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Carl V. Phillips, et al.
	We would like to express our concern that the statements and advocacy of the American Cancer Society regarding tobacco harm reduction, specifically that the recent letter by Michael Thun and John DeLancey [1], and the statement it was based on [2], represent a breach of ethics. Our disquiet extends beyond the likelihood of these communications resulting in the deaths of smokers who otherwise could have been persuaded to switch to smokeless tobacco (ST), and thereby reduce their health risks by about 99% [3]. There is also the question of whether it is appropriate for an organization commanding substantial public trust (based on its reputation as a scientific health organization) to manipulate health science claims to advocate for the abolition of a class of consumer behaviors. These quasi-scientific claims risk squandering the hard-earned credibility health scientists have with regard to tobacco use and beyond. On the point of scientific and logical inaccuracy, we make the following observations: 

First, Thun and DeLancey's letter sets the implicit standard that an intervention is valuable if and only if it is shown to be better than an alternative in a randomized clinical trial. This represents a fundamental misunderstanding of the relevant science. This standard of "better" is pure straw man: A method of smoking cessation need not be the best available (on average, across all people) to be valuable, since the option of switching to ST does not preclude the availability or impede the effectiveness of other options. The scientific evidence is consistent with the possibility that if smokers knew the truth about ST, it might become the best cessation tool we have, but this is equally irrelevant. If ST replaces smoking for some people who would not have otherwise quit, it is a public health benefit, regardless of whatever else happens. In most all areas of public health, it is generally accepted that we should employ different approaches for different people, particularly when it appears that one approach has degenerated into throwing good money after bad. Following the authors’ logic, consumers should not have access to automobile airbags, since given an artificial either/or choice, seatbelts are better. 

Additionally, a randomized clinical trial, despite the naive beliefs of some people, is not always the best way to assess an intervention. When an intervention is inherently social and based on networks, rather than imposed in a medical setting, a clinical trial may not provide useful information. In the case of ST, it is far more practically relevant to observe the experience of real world adoption and social changes (in particular, Sweden), in a context where multiple cessation tools are available to smokers and where they can be used in whatever combination is found to be useful. This is more informative than an artificial trial. 

Second, Thun and DeLancey's quibbles over exactly who constitute inveterate smokers, or claiming that there are no such people, not only ignores the well-documented definition and estimate in Rodu and Cole [4], but completely misses the point: Despite all the risks and hassles of smoking, and the methods available to aid nicotine cessation that are successful for some, many smokers do not quit. It does not matter whether they are called "addicted", "inveterate", "non-compliant", or are simply thought to derive benefits from smoking that exceed the costs; there is no legitimate doubt they exist. The authors’ statistics about college students are irrelevant with respect to long-term smokers who are unlikely to quit tobacco entirely. Moreover, such observations serve only to distract from the real issue: it is not how many people quit, but that many do not. Whether there are 30 million people in North American fitting that description or "only" 1 million, tobacco harm reduction could improve public health. Thus, it is the obligation of those in public health to give smokers honest information about how to lower their risk. It is certainly a violation of public health ethics for someone to seek to mislead them about the comparative risks. 

Third, the observation about ST helping smokers surmount restrictions on smoking is pure misdirection. Even setting aside the implicit ethics of the point (the authors seem to be arguing that helping smokers avoid suffering, while doing no harm to anyone else, is somehow bad), it has nothing to do with the question of promoting harm reduction. As they note, manufacturers are allowed to sell ST and are allowed to suggest to smokers it is a way to deal with time and place restrictions. Whether smokers get honest information about comparative risks or not will have no bearing on those facts. Indeed, were it not for the success of anti-ST activists to mislead smokers about the comparative risks, we would expect that many of these occasional ST users would be promising candidates for switching entirely. 

Fourth, Thun and DeLancey's obsession with the very small risk from ST compared to no nicotine use at all suggests that they think that all the world's nicotine users are going to quit entirely. Even overlooking the possibility that many smokers' overall welfare would be much higher using a slightly risky product rather than quitting entirely (an issue that is simply unethical to ignore), the authors’ vision of a perfect world is pure fantasy. Even as they incorrectly insist that there is inadequate evidence that many inveterate smokers would switch to ST under the right conditions, they persist in a completely unsupported belief that full success will be reached if we just push their favorite interventions harder, a belief with no scientific support (and, indeed, ample evidence to the contrary). 

Finally, the authors include the irrelevant point that nitrosamines have been found in higher levels in the urine of ST users than in smokers. Unless this measure is mirrored in increased incidence of nitrosamine-caused disease, one can only imagine why this would matter. Clearly it does little but illustrate the limits of toxicology. This emphasis on nitrosamines is an attempt to use scientific-sounding statements to confuse the reader about the actual useful scientific evidence that ST causes only a tiny fraction of the risk from smoking. 

Despite the evidence of widespread switching in Sweden [5,6], and some by North Americans, it is implicit in the ACS position that because smokers have not already switched, they never will, and therefore we should not even consider the possibility. It is interesting that this argument comes from an organization that has played an integral role in the misinformation campaign that actively discourages smokers from switching. Much of our recent research (in progress and under review) suggests that this misinformation is the major reason we have not already seen widespread switching. It is even more interesting that the anti-harm-reduction position is based on the apparent belief that everyone eventually quits nicotine, which has not only never happened before, but is clearly not likely to happen. Finally, we note that efforts to discourage tobacco harm reduction involve actively denying people the information they need to make informed health choices, action that is contrary to the most fundamental ethics of modern public health. 

Carl V. Phillips 
Associate Professor 
Phone: 780-492-9068 
Fax: 780-492-4911 
Email: carl.v.phillips@ualberta.ca 

Paul Bergen 
Research Associate 
Phone: 780-492-1389 
Fax: 780-492-4911 
Email: pbergen@ualberta.ca 

Department of Public Health Sciences 
Faculty of Dentistry and Medicine 
University of Alberta 
215 College Plaza 
8215 112 Street 
Edmonton, Alberta 
Canada T6G 2L9 

Potential competing interests: The authors are advocates of tobacco harm reduction (see their website, TobaccoHarmReduction.org). The authors' research is partially supported by an unrestricted grant from U.S. Smokeless Tobacco Company. 

References 

1. Thun MJ, DeLancey JO. Response from MJ Thun and JO DeLancey [eLetter]. CA Cancer J Clin (22 February 2008). http://caonline.amcancersoc.org/cgi/eletters/58/1/4 

2. Smokeless tobacco: harm reduction debatable. CA Cancer J Clin 2008;58:4-6. 

3. TobaccoHarmReduction.org 

4. Rodu B, Cole P. Impact of the American anti-smoking campaign on lung cancer mortality. Int J Cancer 2002;97:804-806. 

5. Rodu B, Stegmayr B, Nasic S, et al. Evolving patterns of tobacco use in northern Sweden. J Intern Med 2003;253:660-665. 

6. Ramstrom LM, Foulds J. Role of snus in initiation and cessation of tobacco smoking in Sweden. Tob Control 2006;15:210-214.
	


