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I. INTRODUCTION

In smokers at any age, smoking is a modifiable behavior with serious health

consequences. Unfortunately, the body of knowledge directly applicable to

helping older smokers quit is limited because older smokers, as an identified

group, have been a lower priority for research than younger populations. This

state of affairs must change. Although the prevalence of smoking is somewhat

lower in the older population than in younger groups, older adults are at least

equally interested in personal health promotion; the consequences of continued

smoking are especially serious for them; and the benefits of their quitting are

substantial. For example, as this paper will show, smoking cessation can

improve vital capacity and reduce disability and can reduce costs incurred by

all third party reimbursers of health care costs, including the federal

government. Clearly, older Americans who smoke should be encouraged to quit

smoking. The sections that follow address the health consequences of smoking

and benefits of cessation, the economic impact of smoking, potential smoking

cessation strategies and recommended directions for research policy and

practice.

This paper is based upon a review of the literature conducted using MEDLINE

searches, current government reports and focus groups of older adults conducted

during the summer of 1987 for the Office of Disease Prevention and Health

Promotion (ODPHP) (Doremus Porter Novelli, 1987) and for Fox Chase Cancer Center

(FCCC), Philadelphia, PA, (Rimer, research in progress).

Qider Adults as a Target Group for Health Promotion

The demographic profile of American society is undergoing a dramatic shift,

marked by aging of the population. Currently, 12% of the population is over 65

years; by 2010, about 14% of the population will be 65 years of age and older.

Adults now aged 50-74 constitute 20% of the population and over 22% of United

States smokers.
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The increase in the older population is expected to occur in two stages.

Through the year 2000, the proportion of the population aged 55 and over should

remain relatively stable, at about 22%. By 2010, the proportion of older

‘Americans is projected to rise sharply; more than a quarter of the total United

States population is expected to be at least 55 years old, and one in seven

Americans will be at least 65 years old. By 2050, one in three persons is

expected to be 55 years or older, and one in five will be 65-plus (Special ©

Committee on Aging, 1987b).

The focus of this paper will be on adults 55 years of age and older, in order to

include the pre-retirement population which can be reached with the smoking

cessation message at an important transition point in their lives. Moreover,

the data suggest that stopping smoking in the younger-old group will have the

most dramatic impact on morbidity and mortality. Some of the data are



summarised for the 65 years and older group only because of limitations in the
way data are reported.

The word "older® is preferred to "old" or "elderly," since chronological age is
a poor predictor of health status or lifestyle, and older people are no more
homogeneous than are children or the middle-aged (Rowe and Bradley, 1983).
"Old" people are seen as infirm and dependent. But the reality is that the
majority of older Americans continue to lead relatively healthy, active lives
well into their 80’s, and Americans of all ages are healthier than they were 10
to 20 years ago (Special Committee on Aging, 1987a). Indeed, smoking may spell
the difference between being "old" and simply being "older" at a later age.
Consequently, it is appropriate to recognize older people as a target for health
promotion and disease prevention activities (Mallamad et al., 1984; Rowe, 1985).
Increasingly, it is being recommended that older people adopt healthier diets,
start or continue a program of regular aerobic exercise and stop smoking (e.g.,
Sorenson et al., 1983; Heckler, 1985; Kane et al., 1985).

Health promotion activities can educate older people about the associationbetween lifestyle health habits and the leading causes of death and disabilityand can assist people in changing behaviors that may lead to illness (Heckler,1985).

Older adults are very much concerned with their health and health promotion(Hershey et al., 1982; Mallamad et al., 1984; ODPHP, 1984; Prohaska et al.,1985). The evidence shows that older people can benefit from a variety ofhealth promotion programs (Leviton and Santa Maria, 1979; USDHHS, 1980; Loriget al., 1981; Anderson, 1982; FallCreek and Stam, 1982; Kirchman et al., 1982;Lidoff and Beaver, 1982; Bolten and Ball, 1983; Moore et al., 1983; Sorensonet al., 1983; USDHHS, 1983; Barbaro and Noyes, 1984; Nelson et al., 1984;Heckler, 1985; Rimer et al., 1986a, 1986b; ODPHP, 1987). Studies indicate thatwhen educated about health habits, older people have higher levels of complianceand behavior change than those in other age groups (Morisky et al., 1982; Green,1985) .

II. HEALTH EFFECTS OF SMOKING AND BENEFITS OF CESSATION

A. Health Consequences of Smoking

As people live longer and are less likely to die from infectious or acuteillnesses, chronic health conditions such as heart disease, cancer or lungdisease are accounting for both more morbidity and more mortality among olderpeople. *Smoking is considered a major risk factor in eight of the top 16 causesof death for people aged 65 and over (Special Committee on Aging, 1987b).Smoking is the single greatest cause of premature death and preventable diseaseand disability in the United States (USDHHS, 1986b). Smoking-related cancerdeaths account for 41% of cancer deaths in males 65 years and older and 15% ofcancer deaths in women 65 years and older (OTA, US Congress, 1985). The latterare expected to rise with increases in women’s smoking.

Smoking exerts a significant impact on morbidity and mortality fromcardiovascular, cerebrovascular and respiratory diseases. Although the riskratio for overall mortality and morbidity from cardiovascular disease decreaseswith advancing age, the absolute number of deaths directly caused by cigarettesincreases (Kane et al., 1985). Among adylts aged 55 to 64 years, there are 996deaths from coronary heart disease (CHD) per 100,000 men for smokers compared to
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542 for nonsmokers; for adults 65 to 74 years, the rates are 1400 for nonsmokers

compared to 2025 for smokers (USDHHS, 19842).

Howard et al. (1987) found that the impact of cigarette smoking on survival

after a transient ischemic attack in a cohort approximately 64 years of age was

of a magnitude equal to that of a previous stroke or ischemic heart disease.

Smoking continues to affect lung function into old age (Sparrow, 1984); 55% of

the respiratory-system disease deaths among men 65 years and older are

attributable to smoking and 38% of women’s deaths are due to smoking. Deaths

from chronic obstructive lung disease (COLD) rise linearly to about 425 per

100,000 adults among smokers 75 to 84 years compared to about 50 per 100,000 for

nonsmokers (USDHHS, 1984b).

Prevalence rates of cough, phlegm and chronic bronchitis among smokers are

reported to have increased with advancing age in the United States population

samples studied by the National Genter for Health Statistics and in several

cross-sectional studies (USDHHS, 1984b). Smoking appears to be a significant

predisposing factor in the development of pneumococcal infections (Burman

et al., 1985). Burr et al. (1985) found that the symptoms of cough and phlegm

and a substantial reduction in lung function were associated with smoking.

Sparrow et al. (1987), using longitudinal data from the Normative Aging Study,

found evidence of an association between smoking and nonspecific airway

responsiveness.

Exposure to passive smoking also is a problem for older adults, especially those

with compromised health status. In urban areas, air pollutants may combine

synergistically with tobacco smoke to aggravate pre-existing chronic heart and

lung diseases (Mitchell et al., 1979). Passive smoking exacerbates both the

onset of angina and the symptoms of bronchial asthma (Fielding, 1985a).

Smoking also complicates existing illnesses, which are likely to be more

prominent in older people than in younger ones. Smoking may decrease the

ability of gastric ulcers to heal, and the rate of recurrence of duodenal ulcers

is higher in smokers (Achkar, 1985). Smoking also reduces smell and taste

ability in older adults (Moore, 1986; Somerville et al., 1986). Smoking appears

to have a negative effect on bone mineralization and density, a particular

concern for older women who may be susceptible to osteoporosis (Mellstrom

et al., 1982). Smoking exerts a separate and distinct effect on osteoporosis

and the subsequent risk of fracture (Melton and Riggs, 1986).

2

Smoking can affect mean levels for drugs, such as Propanolol (Vestal et al.,

1979) and interferes with a range of other drug therapies, including

antidepressants, Lidocaine, Pentazocine HCI, Phenothiazines, Phenylbutazone and

Inderal. Cigarette smoking dramatically decreases serum levels of Theophylline,

Aminophylline and Oxtriphylline. Heavy smokers may need doses that are 50% to

100% greater than those of nonsmokers. Cigarette smoking also shortens the half

life of Heparin and decreases the effectiveness of Propoxyphene (Darvon). Heavy

smokers may need about one-half more Insulin than nonsmokers (Todd, 1987). The

smoker who is on estrogen therapy runs an increased risk of cardiovascular

complications (Todd, 1987). The result of these effects is that drug dosages

for the average older person may be subtherapeutic or ineffective (Greenblatt

et al., 1982). Smoking also may affect clinical test results, causing increases

in values such as red cell mass, LDL cholesterol, hemoglobin and hematocrit

(Mellstrom et al., 1982; USDHHS, 1986a). Mellstrom et al. (1982) also found an



elevated level of potassium in serum and plasma among smokers independently of
medication.

Thus, continued smoking represents a significant health threat to older
Americans. It affects every aspect of health, from increased risk of morbidity
and mortality, to effects on the way life-saving drugs are metabolized.

B. Health Benefits of Cessation

There is now substantial evidence that older adults who have never smoked or areex-smokers are healthier than those who continue to smoke. Abramson (1985)
concluded, on the basis of a review of large prospective trials, that longevitycan probably be increased by giving up smoking in the 60’s and, especially forheavy smokers, in the early 70’s. The United States Department of Health andHuman Services (ODPHP, 1986) wrote that "until recently, the danger of long-termsmoking was generally thought to be irreversible and permanent. We now havedocumented evidence that smoking cessation in older persons can produce positive
health effects."

When the Honolulu Heart Program examined the biological, social and lifestylecharacteristics among middle-aged men of Japanese ancestry that are associatedwith the maintenance of health during late adult years, researchers found thatindividuals who stayed healthy, smoked fewer cigarettes and consumed lessalcohol. Following systolic blood pressure, smoking was the most consistentdiscriminator between remaining healthy and all separate categories of disease
(Benfante et al., 1985).

Cessation of smoking exerts a protective action which increases with the numberof years since stopping (Graham and Levin, 1971; Hazzard, 1983; Lubin et al.,1984; Vineis et al., 1984; Pathak et al., 1986). When a person of any age stopssmoking, the benefits to the heart and circulatory system begin right away. Therisk of heart attack and stroke drops and circulation to the hands and feetimproves. The Framingham data suggest that the benefits of cessation oncoronary heart disease are almost immediate while the benefits on respiratoryfunction occur over a longer period of time (Gordon et al., 1974). Schuman(1981) found some decrease in mortality after quitting for one to four years ina study of men 50 to 69 years. In a very significant study, Jajich et al.(1984) showed that while elderly smokers had a 52% higher risk for coronaryheart disease than nonsmokers, quitting smoking in later life was associatedwith a rapid and sustained reduction in mortality from coronary heart disease.

Significdnt improvements in circulation and pulmonary perfusion (Mason et al.,1983; Rogers et al., 1985) occur rapidly when older people stop smoking. Themajority of improvement occurs in the first year following cessation. Cessationfrom smoking should produce gains in cerebral circulation and prevent furtherprogression of cerebrovascular diseases (Rogers et al., 1985). Mason et al.(1983) concluded that much of the abnormality in pulmonary epithelialpermeability induced by smoking is rapidly reversible. The cessation ofcigarette smoking also has a substantial salutary impact on the incidence andprogression of chronic obstructive lung disease (COLD). Cigarette smokers whoquit prior to developing abnormal lung function are unlikely to go on to developventilatory limitations (USDHHS, 1984b). Of course, the benefits will accruesooner for lighter and moderate smokers compared to heavier smokers (Osteret al., 1984) and will be most Significant for the younger-old.



III. RCONOMIC IMPACT OF SMOKING ON OLDER ADULTS

Qlder adults represented only 11% of the population in 1980, but they accounted

for 31% of personal health care expenditures (Rice and Estes, 1984). In 1984,

per capita health care expenditures for persons 65 years and older were $880 per

person (Parsons, 1987). The costs associated with smoking exacerbate the rising

health care costs experienced by older adults. Health economists have examined

the costs of smoking from several vantage points: prevalence-based calculations

of the national economic costs of smoking; adaptation of national estimates to

calculate statewide costs; estimates of the costs to business and prospective,

incidence-based estimates of the expected costs to individuals who smoke

(Shultz, 1985; Schelling, 1986). The prevalence approach examines the current

costs to society while the incidence approach examines primarily the future:

costs of smoking.

There are three kinds of costs with which we should be concerned: (1) direct

costs of medical care and additional costs of disease; (2) indirect costs,

including the value of lost productivity, output or foregone manpower resources

and (3) intangible costs (such as the costs inflicted on others) (Rice et al.,

1986). These intangible costs do not include the pain and suffering on patients

and their families (Loeb et al., 1984) which are much more difficult to

estimate. Direct costs rise relative to indirect costs at older ages as older

people begin to retire and have fewer significant productive years ahead of

them.

Current and former smokers use more medical care, experience more work-loss days

and have higher mortality rates than persons who have never smoked (Rice et al.,

1986). For older adults, many of these costs are borne by Medicare; some of the

costs also are transferred to Social Security. Rice et al. (1986) argued that

the most important costs of smoking are smoking-related diseases and the

attendant morbidity, mortality, medical care costs, indirect losses and

intangible losses from pain, suffering and other quality-of-life changes.

Using 1985 data, the Office of Technology Assessment (OTA, US Congress, 1985)

estimated that the total health care costs of smoking-related disease amount to

between $11 billion and $35 billion or from three percent to nine percent of

totel United States health care spending. Future costs for smoking-related

diseases in women will be higher because of the fact that the rate of lung

cancer in women has been rising exceptionally rapidly (Loeb et al., 1984).

Naturally, the costs are not incurred evenly among smokers but are affected by

such factors as the intensity of one’s smoking and the number of years one has

smoked (Oster, et al., 1984).

Even for older adults, the costs associated with smoking are profound. Smokers

aged 65 and older experience more restricted activity days, hospital days and

physician visits than those who have never smoked (Rice et al., 1986). Rice

et al. (1986) estimated that almost $5.67 billion in direct costs were

attributable to smoking for adults 65 years of age and older. Medicare costs

alone have been estimated to be $3.4 billion annually (OTA, US Congress, 1985).

These costs indeed may only represent part of the problem. For example, Melton

and Riggs (1986) noted that smoking has an independent effect on osteoporosis.

Osteoporosis costs the United States more than $6 billion annually.

Osteoporosis has been estimated to be a factor in 70% of fractures among white

women over 40 years of age and in 15% of white men of similar age. Hip fracture

incidence is about one percent per year in women enrolled in Medicare, with a

cumulative incidence by 40 years of 32% for women and 17% for men (Heidrich and
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Thompson, 1987). Also, cost estimates rarely reflect losses due to fire, which
may be higher for older adults. In one study, 14% of fires were ascribed to
cigarette smoking (Brodzka et al., 1985). As already noted, the cost estimates
also do not reflect intangible costs, which are undoubtedly substantial.

Oster et al.’s (1984) analysis showed that even for the oldest age groups (70
years and older), the cumulative economic benefits of quitting are noteworthy;
from $600 to approximately $2500 for men and from $400 to approximately $3000
for women. Quitters in this age can avoid between 32% and 52% of the expected
losses; younger quitters will avoid a higher proportion of losses. For adults
aged 55-59 years, as much as $9093 is saved each time one heavy smoker quits
(USDHHS, 1986c).

Of course, it is possible that reductions in smoking will produce lowered costsfor treating smoking-related diseases but higher costs in future years fortreating the additional people who survive (OTA, US Congress, 1985). Olderadults whose deaths are averted by virtue of smoking cessation may then surviveto collect Social Security. They also may make additional claims to Medicareand other health insurance systems. As individuals age, their health care costsare borne not only by themselves but also by the government and by employers.However, even in the unlikely case that dollars ultimately were not saved fromreductions in smoking, this still may be a cost-effective if not necessarily acost-saving activity (Warner, 1984; OTA, US Congress, 1985). The conclusions ofOster et al. (1984) cannot be ignored: at any age, it literally pays to stopsmoking, since the benefits of quitting are sizable.

IV. OLDER ADULTS AS A TARGET FOR HEALTH PROMOTION AND SMOKING CESSATION

A. Some Preliminary Considerations: Smoking Rates of Older Adults

Although a significant proportion of older Americans already have quit smoking,current smoking rates for adults 50-74 years old are still relatively high,particularly for those 50-65 years (32% for males 50-64 years and 27% for womenof the same age) (Remington et al., 1985). Rates in 1985 were 22% for men 65-74and 16% for those 75-84. The corresponding rates for women were 18% for women65-74 years and 8% for women 75-84 years (Havlik, 1987). There are importantdifferences in cessation rates for population subgroups. For example, apopulation survey in Florida found that 33% of white men 65 years and older wereex-smokers compared to 26% of nonwhite men (Dzegede et al., 1981). Smokingrates are higher for Hispanics--40% of male Mexican-Americans aged 55-74 smoke;20% of female Mexican-Americans smoke (Havlik, 1987). Smokers 45-64 years ofage are”least likely to try to quit smoking and least likely to be successful ifthey tried (Cummings, 1984). The estimates of current smoking rates must beviewed with caution since many studies report smoking rates only for adults 45to 64 years and those 65 years and older.

Even though the prevalence rates for this age group are lower than younger agegroups, current smokers aged 50-74 are especially at risk from continued smokingbecause (1) they have smoked longer, and (2) they have been and continue to beheavier smokers (Shopland and Brown, 1985). A higher proportion of smokers inthis age cohort smoke more than 25 cigarettes a day and smoke high and very highnicotine brands (Remington et al., 1985; Moss, 1979). The highest proportion ofsmokers are men who were born between 1910 and 1930 and thus now are aged 50 andolder (Cummings, 1984). Little evidence exists that the percent of smokers inthe older (65+) age subgroup has decreased over time (Havlik, 1987). Since one
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in four persons will be aged 55 and older by 2010, the implications of these

smoking rates are profound.

B. Need for Targeted Smoking Cessation Programs

While there are many available smoking cessation programs, none that is

described in the published literature has been directed specifically at older

adults (Bosse and Rose, 1984). Smoking cessation for older adults was not

explicitly included in a number of prominent health promotion programs for older

adults (FallCreek and Mettler, 1980; Kemper et al., 1981; FallCreek and Stan,

1982; Nelson et al., 1986). One program guide (FallCreek and Mettler, 1980)

includes brief background information about the benefits and risks of smoking

and resources for smoking cessation programs that can be used by program

planners.

Simplistic generalizations from studies of young and middle-aged adults to the

old are fraught with difficulty (Rowe, 1985). Thus, simply using existing

smoking cessation strategies without appropriate age-tailoring may fall short of

the desired impact. To reflect this, smoking cessation messages and programs

should be tailored to the special needs of older smokers and reflect the

physiologic, psychosocial and pathologic impacts of aging (Rowe, 1985).

Quit rates might be improved with programs that address age-related quitting

barriers and emphasize age-related quitting incentives. Little is known about

how older people make the decision to quit, how they quit and what withdrawal

symptoms they experience. Some withdrawal reactions (e.g., sleeplessness,

constipation and impaired concentration) might be especially disconcerting for

older smokers, and little is known about this, either.

Obstacles that are likely to be faced by older smokers include: greater

pessimism about their ability to quit--a consequence of their greater number of

quit attempts (e.g., Remington et al., 1985); their longer smoking history and

tendency to be heavier, more addicted smokers (Remington et al., 1985, Moss,

1979; Shopland and Brown, 1985); possible shielding from strengthening

nonsmoking norms and influences in the workplace (USDHHS, 1986b); and

doubt/pessimism about the benefits of quitting and pessimism about cancer

prevention in general (USDHHS, 1987). Older adults also may be more fatalistic

about taking health risks, because they do not perceive personal harm from these

risks. For example, focus group participants in Philadelphia mentioned that

they had been smoking many years, and they were in good health. Thus, they felt

they had no incentive to quit (Rimer, research in progress). In addition,

smokers 65 years of age and older are iess knowledgeable about the health

effects of smoking; they are somewhat less likely than younger smokers to

recognize that smoking is related to cancers of the larynx, esophagus and lung

and chronic bronchitis (Shopland and Brown, 1987). Older smokers also are less

likely than younger smokers to be told by their physicians to quit, unless they

present with smoking-related illness or symptoms (Ockene et al., 1985).

Nevertheless, older adults may be more receptive to cessation messages than

younger audiences due to their increased susceptibility to the health

consequences of continued smoking. Special quitting incentives for older adults

should include: greater concern with health protection (USDHHS, 1987); desire

to remain independent; greater immediacy of smoking health risks; exposure to

friends and relatives with smoking-related illnesses; greater physician contact

(Dzegede et al., 1981; Doremus Porter Novelli, 1987), the benefits of cumulative

learning over repeated quit attempts (e.g., Schacter, 1982) and higher
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prevalence of smoking-related illnesses and chronic conditions, which have been
shown to be among the most powerful quitting motivators (Pederson and Lefcoe,
1976) .

Serious illness adds weight to the physician’s message and is related to a
greater likelihood of successful quitting (USDHHS, 1984a; Ockene et al., 1987).
Studies conducted among pulmonary and cardiac patients show that the presence of
disease appears to be an important precursor of compliance. The more severe the
disease, the more likely patients are to follow their physician’s advice
(Schwartz, 1987). Most notably, survivors of a myocardial infarction have
cessation rates averaging 50% (USDHHS, 1984a). Because older smokers are more
likely to quit in the presence of respiratory and/or cardiac disease (Schwartz,
1987), clear demonstration of personal harm might increase perceived
susceptibility to smoking-related diseases and, thus, the likelihood of
quitting. For example, demonstration of lung effects using a carbon monoxide
ecolyzer might raise perceived susceptibility and make older people more
receptive to the quitting message.

V. SMOKING CESSATION STRATEGIES THAT APPEAR PROMISING FOR OLDER ADULTS

A. Introduction

Qlder smokers may need special help in quitting smoking because they tend to be
long-term, heavier smokers. The variety of smoking cessation methods have been
reviewed comprehensively, most recently by Schwartz (1987). These include
self-help, medication such as Nicorette, hypnosis, educational approaches,
clinics and groups, physician counseling and mass media and community trials.
Some of these methods are likely to be more appropriate for older adults than
others.

There is now substantial evidence that several factors improve success in
quitting, e.g., use of multiple cessation methods, presence of illness or risk
factors which enhance motivation to quit and good maintenance procedures for
long-term support (Schwartz, 1987). The most promising approaches are based on
social learning, that is, they treat smoking as a learned behavior in which the
would-be quitter must learn to manage the antecedents and consequences of
smoking (Lichtenstein and Brown, 1980). The most successful strategies are
likely to be those that are woven into a smoker’s regular environment--the
medical care setting,, workplace, school and media (OQckene et al., 1987).

Kottke et al. (1987) conducted a meta-analysis to examine 108 intervention
comparisons in 39 controlled smoking cessation trials. They concluded that the
program with the best results six months after the initiation of intervention
would be one in which both physicians and non-physicians used multiple
intervention modalities to deliver individualized face-to-face interventions on
multiple occasions (Kottke et al., 1987). The authors argued that ways should
be found to increase the frequency, variety and ubiquity of smoking cessation
messages (Kottke et al., 1987).

What is not known are what kinds of programs will be most effective for older
adults. Not only are older adults not studied systematically; the data often
are not presented in such a way as to permit age-related generalizations to be
made.

In the next section, some of the promising strategies that can be adapted for
older adults are reviewed briefly, and have been grouped according to broad
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categories: (1) self-help, which may be introduced to the prospective quitter

in a variety of ways; (2) clinical interventions; (3) physician-mediated

interventions; (4) mass media, which have been used for a range of purposes,

from simply raising awareness to teaching specific quitting techniques; and

(5) community and worksite-based strategies, which take advantage of social

relationships.

B. Potential of Self-Help Cessation Methods Among Older Adults

Self-help treatment approaches have potential cost-effectiveness and wide appeal

to Americans. Most smokers attempting to quit do so without outside help: 95%

of America’s 32 million ex-smokers have quit on their own (Horn, 1978), and most

current smokers express a preference for self-help quitting instructions, books

and aids over formal face-to-face clinic and counseling approaches (Schwartz and

Dubitzky, 1967). The vast majority of smokers are unwilling to enroll in

organized cessation programs (Cohen et al., 1987). The 1982 Surgeon General’s

Report. (USDHHS, 1982) concluded that the preferences of smokers and the unaided

efforts of most who have quit point clearly to the desirability of effective

self-help programs in smoking cessation. Abstinence rates for self-help

programs range from 5% to 40% and may be enhanced with brief health professional

interventions (Janz et al., 1987). Older focus group participants in

Philadelphia expressed a clear preference for self-help over group methods

(Rimer, research in progress).

However, most self-help methods are not oriented to older smokers, and it is not

known whether the techniques that are appropriate for younger smokers will be

effective for older smokers. Research is needed to identify the most acceptable

self-help strategies and messages for older people. For example, it is likely

that the reasons for quitting may vary with the age of the smoker. Smoking

cessation manuals typically show young and middle-aged adults and provide

examples that are more relevant to these groups as well.

Self-help packages should include several features to promote adherence,

including age-tailored quitting advice and reinforcement. Besides examining

standard smoking history, psychosocial and health-related predictors and other

variables, a range of subject and intervention characteristics that may

influence adherence to the recommended self-quitting strategies should be

examined. Self-help strategies must include age-tailored advice. The new

American,Lung Association (ALA) self-help smoking cessation guide, Freedom From

Smoking. For You and Your Family (Strecher and Rimer, 1987), contains

age-relateds exercise recommendations. But other tailoring could be done, as

well. For example, many older people may lack the social support networks

accessible to younger adults, e-g., at work, but may have others. The

temptations they face may be different, and certainly the appropriate

alternatives to smoking must be age-appropriate.

The impact of self-help methods for older adults could be enhanced through

mailed and telephone reinforcements delivered to older adults in their homes to

cue and reinforce behavioral change and its maintenance. Research shows the

promise of such interventions as potentially cost-effective means of boosting

quit rates by providing longer-term reinforcement (e.g., Janis, 1983; Orleans

et al., 1986).

Boosting the number and success of self-guided quit attempts through widescale

cost-effective programs to aid self-quitters is a priority for national smoking



control (Greenwald et al., 1987)--a critical strategy in the effort to achievethe nation’s cancer control objectives for the Year 2000.

C. Clinical Interventions

The most effective programs are broad-spectrun, involving multicomponenttreatments that incorporate behavioral, cognitive and aversive approaches(Ockene et al., 1987). The programs are based upon strategies of teaching newcoping skills or enhancing old ones and preventing relapse. According to Ockeneet al. (1987), the best outcomes and greatest potential are evidenced bymulticomponent packages that include psychological, behavioral, social andphysiological approaches.

D. Reaching Older Adults Through Physician Offices

The Surgeon General (USDHHS, 1982) concluded that brief and simple advice by aphysician to quit smoking is a relatively inexpensive way to help people quit.Most adult smokers claim they never have been told to stop smoking by theirphysicians (Cummings et al., 1987; Cohen et al., 1987). Although United Statesphysicians view smoking as an extremely serious health risk and feel responsiblefor helping their patients quit, only two-thirds advise most of their patientsto quit, and fewer than one-fourth offer any kind of structured assistance inhelping them quit (Orleans, 1985).

Currently, 30% of the practice of internists and medical subspecialists isdevoted to older people, and this may increase tc 50% within the next 20 years(Stults, 1984). More than 16% of the total physician visits during 1983 weremade by persons aged 65 and over. The average American 50-74 years makes 4.5ambulatory visits per year and those 65 years and older make 6.3 visits per year(Rice and Estes, 1984). Thus, there are millions of potential encounters inwhich the smoking issue can be raised and dealt with and in which reinforcementcan be provided. Even a modest level of impact, such as the six percentcessation rate obtained by counseling alone (Russell et al., 1983), couldtranslate to significant reductions in smoking-related morbidity and mortalityamong older adults.

Although adults 60 years of age and older report that they are more likely tofollow a doctor’s orders than younger people (USDHHS, 1986d), physicians spendless time with older patients (Kane et al., 1980) and are less likely to give astrong cessation message to older adults (Qckene et al., 1985).

Physicians’ offices are among the most important potential sites for smokingcessation activities directed at older adults (Hazzard, 1983; Fletcher, 1984) .Schwartz (1987) reviewed 28 physician intervention trials. Among trialsreporting one year follow-up, the median rate for counseling alone was sixpercent; this increased to 22.5% when the intervention went beyond counselingand climbed to 32% and 43% for pulmonary and cardiac patients. In one of themost promising studies, Russel] et al. (1983) found quit rates of 10%, 14% and20% for control, advice to quit and advice plus nicotine gum, respectively. Liet al. (1984) also showed that brief physician counseling can be effective--8%quit rates compared to 4% for simple warnings. Thus, there is clear evidencethat, especially when the proper support is added to physician counseling,physician-mediated interventions can be quite powerful.

Primary care interventions should include five steps: (1) identifying snokers,(2) giving brief, personalized quit-smoking advice, (3) introducing the
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treatment, (4) setting a quit date and follow-up dates and (5) assisting

patients to recycle through the same treatment or to try a more intensive or

specialized treatment in the event of a relapse of setback (e.g., NCI, 1987;

Orleans, 1986, in press; Orleans et al., 1987). These are consistent with the

recommendations of the US Preventive Services Task Force. A number of good

summary articles and manuals now are available to help physicians advise smokers

(e.g., Danaher et al., 1980; Windsor et al., 1980; Working Group on Physician

Behaviors To Reduce Smoking Among Hypertensive Patients, 1983; Sachs, 1984;

Orleans, 1985; Hughes and Kottke, 1986; USDHHS, 1986a). However, only one of
these guides includes age-related guidelines for quitting smoking (USDHHS,

1986a).

Self-help materials and Nicorette® gum are two strategies that can be combined
effectively with brief physician intervention. Self-help quitting strategies
are well suited to diffusion through the health services sector. Quit rates
from self-help manuals are likely to be higher when they are provided after
personal medical advice to quit (e.g., Janz et al., 1987). Providing nicotine
gum at no cost may markedly improve the rates at which physicians counsel
patients,about smoking (Cohen et al., 1987), although it is likely that
Nicorette will be contraindicated for many clder adults. Helping physicians to
develop reminder systems also will increase the proportion of patients whom they
counsel (Cohen et al., 1987).

The physician-mediated intervention is one of the most promising
smoking-cessation strategies for older adults. Physicians are credible sources
of health information, and the cessation message can be integrated logically
within the continuing health care of older adults.

BE. Reaching Older Smokers in Community and Worksite Settings

Community-based interventions are based, in part, upon the hypothesized
importance of social factors in quitting and continued abstinence and the
potential for changing smoking norms (Ockene et al., 1987). An additional
benefit of the community setting for older adults is that they can be reached
where they live. A number of community intervention studies have been conducted
or are in process, for example, North Karelia, Stanford Three-Community,
Pawtucket Heart Health and the Minnesota Heart Health Program (Farquhar et al.,
1977; Puska et al., 1983; Blackburn et al., 1984; Lasater and Carleton, 1985).
These programs have demonstrated reductions in smoking; they have been most
effective when intensive, multi-strategy and occurred over a long period of time
(Ockene et al., 1987).

A number of community organizations can be utilized to promote smoking cessation
programs for older adults. Twenty million Americans belong to the American
Association of Retired Persons (AARP), and many of them can be reached through
local chapters which can be used to offer the smoking cessation message, provide
self-help materials and track older adults into more intensive interventions, if
needed. Also, in view of the large proportion (75%) of older people who are
members of a church or synagogue and claim to attend church regularly (49%)
(Gallup Poll, 1981), religious groups offer another logical delivery site for
health promotion activities for older adults. Such programs can produce
positive changes in health-related knowledge, beliefs and behaviors (Rimer
et al., 1986a). Voluntary health agencies, senior centers and public health
clinics also can be important intermediaries in delivering such programs.
Reaching older people with health information as they attend their usual
activities in the community may be a cost-effective alternative to more extended
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group programs, which may produce positive changes but can reach only a relative
few and at greater cost.

Worksites offer another means to provide environmental and social support to
older smokers. Kiefhaber and Goldbeck (1986) noted that older workers, their
spouses and retired employees are three groups that can be reached through
worksite wellness programming. Pre-retirement groups may offer the opportunity
to reach workers at an important transition point in their lives, when they may
be receptive to health information and willing to change their behavior. It is
estimated that more than 75% of the Fortune 500 firms should have pre-retirement
programs in place by 1989 (Siegel, 1986). Smoking and other health promotion
topics can be integrated within these programs.

F. Mass Media Approaches

The mass media may offer important channels for communicating the message, "you
are never too old to quit." A large majority of older people read newspapers
regularly, and they are heavy viewers of television. The mass media could be
used to raise older adults’ awareness regarding the relationship between smoking
and disease and to encourage them to ask their physicians about smoking.
Although there have been some relatively successful mass media smoking cessation
programs (Schwartz, 1987), person-to-person communication appears to be a
necessary part of efforts to reduce smoking and maintain cessation (USDHHS ,
1984b). Green and McAlister (1984) concluded that the mass media are not likely
to have much effect at the point of public health program diffusion unless their
social objectives are reinforced by families, peer groups and other formal and
informal community systems.

In addition, smoking cessation messages must compete with a host of other
concerns for Public Service Announcement placement. Messages about older peoplethen would compete with messages aimed at other high-risk audiences.Furthermore, smoking cessation messages in the print media are far outweighed bypro-use advertisements sponsored by the tobacco companies. Careful planning atthe national and local level can help to overcome some of these barriers.

The media, then, remain a necessary but not sufficient component of smokingcessation programs aimed at older adults. They might be used most effectivelyin raising older adults’ awareness about the consequences of continued smokingand the benefits of cessation and providing linkage to self-help materials(Dubren, 1977; Best, 1980; Puska et al., 1981).
2

VI. RECOMMENDED SMOKING CESSATION APPROACHES

Several approaches can be used in designing specific smoking cessation messagesto reach older adults. These include:

e Provide more vivid information. Techniques like case studies and
photovignettes can be used to heighten vividness and to increase thesalience of the cessation message for older adults (Nisbett and Ross, 1980).

° Promote “peace of mind" as a major benefit. This message can be used toencourage smokers to seek help and to provide a sustained rationale forquitting.
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e Highlight the relationship between smoking and medical and potential medical

problems. These are critical motivating factors for stopping smoking,

especially for older adults. The message should include clear, direct

evidence that older adults can be harmed by continued smoking and gain

significant benefits by cessation.

e Use reliance on physicians as a basis for action. Older adults could be

encouraged to "ask your doctor how to quit smoking" or "talk to your doctor

about your smoking.” Physician messages should be unequivocal. A "clean

bill of health" for an older smoker is perceived as an endorsement for

continued smoking (Rimer, research in progress). Credible physicians, the

Surgeon General, for example, could be important mediators in conveying the

importance of cessation to older adults through the mass media and

practicing physicians.

e Provide specific information. Behavioral research, (e.g., Leventhal et al.,

1965; Zimmerman et al., 1986) suggests that adults are more likely to

perform a recommended health behavior when specific information is provided.

There is every reason to believe that this applies to older as well as

younger adults. Information about why to quit, how to quit and where to get

help should be translated into specific action instructions.

The information should be relevant to and individualized to older adults, and,

where possible, include feedback and reinforcement (Green, 1984; Hoyt and Janis,

1975; Orleans et al., 1986).

VII. POLICY IMPLICATIONS AND FUTURE DIRECTIONS

The scientific evidence suggests that older adults experience significant harm

from continued smoking and can reap substantial benefits from quitting. The

strongest empirical support is for a focus on adults 55-75 years old where the

health benefits of cessation are clearest.

In order to improve the quantity of quality of smoking cessation efforts

directed at older adults, changes must occur on many levels. These include data

collection, financing and the development and evaluation of interventions. In

this final section, questions and issues related to these areas will be raised.

Reliable data on the smoking behavior and related health practices of older

adults are scant. Problems with many of the current national and local studies

of smoking beAavior are that: the population is subdivided into large, unwieldy

categories, and adults 65 years and older are treated as a homogeneous unit. At

the very least, national studies should report the smoking practices of older

adults in quintiles. This will provide the only reasonable basis for assessing

current and tracking future smoking behavior among older adults. Classifying

older adults as 65 years and older is simply not helpful in this regard. Other

means of rectifying deficiencies in data collection and reporting should be

considered, as well.

A cursory review of the mean age for many of the well-known smoking cessation
studies suggests that older adults are not being recruited. Researchers could

be encouraged to recruit older people into smoking cessation studies and to
provide detailed information on age-related quit rates, as well as process data

about quitting experiences.
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We also must examine ways in which incentives can be built into our financing
systems to encourage improved health promotion practices for older adults.
Somers (1984) has suggested several options related to Medicare. Public and
private insurance mechanisms for improving prevention services should be
considered.

As an alternative or an addition to financing incentives for prevention, should
cigarette excise taxes be raised, with part of the revenue devoted to provide
for the medical care costs associated with smoking (Loeb et al., 1984)? This
would also shift the burden of smoking-related diseases onto smokers themselves.
This strategy raises a number of social and ethical questions concerning who is
responsible and who pays. On the one hand, payment would be shifted to those
responsible for the costs. On the other hand, shifting costs might be
distasteful to some, because smoking has become more and more a habit of less
affluent Americans (USDHHS, 1986b) who might be regarded as having fewer choices
about their risk-taking behavior. Thus, they might be seen as bearing a
disproportionate burden. Nevertheless, as Bayer and Moreno (1986) argued, the
tendency to place greater and greater obligations on society for the provision
of health care through third-party mechanisms means that the burden has become
increasingly communal. This should challenge us to develop solutions that are
ethically acceptable.

As this review has shown, older adults have not been a focus for smokingcessation efforts. How can smoking cessation interventions be integrated within
the usual delivery of health care services to older adults. How canpractitioners and researchers be encouraged to reach out to meet the specialneeds of older adults? Would it not be helpful to educate physicians and theirstaffs about how to counsel older adults to change health behaviors, such as
smoking? They could be helped to implement simple reminder systems, such asthat developed by Cohen et al. (1987). At the very least, physicians should actas positive role models for nonsmoking behavior, and their offices should besmoke-free zones (USDHHS, 1984b).

Multidisciplinary teams of smoking cessation experts and educationalgerontologists might examine some of the most promising self-help smokingcessation manuals and recommend how to tailor them to meet the quitting needs of
older adults. The efficacy of these tailored guides, with and without othersupports, such as mailed and telephone reinforcements and physician counseling,could be tested. Self-help programs could be mediated by voluntary healthorganizations and by other organizations interested in meeting the health needs
of older adults.

No one approach to cessation is sufficient. A recent National Cancer Institute(NCI) report concluded that there is ample evidence to suggest that thecumulative effect from a number of interventions on an individual’s smokingbehavior is greater than the effect from any one intervention (NCI, 1987). Thisis an important conclusion, because it means that multiple messages do not havea deadening or desensitizing effect, as has sometimes been thought. Thus, theremust be attempts to reach older adults with the quitting message through themass media, self-help, the organizations to which they belong, the physiciansfrom whom they seek care, by introducing inducements for prevention intogovernment financing systems, and, finally, by changing social norms regardingsmoking and older adults.
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