
EDITORIALS

A general practice approach to influencing
smoking habits

T* USSELL and others1 put the ball firmly at the feet
-*^of general practitioners when they suggested that
any general practitioner who adopts the simple routine
of advising all his patients to stop smoking, and pro¬
vides them with a follow-up appointment to assess

progress, can expect about 25 long-term successes year¬
ly. The paper concluded that if all general practitioners
in the United Kingdom took part the yield would exceed
half a million ex-smokers a year.

Unfortunately, an evaluation of recorded infor¬
mation about preventive measures in 38 practices found
that for men and women aged 40 to 59 years infor¬
mation on smoking habits was present in only 23 per
cent of the 1,845 records analysed.2

If we are agreed that smoking is harmful, then a

positive effort is required by general practitioners to
enquire into the smoking habits of all patients, not only
those presenting with smoking related disorders.
One device which has been successfully used by J. V.

Mitchell (pers. commun.) is to ask the receptionists to
stamp on the continuation sheet of all patients' records,
'Smokes Yes/No.' This stamp alerts the doctor to the
need for direct questioning to establish the patient's
smoking habits. Patients were impressed by the stamp
on their records and by their general practitioner's
interest in the matter. In this way the smoking habits of
all patients can be established within a few years.
Once a smoker has been identified, this will inevitably

lead to a discussion on the pros and cons of smoking.
Patients are now well aware of the risk of lung cancer

but not so aware of the increased risk of other disor¬
ders.cardiovascular disease; peptic ulcers; cancer of
the larynx, oesophagus, stomach and bladder; and the
increased incidence of peripheral vascular disease.
The obvious advantages of stopping smoking should

be stressed. The general practitioner may choose to
emphasize the general improvement in well-being or

longevity which can be expected. Younger female
patients may be impressed by the fact that their babies
will be bigger and healthier. Other patients will be
persuaded by the financial benefit which will accrue if
they stop. In all cases if should be pointed out that
social acceptability will be enhanced.
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Many people worry about how they will fare if they
stop smoking and may want information. Others may
pose difficult questions to avoid the responsibility of
making a serious decision to stop. Questions, such as
'Will I gain weight if I stop?', 'Will my nerves deterio-
rate?', 'Will I get withdrawal symptoms?', or 'Will my
cough be worsened?', will need to be answered fairly
and support offered at follow-up consultations.
Other patients will want to know if cutting down or

switching to a pipe or cigars will be all right, but all
patients should be encouraged to stop completely. It is
often helpful to invite patients to record their reasons
for stopping and then to plan the first day with them. By
identifying situations which will trigger off the desire to
smoke, the patient can avoid these problem times.
Relatives and friends can be briefed to help.
Anti-smoking literature will reinforce their advice1

when given out by general practitioners. Nicotine chew-
ing gum may also prove to be a useful addition to
management. The gum produces nicotine concentra¬
tions similar to tobacco smoking and thereby relieves
the symptoms of nicotine withdrawal, but without
reproducing the pleasure of cigarette smoking.3 Earlier
trials showed only modest advantage over placebo, but
improvements in the gum and more experience in its use
suggest that long-term success rates of 40 per cent or
more can be obtained.

Hypnosis and acupuncture have gained in popularity
lately, but as yet there is very little evidence to support
the claims made for these techniques. Smoking clinics,
of which there are over 50 in this country, have pro¬
duced impressive figures to prove their success and
general practitioners need not be afraid to use their
facilities.

General practitioners should also be aware of the
large variety of aids available from local chemist shops.
These include tablets, such as Nicobrevin, Test Sixty,
Tabano and Tabamints, and cigarette filters designed to
reduce nicotine intake. These devices may be helpful,
and as they appear harmless there seems no reason to
deny patients these aids. The various herbal cigarettes
on the market may also be a harmless substitute.but
no doubt smoking tobacco was initially thought to be
harmless.
To help the non-smoking population, doctors should

not smoke on duty. Places of medical care should be
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designated non-smoking areas and strictly regulated as
such.

Smoking by children

Every effort should be made to influence children's
views on smoking. Many studies have been made into
the smoking habits of children; two have especially
highlighted this problem.4'5 It seems that general prac-
titioners are not aware of smoking as a possible problem
in young children and this, together with a relatively low
consultation rate in this age group, tends to mean that
general practitioners are not involved in antismoking
education of children.
Young children are not readily influenced by the

'disease' concept. Dealing with these children requires a
more obvious format. One way may be to invite them
into health centres or surgeries in small groups for film
shows and discussions. The Community Health Educa-
tion Officer could be asked to support these efforts.
Smoking parents beget children who smoke. If general
practitioners feel they cannot enter schools or invite
children in to their surgeries for health education ses-
sions, then the only option open to them is to try and
influence parental attitudes to smoking.

The role of the general practitioner is crucial in
inducing individuals to stop smoking. Once smokers are
identified, they should be acquainted with the dangers
of continuing to smoke and with the help and support
which is available to them.

Members of the East Anglia Faculty (Peterborough District)
Working Party on Smoking responsible for the production of
this paper were: Drs M. E. Barker, B. Churms, M. Henchy,
A. G. Hibble, J. V. Mitchell, K. S. Prasad and C. Scarisbrick.
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Enquiries into infant deaths
THE benefits of the confidential enquiries into all

maternal deaths in pregnancy which the DHSS has
been conducting since 1929 have acquired international
renown. ' The aim has been to see where the service has
failed and thus where improvements can be made. By
maintaining confidentiality,, and thus not incriminating
individuals, the exercise has succeeded where more
formal enquiries would have been likely to fail. It was
therefore logical to consider a similar confidential en-
quiry into perinatal and early infancy deaths.
With this objective in mind, a research team in the

Exeter Health Care District (EHCD) carried out a pilot
study into the feasibility, methodology and value of a
community-based enquiry into stillbirths and deaths in
early childhood.2 The information they obtained would,
they hoped, be both a contribution to the education and
training of those involved in child care (including gen-
eral practitioners and health visitors) and a help in
identifying (particularly if the experiences were continu-
ous) those aspects of care which needed to be improved.
The year chosen for the study ran from 1 October

1980 to 30 September 1981. The population covered
numbered just over one quarter of a million. In the 12
months there were 3,185 births in the EHCD. There
were 30 stillbirths, and 32 liveborn babies died in the
first two years of life: 11 in the first six days of life; four
between the seventh and eighth day of life; 15 between

the age of 1 month and 1 year: and the remaining two in
the second year.

It was intended that for each of these deaths a study
questionnaire would be completed and there would be
an interview at home with the parent(s). This was to be
followed by a case conference to which the family
doctor would be invited. In only four instances was the
general practitioner not present at the conference and
even when he did not attend he always subsequently
discussed the findings with the research team.
Only 51 of the 62 deaths could be fully studied. For

each death a control case was chosen to help determine
the relevant factors. A similar questionnaire and inter-
views were carried out for these controls.
With such relatively small numbers, and only one

year's data to work on, it was possible to identify no
more than potential deficiencies in the service, for
example: the standards of medical care provided; its
availability and its proximity to those in need; and the
level of communications, both between professionals
and between patients and professionals.
At the same time a team in Sheffield extended the

work they began in 1973. Their findings have also
recently been published.3 These are based on 65 deaths
in babies aged 8 days to 2 years from a population of
12,111 births over two years. (After correcting for the
different baselines used, there would seem to be little
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