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Abstract
This paper updates the evidence base and
key recommendations of the Health Edu-
cation Authority (HEA) smoking cessa-
tion guidelines for health professionals
published in Thorax in 1998. The strategy
for updating the evidence base makes use
of updated Cochrane reviews supple-
mented by individual studies where ap-
propriate. This update contains additional
detail concerning the eVectiveness of
interventions as well as comments on
issues relating to implementation. The
recommendations include clarification of
some important issues addressed only in
general terms in the original guidelines.
The conclusion that smoking cessation
interventions delivered through the Na-
tional Health Service are an extremely
cost eVective way of preserving life and
reducing ill health remains unchanged.
The strategy recommended by the guide-
lines involves: (1) GPs opportunistically
advising smokers to stop during routine
consultations, giving advice on and/or
prescribing eVective medications to help
them and referring them to specialist ces-
sation services; (2) specialist smokers’
services providing behavioural support
(in groups or individually) for smokers
who want help with stopping and using
eVective medications wherever possible;
(3) specialist cessation counsellors provid-
ing behavioural support for hospital pa-
tients and pregnant smokers who want
help with stopping; (4) all health profes-
sionals involved in smoking cessation
encouraging and assisting smokers in use
of nicotine replacement therapies (NRT)
or bupropion where appropriate. The key
points of clarification of the previous
guidelines include: (1) primary health
care teams and hospitals should create
and maintain readily accessible records
on the current smoking status of patients;
(2) GPs should aim to advise smokers to
stop, and record having done so, at least
once a year; (3) inpatient, outpatient, and
pregnant smokers should be advised to
stop as early as possible and the advice
recorded in the notes in a readily accessi-
ble form; (4) there is currently little scien-
tific basis for matching individual

smokers to particular forms of NRT; (5)
NHS specialist smokers’ clinics should be
the first point of referral for smokers
wanting help beyond what can be provided
through brief advice from the GP; (6) help
from trained health care professionals
specialising in smoking cessation such as
practice nurses should be available for
smokers who do not have access to
specialist clinics; (7) the provision of
specialist NHS smokers’ clinics should be
commensurate with demand; this is cur-
rently one or two full time clinics or their
equivalent per average sized health au-
thority, but demand may rise as publicity
surrounding the services increases.
(Thorax 2000;55:987–999)

Keywords: smoking cessation; guidelines; nicotine
replacement therapy; bupropion

Background
The Health Education Authority (HEA) na-
tional smoking cessation guidelines published
in Thorax in December 19981 set out recom-
mendations for ways in which the National
Health Service (NHS) could treat tobacco
dependence and reduce the burden of death
and ill health which tobacco causes.

The recommendations were based on the
research findings current at the time. It was
always intended that the guidelines would be
updated periodically as new evidence emerged
and experience was gained with implementa-
tion. This paper updates the evidence base for
the guidelines and revises the guidelines in the
light of this experience. It also amends the
presentation of the evidence and the recom-
mendations to take account of feedback
received on the original guidelines. Some issues
have not changed—for example, the role of
local and national initiatives such as No Smok-
ing Day (NSD) in raising awareness of the
importance of smoking cessation and the avail-
ability of services—and are not discussed
further in this update.

One important change has been the publi-
cation of a government White Paper on
tobacco control2 which has provided a budget
to develop new smoking cessation treatment
services, initially for three years. This has
meant national implementation of new services
and this update takes account, where possible,
of issues emerging from this new initiative.
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Recommendations

See text for explanation of strength of evidence ratings A, B, and C.

Primary health care teams

1 Primary health care teams should ensure that their records concerning which of their patients smoke are kept up to date.
[A]

2 GPs should advise current smokers to stop during routine consultations at least once a year, oVer a prescription for NRT
or bupropion, oVer further support by way of a referral to a specialist clinic or other specialist service, record the response
to that advice, and arrange follow up where appropriate. [A]

3 Practice nurses should be prepared to encourage known smokers to stop and oVer assistance where possible. [C]
4 GPs and practice nurses should receive suYcient practical and theoretical training to enable them to deliver opportunis-

tic advice to encourage a cessation attempt, and to oVer accurate advice on NRT or bupropion. [A]
5 Other primary health care team professionals should be encouraged to ask about smoking and advise smokers to stop. [C]

Hospitals and community trusts

6 Hospitals and midwifery services should implement eYcient systems for recording the smoking status of outpatients and
inpatients and keeping these records up to date. [A]

7 Hospitals should be smoke-free and all patients should be advised of this at the earliest opportunity—for example, for
elective admissions it should be stated in correspondence before the patient arrives. [C]

8 Where practicable, current smokers attending hospital should receive opportunistic advice from a clinician similar to that
described above for GPs and the advice should be recorded in the notes. [A]

9 Hospital inpatients and outpatient smokers should be oVered specialist support and hospital outpatients should be oVered
NRT or bupropion on NHS prescription. [A]

10 Pregnant smokers should receive clear, accurate, and specific information on the risks of smoking to the fetus and them-
selves and be advised to stop smoking. [A]

11 Pregnant smokers should be oVered specialist support with stopping smoking. [A]
12 Clinicians, midwives, and other staV who may be involved in discussing smoking with patients or clients should receive

adequate training to enable them to do this eVectively. [C]

Specialist smoking cessation clinics

13 Where possible smokers should have access to a specialist smokers’ clinic. [A]
14 Specialist clinics and other support services should be staVed by individuals specially trained and employed for the pur-

pose rather than attempting to fit the job in with other duties. [A]
15 The extent of provision of specialist smokers’ clinics should be commensurate with demand. [C]
16 Clinics should oVer both individual and group treatment. [A]
17 Specialist services should incorporate advice to use NRT or bupropion into the regimen. [A]
18 The withdrawal orientated treatment model oVers a practicable and proven system for most specialist services. [C]

Health care purchasers

19 Purchasing smoking cessation interventions represents an extremely cost eVective way of reducing ill health and prolong-
ing life. [A]

20 The precise blend of intervention elements (opportunistic advice, specialist support from trained staV, specialist clinics,
free NRT, etc) will depend on the local circumstances, but it should place greatest emphasis on elements that have the
strongest evidence base. [A]

21 Consideration should be given to establishing a core syllabus and national accreditation for training for opportunistic
interventions and for those delivering the specialist services to ensure a minimum standard. [C]

22 Training for those not paid to do smoking cessation as a main part of their work should be purchased to enable cessation
interventions to be implemented eVectively; this should not detract from funding for a core specialist service. [A]

Pharmacotherapies (NRT and bupropion)

23 Smokers of 10 or more cigarettes per day should normally be encouraged to use NRT or bupropion. [A]
24 There is currently no scientific basis for recommending one form of NRT over others. [B]
25 There is no scientific basis for disallowing diVerent forms of NRT to be combined and there may be some benefit to com-

binations. [B]
26 NRT can be recommended for use in patients with cardiovascular disease but only with the agreement of the patient’s

physician if the disease is acute or poorly controlled. [B]
27 Use of NRT by pregnant smokers may benefit the mother and fetus if it leads to cessation of smoking. [C]
28 NRT may aid smoking cessation in adolescent smokers but there is insuYcient evidence yet to make a recommendation.

[C]
29 No recommendation can currently be made concerning the circumstances in which bupropion should be preferred over

NRT or vice versa other than those for which one of the drugs is contraindicated. [B]
30 No recommendation can be made regarding the use of NRT and bupropion in combination. [B]
31 Both NRT and bupropion should be available on NHS prescription. [A]
32 Both bupropion and NRT should be prescribed for relatively short durations at a time and the prescriptions only repeated if the quit

attempt is continuing. [A]
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When the original guidelines were pub-
lished, the high cost eVectiveness of smoking
cessation interventions was demonstrated in an
accompanying article.3 These data are still rel-
evant4 and are not updated here.

The updated guidelines have benefited from
the following important documents published
in 2000: The National Service Framework for
Coronary Heart Disease published by the
Department of Health5; Treating Tobacco Use
and Dependence, an updated clinical practice
guideline on the treatment of tobacco depend-
ence published by the US Department of
Health and Human Services (USDHHS)6; the
database on smoking cessation interventions
and their eVectiveness of the Society for
Research on Nicotine and Tobacco (SRNT)7;
the submission by ASH to the NHS Moderni-
sation Review on smoking cessation in primary
care4; the report by ASH/Health Development
Agency on provision of smoking cessation
services in the NHS8; The Royal College of
Physician’s report on nicotine addiction in
Britain9; and the NHS publication entitled A
Plan for Investment, a Plan for Reform.10

As with the first version of the guidelines,
this update has been prepared in consultation
with an expert panel of researchers and practi-
tioners (see appendix A). The guidelines have
also been endorsed by a number of organisa-
tions (see appendix B).

Evidence base
PRINCIPLES ADOPTED IN UPDATING THE

EVIDENCE BASE

The strategy for the original guidelines was to
rely on meta-analyses which combined the
results of several (and, in some cases, a large
number of) studies to arrive at a single estimate
of eYcacy of a specific type of intervention—
for example, brief GP advice. Two key sets of
meta-analyses were used: those from the
Cochrane Collaboration, and those included in
the smoking cessation guideline published by
the Agency for Health Care Policy Research
(AHCPR; now called the Agency for Health-
care Research Quality (AHRQ)).11 The advan-
tage of this approach is that it systematically
combines evidence from diVerent trials. The
disadvantages are that it does not allow for new
studies that have not yet made their way into
the reviews; it can mask important distinctions
between interventions which are all classed as
the same; it does not permit statements about
interventions that have not been subject to sys-
tematic reviews; and the studies come largely
from populations (primarily the US) that may
be diVerent from the population of interest.

For the update it was decided to focus, as
before, on systematic reviews, but to supple-
ment these by additional findings where
relevant. The additional findings were sought
by monitoring of online research databases
involving all research that mentioned “smok-
ing”, “nicotine”, or “tobacco” in the abstract or
title. It was also decided to provide more detail
of the findings relating to the eVectiveness of
particular interventions. This was because
experience with implementation of the previ-
ous guidelines indicated that there was a need

for guidance on issues that had not previously
been covered—for example, the eVectiveness of
counselling by health care professionals given
opportunistically during consultations and
comparisons between diVerent forms of nico-
tine replacement.

We then reformulated the categories of
intervention so that, instead of distinguishing
between very brief interventions, brief inter-
ventions, and intensive interventions, the major
categories arrived at were “Brief opportunistic
advice to stop from a health care professional”
and “Behavioural support to aid quit at-
tempts”. The reason is that this more closely
reflects the main types of situation that health
professionals encounter. In the former case, the
main aim is proactively to trigger a quit attempt
while, in the latter case, the emphasis is on
responding to smokers’ requests for help with a
quit attempt (equivalent to the government’s
intermediate and specialist support catego-
ries). Other interventions can also trigger quit
attempts such as mass media campaigns and
NSD.

In addition, greater consideration was given
to evidence on implementation, recognising
that eYcacy demonstrated in randomised
controlled trials may not translate into eVective-
ness in real health care settings (we use the term
“eYcacy” to denote positive outcomes from
clinical trials and “eVectiveness” to denote
positive eVects in clinical practice). It also rec-
ognises that there are major barriers to
implementation that need to be considered
when designing interventions that can be
adopted across the NHS.

In considering which systematic reviews to
include, it was decided, for the following
reasons, to focus on those undertaken by the
Cochrane Collaboration: (1) these reviews
concentrate on studies in which direct com-
parisons are made between intervention and
control groups rather than attempting to com-
pare diVerent studies. Comparisons between
diVerent groups in diVerent studies run a risk
of bias resulting from diVerences in the samples
studied; (2) the Cochrane reviews use absti-
nence for at least six months as the primary
outcome measure. Other reviews which use
abstinence at shorter follow up points require
additional assumptions to be made about how
far these will translate into long term cessation;
(3) the Cochrane reviews are updated regu-
larly; and (4) they provide details of methods
and results of studies included so it is possible
to identify subgroups of studies that can be
used for particular comparisons.

FINDINGS

For each type of intervention the evidence on
its eYcacy is presented, followed by evidence
relating to implementation which may aVect
recommendations to health professionals. EY-
cacy is quantified in terms of the proportions of
all smokers receiving the intervention who stop
smoking over and above those (in the control
group) who would have stopped anyway—that
is, we give the incremental cessation rate. The
main findings are given in table 1.
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RECOMMENDATIONS

As in the original guidelines, we have classified
the recommendations according to the
strength of evidence as follows: A: Many well
designed randomised controlled trials directly
relevant to the recommendation, yielding a
consistent pattern of findings. B: Some evi-
dence from randomised controlled trials, but
not optimal. More interpretation of the evi-
dence was needed. For example, there were not
many randomised controlled trials, their results
were not consistent, they were not directly rel-
evant to the recommendation. They may not
have been directly relevant because, for exam-
ple, the study population was diVerent. C: No
randomised controlled trials but the issue is
important enough to merit a recommendation
which is based on published evidence and
expert opinion of the authors and reviewers.

In some cases the recommendation is not a
matter of empirical evidence but is a prerequi-
site for another recommendation that is

supported by the evidence. In this case, the
strength of evidence is also derived from the
related recommendation.

NICOTINE REPLACEMENT THERAPY (NRT) AND

BUPROPION ON THE NHS

At the time of writing the government had
announced that bupropion and NRT (the
latter following consultation only) would be
available on NHS reimbursable prescriptions.
The National Institute of Clinical Excellence
was also being asked to advise GPs on the most
appropriate and cost eVective prescribing
regimes for NRT and bupropion. In this docu-
ment we assume that both NRT and bupropion
will be available on the NHS and have made
comments in the text where appropriate to
support this assumption.

Brief opportunistic advice to stop from a
health care professional
This consists of brief advice from health
professionals (such as dentists and the dental
team, GPs, health visitors, midwives, pharma-
cists, physiotherapists, practice nurses) deliv-
ered opportunistically during routine consulta-
tions to smokers whether or not they are
seeking help with stopping. Brief opportunistic
advice typically involves asking patients about
their current smoking, advising them to stop,
oVering assistance by way of a referral to a spe-
cialist service, advice or a prescription for NRT
or bupropion (see below), and arranging follow
up where appropriate.

EFFICACY

1 Brief advice (up to 5 minutes) from a
GP given to all smokers to encourage
them to make an attempt to quit is
eVective in promoting smoking
cessation—the four As (ask, advise,
assist, arrange; table 1). This advice leads
to 1–3 out of 100 smokers receiving it to stop
smoking for at least six months.12 This is in
addition to the number who would have
stopped smoking anyway. It is estimated that
approximately 40% of smokers make some
form of attempt to quit in response to advice
from a GP.13 14

2 This advice appears to have its eVect
primarily by triggering a quit attempt,
rather than by increasing the chances of suc-
cess of quit attempts.13

3 There is insufficient evidence yet to say
whether similar advice from other
health care professionals is eVective. A
wide range of health professionals such as
practice nurses already undertake opportun-
istic advice on smoking cessation to some
degree. There is interest among other health
professionals in becoming more involved in
such opportunistic advice but, as yet, there is
insuYcient evidence from randomised con-
trolled trials to know whether this is
eVective.6 For example, research has failed to
find any eVect of advice given to patients
attending accident and emergency depart-
ments.15 However, it remains possible that
factors such as access to smokers, level of

Table 1 Incremental eVects of smoking cessation interventions on abstinence for six months
or longer

Intervention Target population EVect sizea
95% confidence
intervalb

Brief opportunistic advice from
a physician to stop

Smokers attending GP
surgeries or outpatient
clinics

2% 1% to 3%

Face to face intensive
behavioural support from a
specialistc

Moderate to heavy smokers
seeking help with stopping

7% 3% to 10%

Face to face intensive
behavioural support from a
specialist

Pregnant smokers 7% 5% to 9%

Face to face intensive
behavioural support from a
specialistd

Smokers admitted to
hospital

4% 0% to 8%

Proactive telephone
counsellinge

Smokers wanting help with
stopping but not receiving
face to face support

2% 1% to 4%

Written self-help materials Smokers seeking help and
not receiving other support

1% 0% to 2%

Nicotine gum Moderate to heavy smokers
receiving limited behavioural
supportf

5% 4% to 6%

Nicotine gum Moderate to heavy smokers
receiving intensive
behavioural support

8% 6% to 10%

Nicotine transdermal patch Moderate to heavy smokers
receiving limited behavioural
support

5% 4%-7%

Nicotine transdermal patch Moderate to heavy smokers
receiving intensive
behavioural support

6% 5% to 8%

Nicotine nasal spray Moderate to heavy smokers
receiving intensive
behavioural support

12% 7% to 17%

Nicotine inhalator Moderate to heavy smokers
receiving intensive
behavioural support

8% 4% to 12%

Nicotine sublingual tablet Moderate to heavy smokers
receiving intensive
behavioural support

8% 1% to 14%

Bupropion (300 mg/day
sustained release)

Moderate to heavy smokers
receiving intensive
behavioural support

9% 5% to 14%

Intensive behavioural support
plus NRT or bupropiong

Moderate to heavy smokers
seeking help from a
smokers’ clinic

13–19% –

aDiVerence in >6 month abstinence rate between intervention and control/placebo in the studies
reported; data from Cochrane meta-analyses unless otherwise stated.
bThe range within which one can be 95% confident that the true underlying value lies.
cEYcacy figures based on subset of studies from general population with biochemical verification.
dNo Cochrane review available, data from USDHHS meta-analysis.6

eNo Cochrane review available, data from USDHHS meta-analysis.6

fThe term “limited behavioural support” refers to brief sessions required primarily for collecting
data. Following the Cochrane definition, “intensive” behavioural support was defined as an initial
session of more than 30 minutes, or an initial session of less than 30 minutes plus more than two
subsequent visits.
gExpected eVect combining eVect of medication with eVect of behavioural support.
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training, experience, and commitment are
more important than professional discipline.

4 Without provision of pharmacotherapy
as well, this advice primarily aVects
light smokers. In general it is those who
smoke less than 10 per day who stop in
response to brief GP advice unless some
additional assistance or medication is used.12

IMPLEMENTATION ISSUES

1 Correlational evidence suggests that
repeating the advice with a given
smoker has a reduced eVect. One study
has found that smokers who had previously
been advised to stop by their family doctor
were less likely to stop in response to subse-
quent advice.16 It is also relevant that a one
year follow up of smokers found that
attempting to stop within a year of a previous
attempt to quit was associated with a
reduced likelihood of success.17

2 GPs generally do not accept that they
should give opportunistic advice at
every opportunity and only a minority
do this.18 Lack of time and diYculties in
raising the issue uninvited appear to be
major barriers. Recent research has shown
that many GPs are concerned that uninvited
advice to stop smoking may damage their
relationship with the patient.19 However,
there is no evidence that it does so.

3 GPs are more willing to give advice to
stop to smokers with smoking related
diseases.20 This is despite evidence that
smokers with smoking related diseases do
not respond better to such advice than
others.16

4 Smokers may be more receptive to
advice to stop when it is linked with an
existing medical condition (not neces-
sarily smoking related). There is some
evidence that smokers are happier to receive
advice to stop when GPs link the advice to
their reason for visiting the surgery.21 22

Face to face behavioural support to aid
quit attempts
This category includes a range of methods of
support from focused counselling and advice,
through coping skills training to group sup-
port. In fact, most programmes tested have
been eclectic, involving many diVerent compo-
nents. This support is provided to smokers who
are planning to make an attempt to quit and
would like help with doing so.

EFFICACY

1 Behavioural support and advice from a
clinic run by smoking cessation special-
ists is eVective in aiding smoking cessa-
tion. In smokers seeking help with stopping,
a programme of support involving multiple
contacts for a period of four weeks or more
given by specialists employed and trained for
the purpose (irrespective of professional dis-
cipline) enables, on average, about one in 20
attempts to quit to succeed for six months or
more that would not otherwise have done
so.23 One very large study in the USA found
that, with intensive protracted behavioural

support, together with aggressive use of
NRT, high success rates can be achieved
with about one in four smokers thus treated
stopping for at least a year who would not
otherwise have done so.24

2 Behavioural support provided by nurses
specifically employed to provide cessa-
tion advice is eVective, whereas behav-
ioural support given as part of their
more general duties has not yet been
shown to be eVective in aiding smoking
cessation. Although studies with nurses
delivering counselling show a positive ef-
fect,25 no eVect has been observed in studies
where practice nurses have not been em-
ployed specifically to provide cessation
advice.25 26

3 A structured package of behavioural
support and NRT provided by pharma-
cists can be eVective in aiding smoking
cessation. Two recent randomised trials in
the UK have addressed the issue of pharma-
cist support for smoking cessation. The first
of these found a small eVect that did not
reach statistical significance27 while the
second showed a clear and statistically
significant eVect on continuous abstinence
for one year.28 Combined data from these
two trials reveal a positive eVect compared
with unstructured usual care.

4 It is not yet known whether behavioural
support provided by other health pro-
fessionals as part of their general duties
is eVective. At present there are insuYcient
data on how far other health professionals
running smoking cessation programmes in
addition to their other duties can be
eVective.

5 It is not yet known whether providing
behavioural support to smokers in
groups is more or less eVective than
providing it individually. Although some
studies have been carried out in this area,
they have not been adequate to test for a dif-
ference in the two approaches.29

6 There is correlational evidence that the
more time is spent with smokers the
greater the eVect in aiding cessation.
Direct comparisons between more intensive
and less intensive interventions have not
been adequate to enable conclusions to be
drawn but comparisons across studies sug-
gest that more intensive interventions in
terms of frequency of contact and/or dura-
tion of contact achieve higher success rates.6

7 It is not yet known whether behavioural
support for adolescent smokers wanting
to stop is eVective. This is an area where
there is ongoing research although there is as
yet no clear evidence.30

8 In pregnant smokers wanting to stop,
counselling from a smoking cessation
specialist together with written support
materials is eVective in aiding cessation.
Studies show that specialist support (sup-
port from someone trained and employed for
the purpose) enables about one in 15 to stop
smoking for the remainder of the pregnancy
who would not otherwise have done so.31 32

This generally involves one-to-one counsel-
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ling in sessions set up for the convenience of
the smoker. Only a small minority of
pregnant smokers are willing to attend
smoking cessation groups.33

9 Behavioural support (up to 30 minutes)
provided by midwives as part of their
normal duties has not been shown to be
eVective in aiding cessation in pregnant
smokers. Two large randomised trials (one
in the UK and one in Denmark) which
examined counselling by midwives as part of
routine consultations found no eVect on ces-
sation.34 35

IMPLEMENTATION ISSUES

1 Little is known about the active ingredi-
ents of behavioural support so it is diY-
cult to provide evidence based recom-
mendations regarding the content of
behavioural support programmes. The
USDHHS guideline proposes that teaching
problem solving skills and social support are
useful.6 There is preliminary evidence that
pairing smokers together to make the quit
attempt can improve success rates36 and that,
with women smokers at least, a physical
activity programme can improve success
rates.37

2 At present only a very small minority of
smokers attend face to face sessions,
whether these be specialist clinics or
advice sessions run by primary care
staV.38 Experience from full time clinics thus
far suggests that one full time specialist clinic
or its equivalent is currently adequate to
meet the needs of the average sized health
authority (500 000 head of population) and
should be able to sustain a throughput of
300–800 clients per year. Clinics serving the
needs of individual GP practices have in the
past been found to be unsustainable.39 How-
ever, the numbers seeking treatment from
specialist services may increase as publicity
surrounding the service increases, and may
diVer in rural and urban communities.

Nicotine replacement therapy
Nicotine replacement therapy now comes in six
diVerent forms: chewing gum (2 mg and
4 mg), transdermal patch (16 hour and
24 hour in varying doses), nasal spray, inhala-
tor, sublingual tablet, and lozenge.40

EFFICACY

1 Nicotine replacement therapy is eVec-
tive in aiding smoking cessation. It
reduces the urges to smoke and other with-
drawal symptoms following cessation.41

Table 1 shows the incremental abstinence
rates (over and above any placebo eVects) at
six months or longer.

2 There appears to be little diVerence
overall in the eVectiveness of diVerent
types of NRT on cessation. One study
which directly compared four of the six
products found no diVerence in abstinence
rates or withdrawal discomfort.42 Although
the eVect sizes in the meta-analyses for the
products are slightly diVerent, these

diVerences are not statistically significant
(table 1).

3 4 mg nicotine gum may be more eVec-
tive than 2 mg gum in helping heavy
smokers to stop. Research has found that
highly dependent smokers benefited more
from 4 mg than 2 mg gum.41 The definition
of “highly dependent” in the three studies
concerned was based on questionnaire
measures relating to amount and pattern of
smoking or feelings of dependence, but for
operational purposes can be approximated
by 20 or more cigarettes per day.

4 The standard strength patches are
more eVective than their lower dose
counterparts in medium to heavy
smokers. Research comparing the 21 mg
(standard dose) 24 hour patch with lower
dose patches in smokers of more than 10
cigarettes per day found the standard dose
patch to be more eVective.43

5 Support from health professionals is
probably not essential for NRT to be
eVective although it is important in its
own right (see above). Placebo controlled
trials of NRT in a simulated over the coun-
ter (OTC) setting have yielded similar
eVect sizes to studies involving more inten-
sive behavioural support.44 45 However, to
date studies of this type have typically
involved a substantial amount of contact
and monitoring which would not occur in
true OTC settings. A field study (not a ran-
domised controlled trial) in the US found
similar success rates when NRT was
prescribed by physicians as when pur-
chased OTC.46

6 Combining the patch with other forms
of NRT may be more eVective than the
patch alone and appears to be safe.
Current restrictions on the use of more
than one form of NRT are not supported
by the scientific evidence. Although rela-
tively little research has been conducted on
NRT combinations, the research that exists
suggests that combining diVerent forms is
both safe and eVective.47

7 Strong evidence that NRT is eVective is
limited to adult smokers of 10 or more
cigarettes per day not suVering from
manifest smoking related diseases.
There is currently insuYcient research on
the use of NRT in light smokers, smokers
under the age of 18, pregnant smokers, and
inpatient smokers. Evidence on the eVec-
tiveness of NRT among smokers with
manifest smoking related diseases is
mixed.48–50

8 NRT appears to be safe when given to
smokers with cardiovascular disease.
Evidence from studies where NRT has
been given to patients with cardiovascular
disease have not revealed significant ad-
verse eVects.51

9 It is unclear how far NRT would carry
a risk to the fetus when used in
pregnancy but it is almost certainly
safer than smoking. Small studies on the
eVects of NRT on the fetus have not
revealed significant problems.52 53 Evidence

992 West, McNeill

www.thoraxjnl.com

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thorax.55.12.987 on 1 D

ecem
ber 2000. D

ow
nloaded from

 

http://thorax.bmj.com/


from smokeless tobacco users in India
suggest that nicotine may be to some
extent implicated in low birth weight.54

However, NRT does not contain the large
number of other toxins contained in
tobacco smoke and therefore would be
expected to be considerably safer than
smoking.

10 There is currently little scientific basis
for matching particular smokers to
particular forms of NRT.40 Many flow
charts and decision aids have been devel-
oped to help health professionals and
smokers to choose between NRT products
(gum, patch, inhalator, etc) but these are
based on common sense only.

IMPLEMENTATION ISSUES

1 Approximately 25% of quit attempts
involve the use of NRT with the
transdermal patch being the most
popular formulation with smokers.
(The majority of smokers attempt to quit
using willpower alone, which is the least
eVective method.) In a number of settings
(including OTC sales, smokers’ clinics, and
hospital inpatients) the nicotine patches
were preferred by smokers given the
choice.55–57

2 Most GPs report believing that NRT is
eVective and recommending patients to
use it. A recent survey of GPs found that
most report accepting the eVectiveness of
NRT and recommending it or prescribing it,
usually on a private prescription.58

Bupropion (Zyban)
Bupropion has been licensed for the treatment
of tobacco dependence. While originally devel-
oped as an antidepressant in the US, its eYcacy
in smoking cessation appears to be independent
of its antidepressant eVect. Bupropion comes in
sustained release tablets. The standard dose is
300 mg per day.

EFFICACY

1 Bupropion is an eVective aid to smoking
cessation. There is evidence from a
meta-analysis of the two published trials of
this drug that it improves 12 month
sustained abstinence rates and reduces the
severity of withdrawal symptoms (table
1).59 60

2 There is a very small but non-zero risk
of serious adverse eVects. The risk of
seizures is broadly similar to other antide-
pressants at one in 1000.61 The risk of an
allergic reaction is one in 10 000 to one in
1000.61

3 Evidence on the eVectiveness of bupro-
pion is limited to medium to heavy
smokers receiving behavioural support.
Published trials have included smokers of 15
or more cigarettes per day attending fre-
quent behavioural counselling sessions.

4 It is not yet clear whether bupropion is
more eVective than NRT. One ran-
domised placebo controlled trial has found a
higher one year sustained abstinence rate
with bupropion than a transdermal patch in

the context of a behavioural support pack-
age.60 Further research is needed before any
firm conclusions can be drawn.

IMPLEMENTATION ISSUES

1 Putting bupropion and NRT on NHS
prescription may lead to problems for
specialist smokers’ clinics if they are
unable to prescribe bupropion. If special-
ist clinics are unable to oVer NHS prescrip-
tions for bupropion, this may drive smokers
away from these clinics.

2 There are currently no published trials
of bupropion with minimal behavioural
support. Studies have so far included
support; research is needed into the use of
bupropion with limited input from a GP.

Self-help materials
EFFICACY

1 Written self-help materials can be eVec-
tive in aiding cessation attempts. Ap-
proximately one in 100 smokers using
generic self-help materials and receiving no
other form of assistance stop for at least six
months who would not otherwise have done
so.62 It is unclear how far adding self-help
materials to other forms of intervention such
as brief advice to stop is eVective.62

2 Materials that are tailored to the charac-
teristics of a particular smoker can be
more eVective than generic materials.
There is limited research comparing generic
and tailored materials and in those studies
varying approaches to tailoring have been
adopted. However, such research as there is
suggests that tailoring in some form may be
helpful.62

IMPLEMENTATION ISSUES

1 Strong claims for eVectiveness are made
for some self-help materials such as
books which are not supported by
controlled trials. Self-help books can be
very popular but are typically not subjected
to appropriate tests of eVectiveness and so
claims of high success rates should be viewed
with caution.

Telephone counselling
Telephone counselling comes in two main
forms: “reactive counselling” where smokers
call a help line seeking help and advice and
“proactive counselling” where smokers receive
calls from counsellors according to a pre-
arranged schedule.

EFFICACY

1 Proactive, frequent telephone counsel-
ling can be eVective as an aid to smoking
cessation. There is limited evidence from
controlled trials but such evidence as exists
suggests an eVect.63 64

2 Reactive telephone counselling may be
eVective as an aid to smoking cessation
but is diYcult to evaluate in randomised
trials. There are no adequate randomised
controlled trials published to date,63 but a fol-
low up study of the then English QUITLINE
(a reactive telephone counselling service)
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found high self-reported sustained abstinence
rates.65 Without control groups it is not
possible to assess whether these are higher
than would have been the case without
counselling.

IMPLEMENTATION ISSUES

1 Telephone help lines can be a popular
choice for smokers who want help with
stopping smoking. The use of the then
English QUITLINE was very high and it was
highly responsive to promotional cam-
paigns.65 Research into the eYcacy of
reactive helplines is urgently needed.

Examples of intervention eVects at a
national level
This section gives some examples of the likely
eVectiveness of the key NHS interventions if
implemented at a national level in England. It
focuses on interventions for which there is clear
evidence of eVectiveness that can be delivered
by the NHS. Of 40 million adults aged 16 or
over in England, approximately 11 million are
cigarette smokers. The background cessation
rate in the population (which may include
attempts prompted by GP advice) is currently
estimated at 2% each year, which represents
approximately 220 000 smokers.9 The NHS
contribution to this may be around 32 000
(assuming an estimated 29% of smokers
receive advice from their GP to stop in a given
year4 and a 1% cessation rate in response to
that advice).

If every GP in England were to advise 50%
of their smoking patients to stop once in a given
year, that alone would lead at least 55 000
smokers to stop smoking long term (1% of 5.5
million smokers, using the most conservative
figure for eYcacy). This would take approxi-
mately 460 000 hours of GP time (assuming
five minutes per advice session). Approxi-
mately eight hours of GP time would be
required per ex-smoker created (assuming the
lower eVectiveness figure of 1%), and each GP
would spend approximately 20 hours over the
course of the year on this task.

If, when advising smokers to stop, GPs were
to succeed in getting 50% of those who make
an attempt to quit to use NRT instead of the
current figure of approximately 25%, an
estimated additional 27 000 smokers would
stop smoking long term (assuming a 5% eVect
of NRT on 25% of the 40% of smokers who
make an attempt to quit in response to GP
advice).

If, when advising smokers to stop, GPs
were to get 5% of those who make an
attempt to quit to attend a specialist clinic
that used NRT or bupropion, an estimated
additional 16 000 would stop smoking long
term (assuming a 15% eVect of the behavioural
treatment plus medication on 5% of the 40% of
smokers who attempt to stop in response to GP
advice).

If, in addition, smoking cessation clinics
engaged in promotional activities that
recruited an additional 0.5% of smokers
who want to stop but have not been advised to
by their GP, an estimated additional 2900

would stop smoking long term (assuming a
15% eVect of behavioural treatment plus
medication on 0.5% of 70% of 5.5 million
smokers not advised to stop by their GP).

In total, a comprehensive package of oppor-
tunistic advice, referral, and publicity for
specialist clinics could result in an additional
100 900 smokers stopping long term annually.
The additional eVects at a national level of
telephone counselling and provision of self-
help materials for smokers not using other
services are more diYcult to quantify.

Recommendations
For this update the recommendations are made
in terms of key organisations within the health
service—primary health care teams, hospitals
and community trusts, and health purchasers
(which may include primary care trusts)—and
are summarised in the box on page 988.

PRIMARY HEALTH CARE TEAMS

1 Primary health care teams should en-
sure that their records concerning
which of their patients smoke are kept
up to date.

Strength of evidence: A
Smoking status may well change after initial

registration. Unless GPs know which of their
patients smoke, they will not be in a position to
provide advice on cessation. Updating records
can be achieved by ensuring that patients are
asked about their smoking on a fairly regular
basis when they visit the surgery (at least once
a year) and keeping a note of when the question
was last asked.6

2 GPs should advise current smokers to
stop during routine consultations at
least once a year, oVer a prescription for
NRT or bupropion, oVer further sup-
port by way of referral to a specialist
clinic or other specialist service, record
the response to that advice, and arrange
follow up where appropriate.

Strength of evidence: A
The advice should not be limited to patients

with smoking related diseases but it may help
to link advice to patients’ reasons for consulting
because some patients are sometimes resistant
to receiving advice that is not so linked.21 Also,
advice that is made relevant to individual
patients is likely to be better received than less
specific advice.21 Once the advice has been
given, it should be recorded in the patient’s
notes and the patient’s response noted. It is
vital that, when a smoker indicates that he or
she is ready to stop, help is oVered to facilitate
the quit attempt. This will typically take the
form of referral to a specialist service and
advice on use of appropriate medication (see
below). The following categories of patient
response may apply:
(1) Not intending to stop. No interest in stop-

ping and no negative thoughts about
smoking.

(2) Not intending to stop but displaying some
ambivalence or concern about their smok-
ing.

(3) Would like to try to stop without further
assistance: a quit date should be set,
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written support materials and a national
telephone help line number given out, and
advice given on NRT and/or bupropion
with a prescription where appropriate.

(4) Would like to stop and would like assist-
ance: refer to a specialist clinic or, if that is
not appropriate, refer to other specialist
service such as a trained practice nurse or
pharmacist.

3 Practice nurses should be prepared to
encourage known smokers to stop and
oVer assistance where possible.

Strength of evidence: C
Although there is little evidence currently to

support this activity, unless they are specifically
employed to do this, encouraging and support-
ing lifestyle changes is part of the role of the
practice nurse and smoking is an important
element of this. Practice nurses may also be an
important avenue for the provision of further
prescriptions of NRT and bupropion for
smokers who are conforming to a quit plan. If
4–6 weeks’ free supply of NRT (provided for by
the White Paper initiative) is still current
policy, then practice nurses may be providing
the free NRT for smokers who are eligible to
receive it (smokers in England who are entitled
to free prescriptions, which includes those on
income support, are currently entitled through
the new smoking cessation services to receive
vouchers for 4–6 weeks’ supply of free NRT
from an accredited smoking cessation provider
which may include practice nurses). As far as
possible, the advice should follow the princi-
ples adopted in specialist smokers’ clinics.
These include:
(1) Setting a definite quit date within 1–2

weeks of the first consultation.
(2) Emphasising complete abstinence as the

goal.
(3) Assessing the suitability of the client for

bupropion or NRT and strongly recom-
mending one or other unless contraindi-
cated.

(4) If NRT is to be used, facilitating the proc-
ess of obtaining a prescription, providing
clear and accurate advice on use of NRT
including side eVects that may be experi-
enced and what it can and cannot achieve.

(5) If bupropion is to be used, facilitating the
process of obtaining a prescription, provid-
ing clear and accurate advice on the use of
bupropion including side eVects that may
be experienced and what it can and cannot
achieve, and integrating this into the coun-
selling support.

(6) Encouraging smokers to find a partner
with whom they can make the quit
attempt, and maintain close contact with
that partner.

(7) Checking abstinence by measurement of
carbon monoxide in expired air.

(8) Arranging follow up sessions on a weekly
basis for at least four weeks.

4 GPs and practice nurses should receive
suYcient practical and theoretical
training to enable them to deliver
opportunistic advice to encourage and
support a cessation attempt, and to oVer
accurate advice on NRT or bupropion.

Strength of evidence: A
GPs and practice nurses need to be able to

appreciate the value of brief advice, have the
practical skills necessary to give it eVectively, and
be knowledgeable about NRT and bupropion to
avoid giving misleading advice to patients.
5 Other primary health care team profes-

sionals should be encouraged to ask
about smoking and advise smokers to
stop.

Strength of evidence: C
Although the evidence is currently lacking

for most professional groups, because of their
access to smokers we recommend that other
professional groups routinely ask about smok-
ing, advise smokers to stop, and recommend
sources of support where appropriate.

HOSPITALS AND COMMUNITY TRUSTS

6 Hospitals and midwifery services
should implement eYcient systems for
recording the smoking status of out-
patients and inpatients and keeping
these records up to date.

Strength of evidence: A
Accurate up-to-date information on smok-

ing status should be prominently displayed in
relevant patient notes or computer records so
that it is readily accessible at any time. This is a
prerequisite for the provision of opportunistic
advice as well as support for smokers who want
it.
7 Hospitals should be smoke-free and all

patients should be advised of this at the
earliest opportunity—for example, for
elective admissions it should be stated in
correspondence before the patient ar-
rives.

Strength of evidence: C
There should be prominent notices notifying

staV and patients of the policy and the policy
should be strictly enforced. In the USA hospi-
tals are smoke-free. The policy is strictly
enforced and there are no areas for people to
smoke. This policy has proved eVective and
workable and is a condition of the hospital’s
accreditation. Implementing this recommen-
dation will probably require a directive from
the Department of Health. A possible excep-
tion to this is terminally ill patients who have
smoked all their lives.
8 Where practicable, current smokers

attending hospital should receive op-
portunistic advice from a clinician simi-
lar to that described above for GPs and
the advice should be recorded in the
notes.

Strength of evidence: A
The frequency and nature of the advice will

vary with the situation. It may be one-oV advice
for patients before attending for elective
surgery or more regular advice for patients
attending outpatient clinics on a long term
basis. Each hospital department will need to
determine a policy reflecting its own needs and
opportunities.
9 Hospital inpatient and outpatient smok-

ers should be oVered specialist support
and hospital outpatients should be
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oVered NRT or bupropion on NHS
prescription.

Strength of evidence: A
For inpatients this may involve limited coun-

selling at the bedside or more intensive support
extending beyond the period of treatment,
depending on the circumstances. The support
should be provided by a smoking cessation
specialist employed for the purpose. We there-
fore recommend that each hospital should have
a smoking cessation specialist. Practical con-
siderations will typically dictate that the oVer
be made by routine provision of leaflets prior to
or on attendance at the hospital supplemented
by a verbal oVer by health care staV, rather than
having a counsellor proactively seeking out
smokers
10 Pregnant smokers should receive clear,

accurate, and specific information on
the risks of smoking to the fetus and
themselves and be advised to stop
smoking.

Strength of evidence: A
This may best be delivered by the GP when

the smoker first presents but should, in any
event, be reinforced by the midwife during the
booking visit. Although there is no evidence
base to support midwife delivered advice, it is a
basic right of pregnant smokers to be advised of
the specific risks.
11 Pregnant smokers should be oVered

specialist support with stopping smok-
ing.

Strength of evidence: A
Although only a minority of mothers may

take up this support, the evidence indicates
that it can be eVective. In general it should be
made as convenient as possible for the mother
to receive this support.
12 Clinicians, midwives, and other staV

who may be involved in discussing
smoking with patients or clients should
receive adequate training to enable
them to do this eVectively.

Strength of evidence: C
This should involve theoretical and practical

training on how to give advice, on facts about
smoking, on methods of stopping such as NRT
and bupropion, and services on oVer.

SPECIALIST SMOKING CESSATION SERVICES

13 Where possible, smokers should have
access to a specialist smokers’ clinic.

Strength of evidence: A
In areas with good public transport and a

high population density the clinic may be cen-
trally located. In other areas it may be
necessary to employ a peripatetic cessation
specialist who can see clients in local health
centres or provide specialist training to health
centre staV.
14 Specialist clinics and other support

services should be staVed by individu-
als specially trained and employed for
the purpose rather than attempting to
fit the job in with other duties.

Strength of evidence: A
Providing eVective support and accurate

advice and information requires someone

(irrespective of professional discipline) who is
trained, using the skills on a regular basis, who
and keeps up or is kept up with the research.
15 The extent of provision of specialist

smokers’ clinics should be commensu-
rate with demand.

Strength of evidence: C
Overprovision of services will result in low

morale among staV and wasted resources. Cur-
rent evidence suggests a demand for one full
time clinic or its equivalent per average sized
health authority. However, this may change if
smoking cessation services are more heavily
promoted.
16 Clinics should oVer both individual

and group treatment.
Strength of evidence: A

Where groups are used, there is some
evidence to suggest that they should be “group
orientated” rather than “therapist orientated”,
aiming to foster group cohesion.66 In general
group sizes should be as large as possible, up to
about 30 clients. There is a danger that, when
people start dropping out of small groups, the
remaining clients feel isolated and suVer a drop
in morale.

Protocols should also be developed for
individual treatment. Group treatment is
sometimes not possible and some smokers will
prefer to be seen individually.
17 Specialist services should incorporate

advice to use NRT or bupropion into
the regimen.

Strength of evidence: A
Advice on appropriate use of and expecta-

tions surrounding NRT and bupropion is a key
part of the package oVered by the withdrawal
orientated treatment model.67

18 The withdrawal orientated treatment
model oVers a practicable and proven
system for most specialist services.

Strength of evidence: C
There is insuYcient evidence from control-

led trials that would enable detailed guidance
to be given about what elements of a
behavioural support package to include or
exclude. However, the withdrawal orientated
model as a package is known to produce cessa-
tion rates as good as any encountered else-
where and is well documented.67

HEALTH CARE PURCHASERS

19 Purchasing smoking cessation inter-
ventions represents an extremely cost
eVective way of reducing ill health and
prolonging life.

Strength of evidence: A
The case for spending money on encourag-

ing and assisting cessation is very clear with
interventions typically costing under £1000
per life year saved.3 This is true for opportunis-
tic brief interventions with unselected smokers,
for NRT, bupropion, and for specialist clinics.
All of these elements represent extremely good
value for money.
20 The precise blend of intervention ele-

ments (opportunistic advice, specialist
support from trained staV, specialist
clinics, free NRT, etc) will depend on

996 West, McNeill

www.thoraxjnl.com

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thorax.55.12.987 on 1 D

ecem
ber 2000. D

ow
nloaded from

 

http://thorax.bmj.com/


the local circumstances, but it should
place greatest emphasis on elements
that have the strongest evidence base.

Strength of evidence: A
These include brief opportunistic advice

from GPs, provision of NRT or bupropion, and
specialist support from trained staV employed
for the purpose. Pharmacists who are willing to
oVer a structured smoking cessation interven-
tion to their clients may provide a useful
element of the overall provision. Attempting to
set up multiple clinics serving small popula-
tions is not recommended, although in rural
communities it may be necessary for the
specialist to travel to a location near to the cli-
ents to deliver the service rather than vice
versa. Telephone support lines should also be
given strong consideration; this would nor-
mally involve advising smokers to contact a
national telephone help line but, in special
cases, there may be a case for setting up special
lines for particular purposes. Publicising and
profiling all the services will be important;
other promising models should be evaluated.
21 Consideration should be given to es-

tablishing a core syllabus and national
accreditation for training for oppor-
tunistic interventions and for those
delivering the specialist services to
ensure a minimum standard.

Strength of evidence: C
At present there are no checks on the quality

of the training provided or the accuracy of the
information being conveyed, yet purchasers of
training are not in a position to know what
constitutes high quality training.
22 Training for those not paid to do smok-

ing cessation as a main part of their
work should be purchased to enable
cessation interventions to be imple-
mented eVectively; this should not
detract from funding for a core special-
ist service.

Strength of evidence: A
Training for midwives, dentists, and other

health professionals is important but the
evidence base for the eVectiveness of their role
is currently limited.

PHARMACOTHERAPIES (NRT AND BUPROPION)
23 Smokers of 10 or more cigarettes per

day should normally be encouraged to
use NRT or bupropion.

Strength of evidence: A
The evidence continues to show that it

increases the chances of success and reduces
withdrawal discomfort.
24 There is currently no scientific basis

for recommending one form of NRT
over others.

Strength of evidence: B
There is no scientific case for attempting to

match individual smokers to particular forms
of NRT. However, heavy smokers (more than
20 per day) should use 4 mg rather than 2 mg
chewing gum and smokers of more than 10 per
day should use the standard dose of transder-
mal patch rather than low dose versions (either
21 mg 24 hour patch or 15 mg 16 hour patch).

The form of NRT is probably best determined
by the smoker’s personal preference and toler-
ance for side eVects.
25 There is no scientific basis for dis-

allowing diVerent forms of NRT to be
combined and there may be some ben-
efit to combinations.

Strength of evidence: B
Combining diVerent forms of NRT such as

patch and nasal spray has not been found to be
harmful in clinical trials and may improve suc-
cess rates.
26 NRT can be recommended for use in

patients with cardiovascular disease,
but only with the agreement of the
patient’s physician if the disease is
acute or poorly controlled.

Strength of evidence: B
There is no scientific basis for disallowing

the use of NRT in patients with cardiovascular
disease. More detailed guidelines on the use of
NRT in these patients are given elsewhere.6 68

There is no evidence that NRT is harmful in
patients with cardiovascular disease and the
benefits from stopping smoking are consider-
able. At the same time, evidence is conflicting
on whether patients with manifest cardiovas-
cular disease are helped by NRT.
27 Use of NRT by pregnant smokers may

benefit the mother and fetus if it leads
to cessation of smoking.

Strength of evidence: C
There is some evidence that nicotine may be

implicated in some of the damage to the fetus
from smoking in pregnancy, but the harm from
NRT would be expected to be less than from
smoking. Therefore a judgement needs to be
made in each case about whether the mother
would be able to stop without NRT. If NRT is
used it would be prudent to advise more
strongly than usual that it be stopped if the
mother resumes smoking. In addition, it may
be preferable for patients to use oral dosing
forms rather than transdermal patches because
nicotine levels can be reduced more rapidly in
the event of problems.
28 NRT may aid smoking cessation in

adolescent smokers but there is insuY-
cient evidence yet to make a recom-
mendation.

Strength of evidence: C
One might argue that there is no reason to

believe that NRT would be any less eVective in
adolescents than in adult smokers but, on the
other hand, the lability of motivation to stop in
adolescents may limit the eVectiveness of NRT.
29 No recommendation can currently be

made concerning the circumstances in
which bupropion should be preferred
over NRT or vice versa other than those
for which one of the drugs is contra-
indicated.

Strength of evidence: B
It is imperative, however, that smokers be

given accurate and balanced information on
the eVectiveness and safety of these drugs.
30 No recommendation can be made

regarding the use of NRT and bupro-
pion in combination.

Strength of evidence: B

Smoking cessation guidelines for health professionals: an update 997

www.thoraxjnl.com

 on A
pril 9, 2024 by guest. P

rotected by copyright.
http://thorax.bm

j.com
/

T
horax: first published as 10.1136/thorax.55.12.987 on 1 D

ecem
ber 2000. D

ow
nloaded from

 

http://thorax.bmj.com/


Although one study found that the combina-
tion was better than nicotine patch alone,60 this
finding needs to be replicated before a firm
recommendation can be made.
31 Both NRT and bupropion should be

available on NHS prescription.
Strength of evidence: A

They are both eVective and cost eVective life
preserving treatments and making one avail-
able on the NHS and the other not available on
the NHS is unreasonable and likely to cause
problems in the delivery of services where only
NRT or only bupropion is available.4

32 Both bupropion and NRT should be
prescribed for relatively short dura-
tions at a time and the prescriptions
only repeated if the quit attempt is
continuing.

Strength of evidence: A
There is good evidence that a high pro-

portion of smokers making an attempt to quit
will either fail to quit at all or relapse within the
first few weeks.69 To supply the full course is
therefore wasteful. It makes sense to provide
pharmacotherapies only for as long as the quit
attempt is continuing.70 There is limited
evidence that subjects continue to make quit
attempts for several weeks after the end of
treatment with bupropion.60 Bearing this in
mind, it makes sense to prescribe bupropion
for four weeks and to provide a further month’s
treatment if the quit attempt is continuing or
the smoker is conforming to an agreed smoking
cessation programme.70

Conclusions
The key recommendations of the 1998 guide-
lines are reinforced and the update has
provided an opportunity to provide additional
clarity and detail. Brief opportunistic advice
from GPs remains an important element as do
NRT and provision of behavioural support.
Key new features of the update are:
+ Clarification on what it would be reasonable

and useful to expect primary health care
teams to undertake.

+ The recommendation that smokers be
referred to specialist smokers’ clinics as the
first line of referral for smokers wanting help
beyond what can be provided through brief
advice from the GP.

+ A key distinction between behavioural sup-
port provided by trained smoking cessation
specialists (for which there is good evidence
of eVectiveness) and more limited support
provided by other health care professionals
as part of their routine duties (for which
there is limited evidence of eVectiveness).

+ The recommendation that both bupropion
and NRT should be available on reimburs-
able NHS prescriptions.

+ Recommendations concerning bupropion.
+ Provision of more information on the scope

of evidence relating to NRT.
+ The recommendation that hospitals should

be smoke-free and that this policy should be
strictly enforced.

As new evidence emerges, particularly on
implementation of smoking cessation services,
the guidelines will need further updating.

There are approximately 170 papers published
each month on smoking and, in addition, new
guidance may be required as experience in
delivery of the NHS service accumulates.

This work was funded by the Health Education Authority and
the Health Development Agency.
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