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Refusing to treat smokers: why this is untenable

EARLIER this year the Sunday Express published a quote by
Dr Stuart Horner, chairman of the British Medical

Association's medical ethical committee: 'When a patient has a
complaint directly linked to their smoking, they need to be pre-
pared to give up cigarettes before they can expect treatment... If
that person is not willing to give up smoking, there is really no
point in an operation being done.' The BMA underlined that 'it
may be ethical to withhold that medical programme until the
lifestyle is changed." A few days later, the BMA issued a press
statement which emphasized that 'Given misleading publicity, it
is of paramount importance that patients are not left with any
impression that doctors - in advising them, for example, that
they must give up smoking - are refusing to treat them. For
some conditions giving up smoking can be the best immediate
treatment. If patients are suffering from heart disease, for
instance, quitting smoking is often essential if they are to be suc-
cessfully treated.' (BMA, equal access to NHS treatment, press
release, 13 January 1994).

Apart from the fact that cigarette smoking is a risk factor for,
rather than a guarantee of, unsuccessful coronary artery surgery
outcome, it is only one risk factor which has been singled out
among many, namely, hypertension, diabetes, age, female sex,
obesity and hypercholesterolaemia.2 This leads to Shiu's worry
that 'once we accept an absolute bar to surgery for smokers, we...
may well be on the slippery slope to withholding treatment for
the unmotivated and the unfit,'2 which ultimately violates the
National Health Service's philosophy of equity of access to ser-
vices. Moreover, insisting that smokers heed smoking cessation
advice, before coronary heart surgery is considered, is arguably
not a treatment, but a coercive measure, which in any case will
prove largely ineffective because it is based on an ignorance of
the real issues, as outlined below.
The BMA's stance is based on the logical premise that once

smokers are educated about the harmful consequences of
tobacco, they will adopt 'healthier' lifestyles - providing of
course they care about their health. However, while the associa-
tion between smoking and ill health is based on comprehensive

research, the association between knowledge and consequent
behavioural change is grounded primarily in assumption, and
more importantly, has not been supported by the mountain of
research which underlines the physical, psychological, social,
ecological, economic and political determinants of health and
health behaviour.
On the physical side, tobacco is an addictive drug. As the

Royal College of Physicians underline: 'Inhalation of tobacco
smoke results in remarkable efficient delivery of nicotine to the
brain, the interval between inhalation and the onset of nicotine's
action on the brain being less than 10 seconds. Repetition of the
process many times with each cigarette... ensures regularly
repeated "shots" of the drug. Dependence is thus reinforced with
a frequency very much greater than that associated with
injectable drugs of addiction such as heroin.'3 The surgeon
general in the United States of America has underlined that
smoking is as hard to give up as heroin.4 The 1992 general
household survey reported that 58% of all smokers believed they
would find it difficult to go without smoking for a whole day.5
This is supplemented by the vast number of people who try to
give up smoking and fail - as recorded by a 1983 survey which
found that '70% of all current smokers have made at least one
attempt to give it up and half of these say they have made at least
three attempts.'6 Nicotine withdrawal has been associated with
anxiety, depression, poor concentration, hunger, irritability, rest-
lessness, weight gain and decreased heart rate.7'10 Thus, stopping
smoking can initially lead to a deterioration in the smoker's
general mental and physical health. However, the new products
to help the smoker give up tobacco, such as nicotine patches, are
not readily available on prescription and are relatively expensive
in the shops.

In addition to threats to physical health, the social and psycho-
logical benefits of smoking must be acknowledged. In a recent
health and lifestyle survey in Cheshire and Wirral, 48% of 1374
respondents who wanted to give up smoking or cut down, found
it difficult to do so because smoking calmed their nerves when
under stress."I This was especially so for those suffering from
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recent psychological distress (measured by the 12-item general
health questionnaire) (77%), divorced/separated people (67%),
and those describing their health as fair, bad or very bad (62%).
Moreover, countering claims that smokers are fatalistic,'2
Davison and colleagues cite Graham's work on cigarette
smoking among economically disadvantaged young women
which shows how 'women weighed up the psychosocial benefits
of smoking (stress release, inexpensive enjoyment, an aid to
calmer and better child care) against the probability of physio-
logical health damage and, in a reasoned and rational fashion,
decide to continue the habit.'"3"14 In relation to research regarding
smoking and adolescents, Oakley and colleagues' findings relat-
ing to parental relationships, life satisfaction and stress extend
previous work, for example the known relationships between
smoking and problems in school achievement, and the links
between smoking and weight control.'5 Such research emphati-
cally underlines that 'being healthy' is as much about positive
'well being' as it is about the absence of disease.

Also, despite the association between smoking and ill health,
the medical profession finds it difficult to explain why some
smokers live long, healthy lives, and why non-smokers can die of
smoking related diseases. These observations are meaningful and
valid to individual smokers.'6

Focus on individual responsibility for health directs attention
away from the government's responsibilities towards the
nation's health. The white paper, The health of the nation,
emphasizes that approximately 250 out of every 1000 smokers
will be killed before their time by tobacco'7 and yet the govern-
ment refuses to support a total ban on tobacco advertising
beyond the point of sale, preferring instead to opt for voluntary
agreements with the tobacco industry. This is despite the conclu-
sion of the Department of Health's chief economic adviser that
tobacco consumption is affected by tobacco advertising.'8 Why,
in view of 'its commitment... to the pursuit of "health" in its
widest sense, both within government and beyond' 17 is the gov-
ernment not taking stronger direct action against the tobacco
industry? Despite being described by the Department of Health
as 'the largest single cause of preventable mortality in
England','7 it cannot be denied that smoking substantially bol-
sters the coffers of the Treasury. Tobacco taxes generated
£6 billion worth of revenue for the year 1988-89 (Hansard,
2 August 1990, column 713) and tobacco was the 'the chancellor's
third largest source of consumer revenue after VAT [value added
tax] and hydrocarbon oil'.'9 Also, looking further afield, the
European Union's agricultural policy means that it spends £2.69
million every day supporting domestic tobacco producers, com-
pared with the £1.15 million a year it allocates to anti-smoking
campaigns.20

It is also important to note the failure of the powers that be, to
take seriously the results of studies which show: 'The conven-
tional risk factors explain a great deal about the occurrence of
coronary heart disease, but they leave a great deal unexplained...
A man's employment status was a stronger predictor of his risk
to dying from coronary heart disease than any of the more famil-
iar risk factors.'2' More recently, Phillimore and colleagues
examined data from the 1981 and 1991 censuses and found mor-
tality differentials between the most affluent and deprived fifths
of wards in all age categories under 75 years in the northern
region of England, had widened. They concluded: 'These results
re-emphasize the link between public health and material condi-
tions rather than individual behaviour.'22

There is no doubt that by placing the responsibility of ill health
solely on to the individual, the need to address the very real and
complex political, economic, physical, psychological, social and
ecological determinants of health are effectively dismissed or
overlooked. Health education messages remain plausible, simple

in context and easy to dispense. The fact that alone, they do not
seem to be meeting the objective of preventing premature death,
and that they lead to victim blaming, is the responsibility of the
medical profession, the government, and other bodies who use
and endorse them.

JuLIE DAWSON
Researcher, Liverpool Public Health Observatory
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