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Journal club

Chronic disease management for tobacco dependence

This randomised control trial compared the efficacy of utilising chronic disease management
principles for tobacco dependence using a tailored intervention with standard care. As tobacco
dependence is a chronic relapsing condition, the tailored intervention was chosen to account
for possible interim setbacks.
Four hundred and forty-three eligible participants received five telephone-counselling calls

and 4 weeks of nicotine replacement therapy. They were randomised to receive continuing
counselling and nicotine replacement therapy for 1 year (longitudinal care, LC) or to receive
one additional call at 8 weeks (evidence-based usual care, UC). The primary outcome was
6 months of prolonged abstinence, measured at 18 months following initial quit date.
Secondary outcomes included abstinence rates before 6 months and smoking reduction.
At 18 months, 30.2% of LC participants reported 6 months of abstinence from smoking,

compared with 23.5% in UC. Prior to 6 months, abstinence rates were slightly higher with
UC than LC. At all time points, those who did not quit had greater smoking reduction with
LC than UC (statistically significant only at 12 months). With LC, quit rates rose throughout
the year without reaching a plateau, suggesting that extending treatment further may be
beneficial.
One limitation of this study was the difficulty in differentiating between the effects of

behavioural and medical treatment. Results were not biochemically confirmed, but the study
population was believed to be low-risk for incorrectly reporting smoking status. The LC
model allowed counsellors to adjust treatment in response to smokers’ experiences of quitting
and to positively reinforce the option of interim smoking reduction. Chronic management
appears to be a feasible approach to increase long-term abstinence.

< Joseph AM, Fu SS, Lindgren B, et al. Chronic disease management for tobacco dependence. Arch Intern Med
2011;171:1894e900.
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