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SO 326: POPULATION AND SOCIAL CHANGE (Richard Lampard)

Handout for Week 19 Lecture: Contemporary Mortality: Suicide and Lung Cancer
This topic focuses on a comparison of these two sources of mortality with each other (and, to an extent, with other causes of mortality.) These two forms of mortality are of particular relevance in terms of the scope for intervention: the latter is often seen as largely ‘preventable’; the former is typically viewed as a cause for concern and therefore an appropriate focus for intervention.

Contemporary mortality patterns
The empirical importance of different causes of death varies with age (see overhead: Table 7.3 on p263 of Coleman and Salt, 1992). For all but young adults and children, cancer and ischaemic heart disease are of central importance, accounting for more than half of deaths. About a third of cancer deaths can be attributed to smoking. For younger adults suicide is of greater proportional importance and is responsible for a sizeable minority of deaths.

20th century trends in suicide and lung-cancer-related mortality

(See Coleman and Salt, 1992 [Chapter 7] for background material).

Lung cancer was rare before the 20th century. About 90% of lung cancer deaths are attributable to smoking. See the following for recent findings regarding lung cancer trends: 

· Rowan, S. 2007. ‘Trends in cancer incidence by deprivation, England and Wales, 1990-2002’, Health Statistics Quarterly 36: 24-35.
Suicide rates have fluctuated during the 20th century, with troughs during wartime and a peak around the 1930s depression. See the following:

· Charlton, J. et al. 1992. ‘Trends in Suicide Deaths in England and Wales’, Population Trends 69: 10-16.

· Charlton, J. et al. 1993. ‘Suicide deaths in England and Wales: trends in factors associated with suicide deaths’, Population Trends 71: 34-42.

· Kelly, S., Charlton, J. and Jenkins, R. 1995. ‘Suicide Deaths in England and Wales, 1982-92: the contribution of occupation and geography’, Population Trends 80: 16-25

· Kelly, S. and Bunting, J. 1998. ‘Trends in suicide in England and Wales, 1982-96’, Population Trends 92: 29-41.

· Bunting, J. and Kelly, S. 1998. ‘Geographic variations in suicide mortality, 1982-96’, Population Trends 93: 7-18.

· Brock, A., Baker, A., Griffiths, C., Jackson, G., Fegan, G. and Marshall, D. 2007 [2006]. ‘Suicide trends and geographical variations in the United Kingdom, 1991-2004 (Corrected version)’, Health Statistics Quarterly 31: 6-22.
· Thomas, K. and Gunnell, D. 2010. ‘Suicide in England and Wales 1861-2007: a time-trends analysis’, International Journal of Epidemiology 39.6: 1464-1475.
Note that classifying deaths as suicide is not an ‘exact science’; there are a large number of deaths whose cause is undetermined but whose characteristics and patterns suggest that they could be reasonably classified as such. (Note therefore the limitations of official statistics in this context; note also that international comparisons of suicide levels may consequently be difficult). Note also the (blurred) distinction between actual suicide and ‘attempted’ suicide/‘parasuicide’/deliberate self-harm (see Bebbington et al. 2010 for findings relating to the latter).
Age, class and gender differences

Demographers often have to distinguish between age, period and cohort effects (see Wolinsky, 1993, ‘Age, Period and Cohort Analyses of Health-Related Behaviour’, Chapter 3 of Dean, K. (ed.) Population Health Research. London: Sage: pp54-73).

In the case of lung cancer, given the extent to which it is a reflection of smoking, death rates reflect the smoking history of cohorts, and also a greater impact with rising age (presumably in part reflecting smoking duration). Period effects are likely to be of less immediate significance.

Mortality from lung cancer peaked in the cohorts born in the first decade of the 20th Century (see overhead: Figure 7.3 on p260 of Coleman and Salt, 1992). The effects of a period-based decline in smoking are evident in the divergent age-specific mortality rates in the year of death graph.

Gender differences are evident on the first page of the accompanying handout. Differentials in rates (per 1,000,000) for older age groups are much higher than for younger age groups. Note that for 65-69 year olds the trends in the rates for men and women in the 1970s and 1980s were going in opposite directions. Note also that there are gender and status differences in the effectiveness of intervention programmes (pp2-3 of accompanying handout).

Class differentials in lung cancer mortality have increased over time and are greater for younger age groups (see first page of accompanying handout). Class and gender differentials in smoking, and smoking cessation, can be seen on page 4 of the accompanying handout. The smallest decline (1972-1992) has been among women in semi-skilled and unskilled manual occupations. (See also Jefferis et al., 2004; Harman et al., 2006). Using data on 21 high-income countries that separate smoking deaths from other deaths, Pampel (2002) shows that the reversal in the direction of change in the sex differential in mortality results from increased levels of smoking among women relative to men.

Male suicide rates are higher than those for women. The two rates varied ‘in parallel’ until the early 1970s, and then diverged. (However, parasuicide is more common among women than men, especially in the case of young women. [See, e.g., Jack, R. 1992. Women and Attempted Suicide. Hove: Lawrence Erlbaum Associates; see also Smalley et al., 2005]. 
Age-specific rates have converged to an extent for both men and women, having in the past risen markedly with age. This appears in part to be a cohort effect with more recent male cohorts having higher rates at each age. McClure (2001) found that there has been a substantial increase in suicide rate between the 1970s and the 1990s for males aged 15-19 years, which may reflect increased psychosocial stress

Suicide rates are higher (for men) at the extremes of the class structure, i.e. Registrar General’s Classes I and V. Unemployment is also an influential factor.

Theorising about suicide and lung cancer as sources of mortality

Other factors which are linked to the risk of suicide include: mental and physical illness; personal attitudes and perspectives; life-events; economic and cultural change; access to means of suicide (note that the method used is gender-related); marital status; alcohol and drug misuse; being in prison; HIV/AIDS; religious attendance (though not necessarily the prevailing religious denomination in a locality {Durkheim}); ethnicity. {See Pritchard, C. 1995. Suicide: the Ultimate Rejection? A Psycho-Social Study. Buckingham: Open UP}.

Note that there are cross-national differences across the Western world but that the gender difference is a repeated feature.

Durkheim’s study of suicide, and his classification of suicides as egoistic, anomic (i.e. tied to anomie), altruistic and fatalistic, is a classic. The key issue raised by Durkheim is social integration. Discussions of Durkheim’s study can be found in Giddens (1978), Lukes (1992), and Douglas (1967), though as noted by Atkinson: “The suicide problem, and particularly Durkheim’s formulation of it, has been used by sociologists as a resource for making general points about sociological procedures rather than as a topic for research” (Atkinson, 1978: 33). [See also Lukes, S. 1992. Durkheim; Pickering and Walford, 2000; Kushner and Sterk, 2005; Graeff and Mehlkop, 2007]. However, see Wray et al. (2011) for a recent discussion of the ‘Sociology of Suicide’).
Other theories discussed by Douglas (1967) focus on: status change; role conflict; loss; social isolation; powerlessness; frustration; inwardly-directed aggression. Other authors highlight the importance of taking into account social/cultural factors, economic factors, life-events, psychological factors and psychiatric factors. [See also Joiner, 2007; Baudelot and Establet, 2008]
Atkinson (1978) identifies a problem with the sociological study of cases of death which have been identified as suicides. A post-hoc ‘story’ of the sequence of events/situation preceding a ‘suicide’ may have been constructed in a way which depends on ‘common-sense theorising’; (unfortunately?) such theorising may consequently underpin the later theorising of sociologists who study such cases. According to Atkinson, ethnomethodologists can learn something from studying how experts and other members of society describe and try to make sense of the behaviour of those who ‘commit suicide’. However, this is very different from understanding what is labelled by others as ‘suicide’ from the perspective of the individuals who ‘commit suicide’, and from understanding the way in which structural factors underpin the behaviour. [See also Langer et al., 2008].
In the context of smoking, Graham (1993) discusses the use of smoking as a coping mechanism in the case of working class women. However, smoking as a form of behaviour has not (until fairly recently?) been theorised about to the same extent that suicide has. Studies of smoking have largely been descriptive and policy-orientated. (Marsh and McKay, 1994, examine the relationship between poverty and smoking; in a detailed study, lone parents living in rented accommodation and relying on social security benefits were found to have smoking levels in excess of 75% (Dorsett and Marsh, 1998)).

Research on smoking in the last decade or so has focused disproportionately on women and adolescents, two groups who might, for different reasons, be seen as specifically important targets for intervention. (There are a number of papers in this area in the journal Social Science and Medicine, (e.g. Payne, 2001), which also on occasions contains papers relating to suicide (e.g. McNaught and Spicer, 2000).

Recent work focusing on adolescents includes Lloyd and Lucas (1998), who argue that “smoking actually fulfils a variety of functions in the everyday lives of many adolescents”. (They found that smoking was seen as a “badge of maturity” and that it is strongly linked with body image). [See also Wearing and Wearing, 2000].
Policy responses to mortality from these sources
Pritchard, among others, favours a bio-psycho-social approach to suicide which takes into account people’s unique cognitive perceptions of their situations, but views them in their social and economic contexts. He views suicides as classifiable as psychiatric(ally)-related and/or stress-related (these may both be the case in a specific instance), and sees responses being necessary both to mental ‘illness’ and ‘the underclass’. Both ‘scenarios’ can be tied to the broad idea of ‘rejection’. The form of intervention may include medication/a pharmacological response, psycho-social counselling, and attention to the individual’s socio-economic context and level of social support.

Aldridge (1998) sees there as being common ground between different viewpoints on suicide, and suggests that one should “consider suicidal behaviour as a socially interactive process between, and involving, a number of persons within a particular social context” (p39). Attention should therefore be addressed to the individual’s ‘social milieu’, and intervention should target whole families; a systemic (systems theory) perspective is seen as an appropriate route towards understanding the individual’s behaviour in context.

There are growing literatures on suicide prevention strategies (e.g. Platt et al., 2006) and smoking cessation (e.g. McNeill et al., 2005; Denscombe, 2007; Spencer, 2007).

A past government’s Health of the Nation strategic report (1992) set targets for reducing suicide rates and smoking prevalence, and set out some measures by which it was felt that these targets might be achieved. The range and nature of the targets was later revised, but both these sources of mortality still featured prominently. In December 1998, a Government White Paper on Tobacco, ‘Smoking Kills’, set three targets on children smoking, adults smoking and smoking during pregnancy (Department of Health, 1998). 

These targets are echoed in DoH (1999) Saving Lives: Our Healthier Nation
(http://www.archive.official-documents.co.uk/document/cm43/4386/4386.htm): 

· to reduce smoking among children from 13% to 9% or less by 2010, with a fall to 11% by 2005 (with prevention measures including restrictions on advertising and tough action on under-age sales).
· to reduce adult smoking from 28% to 24% or less by 2010, with a fall to 26% by 2005 (with prevention measures including new NHS services to help people stop smoking, starting in the most deprived areas, and Nicotine Replacement Therapy, etc., being available on NHS prescription).

· to reduce the numbers of women who smoke during pregnancy from 23% to 15% by the year 2010 with a fall to 18% by the year 2005.

In addition, there is a suicide-related target:

· To reduce the death rate from suicide and undetermined injury by at least a fifth by 2010 (“The factors associated with suicide are many and varied … Implementation of the  strategy will be taken forward by the National Institute for Mental Health in England (NIMHE) as one of its core programmes of work”.)

Possible public health responses include both legislation and the ‘stigmatisation’ of smoking (see Hargreaves et al., 2010; Bell et al. 2010).
However, it is not necessarily the case that either rates of suicide or rates of smoking will respond to intervention to the desired degree (see, e.g., Pritchard, C. 1995. ‘Unemployment, Age, Gender and Regional Suicide in England and Wales 1974-90: A Harbinger of Increased Suicide for the 1990s?’, British Journal of Social Work 25: 767-790). 

Department of Health. 1992. The Health of the Nation: A Strategy for Health in England. London: HMSO. [In the Official Publications room at 41 M 35 cm.1986; Cancers: pp65-80; Mental Illness: pp81-91].

Department of Health. 1998. Smoking Kills: A White Paper on Tobacco. London: The Stationery Office.

Note that there are a large number of journal articles on the reading list that relate to the various factors related to suicide and smoking that are mentioned in this handout.

