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Tobacco use is a lethal addiction which is very prevalent in almost all
ages. However, prevalence rates decrease in aged population. People
usually start tobacco in younger ages and due to a couple of reasons,
prevalence decreases in aged population. One major reason may
be the fact that tobacco users die before they reach to older ages.
Another fact may be the higher quit rates due to any disease/health
problem when one ages. Non-communicable diseases are prevalent in
older age and tobacco consumption is closely connected with majority
of these prevalent conditions. Lung cancer, COPD (chronic obstructive
pulmonary disease), heart disease, stroke, diabetes, vision loss due to
cataracts and age-related macular degeneration, and almost over ten
types of cancer, including colon, cervix, liver, stomach and pancreatic
cancer, are examples. Deepa et al. stated that, in older adults, both
current and past cigarette smoking increased the risk of heart failure
(1). And in current smokers, this risk was high irrespective of packyears of exposure, whereas in past smokers there was a dose-effect
association (2).
Healthy aging is a goal for almost all societies since 2000s defined very
clearly in the Madrid International Plan in 2002. In this regard, mental and
social wellbeing should be focuses as well as the physical component
of health as defined by the World Health Organization. Mental and
social wellbeing needs a healthy cognitive system in older ages and
risky behaviors including smoking which is among preventable threats.
Moreover, cognitive system is progressively affected contributing to
a decline in cognitive function as early as middle-age. The impact
increases with age and amount smoked, although quitting can reduce
the risk and harm caused. Hazards are in a wide range. For example,
musculoskeletal system is also progressively effected and the damage
has been observed to start as early as the late teens and increases with
age but both the risk and harm can be partially reversed by quitting.
Smoking has a negative impact on bone mineral density, associated
with more bone fractures and slower healing, also smokers and exsmokers experience more pain in the back, neck and legs causing
disability in performing activities of daily living and maintain quality of
life (3,4).
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Heavy smoking was also found to be associated
with higher prevalence and severity of periodontitis
(5). Alveolar bone loss and implant failure, increased
joint disease, poor functional outcomes, and
poor therapeutic response was detected by the
researches and the writers also found evidence of
adverse effects on muscles, tendons, cartilage, and
ligaments regarding the locomotor system (6).
Frailty is an emerging gerontological concept
describing
a
multidimensional
syndrome
characterized by loss of physiologic reserves, which
leads to increased vulnerability to age-related
diseases and functional impairment. It has been
shown that; frail people are at higher risk of agerelated diseases and higher late-life mortality. A
systematically research was planned to investigate
the association of tobacco smoking with frailty in
a population-based cohort of older adults and
the authors stated they observed that current
smoking, cumulative smoking exposure (packyears), and time after smoking cessation (years)
were significantly associated with the frailty index,
which is accumulation of deficits as a proxy measure
of aging. This study suggested that epigenetic
alterations could play a role in smoking-associated
development of frailty (7).
Passive smoking also causes mortality and morbidity
starting from the very young ages. In some cases,
burden may affect elders worse. For example,
disaster situations may have the potential to start
tobacco in other age groups (8). Or widowhood
may be another risk factor as highlighted by Perkins
et al in 2018 (9).
There is only one and exact solution to prevent
all these risks and unwanted outcomes which
is very simple in theory: “tobacco free life”.
Unfortunately, addiction is not easily avoided and
comprehensive tobacco control policies structured
for all ages is crucial. Tobacco control refers “not
to start to smoke”, “prevention from the risks of
passive smoking” and “quitting”. Aged population
generally need quitting services rather than the
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other two components. Nevertheless, there are
factors which may complicate the course mentally
and practically although it is a fortunate to know
that quitting at any age can provide health and
well-being for older people. When a 60 years of age
person quits, about three years of life expectancy
will be gained. If a patient with a life-threatening
disease decides to quit, complications are expected
to decrease. For instance, having another heart
attack risk is expected to decrease by 50% among
people who quit smoking after a heart attack (10).
Also, continuing smoking after cancer diagnosis
has been shown to reduce treatment efficacy and
thus survival with deterioration in quality of life.
Therefore it is crucial to recommend quitting to a
cancer patient if s(he) smokes (11).
To achieve success in quitting at older ages, we
should change a number of myths on the issue
at older ages as such myths have the potential to
make aged people refrain from quitting tobacco
(12). Incorrect information and opinions are needed
to be changed systematically by spreading the
evidence based content written below (13):
a. Tobacco has no benefit
b. Tobacco smoke does not improve mood
c. Cessation produces significant benefits
d. Reducing the number of cigarettes does not
work
When smoking is prevented, both increase in life
expectancy at birth and improvement of quality of
life are expected. Lei MK et al. conducted regression
analyses of methylation data from 22 subjects, as
they entered and exited inpatient substance use
treatment, to determine change in biological age, as
indicated by the deviation of their methylomic age
from chronological age across two time points (14).
And the results showed that; successful smoking
cessation makes patients appear biologically
younger than they were at baseline, and to do so
quite rapidly. In today’s youth driven society, the

BRIEF NOTES ON TOBACCO USAGE IN AGED POPULATION

researchers observations may serve as a
impetus for some to quit smoking and
counseling patients should consider
the addition of this information may be
persuading patients to quit smoking.

powerful
clinicians
whether
useful in

It is clear that, precautions at the earliest ages will
provide maximum benefit. In this regard, lifelong
smoke-free approach may be a good way to choose
at the highest level. There is another important
aspect of tobacco-free life in older ages. Most
of the aged people are grandparents, they have
probably grandchildren which gives them another
responsibility to be good role models for their
younger generations. Role model identity of older

ages are defined in the literature. Non-smoker role
models are chosen by the younger generations (15).
One more fact should be highlighted before
concluding. Smoking itself facilitates aging.
Shorter telomeres among smokers are found
when compared to the non-smokers. This finding
highlights the link tobacco smoke exposure and
ageing-related disease (16).
Global struggle with tobacco usage frequently
focuses on younger ages which can be
understandable to basically beat back the tobacco
companies’ manipulations. However, aged people
should not be forgotten in this struggle as we have
many promising data on tobacco-free lives.
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