth initiation and adult 
consumption in order to determine 

                                                 
33 Veierod et al ‘A prospective study of 
pigmentation, sun exposure and risk of 
cutaneous malignant melanoma in women’ 
Journal of the National Cancer Institute 
2003 95: 1530-1538. 
34 Bataille et al ‘Exposure to the sun and 
sunbeds and the risk of cutaneous 
melanoma in the UK: a case control study’ 
European Journal of Cancer 2004 40: 429-
435. 
35 Patrick Basham Under the Counter & Over 
the Border: How Government Inflames the 
Illicit Cigarette Trade Democracy Institute: 
London 23 February 2010. 
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whether high taxation prevented and 
reduced smoking. We found that a very 
large literature from a variety of 
countries has suggested that high taxes 
do not prevent or reduce total smoking 
or encourage quitting either young 
people or adults.  
 
One study that particularly gathers the 
evidence together in this respect is a 
study of Canada’s experiment in the 
1990s with reduced tobacco taxes.36 
Because tobacco smuggling had reached 
epidemic proportions in much of 
Canada during the early 1990s, the 
Canadian federal government reduced 
the excise tax on manufactured 
cigarettes from $10.36 to $5.36 per 
carton of 200 cigarettes in February 
1994. Five provinces followed with their 
own tobacco excise tax reductions. 
Between the federal and provincial cuts, 
tobacco taxes were reduced from $14 to 
$21 per carton. These tax cuts are 
unique and they provide an excellent 
opportunity to examine the relationship 
between a reduction in tax rates and 
smoking behaviour. 
 
In order to determine the effects of the 
tax cuts, Health Canada asked Statistics 
Canada to do a survey in four quarterly 
cycles between January 1994 and 
February 1995 that would measure 
smoking prevalence and consumption, 
changes in prevalence and 
consumption, and determine the effect 
of price on prevalence and 
consumption. Ouellet’s study analyses 

                                                 
36 Ouellet ‘The failure of tax policies to curb 
tobacco consumption: results of the 1994 
Statistics Canada Survey on Smoking’ HEC 
Montreal 2010. 

the data collected in this Statistics 
Canada survey in an effort to determine 
whether there is a statistically 
significant association between the 
decline in tobacco taxes and smoking 
behaviour. As he notes, ‘Canada is 
probably the only country in the OECD 
that has drastically decreased tobacco 
taxes…this one-time study made it 
possible to measure the real impact of 
taxation on smoking behaviour’. What 
makes this possible is the fact that only 
five of the ten Canadian provinces 
reduced tobacco taxes in 1994: the 
other left their tax rates unchanged, 
which meant that the federal tobacco 
excise tax in those provinces was also 
unchanged. 
 
Like other researchers looking at the 
data from Statistics Canada following 
the 1994 tax cuts, Ouellet finds that 
prevalence and consumption declined 
even after the massive reductions in tax. 
This clearly contradicts the claims of 
advocates of higher taxes who claim 
that significant reductions in tobacco 
tax rates will lead to increased smoking.   
 
Second and more crucially, however, is 
the fact that there were not statistically 
significant differences between smoking 
patterns in those provinces that did 
decrease taxes and those that did not. 
Nor were there differences in the 
number of cigarettes smoked per day 
between provinces that lowered taxes 
and those which did not. While there 
was a statistically significant difference 
in the number of non-smokers 
becoming occasional smokers between 
provinces that decreased taxes and 
those which did not, the effect is so 
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weak as to suggest that the effect of 
taxes is marginal.  
 
Third, the difference in the number of 
nonsmokers becoming daily smokers 
was not statistically significant between 
provinces that decreased taxes and 
those which did not. Fourth, in terms of 
cessation rates, the province with the 
fewest quitters is a province that did not 
reduce its taxes, while the province with 
largest number of quitters is a province 
which decreased taxes. 
 
Fifth, and most important in terms of 
the claim that tobacco taxes are 
especially effective in preventing youth 
smoking, Statistics Canada found that 
there were no statistically significant 
differences in smoking initiation or 
smoking cessation in adolescents aged 
15-19 or respondents aged 15-24 
between respondents living in provinces 
that reduced taxes and those living in 
provinces which did not reduce taxes. 
 
Sixth, the survey also asked non-
smoking respondents their reasons for 
not smoking as teens, young adults, or 
adults. Cost ranked fourth for teens, 
was fifth for young adults, and sixth for 
adults, suggesting that the assumption 
behind high taxes as a deterrent to 
smoking initiation is not supported by 
empirical evidence. 
 
Seventh, the survey found sharp 
differences between provinces that 
lowered their tobacco taxes and those 
did not in terms of where individuals 
purchased their cigarettes. In the five 
provinces which lowered taxes, 28.3% 
of respondents said that prior to the tax 
reduction they purchased their 

cigarettes either in the US or through 
the illicit market in Canada. After taxes 
were decreased, this rate fell to 7.1%. 
Commenting on these results, Ouellet 
notes that ‘results from the 1994 
Statistics Canada survey show that the 
decreases in tobacco tax implemented 
in 5 out of 10 provinces do not translate 
into statistically significant differences 
in tobacco use’. 
 
The result of the 1994 Canadian tobacco 
tax reduction thus severely undermine 
several of the claims advanced in favour 
of high tobacco taxes, most notably that 
such taxes and tobacco costs are a key 
factor in the decision to smoke, that 
taxes help prevent youth smoking, that 
such taxes reduce prevalence and 
consumption, and that such taxes 
encourage cessation. 
 
The question naturally arises why high 
cigarette taxes fail to achieve their 
stated objectives. There are at least four 
reasons.  
 
First, as Franks et al points out, smoking 
is now concentrated among smokers 
who are ‘likely to be selectively more 
addicted to cigarettes than smokers 
from earlier time periods, and, thus, 
more insensitive to cigarette prices’.37 
Second, as numerous studies of the 
sources of cigarettes for young people 
have shown, young people 
experimenting with smoking do not 
purchase cigarettes themselves, but get 
them from a variety of sources, 

                                                 
37 Franks et al ‘Cigarette Prices, Smoking, 
and the Poor: Implications of Recent 
Trends’ American Journal of Public Health 
2007 (97). 
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including friends and family. As Milton 
et al report, ‘Children acquired 
cigarettes from a number of sources, 
many through family members…Most 
triers, however, were given their first 
cigarettes by a friend’.38 They are thus, 
to a certain extent, immune from the 
costs of cigarettes. 
 
Third, smokers respond to higher 
cigarette prices by smoking each 
cigarette more intensely, thus 
maintaining their nicotine levels but 
increasing their tar intake. Finally, and 
most importantly for this paper, 
smokers respond to highly taxed 
tobacco, as the evidence from Canada 
and elsewhere suggests, by turning to 
the illicit tobacco market. 
 

Gambling 
 

n our forthcoming book, Gambling: A 
Healthy Bet,39 we dispatch many of 
the myths surrounding legalised 

gambling. Pick any Daily Mail article on 
the subject and it will invariably begin 
with a story that illustrates every 
possible ill associated with gambling. 
The story goes like this: A man leading a 
normal working class life walks into a 
casino for the first time and a few 
months later — he has lost his home, 
emptied his bank account, divorced his 
wife, sold his dog, stolen money from 

                                                 
38 Milton et al ‘Starting young? Children’s 
experiences of trying smoking during pre-
adolescence’ Health Education Research 
2007 (23): 298-309. 
39 Patrick Basham and John Luik Gambling ς 
A Healthy Bet Democracy Institute: London 
2010. 

his employer, and is contemplating 
suicide to avoid going to jail.  
 
Many public health researchers and 
politicians consider gambling to be an 
economically marginal, socially 
destructive, and morally dubious 
activity. Gamblers are perceived as 
inhabiting a zone somewhere between 
immoral and diseased, and have great 
difficulty defending themselves 
effectively, as do those who provide 
them with the opportunity to gamble.  
 
The industry’s defense, traditionally 
focused on gambling’s potential to 
create jobs and produce tax revenue, is 
a necessary, but not a sufficient, 
argument to withstand the long-term 
campaign against the industry. Today’s 
challenge to gambling is no longer one 
dominated by religious puritans or even 
by secularists who decry gambling’s 
alleged ‘something for nothing’ culture. 
Rather, today’s – and very much 
tomorrow’s – challenge to gambling 
comes from the public health 
community. Although it is only recently 
that the public health attack on 
gambling has reared its political head, 
its origins lie in the Ottawa Charter that 
was signed by the world’s respective 
public health establishments back in 
1986 in the Canadian capital.  
 
This critique is not worried about who is 
and is not going to Heaven or Hell. It is 
focused upon prevention, treatment, 
harm reduction, and quality of life 
issues. It focuses on how gambling can 
adversely affect individuals, families, 
and communities.  Much of the public 
health research on the effects of 
gambling involves empirical estimates 

I 
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based on questionable methodologies. 
If one goes through each one of these 
studies, carefully peeling back each 
layer of the methodological onion, it 
becomes clear that the studies upon 
which so much is decided are, in truth, 
advocacy pieces rather than scientific 
enquiries. This type of work exhibits 
several common characteristics raising 
questions about its validity.  
 
Let us deal first with the Achilles’ heel of 
the gambling industry, the social costs. 
Our research in this area seeks an 
answer to a somewhat unorthodox 
question, ‘Do problem gamblers exist? 
Or, are there really just people with 
problems who gamble?’  
 
Policymakers should be concerned 
about the overall level of aggregate 
wealth in society. If an action or activity 
decreases overall wealth, it is a social 
cost. ‘Wealth’ refers to well being, not 
simply material wealth. Costs to 
individuals do not qualify as social costs 
unless they are coupled with negative 
externalities. There are numerous 
potentially negative effects of problem 
gambling that don’t qualify as social 
costs. Many of the alleged social costs 
are ‘bad effects’ that may be associated 
with problem gambling but not true 
social costs or reductions in societal 
wealth, or well being. 
 
There is a tremendous demand for cost-
benefit studies. The demand stems, in 
part, from the fact that no senior 
political figure can afford not to have a 
number to offer as an indicator of the 
seriousness of the problem. Social cost 
research, in particular, has been very 
influential with policymakers. Such cost 

estimates are liberally quoted by 
politicians and the media in their 
discussions over the costs and benefits 
of casino gambling. 
 
Most gambling studies do not perform 
original estimates of social costs. 
Instead, studies usually simply repeat 
previous monetary estimates without 
explaining what costs are included in 
the estimates, or they present a range 
of cost figures and call the lower end of 
the range ‘conservative.’ One further 
complication is that there appears to be 
little consistency among researchers for 
what is or is not included in the 
estimates. In the absence of an explicit 
definition of social cost, researchers use 
ad hoc methodologies in estimating 
costs. Offering methodologically flawed 
cost estimates does not improve our 
understanding nor does it promote 
sound policy. Simple measures are 
easily misinterpreted. When researchers 
provide these data, readers of the data 
are not likely to be aware of the 
controversies involved in creating it. 
Academics have relied heavily on flawed 
studies that provide spurious empirical 
estimates and have ignored other 
relevant studies in the literature. 
Researchers have copied over and over 
again the flimsy results of their 
predecessors’ insubstantial guesswork.  
 
The most common and most 
fundamental problem is that most cost-
benefit studies have not defined what 
exactly they are trying to measure. The 
major source of inconsistency is the lack 
of a basic definition of ‘social cost.’ 
Exacerbating the problem is the fact 
that many researchers make arbitrary 
assumptions in their analyses that have 
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dramatic effects on their results. 
Estimating the social costs of problem 
gambling is fraught with methodological 
difficulties. Most social costs can result 
from gambling, economic decline, and 
other social changes, and identifying 
which of these changes caused the costs 
is practically impossible. Bankruptcy, 
criminal activity, and economic 
cannibalism can result from a variety of 
causes. 
 
Today, we seriously question whether 
there is yet anything approaching 
adequate scientific data to prove that 
gambling has caused many of the 
harmful impacts attributed to it. Our 
conclusion is that the typical social cost 
estimate one reads about in the 
newspapers overestimates the true 
social costs of problem gambling by a 
3:1 ratio. Our own calculations put the 
actual rate of problem gambling in the 
UK at a maximum of 0.5 percent. 

 
Many researchers have attempted to 
estimate the costs of gambling-related 
crime without first establishing a valid 
link between gambling and crime. 
Communities with casinos are equally 
safe as communities without them. In 
some cases, the numbers of crimes and 
crime rates have actually decreased 
after the introduction of casinos to a 
community. The so-called ‘casino effect’ 
is not statistically significant for any of 
the crime outcome measures. The key 
point here is that casinos do not import 
crime, prostitution, unemployment, and 
bankruptcies into communities. Casinos 
are imported into communities already 
blighted by these problems. 
 

CONCLUSION 
 

t is of considerable irony that, in the 
midst of the current, closely 
contested General Election 

campaign, it would be surprising, to say 
the least, to witness a senior Labour 
party politician publicly defending 
working class culture; or, a senior 
politician of any of the three major 
parties. As one northern voter told The 
Times, ‘nobody represents the working 
classes’.40 
 
A foreign visitor therefore could be 
forgiven for assuming that the working 
class of this country are in a small 
minority, hence the fact that politicians 
of the Right, Left, and Centre feel 
electorally inoculated from their 
(admittedly covert) assault on this class’ 
culture. In part, this reflects the fact 
that, as Malcolm Clark noticed a decade 
ago, ‘The obvious signs of working-class 
culture within the Labour Party are 
fading fast.’41 The change is most 
obvious in the backgrounds of 
contemporary left-wing politicians, 
particularly the increasing numbers of 
middle-class Labour MPs, which has 
been apparent since the 1990s.42 
 
Yet, the reality is that working class 
culture dominates the nation. British 
culture is underpinned by working-class 

                                                 
40 Quoted in Will Pavia ‘Clegg makes bold 
pitch for northern working class’ The Times 
3 May 2010. 
41 Malcolm Clark ‘From darts to Kate Moss’ 
New Statesman 28 February 2000. 
42 Mark Hayhurst ‘Why Labour loves 
muddied oafs’ New Statesman 21 February 
2000. 
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tastes, comforts, vocabulary and 
prejudices: popular television, football, 
rugby league, tabloid newspapers, 
reality shows, sportswear labels, 
celebrity magazines, package holidays, 
and so on. The reason is that working 
class people continue to dominate 
demographically. Former Deputy Prime 
Minister John Prescott may have 
famously declared, 'We’re all middle-
class now', but he is in the minority.  
 
In 1964, 66 per cent of people identified 
themselves as working class; by 2005, it 
was 58 per cent, a small decline over an 
entire generation. Julian Baggini, author 
of Welcome to Everytown: a study of 
cultural England, suggests being 
working class is ‘really defined by a 
sense of being of a community, of a 
background, being a respectable, hard-
working, no-nonsense person with no 
time for pretensions. Essentially, people 
are now still working class, but with 
more money’.43 As Nick Cohen has 
written, many people may have more 
money than their working class parents 
had, but that does not mean that 
working class cultural preferences have 
disappeared.44 
 
A political elite looking beyond 
moralistic judgements on working class 
behaviour to actual solutions to 
perceived inferior choices would do 
better to analyse the welfare state-
created dependency on central 
government, weakening traditional 

                                                 
43 Julian Baggini Welcome to Everytown: a 
study of cultural England Granta: London 
2007. 
44 Nick Cohen ‘Time out with Nick Cohen’ 
New Statesman 2 April 2007. 

systems of mutual support, and 
depleting stores of self-reliance. 
According to The Economist, ‘The real 
problem remains the stubborn 20-30% 
of the population who are not getting 
the necessary qualifications and who 
thus remain locked in relative poverty 
and social immobility’.45 The Economist 
suggests that, perhaps, ‘the inequality 
of British society is less to blame than its 
immobility. In Britain, a father's income 
determines that of his son more than in 
any other rich country, according to an 
OECD report last year. If your position in 
life is fixed at the…bottom, why worry 
about…sobriety?’46 Members of the 
working class may be more inclined to 
drink, gamble, smoke, and take drugs 
simply because their daily lives are less 
interesting and less stimulating than 
those of their social betters.47  
 
The 2010 General Election, obviously, 
will not produce a government 
comprised of those who fully appreciate 
the power of government to do harm as 
well as good in the public health arena. 
Furthermore, it is clear that the middle 
classes are not going to ride to the 
lower order’s rescue anytime soon. 
Polling conducted last year for Britain’s 
Trades Union Congress found, contrary 
to conventional wisdom, the middle 
class is the most statist socioeconomic 
cohort in the country. Hence, the 
middle class’ passive acquiescence to so 

                                                 
45 The Economist ‘Back to class war?’ 1 June 
2000. 
46 The Economist ‘Pissed and posh: Vice and 
social class’ 5 September 2009. 
47 The Economist ‘Pissed and posh: Vice and 
social class’ 5 September 2009. 
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many recent nanny state initiatives, 
such as the public smoking ban.  
 
The lack of political blowback may also 
reflect the modern-day loss of a 
confident, self-conscious, working class 
culture. Traditionally, not only were 
workers visible to the classes above 
them, they had their own voices.48 Is 
there any reason, however, for medium 
term optimism that there shall be a 
popular revolt against the war on 
working class culture?  
 
Perhaps, we may take a modicum of 
comfort and draw a measure of hope 
from the working classes apparently 
budding social libertarianism. The war 
on working class culture must be a 
covert, slice-by-slice war because 
traditional working class culture values 
continuity, community, stability, and a 
sense of belonging; hence, working class 
communities exhibit a decided 
unwillingness to see their (mainstream) 
way of life changed too radically or too 
quickly.49 Already, there are 
documented examples of working class 
intransigence in the face of irrational 
public health policymaking. For 
example, most low-income smokers 
greatly resent high excise taxes on 
tobacco and see participating in the 
illicit market as a way to respond to an 
unjust tax directed at them. In the only 
study of participation in the illicit 
market by smokers in socially deprived 
areas, Wiltshire et al found that far from 
being ashamed of such behaviour, these 

                                                 
48 William Deresiewicz ‘The dispossessed’ 
American Scholar Winter 2006. 
49 Lynsey Hanley ‘Average white band’ New 
Statesman 5 March 2007. 

smokers see it as a way of challenging a 
perceived injustice.50 They note that: 
 

Nearly all respondents expressed 
dissatisfaction with the price of 
legal tobacco products. It was 
thought to be unjust and directed 
against people on low incomes. 
Participants were asked directly 
what influence the increasing 
price of cigarettes resulting from 
the government's taxation policy 
had on their smoking. Only a few 
intimated that higher prices might 
act as an incentive to reduce 
smoking or that cheaper 
cigarettes encourage higher 
consumption. 

 
In discussing why their subjects bought 
illicit cigarettes, the researchers write 
that: 
 

Another motivating factor hinges 
on the notion of resistance. 
Respondents expressed 
grievances against the 
government for clawing back what 
they viewed as an excessive and 
regressive tax on tobacco 
products and for their failure to 
redirect this income visibly toward 
those in need...There was a strong 
feeling that the government was 
exploiting poorer people through 
regressive tobacco taxation. Use 
of contraband was one means of 
challenging this perceived 
injustice. 

 
The fact that contemporary political 
elites are almost entirely ignorant of 

                                                 
50 Wiltshire et al ‘‘They're doing people a 
service’ – qualitative study of smoking, 
smuggling, and social deprivation’ British 
Medical Journal 2001 (323): 203-207. 
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both past and present working class 
culture is not entirely their own fault. 
After all, the history of working class 
culture is largely an unwritten one.51 Six 
years ago, one major newspaper went 
so far as to suggest that, ‘It may be 
liberal heresy, but maybe it’s not such a 
mad idea that there should be a 
museum of white working-class culture, 
just as there are museums for other 
marginal cultures. White working-class 
history could be taught in schools’.52 
When it comes to their censorious 
approach to the working classes dietary 
preferences, it would not hurt 
policymakers to learn of the utility of 
some of those poor choices, as well as 
the political nous exhibited by their 
predecessors in government. For 
example, as George Orwell documented 
in The Road to Wigan Pier (1937), fish-
and-chips were first among the home 
comforts that helped keep the masses 
happy and ‘averted revolution’ in the 
interwar period. Consequently, during 

                                                 
51 Exceptions include Richard Hoggart’s 
pioneering account of working-class culture, 
The Uses of Literacy: Aspects of Working-
Class Life Penguin: London 1957; Mike 
Huggins ‘More sinful pleasures? Leisure, 
respectability and the male middle classes 
in Victorian England’ Journal of Social 
History 2000; and Martin Johnes ‘Pigeon 
Racing and Working-class Culture in Britain 
c. 1870-1950’ Cultural and Social History 4 
(2007). One of the most recent and helpful 
exceptions, ironically by an American 
newspaper, is Washington Times ‘Sketching 
life of London’s derided white working 
class’ 22 August 2004. See, too, Ferdinand 
Mount Mind the Gap: The New Class Divide 
in Britain Short Books London 2004, passim. 
52 Evening Standard ‘Oi, who are you calling 
white trash?’ 15 July 2004. 

World War II, government ministers 
went to great lengths to ensure fish-
and-chips were one of the few foods 
that were never rationed, so as not to 
offend the majority of voters.53 
 
A greater appreciation of that history 
also would make more members of the 
political elite take a less reductive view 
of working class culture. They would be 
more appreciative of the fact that art, 
for example, is also generated from the 
streets, or, more precisely, from the 
pubs, those bastions of working class 
culture that have taken such a beating 
in recent years from such policies as the 
public smoking ban.54  
 
Policymakers and the public health 
establishment seem to share a belief 
that life in a working class 
neighbourhood is nothing but sex, 
drugs, loud music, and dole money.55 
And certain parts of the media are no 
less ill-informed. For example, the 
website for the The White Season, 
shown on BBC2 in March 2008, asked, 
‘Is white working-class Britain becoming 
invisible?’ In reality, the innumerable 
challenges of being (white or non-white) 
working class in Britain are invisible only 
insofar as they have almost always been 
invisible to those who comprise the 
country’s political elite. 
 
                                                 
53 John Walton Fish and Chips and the 
British Working Class Leicester University 
Press: London 1992. 
54 See, for example, Evening Gazette 
(Middlesbrough) ‘Having an art attack’ 5 
March 2005. 
55 Terry Grimley ‘Estate life is all sex, drugs 
and rock ‘n’ dole’ Birmingham Post 15 
January 2001. 
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There is a strong and growing sense in 
some working class communities of 
suffering endless condescension, a 
feeling that urbane Britain has already 
written off their culture as a relic or, 
worse, as a modern-day joke. For that 
reason, public health issues have the 
potential to matter in future elections, 
because working class voters may come 
to see those issues as a test of whether 
politicians respect their culture or mock 
it. We predict that this development will 
parallel a significant growth in the 

average Briton’s unwillingness to be 
bullied out of, and into, particular habits 
as more people appreciate that freedom 
implies some leeway for personal risk 
and minor, pleasurable foolishness. This 
will create an electoral opportunity for 
the first political party to stand in front 
of the public health establishment’s 
regulatory march yelling, ‘Stop!’ 
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