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[image: image1.emf]SAMPLE :  Great American Smokeout  2004  News Release  for Army   Fill in all highlighted areas  below  with specific local information  then provide to your  installation newspaper .   NEWS RELEASE   FOR IMMEDIATE RELEASE   Contact:   Date:   Phone:   ANNUAL GREAT AMERICAN SMOKE OUT SLATED FOR NOVEMBER 18th   The American Cancer Society has scheduled the 26th annual Great American  Smokeout for November 18, 2004, to encourage smokers to quit for a day in the  hope they may quit for good.   The following events will take place: (list eve nts e.g., Gene's restaurant will go  smoke free and offer "cold turkey" subs).   Pharmacologic, counseling, and behavioral therapies —  including telephone  counseling —  can help patients quit and increase their chances of staying quit,  according to The Public He alth Service (PHS) guideline,  "Treating Tobacco Use and  Dependence: A Clinical Practice Guideline."     Even though the Smokeout officially began in 1977, the event's roots reach back to  1971, when Arthur P. Mullaney challenged the citizens of Randolf, Massac husetts, to  give up cigarettes for the day and donate the saved money to a high school  scholarship fund. Mullaney coined the term  Smokeout .    Later, Lynn R. Smith, editor of the  Monticello Times  in Minnesota, spearheaded that  state's first D - Day, or Don't S moke Day. D - Day spread like wildfire throughout  Minnesota, and then blazed west to California where it became the Great American  Smokeout.   Local events for the Great American Smokeout 2004 are:     1.     2.     3.   For more information, please call your local  inst a llation medical department Great  American Smokeout C oordinator at  xxx - xxx - xxxx .  
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From the Director

The use of tobacco products may be the Nation's most critical public health problem. It is, in fact, addiction to nicotine that is at the root of this enormous health, social, and financial burden.

An improved overall understanding of addiction, coupled with the identification of nicotine as an addictive drug, has been instrumental in the development of medications and behavioral treatments for nicotine addiction. In essence, science-driven treatment development has provided to consumers the option to easily purchase effective treatments, such as the nicotine patch and nicotine gum, in their local drugstores and supermarkets. Science has also shown that treating addiction with medications alone is not nearly as effective as when the medication is coupled with a behavioral approach. While we have made substantial progress in developing both pharmacological and behavioral treatments that have proven effective for many people, much more remains to be done.

Through the use of advanced neuroimaging technologies, we are now actually able to see some of the changes in brain function that occur as people smoke tobacco products. Researchers are beginning to find that there may be chemicals other than nicotine in cigarette smoke that contribute to tobacco's addictiveness. This finding and many other new research accomplishments in the addiction arena are providing us with an unprecedented opportunity to curtail this enormous public health crisis. We hope this compilation of scientific information will help to inform readers about our current understanding of nicotine addiction and its harmful effects and will assist in prevention and treatment efforts.

Alan I. Leshner, Ph.D.
Director
National Institute on Drug Abuse

 



If you have the Acrobat reader plug-in for Netscape or Internet Explorer click on the document link and you will be able to view and/or print out the pages. If you have trouble viewing the document in your browser window, download the document (Windows users - right click on the link and Save as...) to your computer and get Adobe Acrobat Reader (free) in order to view it. 



This report is also available in PDF format, Nicotine Addiction, [PDF format, 256 KB]
All materials appearing in the Research Reports Series are in the public domain and may be reproduced without permission from NIDA. Citation of the source is appreciated.

To obtain printed copies of this report, please call or write the National Clearinghouse on Alcohol and Drug Information, P.O. Box 2345, Rockville, MD 20852, 1-800-729-6686. NIDA Research Report - Nicotine Addiction: NIH Publication No. 01-4342. 399515since 7/20/97
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Cigarettes and Other Nicotine Products
Nicotine is one of the most heavily used addictive drugs in the United States. In 2002, 30 percent of the U.S. population 12 and older—71.5 million people—used tobacco at least once in the month prior to being interviewed. This figure includes 3.8 million young people age 12 to 17; 14 million people age 18 to 25; and 53.7 million age 26 and older.* Most of them smoked cigarettes.

Cigarette smoking has been the most popular method of taking nicotine since the beginning of the 20th century. In 1989, the U.S. Surgeon General issued a report that concluded that cigarettes and other forms of tobacco, such as cigars, pipe tobacco, and chewing tobacco, are addictive and that nicotine is the drug in tobacco that causes addiction. The report also determined that smoking was a major cause of stroke and the third leading cause of death in the United States. Statistics from the Centers for Disease Control and Prevention indicate that tobacco use remains the leading preventable cause of death in the United States, causing more than 440,000 deaths each year and resulting in an annual cost of more than $75 billion in direct medical costs. (See www.cdc.gov/tobacco/issue.htm).

Health Hazards

Nicotine is highly addictive. Nicotine provides an almost immediate “kick” because it causes a discharge of epinephrine from the adrenal cortex. This stimulates the central nervous system, and other endocrine glands, which causes a sudden release of glucose. Stimulation is then followed by depression and fatigue, leading the abuser to seek more nicotine. 

Nicotine is absorbed readily from tobacco smoke in the lungs, and it does not matter whether the tobacco smoke is from cigarettes, cigars, or pipes. Nicotine also is absorbed readily when tobacco is chewed. With regular use of tobacco, levels of nicotine accumulate in the body during the day and persist overnight. Thus, daily smokers or chewers are exposed to the effects of nicotine for 24 hours each day. 

Addiction to nicotine results in withdrawal symptoms when a person tries to stop smoking. For example, a study found that when chronic smokers were deprived of cigarettes for 24 hours, they had increased anger, hostility, and aggression, and loss of social cooperation. Persons suffering from withdrawal also take longer to regain emotional equilibrium following stress. During periods of abstinence and/or craving, smokers have shown impairment across a wide range of psychomotor and cognitive functions, such as language comprehension.


Adolescent smokeless tobacco users are more likely than nonusers to become cigarette smokers. Behavioral research is beginning to explain how social influences, such as observing adults or other peers smoking, affect whether adolescents begin to smoke cigarettes. Research has shown that teens are generally resistant to anti-smoking messages. 

In addition to nicotine, cigarette smoke is primarily composed of a dozen gases (mainly carbon monoxide) and tar. The tar in a cigarette, which varies from about 15 mg for a regular cigarette to 7 mg in a low-tar cigarette, exposes the user to an increased risk of lung cancer, emphysema, and bronchial disorders.

The carbon monoxide in the smoke increases the chance of cardiovascular diseases. The Environmental Protection Agency has concluded that secondhand smoke causes lung cancer in adults and greatly increases the risk of respiratory illnesses in children and sudden infant death.

Promising Research

Research has shown that nicotine, like cocaine, heroin, and marijuana, increases the level of the neurotransmitter dopamine, which affects the brain pathways that control reward and pleasure. Scientists now have pinpointed a particular molecule (the beta 2 (b2) subunit of the nicotine cholinergic receptor) as a critical component in nicotine addiction. Mice that lack this subunit fail to self-administer nicotine, implying that without the b2 subunit, the mice do not experience the positive reinforcing properties of nicotine. This new finding identifies a potential site for targeting the development of nicotine addiction medications.

Other new research found that individuals have greater resistance to nicotine addiction if they have a genetic variant that decreases the function of the enzyme CYP2A6. The decrease in CYP2A6 slows the breakdown of nicotine and protects individuals against nicotine addiction. Understanding the role of this enzyme in nicotine addiction gives a new target for developing more effective medications to help people stop smoking. Medications might be developed that can inhibit the function of CYP2A6, thus providing a new approach to preventing and treating nicotine addiction.

Another study found dramatic changes in the brain’s pleasure circuits during withdrawal from chronic nicotine use. These changes are comparable in magnitude and duration to similar changes observed during the withdrawal from other abused drugs such as cocaine, opiates, amphetamines, and alcohol. Scientists found significant decreases in the sensitivity of the brains of laboratory rats to pleasurable stimulation after nicotine administration was abruptly stopped. These changes lasted several days and may correspond to the anxiety and depression experienced by humans for several days after quitting smoking “cold turkey.” The results of this research may help in the development of better treatments for the withdrawal symptoms that may interfere with individuals’ attempts to quit smoking.

Treatment

Studies have shown that pharmacological treatment combined with behavioral treatment, including psychological support and skills training to overcome high-risk situations, results in some of the highest long-term abstinence rates. Generally, rates of relapse for smoking cessation are highest in the first few weeks and months and diminish considerably after about 3 months.

Behavioral economic studies find that alternative rewards and reinforcers can reduce cigarette use. One study found that the greatest reductions in cigarette use were achieved when smoking cost was increased in combination with the presence of alternative recreational activities.

Nicotine chewing gum is one medication approved by the Food and Drug Administration (FDA) for the treatment of nicotine dependence. Nicotine in this form acts as a nicotine replacement to help smokers quit smoking.

The success rates for smoking cessation treatment with nicotine chewing gum vary considerably across studies, but evidence suggests that it is a safe means of facilitating smoking cessation if chewed according to instructions and restricted to patients who are under medical supervision.

Another approach to smoking cessation is the nicotine transdermal patch, a skin patch that delivers a relatively constant amount of nicotine to the person wearing it. A research team at NIDA’s Intramural Research Program studied the safety, mechanism of action, and abuse liability of the patch that was consequently approved by FDA. Both nicotine gum and the nicotine patch, as well as other nicotine replacements such as sprays and inhalers, are used to help people fully quit smoking by reducing withdrawal symptoms and preventing relapse while undergoing behavioral treatment.

Another tool in treating nicotine addiction is a medication that goes by the trade name Zyban. This is not a nicotine replacement, as are the gum and patch. Rather, this works on other areas of the brain, and its effectiveness is in helping to make controllable nicotine craving or thoughts about cigarette use in people trying to quit.

Extent of Use

2003 Monitoring the Future Survey (MTF)**
Despite the demonstrated health risk associated with smoking, young Americans continue to smoke. However, past-month smoking rates among high school students are declining from peaks reached in 1996 for 8th-graders (21.0 percent) and 10th-graders (30.4 percent) and in 1997 for seniors (36.5 percent). In 2003, rates reached the lowest levels ever reported by MTF; 10.2 percent of 8th-graders, 16.7 percent of 10th-graders, and 24.4 percent of high school seniors reported smoking during the month preceding their responses to the survey. 

The decrease in smoking rates among young Americans corresponds to several years in which increased proportions of teens said they believe there is a “great” health risk associated with cigarette smoking and expressed disapproval of “pack-a-day” smokers. Students’ personal disapproval of smoking had risen for some years, but showed no further increase in 2003 among 8th-graders and only small increases among 10th- and 12th-graders. In 2003, 84.6 percent of 8th-graders, 81.4 percent of 10th-graders, and 74.8 percent of 12th-graders stated that they “disapprove” or “strongly disapprove” of people smoking one or more packs of cigarettes per day. 

Other Information Sources

For additional information on nicotine abuse and addiction, please visit www.smoking.drugabuse.gov.

For more information on how to quit smoking, please visit www.cdc.gov/tobacco.



* These findings are from the 2002 National Survey on Drug Use and Health, produced by HHS’s Substance Abuse and Mental Health Services Administration. The survey is based on interviews with 68,126 respondents who were interviewed in their homes. The interviews represent 98 percent of the U.S. population age 12 and older. Not included in the survey are persons in the active military, in prisons, or other institutionalized populations, or who are homeless. Findings from the 2002 National Survey on Drug Use and Health are available online at www.DrugAbuseStatistics.samhsa.gov.

** These data are from the 2003 Monitoring the Future Survey, funded by the National Institute on Drug Abuse, National Institutes of Health, DHHS, and conducted by the University of Michigan’s Institute for Social Research. The survey has tracked 12th-graders’ illicit drug use and related attitudes since 1975; in 1991, 8th- and 10th-graders were added to the survey. The latest data are online at www.drugabuse.gov. 
Revised 3/04
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FACTS FOR YOU

Women and Tobacco Use

U.S. Centers for Disease Control and Prevention, Office of Tobacco and Health
Tobacco and Your Environment

• One of every five women in America is a smoker. Twenty-three percent of all

adult Americans and 21% of American women are currently smokers.1

• Smoking differs by race/ethnicity. Twenty-two percent of white American

women smoke, as do 21% of African American women, 13% of Hispanic

women, and 8% of Asian American women. Forty-three percent of American

Indian/Alaska Native women are smokers.1

• Smoking is associated with education. Smoking rates are highest among

women who earned a GED diploma. Among U.S. women who earned a GED,

44% are smokers. Among college graduates, 12% are smokers, while only

8% of those who completed graduate work smoke. Women with a high

school education are twice as likely to smoke as women with an

undergraduate degree.1

• Smoking is also associated with poverty. Twenty-nine percent of women who

are below the poverty line smoke.1

• In 2000, 10% of girls in middle school and 27% of girls in high school

reported having smoked a cigarette during the past month. Boys smoked at

similar rates, with 12% of those in middle school and 29% of those in high

school reporting that they smoked within the month.2

• Smoking is declining in the U.S. among both adults and youth. Among

adults, smoking rates have been declining since the 1960s.3 Among youth,

smoking rates have been declining since 1997.4

• In the U.S., smoking rates have always been lower among women than men.

However, as overall smoking rates have decreased over the years, they have

not dropped as quickly for women as for men. Since 1970, smoking rates

among women have declined by about 30%, compared to a 40% decline

among men. Currently, 21% of women and 26% of men smoke.1,3

• Despite recent declines in smoking, the prevalence of tobacco-related

disease continues to increase, especially among women.5

• Approximately 53,000 people die from second hand smoke each year in the

U.S.18,19

• Exposure to second hand smoke is a cause of lung cancer among women

who have never smoked.6

• Exposure to a spouse’s second hand smoke is a cause of death from

coronary heart disease among women who do not smoke.6

Tobacco and Your Health
• Every year, tobacco-related disease kills over 178,000 women, making it the

largest preventable cause of death among women in the U.S.5

• Smoking is responsible for the premature deaths of approximately 3 million

women since 1985.6

• Women who die of a smoking-related disease lose, on average, 14.5 years of

potential life. Men who die of a smoking-related disease lose 13 years of life,

on average.5

• Stroke is the third leading cause of death in the United States.7,10 In 2000

more than 100,000 women (and about 65,000 men) died of stroke.7

• Heavy smokers (two packs a day) are twice as likely as those who smoke half

a pack a day to have a stroke.11,12

• Five to 15 years after quitting, the risk of stroke among former smokers

approaches that of a person who has never smoked.9

Tobacco and Cancer
• In 1987, lung cancer surpassed breast cancer as the leading cause of cancer

death among women.6

• In 2000, approximately 65,000 women died of lung cancer.7

• Cigarette smoking is overwhelmingly the most important cause of lung

cancer.6

• Quitting reduces the risk of lung cancer; 10 years after quitting the risk for

lung cancer is 30% to 50% that of the risk of those who continue to smoke.9

• Women who begin smoking at an early age (within 5 years of their first

period) are at higher risk of developing breast cancer.15

• Evidence suggests that breast cancer is more likely to spread to the lungs in

women who smoke than in women with breast cancer who do not smoke.16

• Recent CDC data indicate that smoking-related cancer deaths are

decreasing among men, while for women they are increasing.5

• Cancer is the second leading cause of death in the U.S. More than 267,000

women (and 286,000 men) in the U.S. died from cancer in 2000.7 Research

indicates that as many as 30% of all cancer deaths are a result of smoking.8

• Among women, smoking is a major cause of cancers of the oropharynx and

bladder.6

• Women who smoke have greater risk of developing cancer of the pancreas,

kidney, larynx and esophagus.6

• Lung cancer is the leading cause of cancer death among women, and has

been for 15 years.6 However, 80% of American women mistakenly believe

that breast cancer is the primary cause of cancer death among women.17

Tobacco and Your Heart
• Cardiovascular disease is the primary cause of death in the United States;

heart disease and stroke together accounted for more than one third of all

deaths in the United States in 2000.7 It is estimated that as many as 30% of

deaths from cardiovascular disease are a result of tobacco use. 8

• Cardiovascular deaths are decreasing among both men and women, but

among women rates are decreasing more slowly than among men (a 9%

reduction from 1995 to 1999, compared with a 24% reducation among men).5

• Recent CDC data indicate that, among men, smoking-related respiratory

deaths are remaining stable, while for women they are increasing.5

• In 2000, heart disease killed more than 360,000 women in the U.S. Men were

slightly less likely than women to die of heart disease.7

• Smoking is a major cause of heart disease. Most heart disease among

women younger than 50 is a result of smoking.6

• The excess risk of developing heart disease as a result of smoking may be

reduced by as much as half in the year or two after quitting.6,9

• Fifteen years after quitting, the former smoker’s risk of heart disease

approaches that of a person who has never smoked.9

• In 2000, about 92,000 women (and 100,000 men) died from heart attack. 7

Smokers are at greater risk for heart attack than nonsmokers.13,14

• Women who smoke are more than twice as likely as other women to have a

heart attack.13 For both men and women, the risk of having a heart attack

increases with the number of cigarettes smoked.13

• People who quit smoking after a heart attack are less likely to die within the

next ten years than those who continued to smoke.14

Tobacco and Your Baby
• Children who are exposed to second hand smoke, whether by a parent or

other smoker, have an increased risk of dying from SIDS (Sudden Infant

Death Syndrome) or developing respiratory disease and other illnesses.20

• It is estimated that as many as 22% of pregnant women and girls smoke.6

• About 27% of pregnant women quit smoking upon learning that they are

pregnant. About 12% quit later in their pregnancy.6

• Women who smoke increase their risk for infertility, ectopic pregnancy,

spontaneous abortion and stillbirth.6

• The risk of SIDS (Sudden Infant Death Syndrome) is greater among children

who are exposed to second hand smoke.6 In 2000, more than 2,500 infants

died of SIDS.7

• Babies born to women who smoked during pregnancy are more likely to be

underweight.6

• Quitting smoking before or during pregnancy reduces the risk for poor

reproductive outcomes.6

Quitting

• Quitting is difficult. On average, former smokers made 8-11 quit attempts

before succeeding.6

• In 2000, 70% of smokers said they wanted to quit, and 41% made a quit

attempt of at least one day, but only 5% succeeded in quitting for three

months or more.1

• Women who have a strong commitment to change and are involved in

programs that make use of behavioral techniques and social support are

more likely to succeed in quitting.6

• In 2000, 44 million Americans had successfully quit smoking.1

• The benefits of quitting smoking are great. The excess risk of developing

heart disease as a result of smoking may be reduced by as much as half in

the year or two after quitting.6,9 After 15 years, the former smoker’s risk of

heart disease approaches that of a person who has never smoked.9

• Five to 15 years after quitting the risk of stroke returns to the level of those

who have never smoked.9,11

• Quitting reduces the risk of lung cancer; 10 years after quitting the risk for

lung cancer is 30% to 50% that of the risk of those who continue to smoke.9

• Women who quit at age 35 increase their life expectancy by 6 to 8 years.24

• It is never to late gain benefits from quitting! Quitting at age 45 increases

life expectancy by 6 or 7 years. Quitting at age 55 increases life expectancy

by 3 to 6 years. Quitting at age 65 increases life expectancy by 1.4 to 4

years.24

• Getting counseling is one of the most important things you can do to help

yourself quit. Telephone, group or individual counseling can double or even

triple a person’s changes of quitting for good.21

• Counseling is even more effective when combined with other strategies,

such as use of the patch or other pharmacotherapy, and asking for support

from family and friends.21

THE NICOTINE PATCH, INHALER, NASAL SPRAY, BUPROPION, GUM

• The following forms of pharmacotherapy are safe and effective, and have

been approved by the FDA:21

· Nicotine patch

· Nicotine nasal spray

· Sustained release bupropion

· Nicotine gum

· Nicotine Inhaler

· Nicotine Lozenge
• Use of the patch, nasal spray or bupropion doubles the likelihood that you

will succeed.21

• Use of gum or the inhaler increase your chances of quitting by 50%.21

• Using the patch or other pharmacotherapy does not ensure quitting or make

quitting easy. Smokers who want to quit must be committed to the effort.22

• Getting your family, friends and co-workers to support your quit attempt will

increase your chance of success.21

• If you live with a smoker, ask if that person will quit with you.

• Smoking cessation is often followed by weight gain, particularly among

women. On average, women gain 8.4 lbs during the year after they quit

smoking (men gain, on average, 6.2 lbs).6

• Women who report little recreational physical activity have a greater risk of

gaining weight after quitting than active women.23

• An exercise program can reduce or delay weight gain after cessation, and

can increase the successful quit rate among women.21

• Use of nicotine replacement therapy – in particular nicotine gum- can delay

weight gain after quitting, as well as increasing the chance of quitting

successfully.21
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A Soldier’s Freedom
Commentary

By Brad Taft, RN, MS

Health Promotion Outcomes Researcher

You are a Soldier.  You are committed to preserving the freedom of the people of this great nation.  Freedom is what it’s all about.  

But while Soldiers protect this nation’s freedom, many are not free themselves.  Many Soldiers fight a battle for freedom every day.  Some win, many lose.  Soldiers lose their battle for freedom because they are addicted to nicotine.  When you are addicted to any substance, you are never truly free. 
Nicotine occurs naturally in tobacco.  Soldiers who use tobacco products do so because they have to.  They once were free to choose whether or not to use tobacco products, but now they have no choice; they must use tobacco because they are addicted to nicotine.

In 1988 the U.S. Surgeon General issued a report called The Health Consequences of Smoking: Nicotine Addiction.  This report states:

1. Cigarettes and other forms of tobacco are addicting.

2. Nicotine is the drug in tobacco that causes addiction.
3. The pharmacologic and behavioral processes that determine tobacco addiction are similar to those that determine addiction to drugs such as heroin and cocaine.
Maybe you aren’t convinced that you are addicted to nicotine. Why not check it out on Thursday, November 18, during the Great American Smokeout?

Just stop using all tobacco products for that day and see how you feel.  If you are tense, fidgety, crabby, and just can’t concentrate on what you are doing, then you are showing signs of nicotine addiction.  

Admit that using tobacco products has gotten you addicted and then make a plan to become tobacco free.  You can do it!  Our health care personnel will help you.  Why not take the first step on November 18 and then make a plan to become tobacco free?  Remember, freedom is what it’s all about. 

-end-
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The Great American Smoke Out:  Plan Your Quit Day

By: BethAnn Cameron, MS, CHES
Directorate of Health Promotion and Wellness
The Great American Smoke Out on November 18 is the day to stop smoking. To quit smoking, it is recommended that a person make a “personal quit plan.” The plan should include several steps to ensure success. Consider a three-step plan. 
Think about the reasons for quitting: 
· Decrease the chance of getting cancer, lung and heart disease.
· Easier to breathe, walk and climb stairs.

· Food tastes better and better sense of smell.

· Night vision improves.
· Better personal appearance. Less skin wrinkling, stained teeth, and yellow finger nails.
Plan. Choose a time to focus on staying tobacco-free. Avoid setting a date close to an activity or a holiday that causes extra stress at work or at home. Quitting during a deployment may be difficult due to adjusting to a new environment or situation. 
Act as the quit date approaches: 

· Get rid of tobacco in the house, car, and workplace. 

· Clean items that tobacco smoke clings to such as clothing, rugs, and curtains. 

· Remove ashtrays, lighters, matches, etc. 

· Get support from family, friends and coworkers. 

· Avoid alcohol. 

· Avoid smoking areas.

Quitting smoking usually requires a combination of methods to change personal habits. Besides using medications, there are resources and self-help methods available.   The American Cancer Society has a seven question “Stop Smoking Quiz” that matches smoking habits with quit methods. It gives suggestions for making a detailed plan based on smoking habits and lifestyle.   
 

For some people, the desire to smoke can be the result of a trigger. Triggers are habits and everyday experiences that become connected with smoking.  For example, drinking coffee at the kitchen table might be a trigger.  To deal with triggers:  

· Remove the trigger to make it easier to quit tobacco.
· Replace the trigger with something just as pleasant. 
· Use relaxation as way to cope. 

There may be an urge to smoke after quitting, depending on the level of nicotine in the blood, smoking patterns and lifestyle.  The 5 D’s help with urges. 
Deep breathing - Take slow, deep breaths to feel relaxed and in control. 
Drink water - Drink at least 8 glasses a day. 
Do something else to keep busy. Be physically active. Chew sugar-free gum. Listen to music.
Discuss your urge with a friend or family member. 
Delay.  Don’t reach for tobacco right away. Count to 100 or 200. Think pleasant thoughts. The urge to smoke passes in 3 to 5 minutes whether a person smokes or not. 

Giving up tobacco requires patience. The average person tries to quit smoking several times before becoming tobacco-free. Develop a plan to deal with the “bumps in the road”.   Change the plan if it’s not useful and try again. 

Mark your calendar for the Great American Smoke Out. Think success. Believe being smoke-free is better. A personal quit plan requires commitment, self-discipline and patience to stay smoke-free.
More helpful information can be found at:

1. USACHPPM Tobacco Cessation Tool Kit,  http://chppm-www.apgea.army.mil/dhpw/Population/TobaccoCessation.aspx
2. The American Cancer Society, www.cancer.org/
-end-
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Addressing Nicotine Addiction in the Military 

By:  Brad Taft, RN, MS

Health Promotion Outcomes Researcher


Nicotine addiction is a serious threat to the health and performance of military personnel.  Treating nicotine addiction through tobacco use cessation is one area where, working together with our patients, we can make a positive impact on their well-being.


According to the 2002 Survey of Health Related Behaviors Among Military Personnel, many male and female enlisted personnel of rank E1-E3 smoke tobacco (Army: male 56%%, female 36%;  Navy: male 50%, female 38%; Marine: male 52%, female 36%; Air Force: male 45%, female 31%).  These individuals are either already addicted, or well on their way to becoming addicted, to nicotine.  


Social influences lead to “trying” tobacco products which often leads quite quickly to nicotine addiction.  According to the Centers for Disease Control and Prevention (CDC), nicotine addiction may occur by smoking as few as 100 cigarettes or by chewing or sniffing a similar amount of tobacco to get repeated nicotine “hits.”  The CDC reports that approximately 70 percent of those who currently use tobacco want to become tobacco free, but these individuals find it very difficult to break the addiction.  As trained health care personnel, we can help our patients become tobacco free.


Below are the  5 A’s from the VA/DoD Clinical Practice Guideline for the Management of Tobacco Use that health care personnel can implement to effectively address the problem of nicotine addiction in the military population.

   1.  Ask.  At each encounter, ask every patient if he uses any tobacco product (cigarettes, cigars, pipe, chewing tobacco, or snuff).  Document this clearly in the medical record by categorizing each respondent as either:

· Current tobacco user who is willing to quit or unwilling to quit at this time.

· Former tobacco user who is becoming tobacco free, or

· Never used tobacco products.

   2.  Advise.  As a valuable part of the health care team, you must be a good role model of freedom from addiction.  As a trained provider of health care services, do your part to urge every patient to become tobacco free or to never begin using tobacco products at all.

   3.  Assess.  Ask each tobacco user if he is ready to become tobacco free at this time.  If the answer is no, give a brief verbal intervention focused on the negative consequences of tobacco use and the benefits of being tobacco free.  If the answer is yes, assist him in planning his tobacco freedom.

   4.  Assist.  Help the tobacco user develop a plan to become tobacco free by 1) noting the importance of social support, 2) providing supplementary materials, and 3) prescribing (or referring for) appropriate pharmacotherapy.  Effective assistance should be sensitive to individual characteristics as well as the social setting.  Help is available—offer it!

   5.  Arrange.  Schedule a follow-up contact within one week of the anticipated tobacco quit date to ensure that appropriate arrangements have been made to support the individual.  Counsel the patient that becoming tobacco free is a difficult process.  It may require multiple serious attempts based on a deep commitment to becoming tobacco free.  Emphasize the successes that have occurred and provide (or arrange for) any needed professional support.  

As part of the health care team, we have the opportunity and obligation to take action to improve the health and well-being of our patients.  Implementing the 5 A’s in our daily practice enables the health care team to mitigate the serious threat to our service members caused by nicotine addiction.  Working together, we can do it! 

Resources:

1.  http://www.surgeongeneral.gov/tobacco/tobaqrg.htm
2.  http://www.surgeongeneral.gov/tobacco/tobaqrg2.htm
3.  http://www.oqp.med.va.gov/cpg/TUC/TUC_Base.htm
-end-
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SAMPLE: Great American Smokeout 2004 News Release for Army

Fill in all highlighted areas below with specific local information then provide to your installation newspaper.

NEWS RELEASE
FOR IMMEDIATE RELEASE
Contact:
Date:
Phone:

ANNUAL GREAT AMERICAN SMOKEOUT SLATED FOR NOVEMBER 18th


The American Cancer Society has scheduled the 26th annual Great American Smokeout for November 18, 2004, to encourage smokers to quit for a day in the hope they may quit for good.


The following events will take place: (list events e.g., Gene's restaurant will go smoke free and offer "cold turkey" subs).


Pharmacologic, counseling, and behavioral therapies— including telephone counseling— can help patients quit and increase their chances of staying quit, according to The Public Health Service (PHS) guideline, "Treating Tobacco Use and Dependence: A Clinical Practice Guideline." 

Even though the Smokeout officially began in 1977, the event's roots reach back to 1971, when Arthur P. Mullaney challenged the citizens of Randolf, Massachusetts, to give up cigarettes for the day and donate the saved money to a high school scholarship fund. Mullaney coined the term Smokeout. 


Later, Lynn R. Smith, editor of the Monticello Times in Minnesota, spearheaded that state's first D-Day, or Don't Smoke Day. D-Day spread like wildfire throughout Minnesota, and then blazed west to California where it became the Great American Smokeout.


Local events for the Great American Smokeout 2004 are:



1.


2.


3.

For more information, please call your local installation medical department Great American Smokeout Coordinator at xxx-xxx-xxxx.


