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SHAAP (Scottish Health Action on Alcohol Problems) 
and our member Royal Colleges have become 
increasingly aware that some tactics employed by the 
alcohol industry to subvert or circumvent legitimate 
public health policy interventions mirror those which 
have been used and continue to be employed by 
powerful operators in the tobacco and food industries. 
This happens in spite of the precedence given in 
domestic and EU law to the protection of human 
health over economic interests. 

This seminar (15/04/13) at the Royal College of 
Physicians of Edinburgh will bring together expert 
clinicians with experience of the alcohol, tobacco and food 
industries to launch a paper and discuss concerns with 
other key stakeholders, including health professionals and 
media representatives. This will serve as an important 
marker that health professionals are serious about 
challenging the dominance of ‘Big Business’ over public 
health interests. Our intention is to build a long term 
coalition over these issues. 

Contributors

Dr Neil Dewhurst, President of the Royal College of 
Physicians of Edinburgh BSc Hons, MD, PRCP Edin, 
FRCP Lond, FRCP Glasgow

Dr Neil Dewhurst, President of the Royal College of 
Physicians of Edinburgh (RCPE), is a graduate of the 
University of Edinburgh and trained in Edinburgh. He has 
practiced as a consultant cardiologist in Devon and in 
Perth and is an Honorary Senior Lecturer at the University 
of Dundee. His clinical interests include arrhythmogenesis 
and presentations of heart disease in young adults.

Before being elected as President, he was the College 
Examination Registrar and Council Member and the 
Medical Director of the MRCP(UK) examination for the 
Federation of Royal Colleges of Physicians of the UK. His 
current academic research interests include assessment 
methodology and reliability and he has published on 
examination performance by candidate ethnicity and 
gender.

Professor Gerard Hastings, Director of the Institute of 
Social Marketing, University of Stirling

Professor Hastings is founder/director of the Institute 
for Social Marketing and Centre for Tobacco Control 
Research. He worked in market research before beginning 
his academic career, which has focused on researching 
the impact of marketing on society - both for good and 
ill. This has involved him in advising Government and 
working with policy makers and civil society on national 
and international levels.

Dr Peter Rice, Chair SHAAP and retired Consultant 
Psychiatrist, NHS Tayside Alcohol Problems Service

Until recently Dr Rice worked in an NHS Alcohol 
Problems Service as a Consultant Psychiatrist. Peter has 
researched and published widely on Minimum Unit Pricing 
having advised the Scottish Government on Alcohol Policy 
including Licensing, Prevention and Treatment issues. 
Dr Rice has been Chair of SHAAP since 2012. He is also 
Chair of the Royal College of Psychiatrists (Scotland).

Professor James Friend, Royal College of Physicians 
of Edinburgh and retired Respiratory Physician

Professor Friend is a retired Respiratory Physician having 
worked for 37 years as a practising chest physician, 
with continuous exposure to the diseases caused by 
tobacco smoke. He works with a range of health charities 
including, ASH Scotland, Chest, Heart and Stroke 
Scotland and Mental Health Aberdeen.

Professor Mike Lean, Chair of Human Nutrition, 
University of Glasgow

Professor Lean holds the Chair of Human Nutrition at 
the University of Glasgow and is Consultant Physician 
at Glasgow Royal Infirmary. He trained in medicine 
at the University of Cambridge and St Bartholomew’s 
Hospital specialising in general medicine, diabetes and 
endocrinology. Professor Lean has increasingly become 
involved in public health and health promotion measures 
to prevent disease and to promote good health through 
healthy eating.
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As President of the Royal College of Physicians of 
Edinburgh (RCPE), I am proud to lead a professional 
body that prioritises the promotion of public health. 

Mindful of the destructive impact of alcohol harms on 
the Scottish population, a number of the Medical Royal 
Colleges and Faculties established Scottish Health Action 
on Alcohol Problems (SHAAP) in 2006 to provide a clear, 
strong, medical voice on alcohol harms. The RCPE hosts 
the partnership and remains strongly committed through 
SHAAP to work in partnerships that can support health 
care professionals in identifying and providing support and 
treatment around alcohol issues.

While we continue to promote evidence-based treatment 
interventions, we also believe that longer term policy 
developments are required to support individual behaviour 
change. Thus, SHAAP has prioritised campaigning on 
issues such as alcohol pricing and marketing. This mirrors 
approaches taken in the field of tobacco control and 
the emerging needs in combating obesity, all of which 
are public health priorities for the Colleges. We need 
consistent action, especially to support disadvantaged 
communities, to encourage healthier lifestyles. 

Regrettably, just as the tobacco industry has, over a 
long period, blocked any regulatory moves to restrict its 
activities, the food and drink manufacturing industries 
and the retail sector lobby effectively against many public 
health initiatives. We are nonetheless encouraged by 

the actions of Scottish politicians in championing issues 
which are controversial in so far as they challenge the 
commercial imperatives of ‘big business’. 

This is why, in this publication and at SHAAP’s event ‘The 
‘(Ir)responsibility Deal’? Public Health and Big Business’, 
leading Scottish medical experts in the fields of alcohol, 
tobacco and nutrition will call on industry to put people and 
health before profits. They will also ask them to cease their 
efforts to block important regulations such as those related 
to pricing and marketing of products which are damaging 
our population’s health and disproportionately affecting the 
poorest communities. Professor Gerard Hastings, Director 
of the Institute of Social Marketing at Stirling University, is 
chairing the event and has summarised the public health 
challenge well:

‘The business sector is not shy of putting forward its view 
of how the world should be organised for the greater 
good of business. If public health can develop a similar 
boldness of purpose we will be able to graduate from 
the post hoc reduction of specific harm, to a pre-emptive 
quest for an economic system that actively promotes 
better public health.’1

This event and SHAAP’s publication is, we believe, an 
important contribution to such a shift in direction.

1 British Medical Journal 21st August 2012; 345

Foreword
Dr neil Dewhurst, President of the royal college of Physicians of edinburgh 
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The philosopher’s stone

If, as Milton Friedman famously proclaimed, 
the business of business is business why do 
multinationals keep getting so conspicuously involved 
with good causes? Why does Tesco provide so many 
computers for UK schools and Philip Morris fund 
women’s refuges? Should they not be getting on 
with their core task of selling us more groceries and 
cigarettes – and making money? 

The reality is that they are getting on with their core task. 
What seems like corporate philanthropy is in fact just 
another means of enhancing profitability and boosting 
shareholder returns. It also provides access to political 
power which is threatening not just public health, but our 
whole way of life. 

This paper will discuss how this alchemy works and how 
civil society should respond.

Stakeholder marketing

We in public health have become familiar with the 
corporate sector’s use of marketing to attract customers. 
We understand that evocative advertising can pull kids into 
smoking or start them drinking; indeed we have done the 
research to prove it. We know equally well that ubiquitous 
distribution, sophisticated packaging, seductive pricing, 
beautiful point of sale display and perpetual product 
innovation are used with great skill to build the brands that 
extend the pull of advertising into the power of marketing. 
Again, we have done painstaking research to verify this all 
too obvious truth. 

However, corporations don’t just need customers to secure 
their continued growth, they need power and influence – 
and for this they turn their attention to politicians, policy 
makers and other stakeholders. The more blatant attempts 
to get these groups onside – overt lobbying, donations 
to campaign funds, revolving door employment practices 
– already get considerable attention, but the work of the 
corporate marketer in this arena is less well recognised. 
‘Stakeholder marketing’ uses the same flattery, faux-
friendship and manoeuvring of the marketing aimed at 
the public, but now the target is those who have power. 
The aim is to build and burnish corporate reputations; in 
stakeholder marketing, corporate identity is as important 
as the brand is in consumer marketing. 

The two favoured and linked techniques are ‘Cause 
Related Marketing’ (CRM) and Corporate Social 
Responsibility (CSR). CRM involves the corporation linking 

up to a personable and self-evidently worthy issue such 
as child literacy and makes sure the world knows about its 
seeming bounty. One notorious example is of Philip Morris 
which sponsored women’s refuges in the US but was then 
shown to be spending more on promoting its largesse than 
on the refuges. 

CSR wraps this type of specific beneficence in longer term 
commitments to good practice. The oil multinational Shell 
is credited with taking the strategy into the mainstream of 
business thinking. In the early 1990s, it wanted to quell 
discontent among the local Ogoni people, whose land in 
the Niger Delta it was despoiling, and called on Nigeria’s 
military dictatorship for help. This resulted in savage 
repression, dozens of people being shot down and the 
subsequent execution of Ogoni leader Ken Saro-Wiwa. 
Shell’s response to the resulting outcry was to invest heavily 
in CSR. Commitments to better behaviour were undertaken 
and promises to be more responsive to the needs of local 
people were made. Subsequent enquiries, however, as we 
discuss below, show these to be no more than fine words 
because the inevitable commercial priorities won out.

Conflict of interest

Stakeholder marketing has found its apotheosis in the UK 
responsibility deals. The fact that corporations were invited 
by Government to become part of the solution to the very 
public health problems they were helping to cause pays 
tribute to the success of previous CRM/CSR efforts in 
building relationships with policy makers. So comfortable 
were the politicians and the magnates with one another 
that the oxymoronic irony of the move completely escaped 
them. But perhaps this should not surprise us: an alcohol 
producer helping to devise alcohol policy, or processed 
food businesses helping to improve our diets is no more 
bizarre than dependence-inducing cigarettes being sold as 
a symbol of independence.

The double standard at the heart of the responsibility 
deals is hard wired. The fiduciary imperative puts a legal 
obligation on any corporation to prioritise the interests 
of the shareholders – whose money they are spending 
– above and beyond all others. That is why tobacco 
companies continue to sell known addictive carcinogens, 
and alcohol sales are boosted so effectively by marketing 
that two thirds of UK drinking is done at levels that are 
harmful or hazardous. And the pressure to perform is 
redoubled by competition, the threat of shareholder 
unpopularity and, ultimately, potential takeover. So it is not 
that the workers in these industries are bad or immoral 
– they are no worse or better than other people – it is 
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just that the system demands a single-minded focus on 
ensuring ever-increasing shareholder returns. 

And the system is remorselessly efficient: the marketer 
is incentivised with Pavlovian precision. Bonuses, sales 
targets, incentive schemes all ensure the eye remains 
firmly on the ball. The continuing turmoil in the financial 
services sector flows directly from this driven system, 
and the banks are far from unique. In the late 1990s the 
Scottish Government did an evidence gathering exercise 
on alcohol and public health. In one session a ‘witness’ 
was giving evidence to a duly appointed panel of the great 
and the good. The witness in question had worked as a 
brand manager for a drinks company, and one of the panel 
sat on the board of a major brewery. It had been a long hot 
day, people were tired and guards were down. The witness 
was explaining that he had sales targets to meet, and 
his focus on these was absolute because if he failed to 
meet them he would ‘get his arse kicked’. At this point the 
brewery executive helpfully chipped in: ‘yes and if I’d been 
your line manager, I’d have done the kicking’ i.

There is then a fundamental conflict of interest when 
people whose day job is to encourage unhealthy 
consumption to the best of their ability are then asked to 
push in the other direction. Metaphors about foxes and 
chicken coops or Dracula and blood banks result. The 
obvious hazards of such double-think for public health are 
matched by the benefits for the corporate sector. 

Being for the benefit of Mr Fox

Interestingly, the corporate sector is open about the selfish 
intent of stakeholder marketing. A typical business text, for 
instance, points out that it helps in ‘enhancing reputation, 
building image and brands, creating relationships and 
loyalty among customers and stakeholders, adding value, 

generating awareness and PR, driving trial and traffic, 
providing product and service differentiation, developing 
emotional engagement with the consumer and other 
stakeholders, and obviously increasing sales, income 
and volume’ ii. The ‘obviously’ is instructive. The same text 
underlines this quid pro quo agenda: ‘whatever cause-
related marketing is, it certainly is not philanthropy or 
altruism’ iii. 

Practitioners are equally candid. This is a spokesperson 
for Marks & Spencer talking about the company’s 
ambitious plan to ‘combat climate change, reduce 
waste, safeguard natural resources, trade ethically and 
build a healthier nation’ which she explains is a matter 
of ‘enlightened self-interest’. The reaction amongst 
customers has been to ‘increase trust in the M&S brand 
more than any other ad campaign’ and this had been ‘very 
good for profits’ iv.

The business benefits of stakeholder marketing fall 
into three principal categories: it enhances consumer 
marketing; co-opts critical analysis and reduces 
accountability. 

Enhanced consumer marketing 

When done well the boundary between consumer and 
stakeholder marketing is virtually seamless. Figure 1 shows 
how the Tesco computer for schools campaign has been 
used to pull in politicians. It is a clipping from the Website 
of Conor Burns, the Conservative MP for Bournemouth, 
showing him accepting IT equipment on behalf of a local 
school. Despite the overt self-interest noted above, the 
piece talks of the equipment coming ‘courtesy of Tesco’ and 
of the ‘generosity of Tesco’, as well as extolling the virtues 
of the whole campaign. In this way it provides a perfect 
extension of Tesco’s core slogan ‘every little helps’.

Marketing to Power Professor Gerard hastings
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It also shows how stakeholder marketing recognises 
the collective nature of our lives; and that MPs are 
just as important a target as shoppers. Our decisions 
about whether to smoke, eat fast food or drink alcohol 
are both a matter of individual choice and a function of 
our environment. Thus, my beer consumption will be 
influenced by my personal preferences, but also by the 
availability of accessible outlets, taxation policy, social 
attitudes to drinking, drink-driving laws and so on. These 
latter influences are the domain of stakeholders and, 
especially, policy makers. In essence, then marketers, 
in seeking to change our consumption behaviour, also 
recognise the need to change policy making behaviour. 

Co-opting critical analysis

Making the move from being part of the problem to being 
part of the solution provides the corporate sector with 
the opportunity to reset the agenda. When a beverage 
multinational adopts an anti-obesity mantle its starting 
point is that it is fine to consume empty calories, the only 
issue is how we adjust our lives to facilitate it. 

Coca Cola’s recent obesity related CSR is instructive. 
The principal focus is on exercise not diet, and the tone 
is encouraging and upbeat. The company’s ad campaign 
boasts that each can of Coke provides ‘139 happy calories 
to spend on extra happy activities’ – such as ‘25 minutes of 
letting your dog be your GPS’, ‘10 minutes of letting your 
body do the talking’ (aka dancing) or just ‘75 seconds of 
laughing out loud’. Covering all the bases, the ad continues: 
‘but if today you don’t feel like doing it…have a Coke with 
zero calories’ (a reference to the company’s product Coke 
Zero). But, whatever you do, the commercial concludes 
‘open happiness’ (Coke’s corporate slogan since 1999). 

So the public health problem of obesity has been turned 
into a marketing opportunity for Coke. It is quite brilliant, 
whilst utterly chilling. We have to pinch ourselves and 
remember that two thirds of the US population is now 
overweight and half of these – that is over 100 million 
people – are clinically obese.

The same distortion occurs when an alcohol multinational 
company is consulted on public health. It is assumed that 
the principal of alcohol consumption is a given; the issue 
becomes not whether, but how we drink it. Likewise, if 
tobacco companies get involved in harm reduction the 
highly regressive concept of turning nicotine dependence 
into a profit-making opportunity will be the starting point. 

It is a textbook case of agenda setting: we are told not 
so much what to think but what to think about. In each 
case, profits come before people and public health joins 
promotion, place, pricing and product development to 
become the fifth P of the marketing mix.

Reducing accountability

Perhaps the most fundamental benefit for the corporation 
of successful stakeholder marketing is that it emphasises 

voluntary rather than statutory regulation. Experience from 
many markets illustrates the fragility of discretionary codes 
as soon as they conflict with the much harder bottom line 
priorities, but the baby milk market is especially poignant. 
The words of Jasmine Whitbread, Chief Executive Officer, 
Save the Children UK, say it all:

‘I shouldn’t be standing in front of you, on the 25 year 
anniversary of the Code, telling you so little has changed 
and that companies continue to encourage mothers to 
spend money they don’t have on manufactured food 
most of them don’t need. I shouldn’t be standing in front 
of you because it shouldn’t still be happening. But it is, 
because the voluntary code clearly isn’t working, and 
children are dying as a result’v.

The voluntary code’s built in escape-clause takes us back to 
the origins of CSR. Shell’s early recourse to it in response 
to external criticism of its activities in Ogoni Land has been 
the subject of two separate enquiries by two charities, the 
first by Christian Aid in 2004vi, and the second by Amnesty 
International in 2011vii. Both recorded continued depredation 
of the Niger Delta and immense suffering by its inhabitants. 
For example, the Amnesty report noted that there had been 
two major oil spills in 2008 which between them equated 
to another Exxon Valdez. The humanitarian response was 
woeful and took fully eight months to materialise:

‘Eight months later, Shell finally appeared to recognize 
that people’s food sources had been affected. On 2 May 
2009, Shell staff brought food relief to the community. 
It included 50 bags of rice, 50 bags of beans, 50 bags 
of garri (a cassava product), 50 cartons of sugar, 50 
cartons of milk powder, 50 cartons of tea, 50 cartons of 
tomatoes and 50 tins of groundnut oil’ viii. 

In the quarter July–September 2011 the company posted 
profits of $7.2 billionix. 

Christian Aid drew the predictable, though nonetheless 
shocking, conclusion that...

‘corporate enthusiasm for CSR is not driven primarily by 
a desire to improve the lot of the communities in which 
companies work. Rather, companies are concerned with 
their own reputations, with the potential damage of public 
campaigns directed against them, and overwhelmingly, 
with the desire – and the imperative – to secure ever 
greater profits’ x.

Which is, more or less, what the business textbook and the 
woman from M&S told us. 

A bid for power

These three types of stakeholder marketing benefit come 
together in a broader corporate strategy of gaining access 
to political power. Such political ambition is not a new 
phenomenon. Raj Patelxi reminds us of the United Fruit 
Company fomenting war in Guatemala, and Naomi Kleinxii 
of the corporate backed Chicago School aiding and abetting 
Pinochet’s brutal dictatorship – in both cases because the 
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local politicians were not in their thrall, but the Washington 
ones were. Recall also that John Steinbeck was warning 
us about the rapacity of the banks back in 1939, and 
Eisenhower of the threat from the ‘military industrial 
complex’ a generation later.

This political bullying has been documented many times, 
but most evocatively by Pablo Neruda in his poem The 
United Fruit Companyxiii. The poem speaks powerfully of 
the world being divided up by Jehovah at the dawn of time 
between ‘Coca-Cola, Anaconda, Ford Motors, and other 
corporations’ and that...

‘The United Fruit Company reserved for itself the juiciest 
piece, the central coast of my world, the delicate waist of 
America’.

It goes on to list the ‘bloodthirsty’ dictators, ‘expert in 
tyranny’ that then emerged to dominate the resulting 
‘banana republics’. (Raj Patel reminds us that this last 
phrase mocks the incompetence of the indigenous 
governments that corporate pressure has deliberately 
eviscerated.) Neruda concludes by focussing on the 
cheapness with which the company treated local Indian 
life: ‘a body rolls down, a nameless thing, a fallen number, 
a bunch of lifeless fruit dumped in the rubbish heap’.

This was written back in 1942, but the push for political 
influence continues to this day. Brutality and forceful 
repression are still in evidence – see for example Fran 
Laurence’s report on the Costa Rican pineapple industry 
which exposes poverty wages, union-breaking and ‘an 
estimated 17,000 gun-carrying security guards employed 
by private companies.’ xiv

However, the corporate bid for power has generally 
become more subtle; tanks and guns are being replaced 
by the much less discordant weapons of stakeholder 
marketing. There is no longer a need to kick the door 
down; you just apply the corporate charm and await the 
invitation – witness the UK responsibility deals. In this 
way, business reaches to the heart of Government without 
frightening the horses. 

Solutions 
The implications of these developments stretch way beyond 
public health and demand attention across civil society. In 
essence, there is a need for much greater transparency, 
realism and practical guidance on how to proceed.

There is a need for transparent recognition that corporations 
are required to focus on shareholder value to the exclusion 
of all other priorities. This means that they can never be the 
champions of wider public, community or planetary welfare.

Corporate Social Responsibility is a good thing: companies 
should be expected to behave to the highest ethical 
standards. However its contribution to the common weal 
has severe limitations because it will always be servant 
to the fiduciary imperative. In particular, it can never be 
allowed to replace statutory provision and regulation on 
the one hand, or full corporate accountability on the other.

So how to proceed? How should public health and others 
in civil society engage with the corporate sector? In 2007 
WHO addressed this problem with particular reference to 
the alcohol market. It concluded that it should continue its 
practice of no collaboration with the various sectors of the 
alcohol industry. 

‘Any interaction should be confined to discussion of 
the contribution the alcohol industry can make to the 
reduction of alcohol-related harm only in the context of 
their roles as producers, distributors and marketers of 
alcohol, and not in terms of alcohol policy development 
or health promotion.’ xv 

This position has three strengths: it recognises the reality 
of the corporate sector’s existence; that its expertise and 
contribution is necessarily limited to its business activities 
and that these activities have an impact not just on profits 
but on public health and so if adjusted may produce 
beneficial social outcomes. In short in echoes the Friedman 
quote with which we began: the business of business is 
business – it is not public health or wider human welfare. 

The WHO position has implications way beyond alcohol. 
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I come to this issue as a result of spending most 
of my working life as a chest physician trying to 
deal with the consequences of smoking. To have 
seen many patients suffering from lung cancer and 
chronic obstructive lung disease (chronic bronchitis, 
emphysema) has left an indelible sadness at both the 
scale of the problem and the fact that most of this was 
avoidable suffering.

The skills of epidemiologists have confirmed the colossal 
scale of the health problems caused worldwide by tobacco. 
The public have become more aware of the dangers, 
though few will have had direct personal involvement in 
disease caused by tobacco use. There is a responsibility 
on those with that knowledge, and the decision makers in 
Government, to do all they can to reduce and abolish that 
risk to the health of the public.

When it becomes apparent that something is causing harm 
to the health of the population, how should the issue be 
tackled? In the case of tobacco, which was a widely used 
product, it was only in the 1950’s that the harm caused 
became apparent, and this paper aims to examine the 
process of tobacco control so far, although the problem 
is far from solved. In dealing with such an issue, it is 
necessary to be supported by strong evidence of harm, 
and also the support of the people and the politicians to 
fight commercial interests in an effective manner.

Public Health, the people, and the tobacco 
industry

For many years, there have been people who feel a 
sense of responsibility to their fellow humans, wishing to 
make it possible for them to have the best possible health 
though life. Such people include nurses and doctors, who 
have seen the sufferings of the sick, and know how much 
illness is preventable, but also those in local and national 
government who see their role as improving the lives of 
those less fortunate through an altruistic commitment to 
their communities. At the same time, such people may 
seek to make changes to society and the environment 
which conflicts with the objectives of others, and risks 
disturbing the established order and behaviour of others. 
Such conflicts have arisen over many decades, but major 
public health improvements have been achieved which 
we now take for granted – the provision of clean safe 
water, proper sewage arrangements, widespread use of 
immunization against serious childhood diseases, hygiene 
regulations in catering, and the prohibition of the use of 
asbestos, to mention only a few. 

At the same time, there is an increasing antagonism by 
some against any form of regulation, aligned with the cult 
of individual responsibility, rejection of the so-called ‘nanny 
state’ and promotion of the idea of individual freedom, 
and indeed ‘there is no such thing as society’. This is 
accompanied by a conviction that it is the right of all to be 
free to make money, and that the ‘creation of wealth’ is 
essential to national prosperity.

In the case of tobacco use, these two philosophies come 
into severe conflict, with the tobacco industry seeking 
initially to deny the health risks of their product, to wish 
to sell more wherever possible, and to try to influence 
government against any restriction. The tobacco industry 
is focused solely on the need to profit from their product 
for the sake of the industry and their shareholders, 
despite the consequences to individual smokers. The 
tobacco industry has been unwilling to acknowledge 
that tobacco is a product unsuitable for human use. 
Yet already the reduction in tobacco use in developed 
nations has been proven to result in improved health, 
and the abolition of smoking in public places has had a 
substantial, measurable effect in improving the health 
of non-smokers; there have been significant immediate 
reductions in admission for acute myocardial infarction1, 
reduced childhood asthma admissions2, and improved 
respiratory health of bar workers3, for instance. But the 
health problems remain substantial. Having changed 
from a society where smoking was the social norm and 
the people were against any restriction, over the last 
two decades the population has increasingly recognized 
the harm of tobacco use, and of second-hand smoke 
exposure, and the move to smoke-free public places has 
gained wide acceptance, including by smokers. Public 
support for public health measures is crucial, and has to 
be achieved in the face of the propaganda of commercial 
interests.

Tobacco constitutes a major threat to individuals and the 
public throughout the world, and it is a responsibility of 
public health workers and legislatures to do everything 
possible to reduce its use, since it is harmful to health at 
all dose levels. The position with alcohol-related harm and 
the excessive consumption of unsuitable food is somewhat 
different, since in these cases there may well be safe 
levels of consumption, but the conflict between commercial 
pressures and the health of the public remains the same. 

The history of tobacco use

Tobacco has been with us for a long time. The tobacco 
plant was first cultivated around 5000 years ago in Peru 
and Ecuador. When Columbus reached Cuba in 1492, was 
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brought to the Old World by many including Drake and Sir 
Walter Raleigh became a tradeable but expensive product, 
mainly smoked in clay pipes.

In 1603 James VI of Scotland succeeded Elizabeth to the 
English throne, and in 1616 he wrote ‘A Counterblaste 
to Tobacco’ of which the Royal College of Physicians of 
Edinburgh has a fine early copy (along of course with a 
copy of the King James Bible). The final paragraph of the 
‘Counterblaste’ famously states that smoking tobacco is...

‘a custome loathsome to the eye, hatefull to the nose, 
harmefull to the braine, dangerous to the lungs, and in 
the blacke stinking fume thereof, neerest resembling the 
horrible Stygian smoke of the pit that is bottomlesse’.

James VI levied a high import tax on tobacco, the first 
major public health measure to restrict tobacco supply 
but when the new colony of Virginia was established and 
tobacco planted there in 1612, he did recognize its value 
as a cash crop to the economy. This argument has, of 
course, persisted into modern times, even to the extent of 
large subsidies paid to European tobacco growers by the 
EEC.

The use of tobacco for smoking, or as snuff, spread 
during the next 300 years, so that during the 19th century 
smoking cigars or clay pipes became widespread, but 
almost entirely restricted to men. The development of 
machinery to make cigarettes, and strikeable matches, 
made smoking much cheaper, and by the First World War 
a majority of men smoked cigarettes, with the general 
issue of Woodbines in the trenches. Imperial Tobacco was 
supplying the British Empire, and British American Tobacco 
supplied much of the remaining global market. Women 
in the UK started smoking from the 1920’s onwards, with 
a major increase in women smoking during the Second 
World War. For most smokers, smoking was seen as an 
acceptable and enjoyable social habit, encouraged by 
extensive advertising.

By 1950, around 80% of adult men in the UK were regular 
smokers, as were 40% of women. Smoking was the norm, 
and was viewed as a sociable pleasure. It was permitted in 
most places including hospital wards and public transport; 
and the popular cinema was characterized by the light 
beam from the projector cutting through a thick haze of 
tobacco smoke above the heads of the audience. Tobacco 
advertising was widespread in all media, on hoardings, 
with many claims for the products.

Growing medical evidence of the health risks of 
Tobacco

Although early studies had raised suspicions, the real 
discoveries began in 1950, with case control studies 
among patients with lung cancer and heart disease in the 
UK4 and USA5. But the most striking findings emerged 
from the historic prospective study by Richard Doll and 
Austin Bradford Hill published in the British Medical 

Journal in 19546. They had contacted all doctors on the 
UK General Medical Register, to ask about their smoking 
habits – 87% of the 24,389 male doctors aged over 35 
years who replied were, or had been, smokers – and then 
waited in the next 30 months to determine the causes of 
death in the 789 male doctors who died in that period. 
The striking findings were that there was a dramatic, dose 
related increase in lung cancer deaths among the smoking 
doctors, and there was also a lesser, but significant trend 
for increasing risk of death from coronary thrombosis as 
smoking levels increased. Remarkably, the follow-up of the 
surviving doctors continued, with Sir Richard Doll as the 
first author, for 50 years, with the final publication in 20047. 
As the study proceeded over the years, it was apparent 
that those doctors who smoked around 10 cigarettes 
daily were 10 times more likely to die of lung cancer 
than lifelong non-smokers, and those doctors smoking 
25 or more cigarettes daily were 25 times more likely to 
die of lung cancer. On average, cigarette smokers died 
about 10 years younger than non-smokers, and about 
half of all persistent cigarette smokers are killed by their 
habit, a quarter while still in middle age - 35–69 years 
old. Those who stopped smoking at age 60, 50, 40, and 
30 respectively gained about 3, 6, 9, or 10 years of life 
expectancy.

Many other studies have confirmed these findings since, 
as well as demonstrating a wide range of conditions which 
are significantly more common in smokers. The list now 
includes some 15 other malignant conditions in different 
organs (ranging from organs directly exposed to tobacco 
smoke such as the larynx and mouth to remote organs 
such as the bladder, cervix, and forms of leukaemia) but 
also chronic obstructive pulmonary disease (COPD), 
ischaemic heart disease, stroke, peripheral vascular 
disease, type II diabetes, macular degeneration of the eye, 
and many more. There is also conclusive evidence of the 
harmful impact of maternal smoking on the foetus.

The Royal College of Physicians in London published 
the first of several major reports in 19628, followed by 
the United States Surgeon General in 19649 strongly 
supporting the view that tobacco smoking was dangerous 
to health, and affirmed by rapidly gathering evidence from 
epidemiological and laboratory studies, which showed 
the presence of numerous carcinogens and irritants in 
tobacco smoke. In 1971 Action on Smoking and Health 
(ASH) was founded by the Royal College of Physicians in 
London, as a medical campaigning organisation to press 
for public health measures against tobacco smoking, and 
two years later ASH Scotland was founded in the Royal 
College of Physicians in Edinburgh with similar objectives 
for Scotland.

The medical facts about smoking 2013 

1  Tobacco smoking will cause the premature death of half 
of those who smoke regularly and shorten their lives by 
10 years on average

Tobacco and health – the last 60 years  Professor James Friend
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2  There is no safe level of smoking – even very modest 
smoking levels increase the risks compared to lifelong 
non-smoking

3  Passive smoking (second-hand smoke) brings 
significant risks of ill-health to those exposed, including 
children10,11

4  Regular inhalation of tobacco smoke containing nicotine 
can be addictive and smoking cessation is not easy for 
most regular smokers12

5  Those who start smoking at a young age are more likely 
to continue to smoke for the rest of their lives, those 
starting later are more likely to give up smoking

Where is tobacco use now in Scotland?

Smoking rates have dropped steadily over the last few 
decades so that now some 26% of Scottish adult males 
smoke (UK prevalence is 21%) and 23% of females (UK 
20%). In the most deprived areas 44% smoke, compared 
to 9% in the least deprived. It is estimated that 15,000 
people under the age of 24 start smoking each year, so 
that currently 13% of 15 year-olds are regular smokers, 
and 24 % of young adults (16–24). Some 13,000 of deaths 
– a quarter of all deaths - in Scotland can be attributed 
to smoker’s diseases. So although smoking is much less 
‘normal’ than it was in 1950, it still represents one of the 
greatest preventable health risks, particularly in deprived 
communities.

What have tobacco control advocates been 
trying to achieve?

•  To inform the public of the risks, and to influence those 
responsible for public health in national and local 
government to undertake legislation

•  To help people who wish to stop smoking to stop, with 
advice and smoking cessation aids

•  To reduce the numbers of people (and especially 
children) taking up smoking

•  To inform people of the risks of passive smoking 
(second-hand smoke) and reduce the risks to the whole 
population

•  To counter the activities of the tobacco industry in 
seeking to promote tobacco use

What has the tobacco industry been doing since 
1950?

1  Denial of and opposition to the scientific evidence 
of harm for over 40 years, although internal industry 
documents make it clear that they were fully aware of 
tobacco related harm

2  Continued promotion by whatever means - Brand 
stretching, Sports and Arts sponsorship, large retail 
displays 

3  Influencing Governments, the EEC, and WHO to 
prevent all attempts at regulation, and seeking to 
promote ‘Voluntary Agreements’

4  Funding organisations such as FORREST (Freedom to 
Enjoy Smoking Tobacco) and retailers organisations, to 
achieve ‘grass roots’ opposition to tobacco control.

5  Promoting tobacco extensively in developing countries 
where regulation is less mature

6  Challenging tobacco control legislation with resulting 
lengthy delays to implementation

Tobacco control measures introduced in the UK

1908 Children’s Act prohibited sale of tobacco to children 
under 16 as a result of poor physical condition of recruits 
to the Army for the Boer War

1965 Television advertising of cigarettes banned, mainly to 
protect children.

1971 Health warnings put on packets under a voluntary 
agreement between government and industry

1972 Tar and nicotine yields now measured routinely in 
Government laboratories

1975 Tar ratings displayed on packets and in 
advertisements, with a general trend towards ‘lighter’ 
cigarettes, and industry agreement to restrict new 
products and new additives. Evidence that dependent 
smokers smoked more and inhaled more deeply from 
low tar cigarettes, without reducing total dose of harmful 
substances.

1979 Conservative Government elected

1986 Committee for Monitoring Agreements on Tobacco 
Advertising and Sponsorship (COMATAS) set up with 
government and tobacco industry members

1991 European draft directive aimed at further reduction 
of advertising was blocked by a small number of countries 
including UK

1993 onwards - increases in tobacco taxes

1997 Change of UK Government. UK opposition to 
European Directive reversed, Directive adopted 1998

UK Scientific Committee on Tobacco and Health (SCOTH) 
reports confirm strong evidence of risk to health from 
second-hand smoke. 19987, 20048

1999 Scottish Parliament established

2002 Comprehensive UK Tobacco advertising and 
sponsorship ban introduced in UK

2004 World Health Organisation (WHO) develops a 
Framework Convention on Tobacco Control involving 

Demand reduction measures – price, tax, reduce 
advertising and promotion
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Supply reduction – reduce illicit and smuggled supplies, 
age restrictions for sales and -Article 5.3 ‘In setting and 
implementing their public health policies with respect to 
tobacco control, Parties shall act to protect these policies 
from commercial and other vested interests of the tobacco 
industry in accordance with national law’ 

Majority of countries now ‘signed up’ - 176 currently 
including UK

2005–2006 Proposed ban on smoking in public in Scotland 
questioned by Tobacco Manufacturers Association and 
Scottish Licensed Trade Association. The Swallow Group 
(hotel chain) launched four petitions against proposed Bill 
on grounds of breach of human rights, flawed consultation, 
and lack of fairness

26th March 2006 Scotland introduces ban on smoking in 
public places (Smoking, Health and Social Care (Scotland) 
Act given Royal Assent in August 2005) – Legal challenge 
withdrawn. England and Wales followed with similar 
legislation in 2007

2007 Scotland raises age of purchase of cigarettes from 
16 to 18, with improved surveillance of retailers

2010 Scotland introduces a Register of retail outlets selling 
tobacco

3rd March 2010 Scotland passes Tobacco and Primary 
Medical Services (Scotland) Act to introduce restriction of 
tobacco displays and ban cigarette vending machines

Sept 2010 Legal challenge dismissed

June 2010 Imperial Tobacco seeks judicial review on 
grounds that legislation is outwith legislative competence 
of Scottish Parliament; also vending machine subsidiary.

Sinclair Collis appeals against proposed ban on vending 
machines

Feb 2012 Appeals fail

March 2012 Imperial Tobacco appeals to Supreme Court 
against the legislation

Dec 2012 Supreme Court dismisses Imperial Tobacco 
appeal

2013 Bill begins implementation

• Future possibilities for Tobacco control
•  Plain Packaging of cigarettes (UK wide issue currently 

under consideration)
• Smoking in cars, especially when children present
• Stricter regulation of tobacco products and additives
• Higher taxation
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As I write this article in the first week of April 2013, it 
it not difficult to find evidence of the influence of the 
alcohol industry on public health.

The Scottish Parliament passed the Alcohol (Minimum 
Pricing) (Scotland) Act 2012 on the 24th May 2012 and the 
Bill received royal assent a month later. This Bill amended 
Licensing law such that alcohol could not be sold below 
a minimum price set by Scottish Ministers. This price was 
set at 50p per unit and will apply to alcohol sold in any 
setting. The time scale was that the legislation would come 
into force on the 1st April 2013. 

Contrary to the intentions of the Scottish Parliament, which 
passed the Bill unopposed, alcohol will still be available 
well below 50p per unit after the 1st April. The biggest 
supermarket in the UK is currently selling its own brand 
cider for half of that price. (Tesco.com accessed 3rd April 
2013.) The reason for this is a judicial review in the Court of 
Session brought by the Scotch Whisky Association, Spirits 
Europe and the CEEV, a European wine trade body. The 
Judicial review began in October 2012 and was postponed 
after the late submission of 240 pages of material by the 
industry bodies. The evidence was eventually heard in 
January 2013 and the judge’s opinion is awaited. 

Criticism of the Scotch Whisky Association’s action in bringing 
the court case was not restricted to the health professions. 
Gillian Bowditch writing in the Sunday Times said:

‘By proceeding with this legal challenge, the SWA is 
in danger of being seen as a cynical peddler of cheap 
booze with little thought for the health and well-being of 
its customers.’

In the Scotsman, Lesley Riddoch wrote:

‘the SWA has revealed the drinks industry in its true 
profit-focused colours and may have made an untimely 
gaffe...Public opinion is on the move – and the drinks 
industry is being left behind’ 

While there is also a process of consideration of the 
legality of MUP by the European Commission, the EU 
has made it clear that their process does not prevent the 
Government enacting the legislation. The responsibility 
for the implementation delay therefore lies squarely with 
these trade bodies representing the interests of alcohol 
producers. 

The plan to introduce Minimum Price in Scotland 
represents a major victory for health campaigners in 
Scotland, in particular, Scottish Health Action on Alcohol 
Problems (SHAAP), an advocacy group established by 

the Scottish Royal Medical and Nursing Colleges and 
faculties in 2005.Health groups had long been aware of 
the significant levels of alcohol related harm in clinics 
and hospitals, and improved analysis of data from 2002 
onwards had shown the extent of the rise of alcohol related 
illness and mortality.1 It was clear that these trends were 
not just ‘part of the culture,’ but showed that something 
had been changing from the late 1980s which resulted in a 
50% increase in liver disease deaths from 1998–2007.

SHAAP’s analysis2, building on work sponsored by  
the World Health Organisation3 was that the increasing 
availability of very cheap alcohol in the off sales  
sector from the mid 1980s had been a crucial factor in  
Scotland’s rising rates of harm. SHAAP published its  
Price, Policy and Public Health report in October 2007, 
calling for the introduction of a minimum unit price.2 
This recommendation was influential in subsequent 
Government policy and following a series of consultations, 
strategy documents and a process of intense political 
debate, Scotland became the first country in the world to 
pass legislation to set a minimum unit price for alcohol.

Why were Scotland’s doctors and nurses so keen to see 
minimum unit price introduced? It was becoming very clear 
to clinicians that drinking patterns were changing. The 
places where drank were changing, the drinks they drank 
were changing and the levels of drinking were changing 
too.

At the start of my own clinical career in Tayside, beginning 
in the late 1980s, there was a pretty even split between 
pub and home drinkers. Spirit drinkers drank whisky, vodka 
and occasionally gin. The fortified wines such as Lanliq, 
Eldorado and Four Crown were still widely consumed. 
Incidentally, Buckfast was rarely seen on the east coast 
and this is still the position 25 years later. Among the beer 
drinkers, the super lagers predominated. All of the major 
beer brands of the early 1990s had their strong lager 
brands. These were drinks which many people ‘graduated’ 
to as their alcohol dependence progressed, but there was 
a wide diversity of consumption patterns.

From the mid 1990s, cider became more frequently 
mentioned in patients’ alcohol consumption histories. 
Cider had always been around and for some pub drinkers 
draught cider had been their drink of choice because it 
was cheaper than beer, due to an anomaly in alcohol duty 
structure. From the late 1980s, we began to hear of ciders 
similar in strength to the super lagers at 7 to 9% alcohol by 
volume (abv) being drunk in small bottles in pubs. Within a 
couple of years, these same products were being bottled 
in large 2l containers, sold in off sales and supermarkets. 
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These containers had the same total alcohol volume as 
a half bottle of spirits at around 15 units, were on sale for 
around £2.50 and seemingly permanently offering 50% 
extra free. The migration of the traditional super lager and 
fortified wine drinkers to strong white ciders was rapid. It 
had quickly become evident that the heaviest drinkers had 
figured out where you got maximum effect for minimum 
spend. It seemed that the previous loyalties to the pub 
were breaking down and the adaptability of the heaviest 
drinkers in response to a changing market was clear.

Among spirit drinkers, some switched to strong white cider, 
but the most frequent change was from whisky to vodka, 
with price often the driving force. A ‘bottle’ no longer meant 
what it used to mean, a 700ml container. Vodka became 
commonly available in 1 litre bottles and by the end of 
the millennium in 1.5l bottles. The levels of consumption 
rose, patients became more ill. The process of recovery for 
those in treatment became more difficult.

So over the 20 year period from the mid 80s, it became 
increasingly clear that for those patients who were seeing 
in our clinics, the cheapest alcohol was a vital element 
in the sort of drinking they did, the level of alcohol they 
consumed and the harm they experienced. The drinking 
patterns seemed much less diverse as cheap cider and 
vodka, bought in off sales and drunk at home dominated the 
picture.4

The analysis of data on alcohol related harm showed 
that the observations from the clinic were reflected in 
measurable trends both among the heaviest dependent 
drinkers and among the much larger number of harmful 
drinkers in the population whose consumption was 
creeping up resulting in greater risk of alcohol related 
illness and other harms.1

The response of the drinks industry was to point to 
the work they were undertaking through ‘social aspect 
organisations’. In the UK, this usually meant the Portman 
Group, established in 1989, taking their name from the 
Guinness offices in Portman Square where the group 
was formed. Study of the role of the Portman Group has 
indicated that they have been highly influential in policy 
development by the UK government.5

In general, the Portman Group represented large scale 
alcohol producers and favoured measures focussed on 
consumer education and opposed external regulatory 
measures such as price controls. Groups representing 
retailers, such as the British Retail Consortium have 
advocated similar approaches. There has thus been a 
marked difference in the policies advocated by these 
groups and those advocated by health groups. Smaller 
scale businesses such as members of the Campaign for 
Real Ale6 and local pubs, represented by the Scottish 
Licensed Trade Association7 have been more supportive 
of minimum unit pricing, partly because of the impact of 
the sales of global brands through supermarkets, but 
also because publicans see the impact of alcohol misuse 

directly and are keen to have a sustainable industry where 
harm is minimised.

From the perspective of the frontline clinician, it is 
difficult to accept the assurances of the big producers 
and retailers that they place a high priority on reducing 
harmful drinking. While there have been some positive 
actions, such as the withdrawal of White Lightening cider 
by Heineken and the disposal of their super lager brand 
by Tennents owners C&C, there continues to be a steady 
stream of the cheapest alcohol, which the industry knows 
is consumed by the heaviest drinkers, onto the shelves 
of our supermarkets. Those individuals and organisations 
speaking for the industry prefer not to discuss this, and 
emphasise the quality end of their business, an approach 
which has been described as the ‘Whisky Gloss.’8 No-one 
seems willing to take responsibility for the low cost vodkas 
and ciders which we hear so much of in our clinics. 

Since 2008, alcohol related hospital admissions and 
deaths in Scotland have fallen1. These welcome changes, 
which have occurred since the economic recession, 
support the view that the cost of alcohol relative to 
incomes is a crucial determinant in rates of harm. This is 
why the cost of alcohol needs to be regulated. This is too 
important to leave to the free market. The alcohol industry 
should accept that they operate in a sector which has been 
regulated for several centuries. That regulation should be 
fair and effective and based on the best evidence9 The 
measures Scotland has taken have been supported by 
health bodies throughout the world10 They have no doubt 
that we are doing the right things. The alcohol industry 
should drop their opposition to minimum unit price. The 
test of their responsibility is their willingness to accept 
democratically determined controls and stop putting 
private profit ahead of public health.
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The Academy of Medical Royal Colleges represents 
most of the UK’s 220,000 practising doctors. We are 
united in seeing the obesity epidemic as the greatest 
growing public health threat to the UK. In the Health 
Survey for England 2009-11, over 1/4 of adults are 
obese (BMI >30) and 66% have BMI >25. The Scottish 
Health Survey 2010 shows that almost 40% of us 
become obese before retirement age, while under 20% 
maintain a normal BMI (<25). One in three children are 
‘overweight’ and 5% already obese as they enter adult 
life. In the last 20 years, severe obesity (BMI >40) has 
more than doubled, to over one million UK citizens.

The consequences of obesity affect all medical specialties, 
and are all avoidable. They include avoidable diabetes, 
heart disease and cancers, through which people are 
dying needlessly. Across all UK nations, doctors want 
to help overweight people they see daily in clinics and 
surgeries. And they can help, by:

• setting an example themselves and through the NHS 

•  providing weight-management advice (weight loss & 
maintenance, improving risk-factors & QoL) 

•  treating complications such as diabetes, including 
appropriate use of life-saving surgery.

But doctors are being hindered in their work because of 
the ‘obesogenic’ pressures around us to eat more and be 
less active. No-one wants to be overweight. People want 
help to ‘swim with the tide, not against the current’, to 
make the healthy choices the easy choices.

There is no single simple solution – if there were, we 
wouldn’t be in the position we are now. But that is no 
excuse for us to sit on our hands and do nothing. As a call 
for action, ten ideas are suggested here, to be considered 
seriously, now. If they don’t work, we need to explore other 
options. 

Action by the healthcare professions 

1  Education and training programmes for healthcare 
professionals: to enable all staff to ‘make every 
contact count’ particularly those who have most 
influence on patient behaviour

2  Weight management services: Health departments in 
the four nations should together invest at least £100m 
in each of the next three financial years to expand 
provision of weight management services, permitting 
the Quality and Outcomes Framework to provide new 
incentives for weight management.

3  Nutritional standards for food in hospitals: In line 
with those put in place for schools 

4  Increasing support for new parents: Health visitors 
need ‘up-skilling’ to deliver basic food preparation skills 
for nutritionally balanced meals, supported by Personal 
Child Health Records.

The obesogenic environment

5  Nutritional standards in schools: Extend existing 
mandatory food- and nutrient-based standards 
to include free-schools and academies, plus new 
statutory requirements to provide food skills, including 
cooking, and growing – alongside a sound theoretical 
understanding of nutrition, from 2014/15 

6  Fast food outlets near schools: Public Health 
England should audit local authority licensing and 
catering arrangements with the intention of restricting 
fast food outlets around schools, colleges etc.

7  Junk food advertising: Ban advertising of foods 
high in saturated fats, sugar and salt before 9pm, and 
agreement from commercial broadcasters to stop such 
advertising on internet ‘on-demand’ services

Making the healthy choice the easy choice

8  Sugary drinks tax: For an initial one year trial, a duty 
should be piloted on all sugary soft drinks, increasing 
the price by at least 20%, assessing consumer, 
producer and retailer responses

9  Food labelling: Major food manufacturers and 
supermarkets and caterers to agree a unified system of 
traffic light food labelling (based on % calories for men, 
women, children and adolescents) 

10  Built environment: Directors of Public Health to work 
with Local Authorities to encourage active travel and 
increase green environment. All LA planning decisions 
to be subject to mandatory health impact assessments.

measuring up: the medical profession’s prescription 
for the nation’s obesity crisis
Professor mike lean, chair of human nutrition, University of Glasgow
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