
1428 BRITISH MEDICAL JOURNAL 4 JUNE 1977

Diphosphonates are not yet generally available, and clinical
experience of their use is limited. Most studies18-20 have
used ethane 1-hydroxy-1, 1 diphosphonate (EHDP) and shown
a dose-related decrease in pain and bone turnover.18 The serum
concentration of alkaline phosphatase and hydroxyproline
excretion are restored to normal more readily than with cal-
citonin; the response appears to depend on dose and duration
of treatment rather than on initial disease activity. Though
EHDP suppresses increased osteoblastic and osteoclastic
activity it also causes defective mineralisation. The clinical
importance of this complication is uncertain, but it is a poten-
tial disadvantage. Other diphosphonates or combinations of
calcitonin and EHDP in low doses21 may avoid these problems.
The original view that diphosphonates acted as crystal in-
hibitors producing secondary effects on bone turnover may
not be a complete explanation. Until the actions of diphos-
phonates are more completely defined their place in routine
treatment is difficult to assess.
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The cowardice continues

'Control of advertising is one of the matters which I have said are
under consideration."

Mr Enoch Powell, House of Commons, 12 March 1962.
"The Government has decided to introduce legislation in due course
to take powers to ban coupon gift schemes in relation to cigarettes,
to control or ban othier promotional schemes, to forbid or limit
certain forms of cigarette advertising, and to limit expenditure on
advertising of cigarettes."

Mr Kenneth Robinson, House of Commons, 23 October 1967.
"The Government is absolutely determined to secure a sharp fall in
the suffering associated with cigarette smoking."

Sir Keith Joseph, House of Commons, 1 May 1971.
"I want a long-term strategy which aims to reduce the hazards of
smoking...."

Dr David Owen, House of Commons, 16 January 1976.

Future historians seem likely to characterise the 1970s as the
era when successive British governments lacked the courage
to protect the public against proved and serious risks to its

health. Whereas, by abolishing the death penalty in line with
other countries only 11 years previously, Parliament had
shown its true role in leading public opinion, by 1977 the
fatuity of the debates and their conclusions on seat belts and
speed limits showed how far our leaders were behind the rest
of the civilised world. Even more serious was the Govern-
ment's failure to do anything about the most important prevent-
able risk of all: cigarette smoking. To read the admirable new
report by the Royal College of Physicians' is to be reminded of
the literally awful facts of this addiction: the average shortening
of a smoker's life span by 5 minutes for each cigarette smoked;
an estimated yearly 21 400 deaths in men and 3750 in women
aged between 35 and 64 due to smoking; and an annual death
toll of over 37 000 from lung cancer alone. Add to this recent
data2 on the cost of another smoking-related disease, bronchitis
and emphysema-in 1974 about C95m, C56m, and £250m for
treatment, sickness absence, and lost production, respectively
-and it is no surprise that a recent official inquiry into pre-
ventive medicine3 dwells heavily on repeating proposals to
curb cigarette smoking.

Given the response to scares about other, lesser daily hazards,
such as radioactivity, lead, or asbestos, it might have been
expected that both the press and the trade unions would have
campaigned for urgent action against the cigarette. Neverthe-
less, though we know that most adults in Britain now realise
the serious risks of smoking, this has not been the case.
Possibly, as some argue,4 with the large-scale abandonment of
smoking by those in social class 1, the battle against the
cigarette is already won, for we may expect their example
gradually to drift downwards. But, as well as ensuring that
the public is kept informed of the risks of smoking, and recog-
nising that they have the right to determine their personal
behaviour, any government has three main duties: to protect
the young; actively to discourage the addiction in adults;
and to ensure the right to a smoke-free environment for
non-smokers, who are now in the majority.
The RCP report emphasises how easy it is for children to

buy cigarettes from shops and vending machines, and there
is no reason why the law should not be enforced to bring
practices in line with the far stricter controls on the sale of
alcohol. Again, the example of parents and teachers is a potent
influence on the young, and few would disagree with the
report's recommendation that teachers should not smoke while
on school premises.
The measures proposed to discourage tobacco smoking by

adults fall in line with those already introduced elsewhere.
Again, the report mentions the role of imitation, and how
doctors and other health workers could set an example by not
smoking in public, particularly in hospitals and clinics-
though general practitioner premises should also have been
mentioned, for, as the report by Sir Richard Doll and Dr Peto
(p 1433) shows, of those doctors who smoked, possibly more
general practitioners did so than hospital doctors. The recom-
mendation that smoking should be forbidden at meetings
of committees concerned with the NHS has long been
implemented by the BMA-which, since 1971, has banned
smoking at meetings and in its members' dining room at
Tavistock Square. Relative to earnings, cigarettes are now
cheaper than at any time since 1947, and there are strong
arguments to raise their price, possibly differentially for those
with high-tar yields. IfMr Healey needs to find money for the
5p a gallon petrol duty he is due to lose in the summer, he need
look no further than raising it totally from cigarettes.
No fewer than 12 countries now prohibit advertisements for

tobacco, and the RCP suggests an immediate ban on gift
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coupons-which likc othcr sales promotion on tobacco are
tax deductible-together with a phasing out of other pro-
motions. Wle might add that it is nonsense for such a lethal
substance to be included in the retail price index: eliminating
this would enable Chancellors to place the necessary high
level of tax on cigarettes without raising the official cost of
living. This emphasises the need for the Government to act
with one voice. The absurdity of one department campaigning
against the cigarette while another welcomes the subsidy on
sport should be stopped by forbidding all sponsorship, whether
of sport, the arts, or exhibitions. This might mean that spec-
tators would have to pay more for their tickets-although other
sponsors not connccted with the tobacco industry have some-
times taken its placc when it has ceased spornsoring a par-
ticular event.'

Finally, there are the rights of the non-smoker, which are
too often ignored. More non-smoking areas are needed in our
public places-again merely bringing us into line with other
countries. Most of these could be provided relatively simply,
and they are particularly needed on most of our transport
services, where non-smokers often find it difficult to avoid
other people's smoke. London Transport has set a splendid
example which British Rail could follow by having whole
long-distance carriages assigned to smokers and non-smokers,
ilnstead of the divided coaches, as at present. Single decker
motor coaches should set aside the first few rows of seats for
non-smokers. Our airports should provide separate rooms for
non-smokers, in both the departure and the holding lounges.
There is evidence that in all these places (as in theatres and
cinemas) thcsc measures would also be welcomed by smokers.
Certainly in no other area of activity is the minority given
such rights to interfere with the day-to-day activities of the
majority. The time has come for this to stop, and for the
Government to implement its responsibilities to the public
against the antisocial and lethal practice of cigarette smoking.

l So,kioi' or Healthl ? London, Royal College of Phvsicians, 1977, price f3.
Published by Pitman Medical.

2''cotozg 13r1bolcitis. London, Office of Flealth Economics, 1977.
F-irst Report front the Expendi'ture Commitltee 1976-77. Loncdon, HMSO,

1977.
4 M\lcKeown, T. 71lic Role of Aledicinle. London, Nuffield Provincial Hos-

pitals Tfrust, 1966.

The worth of detecting
hypertension
Hypertension should be considered not as a disease but as a
risk factor for stroke, congestive heart failure, and probably
renal failure and ischaemic heart disease. The prevention of
these discases requires both the detection and the treatment
of hypertension. At page 1441 of this issue Dr R F Heller and
Professor G A Rose report that the detection rate of hyper-
tension is still disappointingly low in both hospital and general
practice: in hospital only 32"O of all outpatients had a blood
pressure recording on their first visit; in general practice only
240O of the notes of patients over the age of 20 included a
recording of the blood pressure. Heller and Rose suggest that
the lower, "normal" readings in general practice may not be
entered in the notes-45" O of the pressures recorded were in a
defined hypertensive range, a higher proportion than would be
expected in a random sample; but it is also possible that
pressures were more frequently taken in patients found to be
hypertensive at an insurance or other examination.

The report does not give the proportion of patients who were
already being treated for hypertension but it does quote the
numbers subsequently treated. Ten of 21 hospital patients
(48'0) had a diastolic pressure of over 119 mm Hg and were
given hypotensive treatment, as were 12 of 15 patients in
general practice. For diastolic pressures between 100 and 119
mm Hg, however, the proportion treated was much lower:
7-14,, for hospital patients and 21-31,, in general practice.
Nevertheless, over half these patients did not have a diastolic
pressure over 99 mm Hg on a second examination, and in 710(
of the hospital patients the blood pressure reading was
communicated to the general practitioner, who may have
initiated treatment. Even with these reservations, however,
this standard of care of patients with mild hypertension seems
inadequate. Other studies have suggested that patients with
severe hypertension may be treated more rigorously, though
deficiencies have been readily identified.' Is the failure to treat
a diastolic blood pressure less than 120 mm Hg attributable to
patients' dislike of long-term drug treatment or are clinicians
simply not convinced of the benefits of treatment ?
The Veterans Administration Study2 found a conclusive

benefit from the treatment of mild hypertension only in men
whose diastolic pressure (phase V-disappearance of sound)
while on placebo was over 104 mm Hg. This pressure may well
correspond to a casual phase IV diastolic pressure (muffling
of sound) of over 114 mm Hg. In an attempt to resolve doubts,
the NMedical Research Council (page 1437) has conducted a
pilot study for a controlled trial of treating men and women
with a diastolic pressure between 90 and 109 mm Hg. A
randomised controlled trial is the only way to obtain proof of
benefit in mild hypertension, but such trials are enormously
difficult to carry out. After two years in the MRC trial
1500 of the control patients have been lost to follow-up or
changed to active treatment and 23Y0 of treated patients are
not in the original therapeutic group to which they had been
randomised.:3
A similar but smaller study concluded that the treatment and

control groups cannot remain comparable.' This is an
important problem in the MRC trial, as the design is not
double-blind, and the clinicians may withdraw an excess or
deficit of patients from the control group depending on whether
or not the individual doctor considers lack of treatment to be
dangerous to the patient. Whether or not the trial finds that
there is a positive benefit from treatment, enthusiasts in
either camp may reject the conclusion if the control and
treatment groups have become dissimilar. Furthermore, the
trial does not include many patients with a sustained diastolic
pressure of 100-109 mm Hg, since the placebo effect in the
control group reduced the average diastolic by about 6 mm Hg.
No doubt patients who do not have sustained hypertension
could have been detected by an initial period of placebo
treatment: proof of benefit in mild hypeltension may yet be
some years, a revised trial protocol, and [2 million away.
Even if trials showed a benefit from treatment would case

finding in the community eliminate the "disease" and reduce
the incidence of cardiovascular complications ? Unfortunately
the results of identifying hypertension may not be dramatic.
D'Souza and colleagues) compared a group five years after
screening with a randomly allocated control group. The
proportion of patients with a diastolic pressure over 104
mm Hg was 3" in both groups, confirming fears that iden-
tifying patients may not lead to effective treatment. Some
patients, however, are willing to take hypotensive drugs
indefinitely, and current evidence suggests that the advantages
of treatment outweigh the disadvantages when the diastolic
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