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INTRODUCTION

“It's easy to quit smoking. I've done it hundreddimes.”
Mark Twain

What is the attraction in smoking? The fact tharéhare negative health
consequences related to smoking (such as lung gamecest be considered
common knowledge, even though the medical detailg Ine less clear to the
general public. In a world of rational individuatenoking would not be an
issue. But people do smoke, and for many differeasons. Yet smoking
prevalence has continuously declined in Swederesine 1980s (Swedish
National Institute of Public Health [SNIPH], 20(Statistics Sweden, 2007),
and just as there are different reasons to smbkee tare various reasons to
guit smoking and various ways to become smoke-fraad this is what my
dissertation aims to disentangle, explain and |&am.

Only a half-century ago, the use of tobacco waseggly regarded as a
pleasurable recreational activity (e.g. Hakkarajn2@l3), while in most
circles today it is seen as a major public healtiblem causing death and ill
health on a large scale. Smoking is now typicakgatibed in terms of a
global epidemic (Lopez et al., 1994; Thun et all20 and during the past
decades, international regulations (mostly issugdhe World Health Or-
ganisation (WHO) and the European Union [EU) hanfuénced national
tobacco controls. As a consequence, increasingures® and efforts have
been spent to counter this epidemic and the hdroaaises.

Smoking and tobacco use is also an expanding @seaea, spurred by
increasing public consciousness about tobaccoegklaarms. Epidemiologi-
cal research abounds on changes in the smokinglpree in different
countries as well as on tobacco-related mortalitgf the associations be-
tween smoking and various forms of physical hartiis Tesearch has point-
ed to significant changes over time and substaulifférences between,
above all, developed and developing countries. gligralso a relatively
large body of research on policy making and theat$f of various control
measures, and on attempts to prevent people franmsfto smoke.

However, relatively little research has been devdtetrying to explain
these changes over time and between-country diifee A rather obvious
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reason for this is that the bulk of smoking resledras been conducted in a
public health context, where the focus is on prewed data and the associa-
tion between smoking and ill health, or within adieal context, where one
focuses on tobacco-related diseases and/or orifdtseof various, pharma-
cological and/or behavioural treatment intervergiammed at helping smok-
ers to quit.

Fewer studies on smoking have taken their poirdepfarture in a social
sciences context, and still fewer have taken ortdhle to analyse why indi-
viduals start and — even more importantly — ceasenioke, and how and
why smoking patterns on an aggregate level chakgetone and vary be-
tween different population groups. Such questionsifthe starting point for
this dissertation.

Background to this dissertation

In spring 2008, a research team from the Centr&émial Research on Al-
cohol and Drugs (SoRAD) at Stockholm University wgaanted a four-year
grant within the Swedish Council for Working Lifenca Social Research
(FAS) call “Women’s Health”.

This opened up an opportunity to study tobacco aserena which until
then had been somewhat neglected at SORAD. Tlsserthgion is part of the
project that came to be called “Women, Health anbisg&ance use”, and has
smoking cessation as its main focus.

Much of the existing research on tobacco use igrgted in epidemiolo-
gy, tobacco-related diseases (studies on detergiihirelationship between
smoking and various diseases), and tobacco comaleover, the preva-
lence is frequently mapped by different actors,clhéreates useful time-
series of smoking patterns in the Swedish populat®#oRAD was at the
time one of these monitoring actors within the MonProject, described in
more detail in the Data section, keeping an eysrooking prevalence and
tobacco habits. While such mapping is performedngks in these patterns
are seldom explained in relation to the societatext.

Swedish statistics show that the smoking prevaléasedecreased during
the last decades. This decrease differs betweenewand men, but the
background to these conditions has remained rathexplored. To a great
extent we have also lacked knowledge about womambsmen’s (possibly
different) reasons to quit smoking.

Furthermore, studies on smoking cessations hawedteto focus on ef-

! FAS changed its name in 2013 to FORTE, the SweRlestearch Council for Health, Work-
ing Life and Welfare.
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fects from different support programmes and meéew;studies have tried
to capture the long-term process. This gap in kedgg is important to fill,
not least because a majority of those who havengiyesmoking have man-
aged to do so by themselves, without any help. Atglividual quit attempts
do not seem very successful: only about 5 per aeall single attempts lead
to abstinence for more than 12 months (West e28D1), and several at-
tempts are often necessary before a stable smekelife can be attained
(Hughes et al., 2004). This indicates that a swfabesmoking cessation is
the cumulative effect of repeated quit attemptderofover many years,
which draws the interest to the long-term cessgiiogess.

So, by situating itself in social science, this sdigation will add
knowledge on and deepen our understanding of theeps of smoking ces-
sation.

Aims

This dissertation seeks to analyse changes invleeliSh tobacco consump-
tion since the 1950s, highlighting in particulae tthecrease in smoking from
the following angles: i) socio-economic, gender aodtextual differences
over time concerning who has started and who hassmoking during dif-
ferent time periods; ii) long-term typical pathwagsa smoke-free life (tra-
jectories); iii) motives, mechanisms and underlyiactors behind a smoking
cessation, and differences between women and menese respects; iv)
identity changes in relation to smoking cessation.

Thus, the first paper explores if and how the geanin the Swedish
smoking patterns since the mid-twentieth centuny ba understood and
explained in light of the Swedish welfare state elepment during these
years and in relation to socio-demographic andoseconomic circumstanc-
es. The second paper focuses on the long-termt@atmoking cessation by
recognising several distinct trajectories from serao non-smoker, and by
discussing the implications of these findings fuvetcco control policy. Fur-
ther, the third paper analyses gender differendtts negard to reasons and
experiences of smoking, as well as with regardetp ddements in the cessa-
tion process. The fourth paper then discusses &i @xtent smoking cessa-
tion can be described as a process of identitygdan
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PERSPECTIVES ON SMOKING

This chapter will, with a certain focus on Swedergvide a brief historical
overview over how the governing images of smokiagehchange over the
past century.

“The good old days”

The Swedish tobacco industry was nationalised thblirough the estab-
lishment of AB Svenska Tobaksmonopolet [Swedishatab Monopoly],
which then controlled manufacturing. The state npaiy expanded to also
include import and retail, and during the 1940s 4880s the state controls
on tobacco were almost total (Magnusson & Nordgt€84).

As discussed in the Introduction, smoking in Swetethe mid-1900s
was still an appreciated and pleasurable habit gnsmecessful and inde-
pendent men and to some extent women — a pictateatas conveyed not
least in advertising. Prestigious professionalshsas dentists and doctors,
as well as manly men and beautiful women appear¢ldei media as smok-
ers, recommending certain brands.

During the 1950s and 1960s cigarettes were markietedomen as a
symbol of women’s liberation and equality (MagnusgoNordgren, 1994),
and there was indeed a drastic increase in fenmab&iag from 9 to 46 per
cent between 1946 and 1977 (Statistics Sweden -fav¥ehnd Health,
2002).
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“own style”

Source: Théddamernas Véarldnagazine (1968), photographed by Filip Roumeliotis

Picturing smoking as part of a desirable lifestytel tobacco as a com-
modity among other commaodities (even if handledhgystate) was however
about to slowly change in line with new medicaldfitrgs on the negative
health consequences associated with smoking.

Not an ordinary commodity after all

A drastic increase in the rate of lung cancer ammeg was observed al-
ready at the beginning of the twentieth centumgt fin the United Kingdom
and later in other countries. In 1950 five casetwdrstudies reported an
association between smoking and lung cancer (DoHi8 1950; Levin,
Goldstein & Gerhardt, 1950; Mills & Porter, 1950¢cH8ek et al., 1950;
Wynder & Graham, 1950), and even though the fingliwere debated, epi-
demiologists around the world agreed that they viregortant. Several co-
hort studies followed. Among the earliest were Briish Doctors’ Study
and the Hammond Horn Study which published thesults in 1954 and
established that tobacco use was an important cdussncer and other dis-
eases. The scientific consensus grew, and by thd #0s at least six scien-
tific groups had come to the same conclusion. Thegews were convened
by the health ministries in the United Kingdom, tédi States, Canada, the
Netherlands, Sweden and cancer societies in DenmRarkvay and Finland
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(Thun & Henley, 2010). By the early 1960s there stasng evidence on the
causation between active smoking and ill health.

Passive smoking became an issue at a later sthgee Tiad been some
scattered reports on the possible effects of sehand smoke and health
(see Samet, 2010), but the most important knowl@dgeduction on the rela-
tion between passive smoking and lung cancer cani®81 when one co-
hort study in Japan (Hirayama, 1981) and one castda study in Athens
(Trichopoulos et al., 1981) were published. Thalerce that passive smok-
ing is a cause of lung cancer among non-smokersswpgorted by other
studies that followed (see, for example, IntermaticAgency for Research
on Cancer, 1986). Other diseases, such as corbeary disease, were also
found to be associated with passive smoking (Wipredual., 2004).

An expansion of focus from the individual smokeratéharm to others”
perspective enabled the emergence of a juridicatcgeh. In particular,
evidence on children’s vulnerability when exposedtdbacco smoke has
been suggested to have increased the possibftitiesorldwide smoke-free
policies (Samet, 2010).

Smoking as a global public health problem

Globalisation opened up new markets for the tobaedostry and smoking
spread from the developed to the developing wdithrly 80 per cent of the
world’s about one billion smokers live in low- andddle-income countries
(WHO, 2011), and the number of daily smokers iseexgd to increase to 2
billion by 2030 (World Bank, 1999; Mackay & ErikseR002). Tobacco is
now estimated to kill nearly 6 million people eagbar, including about
600 000 non-smokers as a result of their being ssghdo second-hand
smoke. The WHO estimates that unless urgent adidaken, the annual
death toll could rise to more than 8 million by ROGVHO, 2011). More

than anything, this highlights smoking as a majobgl public health prob-
lem.

While increasing globally, the total tobacco conption is decreasing in
some high-income and upper middle-income countsiesh as Sweden.
Even so, about 6 600 Swedes die each year bechsseoking and about
100 000 people are annually (2010-2012) afflictgcsimoking-related dis-
eases (Public Health Agency of Sweden, 2012)

2 There is also an economic aspect: an estimatidineofotal cost of tobacco smoking in 2001
came up to 26 billion, of which 2.2 billion were dieal costs, 6 billion were down to lost
productivity (death and disability pensions) andbll8on were costs for sick leave (Bolin &

Lindgren, 2004).
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Since the 1950s, an increasing number of internakiscientific studies
have shown a strong correlation between severalagés, many of them
fatal, and smoking (see, for example, Hackshaw,020hun & Henley,
2010). The medical effects related to smoking aamynincluding trouble
with the respiratory passages, cardiovascular sekseand loosening of teeth
— and lung cancer which is the most common causeath by cancer in the
world and where the primary cause is tobacco sngof@&®U, 2000).

As long as the society did not consider smokingiblip health problem
but more as an individual choice, information diegicto the smoker was
seen as the key to reduce smoking (Cisneros Orntesghlberg, 2012).
Regulations on smoking have increased in line @ittwing research-based
knowledge on the harms. A report was publishedadirein 1979 by the
WHO Expert Committee on Smoking Control, suggestimat the World
Health Assembly (the WHO's highest policy-makingdigp should use its
treaty-making powers to control the tobacco epide(M/HO, 2009). The
WHO has since drawn up an international tobaccdrobragenda, and a
number of countries around the world — mostly depedtl countries — have
implemented some of the recommended actions (sscpriae and tax
measures, smoke-free environments and age limitgpdochase). Differ-
ences in cultures and economic resources meaefteative tobacco regula-
tions differ between countries, emphasising thedrfee concerted national
and international action. In addition to the WH®e European Union (EU)
is a major international actor that has developedoaninent role in tobacco
control over the years.

The influence of these two main actors on the Sstetbbacco policy is
described in more detail in “The development of &sle Tobacco policy in
context”.

Smoking as a physiological or psychological
dependence?

The medical tradition explains cigarette smokingerms of addiction to a
substance, namely nicotine.

In a report from 1988, the US Surgeon General ifiedtcigarette smok-
ing as nicotine addiction, while The Royal Collexfd’hysicians in the Unit-
ed Kingdom concluded that nicotine was an addiaingy on par with hero-
in and cocaine, and that the primary purpose ofkemgotobacco was to de-
liver a dose of nicotine to the brain (WHO, 2008he International Classi-
fication of Diseases (ICD) and the Diagnostic andtiftical Manual of
Mental Disorders (DSM) both use checklist critadalassify individuals as
dependent or not. The ICD uses the term “tobacpemi#gence”, whereas the
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most recent version of DSM (DSM-5 which came irdecé in May 2013)
uses the term “tobacco use disorder”, both recoggnis medical condition.

Even if this medical tradition suggests a relatiopdetween nicotine use
and dependence, it has been shown that as mamea8®per cent of daily
smokers never reached nicotine dependence as raddsuDSM-IV (Don-
ny & Dierker, 2007), and still they continued toaka. Obviously, nicotine
as such is an important factor in maintaining smgkiut apparently not the
only one.

It has been suggested that smoking is a conditibadit and that smok-
ers relish the rituals related to smoking (Fagémsitr2012b). Indeed, both
nicotine and denicotinised cigarettes have beewsho release dopamine,
and denicotinised cigarettes have been found toceedraving as much as
nicotine cigarettes (Rose & Behm, 1995; DominoletZ®13). So, cigarette
smoking seems to be much more than just nicotimdoreement. It also
includes both sensory and behavioural effects sgclhe act of inhaling,
taste and aroma, and the respiratory tract sensaliois makes cigarette
smoking much more rewarding than alternative methafddelivering nico-
tine that do not include the act of smoking (Ros&&hm, 1995). In short,
cigarette smokers long for a cigarette, not niefiRagerstrom & Bridgman,
2014).

In line with this focus on the meanings of cigarettmoking, the initial
factor analyses in Paper Il show that smoking l&ilfoth social and psycho-
logical functions of various kinds, such as theaplee of smoking and/or
smoking being a ritual or a routine. In additioapBr Il shows that women
endorse social reasons of smoking (such as thel and/or being part of a
social context) and physical and psychologicalaragincluding relaxation,
comfort and reward) significantly more stronglyrihiaen, but that there was
no gender difference on the experienced pleasuig.thus clear that ciga-
rette smoking fills not only the need for nicotibat also, and mainly for
women, several social and symbolic functions.

The discussion on whether to view the use of tobasca substance de-
pendence rather than as a habit (even though dnjsirio one’s health) is
ongoing, despite the fact that individuals seldeferto smoking as an ad-
diction. They prefer to see it as a bad habit tzat be controlled with the
right motivation (Blomqvist, 2009), and indeed mestokers quit without
any assistance (cf. “Research on smoking cessation”

Tobacco use and smoking can apparently be unddrstod interpreted
from different angles. Basically, this dissertatimes not take a final stance
on this issue, but explores from a social sciermiatof view changes in
smoking prevalence over time and — and above aleehanisms and pro-
cesses in smoking cessation.
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RESEARCH ON SMOKING CESSATION

This chapter reviews earlier research that has) frarious points of
departure and various perspectives tried to ex@oreking cessation
Studies on psycho-social treatments

Studies on psychosocial treatments

It could be argued that the consequences of smakiagmostly medical
rather than social, but there is research thatdems the perspective from
seeing smoking simply as nicotine dependence. Aliogrto Peele (1985),
for example, individuals become addicted to an dgpee which stems
from pharmacological sources but takes its forrmfraultural and individual
constructions of experience. By engaging severpe@s such as social,
situational and personality variables, this expergetakes the context into
consideration. There are also treatments that baea developed on these
or similar grounds.

A common tenet in many psychosocial modelsas t¢fiving up a cement-
ed habit is a complex process involving severaletisions and that it is
crucial to understand this process in order tmitagffective interventions.
Prochaska’s and DiClemente’s Transtheoretical MOOEM) (Prochaska &
DiClemente, 1983), perhaps better known as “Stafj€&hange”, is a model
of conceptualising the process of intentional bahaal change. It has been
influential in understanding the process of smokiegsation and in design-
ing treatments. It places the individual in onefieé stages, depending on
her or his readiness to change. The identificatibstages in the TTM al-
lows stage-based interventions, which is thoughirprove the effective-
ness of interventions. However, it has been shdwah gtage-matched inter-
ventions are not significantly more effective thaon-stage-based control
interventions (Aveyard et al., 2009). Despite qtig of its inability to verify
its predictions empirically (Whitelaw et al., 2008utton, 2001), the TTM
has been the basis for many attempts to devel@pvantions to promote
health behaviour change. It has influenced, formgta, motivational inter-
viewing and the Swedish telephone helpline Quitlsrmmp
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West (2005), a critic of the TTM model, has pointed that the model
does not take into consideration all the persondl situational factors that
influence the motivation to make a quit attempt. tHerefore proposes the
synthetic and testable Prime Theory of Motivatiseq West, 2006) as a
basis for developing aids for smoking cessatioris Tha broad theory which
does not attempt to capture details of drug actwrsocial forces but it pro-
vides a coherent framework within existing knowledand where future
findings can be integrated. West argues that ehs¥inttheory is essentially
a theory about motivation and it must be able tooant for all the com-
plexity of human behaviour. A central task of sactheory is to be able to
account for both conscious and unconscious motinaprocesses. West
claims that the human motivational system operatefsve levels of com-
plexity, a system that can be captured by the gonofp.r.im.e”: plans,
responses, impulses, motives and evaluations. @ntat concept in this
theory is identity (self). We have beliefs aboutatvive are, whether we like
ourselves or not, and what we would like to be moitto be — we are able to
form mental representations of ourselves. The fogmice of identity in the
smoking cessation process constitutes the basapierPV.

Studies of the effects of pharmacological treatnaard
NRT

The WHO maintains that the identification and appfoof nicotine as a
dependence-producing drug, as well as an improvetknstanding of de-
pendence, have been crucial to the developmentedfaations (and behav-
ioural treatments) for nicotine dependence (WHM®mA30

When viewing smoking as foremost a medical conditipicotine de-
pendence), the natural choice might be to treatith medicines such as
NRTSs, but also with such pharmacological aids rwitaining nicotine as
Zyban (active substance bupropion) or Champix acBubstance vare-
nicline). The efficacy of these products has beaiuated in several studies
with a more clinical approach. These include test<Champix/Zyban (see,
for example, West et al., 2008; Blak et al., 201hich have showed posi-
tive effects in e.g. reducing craving; comparisan®fficacy between bu-
propion/varenicline and NRT (for example, Jorenbyale, 1999; Aubin et
al., 2008), showing e.g. greater abstinence wighniglp of pharmacological
aids than with NRT; and tests on NRTs alone (faaneple, Stead et al.,
2008), which have concluded that NRTs can incrélasechance to become
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smoke-free. NRTs in comparison with snus have lpeemtioned in “Smok-
ing in Sweden”.

Nicotine replacement may however be consideredhjoyea somewhat
special status: NRT in the form of chewing gum iSwedish invention,
launched in 1981. At the time it was only available prescription, and it
took until 1990 before it could be bought over-tmemter in pharmacies. In
2008 a new law (Law 2007:1455) came into force geamitted the sale of
nicotine products in retail stores (Cisneros Orgph&012). According to
Keane, NRT as a prescription medication linked algcpatient and sub-
stance in a medicalised network, thereby stabgisimoking as addiction.
However, when NRTs moved away from the medical rabrand into the
retail stores, it turned into a more consumer-pkeduct, normalised addic-
tion and made smokers rational consumers (Kearis)20

Studies on self-managed smoking cessation

As shown, both restrictions and interventions haseome more multifacet-
ed in line with increased epidemiological evidemeethe negative health
consequences related to smoking. These includecinablaid as discussed
above and several different forms of other professi treatments such as
hypnosis, acupuncture, information and support feomlistrict health care
centre or psychological treatment.

However, and in spite of many attempts to develffpcve interven-
tions, a classical study by Schachter (1982) inditahat what may be de-
scribed as self-managed smoking cessations argvedyacommon. This
early finding has been supported over the yeamdrt al., 1990; Arboreli-
us, 1993; Zhu et al., 2000; Fl6ter & Kroger, 208a6jberg et al., 2007). Un-
assisted smoking cessation is somewhat neglectedsgarch though, as
most published papers on smoking cessation dehl agsisted cessations.
Also, campaigns, clinical encounters and guideliselslom highlight that
most smokers quit without assistance (Chapman &Kdaezie, 2010).

Smoking cessation is becoming increasingly pathsém to the obvious
benefit of pharmaceutical companies (ibid.). Moerowt has been claimed
that financial support of medical research by ple®untical companies has
increased during the two last decades (Moses &iv&001), which leads
to the question of disproportionate research fodus to funding. While
many studies on medicalisation in artificial segnhave funding from
pharmaceutical companies, there is little researcthe effects of medicali-
sation in real-world settings, on the pathways stnategies to a smoke-free
life (as shown in paper Il in this dissertation)daon unassisted smoking
cessations. This is the case even if Chapman & Mazie (2010) claim:
“/... with the existence of many millions of unassisex-smokers and given
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the ways that international variations in theirtiilition reflect social, cul-
tural, and public-health policy variables, smokg@sgsation in populations is
explained by far more than neurobiology and phaoieayy”.
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DATA AND METHODS

Data

The four papers in this dissertation have madeafs®ur different data
sources: the Monitor Project, which is a runningvey with the overall aim
of estimating unregistered alcohol and tobacco wmpsion; a postal survey
directed to respondents in the Monitor survey whweehceased smoking;
semi-structured personal interviews with a numbdghese former smokers;
and official texts, reports and statistics.

The Monitor Project

This project was run at SORAD between the year©20012, with the aim
to follow the unregistered alcohol consumption weBlen after Swedish
entry into the EU in 1995. Commissioned by SoRAIE tata collection
was run by a market research agency. Ipsos Syn¢aiteer TEMO) con-
ducted monthly telephone interviews, using RanddgitDialing (RDD),
with 1 500 individuals aged 16—84 from a repredar@asample of the Swe-
dish population. All in all, this amounted to abdi8 000 interviews per
year. The interviews were collected via Computestedi Telephone Inter-
views (CATI), where the interviewer follows a conrised questionnaire
and where the respondents were selected throughdtieod of “latest birth-
day in the household”. From 2004 to 2010, the remponse rate in the
Monitor Project increased from about 40 per cer@Gger cent (Ramstedt et
al., 2013), a fact discussed in the section ontditians below. Apart from
basic socio-demographic data and other respondhanacteristics, the ques-
tionnaire covered different aspects of alcohol pases and use, and from
2003 on, also questions about tobacco: travellengort, purchases of
smuggled tobacco and purchases via Internet. Tégonelents were also
asked about their smoking and snus (Swedish snaseetbbacco) use habits
during the past 12 months.

Since the Monitor Project allowed for adding qumssi for special re-
search projects, more detailed questions on tobaseavere included during
the period October 2009-May 2010. More specificatlyese questions
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aimed at sorting out current smokers from non-smgkand, among the
latter, respondents who had smoked but had beehkesfree for at least 12
months (former smokers). Data from the Monitor Ecbjis the empirical
basis of analyses in Paper | (see Appendix 1 gtiestionnaire).

The survey

In addition to providing the empirical underpinniofPaper |, the Monitor

data has also served to screen out former smogkeesKigure 1 for a flow
chart) for a study focusing on various aspect$iefamoking cessation pro-
cess. The project was positively reviewed by thgi&teal Ethical Board.

During the period (October 2009—-May 2010), thenDQ& respondents were
asked whether they had ever smoked on a daily,dasisoeen smoke-free
for at least 12 months. On the basis of this diédimj 2 794 respondents
were considered to be former smokers, and outeshth 882 (67 per cent)
agreed to participate.
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Figure 1. Flow chart showing respondent recruitment
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As shown in Table 1, there are no great differemcessmple characteristics
between those who agreed to answer the surveyhasd who declined.

Table 1. Non-response analysis of the screened former simoke2 794

Agreed to Declined to
participate participate

(n=1 882) (n=912)
Gender (%)
Women 54.5 51.9
Men 45.t 48.1
Age (mean) 56.4 56.C
Education
Compulsory (9 years) 22.1 25.4
High schoc 42.2 39.C
University 35.7 35.F
Occupation
Self-employed 7.3 8.0
Servan 29.2 28.2
Workel 23.1 22.¢
Unemploye: 2.8 3.1
Retired 35.8 35.3
Else 1.8 3.1
Income (SEK)
-14 99¢ 21.€ 27.C
15 000-29 999 53.9 49.5
30 00C— 24.5 23.t
Civil status
Married/cohabitin 71.z 70.C
Unmarried 28.6 30.0

It appears that among those who declined participah the study there
were somewhat more men, more with a low educatwel] more self-
employed or unemployed, and more with a low incoNmne of these find-
ings nevertheless reached a significant level.
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The postal survey covered:

e respondents’ smoking careers from start to cegsafigiga-
rettes/day, changes in frequency and amounts, sfneé&eeriods,
etc.)

 nicotine dependence when smoking the most (modHiEQ3)

» socio-demographic circumstances and personal deasdics
(when started, when smoked the most, when stopgedl,at the
time of the survey)

» personal benefits and negative consequences frakism

* motives and triggers for the last (successful)retimquit

» temporal aspects of the quitting process

» use of formal assistance (nicotine products, otimedications,
therapeutically)

» use of snus (smoke-free tobacco)

» personal benefits and negative consequences fremdhatopped
smoking

* maintenance factors for staying smoke-free.

Most of the questions used pre-coded responsenafiess; just a few were
open-ended questions. Some questions with manytdteesponse alterna-
tives used inventories that made it possible tdigonor contest the pres-
ence of various events or influences. The Fagensifolerance Question-
naire (FTQ; see Fagerstrom & Schneider, 1989) vezsl io measure the
degree to which respondents had been dependenteimstoking at the
time when they smoked the most. This questionrtaak 8 questions to as-
sess the degree of dependence on a scale froniD40The retrospective
design of the survey has led to slight modificasiofithe FTQ scafe

A first draft of the survey was presented and dised at a seminar at
SoRAD, including external tobacco research experiidter revision, based

3 Fagerstrém Tolerance Questionnaire (see furtHembe

4 The questions on the FTQ scale afew soon after you wake up do you smoke your first
cigarette(within 30 minutes, after 30 minute€)p you find it difficult to refrain from smok-
ing in places where it is forbiddgyes, no);Which cigarette would you hate most to give up
(the first one in the morning, any otheljow many cigarettes/day do you sm¢kg or less,
16-25, 26 or more)Do you smoke more frequently during the first haafter waking up
than during the rest of the dqyes, no);Do you smoke even if you are so ill that you are in
bed all day(yes, no);What is the nicotine level of your usual brand igaecettes(0.9 mg or
less,1.0-1.2 mg, 1.3 mg or morB)p you inhalgyes, no).

5 First, the tense was changed from present to (dasyou/did you). Second, the response
options toWhat was the nicotine level of your usual brand ighiette were changed from
cutoff points measured in mg nicotine to the broadght/Gold, Regular cigarettes with
filter, Cigarettes without filter. This was adjustiedorder to make it easier for the respondent
to recall the strength of his/her regular cigasette
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on comments from colleagues, the survey was dispdten April-May
2010. In order to increase the response rate, eygggtionnaire came with
two free cinema tickets which the respondent céelelp even if he/she did
not return a completed form. Three reminders werg sut at regular inter-
vals, and the data collection ended in January 2B§that time, 1 683 re-
spondents (out of 1 882) had answered, yieldingspanse rate of 89 per
cent.

The answers were continuously coded into a SPS& fdatfrom June
onwards by Tove Sohlberg and a research assiStaistdata forms the em-
pirical basis for the analyses in Paper Il and III.

Semi-structured interviews

As part of the postal survey, respondents were adg&ed if they were will-
ing to take part in a personal interview aboutrtlsanoking cessation pro-
cess. In all, 745 respondents (44 per cent) coedea being interviewed.

For convenience reasons a smaller number (n=156)wele residents in
Stockholm county were randomly chosen from the eyidata (using SPSS
version 18.0). Of those, 75 had previously agreguhtticipation.

An information letter with a new request was sautt cesulting in 41 re-
spondents still willing to be interviewed, and 10men and 10 men were
randomly chosen. They were contacted at least ttimnees via telephone
during April and May 2012, resulting in 19 interwig with 10 women and 9
men.

The aim of these interviews was to get a mordeipth and personal ac-
count of what smoking and smoking cessation hadhieathese respond-
ents. The interviews followed a semi-structure@miew guide, which had
been discussed first with colleagues at SORAD dratetfter with col-
leagues at Statens Institutt for Rusmiddelforskn{8¢RUS) in Norway
(Janne Scheffels et al.). After revisions of thédgu pilot interviews were
performed during spring 2012. Some further, mirevigions were made
before the final interviews were performed.

In these final interviews, the respondents wers isked to draw a time-
line and mark periods when they, according to tbein definition, smoked
a lot, smoked a little and did not smoke. The wigaw then addressed how
the respondents experienced, understood and iatedothese changes (how
they explained them, what the context was, how tfedty how people
around them reacted, etc.). Special attention eastdd to identity matters
and whether the changes in smoking also impliechgbs: in the respond-
ents’ identities (Koski-Jannes, 2002). The intemgavere recorded and fully
transcribed.
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Official texts, reports and statistics

The official data sources are various, includingtiStics Sweden, The Swe-
dish Council for Information on Alcohol and Otherugs the Public Health
Agency of Sweden, The Swedish National Institutéd®oblic Health, SOU
reports from the Swedish Government and internatiesources such as the
WHO, the European Commission and the OECD.

These official sources are listed in the referenicesach paper and in this
chapter.

Methods

Quantitative analyses

Apart from regular univariate and bivariate anatysgome more specific
statistical methods were used in some of the papers

Logistic regressions were applied in Paptr dnalyse the association be-
tween personal characteristics and smoking stafasegorical variables
(dummy coded) were entered into logistic regressimuels, aimed at re-
vealing the odds ratios for smoking initiation aiod an eventual smoking
cessation.The logistic regressions were performed using ta#ssical pro-
gram SAS 9.3.

Nagelkerkes quasi R2 value provided an indicatioth® variation in the
dependent variable explained by the model.

In order to reduce items in the inventories to allm number of hypo-
thetical variables (Kim & Mueller, 1978), factoraysis (Principal compo-
nent factor analyses, SPSS version 19) was us&apers Il and lll. The
number of factors to be extracted was determinethéyise of eigenvalue
1. Moreover, rotation (Varimax rotation; see KajsE958) of the factor di-
mensions, identified in the initial extraction aictors, was performed in
order to obtain simple and interpretable factorsréynko et al., 1986),
which were then labelled and given an accurate hpgification based on
theoretical assumptions.

In Paper Il, a multivariate statistical techniqué @uster analysis
(Aldenderfer & Blashfield, 1984) was thereafter dise order to create ho-
mogeneous groups of different persons (units). dPsrdelonging to the
same cluster have a maximal degree of similarityedavant variables, as
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they at the same time distinguish themselves asirasi@ossible from other
clusters, i.e. their degree of similarity to otbkrsters is minimal.

All values were z-standardised, and a hierarchidalster analysis
(WARDs method) was performed by SPSS version 1% f{ransition of
individuals between clusters was made visible lmgstabulating the cluster
solutions of different domains and by analysingeach cell whether the
specific configuration was more frequent (labeltggbes”) or less frequent
(labelled “antitypes”) than could be expected bwrate in binomial tests.
This analysis was conducted with the module EXACibNhe computer
program Sleipner (Bergman & El-Khouri, 1987).

Qualitative analyses

The transcriptions of the semi-structured intendewere analyzed using
basic Content Analysis (e.g. Morgan, 1993; Whitd/i&rsch, 2006) to test
to what extent changes in smoking were relatedentity changes.

The data was analysed by searching for statembatsirtdicated identity
change after smoking cessation, and if there wapmitant differences be-
tween women's and men's descriptions. Identity dedisied in a broad per-
spective, including statements about loss of itignbwn perceptions of
identity change, and also positioning as now bemg-smokers.

Methodological issues

Reliability and validity in retrospective studies smoking

Initially, the respondents were labelled as forreerokers on the basis of
direct questions on smoking habits relating to lds 12 months (see Ap-
pendix 1). Previous studies which have comparadspéctive reports with
contemporaneous reports have concluded that th&isgetatus (whether
the respondents smoke or not) is usually accukasnjodel & Olsen, 1999;
Bernaards et al., 2001; Kenkel, Lillard & Mathi@903). This is in line with

findings from a meta-analysis of studies that camgacontemporaneous
self-reported smoking status with biochemical megK@atrick et al., 1994).
According to Krall et al. (1989) the agreement amoking status was valid
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even for 32-year recall (no difference between ges)dwhich is why a time
period of 12 months, a criterion in the presendgtseems acceptable.

Inaccurate recall is also found to be determinedheysignificance and
motivation of the respondent (Coughlin, 1990). T@rmation letter that
accompanied the postal survey underlined the irapog of the respond-
ents’ own experiences of becoming smoke-free, aatlthey now had the
possibility to actually help others to be smokesfre which was hoped to
boost the motivation.

These former smokers (who agreed to participate® wWeen expected to
answer a questionnaire with a retrospective dedlgnsuch, the question-
naire was most certainly associated with recalténgacy not only in terms
of the respondents’ dating smoking onset and desshack in time but also
when recalling such socio-economic factors anddjfele events as em-
ployment, marriage and ill-health as well as emmuloexperiences and
thoughts in relation to the cessation process. Blustern & Barrett (1974)
compared reported unemployment during “the previeesk” with reported
unemployment during “the previous year” and fouhdttall (women more
than men) understated their unemployment whenlmegal up to a year, in
comparison to the previous week. Furthermore, aly study by Withey
(1954) concluded that accuracy of recall of incayeeerally was not relia-
ble if one was not satisfied with rather gross maess There is most certain-
ly, then, a recall effect concerning both smokiafits and other variables in
this study. As a possible way of decreasing thecgffevery section in the
survey (on previous smoking habits, for example$ weefaced with an in-
struction or reminder designed to stimulate the omgrof that special occur-
rence. The preface could read as follows: “To atéiwour memory it can
be helpful to think of where you lived, who you sp&me with, where you
worked, etc.” Moreover, several response altereat{guch as income, edu-
cation and previous quit attempts) were collapsed broader categories,
accepting some inaccuracy in details. Kenkel e(24103) suggests that ad-
diction researchers who study life-time historiésmoking status should be
cautious and use appropriate statistical methogsddict the probability of
error. In the absence of valid sub-samples no smelyses have been per-
formed in the present study. A reliability test Hemvever been performed
on 20 per cent of the survey data material (SPS8 Batry) by Tove Sohl-
berg and a research assistant. One systematic veaiscovered in one
specific question, and this was corrected in th@leildataset. Otherwise
there were a few random errors which were contidlethe specific ques-
tionnaires and corrected.
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Limitations and strengths

The results presented in this dissertation nedwd toonsidered in the light of
some limitations.

The market research agency which performed thevietgs in the Moni-
tor Project, delivered data from 1500 individuadte month. Respondents
who could not be reached were replaced with othgpondents by the same
RDD method. The sample may therefore not repretbengeneral popula-
tion, so all data was weighted (with weights camngtied by Ipsos) for gen-
der, age, region and household size, making th@lsamore representative
(Gustafsson, 2010)lt is also hard to actually grasp the eventualseen
guences of the decreasing response rate duringtwkdéed period. In 2010,
however, respondents who only could be reachedndhile phone were
included in the sample in order to compare thisigrm the “usual” sample,
interviewed via telephone at home. The analysesskxat on alcohol, indicat-
ing no difference between the groups that woulcehaffected the total con-
sumption (Ramstedt et al., 2013). Moreover, anyasmlof the effects of
missing data was performed by Wennberg et al.,{0A sample of non-
respondents were followed up a year later and ¢bempared to a concurrent
sample of respondent$he results indicatedo difference in the level of
reported tobacco use between the groups.

Keeping this in mind, the Monitor survey data isque in terms of the
great sample size and for being fairly represerdgatf the Swedish popula-
tion. The project has also been evaluated by iatemal researchers from
the Nordic countries, Canada and the USA who hauad neither any seri-
ous criticism against the Swedish way of measualoghol (and tobacco)
consumption nor better methods (Appendix 1 in Radistt al., 2009).

The data also makes it possible to categorisedbgondents intoever
smokers(have never smoked on a daily bas@jly smokers(currently
smoking on a daily basis) afokmer smokerghave smoked daily previous-
ly but quit and have at the time of the interviegeb smoke-free for at last
12 months), and to analyse which socio-demografdgtors characterise
these different categories of smoking behaviounwéier, since the study
aimed at exploring the long-term process to a shfidelife (not necessari-
ly tobacco-free), the focus is on former daily serskwho have been smoke-
free for at least the last 12 months. Current deaypkers and never smokers
were used as reference categories. Occasional sghbkis not been taken
into special consideration because the questioreraimg smoking “from
time to time” was only asked to former smokers. ddicasional smokers

% ltem non-response (missing data on certain questis not a great issue in the Monitor
Project thanks to CATI, where the interviewer is albkdwed to continue in the questionnaire
without choosing an answer. In the survey this tasdled by inputting data in the invento-
ries (SPSS, 18.0).
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who have never smoked daily are categorised asmukers, leading to an
underestimation of smokers in these data.

In the postal survey, designed for the project thet dissertation is the
result of, the data comes only from those who aneeeded to quit smok-
ing. Factors that may oppose a successful cessat@therefore not taken
into consideration. As already mentioned in theisemn “methodological
issues”, this study has a retrospective designysiog not only on specific
events but also on emotional experiences and thsuwigted back in time,
making it far more vulnerable for recall bias.

Moreover, there are fairly great variations in tigiece the last successful
attempt, and therefore it might be a differencehim then prevailing social
context and in the use of Nicotine Replacement dpies (NRTS) or snus
over time and between age groups.

However, this sample of successful quitters is waim being fairly rep-
resentative of the Swedish population and as divela large sample of
1683 respondents. The survey had a response raterefthan 89 per cent,
but it is important to keep in mind that the regpemis made an active
choice to participate in this study already in $leeeening process. It was not
just another questionnaire that appeared in tiedierbox but a study the
purpose of which the respondents were clear abbig.data and design also
enable the capturing of factors that are imporitarihe long-term process to
a successful cessation. Rather than looking afesimgriables, this study
explores the whole process, revealing a more cdmepsve picture of
smoking cessation.
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THE CONTEXT: SWEDEN AS A
WELFARE STATE

Since this dissertation analyses and discussesisgnog&ssation from a so-
cial science perspective, and explores how smo&irysmoking cessation,
as well as changes over time in these respectsyedaéed to socio-
demographic and socio-economic factors as welltragtaral conditions,
this chapter aims at presenting some basic corgkeprerequisites for this
analysis. Sweden is one of the Nordic countrieslypaharing history and
moreover, social structure, and in 1995 Swedenrbeaaember of the EU,
where the member states choose to co-operate omissaes and where the
EU has the right to impose certain rules in certi@as that the member
states are obliged to follow.

Sweden is today considered a high-income counitty relatively small
income inequalities and a high average life expegtaAccording to the
United Nations Human Development Index (2012a), &mehas the world’s
seventh highest living standard and a high leveéaiicational attainment
(with 11.7 mean years of schooling).

These facets can be related to the developmeheof¢lfare state and in-
creasing equality in Sweden.

Social equality

At the beginning of the nineteenth century Swedes wne of the poorest
countries in Europe but evolved into a rich welfa®te with state-
guaranteed welfare principles, such as equal soights and health care
(Cisneros Ornberg & Sohlberg, 2012). Key to thiscess is the fact that
much of the societal resources are managed byubkcsector, that is, by
the state, municipalities and county councils (ST898:6). The growth of
the welfare state and the social security systeanoften attributed to the
struggle of the labour movement for a more equeikesp (Wilensky, 1975).

Also, the Swedish health care system is state-basest hospitals and
primary care centres are publicly owned and offgh{guality care with a
full range of services for everyone, reflectingra@isg commitment to equali-
ty (Olsen, 2013).
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Gender equality

Women’s liberation included demands for equaligtigipation in working
and social life on equal terms and possibilitiesha¥ing a career outside
home.

By the end of the 1960s, Sweden had taken theite&dirope on devel-
oping a new family policy. During the 1970s, gendguality policies began
to be formulated, and labour market issues werg@l priority. The first
Equality Act came into force in 1979 and was redige 1992 (1991:433).
This Act became an important tool of promoting wareeand men'’s equal
rights in terms of work, conditions of employmeuwther working conditions
and work-related development opportunities (SOU 428®). The most
prominent gquestion was women’s long-term place orkimg life, which
required well-developed childcare.

In contemporary Sweden most women are gainfully leyega. This is
made possible by measures such as childcare aadtalinsurance allow-
ing both parents to combine work with family lif€hese measures have
positive effects on both gender equality and fim@nequality within the
family. Sweden ranks second in terms of the geadeect on the Human
Development Index (2012b), not least because ofrmwhs in the labour
market.
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SMOKING IN SWEDEN

This chapter gives, based on previous researclelhi@svsome of the results
from the papers in this dissertation, a histormadrview over how smoking
and other forms of tobacco use have developedfddes is predominantly
on the past half-century and on how the descridehges may be ex-
plained.-

Tobacco use in Sweden historically

Tobacco was introduced to the Swedish populaticsady as the beginning
of the seventeenth century by soldiers returninghfthe Thirty Years War.
National tobacco plantations emerged in the eigltheeentury. At this time
Sweden was a poor country, and the government wes to increase ex-
ports and reduce imports (Tobacco and Match Mus@(i¥). With support
from the Swedish National Board of Trade [Kommeh&gium]7, tobacco
was at the end of the eighteenth century grown lyide Sweden, from
south to north. The last tobacco plantation closed964 (Magnusson &
Nordgren, 1994).

Tobacco use — pipe tobacco and dry nasal snusantgemore prevalent
in the latter half of the nineteenth century, legdio a considerable demand
for raw tobacco. At the beginning of the twentiedntury, the most com-
mon form of tobacco was moisturized snus to puteutige lip (The Swedish
Council for Information on Alcohol and Other DrugSAN], 2012). Ciga-
rettes were not yet widely used.

Cigarette sales and consumption

During the years before the Second World War, alZobtllion cigarettes
annually were sold in Sweden, and in 1939 the &tabunt of tobacco con-

" Founded in 1651 and then responsible for indusigde and shipping.
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sumed was about 8 200 tons (Magnusson & Nordgré84)1 Figure 2
shows the approximate distribution of differentdobo products sold.

Figure 2. Total tobacco sales in 1939, per cent of tons

m Cigarettes
B Snus

m Other smoking- and
chewing tobacco

Source: Figure based on data from Magnusson & Nergd 994.

A few years later, in the mid-1940s, cigaretteB aticounted for less than
one-third of the total amount of tobacco consumed®weden, while snus
represented about 40 per cent and pipe tobaccd abetfifth of the total
Swedish consumption (European Commission, 2004grAlie war cigarette
sales increased rapidly at the expense of salelgaifs / cigarillos, snus and
to some extent pipe tobacco (Magnusson & Norddt®84). By 1963, ciga-
rettes accounted for almost 65 per cent of thd &teunt of tobacco con-
sumed, and around 80 per cent of all the tobaccokedr As Figure 3
shows, cigarette sales started to decrease duringate 1900s and slightly
increased again at the turn of the millennium.
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Figure 3. Sales of cigarettes (millions)
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Source: Swedish Match/Skatteverket
Retrieved from swedishmatch.com on October 7, 2014

Even so, the share of cigarettes of the total atmoiutobacco consumed had
declined at the turn of the millennium and constiduabout 40 per cent (83
per cent of the tobacco smoked) while snus accduioreabout 53 per cent
(European Commission, 2004).

More recent data has estimated the total cigacettesumption in Sweden
at about 6.5 billion (defined as legal cigarettest tare taxed plus unregis-
tered cigarettes brought to Sweden for example travels, and smuggled
cigarettes) (Sohlberg, 2012). Snus is measuredna (in 2012 estimated
sales of about 6.1 tons; Ministry of Finance, 20id)ich prevents direct
comparison, but Swedish Mafcf2014) claims that snus sales increased for
a long time while cigarette sales declined. Howethds pattern changed in
2007, and both cigarette and snus sales decreased.

In the EU, manufactured cigarettes are the mos$épesl tobacco product
and constitute over 90 per cent of the tobacco. sold

8 Swedish Match is a tobacco company with a leagiosjtion in the Scandinavian snus
market. Swedish Match tobacco operations have thrains in AB Svenska Tobaksmono-
polet founded in 1915.
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The cigarette epidemic

Proposed by Lopez et al. (1994), smoking in thesbigped world has com-
monly been described and analysed as a “cigarptteeric”. This model
aims to be able to account for the long delay betwgptake of smoking and
its detrimental effects on mortality that has begperienced above all in the
economically developed countries. In the model {Sgare 4), the epidemic
started around the previous turn of century, peakethe late 1950s, and
was waning again at the turn of the last centuhe Proponents typically
argue that the epidemic runs through four stagesh encompassing two or
three decades, with the development among womaginigdehind that of
men.

The first stage, roughly corresponding to the fitgb decades of the
twentieth century, is characterised by relativdtymy increasing smoking
among men and almost no smoking among women. Té¢@ndestage, in
about 1920-1950 is marked by rapidly increasingkéngopamong both men
and women, but on a much lower level among womenth@ end of the
stage, smoking-induced mortality starts to increaseng men, whereas the
mortality rate among women is still virtually noria.the third stage (about
1950-1980) smoking reaches a peak and starts tme&lenong both gen-
ders, again with women lagging behind. At the satnge smoking-
attributed mortality increases drastically amonghjrend starts to increase
among women, too. In the fourth stage (about 198@ods), smoking con-
tinues to decrease among both men and women. Sgisidnced mortality
peaks among men and starts to decrease, wherea®ittadity among wom-
en is still increasing.

Many have described Sweden today as a prototypstéme 4 of this
model (e.g. National Board of Health and Welfa@)9).
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Figure 4. The original epidemic model.
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From Lopez et al., 1994. Retrieved from tobaccaobfiimj.com on July 15,
2014.

As pointed out by Lopez et al. (1994), the modeihiended as a general
categorisation rather than a description of thecedavelopment in any sin-
gle country, where the specific development mag bis influenced by fac-
tors such as social resources, tobacco control uremasnd general socio-
political changes. The model has recently beentepd®ased on an evalua-
tion of how well the development during the pastaikes has matched the
predictions that could be made from the originadeidThun et al., 2012).
These authors claim that the model still providesasonably useful descrip-
tion of many developed countries, but that itsvatee for developing coun-
tries would need to be improved, especially as eorecwomen. In addition,
they point to important differences in the dynamidhe epidemic between
many developed countries as well (ibid.). For examey identify a poten-
tial north—south gradient, where the course ofeghidemic in the Mediterra-
nean countries seems to lag behind that of theibloalintries in somewhat
different ways for women and men. They also mamtaat in developing
countries at least, the stages need to be desséptately for women and
men.
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Official data on Swedish smoking habits

The first investigation of Swedish smoking habi@svwonducted in 1946 by
Svenska Gallupinstitutet, which reported that aldsutper cent of all men
and 9 per cent of all women were daily smokers (C20LL1). Since then,
various aspects of the development have been fetlaand reported by Sta-
tistics Sweden, for example, the SNIPH, the Nali®@ward of Health and
Welfare, and the CAN. While none of these publitoec offers a compre-
hensive account of how the smoking prevalence ied&n has developed
since the mid-twentieth century, a compilationegarted data gives a fairly
good overview. In 1963, then, almost half of thenna@md a quarter of the
women were smoking (National Board of Health andféive [Socialstyrel-
sen], 1986). By 1977 the share of daily smoking worhad increased to 34
per cent (Statistics Sweden, 2002), whereas theajgmece among men had
gone down to 41 per cent (National Board of Healtld Welfare, 1986).
Thus, the decrease in smoking among men startedgdtive 1970s, while
women'’s decrease did not start until the late 19EdMsopean Commission,
2004). Thereafter there has been an overall dexgredthough the decline
has not been as great for women as it has for ®EIHPH, 2007; Statistics
Sweden, 2007). This led to the internationally ueigituation that since the
mid-19908 Sweden has had more daily smoking women than Seatigtics
Sweden, 2004). In 2012/13 Statistics Sweden regditat 12.4 per cent of
women and 11.2 per cent of men were daily smoKérs.total share of dai-
ly smokers in the Swedish population (16+ yeargsimated to be about
11.8 per cent (Statistics Sweden, 2014). Occasismadkers account for
about 10 per cent of all smokers, raising the tptalalence of smoking to
about 21 per cent (Public Health Authority of Swed2013). Still, the share
of tobacco users (cigarettes and/or snus usersh@miols and boys in the
ninth grade (15-year-olds) has decreased overdmdewas historically low
in 2012 (CAN, 2012). This suggests that the deafjrirend may be relative-
ly stable, as smoking habits are typically estalelis during adolescence
(World Bank, 1999).

Taken together, these data indicate that the Stvelgigelopments fit fair-
ly well with the four-stage model by Lopez et d@994) and Thun et al.
(2014), although with some modifications. Among 8ise men, smoking
seems to have peaked earlier and at a lower léegl in most European
countries and at lower level than assumed by thdemdn addition, the
subsequent decrease seems to have been slightiyrapd, with a smoking
prevalence clearly below 20 per cent at the turrthef millennium rather

®In 2012 the Public Health Agency [Folkh&lsomynditgm] reported that some 11 per cent of
Swedes were daily smokers, both among women and muhile Statistic Sweden in
2012/2013 gave the figures as 11.2 per cent oy dailoking men and 12.4 of daily smoking
women.
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than at over 25 per cent, as described in the mogélopez et al. Among
Swedish women, daily smoking seems to have incdesigghtly less rapidly
but for a longer period than the model assume#$, avjpeak at the end rather
than the middle of stage 3 (in the late 1970s rathen the mid-1960s). Af-
ter this peak, smoking among women in Sweden hasedsed, but more
slowly than among men (Statistics Sweden, 20079, &so more slowly
than described by the model of Lopez et al. (1994 specific Swedish
pattern of the smoking epidemic differs not onlyggnder but also by class,
which may have many explanations.

Gender and class

As shown, the distribution of smoking prevalenceneen women and men
in Sweden has undergone a change over time. Frorg bBmost exclusive-
ly a male habit, smoking has become increasingiyafe, so much so that
Swedish women now have a somewhat higher smokiegafance than
men.

Among women, the continued increase in smokingl uhé late 1970s
may reflect increasing social and gender equatit$$weden (cf. “The con-
text: Sweden as a welfare state”). One possibleiinthat women, during
these years, became socially and economically smtgnt, and to a much
larger share than before entered the labour mamhetthereby new social
circles, where (male) smoking was the norm. Bothgénder pattern and the
social pattern of smoking have changed. Whereakiagaised to be more
common among the affluent groups in society, ittstiito be more common
among the socially and economically disadvantagedkgroups in Sweden
(CAN, 2012). Smoking in the mid-1900s was mostllyadit for successful
men, and the (rather few) women who smoked shoane ibeen independ-
ent, gainfully employed women. Nowadays, smokingmere common
among individuals with a low income, a low levelafucation and among
workers and the unemployed (SNIPH, 2011), thus paidividuals with
less affluent living conditions.

One factor that obviously has an impact on theonati course of the
smoking epidemic is education. A number of stufiesexample, Cavelaars
et al., 2000; Huisman, et al., 2005; Giske et24lQ5) indicate that smoking
prevalence and health problems are inversely ekkatehe level of educa-
tion, but that these patterns also vary with geratet age. The generally
high level of educational attainment in Sweden ‘(Ehe context: Sweden as
a welfare state”), together with the strong focasirdormation in the Swe-
dish smoking control efforts (cf. “Perspectives smoking”), may partly
explain the relatively low prevalence of smokingdathe more rapid de-
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crease in smoking, at least among men, in Swedeoapared with most
European countries.

In Paper I, the influence of factors such as agadgr, education and so-
cial resources and the inclination to take up aod smoking in contempo-
rary Sweden is subjected to a closer analysis, iwhimws most of these
factors to be associated with uptake of smokinggrelis smoking cessation
is associated above all with age and educational.l@nother factor that
has evidently affected the course and shape ddwexlish smoking epidem-
ic is the widespread use of snus.

The role of snus

When the negative health consequences of smokigankie attract attention
in the late 1960s, snus became more popular. A®pan attempt to expand
the consumer group, portion bags were introducatieén1970s — snus cap-
tured in small bags, very much like teabags, wineltle it more tasteful and
the use easier to handle (Swedish Match, 2014).

In 2013 a total of about 11 per cent of all Swed@sper cent of men, and
4 per cent of women) used snus daily (Public HeAlgency of Sweden,
2014), making male snus use more prevalent thae smbking.

However, snus has also been claimed to play aiparhoking cessation,
as a means of becoming smoke-free. Relatively tetaga from Sweden has
estimated that approximately 26 per cent of thedsstemen who use snus
are former smokers (Public Health Agency, 2014).

Snus as part of smoking cessation

Of all successful quitters a vast majority haveually managed to become
smoke-free without any smoking cessation aid (Research in smoking”),
but of those who do make use of an aid, snus isnihet preferred method
(Ramstrém, 2002; Gilljam & Galanti, 2003; Ramstr@Foulds, 2006;
Lund et. al., 2011; Scheffels et. al., 2012). Om¢ive for choosing snus as a
cessation aid may be its ability to provide the kanavith roughly similar,
satisfying, levels of nicotine as do cigarettese¢Btayr, 2005). This may
effectively counteract withdrawal syndromes and, éxample, decrease
perceived stress (however, as discussed in “Pdrgpemon smoking”, not
all daily smokers are addicted to nicotine). Mommwomen (more than
men) have been shown to start using snus as a neédmam reduction
(Gilljam & Galanti, 2003). Large gender differendes/e been found (ibid.)
in the use of snus at the latest quit attempt, gdvhbreflecting the current
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gender difference in the daily use of snus in Swedféomen also seem to
have managed to quit smoking to almost the saneneas men without the
use of snus (European Commission, 2004), wheredingjs from Norway

show that women instead of snus prefer NRTs (Selseét al., 2012). This
is consistent with results from Paper Il in thissertation.

A Randomised Placebo-Controlled Trial (RCT) tegterlefficacy of snus
for smoking cessation by randomising subjects @éisea@and placebo snus
sachets. Early findings indicated that snus wassoipbut that it showed no
difference in effect size compared to those usimgptime replacement
(Fagerstrom et al., 2012a).

Real-world studies have however found the quit fatesmokers to be
positively related to the use of snus (Ramstromo&ilés, 2006; Lund et al.,
2011) and that the total abstinence is higher farssthan for medicinal
products or, for example, professional help (Lundlg 2010). One possible
explanation should be that, as found in experimesttiaies, snus produces a
higher maximum blood concentration in a shorteretithan does nicotine
chewing gum, for instance (Lunell & Curvall, 201And that snus incurs
fewer gastrointestinal side effects than gum (Chleteal., 2010).

Hence, the chances to quit smoking are in genégakh for snus users
(Stenbeck et al., 2009), which underscores the itapoe of snus for smok-
ing cessation in Sweden (Furberg et al., 2008). éd@r, using snus as a
cessation aid to quit smoking may result in a cwdd use (Gilljam & Gal-
anti, 2003; Lund et al., 2010; Scheffels, et a012). Consistent with such
findings, the analyses in Paper Il showed thawald@ per cent of all the
male quitters who had made use of snus as a cassadi were still using it,
while the figure was about 39 per cent for the fienciitters.

Arguments for and against snus

A Swedish study has found that about one thirdlahan made use of snus
in their attempt to become smoke-free but that poritya quit without snus,
leading to the conclusion that snus is not a necgsomponent of smoking
cessation aid on population level (Gilljam & Galag003).

Conversely, another study has found that the cleimggatterns of tobac-
co use and health outcomes in Sweden have overbi@ae positively af-
fected by the use of snus — which would therebelaffected public health,
too (Foulds et al., 2003). Substituting snus fgapkttes, then, might be an
alternative for individual smokers, and indeed tteahre personnel in Nor-
way can now recommend snus in individual caseswisgian Directorate of
Health, 2009).
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If the effect of snus in smoking cessation is mofr@n empirical scien-
tific issue, the question of whether to recommemassn smoking cessation
or not is more of a political/moral question. Aldbe national debate (if
there is one) concerning the potential benefitsmfs in reducing smoking
prevalence is somewhat scattered.

Although the Swedish smoking prevalence is intéonally low, the total
tobacco consumption is on a par with that of ottwrintries. About 21 per
cent of the population (15 per cent of women ange&7cent of men) used
tobacco on a daily basis in 2013. In spite of tBiseden has a very low rate
of tobacco-related illness and mortality — a paratihat is probably due to
the common use of snus and is often referred trhs Swedish Experi-
ence”. This experience is commonly used as an sgguto promote harm
reduction as an important part of tobacco policy] endeed it could serve as
grounds for arguing that snus works as a meansuwh lmeduction both to
current smokers and to others (Cisneros OrnbergpBl®rg, 2012). Such
arguments are presented not least by the industighwwants to keep and
expand the market for smokeless tobacco alterrstiwat also by the gov-
ernment. The official Swedish standpoint is thatssshould be regarded as a
less harmful alternative to smoking and as a pitenteans to become
smoke-free (Cisneros Ornberg, 2013). This healfiects together with the
market issue, is used in appeals to the EU abeuéxbort ban on snus (cf.
“The development of Swedish Tobacco policy in catije

In opposition to these proposals, public healthoadtes such as the
SNIPH and such non-governmental organisations (NGSssychologists
against Tobacco (Psykologer mot tobak) have advesgnst snus as a
method to quit smoking. Their arguments focus @nhiigh levels of nicotine
in snus and on the allegedly unknown health coresops. The SNIPH ar-
gues that snus should not be recommended as dn sidoking cessation,
because such aids should aim at breaking the neatependence, not at
replacing cigarettes with another tobacco prod8ttiPH, 2004). The Euro-
pean Commission (2008) also takes a stand againstas a smoking cessa-
tion aid, claiming that because no controlled ddfienstudy has yet been
conducted, snhus as a means to becoming smokedraetian evidence-
based method.

Different stakeholders apparently emphasise diffesientific results,
and while some want to reduce smoking-related hathers want to eradi-
cate nicotine addiction (Cisneros Ornberg, 2013).

Snus as harm reduction

Snus delivers lower concentrations of harmful cloasithan found in other
smokeless tobacco products and cigarettes (Fotilals, 003; Osterdahl et
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al., 2004). Increasing evidence from Swedish epidiemgical studies on the
use of snus and the risk for cancer are negative,led in 2005 to the re-
moval of the warning text stating that snus caes@ser (Cisneros Ornberg,
2013). Also, links to such cardiovascular diseasesnyocardial infarction

have largely been found negative, but not in tlee @ fatal infarction (Her-

gens et al., 2007). Moreover, in comparison witlolsimy, experts have per-
ceived at least a 90 per cent reduction in theivelanortality risks associat-
ed with the use of low-nitrosamine smokeless tobdtevy et al., 2004).

By making a clear distinction between smokeles@dob products (STP)
and tobacco products meant to be smoked, and atsebn STP and snus,
scientific research suggests different levels ofirhgCisneros Ornberg,

2013). It does indeed seem that there is a riskrasum of tobacco products
(such as the use of snus or tobacco smoking), whictd (2012) has em-

phasised in a study from Norway. This leads to rclusion that there is a
need to better provide smokers with informatiortto relative risks of snus
compared to smoking.

As Lund contends (2009), there is little reasobdbeve that the tobacco
(snus) industry would be motivated by anything ¢lsn commercial inter-
ests. A commitment to improve public health is higly to enter into the
equation. Still, we cannot ignore the experiencesmfSweden and Norway,
the two countries where snus use is common. Thefuseus has increased
at the expense of cigarette smoking in Sweden, lwhiso has decreasing
rates of smoking-related mortality and ill heaBmus as harm reduction is a
complex issue, and while this dissertation doesaimotto cover all aspects, |
do want to raise a major question: should snus,ptammented by other
means and policy interventions, really be ruledasua way toward a society
that might at least in a first step be smoke-freé @ot necessarily tobacco-
free?
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THE DEVELOPMENT OF SWEDISH
TOBACCO POLICY IN CONTEXT

As shown in the previous chapter, there is an anggdebate over how so-
ciety should react to tobacco use and its relatgthb. This chapter gives an
overview over Swedish and international controligye$ in this area, de-
scribes how these have changed during the pastrgeahd aims at present-
ing some perspectives on future development.

Even though Swedish tobacco policy seems succhssfuhave decreased
smoking prevalence and thereby related ill heatith mortality, the country

has by no means acted in a vacuum. For examplerésent Tobacco Act is
to a great deal the outcome of regulations andemtian strategies issued by
the WHO and the EU. Sweden has also traditionally & close collabora-

tion with the other Nordic countries, resultingsmilar views on tobacco

control.

The emergence of Swedish tobacco policy

Swedish tobacco prevention efforts started alreddiie beginning of the
twentieth century with information directed to smok (Magnusson &
Nordgren, 1994), and popular movements with a teamue and religious
focus helped in spreading this information. Asyad 1918 an inquiry in-
vestigated the growing use of tobacco, concludivag information was the
key to a healthier lifestyle. The conclusion wapmrted by the 1920s
Prime Minister Hjalmar Branting who endorsed ertiggiment over statutory
prohibitions. Over the years, NGOs have calledcfamtrolling tobacco use
and reducing negative health effects, while resess; various medical
organisations — including the Cancerfonden (ThedssteCancer Society),
Hjart- & Lungfonden (The Swedish Heart & Lung Foatidn), Lakare mot
tobak (Doctors Against Tobacco) and The Swedishiéé¢dissociation —
and such NGOs as Riksforbundet VISIR (VI Som Int&ét/We who do not
smoke) and Tobaksfakta (Information on Tobaccojel as NGOs with a
focus on youth such as A Non-Smoking Generationg hafluenced the
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development of a restrictive Swedish tobacco pofiisneros Ornberg &
Sohlberg, 2012). In the course of the 1950s and4,9%bacco prevention
became more organised: the National Smoking andthiHéasociation was
established in 1955, and the first smokers’ climés set up a year later. The
health effects of smoking were evaluated by differ@ctors during the fol-
lowing years, leading to information campaigns g@mevention strategies
mainly directed toward children and adolescents.

It was not until the late 1960s and the 1970s these campaigns were
extended to include adults, too, as a responsertadds for more compre-
hensive measures against smoking (ibid.).

Important events in the development of the Swethblacco controls are
shown in Table 2.

Table 2. Tobacco control legislation in Sweden by year

Advertising in media 1975 tobacco industry compelled
to accept advertising restrictions;
first legislation in 1979, then tight-
ened several time

Warning labels on cigarette package 1977

Tobacco Act into force 1993

Age limit In 1997 legal at 1

Smoking on public transport Banned 1993

Smoking in public indoors Banned 199

Smoking in wor kplaces Banned 199

Smoking in restaurants and bars Banned 2005 except in specially
designated smoking rooil

Vending machines Allowed but must be placed in
such a way that cashier can control
buyer¢ age

Display of tobacco productsin retail Allowed

stores

Source: Cisneros Ornberg & Sohlberg (2012). Tadksed by Sohlberg.

Later, the National Board of Health and Welfareetbgr with the Na-
tional Swedish Board of Education called for wagniaexts on tobacco prod-
ucts and bans on tobacco advertising (Magnussoro&ldden, 1994). This
resulted in an Act in 1977 which required conteatldrations on tobacco
packages and health warnings covering 20 per dethtedfront of cigarette
packs and with 16 different warnings in rotatioraitund, 2003).
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When epidemiological evidence on the negative heahsequences re-
lated to smoking grew stronger during the 1980s, thbacco Committee,
the National Board of Occupational Safety and Headtnd the National
Board of Health and Welfare (among others) begareépare guidelines for
smoke-free environments (SOU 1981:18).

In 1990 the National Board of Health and Welfarbrsiited a proposal
(1992/93:185) for a comprehensive Tobacco Act, Wwhincluded a ban on
advertising and featured increased taxes, infoomagind smoke-free envi-
ronments.

The Swedish Tobacco Act

A comprehensive Swedish Tobacco Act (1993:581) datoeforce in 1993.

Today the Act contains rules on smoke-free enviremisy marketing and
warning texts. Smoking on public transport and ubliz indoor places was
banned in 1993 and was followed by a ban on smokingorkplaces in
1994. Smoking in restaurants and bars was bann2@0® except in special-
ly designated smoking rooms mainly to extend snfo&e-working envi-
ronments to restaurant employees, too. In 1997garimit of 18 was intro-
duced for the purchase of tobacco products.

Taxation on tobacco comes under different legmta(il961:34). The law
dates to the 1960s, but demands for an active poligcs were not raised
until the 1990s. Several tax increases have siaea bnacted with the view
of protecting public health.

Over time the Tobacco Act has been strengtheneetraetimes in order
to implement the WHO and the EU policies.

The two key actors in the international tobaccotimrarena are thus the
WHO and the EU, both with great deal of influencetibe development of
tobacco policy on the national level (Cisneros @rgh& Sohlberg, 2012).

WHO

The WHO established the Tobacco Free InitiativelTif 1998 (WHO

FCTC, 2009), and when the WHO Framework Conventiomobacco Con-
trol (FCTC) entered into force in 2003 it was tlrstftreaty ever on public
health (http://www.who.int/topics/tobacco/en/). Bgdthe FCTC consists of
two major parts: core provisions for demand redunc{both price and tax
measures and non-price measures) and to reduchly ¢speh as illicit trade
and age limits for purchase of tobacco productsaldo covers such im-
portant areas as liability, protection of publiahle policies from the inter-
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ests of the tobacco industry, exchange of inforomatind international co-
operation.

The FCTC argues for the importance of co-operatietween different
actors both on a global and a national level. Thev@ntion is complement-
ed by more concrete guidelines, which have beerldped to facilitate the
implementation process at country level. Togethén financial support this
makes it possible, not least for developing coestrto implement the Con-
vention (SNIPH, 2009; WHO FCTC, 2009). Sweden digtiee treaty in
July 2005, one month after the EU joined the CotisanThe implementa-
tion of the Convention is a political and legal cuitment for its parties,
either to accept the Convention as law or, as énSWwedish case, to adjust
the national tobacco law in accordance with thev@ation.

EU

The European Union tobacco policy has shifted flmemg based on eco-
nomic considerations to being more restrictive amlic health grounds
(Duina & Kurzer, 2004). Over the years the EU hagetbped a more prom-
inent role in tobacco control, and almost all mdgt institutions have been
involved in this process, stimulating member coestto take more restric-
tive measures. For other areas of tobacco coniddi as prevention, cessa-
tion and smoke-free environments, responsibilitygimviding the appropri-
ate rules and structures lies with the individuadmber States, while the
EU’s role is to support, complement and co-ordimetonal efforts.

The Nordic countries

The Nordic welfare states have gradually develdpat the mid-twentieth
century onward with similar characteristics bottaatolitical and an institu-
tional level. The arguments have rested on the igeethat universal social
policies will also affect public health (Lundbergag., 2008). Sweden, Den-
mark and Finland are members of the EU (Norwaylaathnd are not) and
are thereby obliged to act in accordance with tbev@ntion. As the Nordic
countries also share certain common linguisticjad@nd historical experi-
ences, for example, there is also a tradition afyistanding co-operation,
mainly channelled through the Nordic Council (setin 1952) and the Nor-
dic Council of Ministers (set up in 1971). As aukshere are many shared
views on tobacco control (Hakala & Waller, 2003).

The Nordic countries have a restrictive tobaccaulegn overall, and
Sweden has by no means always been a forerunnem.tBgugh the law on
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health warnings and content declarations was unajude time, Norway
and Finland introduced an age limit for the purehaktobacco already in
the mid-1970s, while the Swedish age limit at 18rgeentered into force in
1997. Bans on tobacco advertising in the media \ereduced early on in
Norway, Finland and Iceland as well as were natidiaacco Acts (see
further Cisneros Ornberg & Sohlberg, 2012, for Nongrofiles of tobacco
control).

Policy and prevention in contemporary Sweden

Policy interventions have evolved with new medigadings on the negative
health consequences associated with tobacco smdkiegrding to a World

Bank report, the most effective way to reduce tobaconsumption is by
raising taxes (Jha & Chaloupka, 1999), which suiggdsat demand man-
agement is the key to tobacco control.

In Sweden, the most important factors of tobac@hesse been found to
be availability, price and social acceptance. Tihewith tobacco preventive
efforts is thus to reduce demand and availabilitfluence attitudes and
norms, and to provide tobacco cessation aid (Pid#ialth Agency of Swe-
den, 2014). Moreover, the Government has establighe&eomprehensive
strategy to defeat the use of alcohol, drugs, dppind tobacco (ANDT;
Prop. 2010/1147). The overall aim is to set goats @irection for how soci-
etal interventions should be implemented, co-ongith@and followed up. The
strategy has seven long-term goals, which guideAtWBT work in its en-
tirety. These goals include limiting the supply andilability, protection of
children and young people, prevention, early irgation, care and treat-
ment, and guidelines for co-operation with otharrtdes within the EU and
internationally (Department of Social Affairs, 2010

Sweden’s role in international tobacco policy-makin

While Finland’s political goal is to be a smokedrgociety in 2040, Sweden
aims to reduce levels of tobacco use. The natipoalic health policy is
established by the Parliament (prop. 2002/03:38p p2007/08:110), and as
part of the eleventh objective in this policy, fgoals were set for 2014: a
tobacco-free start of life, halving the number dbl@scents who start smok-
ing or using snus, halving the share of smokersngnibe heaviest user
groups and elimination of unwilling exposure to aet-hand smoke. Ac-
cording to a compilation of the tobacco statistiys Tobaksfakta in June
2014, none of these goals will be achieved on sdked
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This failure is probably partly down to the facatiot all actions stipu-
lated by the WHO and the EU have been taken. Oga#aNorway, Fin-
land and Iceland have all adopted a ban on displapbacco products in
retail outlets — something that the Swedish corsafy governmefit was
loath to do (Thornqvist et al., 2011). The governtradso opposed mandato-
ry pictorial warnings, generic and plain packagiag,well as regulation of
ingredients on an EU level. Despite being stipulaby the EU, these
measures have not yet been implemented. As a comseg) Sweden has
been criticised by national NGOs both on the El¢lend during the WHO
negotiations for considering the tobacco industyrsfit possibilities in-
stead.

This is where the “Swedish experience” (descrilretiSmoking in Swe-
den”) comes to the fore. The government uses th@a heduction argument
— claiming that snus should be regarded as a patevdy to quit smoking —
and has questioned the EU’s prohibition againsbegpf Swedish snus to
the EU market in two Court cases. Sweden has threrdfeen criticised by
both national and EU public health representataed by national public
health advocates for acting in violation of the WHObacco Convention
(Cisneros Ornberg & Sohlberg, 2012).

Other shortcomings have also been criticised. Wépielemiological sur-
veillance in Sweden has been found to satisfy élg@irements of the WHO
Convention, it has had to be supplemented with rsoral, economic and
health-related indicators. Sweden also lacks ardmvated research pro-
gramme in tobacco prevention, and greater effosttbabe invested in be-
havioural and action-oriented tobacco research RP&INI2009). Moreover,
there is a lack of continuity in economic suppand in a comparison of
tobacco policies in 30 European countries, Swedas found to need in-
creased funding (Joossens & Raw, 2007).

At the same time, however, the country has met sointke EU obliga-
tions in advance, such as adopting warning lalsets|an on advertising and
creating smoke-free environments. Sweden also hesngprehensive ap-
proach, encompassing legislation as well as NG@ities on information,
education and opinion formation and a well-devetbgenoking cessation
support (Haglund, 2003).

Overall, Sweden’s low smoking prevalence may suggesiccessful to-
bacco control. However, these controls are orientdonly toward public
health but they also have the function of “denorsiad)” smoking, that is,
they are there to influence and change norms atltaral level (Seebg,
2012a). As previously mentioned, an explicit pugpasth the Swedish to-
bacco preventive efforts is precisely to influeatitudes and norms in order
to decrease the social acceptance for smoking.irigadrom Norway sug-
gest (and these may well apply to Sweden, too)whie nobody in a posi-

19 New government from September 2014.

58



tion of authority (within the realm of politics dtwealth) has ever spoken out
in public for stigmatisation of smokers as a publlth instrument (Seebg,
2012b), many smokers nevertheless perceive theesseadg stigmatised

(Scheffels & Seaebg, 2012). This may be a possibleugtended conse-

guence of the strict tobacco regulation (Seebg, 2012
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SUMMARIES OF THE ARTICLES

Paper |

This paper aims to characterise individuals that $iarted to smoke and
individuals that quit smoking, with respect to agex, education, socio-
economic circumstances, and family situation. Meegpit aims to analyse
to what extent these variables predicts smokirtgaiton and smoking cessa-
tion.

The data consists of self-reported data on peatssmoking experiences
from a representative sample of the Swedish pdpualaborn 1930-1994
(n=12 008), collected within the Monitor Projechel analyses include de-
scriptive statistics as well as logistic regressiordels. The association be-
tween personal characteristics and smoking stassamalysed by entering
the former variables into logistic regression medel order to predict the
odds for having ever started to smoke and for ltpewentually quit to be-
come smoke-free.

The logistic regressions showed that smokingjaiton has been most
common among the eldest generation, indicatingcaedsing trend in start-
ing to smoke. Moreover, smoking initiation was sfigantly associated with
being a woman, having middle to high income, a émucational level, and
being single. Present occupational status indic#éted unemployed and
workers had higher odds of having ever startedrnoke. Smoking cessation
was also found to be most common among the eldesrgtion. Men were
more likely than women to have quit smoking, likege with middle to high
income, high education level, and those being mdror cohabiting. Present
occupational status bears no relation to smokirgsaie®n. Over all, the
study concludes that the present situation, witbwa smoking prevalence
over all, however concentrated to rather vulnerajstaups, gives raise for
the need of measures in the social-political fraoméw

In order to disentangle the smoking and cessatédterns during the last
half century or so, the findings are discussedelation to the social and
tobacco policy developments in Sweden.
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Paper I

The second paper analyses typical developmenthivagts of smoking ca-
reers that end up with a smoking cessation witkragn-oriented approach.
By the use of a meta-theoretical model these careere described with
respect to different aspects of initiation, seyeiihe decision to quit smok-
ing and the actual cessation process. The basic ofle person-oriented
approach is that the individual rather than theéalde constitutes the main
unit of analysis and that developmental processe$oasome extent unique
for each individual but that there also are sintiless between individuals.
While a person has an individual profile, this aygmh allows to group indi-
viduals with similar profiles into more or less hogenous groups and
thereby enables a limited number of typical develeptal pathways or ca-
reers.

In order to perform this analysis, data was usethfthe postal survey di-
rected to a representative sample of former smakettse Swedish popula-
tion (n=1 683). The analyses were not performedigenpecifically. Initial-
ly, the items were summarised to form four gendoahains (Origin, Severi-
ty, Decision and Quitting process), and by usiriggiypal component factor
analyses (varimax rotation and eigenvalues>1), ratvedices were con-
structed. Separate cluster analyses (Ward's meathoz-standardised data)
were then conducted for each domain, and the transdf individuals be-
tween clusters was analysed by cross tabulatirsgtbleister solutions. Each
cell was also analysed to establish whether theifspeonfiguration was
more or less frequent (labelled “types” or “antigf) than could be ex-
pected by chance in binomial tests.

The main finding was that there seems to be twoafgbathways, namely
one for more severe quitters and one for more wd&w quitters. Neither
NRTs nor snus was found to be an overrepresentegauwent in any of the
typical pathways: both NRTs and snus were evenidus all trajectories.
This implies that NRTs should not be targeted tp special group of quit-
ters, as it seems to help as little, or as muatalfo

Paper Il

In this third paper the aim is to analyse motiveschanisms, and underly-
ing factors behind smoking cessation and also &n@xe if any gender dif-
ferences could be found, and if so to which extent.

The data comes from the postal survey direatefbimer smokers (n=1
683) from a representative sample in the Swedighilption.
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Descriptive analyses (cross-tables, using ahi@ssess gender differences)
were performed, as were principal component faatalyses (varimax rota-
tion and eigenvalues>1) on several inventories.tdfascores were then
compared between genders with ANOVA.

The findings suggests that women’s smoking andatiessprocess are a
complex phenomenon, which fill several functionslife rather than just
nicotine reinforcement. Men, on the other handg tenhave a more unprob-
lematic and rational approach towards smoking as$ation. Most former
smokers had quit smoking by themselves, without laglp, and very few
had made use of any kind of professional help beitet were more women
than men doing so. This also applies to the udéRifs or snus: a majority
of both women and men quit without such means Iheituse is apparently
gendered with more women using NRTs and more merg uswus when
attempting to quit smoking. Since the smoking ci®sgorocess is clearly
gendered, prevention strategies should strive tgdpeler sensitive — taking
specific needs into account.

Paper IV

This fourth paper aims to explore if, to what extemd in which sense re-
spondents’ narratives about their smoking cessaticlide accounts about
identity change.

Subjects were recruited from a representativepsa of stable former
smokers who previously had answered the postakguin=1683) concern-
ing their process to a smoke-free life, and intr@hato this been asked if
they were willing to take part in a personal intew about their smoking
cessation process. For convenience reasons, ¥E0iawees were randomly
selected among residents in Stockholm county (np26¥d out of these 75
had agreed to take part in a personal intervievierAd second request 41
subjects were still willing to participate. Outtbem, 10 women and 10 men
were randomly chosen, and contacted at least thnes via telephone dur-
ing April and May 2012. The final sample consistd® former smokers (10
women, 9 men), who had been smoke-free for at thastatest 12 months
before the interview. The transcriptions of the sstmuctured interviews
were analyzed using basic Content Analysis (e.grgso, 1993; White &
Marsch, 2006) to test to what extent changes inkargowere related to
identity changes.

In analysing these data | looked for statemehgt indicated identity
change after smoking cessation, and if there wapmitant differences be-
tween women's and men's descriptions. Identity dedisied in a broad per-
spective, including statements about loss of itgnbwn perceptions of
identity change, and also positioning as now bemg-smokers.
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The analyses showed that mainly women had benefftad identity change
in their smoking cessation process, and that meastlyngerceived their
smoking more as a habit than an addictive lifeestyloreover, there seemed
to be a need, for a majority of the smoke-free ettj to distance them-
selves from current smokers.
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CONCLUDING REMARKS AND
IMPLICATIONS

The main aim of this dissertation has been to @eathanges in the Swedish
tobacco consumption since the 1950s, with speamphasis on highlighting
the decrease in smoking. Smoking has previousiy lsaedied from differ-
ent angles, but my starting point is that smoki@ ibad habit (injurious to
one’s health) and is influenced by the culturaltegt socio-economic and
socio-demographic factors, and identity formation.

The dissertation situates itself in social scier@mining changes at a
societal level and how these relate to changesokimg patterns.

While the four papers have different aims, and sply contribute to a
more nuanced picture of smoking and smoking cessati Sweden, they
tell a more complete story when taken together.

Factors that today influence uptake of smoking seebre the following:
being a women, having a low education, being a @odk unemployed and
unmarried/single. It is also shown that startingstooke has been more
common in the eldest generation. Cessation, owotther hand, is associated
with being a man, having a high educational lelielng married/cohabiting
and increasing age.

The medical tradition often explains smoking immsrof addiction to nic-
otine and as the need of nicotine reinforcement, i dissertation shows
that individuals smoke for many different reasooswhich the degree of
dependence is only one), and that the cessatiacegsos a complex phe-
nomenon with several different factors interactinga long-term process,
both on a personal and a structural level. Thegenaultiple pathways to a
smoke-free life.

However, gender differences were found in reasorsrioke, in reasons
to quit and also in strategies to quit smoking. &mp seemed to have filled
a more important role in life for female than foalem ex-smokers, both on a
social level as contributing to a sense of being giaa smoking community,
and on a personal level, such as preventing wejgint WWomen also tend to
quit smoking for aesthetic reasons and for the sékghers while men quit
to improve their physique, that is, for more seitoted reasons. In spite of
the allegedly necessary link between smoking awdtime dependence, a
majority quit smoking without any professional helpother means. There
is however a clear gender difference among thosemdde use of any ces-
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sation aids. Women tended to seek professionaltbedphigher degree than
men and to make use of NRTs, while men more oftan twvomen made use
of snus.

There was also a need for an identity change, angjlace this old iden-
tity, linked and associated with smoking, with sdmey else to remain
smoke-free. This change seems to have mattered tmom®men though.
Moreover, it was shown that these smoke-free stdbjere in need of dis-
tancing themselves from current smokers.

As a whole, smoking is shown to fill several psylogical, social and
symbolic functions.

This dissertation contributes to a more nuancetug@cof smoking and
mostly smoking cessation, but it also raises thtaighd new questions:

As concerns control policy Sweden has a traditidnindormation,

knowledge and rational choice, now coupled withutations and bans, not
least as a result of international co-operatioth# EU and the WHO. The
Swedish tobacco policy has somewhat changed itssfélom information
on the risks of smoking for the active smoker &tnietions aimed at protect-
ing non-smokers from second-hand smoke.
As far as information and knowledge is concerneel,can probably safely
assume that current smokers know the risks of smyolkdlthough not per-
haps the medical details. How should informationfdmenulated to reach
them? Maybe young people are better served by ptigeenformation em-
phasising the risks? And perhaps current smokeghtmnstead be more
receptive to the benefits of being smoke-free? Tetmyld perhaps benefit
from learning that many smokers are able to quither own but that there
are also many means available to them if neededeferred.

Even though Sweden has failed to introduce centaasures (such as
pictorial warnings) stipulated by the EU, the sgtsening of tobacco con-
trol in other arenas continues. As recently as @itbber this year (2014),
the Public Health Agency presented the governmaetit an investigation
with the message that public outdoor places, saatn&rances, playgrounds
and outdoor cafes, should be smoke-free. This rewmation rests on the
premise that there is no level of second-hand snb&t can be deemed
harmless. Moreover, individuals (asthma sufferms gxample) are said to
perceive problems and that those who work in tleeseronments are ex-
posed to passive smoking. According to Chapman7AR@Xcessive second-
hand smoke policies risk branding tobacco contabloaates unfairly as
extremists whose agendas abandon all proportignalithe formulation of
policy.

There may also be a risk that proposals like thiseavoke — in the ab-
sence of evidence-based studies on the actual imacutdoor settings, for
example — a feeling of “enough is enough”, of ifgeng in people’s lives
among smokers and non-smokers alike.
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Another measure is pricing policy, which has bemven to be most effec-
tive. In comparison with Norway, for example, Swedes relatively low
prices on cigarettes. Public opinion polls alsovsltleat there is support for
additional legislative reinforcements. In line withis, a natural step would
perhaps be to just strengthen restrictions ane mises, thereby downplay-
ing the voluntariness that information implies. Beguld this lead to further
reduction in smoking prevalence, to an increasarioking cessations, or are
the remaining current smokers resistant? A studySlRUS on smokers’
attitudes to various tobacco policy measures fotlvad a large group of
smokers was strongly opposed to most proposal§adn such strong re-
sistance had never been observed in earlier asalysad, 2012).

The Swedish smoking prevalence is internationally. [IHowever, there
is a remaining group of smokers for whom smokitig fiarious functions in
addition to nicotine reinforcement. This groupgally more or less margin-
alised, includes many low-educated women on lowrimes. The denormali-
sation of smoking that has occurred during receaty could have the unin-
tended consequence of making smokers feel stigaaatiseven discriminat-
ed. Such feelings and experiences add to a possibhg vulnerable life
situation, leading to new challenges on how to ntbist group’s specific
needs. Will they benefit from strengthened policfesm a greater range of
cessation aids and/or professional help, from tiewkedge that most smok-
ers have the capability to quit without help? Amavishould society respond
to those who do not want to quit smoking?

The differences in relation to gender and classbasgrved in this disser-
tation, are by no means surprising. Differencesvbeh various socio-
economically groups have increased in Sweden sirc@980s (Magnusson
& Nordgren, 1994). Globally, too, smoking prevalenaries by gender and
socio-economic status, as do the related negatedtthconsequences and
mortality (Amos & Mackay, 2010).

The need for gender-sensitive policies in Swedeapjsarent, not least
because more women than men smoke, and becausppbsite is true for
the use of snus. Furthermore, because smoking teadbot of ill health and
premature death, and is more prevalent in socio@uoially disadvantaged
groups and among women, we face a situation wlaamalsnequalities and
gender leads to inequalities in health. So, pdiaad interventions that
reach out to these groups have to be developedEtlilgpean Commission
(2004) suggests that comprehensive tobacco copddadies should imple-
ment measures tailored to the needs of lower samdmomic groups. How-
ever, the findings in this dissertation indicatatteo many factors on both
personal and structural levels interact in the sngpkessation process and
that there are so many different pathways to becemeke-free that “tai-
lored interventions” risk being nothing more thanpgy rhetoric. Such ine-
guality of gender and class points in the directéstructural changes and
social policies. Future research also needs tostigate why people are
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smoking, and what needs smoking fulfils. A morertngh knowledge
about different group’s special motives for smokimguld provide a better
basis for a more nuanced tobacco policy.
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SVENSK SAMMANFATTNING

Den har avhandlingen inom amnet sociologi avsearatysera forandring-
arna i den svenska tobakskonsumtionen under destse6@-60 aren med
sarskild tonvikt pa att belysa minskningen i roknirtifran olika vinklar.

Redan 1950 fann ett flertal internationella sudDoll & Hill, 1950; Le-
vin, Goldstein & Gerhardt, 1950; Mills & Porter,3® Schrek et al., 1950;
Wynder & Graham, 1950) ett samband mellan roknicly longcancer, na-
got som ytterligare befastes av de sa kallade sBriboctors’ Study och
Hammond Horn Study som publicerade sina result&41¥id slutet av
1950-talet, bérjan av 1960, var den vetenskapleashingen stark géallande
sambandet mellan rokning och ohalsa. Sambandeamgdissiv rokning och
lung cancer lat emellertid vanta pa sig till borfan1980-talet da tva studier
(Hirayama, 1981; Trichopoulos et al., 1981) pubkcke sina resultat.

Idag ses rokning som ett globalt folkhalsoproblsom skérdar cirka 6
miljoner liv varje ar, inklusive cirka 600 000 ickékare som ett resultat av
passiv rokning. Varldshalsoorganisationen uppskaita denna siffra kan
oka till mer an 8 miljoner runt ar 2030, om intbvatliga atgarder satts in.
Denna utvidgning av fokus fran den individuella atén till att inkludera
aven tredje part (harm to others) mdjliggjordewidjsk framvéaxt och under
de senaste artiondena har internationella reglarintarbetats, framst genom
Varldshalsoorganisationen och den Europeiska Uniosem ocksa har pa-
verkat framvaxten av den nationella tobakskontrolle

Den forsta rokvaneundersokningen i Sverige géaatas 1946 och visade
att cirka hélften av alla méan och cirka var tiokgtena rokte dagligen. Déar-
efter okade andelen rékande kvinnor till 34 proc&ntl977 medan mans
rokning minskat till 41 procent. Mans rokning bdlgaalltsd minska under
1970-talet medan kvinnors rdkning inte borjade kenfrran i slutet av det
decenniet. Darefter har rokningen gatt ned totah minskningen har inte
varit lika stor for kvinnor vilket har lett till &iSverige, som ett av fa lander i
varlden, har fler dagligrokande kvinnor an man.t Bealltsd inte bara en
tydlig genusskillnad, det ar ocksa en social (Rlakdinad som gor sig gal-
lande; rokning har gatt fran att, i mitten av 19at, vara vanligast bland
man i hégre samhallsklasser till att nu vara vadidgoland kvinnor i socialt
och ekonomiskt mer sarbara grupper.

Rokning (tobaksanvandande) ar ett vaxande fargkomrade och allt
storre resurser laggs internationellt pa att mirskaindingen och de med
rékning relaterade skadorna. Dock har rok-forskaimdill storsta delen
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kommit att utféras inom folkhalsoomradet, med fokus prevalens och
sambandet mellan rokning och ohalsa, eller inomnaedicinska omradet,
dar fokus ligger mer pa tobaksrelaterade sjukdoochr effekten av olika
farmakologiska och/eller beteendevetenskapliga hihgar. Utdver det
har ocksa en stor del forskning om policyatgaradr effekten av dessa be-
drivits. Fa studier har alltsd haft sin utgdngspurén samhallsvetenskaplig
kontext, och annu farre har analyserat varfor iin@iv borjar roka, och an
viktigare, varfor de slutar att roka samt hur oarfér rokmonstren pa en
aggregerad niva forandrar sig 6ver tid och mellikaogrupper i befolk-
ningen. Denna avhandling tar alltsa avstamp i fr&gm dessa.

Den forsta artikeln undersoker om och hur foréagar i rokmonstren kan
forstas och forklaras i relation till Sveriges utkting till en véalfardsstat och
ocksa i relation till socio-demografiska och soel@nomiska omstandighet-
er. Den andra artikeln fokuserar pa de langsiktiggarna till ett rokslut
genom att urskilja flera, distinkta, vagar franiakikare till rokslut. Den
tredje artikeln analyserar genusskillnader med evde pa anledningar att
roka, erfarenheter av rokning och av centrala delsdkslutarprocessen.
Slutligen behandlar den fjarde artikeln fragan @kslut kan beskrivas som
en process av identitetsforandring.

Resultaten visar sammantaget att rokstart oksiutvarierar med socio-
demografiska och socio-ekonomiska faktorer vilkat kett till en grupp
rokare som ar forhallandevis sarbara i de aspekt®at har ocksa visats att
rokslutarprocessen ar komplex, med faktorer pa Ip&dsonlig och struktu-
rell nivd som samverkar i den langsiktiga processiket leder till ett antal
olika vagar till ett rokfritt liv. Dessutom visadmalyserna pa genusskillna-
der i anledningarna till att roka, till att slutdka, och dessutom aven i stra-
tegierna for att bli rokfri. Det tycks ocksa som daet behovs en viss forand-
ring i identitet, i uppfattningen av sig sjalv, féit forbli rokfri.

Dessa pavisade skillnader i klass och genus pekaattpstrukturella och
socialpolitiska forandringar kan behdvas for athska antalet rokare ytterli-
gare.
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APPENDIX

Wording of key screening questions in the Monitasjéct

1. Have you, during the past 12 months, on a regwaistused tobac-
co which can be smoked (cigarettes, pipe tobadgarsicigarillos)?

Yes (if so, considered as daily smokers)

No
Don’t know/no answer

(if No)

2. Have you ever, during at least 12 consecutive nsrah a regular
basis used tobacco which can be smoked?

Yes (if so considered as former smokers)
No (if so considered as never smokers)
Don’t know/no answer

(if Question 1= No and Question 2=Yes)

3. What have your smoking habits been during the 1&stmonths?
Have you...

... hot smoked at all

...smoked occasionally but not regularly
Don’t know/no answer
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ORIGINAL PAPERS I-IV
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