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The number of adults aged 65 years

and older is expected to more

than double worldwide over the next

several decades, and for the first time

in recorded history, older adults will

outnumber children (https://bit.ly/

3D4p0im). Despite these unprece-

dented population shifts, older adults

are significantly underrepresented in

biomedical research, especially in the

field of nicotine and tobacco science

(https://bit.ly/3shUSuI). This focus on

younger cohorts has obscured the

reality that combustible tobacco

use (i.e., smoking) has remained

virtually unchanged for older adults

for nearly two decades in the United

States (Figure 1).

Meanwhile, smoking prevalences

among youths and young adults in the

United States are at the lowest levels

ever recorded. One explanation for

these differences in prevalence trajec-

tories could be that, since at least 2005,

quit rates among older smokers have

remained stagnant (https://bit.ly/3Nax

XeF).1 Aligning with this observation is

evidence suggesting that traditional

tobacco control policies (i.e., pricing,

smoke-free policies, information cam-

paigns, bans on advertising, health

warning labels, cessation treatments)

are not affecting older smokers the

same as younger cohorts, as repre-

sented in an analysis of smoking behav-

ior in Europe between 2004 and 2013

(https://bit.ly/3VVs2y2). Additionally,

older smokers may have less knowl-

edge of quitlines or other local smoking

cessation services2,3 and more miscon-

ceptions about the relative harms of

nicotine and combustible tobacco.2

Older adults are also less likely to use

noncombustible nicotine products

(https://bit.ly/3z3iZAY).

The lack of attention paid to older

smokers does not match the incredible

burden of disease and death that this

population carries. Tobacco-related dis-

ease is age-related disease as evi-

denced by older smokers incurring 12

times greater health care expenses

than middle-aged smokers (https://bit.

ly/3eXhLR8).4 As noted by the American

Cancer Society, cancers associated with

smoking are most often diagnosed

after the age of 65 years and include

lung, kidney, bladder, and stomach can-

cer (https://bit.ly/3F7gtxB). Although

most people start smoking in the early

part of their life, most suffering and

deaths associated with tobacco use

occur far later. Unfortunately, older

adult smokers are not represented in

the most basic methodological details

of nicotine and tobacco research. For

example, in other fields of study, “older

adults” are often defined as those who

are 65 years and older and may be

further delineated as the young old

(65–74 years), middle old (75–84 years),

and old old (≥85 years).5 However,

research on tobacco use does not

adhere to this definition, with studies

defining “older adults” across a wide

range of ages (e.g., 25 years or older;

https://bit.ly/3TIjwAr). Beyond this,

many studies explicitly exclude anyone

older than 65 years from participation

(https://bit.ly/3VP032T). These inconsis-

tencies in definitions and study inclu-

sion criteria can confound what we

know about tobacco use among older

adults.

Adding to these disparities is the real-

ity that older smokers face a range of

socially and medically complex chal-

lenges. In the United States, older

smokers are more likely to be American

Indian/Alaska Native, Black, or multira-

cial; to have less than a high school

education; and to earn less than

$25000 a year (https://bit.ly/3TpJzfP).

The intersection of age and race is

notable, particularly when examining

smoking cessation behaviors. Older

Black men are less likely to stop smok-

ing as they age than are older White

men despite starting smoking later in

life.6 Older Black smokers are also dis-

proportionately excluded from lung

cancer screening guidelines despite

this population facing a higher risk of

lung cancer.7 Older adults in the United

States are less likely to use the Internet

for health-related information seeking,8

which may heighten inequalities in

health information access. Compound-

ing these health equity issues are the

multitude of comorbid health condi-

tions associated with tobacco smoking,

that could increase the likelihood of

age-related psychosocial and physical
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health conditions such as chronic pain,

dementia, and social isolation or

loneliness.

One rarely discussed option for

addressing the health of aging smokers

is harm reduction. The topic of tobacco

harm reduction has become a lightning

rod for disagreement because of

ongoing concerns that novel nicotine

products such as electronic cigarettes

(e-cigarettes) could damage the health

of nonsmokers, including youths.

Although efforts to prevent the uptake

of tobacco and nicotine use among

young people are critical, they should

not supersede a focus on the lives of

older smokers. Prioritizing dependence

prevention over harm reduction is not

ethically justified.9 Like harm reduction

approaches for other substance use

disorders and geriatric patients facing

chronic health conditions, such as

obesity, tobacco harm reduction philos-

ophy respects the autonomy and

health goals of older adults who might

be ambiguous about smoking cessa-

tion. Such smokers could benefit from

learning that reducing the number of

cigarettes smoked can significantly

lower their mortality risk (https://bit.ly/

3guzMqj) or that the predominant

cause of cancer is combustible tobacco,

not nicotine.

Although previous research indicates

that the public largely does not have a

good understanding of harm reduction

as it relates to nicotine products

(https://bit.ly/3TH4MSV), emerging ethi-

cal frameworks cautiously support the

adoption of noncombustible nicotine

products, such as electronic cigarettes,

as a harm reduction alternative to

smoking.10 Clinicians working with older

adults should consider emphasizing

the differential risks associated with

smoking compared with noncombusti-

ble products (https://bit.ly/3Sr6KFe).

Messages can support the cessation of

all nicotine and tobacco products while

simultaneously providing education

about differential product risk and

adhering to principles of informed con-

sent and consumer autonomy (https://

bit.ly/3Sr6KFe). Furthermore, clinicians

working with older adults may wish to

develop graphical risk messaging, as

people are more likely to accurately

perceive tobacco product risk and to

share that information with others

when risk messaging is graphics-based

as opposed to text-based (https://bit.ly/

3f2pqgS).

Future work should explore whether

this type of risk messaging is effective

for older adult smokers. Likewise, clini-

cians and others providing cessation
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FIGURE 1— Current Cigarette Smoking Among Adults Aged 18 Years and Older, by Age: United States, 2000–2020

Note. The National Health Interview Survey (NHIS) defines current cigarette smokers, represented in the figure, as those who had smoked 100 or more
cigarettes in their lifetime and, at the time of the interview, smoked every day or some days.
Source. Data are from the NHIS and are published inMorbidity and Mortality Weekly Reports for each year represented (https://bit.ly/3MT3nWE).

OPINIONS, IDEAS, & PRACTICE

28 Editorial Kleykamp and Kulak

A
JP
H

Ja
n
u
ar
y
20

23
,V

ol
11

3,
N
o.

1

https://bit.ly/3guzMqj
https://bit.ly/3guzMqj
https://bit.ly/3TH4MSV
https://bit.ly/3Sr6KFe
https://bit.ly/3Sr6KFe
https://bit.ly/3Sr6KFe
https://bit.ly/3f2pqgS
https://bit.ly/3f2pqgS
https://bit.ly/3MT3nWE


support to older adults should tailor

their messaging to this population, with

attention to acknowledging behavioral

stage, beliefs about the harms of smok-

ing and benefits of quitting, supporting

motivation and self-efficacy, and ensur-

ing adequate and timely social sup-

port.11 Clinicians and research teams

should be reminded that older adult

smokers want to quit smoking and can

still experience benefits from cessation

(https://bit.ly/3TOgEll).11,12

Efforts to rectify the age-related dis-

parities we have described are impera-

tive and must include strategic

approaches for educating and motivat-

ing older smokers to reduce or stop

their use of smoked tobacco. Older

adults are not a homogenous group,

and intervention efforts must consider

social and environmental factors con-

tributing to their health behaviors.

Unfortunately, funding opportunities

and public health interventions are

rarely tailored to older adults, leaving a

significant gap in what we understand

about the older smoker’s experience

or what interventions best help older

adults. Key research gaps include the

degree of nicotine dependence among

older smokers and its relationship with

quitting smoking. In addition, opera-

tional definitions used to define smok-

ing history such as the 30 or more

pack-years used in lung cancer screen-

ing eligibility7 should be evaluated to

better understand whether such defini-

tions are perpetuating health inequal-

ities among Black and other minority

older adult smokers. Finally, under-

standing the efficacy and effectiveness

of noncombustible nicotine products,

such as e-cigarettes, and how they

might aid older adults’ smoking cessa-

tion attempts is warranted. Certainly,

there are challenges to adopting a

harm reduction framework, and

continued surveillance of the long-term

effects of e-cigarettes and other non-

combustible tobacco products among

older adults is needed.

Older smokers deserve to know that

it is never too late to improve their

health and that quitting smoking can

add years to their lives regardless of

age (https://bit.ly/3guzMqj). Future

research efforts focused on developing

novel, age-tailored interventions are

critical for public health, including

efforts to address smoking among

older people historically marginalized

because of age, race, education level,

and income. Otherwise, the status quo

will continue, and the suffering and

early death of millions of older adult

smokers will persist.
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