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■ In 1995 tobacco was responsible for 120,000
deaths of people over 35 years of age in the
UK and rates of tobacco use are increasing,
particularly in young people.

■ Research evidence shows that there are highly
cost-effective ways to help people stop
smoking.

■ Health professional advice about quitting can
achieve cessation rates of 2%. This quit rate
can be increased to around 12% in motivated
patients by adding nicotine replacement
therapy.

■ Health professionals should systematically
identify patients who smoke and encourage
and support them to stop.

■ The use of nicotine replacement therapy
should be encouraged in those smokers who
are motivated to quit.

■ Health professionals should encourage and
help pregnant women to stop smoking.

■ Some health professionals would benefit
from training in smoking cessation
techniques.

■ Health authorities and other health service
commissioners should develop co-ordinated
smoking cessation strategies and fund their
implementation.

Smoking

Cessation: What

The Health

Service Can Do



HAZARDS OF SMOKING 

The health hazards of smoking are large and
well established.1,2 Several diseases, including
lung cancer, other lung disease, and heart
disease are more prevalent in smokers.
Tobacco smoking is now the greatest single
cause of illness and premature death in the UK,
with more than 120,000 deaths of people aged
over 35 years attributable to smoking.3

Environmental tobacco smoke has also been
linked with lung cancer in non-smokers.4

The use of tobacco during pregnancy is one of
the most important risk factors for neonatal
and late foetal death.5,6 In addition, parental
smoking is estimated to be responsible for at
least 17,000 children under the age of five
being admitted to hospital each year in England
and Wales.7

Disease risks are reduced following smoking
cessation and those smokers who stop before
middle age can avoid most of the excess risk
they would have suffered.2

TRENDS IN SMOKING

Regular cigarette smoking in Britain declined
from 1974 to 1994, with the proportion of
smokers falling from 51% to 28% for men and
from 41% to 26% for women. Since 1994
however, prevalence has increased; largely
attributable to an increase in the number of
young people who smoke regularly.8 Therefore,
taking action to reduce smoking is a priority. 

This issue of Effectiveness Matters summarises
the research evidence about the effectiveness of
methods to promote smoking cessation.  It is
based on the findings of good quality
systematic reviews from several countries.
These include only randomised controlled trials
(RCTs) with at least 5-6 months follow-up
because relapse is highest in the first few
months of quitting.9-13

Detailed smoking cessation guidelines are being
produced by the Health Education Authority
and a Government White Paper on Tobacco
Control is being published.  Research on
methods to prevent people starting to smoke,
particularly relevant for young people, will be
considered in a future issue of the Effective
Health Care bulletin series.

EFFECTIVENESS OF INTERVENTIONS

There are a number of smoking cessation
interventions which are effective, such as brief
advice from a health professional and the use
of nicotine replacement therapy (NRT).
However, there is insufficient evidence of the
effectiveness of a number of other interventions
such as the use of antidepressants, anxiolytics,
aversive conditioning, acupuncture, hypnosis,

mecamylamine, and self-help materials
(booklets, pamphlets and manuals). (See box)
Clonidine can be effective but side-effects, such
as sedation affecting up to one third of users,
have been reported.19,20

Advice from health professionals

Brief advice to stop smoking given by health
professionals, taking around 3 minutes, has
been shown to decrease the proportion of
people smoking by around 2% when compared
with patients who did not receive any advice.9, 13

Given the large number of smokers who have
contact with health professionals, a 2%
reduction represents a significant population
health gain.  Increasing the intensity of advice
(i.e. the time spent giving advice on smoking
and the duration of follow-up) improves the
effectiveness, decreasing the proportion
smoking by around 3–5%.9, 13 However, more
intensive advice may not always be feasible in
primary care because of the resources required.

Nicotine Replacement Therapy

Trials have shown that the use of NRT
decreased the proportion of people smoking by
around 12% in more motivated patients who
were self-referred.13 In all these studies some
form of additional support, ranging from brief
advice to more intensive forms of counselling,
was provided alongside the NRT.

NRT is available in a number of forms, such as
transdermal patches, chewing gum, nasal spray
and inhalers.  In the most heavily dependent
smokers (i.e. those craving a cigarette on
waking and/or who smoke more than 20
cigarettes per day), higher dose nicotine gum
(4mg) is more effective than 2mg gum or
nicotine patches.10,12

Among less dependent smokers the nicotine
patch is as effective as 2mg chewing gum,12 it
needs less detailed instruction and is probably
more convenient to use.9,10 Newer forms of
NRT, such as nicotine inhalers and sprays,
appear to be as effective as patches or gum,
although they have not been as extensively
evaluated.10
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Reported adverse effects associated with
nicotine gum include hiccups, gastrointestinal
disturbance, jaw pain and mouth soreness.
Nicotine patches have been associated with mild
skin sensitivity and irritation.  This may affect a
large percentage of users but has not been
shown to affect adherence.10 Weaning off NRT
should be encouraged, although its use is
preferable to a return to smoking because it
does not contain the toxic substances, such as
tar, found in cigarette smoke.9,21

WEIGHT GAIN

Most people who stop smoking gain weight.  For
some people, concern about weight gain is an
important impediment to smoking cessation.22

Smokers should be informed that weight gain is
common but that the associated health risks are
far outweighed by the benefits of stopping
smoking.9,23 NRT can delay weight gain until
smokers feel ready to follow a weight control
strategy.9

SMOKING IN PREGNANCY

A number of women quit smoking during
pregnancy without assistance.9 However, a
significant proportion of women continue to
smoke and this has increased from about one in
four in 1992 to about one in three in 1996.24

Smoking among younger pregnant women from
lower income groups is particularly high.3

Prenatal counselling consisting of at least 10
minutes person to person contact, combined
with written materials tailored to pregnancy,
can double cessation rates to about 15%.9

Increased contact with health professionals
during the prenatal period provides more
opportunities to intervene.

Many women report personal benefits of
smoking during pregnancy (e.g. stress relief)25

and any cessation programme should be
accompanied by support, and offered with
sensitivity.

COST-EFFECTIVENESS

Analyses have consistently reported that smoking
cessation interventions are relatively cheap ways
of saving lives and reducing morbidity.26-28 The
interventions reported above are, therefore, a
good use of NHS time and resources.

PROMOTING THE USE OF SMOKING
CESSATION INTERVENTIONS

There is evidence that the NHS could do more
to promote smoking cessation.  In a recent

national survey, for example, only 38% of
current smokers recalled being given advice on
smoking by their GP and 13% by someone else
at the surgery.29 There is good evidence that
training health professionals to offer smoking
cessation interventions in primary care settings
and providing chart or computer-based
reminders increases the frequency with which
such interventions are offered.30 The impact of
this on smoking cessation rates is however,
unclear.

Health authorities and primary care groups
should work together to ensure the
implementation of these effective interventions.
This should build upon national action against
smoking, such as increased taxation and
advertising bans, other national initiatives such
as Quitline and ‘No Smoking Day’, and local
initiatives such as community campaigns.

RecommendationsRecommendations

■
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Smoking cessation interventions are
highly cost-effective, therefore:

■ health professionals should identify
smokers, encourage and support
them to stop and provide follow-up. 

■ health professionals should
encourage the use of NRT in those
smokers who are motivated to quit.

■ pregnant women should be offered
intensive advice and support to stop
smoking. 

■ health authorities and other
commissioners of health care should
develop local strategies for
promoting smoking cessation which
build upon national initiatives such
as 'No Smoking Day' and Quitline 
(0800 002200) and, where 
appropriate, assist by suitable 
training of health professionals.

■ action against smoking at a local
level should be monitored in order
to promote implementation.



FURTHER INFORMATION
If you would like further information please contact:
General Enquiries: 01904 433634
Information Service
(including databases): 01904 433707
Publications: 01904 433648

Fax: 01904 433661
Email:revdis@york.ac.uk
University of York, Heslington, York, YO1 5DD.

NHS CENTRE FOR 
REVIEWS AND DISSEMINATION

Promoting the application
of research-based knowledge
in health care.

REFERENCES

1. Peto R, Lopez AD, Boreham J, et al.. Mortality from
tobacco in developed countries: indirect estimation
from national vital statistics. Lancet 1992;339:1268-
1278.

2. Doll R, Peto R, Wheatley K, et al. Mortality in relation
to smoking: 40 years' observations on male British
doctors. BMJ 1994;309:901-911.

3. The Health Education Authority. Tobacco control in
England: Communication strategies of the Health
Education Authority. London: The Health Education
Authority, 1997.

4. Hackshaw AK, Law MR, Wald NJ. The accumulated
evidence on lung cancer and environmental tobacco
smoke. BMJ 1997;315:980-988.

5. Doll R, Gray R, Peto R, Wheatley K. Tobacco related
diseases. J Smoking Related Diseases 1994;1:3-13.

6. Cnattingius S, Hagland B, Meirik O. Cigarette smoking
as a risk factor for late fetal and early neonatal death.
BMJ 1988;297:258-261.

7. Royal College of Physicians. Smoking and the Young.
London: Royal College of Physicians of London, 1992. 

8. Office for National Statistics. Cigarette smoking in
Great Britain - 1996. London: HM Stationery Office,
1997. 

9. Agency for Health Care Policy and Research. Smoking
cessation. Clinical practice guideline. Agency for
Health Care Policy and Research, 1996.

10. Silagy C, Mant D, Fowler G, Lancaster T. Nicotine
replacement therapy for smoking cessation. In
Lancaster T, Silagy C, Fullerton D (eds.) Tobacco
Addiction Module of the Cochrane Database of
Systematic Reviews. Available in the The Cochrane
Library (database on disk and CDROM). The Cochrane
Collaboration; Issue 1. Oxford: Update Software, 1998.

11. Silagy C, Ketteridge S. Physician advice for smoking
cessation. In Lancaster T, Silagy C, Fullerton D (eds.)
Tobacco Addiction Module of the Cochrane Database
of Systematic Reviews. 1998 op. cit.

12. Ling Tang J, Law M, Wald N. How effective is nicotine
replacement therapy in helping people to stop
smoking. BMJ 1994;308:21-26.

13. Law M, Ling Tang J. An analysis of the effectiveness of
interventions intended to help people stop smoking.
Arch Intern Med 1995;155:1933-1941.

14. Hughes J, Stead LF, Lancaster T. Anxiolytics and
antidepressants in smoking cessation. In Lancaster T,
Silagy C, Fullerton D (eds.) Tobacco Addiction Module
of the Cochrane Database of Systematic Reviews. 1998
op. cit.

15. Lancaster T, Stead LF. Silver acetate for smoking
cessation. In Lancaster T, Silagy C, Fullerton D (eds.)
Tobacco Addiction Module of the Cochrane Database
of Systematic Reviews. 1998 op. cit.

16. Hajek P, Stead LF. The effect of aversive smoking on
smoking cessation. In Lancaster T, Silagy C, Fullerton D

(eds.) Tobacco Addiction Module of the Cochrane
Database of Systematic Reviews. 1998 op. cit.

17. Ashenden R, Silagy CA, Lodge M, Fowler G. A meta-
analysis of the effectiveness of acupuncture in
smoking cessation. Drug Alcohol Rev 1997;16:33-40.

18. White AR, Rampes H. Acupuncture in smoking
cessation. In Lancaster T, Silagy C, Fullerton D (eds.)
Tobacco Addiction Module of the Cochrane Database
of Systematic Reviews. 1998 op. cit.

19. Gourlay SG, Stead LF, Benowitz NL. Clonidine for
smoking cessation. In Lancaster T, Silagy C, Fullerton D
(eds.) Tobacco Addiction Module of the Cochrane
Database of Systematic Reviews. 1998 op. cit.

20. Covey LS, Glassman AH. A meta-analysis of double-
blind placebo-controlled trials of clonidine for
smoking cessation. Br J Addict 1991;86:991-998.

21. Henningfield JE. Nicotine medications for smoking
cessation. NEJM 1995;333:1196-1203.

22. Klesges RC, Meyers W. Smoking, body weight and their
effects on smoking behaviour: a comprehensive review
of the literature. Psychol Bull 1989;106:204-230.

23. Hobbs F, Ferrence R, Pope M, et al.  Tobacco and
women's health: influences on smoking cessation in
women. Toronto: The Ontario Tobacco research Unit,
1997.

24. Bolling K, Owen L. Smoking and pregnancy: a survey of
knowledge, attitudes and behaviour. London: Health
Education Authority, 1997. 

25. Owen L, Bolling K. Smoking and pregnancy.
Developing a communications strategy for cessation.
London: The Health Education Authority, 1996. 

26. Warner KE. Cost effectiveness of smoking-cessation
therapies.  Interpretation of the evidence and
implications for coverage. Pharmacoeconomics
1997;11:538-549.

27. Cromwell J, Bartosch WJ, Fiore MC, et al. Cost-
effectiveness of the clinical practice recommendations
in the AHCPR guideline for smoking cessation. JAMA
1997;278:1759-1766.

28. Buck D, Godfrey C, Parrott S, Raw R. Cost effectiveness
of smoking cessation interventions. London: Health
Education Authority, 1997.

29. Dawe F, Goddard E. Smoking-related behaviours and
attitudes.  A report on research using the ONS
Omnibus Survey produced on behalf of the Department
of Health. London: The Stationary Office, 1997. 

30. Lancaster T, Silagy C, Fowler G, Spiers I. Training
health professionals to provide smoking cessation
interventions: In Lancaster T, Silagy C, Fullerton D
(eds.) Tobacco Addiction Module of the Cochrane
Database of Systematic Reviews. 1998 op. cit.

31. Lancaster T, Stead L. Mecamylamine (a nicotine
antogonist) for smoking cessation.  In Lancaster T,
Silagy C, Fullerton D (eds.) Tobacco Addiction Module
of the Cochrane Database of Systematic Reviews. 1998
op. cit.


