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Commissioning for Quality and Innovation
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General sales list
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Heaviness of smoking index
Joint Health and Wellbeing Strategy
Joint Strategic Needs Assessment
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Medicines and Healthcare products Regulatory Agency
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National Centre for Smoking Cessation and Training
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Quality and Outcomes Framework
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Return on investment
Scottish Intercollegiate Guidelines Network
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UK Centre for Tobacco and Alcohol Studies
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Key terms can be found in the definitions section in Annex B (see page 90). The research on which this
guidance is based is fully referenced throughout.
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EXECUTIVE SUMMARY

Executive summary
OO The provision of a high-quality stop smoking service is a high priority for reducing health

inequalities and improving the health of local populations
OO Stop smoking services are extremely cost-effective and form a key part of tobacco control and

health inequalities policies at both local and national levels;1 this should be reflected in effective
local commissioning
OO All health and social care services play a key role in identifying smokers and referring people to

stop smoking services; referral opportunities need to be maximised
OO In line with National Institute for Health and Clinical Excellence (NICE) best practice

recommendations, service providers should aim to treat at least 5% of their local smoking
population2
OO Services are most effective when configured according to local need and informed by the local

Joint Strategic Needs Assessment (JSNA) and Joint Health and Wellbeing Strategy (JHWS)
OO Groups that are known to experience a high smoking prevalence or require specific targeting

include routine and manual workers, people with mental health disorders (including alcohol and
substance use), prisoners, LGBT communities, the homeless and certain black and minority ethnic
groups. These and other groups such as pregnant smokers may benefit from interventions that
address specific needs

Delivering support
OO Service design and delivery should be informed by the latest evidence base, summarised in this

document and in NICE guidance
OO Offering all licensed stop smoking medicines as first-line interventions, including varenicline and

combination NRT, will maximise success
OO Health and social care professionals who assist smokers to quit, including all stop smoking

practitioners, should achieve certification through the National Centre for Smoking Cessation
and Traininga
OO Services can provide behavioural support to clients wishing to use unlicensed nicotine containing

products (such as e-cigarettesb), and where this activity conforms to the Russell Standard it can be
reported as part of the national data set

a

www.ncsct.co.uk

b

Throughout this document, those products, commonly known as electronic cigarettes, will be referred to as nicotine vapourisers,
as this name more accurately reflects their use as nicotine delivery devices.

EXECUTIVE SUMMARY

OO Areas may also wish to provide support to clients who are no longer smoking tobacco but who

would like help to stop their use of e-cigarettes (nicotine vapourisers). However, this is a local policy
matter and there is no national expectation that services will provide this type of support
OO Smokers who make multiple attempts to quit before achieving long-term success should be

supported with increasingly intensive interventions. Repeatedly delivering the same intervention
that has led to previous poor outcomes is not a good use of resources
To achieve best practice, all service delivery models should conform to established intervention principles
(see page 29).

Measuring success
OO Four-week quits remain the national outcome measure for stop smoking services, and it is strongly

recommended that local areas continue to collect and submit this data. If they wish, areas may also
measure longer-term outcomes and quality measures such as customer satisfaction
OO Smokers attempting to stop without additional support generally have a success rate of 25% at

four weeks (for carbon monoxide (CO) validated quits) and a success rate of about 35% at four
weeks (for self-reported quits). Therefore to show an impact, services must achieve success rates
in excess of these
OO At least 85% of four-week quits should be CO verified and other outcomes measured locally

should be validated where possible
OO Where four-week success rates fall outside a 35%–70% range, then it is recommended that an

‘exception-reporting procedure’ is adopted to check adherence to the intervention principles
(see Annex B, page 90, for data definitions)
OO It is also recommended that services have quality assurance procedures in place to ensure the

quality of the service being provided; this should include an element of independent auditing
to complement internal checks
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INTRODUCTION

Introduction
Smoking remains the leading cause of preventable death and disease
in England,3 and is one of the most significant factors that impacts
upon health inequalities and ill health, particularly cancer, coronary
heart disease and respiratory disease. Treating smoking-related illness
is estimated to cost the NHS £2.7bn a year,4 with the wider economic
costs reaching over £13bn once factors such as lost productivity, tobacco
litter and smoking-related house fires are taken into account.5 Reducing
smoking prevalence therefore remains a key local public health priority
and a national focus.6
Stop smoking services should not be regarded as the main driver for
reducing smoking prevalence, which is affected to a much greater
degree by national policy and broader local tobacco control strategies.
However, stop smoking service providers should sit within an overall
tobacco control programme and should form part of a wider action to
reduce local smoking prevalence.1 A network of stop smoking services
has existed in England since 1999. These services are proven to be highly
cost-effective and have been shown to effectively assist in reducing the
health inequality caused by smoking.7,8
An effective way of reducing the rate of children and young people
taking up smoking is to support adult smokers to stop, and therefore
high-quality, evidence-based services will also contribute to preventing
the initiation of smoking.

INTRODUCTION

Stop smoking service activity
The number of smokers accessing services nationally had generally been increasing year on year; but
data published for the past two years has shown a significant overall reduction. In 2013–14, 19%
fewer people set quit dates through stop smoking services across England compared to in 2012–13,
which itself suffered a drop of 11% compared with 2011–12.9 Given that services offer smokers a
significantly higher chance of stopping smoking compared with trying to quit without support or
medication, a reduction in throughput would be of concern should this trend continue.
Although the reasons for the downturn are unknown, there are a number of factors which may have
had a part to play, including a change in the formulation of national mass media messages (from
directly encouraging access to stop smoking services to promoting population-level quit attempts,
e.g. Stoptober, Health Harms and Quit Kits); an overall reduction in the quantity and duration of
advertising and publicity at a national level; and the impact of the transition of public health to local
authorities and changes in commissioning arrangements for stop smoking services that may have
included a reduction in local budgets for both services and promotional activity. In addition, the
increasing use of nicotine vapourisers (e-cigarettes) by smokers who are trying to either stop or cut
down is likely to have had an impact. It is important to continue to track stop smoking service activity
and it is particularly important that local areas continue to submit quarterly and annual data to the
Health and Social Care Information Centre (HSCIC).
Despite this downturn, overall self-reported four-week success rates were 51% for 2013–14, which is
similar to rates in 2012–13 (52%) and higher than for 2011–12 (49%), suggesting that the quality of
interventions being provided is being maintained.

Role of stop smoking services
Following the transition of responsibility for public health from primary care trusts to local authorities,
the role of stop smoking services is coming under increasing scrutiny and the idea of developing
broader ‘lifestyle’ services is becoming more popular. Currently, evidence indicates that generic lifestyle
services are not as effective at achieving behaviour change as services devoted to specific behaviours.10
It is therefore important that any proposed changes to services do not undermine existing, effective
smoking cessation support.
Evidence and best practice, as reflected in this document, recognise stop smoking services as specific,
stand-alone public health services.

This document
This document provides an overview of the latest evidence relating to the commissioning, delivery
and monitoring of stop smoking services to support effective local planning. In addition, best
practice guidance is provided for both service commissioners and providers. Guidance regarding
the implementation of specific harm reduction interventions is not provided, although a separate
commentary on harm reduction is provided in Annex I.
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Part 1: Commissioning services

1. Stop smoking services
Stop smoking services are now well established and have had a significant impact on helping smokers
to stop11 and on the creation of a large number of permanent ex-smokers. It is estimated that in
2012–13 over 36,000 premature deaths were prevented by these services.12
The primary role of stop smoking services is to deliver high-quality, evidence-based stop smoking
interventions to their local population. In the main, services are currently commissioned to deliver an
abrupt cessation model, supporting a smoker who is motivated to stop to set a quit date immediately
or in the very near future, after which they smoke not one puff on a cigarette (see Treated smoker
definition, page 92). The support programme offered by services involves a combination of behavioural
support and licensed pharmacotherapy.
NICE guidance, including harm reduction guidance (see Annex I), identifies an abrupt approach to
stopping smoking (or quitting in one step) as the most effective and recommends that this should
remain the core function of local stop smoking services.
Services are not a main driver for reducing smoking prevalence; national policy and local tobacco
control strategies are more able to achieve this. However, stop smoking service providers should sit
within an overall tobacco control programme and should form part of a wider action to reduce local
smoking prevalence.1 As services provide the best chances of quitting for an individual, they can
also make significant contributions to reducing health inequalities,1,7 particularly when delivered to
populations in which smoking prevalence is high.
In a given year, services should aim to treat at least 5% of their local population of smokers, in line
with best practice recommendations contained within NICE guidance for smoking cessation.2
Effective stop smoking commissioning considers the entire pathway that smokers follow, starting
with service promotion and engagement, providing support to quit and ongoing support and relapse
prevention, and concluding with follow-up and re-engagement. The remainder of this section provides
information and best practice guidance to assist this process.
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2. Information and intelligence
Local intelligence has a vital role to play in commissioning plans. Services, and types of intervention,
that are configured according to local needs will make a greater contribution to reducing inequalities
than those delivered without this understanding. The key to ensuring that services are aligned with the
needs of the local population lies in a comprehensive local health needs assessment that is included
within the local Joint Strategic Needs Assessment (JSNA) (see www.hscic.gov.uk/jsna) and the Joint
Health and Wellbeing Strategy (JHWS).
The local tobacco profiles available via www.tobaccoprofiles.info include data that can be used
to illustrate the impact of services by local authority area. The profiles also include data from the
Integrated Household Survey, which is used to track national smoking prevalence.
Local data systems support accurate recording and reporting of stop smoking service provision, and
can be used to inform and improve both the local commissioning and the local provision of services.
Increasingly, areas have implemented web-based databases that can be locally modified to record a
range of information in addition to the mandatory data fields, e.g. information about access by highrisk service user groups and their cessation rates. An example of a comprehensive monitoring form is
provided in Annex H.
In order to help monitor and evaluate the national effectiveness and reach of local stop smoking
services, it is important that local areas continue to submit quarterly data to the Health and Social Care
Information Centre (HSCIC). Submission of this data supports research and informs the provision of
national support to assist local delivery (see Part 3, pages 80–84). Continuing to submit this data also
offers further direct benefits for local areas, as listed below.

Advantages of continued national data reporting
OO Inclusion of data in the NICE ROI tool: the data returns are included in the NICE ROI tool;

non-submission of data would limit the usefulness of the tool for local authorities
OO Informing commissioning plans: the data returns underpin the development and scrutiny of

robust JSNAs and JHWSs and provide information for the annual report of the Director of
Public Health
OO Monitoring commissioned services: the returns provide essential data for monitoring the

delivery of commissioned public health services and help support sector-led improvement
OO Benchmarking and assessing comparative outcomes: maintaining complete national

coverage of the data returns is essential to enable all councils to undertake both national
benchmarking and peer group comparisons

Part 1: Commissioning services

3. Identification and referral of smokers
Over two-thirds of smokers report wanting to stop, and just over 35% of these intend to make a quit
attempt soon.13 The latest data from the Smoking Toolkit Study (STS) shows that the vast majority of
smokers attempting to stop choose the least effective methods of doing so, with less than 5% using
the most effective method: their local stop smoking service.
In line with the Making Every Contact Count agenda,c systematic identification of smokers and delivery
of very brief advice (VBA) by health or social care professionals at every opportunity is required to
ensure that smokers access the most effective stop smoking support options available.
Key points
OO Smoking cessation has been linked to the potential for teachable moments,14 meaning that all health

and social care professionals (HSCPs) can have a positive impact on a smoker’s decision to stop
OO Regardless of any expressed desire to stop, all smokers should be informed that the best way

to stop is through a combination of behavioural support and medication, that the best place to
receive this is from their local stop smoking service and that a referral can be made there and then
OO The systematic provision of very brief advice (VBA) and routine referral of smokers to stop smoking

service providers should be written into all provider contracts and supported by appropriate
trainingd and established formal referral systems
OO All local HSCPs (e.g. practice nurses, district nurses, midwives and health visitors) and social care

professionals should be aware of the VBA model for the provision of very brief advice (Ask, Advise,
Act) and routinely refer smokers to local stop smoking service providers (see pages 43–45)
OO Formalised referral systems, electronic or otherwise, enable the monitoring of referral sources

(i.e. settings) and the identification of areas in which referral rates could be improved
OO It is not recommended that service providers are remunerated for referrals beyond what is provided

through established reward and incentive programmes such as the Quality Outcomes Framework

c

See: www.gov.uk/government/uploads/system/uploads/attachment_data/file/216423/dh_132114.pdf

d

A free online VBA training programme is available at: http://elearning.ncsct.co.uk/vba-launch
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Referral sources
NHS / public health workforce
A Department of Health-initiated NHS Health and Wellbeing review reported that just over a fifth of
NHS employees smoked and that these staff were more frequently absent from work, or presented to
work whilst unwell.15 Whilst the data available on staff smoking in the NHS and local government is
limited, it is important to ensure that staff are supported to access stop smoking services. Staff who
have a positive experience of quitting with the help of services may be more likely to recommend
these services to others.

Clinical Commissioning Groups (CCGs) and general practice
GP practice teams have daily contact with a significant number of smokers and therefore play a key
role in any local referral network. Most smokers see their GP at least once in any given year. Whilst
some practices are very proactive in this area, the STS13 indicates that the delivery of effective very
brief advice is not currently systematic or standardised. Figure 1 shows that the vast majority of
smokers either receive no intervention from their GP or ineffective ones; the top three sections in
the bars indicate VBA.
It is also useful to note that smoking rates amongst patients with severe mental illness and
maternal smoking at delivery are included as measures in the 2014/15 CCG Outcome Indicator
Set (see www.england.nhs.uk/ccg-ois ).
Figure 1: Smokers reports (%) of contact with, advice from or support offered by their GP

Note: Whilst the questions asked in the study all relate specifically to GP activity, very brief advice
should form part of routine care delivered by all staff

Part 1: Commissioning services

Pharmacy
As community pharmacies are frequently people’s first point of contact with health services, seeing
over 1.6 million people per day, they are a valuable setting for referring and /or supporting smokers
who want to stop. Pharmacies are often a key healthcare facility located in areas of high deprivation
and so can play a vital role in improving the health of specific communities. Many pharmacies are
taking on a greater role in this as part of the Healthy Living Pharmacy programme (see www.npa.
co.uk/business-management/service-development-opportunities/healthy-living-pharmacy ).

Dentistry
Over 60% of the adult population in England visits a dentist for regular check-ups, and dental teams
also have regular contact with pregnant women and teenagers. This puts them in a strong position
to deliver very brief advice and refer smokers to their local stop smoking service provider. In addition
to identifying smokers, dentists are also ideally placed to identify users of smokeless tobacco. Further
recommendations for helping dental patients quit tobacco are available (see www.gov.uk/government/
publications/smokefree-and-smiling).

Optometry
There is a strong association between smoking and age-related macular degeneration (AMD).
Currently there is no effective treatment for any type of AMD, and identifying modifiable risk factors is
of great importance.16 Optometrists therefore provide a further opportunity to deliver very brief advice
to smokers.17

Maternity services
Maternity services play a key role in identifying and referring pregnant smokers or women who smoke
and are trying to conceive. NICE guidance12,18 recommends that a wide range of HSCPs, particularly
those within maternity services, proactively identify and refer all smokers to a stop smoking service.
Referrals should be made as early as possible and include partners and significant others (see page 64).

Secondary care
A smoker is more likely to experience post-operative complications and slower wound healing,19 which
could result in the need for further surgery, a longer hospital stay and increased costs to the health
service. Admission to hospital has been shown to increase motivation to stop smoking. A Cochrane
review found that the offer of support to stop smoking as part of inpatient activity, including
community follow-up for at least four weeks post-discharge, improved abstinence rates significantly.20
Both primary and secondary care staff can play a pivotal role in the early identification and referral of
smokers who have planned admissions, and this activity should be embedded within the pre-operative
assessment process. In the case of unplanned admissions, patients must be started on withdrawaloriented management programmes as early as possible and routinely offered a referral to a stop
smoking service. It is crucial that the hospital pharmacy is engaged so that it is able to deliver very brief
advice and act as a referrer, as well as ensuring access to stop smoking medicines.

15
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Mental health and alcohol and substance misuse services
Those with a mental disorder (which includes those with mental illness or alcohol problems or
substance misuse problems) have significantly higher smoking rates than the general population and
are responsible for 42% of tobacco consumption in the UK.21
Table 1: Percentage of population in England with different mental disorder and rates of smoking
Prevalence of disorder
in population

Proportion who are
regular smokers

Any mental disorder

23%

33%

Common mental disorder

16%

32%

Depressive episode

3%

37%

Phobias

2%

37%

Generalised anxiety disorder

4%

36%

PTSD screen

3%

37%

ADHD screen

1%

31%

Psychosis

1%

40%

Suicide attempt in past year

1%

57%

Drug dependence

3%

69%

Alcohol dependence

6%

46%

Alcohol problems

24%

30%

Mental health problems are a significant risk factor in the uptake of smoking in children and
adolescents, with uptake of smoking being six times more common in those with a conduct disorder
and four times more common in those with an emotional disorder.22
Since the majority of people with a mental disorder are managed in primary care, it is important that
primary care pathways are developed and implemented to facilitate improved access to stop smoking
support for both adolescents and adults. Since around 70% of adults in mental health units smoke,23
inpatient and community mental health services, including substance and alcohol services, are well
placed to refer people to, or directly provide, stop smoking services.
It is often thought that people with a mental health disorder, those with co-morbidities and those
who are polysubstance users are incapable of stopping smoking until they have addressed their other
problems. This view is challenged by recent research24 showing that smoking cessation can improve
mental health significantly compared with continuing to smoke; this effect appears to be as great for
those with psychiatric disorders as for those without.
To support the delivery of VBA in mental health services, the NCSCT has developed a briefing that is
available via the NCSCT website (see www.ncsct.co.uk/publication_Smoking_cessation_and_Mental_
Health_briefing.php).
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NICE guidance: PH48 Smoking cessation in secondary care:
acute, maternity and mental health services
The National Institute for Health and Care Excellence (NICE) public health guidance (PH48)
identifies best practice to support the delivery of stop smoking activities in acute, maternity and
mental health services, including community services, drug and alcohol services, and outpatient
and pre-admission clinics.
The full guidance can be accessed here: http://guidance.nice.org.uk/PH48

LGBT communities
Smoking prevalence data concerning lesbian, gay, bisexual and transgender (LGBT) communities is
currently not routinely collected. Previous survey data has shown that gay and bisexual men, lesbians
and bisexual women start smoking earlier, smoke more and smoke for longer than their heterosexual
counterparts.25
Factors that may contribute to higher smoking rates include stress, more frequent socialisation
with other smokers and higher rates of alcohol and drug use. Smoking amongst LGBT youth is also
associated with social desirability, ready access to cigarettes, risk-taking and rebelliousness, feelings of
being unsupported, low self-esteem, negative mood and other mental health factors.26
LGBT communities often fear and face discrimination when accessing health services27,28 and are
unlikely to use smoking cessation services that are considered to be generic,29 preferring to seek
specifically targeted services instead.30,26
Creating effective links with existing LGBT community groups and outreach services as well as
specialist drug and alcohol, mental health and HIV treatment services to support awareness raising,
sharing of information and providing access to stop smoke support is recommended.
A strategic framework focused on improving health and wellbeing within LGBT communities is
planned for publication by Public Health England later this year. PHE’s initial findings on the health and
wellbeing of gay, bisexual and other men who have sex with men can be accessed here: www.gov.uk/
government/publications/promoting-the-health-and-wellbeing-of-gay-bisexual-and-other-men-whohave-sex-with-men
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Long-term conditions
The Department of Health defines a long-term condition (LTC) as one that cannot, at present, be
cured by medication or other therapies. Such conditions include, although are not limited to, chronic
obstructive pulmonary disease (COPD), diabetes, coronary heart disease (CHD), asthma, depression
and HIV/AIDS.
It is estimated that 15.4 million people in England have a LTC, with 50% of all GP appointments and
70% of hospital bed days used to treat patients with LTCs.31
Smoking rates amongst patients with LTCs are often higher than those of the general population and,
in many cases, smoking has directly contributed to the development of an LTC. For example, smoking
is the largest cause of COPD and continued smoking is known to accelerate disease progression,
worsen outcomes and increase the risk of future complications.
Despite this, however, only a small proportion of people with an LTC receive stop smoking interventions.
Systematic identification and referral pathways between NHS England, hospital trusts, CCGs and stop
smoking services should therefore be established.

Other settings
Prison settings
Prisons are an important source of referrals, with up to 80% of the prison population being
smokers;32 there are high rates of mental disorder, and alcohol and drug use are also reported. As the
commissioning of health services within prisons is the responsibility of NHS England, it is important
that effective partnerships with local authorities are formed so that the best use of local resources is
realised. As a minimum, smoking status should be routinely checked as part of the induction process,
VBA should be delivered as part of routine health checks and referral to a stop smoking service
provided where appropriate (see page 43). Harm reduction interventions could be made available
to those people who are, for whatever reason, unable or unwilling to stop smoking in one step.
Considering the mobility of this population, care pathways should be introduced that ensure
continuity of care throughout the system.
Health trainers or similar local services
Health trainers or similar local services are ideally placed to refer clients who smoke and who identify
stopping as a key priority. All health trainers should therefore be trained to deliver VBA (see page 43)
and be aware of local stop smoking service providers and locally agreed referral procedures.
Partnerships
Commissioners are encouraged to develop and maintain partnerships with a range of organisations
to aid service promotion and increase referral opportunities (e.g. workplaces, children centres and
the fire service).
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Referral systems
The following systems can all be used to drive referrals of smokers into evidence-based stop
smoking services.

Health checks
The NHS Health Check is a national risk assessment and prevention programme for people aged
between 40 and 74 years of age to identify anyone at risk of heart disease, stroke, kidney disease,
diabetes and certain types of dementia. Following assessment, anyone identified as at risk should
receive advice on achieving and maintaining a healthy lifestyle, including advice about stopping
smoking if relevant.
Local councils are responsible for commissioning and monitoring this programme, which provides an
ideal referral mechanism for transferral into local commissioned stop smoking services.
Further information about health checks is available from the NHS Health Check website
(see www.healthcheck.nhs.uk).

Quality and Outcomes Framework (QOF)
The QOF is an annual reward and incentive programme for all GP practices in England and forms
part of GP contracts. Although participation by practices in QOF is voluntary, participation rates
remain very high. The objective of QOF is to improve the quality of care patients receive by rewarding
general practices for the quality of interventions that they provide. It is not, however, a performance
management tool. One of the key principles of QOF is that indicators should, where possible, be based
on the best available research evidence.
The following indicators relating to smoking are currently part of QOF:
AST004

The percentage of patients with asthma aged 14 or over and who have not attained the
age of 20, on the register, in whom there is a record of smoking status in the preceding
12 months

SMOK002

The percentage of patients with any, or any combination of, the following conditions:
CHD, PAD, stroke or TIA, hypertension, diabetes, COPD, CKD, asthma, schizophrenia, bipolar
affective disorder or other psychoses whose notes record smoking status in the preceding
12 months

SMOK003

The contractor supports patients who smoke in stopping smoking by a strategy which
includes providing literature and offering appropriate therapy

SMOK004

The percentage of patients aged 15 or over who are recorded as current smokers who have
a record of an offer of support and treatment within the preceding 24 months

SMOK005

The percentage of patients with any or any combination of the following conditions: CHD,
PAD, stroke or TIA, hypertension, diabetes, COPD, CKD, asthma, schizophrenia, bipolar
affective disorder or other psychoses who are recorded as current smokers who have a record
of an offer of support and treatment within the preceding 12 months

19
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Commissioning for Quality and Innovation (CQUIN)
The Commissioning for Quality and Innovation (CQUIN) framework is intended to support
improvements in the quality of services and the creation of new, improved, sustainable patterns of
care over and above the baseline requirements set out in the NHS Standard Contract.
CQUINs are the responsibility of CCGs and so negotiation will be required if local authorities wish to
implement public health-related indicators. CCGs are free to develop and agree local indicators and
NHS England has provided a ‘pick list’ to support commissioners in doing this (see www.england.
nhs.uk/nhs-standard-contract ) that includes a reference to supporting COPD patients and pregnant
women who smoke.
Smoking is also already included in a national CQUIN applicable to mental health providers,
as outlined below.

CQUIN: Improving physical healthcare to reduce premature mortality
in people with severe mental illness (SMI)
Indicator 1: 65% of funding for demonstrating, through a national audit process similar to
the National Audit of Schizophrenia, full implementation of appropriate processes for assessing,
documenting and acting on cardio-metabolic risk factors in patients with psychoses, including
schizophrenia.
The following cardio-metabolic parameters (similar to the ‘Lester tool’ and the cardiovascular
outcome framework) are assessed:
OO Smoking status
OO Lifestyle (including exercise, diet, alcohol and drugs)
OO Body Mass Index
OO Blood pressure
OO Glucose regulation (HbA1c or fasting glucose or random glucose as appropriate)
OO Blood lipids

The results are recorded in the patient’s notes / care plan / discharge documentation as
appropriate, together with a record of associated interventions according to NICE guidelines
or an onward referral to another clinician is made for assessment, diagnosis or treatment,
e.g. smoking cessation programme, lifestyle advice and medication review.
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4. Communications and marketing
Getting the message across
There is evidence globally to show that marketing and mass media campaigns are effective in
prompting quit attempts and reducing smoking prevalence.33, 34
The latest Smokefree marketing communications strategy was published in spring 2012 (see http://
resources.smokefree.nhs.uk/news/new-marketing-strategy/) and sets the direction for Smokefree
marketing activity until 2015. A new Public Health England Marketing Strategy for 2014 to 2017
was published in summer 2014 which provides a further update on the Smokefree marketing
campaigns (see www.gov.uk/government/publications/public-health-england-marketing-strategy2014-to-2017).
The innovative Smokefree marketing programme has included Smokefree homes and cars, Stoptober
and Health Harms, including ‘Mutation’ and ‘Toxic Cycle’. Campaign histories and results are published
by the Smokefree Resource Centre (see http://resources.smokefree.nhs.uk/campaign/).
Marketing of support services and products is a key offering from Smokefree that is aimed at
reinforcing the decision to quit, maintaining motivation and supporting the quitting process;
the use of stop smoking services is always recommended when smokers sign up for support
(see https://quitnow.smokefree.nhs.uk/).

Local marketing activity
It is recommended that strategies for promoting local services are supported by research and based
on local intelligence, including that found within the JSNA. Extensive research exists at a national level
(e.g. on routine and manual groups and other audiences), key insights into which are included in the
latest national Smokefree strategy.e
Where possible, any local communications activity should be integrated with regional and national
campaigns to enhance its effectiveness and avoid duplication.
Local marketing initiatives can add most value by:
OO Improving understanding of what local services can offer and where help is available
OO Triggering quit attempts amongst local smokers and signposting them to local stop

smoking services
OO Signposting smokers to the most effective support to help them in their quit attempt

To help support local marketing, a toolkit of creative resources is available from the Smokefree
Resources Centre (see Annex D).

e

http://resources.smokefree.nhs.uk/news/new-marketing-strategy/
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5. Branding of stop smoking services
All service providers can use the Smokefree brand providing its use is in accordance with the branding
guidelines.f The use of the NHS logo is no longer permitted unless providers are part of the NHS.
Services provided and commissioned by non-NHS organisations, such as local authorities, can still refer
to themselves using the term “NHS stop smoking service” as long as they provide a line of text to
explain why they are doing this, e.g. “name of organisation is working with the NHS to provide this
stop smoking service”.

6. Methods of stopping smoking
When attempting to stop smoking there are a number of methods that smokers commonly use,
including
OO Unassisted (‘cold turkey’)
OO Using nicotine replacement therapy bought over the counter (OTC)
OO Using a stop smoking medicine provided on prescription
OO Using a stop smoking service (behavioural support plus access to stop smoking medicines)

Other methods sometimes cited by smokers, such as hypnotherapy, acupuncture and the Allen Carr
Easy Way, do not have sufficiently strong evidence to support their use2 and cannot be recommend
as treatments provided by the NHS (see page 26).
Figure 2 uses STS data13 and shows that OTC medication has no greater effect on smoking cessation
rates than quitting unassisted. The most effective method remains a combination of stop smoking
medicine and behavioural support of the type provided by stop smoking services (referred to as SSS
support in Figure 2).
Figure 2: Methods of stopping smoking and their success rates

f

http://resources.smokefree.nhs.uk/wp-content/resources/files/pdf/SF_Guidelines_inter.pdf
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7. Use of unlicensed nicotine containing products
There are a number of unlicensed nicotine containing products available on the market, such as
nicotine vapourisers (e-cigarettes). Unlike those licensed products regulated by the MHRA (e.g.
patches, gum, nasal and mouth sprays, sublingual tablets, lozenges, strips and the inhalator), there
is limited evidence about their quality, safety or efficacy. Encouraging new evidence is emerging all
the time, but currently there are no licensed nicotine vapourisers and thus these products cannot be
prescribed or provided by stop smoking services, nor can they be recommended as a replacement for
licensed medications.
Following a public consultation on unlicensed nicotine containing products, and commissioned
research, the MHRA announced in 2013 that all such products would need to be licensed as medicines
once relevant European legislation was introduced. This EU legislation was the Tobacco Products
Directive (TPD). A new TPD was endorsed by the European Parliament in February 2014 and will be
implemented from 2016. This requires all nicotine vapourisers containing over 20 mg/ml of nicotine to
be licensed as medicines but allows others to continue to be sold as consumer products but with some
controls similar to those applied to tobacco products.
To date there remains limited evidence about the use of nicotine vapourisers for smoking cessation
(evidence rating Cg). However, expert opinion cited in the MHRA announcement and the NICE tobacco
harm reduction guidance makes it clear that the use of nicotine vapourisers is likely to be considerably
less hazardous than tobacco smoking. On this basis, services should, as part of the commissioning
arrangement, still be able to provide behavioural support to clients who wish to use unlicensed, selfpurchased products, whether this use is in combination with or instead of a licensed product.
Provided they adhere to the Russell Standard, stop smoking services can include in national data
returns clients who are smoking tobacco, receiving behavioural support and who are using a nicotine
vapouriser (or other unlicensed nicotine containing product) to help them stop.
Clients who have not smoked in the 48 hours prior to attending their first session, whether they are
exclusively nicotine vapouriser users or not, are considered non-smokers and cannot be included
in national data returns. However, they may be reported to commissioners locally as examples of
recipients of additional services provided.
Services may also wish to provide support to people who do not smoke tobacco and want to stop
their nicotine vapouriser use; however, this should not detract from the provision of services to people
who wish to stop smoking tobacco. Assessing service capacity to deliver such a service is vital, as is
consideration of the desired commissioning outcomes, including rules for remuneration.
Further information about nicotine vapourisers (e-cigarettes) can be found here:
ASH briefing on e-cigarettes: (see www.ash.org.uk/files/documents/ASH_715.pdf)
NCSCT briefing on e-cigarettes: (see www.ncsct.co.uk/publication_ecigarette_briefing.php).

g

See page 24.
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8. Stop smoking interventions
NICE programme guidance on smoking cessation recommends the following stop smoking
interventions as being cost-effective:
OO Brief interventions
OO Individual behavioural counselling
OO Group behaviour therapy
OO Licensed pharmacotherapies: NRT, bupropion (Zyban) and varenicline (Champix)
OO Self-help materials
OO Telephone counselling and helplines

There is also emerging evidence on new media interventions for smoking cessation (online, text
messaging, computer assisted and smartphone app),35 although these are not currently covered by
NICE guidance.
The delivery section (Part 2) of this document provides greater detail regarding stop smoking
interventions and specific smoking population groups (see page 42). Evidence ratings, also included in
the delivery section, are summarised below in Tables 2 and 3 for ease of reference.

Evidence ratings of recommendations
Every recommendation in the delivery section (Part 2) of this guidance has a rating to show the extent
to which it is evidence based. This is based upon an adapted version of the Scottish Intercollegiate
Guidelines Network (SIGN) rating system,36 an internationally recognised scale used to rate research
evidence. These ratings are as follows.

A

The recommendation is supported by good (strong) evidence

B

The recommendation is supported by fair (reasonable) evidence,
but there may be minimal inconsistency or uncertainty

C

The recommendation is supported by expert opinion (published) only

I

There is insufficient evidence to make a recommendation

3

Good practice point (in the opinion of the guidance development group)

In order to grade the evidence in this guidance, reviews of published research were conducted.
The process included identifying relevant systematic reviews and primary studies of smoking
cessation interventions. Particular attention was paid to reviews conducted to inform NICE guidance
and primary studies conducted in the UK due to their relevance for English stop smoking services.

Part 1: Commissioning services

Table 2: Summary of interventions and their evidence rating
Intervention

Evidence rating

Very brief advice

A

Behavioural support

A

Intervention types
One-to-one support

A

Couple / family support

I

Closed-group support

A

Open (rolling) group support

B

Drop-in support

I

Telephone support
Proactive
Reactive
Text-based

A
B
B

Online support

B

Assessing nicotine dependency and smoking status
Quantitative approach to assessing nicotine dependency

A

Carbon monoxide testing

A

Cotinine testing

A

Pharmacotherapy
Nicotine replacement therapy

A

Combination nicotine replacement therapy

A

Nicotine-Assisted Reduction to Stop (NARS) / preloading

B

Unlicensed nicotine containing products (nicotine vapourisers)

C

Bupropion (Zyban)

A

Varenicline (Champix)

A

Smoking populations
Routine and manual smokers

B

Pregnant smokers
Nicotine replacement therapy
Teenage pregnancy

B
C

3

Smoking and mental health problems

B

Secondary care

A

Prisoners

C

Substance misusers

C

Black and minority ethnic groups

B

Children and young people
Stop smoking interventions
Prevention and tobacco control

I
B

Relapse prevention

I

Repeat service users

3
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Other interventions and products that are either not recommended or are currently lacking sufficient
evidence to be included in the delivery section are summarised below.
Table 3: Other interventions
Intervention / product
Some evidence of effectiveness but not currently recommended
Rapid smoking
Cytisine
Incentives
Insufficient evidence: not currently recommended
Allen Carr
Nicobrevin
NicoBloc
St John’s Wort
Glucose
Lobeline
Evidence of no effectiveness: not recommended
Hypnosis
Acupuncture
Acupressure
Laser therapy
Electrostimulation
Anxiolytics

Stop smoking service configuration
Historically, each Primary Care Trust funded a core stop smoking service to provide a wide range of
functions in addition to the delivery of evidence-based cessation interventions, e.g. training, mentoring
and communications campaigns. Over recent years, the commissioner and provider split and the
emergence in some areas of payments by results (PbR) has resulted in adaptations to this model.
A mapping exercise of stop smoking service commissioners undertaken in 2014 showed that the
majority of responding areas either commissioned one provider via a block contract (30%), which
could itself sub-contract other providers, or directly commissioned multiple providers (31%) that were
each required to achieve a proportion of the overall target. There is currently no evidence to suggest
the single most effective commissioning model, but the basis upon which services are commissioned
should be informed by the evidence ratings (page 25), intervention principles (page 29) and treatment
programme content (page 31) contained in this document.
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In 2011, over 126,000 service treatment episodes in England were analysed to identify the factors
that influence service effectiveness.37 A substantial variation in success rates across intervention
characteristics was found after adjusting for smoker characteristics. The study concluded that the
following factors increased the likelihood of quitting:
OO Behavioural support provided by a practitioner whose main job is stop smoking provision
OO Behavioural support delivered in a group setting
OO Use of varenicline or combination NRT

Although offering greater reach and accessibility, interventions delivered by community stop
smoking practitioners whose main job is not stop smoking provision (e.g. practice nurses, community
pharmacy staff, etc.) are in general less effective than interventions delivered by specialist stop
smoking practitioners for whom it is the sole or main part of their job. To increase and maintain the
effectiveness of interventions, it is important that all stop smoking practitioners are NCSCT certified,
receive face-to-face training in line with the national training standard,h receive support
and supervision and participate in update training at least once a year.
It is also important to consider the wider functions required to deliver a coordinated and cohesive
approach to the delivery of local, high-quality, evidence-based stop smoking interventions and to
identify how these will be provided, including:
OO Development and maintenance of local referral networks
OO Training of providers, including regular supervision, update training and continuing professional

development
OO Coordination and management of local marketing campaigns and communications as well as

national events such as No Smoking Day, World No Tobacco Day and Stoptober
OO Coordination and management of quarterly data collections, including for higher risk groups,

service access, exception reporting and auditing
OO Management of local referrals and allocation to providers
OO Membership and representation within local tobacco control alliances

Whichever commissioning model is used locally, service provider contracts should include a detailed
service specification that clearly lays out the criteria for delivery and reporting.
A checklist for commissioners is provided in Annex A.

h

The national training standard can be found here:
www.ncsct.co.uk/publication_ncsct-training-standard-learning-outcomes-for-training-stop-smoking-practitioners.php
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Balancing reach and efficacy of interventions
There is evidence to show an inverse relationship between numbers treated and success rate: a drive
for high numbers tends to result in lower success rates. The balance of commissioning interventions
that addresses the needs of groups that are hard to engage, whilst remaining relevant and accessible
to the mainstream smoking population, requires particular attention. An overview of the different
intervention types is provided on page 47.
Interventions such as closed-groups are highly effective and should form part of the range of services
provided. Support provided through primary care, pharmacies and dental settings can provide a
greater level of flexibility and be more attractive to service users, but the trade-off for greater footfall is
often lower quit rates. Providing a range of support options, in line with evidence-based intervention
principles, will ensure that clients have the opportunity to choose a service that best suits their needs.
The dynamic between increased accessibility and increased likelihood of cessation is one that
should be explored, because it may result in providers being allowed to offer an increasing level of
intervention to clients who repeatedly present to services. As with other clinical services, there is no
value to be added by repeatedly recommending an intervention that returns a suboptimal outcome
for an individual. Rather than recycling clients through similar ‘failure modes’, service providers should
be encouraged to identify these individuals and offer them increasing levels of support. Note that
this does not mean that first-time service users should be offered anything less than the standard
intervention for all smokers.

Targeting priority groups
Understanding the local demographics within each area will help identify priority groups. Nationally,
smokers with a mental disorder (mental illness, alcohol problems and substance misuse), pregnant
smokers and those in routine and manual occupations are considered key priority groups.
Prisoners, the homeless and other groups such as LGBT communities in which smoking prevalence is
especially high also require proportionate targeting.
Matching services to local need requires commissions that are designed to engage and support
smokers from diverse groups, either specifically or as part of the wider service offer. Where there is a
specific requirement for intervention, these groups must be clearly referenced in service specifications
and included within service outcomes and key performance indicators. Smokers from high prevalence
groups are likely to require longer and possibly more intensive support, and this should also be
considered in relation to payment schedules and incentivising service activity.
Data submitted by service providers can support commissioners in monitoring access and success rates
for priority groups. Commissions should require a minimum throughput of smokers setting a quit
date from these groups that is at least proportionate to their representation within the local smoking
population. Where there are particular issues of inequity, commissions may require an increased level
of engagement to ensure that smoking rates are driven down at a rate greater than that expected in
the general population.
Commissioners who identify communities within their localities with high rates of smokeless tobacco
use (see page 77) may also consider this priority group and look to commission services to help them
to stop. Recent NICE guidance on smokeless tobacco cessation provides further information regarding
supporting South Asian community members to stop using smokeless tobacco.38
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9. Delivering interventions
All stop smoking service interventions should adhere to the quality principles based on current NICE
guidance and be responsive to changes in the evidence base and current thinking on clinical best
practice. A complete list of behavioural support competences has been developed by the National
Centre for Smoking Cessation and Training (NCSCT) and is available as learning outcomes listed in
the NCSCT Training Standard (see www.ncsct.co.uk/publication_ncsct-training-standard-learningoutcomes-for-training-stop-smoking-practitioners.php).

Intervention principles
OO Interventions should be based on the current evidence base and where applicable follow NICE

guidance. See Appendix C
OO Prior to treatment, clients should be informed of all available (evidence-based) treatment options
OO Stop smoking service provision should be guided by a treatment manual clearly indicating the

elements of a behavioural support programme and when and how they should be applied.
This manual should follow recommended practice from evidence-based national guidelinesi
OO All staff involved in delivery should have been trained to the NCSCT Training Standard and should

obtain full NCSCT certification. In addition to the completion of the national online training, it
is also recommended that practitioners receive face-to-face training and participate in a period
of shadowing and observation before providing support unsupervised. Ongoing supervision and
mentoring is also important to ensure providers retain core skills and knowledge and are made
aware of developments in the field
Practitioners providing support to pregnant women and /or those with a mental health problem are
encouraged to take the online NCSCT specialty modules, which are available to all those who achieve
full NCSCT certification
OO All interventions should be multi-sessional, offering weekly support for at least the first four weeks

following the quit date
OO One-to-one interventions should have a total potential client contact time of at least 1 hour

50 minutes j (from pre-quit preparation to four weeks after quitting). This will ensure effective
monitoring, client adherence to the treatment programme and ongoing access to medication

i

An example Standard Treatment Programme is available at:
www.ncsct.co.uk/publication_ncsct-training-standard-learning-outcomes-for-training-stop-smoking-practitioners.php

j

This represents an increase of 20 minutes from the minimum contact time stipulated in previous editions of this guidance. This change
has been made to better reflect a realistic amount of time required to deliver the evidence-based competences that constitute 			
effective stop smoking support. It should be noted that even with such an increase this remains a minimum contact time and does not
take into account additional time that may be required to effectively support individual clients. It also does not take account of related
administrative tasks such as the completion of paperwork and session notes.
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One-to-one behavioural support sessions
(minimum support for the first six weeks)
Session

Minimum time allocated (minutes)

Session 1: Pre-quit

30

Session 2: Quit date

20

Session 3: 1 week post-quit

15

Session 4: 2 weeks post-quit

15

Session 5: 3 weeks post-quit

15

Session 6: 4 weeks post-quit*

15

Total

1 hour 50 minutes

* Further sessions may be provided as per local protocol. Clients will need to be able to access the full course
of their chosen stop smoking medicine(s) (see page 32).

OO Group-based intervention sessions should be at least an hour in length and offer a minimum total

of six hours’ contact over a six-week treatment period. The behavioural support content of group
treatment should mirror that of an individual treatment programme
OO Smoking status at four weeks from the quit date should be CO validated in a minimum of 85%

of cases
OO Interventions should be efficiently managed with sufficient administrative support for general

organisation, client contact processes and data handling. Clients should be contacted as soon as
referral details are received and in no case later than two working days from receipt of referral,
with an appointment offered within one week. Every service should have a protocol for the
effective management and handling of calls and require all call handlers to be trained in effective
customer service techniques
OO It is recommended that new delivery models are initially piloted and fully evaluated before being

adopted as a significant part of the local delivery. This may, for example, include harm reduction
interventions (see Annex F, page 96, for an evaluation pro forma)
OO Service providers should be independently audited at regular intervals to ensure that the

intervention being provided is of the expected quality and duration, as set out in this document
(also see Exception reporting, page 84)
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Treatment programme content
The treatment programme should, as a minimum, include:
OO Building rapport and boosting motivation throughout
OO Assessing and confirming current readiness and ability to quit
OO Informing clients about the treatment programme
OO Assessing current smoking behaviour
OO Assessing past history of quit attempts
OO Explaining how tobacco dependence develops and assessing level of nicotine dependence

(using diagnostic criteria such as the Heaviness of Smoking Index (HSI) or the Fagerström Test
for Cigarette Dependence (FTCD))
OO Measuring carbon monoxide (CO)
OO Explaining the importance of abrupt cessation and the ‘not-a-puff’ rule
OO Discussing withdrawal symptoms and cravings / urges to smoke and how to deal with them
OO Discussing stop smoking medications; confirming choice, correct usage and sufficient supply
OO Discussing the client’s smoking contacts and how the client can get support to quit
OO Setting a quit date
OO Discussing any potential high-risk situations in the coming week
OO Advising on changing routine
OO Prompting commitment from clients (confirm the importance of the ‘not-a-puff’ rule)
OO Discussing future preparations and plans
OO Relapse prevention
OO Providing a summary to the client

A full overview of the evidence-based competences and components per treatment session is provided
in the NCSCT Standard Treatment Programme.k

Efficacy and intervention mix
Whilst every smoker will have individual preferences that will influence their choice of intervention, it is
important that options are offered to smokers accompanied by supporting information regarding the
relative chances of success of each intervention type (e.g. group, one-to-one or telephone support).
Figure 3 and Table 4 show the relative impact of a variety of evidence-based stop smoking
interventions and pharmacotherapies on four-week quit rates.

k

www.ncsct.co.uk/usr/pub/standard_treatment_programme.pdf
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Figure 3: Effectiveness of pharmacotherapy and support options

Note: BS = behavioural support

Table 4: Effectiveness of pharmacotherapy and support options
Four-week quit rates

No
medication

Mono
NRT

Combination
NRT

Bupropion

Varenicline

No support

16%

25%

36%

28%

37%

Individual
behavioural support

22%

37%

50%

39%

52%

Closed group
behavioural support

32%

50%

71%

55%

74%

Source: Cochrane Database of Systematic Reviews extrapolated by West and Aveyard39

Licensed pharmacotherapy
As all smokers should be given the optimum chance of success in any given quit attempt, licensed
pharmacotherapy, currently nicotine replacement therapy (NRT), varenicline (Champix) and bupropion
(Zyban) should all be made available in combination with intensive behavioural support. Varenicline
or combination NRT offer smokers the best chances of quitting and, unless clinically contraindicated,
should be available as first-line treatments to all clients.
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Pharmacotherapy budgets
Upper tier local authorities have a statutory duty to take appropriate steps to improve the health of
their populations. When local authorities assumed responsibility for commissioning public health
services in 2013, this included the supply of any associated medicines or devices.
The public health allocations, provided by the Department of Health to each local authority, were
intended to cover the full costs of supplying medicines, including those provided on prescription.
This means that where a smoker is receiving support from a stop smoking service to quit, local
authority budgets should be used to fund the standard provision of stop smoking medications,
e.g. up to 12 weeks for NRT and varenicline and up to nine weeks for bupropion.
Sometimes there is a clinical need for medication to be provided for longer, and the licensing of these
medications (with the exception of bupropion) allows for this. Funding for longer-term provision of
medications should be negotiated between the local authority and the CCG.
However, in instances where a GP (or other prescriber) prescribes a stop smoking medicine to address
a particular patient’s clinical needs outside the local authority commissioned pathway, the costs of the
prescription should be met from the CCG budget, as with any other clinical intervention.
The Public Health Policy & Strategy Unit at the Department of Health has developed a fact sheet
addressing this: (see www.nhsbsa.nhs.uk/PrescriptionServices/Documents/PrescriptionServices/NHS_
Reforms_factsheet_5_v2.0.pdf).
Best practice points
OO All licensed stop smoking pharmacotherapies should be available as equal first-line options
OO All pharmacotherapies should remain available for at least the duration recommended by the

product specification
OO Accessing approved stop smoking medicines should be an easy process
OO Those involved in the provision of stop smoking medications should complete the NCSCT online

medications module (once available)
OO Pharmacotherapies should be available for more than one treatment episodel
OO Where a client relapses during a quit attempt (and does not wish to begin a new treatment

episode), no further pharmacotherapy should be provided until such time as the client is motivated
to make another quit attempt
As with all medicines, any adverse reactions should be reported using the yellow card scheme, which
can be found at http://yellowcard.mhra.gov.uk/.
To make it easier for clients to access stop smoking medications, many areas have developed voucher
schemes or implemented Patient Group Directives (PGDs).

l

For example, a client using Champix who relapses during a quit attempt should, providing they are committed to attempt to stop
again, be able to begin a new course of Champix if this is assessed to be the most appropriate medicine for that client.

33

34

Part 1: Commissioning services

The supply of NRT via voucher schemes
NRT products are classified as General Sales List (GSL). This means that, depending on local policy,
a patient group direction (PGD) is not necessary and they can therefore be supplied directly from
pharmacies without a prescription.
The aim of the voucher scheme is to enable clients to access NRT when attending a stop smoking
service without the need to see the GP. A voucher process doesn’t usually require the involvement
of a GP and other clinical leads, which would be required in the writing and development of PGDs.
Voucher schemes are commonly seen as a customary option for GSL products such as NRT. These
schemes do not normally have a defined inclusion or exclusion criteria (unlike a PGD) that the
healthcare professional has to abide by, although such guidance is recommended.
A voucher is normally issued by a stop smoking practitioner after assessing the suitability of a
particular medication with the client. The medication should be issued by a pharmacist and ideally be
labelled with clear instructions, especially if they are not clear on the packaging. The pharmacist should
always check the patient medication records for any potential contraindications and cautions as,
ultimately, the responsibility for providing NRT through this type of scheme lies with the pharmacist.
Standard Operating Procedures (SOPs) and clinical governance processes should be set up and adhered
to at all times to assure patient safety. An example NRT protocol is available here: www.ncsct.co.uk/
publication_pgd_and_voucher.php.
Direct supply of NRT
As an alternative to voucher schemes, some service providers have opted to directly supply NRT to
their clients, purchasing and managing their own NRT stocks and developing service protocols and /or
PGDs to guide the provision of products.
Patient group direction (PGD)
PGDs allow specified healthcare professionals to supply and /or administer a medicine directly to a
patient with an identified clinical condition without the need for a prescription or an instruction from
a prescriber. They can, for example, offer an alternative method of providing access to varenicline or
bupropion rather than via GP prescription only.
The individual healthcare professional assigned to the PGD is responsible for assessing that the patient
fits the criteria set out in the PGD. The supply and /or administration of medicines under a PGD cannot
be delegated (e.g. to a pharmacy technician or student nurse).
PGDs may not always be the best way to supply GSL medicines (such as nicotine replacement
therapies) because the PGD has to be followed precisely and there is little room for professional
discretion. However, PGDs are considered to be a method that assures patient safety more rigorously
than other supply methods.
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Case study: PGD for varenicline (Champix)
In 2013, Worcestershire County Council decided to implement a PGD for Champix. It was
hoped that by removing the steps currently required in order for clients to access Champix
(i.e. the need to take a recommendation letter to the GP, return to collect a prescription and
then go to the pharmacy to receive the prescription), this effective medication would be more
available to more of their clients. There had been a pharmacy voucher scheme in place for NRT
for 10 years that had worked well and it was thought that a Champix PGD would complement
this option.
A project management team was established to oversee the development and implementation
of the PGD, which included the local authority head of public health, the chief officer for
the local pharmaceutical committee, a GP representative from one of the CCGs, a senior
pharmaceutical practitioner from the commissioning support unit, the local authority strategy
and policy development officer and the commissioning manager. It took approximately five
months from the first project group meeting to the ‘soft’ launch of the PGD in December 2013.
Key learning points from the project were:
OO local pharmacy committee (LPC) and commissioning support unit involvement is crucial and

they should be part of the project team
OO Managing the distribution and collation of contracts, as well as establishing processes for

payment, can be time intensive initially and dedicated administrative resources may be
required
OO VAT on Champix is charged at 5%
OO Include a client-held record from the outset (in Worcestershire this was introduced after the

launch at the request of the pharmacists and would have been useful from the beginning)
OO Packs must be appropriately labelled and this requirement should be included in the service

specification
OO There is likely to be a minimum requirement in terms of assuring that pharmacists signed up

to the PGD have attended the necessary training, and this needs to be identified as part of
the project planning
OO Training events can easily become more focused on operational matters rather than the

content of the PGD and therefore it is useful to make the objectives of the training clear
from the beginning and to make sure that there is an alternative mechanism in place to
handle more operational matters
OO Following implementation the PGD should continue to be reviewed

To date, 94 clients have used the Champix PGD and it appears to be very successful with no
problems reported. Some GP practices (that are commissioned stop smoking services) prefer to
refer for Champix under PGD rather than prescribe to reduce GP appointment time.
An example PGD and service specification for the provision of Champix via community
pharmacies can be accessed here: www.ncsct.co.uk/publication_pgd_and_voucher.php.
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10. Measuring success
The national outcome measure of stop smoking services remains success rates at the four-week postquit date. In addition to this, many local areas capture a wider range of outcomes, some examples of
which are listed below. Commissioners who took part in a mapping exercise this year reported that,
whilst smoking status at four weeks was the most common local measure, other outcomes such as the
12-week quit status and separate reporting of outcomes for priority population groups were in place.
Outcomes reported by local areas:
OO Number of quit dates set
OO Number of 4, 12 and 52 week quitters
OO CO-validation rate
OO Quit rate
OO Customer satisfaction

–
–

Number completing questionnaires
Percentage of clients satisfied with the service

OO Number referred to the service

–
–
–
–

In total
From identified geographical areas
From identified specific local smoking populations
By referral source

OO Number of nicotine vapouriser users supported by the service
OO Promotional activity, e.g. number of press release and /or press advertisements
OO Number of staff trained

Over one-third (37%, n=26) of commissioners reported using a specific formula to calculate cost per
quitter, although the methods used were varied and inconsistent. The national average cost per quitter
in 2012/13,m excluding pharmacotherapy costs, had increased to £235 (ranging from £181–£351).9
However, it should be noted that budgets have decreased at a lesser rate (5%) than quits (11%),
which could explain such an increase. The national figure should be treated with caution because,
whilst guidance has been provided nationally, areas have not always been sure about what should and
should not be included in the cost data submitted to the HSCIC. From 1st April 2014, the quarterly
national data collection was changed to allow for collection of cost data relating to pharmacotherapy
as well as to core service delivery.

Rationale for measuring four-week quit status
The use of four-week quit rates as an outcome measure for services has often been questioned, largely
on the basis that they do not capture long-term quitters. However, CO-validated smoking status
outcomes at four weeks have very stable relapse rates that are predictable and well documented in
the research literature (see Figure 4) and allow longer-term success rates to be calculated with a high
degree of confidence.

m

Due to incomplete or missing data from seven local authorities, cost per quitter for 2013/14 was not reported at a national level in
the latest ‘Statistics on NHS Stop Smoking Services in England’.9
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Figure 4: Relapse curve

Note: The solid lines represent true survival curves and the dotted lines represent self-quitters (open circles
and triangles) and those in control groups (solid circles and triangles) taken from Hughes et al.40

Longer-term follow-up
Where resources allow, and in addition to the monitoring of four-week quit outcomes, longer-term
follow-up data, e.g. at 12 and 52 weeks, may provide a further check of efficacy, especially when
considering specific populations or when aiming to add confidence to the outcomes of pilot projects.
There is no published evidence to suggest that measuring longer-term outcomes instead of, or in
addition to, those at four weeks adds value.n However, setting targets around continued monitoring
can encourage providers to support their clients for longer, and this may be desirable in terms of
ensuring that clients gain maximum benefit from their medication use. Longer follow-up periods can
also allow services to re-engage with smokers who have lapsed or relapsed.
In general, however, following up service users over longer periods (such as 52 weeks) can become very
resource-intensive, and the success of this process is often subject to whether contact details change.
National data collection is based upon the four-week point, and this remains the recommended
outcome measure for stop smoking services, irrespective of additional measures introduced locally.

n

A briefing comparing the benefits of 4-week and 12-week follow-up of clients has been published by the NCSCT:
www.ncsct.co.uk/publication_Four_week_quit_rate_briefing.php
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Measuring impact
Smokers attempting to stop using medication only and with no additional behavioural support have
a success rate at four weeks of approximately 25% (CO validated) and 35% (self-reported).o
Therefore, to demonstrate that they are adding value to quit attempts, and having an impact
upon local smoking rates, services must achieve success rates in excess of these.
An impact formula has been developed that can be used to estimate the extra number of short-term
ex-smokers that a service has generated, in addition to those who would have been expected to quit
anyway if they had only received medication on prescription and no behavioural support.
The time period over which the impact has been achieved is dependent upon the time period that
the data (used to calculate the impact) is from.

o

The best estimate of the 30-day abstinence figure in untreated smokers is 18–28%. NRT with minimal behavioural support has been
found to increase success rates by about 50%, giving a range of 27%–42%. Taking the lower estimate of 27% and rounding down
to 25% gives an approximate minimal level of success that would be expected for smokers receiving medication and minimal
behavioural support. Given the evidence that self-reported success overestimates true success by about 10%, the self-report baseline
figure needs to be some 10% higher. These figures do not take account of the fact that the 4-week success rates of the services allow
for smoking during the first two weeks. It is not known what effect this might have; however, if anything, it would raise the baseline
figure even higher. Further, specific research is required to inform baselines for specific smoking population groups.
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Calculating impact
I = N x (Q – 25) ÷ 100
where
I = the number of short-term ex-smokers generated by the service over and above those
		 who would have stopped otherwise (the calculated impact)
N = the numbers setting a quit date per 100,000 smokers (derivable from number of adults
		 multiplied by the estimated proportion smoking)*
Q = percentage of CO-verified 4-week quitters
25 = the percentage of smokers who would be expected to stop if they had just used
		 medication obtained on prescription.
* Note: the published national stop smoking service data includes analysis per 100,000 of
the adult population, but this is based upon general population statistics and is not restricted
to the smoking population. Therefore this data cannot be used in this calculation.
Worked example
Area A has the following estimated statistics:
Total population (aged 16+)

188,886

Local smoking prevalence

23.6%

Local population of smokers

44,577 (188,886 x 0.236)

Number of quit dates set through the stop smoking service

4,747

Number of quit dates set per 100,000 smokers

10,649 (4,747 ÷ 0.44577)

Number of four-week quitters (CO verified)

2,042

CO-verified quit rate

43% (2,042 ÷ 4,747)

The stop smoking service in area A has achieved the following impact score:
Impact =
=
=
=

10,649 x (43 – 25) ÷ 100
10,649 x 18 ÷ 100
191,682 ÷ 100
1,916.8 (1,917) short-term quitters directly generated by the service.
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Establishing smoking status
Of the biochemical methods used for establishing smoking status in individuals attempting to quit
(see page 51), the most cost-effective and least invasive of these is the measurement of expired
air, CO. Since self-reported smoking status can be unreliable,41,42 CO-validation rates are important
markers of data quality. CO monitoring is also an important motivational tool and evidence-based
behaviour change technique.
The recommendation that services aim for a minimum CO-validation rate of 85% of all reported four-week
quits refers to actual verification rates and not just that an attempt to verify was made in 85% of cases.
This is important in order to assure the reliability of the data that is used to inform local and national
planning. Although CO-validation rates have increased since 2007– 08, the latest data indicates
a national average CO-validation rate of 70% and wide variation in rates across areas.9 There still
remains, therefore, some way to go before achieving the recommended level.
The rural profile of an area or the provision of non-face to face interventions (e.g. telephone support)
is often cited as a barrier to CO verification. It is therefore important that such factors are taken into
consideration when designing and commissioning such services. For example, in some areas where
telephone support is provided as part of the service, local pharmacies are contracted to undertake CO
readings as part of the NRT voucher scheme. Requiring a client to present at a pharmacy to receive the
fourth week’s dose of their medication can ensure that a CO reading is taken and can provide an extra
opportunity for ensuring medication is being used correctly. These readings are then shared with the
local service providers so that they can verify treatment outcomes.
Commissioners play a key role in ensuring that as part of their contracts providers have the capacity
and capability to comply with CO-monitoring requirements. In turn, providers have responsibility for
implementing and providing evidence of effective quality systems for CO monitoring. Responsibility
for providing and maintaining CO monitors needs to be clear in contractual agreements.

11. Return on investment
The National Institute for Health and Care Excellence (NICE) was asked by the Department of Health
to develop a prototype model for local authority commissioners showing the potential return on
investment (ROI) for health improvement interventions. This initially focused on tobacco control and
has since been extended to interventions for alcohol misuse and physical inactivity.
The development of the tools was informed by a NICE cost impact project that was set up to explore
the feasibility and usefulness of producing a range of cost-effectiveness, cost impact and ROI data and
tools to support local decision-making. The project showed that a wide range of different metrics and
tools are needed to support effective decision-making at a local level.

Tobacco ROI tool
The tobacco tool is an Excel-based Markov model that provides return on investment information for
different user defined ‘packages’ of tobacco control interventions within a fixed geographical area (e.g.
region or local authority). The effectiveness of the intervention is measured as the increase in the percentage
of people who stop smoking. The following metrics are presented in the tool: NHS and societal net present
value (NPV) savings, incremental cost-effectiveness ratio (ICER), and benefit– cost (B– C) ratios).
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Case study
To illustrate the costs and savings that can be achieved by tackling tobacco use, the tool
was run for a local authority (LA) with an adult population (18+ years) of 274,324, of whom
roughly 47,974 (17.5%) are current smokers. A selection of the results is presented below.
How much smoking costs the LA
The total annual cost of smoking in the LA is £18,270,635, which can be broken down as:
OO Costs to businesses (productivity losses): £8,639,576
OO NHS costs: £9,013,636
OO Costs of second-hand smoke exposure: £613,947 (adults: £496,363; children: £117,584)

Cost of current provision of local stop smoking services (LSSS)
The package of interventions currently offered by the LSSS in the LA is estimated to cost
£715,393 in the first year.
Return portfolio
In the short term (first two years) the package of interventions leads to gross savings
(not including the cost of implementation) that can be broken down as:
OO Cost savings to businesses (public, private, voluntary)					

£192,407

(1,565 fewer days lost due to smoking)
OO Cost savings to the NHS

												
(1,198 fewer GP consultations, 206 fewer outpatient visits)

£200,900

OO Cost savings to NHS														

£5,452
(168 fewer treatment cases of conditions resulting from exposure to second-hand smoke)

Economic metrics
2 years

5 years

10 years

Lifetime

Estimated net present value (NPV) savings per
smoker (including the value of health gains)
associated with the current level compared to
no service provision

–£4

£11

£35

£130

The benefit–cost (B–C) ratio per £1 invested
(including the value of health gains)

0.8

no data

no data

9.7

£30,021

£7,371

£344

no data

Estimated incremental costs to the NHS
per quality adjusted life year gained
(cost / QALY gained)

Over a lifetime the local stop smoking services are cost-saving, i.e. compared with the baseline,
they provide more benefits and cost less. Generally, NICE considers that interventions costing
the NHS less than £20,000 per QALY gained are cost-effective.
Conclusion: In this example, within a period of 5 years, and taking into account the value of
the health gains, the economic metrics indicate that the package of interventions currently
provided by the LSSS is highly cost-effective and represents very good value for money.
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This section provides an overview of the latest evidence supporting and informing the optimal delivery
of stop smoking interventions. It also offers practical recommendations for stop smoking service
providers in order to maximise their effectiveness.

Evidence rating of recommendations
All of the recommendation in this section have a rating to show the extent to which they are evidence
based. The evidence ratings are as follows and are based upon an adapted version of the Scottish
Intercollegiate Guidelines Network (SIGN) rating system:36

A

The recommendation is supported by good (strong) evidence

B

The recommendation is supported by fair (reasonable) evidence,
but there may be minimal inconsistency or uncertainty

C

The recommendation is supported by expert opinion (published) only

I

There is insufficient evidence to make a recommendation

3

Good practice point (in the opinion of the guidance development group)

In order to grade the evidence, reviews of published research were conducted. The process included
identifying relevant systematic reviews and primary studies of smoking cessation interventions.
Particular attention was paid to reviews conducted to inform NICE guidance and primary studies
conducted in the UK due to their relevance for English stop smoking services.

1. Very brief advice
Evidence rating: A
Many health and social care professionals (HSCPs) have regular contact with people who smoke and
who have, or are at risk of developing, smoking-related health conditions. Stop smoking interventions
delivered by HSCPs that advise on the best way of quitting and offer referral to stop smoking services
are clinically effective and cost-effective, and are directly in line with the Making Every Contact Count
agenda.p Despite the effectiveness of stop smoking services, rates of take-up remain low.
Traditionally, brief interventions have been recommended to trigger quit attempts. However, it is not
enough to only provide advice to stop; in order to be effective, brief interventions also need to include
an offer of help. Smokers, who are offered help by their GP rather than only advice to stop, are twice
as likely to make a quit attempt.43
The importance of recommending both support and treatment is further highlighted by a study which
showed that compared with no advice or advice only from GPs to smokers, the odds of quitting are
68% higher if stop smoking medication is offered and 217% higher with the offer of support.44

p

www.gov.uk/government/uploads/system/uploads/attachment_data/file/216423/dh_132114.pdf
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Very brief advice (VBA) based upon Ask, Advise, Act offers a quick and effective approach that can be
used by all HSCPs and any other professions with direct contact with smokers.
Figure 5: Very brief advice

Example script of delivering an opt-out referral intervention to an
identified smoker:
“The best way of quitting is with a combination of support and medication. It is our
policy to offer everyone who smokes a referral to our local stop smoking service
where this is freely available. Are you happy for me to do that for you now?”

Maximising referrals
OO Formal referral systems will provide a process for referrers to follow and can support analysis

of referral information
OO People are more likely to refer if the referral process and any associated paperwork / electronic

programmes are simple and easy to use
OO Treatment outcomes should be routinely fed back to referrers
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In 2012, the NCSCT launched the Very brief advice on smoking online module
(see http://elearning.ncsct.co.uk/vba-launch), which has been accessed by over 95,000 people.
To try and engage as many GPs as possible, the module was also made available to medics
on the BMJ Learning website. To evaluate the module, 1,329 users of the BMJ website course
were sent email invitations to take part in a survey (20.6% response rate).
In the year before completing the module, the average proportion of consultations in which
survey respondents offered smokers help with smoking cessation was 36.8%; after completing
the module the average reported intervention rate was 60.4%.
“This is a really useful module. Has all the information you need and the use of
video, slides and MCQ is engaging. The most advanced and engaging module I have
completed on BMJ Learning.” Medic accessing the module
“It’s inspiring, and helps to remind me of the point of asking about smoking.”
GP, Leicester

2. Stop smoking interventions
Evidence has shown that a combination of behavioural support from a trained stop smoking
practitioner and licensed pharmacotherapy (see page 55) can significantly increase a smoker’s chances
of stopping.45
All interventions share common properties (such as the provision of behavioural support, a structured
approach and the offer of licensed pharmacotherapy) and they all involve multiple sessions. Stop
smoking interventions can be delivered in a number of ways, and it is important that a range of
support options is available to allow people to choose the type of intervention that is right for them.
More dependent smokers will require greater levels of behavioural support and a higher dose of or
extended medication. They may also need to make multiple quit attempts and, as with other clinical
services, there is no value to be added by repeatedly recommending an intervention that has proved
unsuccessful in the past. Rather than ‘recycling’ clients through standard stop smoking programmes,
service providers should be encouraged to identify these individuals and offer them enhanced levels
of support.
The strongest and most consistent evidence for the efficacy and effectiveness of stop smoking
interventions is for those that involve an ‘abrupt’ quit attempt (identifying a quit date and aiming to
maintain complete abstinence after that date by adopting the ‘not-a-puff’ rule). The interventions in
this section relate to that approach to smoking cessation, unless explicitly stated in the text.
A commentary on harm reduction is provided in Annex I.
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Behavioural support
Evidence rating: A
Behavioural support involves delivering evidence-based behaviour change techniques, most commonly
provided face to face (individually or in groups). It increases quitting success rates by:
OO Helping clients to avoid, escape from or cope with urges to smoke and to manage

withdrawal symptoms
OO Maximising motivation to remain abstinent and achieve the goal of permanent cessation
OO Boosting self-confidence
OO Maximising self-control
OO Optimising the use of pharmacotherapy

Encouraging honest self-reports
When confirming four-week quit status, it is vital that staff phrase their questions in a way that
encourages honest answers. The honesty of clients’ self-reports may be enhanced by using a multiplechoice question format:
“Which option best describes your smoking activity since your quit date?”
1. I haven’t smoked at all since my quit date, not even a puff
2. I did have the odd puff / cigarette early on in my quit attempt but haven’t smoked
at all in the last 2 weeks, not even a puff
3. I have had the odd cigarette / puff in the last 2 weeks
4. I am still smoking but have cut down
5. I am still smoking as much as before my quit date

Intervention type
A client may change the type of support he or she uses during a quit attempt or they may choose a
combination of interventions.
Where a client has used more than one intervention type or setting, count only
the main one (‘main’ is defined as the one that is recorded the most). If this is not
possible, use the one recorded at the contact when the quit date was set.

All one-to-one interventions should have a total minimum potential client contact time of 1 hour 50
minutes, from the pre-quit preparation appointment through to the four-week post-quit appointment.
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Behavioural support sessions (minimum support for the first six weeks)
Session

Minimum time allocated (minutes)

Session 1: Pre-quit

30

Session 2: Quit date

20

Session 3: 1 week post-quit

15

Session 4: 2 weeks post-quit

15

Session 5: 3 weeks post-quit

15

Session 6: 4 weeks post-quit

15

Total

1 hour 50 minutes

Note: Further sessions may be provided as per local protocol. Clients will need to be able to access the full course of their
chosen stop smoking medicine.

The initial pre-quit session is likely to be the longest, and a minimum of 30 minutes should be
allocated to it, although slightly less time may be required if a client has used the service before.
Group-based interventions should be at least an hour in length, therefore offering a minimum total
of six hours’ contact time with group members over a six-week treatment period.
Once the smoker has set a quit date and agrees to take part in the behavioural support programme,
it is important that they are offered and encouraged to receive weekly support sessions, including
carbon monoxide (CO) monitoring and advice on correct and continued use of medication. Whilst
venues and appointment times can be flexible, the client must be advised to attend regularly to get
the maximum benefit.
The following table contains pragmatic definitions of the intervention types commonly delivered by
local services.
Table 5: Intervention types
Intervention
type

Evidence
rating

Closed-group

A

Definition
A face-to-face intervention facilitated by one or more stop smoking
practitioners with a number of smokers at a specified time and place.
For example, a group may be held once a week, over a specific number
of weeks (e.g. every Tuesday evening from 7.00 pm–8.00 pm for six to
seven weeks).
To account for diminishing client returns, a minimum of eight members
is recommended to start a closed-group.

One-to-one

A

An intervention between a single stop smoking practitioner and a single
smoker, at a specified time and place. It is usually delivered face to face,
although advances in communication technology have made remote
appointments possible.
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Intervention
type

Evidence
rating

Definition

Proactive
telephone
support

A

Text-based
telephone
support

B

Support provided via text.q

Open (rolling)
group

B

A face-to-face intervention facilitated by one or more stop smoking
practitioners with a number of smokers who are at different stages of their
quit attempt, at a specified time and place.r

Reactive
telephone
support

B

Ongoing behavioural support provided over the phone, either in between
treatment sessions or after the behavioural support programme has ended,
in response to calls from clients. Only trained stop smoking practitioners
should deliver this intervention.

Online

B

Behavioural support provided over the internet.

An intervention delivered by a stop smoking practitioner over the phone
that follows the same specification as one-to-one support.
There should be local pathways in place to ensure that CO monitoring
can still be carried out and access to stop smoking pharmacotherapy on
prescription is available throughout the treatment episode.

A rapid review of the evidence in this area concluded that online support
for smoking cessation can be acceptable to users, is of superior efficacy to
other wide-reaching interventions and of similar efficacy to face-to-face
interventions.46 A number of other systematic reviews on electronic aids
for cessation have reached similar conclusions.35
However, more research is needed to determine how effective purposebuilt, interactive, web-based stop smoking programmes are compared
with websites that present simple advice on quitting smoking.
Wherever possible, providers of online smoking cessation interventions
need to replicate standard outcome measures. This would mean
developing innovative ways of biochemically verifying self-reported
abstinence at four-weeks post-quit.
A new area of intervention is stop smoking applications (apps) available
online and via mobile devices. There is limited research to date on stop
smoking apps, but a recent content analysis of some available products
suggests that very few follow available guidelines for smoking cessation
interventions.47 Newer apps may be promising, but further research is
needed before they can be routinely recommended.

q

A Cochrane review46 of mobile phone-based interventions for smoking cessation concluded that the current evidence shows no
effect of such interventions on long-term outcome. Whilst short-term results (six weeks) were more promising, the review concluded
that more rigorous studies of the long-term effects of mobile phone-based interventions are needed.
However, in 2011 a trial using six-month biochemically validated outcomes was published, providing greater confidence about the
efficacy of text-based support.47 Abstinence at six months significantly increased in the active group (txt2stop) compared to the
control group, suggesting that text-messaging support to stop smoking in the UK is effective.

r

Recent analysis of routine monitoring data from a sample of services in England has shown that rolling groups achieve better
outcomes than a range of one-to-one support options, even after controlling for relevant client and service characteristics.48
This suggests that open (rolling) groups may be a particularly promising form of behavioural support, but further evidence is required
before an A rating can be awarded.
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Intervention
type

Evidence
rating

Drop in

I

Definition
A face-to-face intervention provided at a specified venue or selection of
venues at an unallocated time (although it could be a specified time slot,
e.g. between 10.00 am and 12.00 pm).
Clients have the opportunity to be seen individually by a stop smoking
practitioner and opportunistic peer support can be realised by providing
a waiting area conducive to conversation.s

Couple /
family
support

I

Usually a face-to-face intervention between a stop smoking practitioner,
a smoker and up to a maximum of six family members or friends.

3. Delivering interventions
All interventions should be delivered by NCSCT t certified practitioners, who should follow the
intervention principles on page 29.
Currently, the majority of services adhere to the abrupt model that requires a smoker to set a quit
date with a trained practitioner and commit to the ‘not-one-puff’ rule after that date. The NCSCT has
developed a Standard Treatment Programme for the delivery of behavioural support for abrupt quit
attempts: (see www.ncsct.co.uk/publication_ncsct-standard-treatment-programme.php).

Assessing nicotine dependence
Assessing an individual’s dependence on nicotine can help predict the severity of withdrawal
symptoms that they may experience and can indicate the most appropriate type of medication
and level of behavioural support required.

Quantitative approach
Evidence rating: A
Cigarette consumption alone is not a good indicator of dependence, as it does not take into account
the different ways in which and the intensity with which people smoke their cigarettes. For example,
smokers who cut down the number they smoke often continue to get the same amount of nicotine
by taking deeper and more frequent puffs, smoking more of each cigarette or blocking the vent holes.
This is often referred to as compensatory smoking.
The Fagerström test for cigarette dependence (FTCD)49 provides a quantitative measure and is the most
widely used. It consists of six questions. Scores for each answer are in brackets, and the higher the
score the more nicotine dependent clients are.

s

Two studies37, 48 of routine monitoring data from a sample of services found a drop in support to be less effective than some other
forms of behavioural support, particularly closed-groups. However, further research is needed before the evidence rating for this
type of intervention can be changed from I.

t

The National Centre for Smoking Cessation and Training was established in 2009. The NCSCT was originally funded by the
Department of Health and subsequently part-funded by Public Health England to provide the national training and certification
for stop smoking practitioners in England. More information about the NCSCT can be found at www.ncsct.co.uk
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The Fagerström test for cigarette dependence
1. How soon after you wake up do you smoke your first cigarette?
o
o
o
o

After 60 minutes 			
31 to 60 minutes			
6 to 30 minutes 			
Within 5 minutes 			

(0)
(1)
(2)
(3)

2. Do you find it difficult to refrain from smoking in places where it is forbidden?
o No 							(0)
o Yes 						(1)
3. Which cigarette would you hate most to give up?
o The first in the morning (1)
o Any other 					(0)
4. How many cigarettes per day do you smoke?
o
o
o
o

10 or less 					(0)
11 to 20 					(1)
21 to 30 					(2)
31 or more 				 (3)

5. Do you smoke more frequently during the first hours after awakening
than during the rest of the day?
o No 							(0)
o Yes 						(1)
6. Do you smoke even if you are so ill that you are in bed most of the day?
o No 							(0)
o Yes 						(1)

Heaviness of smoking index
The two most important indicators of dependence, however, are considered to be: ‘How soon after
you wake do you smoke your first cigarette?’ and ‘How many cigarettes per day do you smoke?’
It is therefore adequate to use just these two questions as a shortened version of the FTCD, called
the Heaviness of Smoking Index. As with the full FTCD, the higher the score the greater the level of
nicotine dependency.
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Shortened FTCD
1. How soon after you wake do you smoke your first cigarette?
o
o
o
o

Within 5 minutes 		
6 to 30 minutes 		
31 to 60 minutes 		
After 60 minutes 		

(3)
(2)
(1)
(0)

2. How many cigarettes per day do you usually smoke?
o
o
o
o

10 or less 				
11 to 20 				
21 to 30 				
31 or more 			

(0)
(1)
(2)
(3)

Objective approach
Objective biochemical validation methods such as cotinine assessment can also be used to assess
nicotine dependency by measuring the quantity of nicotine metabolites present.

Biochemical markers of smoking status
There are a number of well-established biochemical methods for establishing smoking status in
individuals attempting to quit. The most cost-effective and least invasive of these is to measure the
amount of CO in expired air.

Carbon monoxide (CO)
Evidence rating: A
As self-reported smoking status can be unreliable, CO-verification rates are an important marker of
data quality. CO testing should be carried out on all adult smokers to provide, as a minimum, both
a baseline (pre-quit) level and a four-week validation (post-quit) level. CO testing is quick to carry out,
non-invasive and provides a cost-effective means of validating the smoking status of a significant
number of clients.
A CO reading of or below 10 ppm is counted as that of a non-smoker.
The 10 ppm threshold for a non-smoker has been questioned, with many considering this to be
too high. However, an analysis of stop smoking data completed in 2013 concluded that reducing
the threshold would have a minimal effect on success rates, unless the threshold were reduced
substantially (e.g. to 3 ppm or less), which would probably increase the error of measurement.50
CO monitoring is one of the evidence-based behavioural support techniques that can be highly
motivating for clients. To achieve as accurate a reading as possible, clients should be asked to hold
their breath for 15 seconds (10 seconds minimum) before blowing into the CO monitor.
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For those clients not able to complete CO testing due to a physical inability to hold their breath for
15 seconds (e.g. those with COPD), there is still an advantage in completing the test, although
10 seconds is the minimum needed to obtain an acceptable figure. Such clients may need to practise
holding their breath, as often it is the uncomfortable feeling associated with breath-holding that
makes clients think that they cannot do it for 15 seconds. There is a general national expectation that
a minimum of 85% of self-reported four-week quitters undertake (and not just attempt) expired CO
validation. The national average in 2013/14 was 70%.9

Calculation for the percentage of CO-verified clients for all quit dates set
Number of treated smokers who self-report continuous abstinence from smoking from day 14
to the four-week follow-up point, and who have a CO reading of less than 10 ppm
Example: All treated smokers
Treated smokers

Self-reported
4-week quitters

No. of self-reported
4-week quitters
CO-verified

Percentage of all
treated smokers
CO-verified

255

136

89

89 ÷ 255 = 35%

Calculation for the percentage of self-reported four-week quitters
who have been CO verified
Number of treated smokers who self-report continuous abstinence from smoking from day 14
to the four-week follow-up point, and who have a CO reading of less than 10 ppm
Example: All self-reported four-week quitters
Treated smokers

Self-reported
4-week quitters

No. of self-reported
4-week quitters
CO-verified

Percentage of all
4-week quitters
CO-verified

255

136

89

89 ÷ 136 = 65%

Monitoring carbon monoxide levels effectively
A survey of CO verification within stop smoking services showed that provision varies greatly.51
As a result, it made the following recommendations:
OO All stop smoking practitioners must have access to a functioning CO monitor at every consultation.

Systems should be in place to ensure that CO monitors are calibrated according to the
manufacturer’s instructions
OO In line with the NCSCT training standards, all training should stress the different uses of CO

measurement at different time points (including using it as a motivational and reinforcing
intervention) and emphasise the importance of verifying self-reported smoking status at the
four-week post-quit point
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OO Stop smoking services require a written protocol for CO monitoring. This protocol should

emphasise the importance of obtaining CO verification of self-reports as a part of followup procedures. There will also need to be a written protocol detailing infection control and
management issues. The protocol should clearly state when monitors need calibrating, who
should do it and how it should be done
OO Payment should only be made to providers under contractual arrangements if a full monitoring

form is completed and submitted to the commissioner. The stipulation that follow-up at four
weeks is to be conducted with all clients should be written into the contract. If clients do not
attend their appointment, they should be followed up by telephone, text or email (three times,
at different times of day), and asked and encouraged to attend for CO verification

Carbon monoxide monitoring in pregnancy
There are specific recommendations for CO monitoring in pregnancy that were initially set out in
the 2010 NICE guidance on smoking cessation in pregnancy18 and reviewed and updated in a recent
report on cessation in pregnancy developed by a range of organisations.52
All pregnant women should be offered a CO test at maternity booking and those identified as
smokers should receive a routine referral to their local stop smoking service. Due to the heightened
consequences of failing to identify pregnant women who smoke, an appropriate cut-off point for
CO testing in pregnancy is lower than for the general adult population, and two recent studies have
suggested that this should be 4 ppm.53,54
Pregnant women referred to services should be contacted as soon as possible after referral, ideally by
a trained practitioner. CO testing should be offered throughout a pregnant woman’s quit attempt to
monitor abstinence and serve as a motivational tool.
The Public Health Outcomes Framework indicator for smoking in pregnancy is measured as smoking
status at time of delivery. All women should be offered a CO test at this time and the smoking status
should be recorded in the woman’s handheld record as well as on the electronic reporting system. This
is a mandated return to the Department of Health and as such it is important that it is reported as
accurately as possible.

Carbon monoxide poisoning
A client may exhibit abnormally high expired CO levels (70 ppm+) which could in exceptional cases
be due to heavy smoking, or could be due to other causes such as leaking car exhausts or faulty gas
appliances. In such cases, they should be given advice about possible CO poisoning, advised to
attend Accident and Emergency if needed and encouraged to call the Health and Safety Executive
on 0800 300 363.
Further information about CO poisoning is also available on the NHS Choices website
(see www.nhs.uk/conditions/carbon-monoxide-poisoning/Pages/Introduction.aspx).
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Cotinine
Evidence rating: A
Cotinine is a metabolite of nicotine produced when nicotine is broken down in the body and it can
be detected in the blood, urine or saliva. Whilst CO monitoring is currently the most cost-effective
method of validating four-week quits, specific projects or groups may require more specific monitoring
using either urinary or salivary cotinine samples, such as in clinical studies, for example.
However, cotinine testing does not allow instant feedback for clients as samples need to be laboratory
tested, and therefore it cannot be used as a motivational tool. In addition, the test cannot differentiate
between nicotine from tobacco and nicotine from NRT and can therefore be unreliable as a marker of
smokefree status where NRT is being used.

Licensed pharmacotherapy
The stop smoking medicines currently licensed are NRT, bupropion (Zyban) and varenicline (Champix).
Varenicline and combination NRT offer smokers the best chances of quitting and should be available
as first-line treatments to all clients unless clinically contraindicated.
Summary of Product Characteristics (SPCs) for all medications can be found on the emc website
(see www.medicines.org.uk/emc ).
Information regarding pharmacotherapy budgets and best practice recommendations can be found
on page 32.

Factors affecting the metabolism of nicotine
Certain factors, including gender, pregnancy and use of oral contraceptives, can increase the rate at
which nicotine is metabolised.
People who have a raised metabolism of nicotine will require higher doses of NRT to achieve the same
effects upon cravings and other withdrawal symptoms. This is especially true for pregnant women
(who can metabolise nicotine by up to 60% faster than when not pregnant), who may need higher
doses of NRT. Where appropriate, stop smoking practitioners should advise pregnant women to use
NRT in line with the product specification and should be especially careful about this client group
under-dosing or stopping the treatment early.
Table 6: Factors that can affect the metabolism of nicotine
Factor

Effect

Gender

Women metabolise nicotine 15% faster than men

Pregnancy

Pregnant women metabolise nicotine up to 60% faster55

Oral contraceptive

Women using an oral contraceptive metabolise nicotine 40% faster56
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Nicotine replacement therapy
Evidence rating: A
NRT is safe and effective. When provided by a healthcare professional and used without additional
behavioural support it approximately doubles the chances of long-term abstinence.57,58
There are eight different types of NRT: patch (24 hr and 16 hr), gum, lozenge (including mini-lozenge),
microtab, nasal spray, mouth spray, oral strip and inhalator.
For further information about the NRT products, refer to the summary of product characteristics (SPCs)
available at http://emc.medicines.org.uk.
There is no evidence to suggest that one type of NRT is significantly more effective in practice than
another, although further academic analysis has found that abstinence is significantly higher for
lozenges compared to gum and that the nasal spray is slightly more effective than lozenges
(see Table 7). Product selection should be guided by client preference.
Table 7: Effectiveness of different forms of nicotine replacement therapy 57
Form of replacement

RR*

95% CI

Trials, n

Any form

1.60

1.53–1.68

–

Nasal spray

2.02

1.49–2.73

4

Tablets / lozenges

1.95

1.61–2.36

6

Inhalers

1.90

1.36–2.67

4

Patches

1.64

1.52–1.78

43

Gum

1.49

1.40 –1.60

55

*RR = risk ratio of abstinence relative to control

Combination therapy
Evidence rating: A
Using a combination of NRT products (combination therapy) has been shown to have an advantage
over using just one product,57 increasing the chances of quitting by up to 35%. It is also considered
cost-effective and should be available as part of standard treatment.22
It is recommended that a nicotine patch is used to help with ‘background’ urges to smoke, combined
with a faster-acting product (e.g. the mouth spray, lozenge) to top up the dose of nicotine and to
assist with ‘breakthrough’ urges to smoke.

Nicotine replacement therapy with special population groups
NRT can be used by adolescents aged 12 and over, pregnant women and people with cardiovascular
disease.
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Nicotine replacement therapy in pregnancy
Evidence rating: C
There is currently insufficient evidence available on the effectiveness of NRT in helping pregnant
women to stop smoking.59 The Smoking, Nicotine and Pregnancy (SNAP) trial did not find significant
differences in cessation rates between women who used NRT and those provided with a placebo,
raising important questions about the efficacy of standard-dose single-product NRT in pregnancy.
However, many women in the trial did not use NRT consistently at a high enough dose or for sustained
periods, making recommendations for practice from this trial difficult.60
The Medicines and Healthcare Products Regulatory Agency (MHRA) recommends that pregnant
women should try to stop smoking without using NRT. If this is not possible then NRT may be
recommended as the risk to the foetus of continued smoking by the mother far outweighs any
potential adverse effects of NRT.61
This seems an overly conservative view for a smoking population for whom time is of particular
importance. Clinical good practice and expert opinion indicate that women should not need to fail to
quit before being offered access to stop smoking medications. NRT should be made available in the
first instance, and it is advised that the shorter-acting oral products, rather than nicotine patches, are
used initially. However, data from English stop smoking services suggests that the use of combination
therapy with pregnant smokers is more effective than single-dose NRT.62
NICE recommends that NRT can be used by pregnant women as long as stop smoking practitioners
discuss the risks and benefits of NRT with the client, using their professional judgement when deciding
whether to offer a prescription to those who express a clear wish to receive NRT.

Nicotine replacement therapy use by people with mental illness
NRT is also effective for people with a mental illness63 and, given that such clients are typically more
nicotine dependent, the amount of NRT required is likely to be higher than that needed for smokers in
the general population.
NRT can double cessation rates and lower self-reported depression in depressed smokers.64 Nicotine
replacement is effective for people with schizophrenia, although not as effective as it is for the
general population.65 There is some evidence that the rapid nicotine delivery of a nasal spray is most
successful66 and cessation rates are likely to be enhanced when a fast-acting method of delivery is
combined with nicotine patches.
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Nicotine-Assisted Reduction to Stop (NARS) and preloading
Evidence rating: B
This approach involves following a structured programme of cutting down with NRT over a relatively
short time period (e.g. six weeks) leading up to a quit date, and is an alternative approach that can be
used with smokers who may be unwilling or unable to stop in one step. There is very little evidence as
to what constitutes the best clinical approach for NARS, but NICE public health guidance on tobacco
harm reduction (PH45) provides further detail on the evidence behind this approach, including that
using NRT whilst reducing smoking increases the likelihood of long-term abstinence67 and the odds of
cessation68 (see Annex I).
There is also emerging evidence that preloading, using NRT for a short period (e.g. two to four weeks)
before a quit attempt, results in higher cessation rates.58,69

Varenicline (Champix)
Evidence rating: A
A prescription-only drug, varenicline has been shown to increase the chances of long-term abstinence
two-to-threefold70 when compared to using no medication. Three RCTs have shown it to be more
effective than bupropion,70 which in turn is more effective than single-dose NRT. Varenicline is a safe
drug with no drug interactions and a minimal side-effect profile.
For further information about varenicline, refer to the summary of product characteristics (SPC)
available at http://emc.medicines.org.uk.

Varenicline use in pregnancy
Varenicline is not licensed for use in pregnancy or when breastfeeding.

Varenicline and mental illness
Varenicline is not contraindicated for use in those with mental disorders. Depression, suicidal thoughts,
suicide attempts and completed suicides have been reported in people taking varenicline who have
no pre-existing psychiatric conditions.71 However, it should be noted that there is no evidence that
varenicline is associated with an increased risk of depression or suicidal thoughts. The MHRA cautiously
advises particular care in patients with a previous history of psychiatric illness, and states that patients,
family members and caregivers should be advised accordingly.
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The following appears within the SPC for varenicline:
Changes in behaviour or thinking, anxiety, psychosis, mood swings, aggressive behaviour,
depression, suicidal ideation and behaviour and suicide attempts have been reported in patients
attempting to quit smoking with CHAMPIX in the post-marketing experience. Not all patients
had stopped smoking at the time of onset of symptoms and not all patients had known preexisting psychiatric illness.
Clinicians should be aware of the possible emergence of significant depressive symptomatology
in patients undergoing a smoking cessation attempt, and should advise patients accordingly.
CHAMPIX should be discontinued immediately if agitation, depressed mood or changes in
behaviour or thinking that are of concern for the doctor, the patient, family or caregivers
are observed, or if the patient develops suicidal ideation or suicidal behaviour. In many postmarketing cases, resolution of symptoms after discontinuation of varenicline was reported
although in some cases the symptoms persisted; therefore, ongoing follow up should be
provided until symptoms resolve.
Depressed mood, rarely including suicidal ideation and suicide attempt, may be a symptom of
nicotine withdrawal. In addition, smoking cessation, with or without pharmacotherapy, has
been associated with exacerbation of underlying psychiatric illness (e.g. depression).

Close regular monitoring by stop smoking practitioners, psychiatrists, GPs and community health staff
should occur through a clearly negotiated plan of support, with clear strategies for responding in the
event of changes, especially in the first 2–3 weeks.
Two briefings regarding varenicline are available on the NCSCT website:
Varenicline: effectiveness and safety:
www.ncsct.co.uk/publication_Varenicline_effectiveness_and_safety.php
Cardiovascular disease and varenicline:
www.ncsct.co.uk/publication_cardiovascular_disease_and_varenicline.php

Bupropion (Zyban)
Evidence rating: A
Bupropion is an antidepressant medication that can almost double the chances of long-term
abstinence.72 It is a prescription-only medication and should not be used in combination with any
other stop smoking medications. There is no evidence to show whether bupropion is less or more
effective than single NRT, although three randomised controlled trials (RCTs) have shown it to be less
effective than varenicline for long-term abstinence.70
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Cautions and adverse effects
Although a safe medication, bupropion does have a relatively serious side-effect profile and a number
of contraindications and cautions. For further information about bupropion, including a full list of
the cautions and contraindications, refer to the summary of product characteristics (SPC) available at
http://emc.medicines.org.uk.

Bupropion use in pregnancy
Bupropion is not licensed for use in pregnancy or when breastfeeding.

Effect of cessation on medications
Cigarette smoke (not nicotine) stimulates a liver enzyme responsible for metabolising some drugs,
which means that some medications are eliminated from the body quicker by smokers than by
non-smokers. This can mean that the dose of some medications needs to be reduced following
smoking cessation.
Some medications have a narrow therapeutic window, meaning too small a dose will be ineffective
and too much will be toxic. If a person stops smoking, then their regular dose of a medication
(if calculated before stopping) could cause toxicity 63 or a significant increase in side effects from
that medication.
Medicines affected in this way include, but are not restricted to, theophylline, insulin, paracetamol,
propranolol, tamoxifen, verapamil and warfarin-R as well as some medicines for mental illness:
OO Antidepressants: tertiary tricyclics (e.g. amitriptyline, clomipramine, desipramine, imipramine),

fluvoxamine (partly), mirtazapine (partly)
OO Antipsychotic medication: clozapine, fluphenazine, perphenazine, haloperidol (partly),

olanzapine (partly)
OO Benzodiazepines: diazepam, zotepine
OO Opiates

Best practice recommendations
OO Client medical information and current medication should always be sought and recorded during

the first stop smoking appointment
OO There should be a protocol in place for instances when further advice or onward referral is required

(e.g. where a possible caution or interaction is identified following a cross-check of clients’ medical
history and/or other medication use against a list of contraindications or cautions for a medicine)
OO The GP and other professionals (such as key mental health worker) of any client using medications

that may be affected by cessation should be informed of the quit attempt so that dosage can be
reviewed and adjusted. This is of particular importance when a service user is transferred between
treatment settings, as a recent change in smoking status (e.g. having quit, significantly cut down
or relapsed) may not be immediately picked up
OO Quit status should be regularly reassessed and, if the client relapses, prescribers should again be

made aware to ensure appropriate readjustment of dose
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Unlicensed nicotine containing products (nicotine vapourisers)
Evidence rating: C
See page 23.
Further information about nicotine vapourisers (e-cigarettes) can be found here:
ASH briefing on e-cigarettes (see www.ash.org.uk/files/documents/ASH_715.pdf)
NCSCT briefing on e-cigarettes (see www.ncsct.co.uk/publication_ecigarette_briefing.php).

4. Priority population groups
Smoking cessation interventions tailored for people from disadvantaged groups may be slightly
more effective than generic interventions aimed at these groups. However, it is unlikely that tailored
interventions alone have a significant impact on the social gradient in smoking prevalence. It is
important to ensure that stop smoking services are easily accessible by people from these groups and
that they are encouraged to use them.2
Local intelligence can be used to identify the priority groups within an area (see page 13).
This section highlights a number of potential groups.

Routine and manual smokers
Evidence rating: B
Historically, the decline in smoking rates amongst higher-income groups has been greater than
amongst lower-income groups; higher smoking rates are still observed in routine and manual (R/M)
groups, lower socio-economic groups, and certain minority and vulnerable groups compared with
the general population. People working in routine and manual occupations form the largest group of
smokers amongst the general population.

Research insights into groups of disadvantaged and routine and manual smokers
Smoking is strongly associated with social deprivation, and higher levels of tobacco use and addiction
are often found in the most disadvantaged areas.73 People living in these areas, however, are just as
likely to want to quit as affluent smokers.74
Barriers to accessing effective stop smoking services may have contributed to the slower decline in
prevalence in this group, although it is more likely that issues such as greater levels of addiction and
poorer life circumstances are key.
A number of studies have sought to understand barriers to accessing services and to explore how they
can be overcome. A study75 using focus groups made up of 39 socio-economically deprived smokers
concluded that these smokers had a fear of being judged and a fear of failure, and demonstrated a
lack of knowledge about services and the medication available. It was recommended that services be
promoted in a personalised, non-judgemental and flexible manner to address these issues. A further
study76 involving interviews with 100 disadvantaged smokers in Edinburgh investigated their perceptions
of smoking and past experiences of quit attempts. It found that smokers lack the motivation to access
cessation services unless they feel they will not only get help with their nicotine addiction but also with
the wider life circumstances, routines and stressors linked to their smoking habits.
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Smokers in more deprived groups are just as likely as those in higher groups to try to stop and to use
aids to cessation. However, there is a strong gradient across socio-economic groups in relation to the
success of quit attempts; those in the lowest group are half as likely to succeed compared with those in
the highest.77 The inferior quit rates amongst lower socio-economic groups can partially be explained
by their higher levels of nicotine addiction (observed by higher nicotine dependence scores) as nicotine
dependence predicts failure of attempts to stop smoking. However, other factors have a role to play,
and smokers in more deprived groups have more smokers in their immediate circle of family, coworkers and friends; they may also have higher levels of stress, which can play a role in relapse.78
Other research with stop smoking service clients found that encouraging smokers to adhere to the
treatment programme (to keep attending appointments and to use pharmacotherapy correctly and for
long enough) may be particularly helpful in supporting more disadvantaged smokers to quit.78

Working with routine and manual employers
Table 8 below gives an overview of the occupations commonly associated with the R/M population
and an indication of the number of people employed in these occupations.
Table 8: Routine and manual occupations (estimated numbers in England)
Male R/M occupations

Female R/M occupations

Transport and haulage (363,000 are HGV drivers)

Sales and retail (884,000)

Construction
(169,000 labourers, 139,000 construction trades)

Carers (581,000)
Cleaners / domestic staff (549,000)

Manufacturing
(139,000 in metal work and maintenance)
Sales and retail (233,000)

Educational assistants (295,000)
Kitchen / catering
(288,000 assistants, 113,000 chefs / cooks)

Other blue-collar trades
(174,000 van drivers, 154,000 carpenters)

Receptionists (220,000)

Security (156,000 security guards)

Hairdressers (109,000)

Secondary care
Evidence rating: A
A recent Cochrane review reported that delivering stop smoking services to inpatients has a positive
impact. Trials found that programmes begun during a hospital stay, and which included follow-up
support for at least one month after discharge, are effective in helping patients to quit.20
Pre-operative smoking cessation can significantly reduce the risk of post-operative cardiac and
pulmonary complications and the duration of the hospital stay, as well as decrease the risk of wound
infection and delayed wound healing. In addition, long-term abstinence reduces the risk of developing
new diseases79 and has been associated with a decreased risk of disease progression.80,81
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Admission to hospital offers an opportunity for a teachable moment20 as people are more receptive
to health advice and support whilst they are in a healthcare setting. In line with the Making Every
Contact Count agenda, health professionals should use this period of heightened motivation to stop
smoking to offer VBA, encourage smokefree compliance and highlight any need for withdrawal
management.

NICE guidance for secondary care (PH48)
NICE published new public health guidance in November 2013 specifically for secondary care.82
The guidance clearly sets out how to support people using acute, maternity and mental health
services to stop smoking and makes a range of recommendations on effective actions. These include
promoting cessation in advance of planned admissions, provision of stop smoking medicine and
behavioural support immediately following admission, and instigation of smokefree policies that
prohibit smoking in both buildings and grounds.
This NICE guidance signifies a huge step forward for smoking cessation in secondary care settings
as it gives specific recommendations on how to achieve and initiate a cultural change. This guidance
places NHS hospital trusts at the centre of the patient’s journey, highlighting their unique position in
supporting people who smoke to quit before, during or after a hospital stay. The overall aim of the
guidance is to embed the delivery of very brief Advice (VBA) into routine clinical care and to reinforce
the message to staff that they have a clinical duty to do this.
The guidance states that NHS hospitals should provide everyone with verbal and written information
about the hospital’s smokefree policy before their appointment, procedure or hospital stay. This
should include information about the short- and long-term benefits of stopping smoking and details
of the support available to help them stop. A clinical or medical director should be assigned to lead
on smoking cessation and smokefree policies for the organisation, promoting support for patients
and staff who want to quit, prohibiting staff-facilitated patient smoking breaks and banning the sale
of tobacco products in secondary care settings. They should also ensure smokefree plans include
the removal of shelters or other designated outdoor smoking areas, as well as ensuring that staff,
contractors and volunteers are not allowed to smoke during working hours, when in uniform or on
hospital business.
Recommendations
OO All front-line hospital staff should be trained to provide VBA to every smoker. This should be

agreed as mandatory training, be part of all staff induction and be included in front-line staff
personal development plans
OO All patients should receive VBA on admission to hospital and be referred for more intensive support

from their local stop smoking service
OO All smokers’ nicotine dependency levels should be assessed following admission and NRT provided

as soon as possible for withdrawal management
OO At pre-operative assessment, patients who do not intend to stop smoking prior to surgery should

be advised of the hospital’s smokefree policy. Pharmacotherapy should be offered to assist with
withdrawal management and be provided through primary care
OO CQUIN contracts (where negotiated with the CCG) or similar-quality indicators can be an effective

lever to embed systems of providing VBA and referral to local stop smoking services within
secondary care
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OO Stop smoking service providers should be prepared to support patients who have stopped in

hospital once they return to the community. Discharge information from the hospital will need to
be communicated to the service via a locally agreed system. Should the patient not have stopped
smoking during their hospital stay, they should be given VBA again on discharge

Case study: Implementation of the National Referral System in
Peterborough and Stamford Hospitals NHS Foundation Trust
The NCSCT National Referral System (NRS) is designed to embed routine identification and
referral of smokers within secondary and primary care settings, and to date it has processed
over 10,000 referrals to local stop smoking services. The system includes:
OO Online very brief advice training for all staff
OO An electronic referral system that links to the existing IT programmes used within the

secondary or primary care setting
OO Strategic and operational project management
OO Reportable outcomes

In 2013, Peterborough and Stamford Hospitals NHS Foundation Trust implemented the system
to increase the amount of referrals received from the hospital to their local Live Healthy
Smokefree Service.
The implementation process involved the development of a project group to monitor and
oversee implementation. The NCSCT provided the structure and milestones for implementation,
but having high level trust commitment for the project from the outset ensured that the project
progressed smoothly and successfully. A service level agreement (SLA) was developed between
the key stakeholders that clearly outlined roles and responsibilities. The implementation
commenced in May 2013, and the system was live by July that year.
Outcomes
OO From 20th July 2013 (launch date) to the end of March 2014 a total of 591 referrals to

stop smoking services were made. In 2012/13, before the NRS was implemented, only 16
referrals were received by the local stop smoking service, with no quits
OO Of these, 365 were patients resident within the locality and 226 were referred to other stop

smoking services. Of the 365 accessing the local service, 25% (n=90) set a quit date and 76
quit (an 84% conversion rate)
OO The project helped to establish positive relationships between key hospital departments,

helping to ensure that the NRS continues to be supported and promoted
OO Development of smoking champions supports the hospital to see smoking as a key priority
OO Extended knowledge of the risks of smoking to patients, and hospital staff understanding

VBA and the referral system
For further information about the NRS contact enquiries@ncsct.co.uk
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Pregnancy
Evidence rating: B
The impact of smoking during pregnancy on maternal and foetal health is significant in terms of
morbidity, mortality and healthcare costs. Babies born to women who smoke during pregnancy are
around 40% more likely to die within the first four weeks of life than babies born to non-smokers.83
Smoking during pregnancy can result in increased risk of miscarriage, preterm birth, low birth weight
and stillbirth. It is associated with sudden unexplained death in infancy, childhood respiratory illnesses,
attention deficit hyperactivity disorder 84–86 and behavioural problems in children.87,88
The total annual cost to the NHS of smoking during pregnancy is estimated to be up to £64 million
for treating the resulting problems for mothers, and could be as high as £23.5 million for treating the
infants (aged 0–12 months) of women who smoked during pregnancy.89 Estimates have placed the
costs of a complicated delivery by a smoker at 66% higher than those of a non-smoker.90 Smoking
in pregnancy, therefore, remains a key public health concern, particularly since early intervention
(i.e. stopping prior to three months gestation) significantly improves outcomes.91
In 2013/14, 19,865 pregnant women set a quit date with local stop smoking services. Nearly half
(47%) were self-reported quits at four weeks and 57% of these were CO-validated quitters.9
However, increased social pressure and stigma reduce the reliability of self-reported smoking status in
pregnant smokers, and biochemically validated prevalence rates amongst this population have been
found to be significantly higher than self-reported prevalence.92 Therefore every effort should be made
to biochemically validate and record smoking status in pregnancy (see page 53).

NICE Public Health Guidance 26:
How to stop smoking in pregnancy and following childbirth
The 2010 NICE Public Health Guidance How to stop smoking in pregnancy and following childbirth18
sets out eight recommendations for action. These recommendations were reinforced by a 2013 report
that emphasised the importance of the implementation of NICE guidance in this area (see www.ash.
org.uk/files/documents/ASH_893.pdf).
NICE recommendations 1 & 2: Identification and Referral of Pregnant Smokers
The guidance recommends actions for the identification of all pregnant women who smoke and for
referral to stop smoking services. At the first maternity booking, and at subsequent appointments,
midwifery staff should assess the woman’s exposure to tobacco smoke, use a biochemical test (i.e.
CO monitor) to confirm and record smoking status, and refer if appropriate to the local stop smoking
service. The guidance also advocates that those responsible for providing health and support services
for pregnant women should use any appointment or meeting as an opportunity to deliver VBA.
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Case study: Implementation of the babyClear approach to routine
identification and referral of pregnant smokers across County Durham
and Darlington Foundation Trust (FT)
The babyClear system is a regional approach, supported by Fresh, to tackle the high rates
of maternal smoking across the North East of England. It was developed to embed routine
identification and referral of pregnant smokers into stop smoking services by midwifery staff.
County Durham and Darlington FT was the first Trust to fully roll out this approach in the North
East. This involved:
OO 120 midwives / midwifery staff being trained in a standardised three-minute intervention

at booking. As part of this training, they received carbon monoxide monitors and all
associated leaflets / resources. CO monitors are uniquely numbered to allow tracking of
referral rates
OO 10 stop smoking service administrative staff attending a one-day lead management

training session
OO 33 stop smoking practitioners who work with pregnant smokers attending a two-day

skills training course
OO 15 midwives being trained to deliver a more intensive risk perception intervention at the

12-week dating scan, highlighting the risks of continued smoking in pregnancy
Implementation involved regular meetings with key strategic partners, including the head
of midwifery, senior midwifery staff and stop smoking service commissioners and providers;
formal approval was also obtained from the trust’s Chief Executive to adopt this approach.
The local stop smoking service pregnancy lead manages the day-to-day process locally
following implementation, ensuring that all midwives are routinely using their CO monitors
at booking and are providing training updates.
Key early outcomes locally:
OO From full local roll-out of babyClear to the end of quarter 2, 2013–14, the stop smoking

service saw a 41% rise in the number of quit dates set by pregnant women, in comparison
to the previous year
OO This converted to a 43% year-on-year rise in the number of successful, pregnant four-week

quitters over that same period
OO Over 2013–14 as a whole, the Durham Stop Smoking Service received over 1,870 referrals

of pregnant smokers, which represented 45% of all referrals into the service that year
OO The risk perception intervention at dating scan (aimed at smokers who had declined

support previously) has seen one in seven of referred women successfully quitting with the
local stop smoking service
Newcastle and Teesside Universities are conducting a long-term evaluation of the project that
will look at the impact of babyClear on birth outcomes and staff attitudes.
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Case study: continued
Key learning points:
OO Securing the highest levels of strategic support within the trust can help overcome minor

issues, and regular communication between all parties is essential
OO Delivery of tailored training sessions for all staff involved in pathway (midwives,

practitioners, administrative staff) is vital to improving skills and awareness
OO Head of midwifery support is crucial in securing attendance from midwifery staff at training.

Basic sessions should last no more than two hours
OO Standard approach to biochemical intervention at booking is pivotal in making sure that

key messages are delivered consistently but quickly. Interventions should last no more than
three minutes if midwives are to incorporate them into their booking routine
OO Genuine opt-out referral process for all women based on agreed CO levels removes any

‘judgement’ call by midwife
OO Trained midwives delivering harder-hitting messages at subsequent appointments to those

women who have previously declined support can be effective
OO Importance of overarching strategic project lead, but also ‘hands-on’ management of the

process by the stop smoking service in pregnancy lead locally

Case study: Increasing engagement with pregnant smokers
– introduction of the Healthy Pregnancy Support Service (HPSS)
in Dudley maternity services
Dudley has a well-established and robust smoking and pregnancy referral process. In 2011–12,
795 women were referred, with 262 women setting a quit date and a 56% quit rate. However,
engaging women using texts and phone calls had limited success, with only 43% of referrals
agreeing to have at least one face-to-face contact with a practitioner. Historically, a barrier to
increasing interventions at point of care has been the lack of midwives’ time and therefore
meaningful conversations about smoking were never prioritised.
In 2013, the Dudley Public Health Department agreed to fund a pilot in partnership with
weight management practitioners who were working alongside community midwives in
antenatal clinics. The role of practitioners was to prioritise identification of smokers and offers
of support to stop smoking, as well as to give advice on weight management in pregnancy,
healthy eating, breastfeeding and healthy-start vitamins. Once smokers were identified, they
were offered one-to-one stop smoking support and access to NRT products with follow-up in
the home or clinic.
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Case study: continued
As part of the contract, HPSS practitioners had to be NCSCT certified and complete the NCSCT
Smoking in pregnancy and Secondhand smoke specialty modules in addition to attending a
face-to-face training day for local implementation. Quarterly performance meetings were held
with the senior clinical antenatal midwife manager, community midwifery team leads and the
practitioners to discuss any quality or process issues, identify any further training needs and
offer support if needed.
The pilot objectives were to:
1. Increase access to pregnant smokers
2. Improve recording of smoking status at booking and increase the accuracy of
smoking prevalence figures
3. Establish the use of routine CO testing
4. Increase the number of women setting a quit date and successfully quitting
throughout pregnancy
Outcomes (2013–14)
OO 85% of women were CO tested at first contact
OO Referrals increased by 22% to 970 for the 12 months
OO Face-to-face contacts increased from 43% to 56%
OO The number of women setting a quit date increased by 41%
OO The number of women successfully quitting at four weeks increased by 23%
OO Quit rate fell slightly from 56% to 52%

Conclusion
It appears that the initial face-to-face contact with women has a strong influence on breaking
down initial barriers about being seen by a specialist smoking and pregnancy practitioner for
help to quit. The pilot has increased midwives’ knowledge and made CO testing part of routine
antenatal care. Involving community midwifery leads in performance management meetings
has strengthened their commitment and knowledge. As part of the contract, Guidelines for
The Management of Pregnancy Smokers was written in conjunction with the Dudley Stop
Smoking Service and the maternity unit and ratified to make clear the maternity service’s role
in reducing smoking at time of delivery. The pilot was deemed successful and public health
funding has been agreed with a further 2½ year contract, with an increased number of
practitioners.
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NICE recommendation 3 & 4: Actions for stop smoking services
Stop smoking services should offer pregnant smokers a full range of evidence-based interventions.
They should ensure that service provision is proactive and responsive in contacting referrals promptly
in order to effectively engage with this client group.
Engaging with pregnant women to help them stop smoking involves communicating in a sensitive
client-centred manner, particularly as some pregnant women find it difficult to say that they smoke.
It is recommended that:
OO Pregnant smokers are provided with intensive and ongoing support throughout pregnancy and in

the post-partum period
OO When a pregnant woman sets a quit date, the midwife should be informed of the quit attempt

through a locally agreed protocol
OO Information on the quit attempt, including the type of support provided and the outcomes, should

also be given to the appropriate health visitor in the postnatal period
OO There should be a robust care pathway in place that allows for tracking of the pregnant smoker

through their quit attempt and beyond into the post-partum period; this should be developed in
partnership with primary care, the maternity care providers, the community and voluntary sector
health and support services
NICE recommendation 5: Use of nicotine replacement therapy in pregnancy
See NRT section (page 56).
NICE recommendation 6: Socio-demographic factors associated with smoking in pregnancy
NICE recommends that stop smoking service providers take into account other socio-demographic
factors such as age and ethnicity of pregnant smokers to ensure that service provision is tailored
to meet the individual needs of the local population. There is wide ethnic variation in smoking in
pregnancy, and this should be taken into consideration when designing and delivering services. For
example, the overall rate would be substantially higher if it was not for the low rates reported by some
population groups, most notably those whose ethnicity is South Asian. Services should aim to reach
and support women from black and minority and ethnic groups in their locality.
Women in routine and manual occupations, and those who have never worked, are five times as
likely as those in managerial and professional occupations to smoke throughout pregnancy (20%,
21% and 4% respectively).93 Stop smoking service providers should therefore continue to target
this group of women.
Services should collaborate with the family nurse partnership pilot and other outreach schemes, and
work in partnership with agencies that support women who have complex social and emotional needs
to identify additional opportunities for providing intensive and ongoing support. This should also
include substance misuse services and mental health services.
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NICE recommendation 7: Partners and others in the household who smoke
There is a strong association between a mother’s smoking behaviour during pregnancy and whether
or not she lives with other smokers.93 It is therefore recommended that stop smoking service providers
encourage partners and family members who smoke to quit and provide them with intensive ongoing
support to help them to stop smoking and remain smokefree. They should encourage partners and
others in the household who continue to smoke not to smoke around the pregnant woman, mother
or baby, including not smoking in the house or car.
A free online training module Very brief advice on second-hand smoke: promoting smokefree
homes and cars can be accessed here: http://elearning.ncsct.co.uk/shs_vba-launch
NICE recommendation 8: Training to deliver interventions
NICE recommends that adequate training be put in place in order for the other recommendations
to be possible. This includes training for midwives in how to deliver very brief advice and conduct
CO monitoring.
For stop smoking practitioners, a free online Pregnancy and the Post-Partum speciality training module
is available from the NCSCT to all those who are NCSCT certified.

Teenage pregnancy
Evidence rating: 3
Rates of smoking in pregnancy are higher amongst young women (20 years of age or under); they are
more than three times as likely to smoke before or during pregnancy as mothers aged 35 or over and
they are less likely to quit smoking during pregnancy.94 Stop smoking services should ensure that they
work in partnership with teenage pregnancy support services, to develop services that meet the needs of
this priority group, and they should ensure that they are meeting the You’re Welcome Quality Criteria.
The You’re Welcome Quality Criteria: making health services young people friendly 94 report sets
out principles that support health services in developing opportunities that young people are more
receptive to. The self-assessment toolkit covers areas to be considered by commissioners and providers
of health services. The criteria support the implementation of standard four of the National Service
Framework for Children, Young People and Maternity Services and build on the Royal College of
General Practitioners’ initiative Getting it Right for Teenagers in Your Practice, which has been
supported by the Teenage Pregnancy Unit.
The report can be accessed here:
www.gov.uk/government/publications/quality-criteria-for-young-people-friendly-health-services
Recommendations for both stop smoking service providers and midwifery services on helping teenage
smokers to quit can be found in the Department for Children, Schools and Families’ 2007 report
Teenage Parents Next Steps: Guidance for Local Authorities and Primary Care Trusts.95 The baby
charity Tommy’s has also produced a useful guide on smoking cessation for teenage parents, which is
supported by the Department of Health.96
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Smoking and mental health
Evidence rating: B
In contrast to the smoking rate of 19.8% in the general population, smoking rates of 32% for those
with depressive or anxiety disorder (common mental disorder), 40% for probable psychosis, 46% for
alcohol dependence, 69% for illicit drug dependence and 57% for those attempting suicide in the
previous year have been reported.21 Even higher levels of smoking occur within psychiatric inpatient
settings, where up to 70% are smokers and 50% heavily dependent smokers.23 People with a mental
disorder are likely to be more dependent on tobacco and to have smoked longer than smokers in the
general population.97
Due to the numbers affected in the population, those with a mental disorder are responsible for 42%
of tobacco consumption in England, with 31% of all tobacco consumption by those with a common
mental disorder.21
Smoking is responsible for the largest proportion of the excess mortality of people with a mental
disorder.98 Men and women living with schizophrenia in the community have, respectively, a 20- and
16-year reduced life expectancy98 with, for example, the death rate from respiratory disease amongst
people with schizophrenia being three times higher than average.99
Smoking tobacco is significantly associated with increased prevalence of all mental disorders,21 with
smokers 50% more likely to suffer from a mental disorder than non-smokers100 and more than twice
as likely to attempt suicide.101
It is therefore crucial that people with mental disorders have appropriate access to stop smoking
support and are encouraged to stop. A joint report published by the Royal College of Physicians and
the Royal College of Psychiatrists, Smoking and mental health, provides a comprehensive summary of
the evidence and recommendations for practice (see www.rcplondon.ac.uk/sites/default/files/smoking_
and_mental_health_-_full_report_web.pdf).

Prevalence of stop smoking service clients with a mental health problem
Since 42% of overall tobacco consumption in England is by people who have a mental health problem,
this group is likely to represent a significant proportion of smokers seen by stop smoking services.
The number of clients with a mental health problem who are treated by stop smoking services has
previously been unavailable; changes to the data collection in 2014 mean that the proportion of
support delivered in mental health settings is now being captured and will be available from 2015.
A survey of services in the London region found that the majority did not routinely check mental
health status and that only 11% would be able to provide data on the proportion of service clients
with a reported mental health problem.102 This is an important clinical issue as stopping smoking can
result in changes to the metabolism of certain medications and these may require dose changes to
maintain safe and therapeutic levels.
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It is vitally important from a clinical perspective that service providers routinely ask all clients about any
mental disorder diagnoses (Ask); inform relevant health professionals about the quit attempt (Inform),
including information regarding the effect of cessation upon any medication being taken (Medication)
and tailor the behavioural support programme to meet the needs of the client (Support) (see the AIMS
model, Figure 6).
Figure 6: AIMS procedure for supporting people with mental health problems to stop smoking

Stopping smoking and inequality reduction
Since increased levels of smoking are responsible for the largest proportion of health inequality
for people with mental disorders, uptake of cessation support will have an even larger impact on
health outcomes and reducing health inequalities. However, if investment in stop smoking services
for this group does not at least exceed that for the general population then the health inequalities
experienced by people with mental disorder will increase.

Positive effects of stopping smoking on mental health
Evidence suggests that there is a link between the amount smoked and the number of depressive and
anxiety symptoms.103 On stopping, these symptoms are seen to reduce104 and can be accompanied by
a sense of achievement.
There are tangible benefits for mental health when people stop smoking. A recent systematic review
and meta-analysis of the change in mental health after smoking cessation concluded that quitting is
associated with reduced depression, anxiety and stress and improved positive mood and quality of life
compared with continuing to smoke.105
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Stopping smoking and depression
In a minority of cases, smoking cessation, with or without pharmacotherapy, is associated with an
exacerbation of depression.106 Stop smoking practitioners should be aware of the possible emergence
of depression in clients undertaking a quit attempt, and should advise both patients and the
appropriate clinical team accordingly.

Stopping smoking and schizophrenia
In people with schizophrenia, there is little evidence to show any worsening of symptoms following
stopping smoking.107 Stopping smoking can enable prescribers to reduce the dosages of some
medications, which in turn can result in a significant reduction in the side effects associated with
higher doses of these medications.

Stop smoking interventions for those with a mental disorder
A systematic review found that smoking cessation treatments that work in the general population
work for those with severe mental illness and appear to be approximately as effective. The same
review found that treating tobacco dependence in patients with stable psychiatric conditions does not
worsen their mental state.107
As with more dependent smokers in the general population, those with a mental disorder, who
are likely to be more dependent smokers anyway, often require a combination of more intensive
pharmacological and behavioural support. Combining pharmacotherapy with behavioural support can
achieve abstinence rates in those with mental health problems similar to those seen in the general
population.108
For further information see the pharmacotherapy section on page 54.
Up to now, people with a mental health disorder have been less likely to receive stop smoking
interventions in primary care.109,110 NICE public health guidance PH4882 provides recommendations
to support smoking cessation, temporary abstinence from smoking and smokefree policies in all
secondary care settings, including for mental health.
Anyone involved in providing a structured smoking cessation programme should be fully NCSCT
certified and have attended face-to-face training that meets the national training standard. The NCSCT
also provides a free online Smoking and Mental Health Specialty Module that is accessible to those
who have achieved NCSCT certification.
A pilot project undertaken by the UK Centre for Tobacco and Alcohol Studies inside mental health
inpatient settings111 provided the following recommendations:
OO Mental health trusts should ensure the comprehensive recording of smoking-related information

through the mandatory recording of patient smoking status, the introduction of smoking-specific
documentation and smoking-related targets (CQUIN)
OO Mental health trusts should develop comprehensive guidelines for staff to ensure mental health

patients are provided with a flexible tobacco dependence programme which can be tailored to the
needs of individual patients
OO Each mental health trust should have clear referral pathways between different treatment settings

to ensure the continuity of tobacco dependence support
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OO Each mental health trust should employ a tobacco dependence practitioner, or provide protected

time for existing staff, to provide stop smoking support services. The employment of one
practitioner who could cover both community and inpatient settings on a full-time basis and train
staff to ensure continuous and sustainable support would appear to be an efficient model of
service provision
OO All grades of clinical staff (including consultants) should be given mandatory training on the links

between mental health and smoking and be trained on how to best provide tobacco dependence
support to ensure patients receive the best possible care. Mental health trusts should focus on
ensuring that all staff in direct contact with patients (such as nursing staff, community workers and
doctors) consistently offer smoking advice and tobacco dependence support to every patient
OO Each mental health setting should have clear prescribing pathways in place and varenicline and a

range of NRT on the formulary
OO Staff who smoke should be supported to access stop smoking services

Substance misuse
Evidence rating: C

Smoking and alcohol
The link between smoking and alcohol dependence is particularly strong,112 with alcohol use disorders
associated with regular, more dependent smoking.113 Analysis of the most recent adult psychiatric
morbidity survey highlights that alcohol dependence, which occurs in 6% of the adult population in
England, is associated with a smoking prevalence of 46%.21
Stopping smoking does not seem to make it more difficult to stop drinking, although the evidence is
not consistent and further research is required.

Smoking and substance misuse
Daily smokers are more likely to have a co-morbid substance use disorder than people who have never
smoked.114 Smoking at an early age is also associated with substance misuse.115 In addition, people
who smoke tobacco are more likely to use cannabis and abuse alcohol. Using cannabis also makes
smokers less likely to stop smoking tobacco.116
Analysis of the most recent adult psychiatric morbidity survey highlights that those suffering from drug
dependence, which occurs in 3% of the adult population, have a smoking prevalence rate of 69%.21
Recent evidence suggests that some smokers who use illicit drugs are less likely to quit as they perceive
that this may have an adverse effect on their drug use, i.e. they think that they will need more of the
illicit drug as a consequence of quitting.117

Recommendations for stop smoking service providers
Stop smoking service providers will encounter clients with dual or multiple substance dependencies;
these clients may find that continuation of substance use increases the risk of relapsing back to
tobacco use.
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Key recommendations
OO Ensure that staff in alcohol and drug services receive regular smoking cessation trainingu
OO Develop links with alcohol and drug services to create referral pathways between these services

and stop smoking services (VBA training should be considered)
OO Ensure stop smoking practitioners are trained appropriately for the needs of the population

attending the service so that they can deliver suitable information and advice on cannabis smoking
and brief interventions concerning excessive alcohol use

Prisoners
Evidence rating: C
Whilst local authorities are not responsible for commissioning and delivering public health services for
the criminal justice system, many areas do continue to provide stop smoking support in these settings.
It has been estimated that around 80% of the prison population smoke.32 In 2012/13, 12,921 quit
dates were set in a prisons with a self-reported four-week quit rate of 54%.13
There is not yet enough evidence to suggest what the best type of intervention for prison settings
is. However, it would seem appropriate that interventions offered to the general population should
be available to a group with such high levels of smoking and mental illness, and the basic quality
principles remain the same irrespective of the intervention setting.
Embedding smoking cessation support across the criminal justice system (CJS) requires a wide range
of stakeholders, providers and target groups to work together. Public Health England guidance on
managing tobacco use and nicotine withdrawal in prisons is soon to be published and recommends
that those involved in the CJS should:
OO Raise the profile and priority of addressing smoking to ensure that all personnel working in the CJS

are aware of the importance of cessation
OO Work with offenders to understand their needs, promoting access to services delivered by trained

practitioners and in line with NICE guidance
OO Commit to on-going staff training in order that all prison staff are trained to provide very brief

advice (VBA) (see page 43). Ensure that each setting has a range of staff trained to provide basic
behavioural and pharmacological support and that prisoners wanting to quit have access to
specialist stop smoking services
OO Ensure NRT is available in settings where offenders are kept for short periods to help them manage

nicotine withdrawal symptoms. Note: clear nicotine patches and mini lozenges should be available
on every CJS site
OO Ensure that all licensed stop smoking medications that are considered safe for use within the

custodial environment are available on appropriate formularies

u

A free online training module in providing very brief advice on smoking is available at http://elearning.ncsct.co.uk
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OO Ensure, where clinically appropriate, that children and young people have access to NRT and

behavioural support when they are required to stay in smokefree environments
OO Ensure that all nicotine dependence treatment is delivered according to NICE standards
OO Use existing electronic referral mechanisms to support the smoking cessation care pathway across

the CJS on release or transfer to other prisons
OO Stop smoking programmes should be integrated with treatment programmes for other conditions,

such as substance misuse and mental health disorders

Stop smoking interventions and Criminal Justice Settings
A pilot project undertaken by the UK Centre for Tobacco Control and Alcohol Studies examined the
innovative role of a Regional Tobacco Coordinator (Criminal Justice System), which aimed to develop
stop smoking support for offenders by working across criminal justice and relevant public health
settings based on a systems approach. The pilot resulted in a number of recommendations, including:
OO Recruitment of a coordinator is crucial in promoting a consistent, joined-up approach to enable

multi-agency engagement with the tobacco control agenda across criminal justice settings (CJSs)
OO A clear communication strategy should be developed with key players at a senior level across the

system and disseminated through the networks as indicated by the coordinator
OO Training should form an integral part of a consistent and joined-up approach across key

organisations, coordinated at a central point, and include setting- specific brief intervention
training for all staff
OO Consistent structures should be established for integration into staff rotas, clinic room allocations,

inmate appointments and prison movements to enhance engagement and be more manageable
OO Ensuring sufficient staff are suitably trained to deliver stop smoking sessions
OO Reviewing delivery approaches: one-to-one may be more suitable than group programmes,

especially with high inmate turnover
OO Ensuring sufficient nicotine replacement therapy is made available for quitters when transferred

or released
OO Ensuring that there are robust and consistent data collection and monitoring submissions,

supported by electronic databases, particularly if services are delivered by prison-based staff
OO Supporting the development of smokefree living areas and a wider health-promoting

prison approach
OO Providing brief intervention training across prison staff, with a setting-specific perspective,

to raise awareness and support engagement
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Black and minority ethnic groups
Evidence rating: B
Smoking prevalence varies greatly between ethnic groups and between men and women within these
groups. Whilst smoking prevalence amongst minority ethnic groups is generally lower than that of the
general population, some have higher rates, most notably amongst black Caribbean, Bangladeshi and
Chinese men.
Prevalence data amongst minority ethnic groups is relatively limited, but the Race Equality Foundation’s
briefing Tobacco use amongst minority ethnic populations and cessation interventions does provide
further information (see www.better-health.org.uk/sites/default/files/briefings/downloads/healthbrief22_0.pdf).
About 14% of the UK population is from a black and minority ethnic group118 and local stop smoking
services generally recruit a larger proportion of clients from these groups. The number of smokers from
ethnic minority groups accessing stop smoking services is summarised in Table 9.
Table 9: Ethnic minority groups accessing stop smoking services 1st April 2013–31st March 2014
Ethnic group

Number setting
a quit date

Percentage of total number
setting a quit date through
services (n= 586,337)

White British

469,879

80.1

Any other white background

29,937

5.1

Not stated

26,291

4.5

Any other ethnic group

8,486

1.4

Pakistani

8,365

1.4

White Irish

6,521

1.1

Indian

6,508

1.1

Caribbean

5,583

1.0

African

4,365

0.7

Bangladeshi

4,101

0.7

White and black Caribbean

3,975

0.7

Any other Asian background

3,918

0.7

Any other mixed background

2,870

0.5

Any other black background

2,014

0.3

White and Asian

1,464

0.2

White and black African

1,244

0.2

816

0.1

Chinese

Areas with significant BME populations will need to carry out local mapping and joint needs
assessments to inform the appropriate tailoring of local service promotion and delivery.
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Helpline support and resources
The NHS Smoking Helpline can provide expert advice on stopping smoking to South Asian tobacco
users: 0800 022 4 332
A guide to going smokefree is also available from the Smokefree Resource Centre in a range
of languages (see http://resources.smokefree.nhs.uk/resources/results/?resource_type=Alternative+lan
guages&resource_topics=&btn_Search.x=12&btn_Search.y=7).

Niche tobacco products
The niche tobacco products covered in this section are waterpipes and smokeless tobacco.
Prevalence of waterpipe tobacco use
Information on waterpipe use is not routinely collected in UK national health surveys, so data on
prevalence is scarce. However, the UK has witnessed a 210% rise in the number of waterpipe cafes
over the last five years.119 Prevalence of waterpipe use amongst school pupils is reported to be 8%120
and as high as 8–19% amongst university students.121–123
User perceptions of harm
One particular concern regarding waterpipe tobacco smoking is the perception by users and non-users
that it is safer than smoking.
A study amongst 242 General Practitioners (GPs) in the UK showed that only 57.1% felt that
waterpipes were not a safe alternative to cigarette smoking.124 This identifies a need for health
education training amongst health and social care professionals as well as the general public.
Prevalence of smokeless tobacco use
There are varying and contradictory estimates of the prevalence of smokeless tobacco use in English
South Asian communities. The most comprehensive data is collected by the Health Survey for England
(HSE), which reported a decrease in use in 2004 compared to an equivalent survey conducted in 1999,125
although evidence for declining prevalence in smokeless tobacco use in the UK is not found in other
sources.
Only two studies have validated self-reported smokeless tobacco use with salivary cotinine analyses.
One reported a prevalence of 29%,122 and the other 49.5%,126 in a sample of Bangladeshi women.
Thirteen other studies, focusing on Bangladeshi samples, reported prevalence estimates of between
2% and 57%.127 It is accepted that Bangladeshi women are more likely chew tobacco than men.125
There is no current evidence to support the proposition that these products are used within the
general population.
The three main types of product that are available for purchase are zarda, gutkha and khaini. Other
available products include tobacco leaf, toothpowder, mawa and qiwam.
Common ingredients in zarda, gutkha and khaini are tobacco flakes or powder and slaked lime
(calcium hydroxide) as an alkalinity enhancer. Gutkha and zarda also include areca nut, a recognised
carcinogen, and all three product types contain additional spices and flavourings such as saffron and
menthol.
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Harms associated with niche tobacco product use
Both waterpipe and smokeless tobacco use have adverse effects on the cardiovascular system, such as
increased blood pressure and heart rate. Niche tobacco products contain more than 30 carcinogens,
including tobacco-specific nitrosamines.128
There is sufficient evidence to show that niche tobacco products may cause addiction, precancerous
oral lesions and cancers of the oral cavity and the pancreas.129,130 Specific niche tobaccos are also
linked with oesophageal cancer and fatal ischaemic heart disease and stroke. As waterpipe tobacco
is inhaled, it has also been associated with respiratory diseases such as chronic bronchitis and lung
cancers, whereas inhaled second-hand waterpipe smoke has been implicated in the development of
asthma in children.131
Nicotine dependence has been identified among niche tobacco users, specifically amongst those
chewing paan with tobacco132 and amongst regular waterpipe tobacco smokers.131 Studies validating
self-report measures of dependency with salivary cotinine scores found associations with a high daily
consumption frequency, using within 30 minutes of waking and feelings of craving. A particular
aspect of high dependency is the use of tobacco leaf and zarda together in the paan.133
NICE guidance
NICE guidance PH39 (Smokeless tobacco cessation: South Asian communities) provides
recommendations for supporting users of smokeless tobacco and can be accessed here:
http://publications.nice.org.uk/smokeless-tobacco-cessation-south-asian-communities-ph39#what-isthis-guidance-about
Other resources
The NCSCT has developed a briefing on waterpipe smoking
(see www.ncsct.co.uk/publication_waterpipe_tobacco_smoking.php).

Children and young people
Evidence rating:

I

There is little published evidence about the effects of interventions that focus on cessation activity in
adolescents both in school and in the wider community.134 There is, however, evidence to show that
supporting existing adult smokers to quit will help reduce the rate of smoking uptake.
In 2013/14 13,756 smokers under 18 years of age set a quit date with local stop smoking services,
achieving a self-reported quit rate of 39% (5,405 quitters). Over two-thirds (68%) of all self-reported
quits were CO validated compared to 70% in all ages.9
Despite the lack of evidence, services should be available for young people who want to stop smoking,
and local stop smoking service providers should link with other programmes to ensure they reach as
many children and young people as possible (e.g. through healthy school programmes, and health
services on secondary school sites and in other youth settings).
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Relapse prevention
Evidence rating:

I

There is currently little evidence suggesting which behavioural interventions are most likely to prevent
people partially or totally resuming smoking. However, extended use of varenicline may be helpful, and
further research is required to ascertain the benefits of prolonged behavioural support and extended
use of NRT135 (see Annex I).

Repeat service users
Evidence rating: 3
Smokers often need several attempts before stopping successfully. Anyone who has made a previous,
unsuccessful quit attempt should therefore be offered very brief advice on how to stop smoking (see
page 43). As the majority of successful quit attempts are unplanned or spontaneous, smokers should
also be enabled to stop whenever they want to (see Treatment episode, page 92).136
Quit attempts should draw on experiences from previous attempts to stop and should bear in mind
factors that contributed to previous relapses (i.e. high nicotine dependence). Groups with higher rates
of smoking, such as those with mental illness, are more likely to be repeat service users, and specific
provision should be made to encourage their re-engagement with stop smoking support.
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1. National monitoring
Stop smoking service activity data has been captured nationally since 1999; previously published data
can be accessed via the Health and Social Care Information Centre (HSCIC).v
The purpose of the national data set is to help monitor and evaluate the effectiveness and reach of
stop smoking services. It is designed to provide consistent information on people who have sought
and received quitting help from an evidence-based service.
The national data set is not a mechanism for counting all people who have stopped smoking
in a locality, nor is it a prevalence measure. For this reason it should not include quits that
have not resulted from structured stop smoking interventions delivered by stop smoking
practitioners, as detailed in the definitions (based on the Russell Standard (Clinical) and
available in Annex B).
This routine data collection has been invaluable in supporting the national tracking of the services’
success and has frequently informed further research into smoking cessation. It has also helped local
areas benchmark their activity and, through the process of data submission, identify providers who
may require additional support.
Since 1st April 2013, the data collection became a voluntary, rather than mandatory, requirement.
To maintain the integrity of the collection it is vital that areas continue to provide their data and,
encouragingly, it seems that the majority of areas are continuing to do so.
A number of changes were made to the collection in 2014 that came into effect from 1st April of
that year.w These changes included:
OO Revised data requirements regarding the use of licensed and unlicensed nicotine containing

products (e.g. nicotine vapourisers) by those using services
OO Revised intervention settings
OO Clarification regarding eligibility for free prescriptions
OO Restructured financial information section

Local areas are, however, encouraged to undertake greater monitoring of activity (see Measuring
success, page 36).

Recording of sexual orientation
Currently, sexual orientation data is not captured as part of the national stop smoking service data
collection. However, higher than average smoking prevalence and health inequalities are evident
amongst the lesbian, gay, bisexual and transgender (LGBT) communities; as such there is an increasing
focus on ensuring that services are engaging and meeting the health needs of this population. Therefore
local areas need to consider how they are measuring such activity as part of standard local monitoring.

v

www.hscic.gov.uk/searchcatalogue?topics=2%2fPublic+health%2fLifestyle%2fSmoking&sort=Relevance&size=10&page=1#top

w

For a summary of these changes see: www.ncsct.co.uk/usr/pub/Changes_to_LSSS_data.pdf
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Due to the sensitive nature of this data, it is recommended that clients are shown a list of options and
asked to select the number that they feel best describes how they think about their sexuality. This
number is then recorded on the standard monitoring system. Where this interaction is carried out over
the phone, it is customary to read out the list without pausing between the options and asking the client
to select the number of the description that they feel is most accurate once all of the options have been
given. The Integrated Household Survey includes the following tested options and question wording:
“Which of the options on this card best describes how you think of yourself?
Please just read out the number next to the description.”
Or, if discussing over the phone:
“I will now read out a list of terms people sometimes use to describe how they think of
themselves. Please select the option, from one to five, that best describes how you think
of yourself.”
Read list to end, including the numbers, without pausing.
1. Heterosexual or Straight
2. Gay or Lesbian
3. Bisexual
4. Other
5. Prefer not to disclose

2. Definitions and data quality
In order to improve the consistency and usefulness of the data collection and subsequent publications,
it is important that all stop smoking services adopt strict criteria when deciding who to include in
their monitoring return and the four-week quit status of clients. These criteria need to be applied
consistently; clear definitions are provided in Annex B.

3. Submitting data to the HSCIC
Data is captured at the end of each quarter, starting with quarter 1, which runs from 1st April to
30th June. Details of the collection can be found here: www.hscic.gov.uk/stopsmoking.
At the end of the monitoring period (one quarter plus six weeks), local areas have a further four weeks
to submit data to the HSCIC in the case of quarters 1 to 3 and five weeks in the case of quarter 4
data. This means that, at the end of the quarter, there is a total of 10 weeks to submit returns for
quarters 1, 2 and 3 and 11 weeks to return quarter 4.
Revisions of previous quarters (to allow for late data) are permitted in the case of quarters 1, 2 and 3
but not in the case of quarter 4. Under this system, however, more time is available for submission
of quarter 4 data than for any other quarter. Late data from quarter 4 may not be carried into quarter
1 of the next reporting year.
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For the first three-quarters of the year, the HSCIC produces three sets of tables at local, regional and
national levels, accompanied by a summary describing the key results. Within the quarter 4 annual
report all provisional figures from previous quarters are confirmed and figures are deemed final.
Table 10: 2014 –15 returns timetable
Quarter

End of 6 week
follow-up period

Deadline to submit data to
HSCIC and elapsed weeks

Date of publication
by HSCIC website

1. April to June

12.08.14

09.09.14

29.10.14

2. July to September

13.11.14

09.12.14

15.01.15

3. October to December

13.02.15

13.03.15

23.04.15

4. January to March

13.05.15

16.06.15

19.08.15

Capturing monitoring information
A template monitoring form to encourage greater consistency in the collection of the minimum
national data set has been included in previous versions of this guidance, and again in this document
(Annex G); an electronic version of the form is available at www.ncsct.co.uk/publication_standard_
monitoring_form%20.php
However, this standard monitoring form has been adapted by some local areas to include further
information that would generally be captured as part of the treatment programme. An example of
a more comprehensive treatment and monitoring form has thus been developed (Annex H) and an
electronic version of the form is available at www.ncsct.co.uk/publication_ncsct-stop-smoking-serviceclient-record-form.php
Some areas have invested in web-based information systems to help streamline their data collection
and to analyse service performance. Such systems are of great benefit to commissioners and have
proved a highly worthwhile investment in a number of areas. It is important that commissioners have
access to anonymised provider data to inform current and future commissioning, and access to data
should be agreed as part of the contractual process.
To facilitate service audits and comply with clinical governance, all service providers should maintain
adequate client records (to include all client contacts, medications used and smoking status). It is also
important that service providers return data on all clients treated (not just on successful outcomes) so
that success rates may be accurately calculated.
It is further recommended that service providers or practitioners that repeatedly submit incorrect or
incomplete data receive refresher training in the approved definitions and procedures. Any data that
they submit should be subject to regular spot checks until the service lead is satisfied that the correct
procedures and definitions are being used.
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Exception reporting
Before submitting quarterly data, it is recommended that service leads and /or commissioners examine
the data so that, if they find outlying data, they can carry out an exception reporting procedure.
For example, self-reported four-week quit rates would be expected to be between 35% and 70%.
If the overall results from a provider (or those for a specific intervention type / setting) fall outside this
range then an area may wish to conduct further checks.

The procedure outlined below is the exception reporting process previously recommended, and
it is offered here as an example:
Step 1: The service provider or practitioner is contacted and asked to confirm that all
the standard data definitions (see Annex B) have been followed. If this is not the case,
then the total number of successful four-week quits should be recalculated using the approved
definitions and the data re-entered onto the service database.
Step 2: If the service provider or practitioner asserts that the approved definitions
have been used, random checks of 10% of smokers treated by the service provider
concerned should be carried out by telephone (or face to face if possible).
This should establish whether the patient/client meet the criteria for self-reported or COverified four-week quits and whether they have received an approved intervention of the
required content and duration.
If the random checks indicate that recorded quits are unreliable, all cases received from this
provider may then need to be checked using the approved definitions and the total number of
four-week quits should be re-entered onto the service database. If, after the required checks
have been carried out, the results are still outside the expected range, a further review into the
causes may be required.

4. Reviewing service provision
In addition to exception reporting, it is recommended that services have quality assurance procedures
in place to ensure the quality of the service being provided, which should include an element of
independent auditing to complement internal checks. Minimum quality assurance requirements should
be clear in service specifications and service provider contracts and form part of the service quality
performance reports.
Client satisfaction is a useful quality assurance measure. A tested client satisfaction survey can be
found here: www.ncsct.co.uk/usr/pub/Client%20satisfaction%20questionnaire.pdf.
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Annex A: Checklist for commissioners
Procuring services (if going out to tender)
Recommendation

Have you contacted your procurement
team for advice and support about
the local procurement process?

Do you have access to internal and
external tobacco control networks
for advice and support from peers?

Do you know if the local authority policy
is to carry out a single or two-stage
procurement process?

Has the legal team been engaged
at an early stage to agree the terms
and conditions?

Will it be possible to hold a bidders
event prior to the issuing of the tender
documentation?

Action required

Expected date
of completion
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The following headings are taken from the latest service specification template (contained within
the public health services’ non-mandatory contract template) available at: www.gov.uk/government/
publications/public-health-services-non-mandatory-contracts-and-guidance-published.
Population needs

Recommendation

Action required

Expected date
of completion

Action required

Expected date
of completion

Have you established the composition
of your local smoking population and
its service needs?

Have you obtained local prevalence
and current activity data on smoking
populations?
Is the scope (service configuration)
informed by local intelligence, community
engagement and customer evaluation
involving different populations?
Have services been weighted in terms of
deprivation and does this include high-risk
groups such as pregnant women, prisoners
or smokers with mental health diagnoses?
Is the service model clear
(e.g. are single or multiple
providers being commissioned?)

Key Service Outcomes

Recommendation

Are these measurable and will
you have access to the data in
order to measure them?

How do the overarching outcomes fit
with the Quality Outcomes Indicators
(Appendix C of the contract)?

ANNEX A: CHECKLIST FOR COMMISSIONERS

Scope
Are the following clear within the service specification scope:
Aims of the service

Key objectives of the service

Service description / model
Who is responsible for the development of referral pathways and engaging with local
networks to increase the delivery of very brief advice (including any training requirements)?
Who is responsible for marketing and communications?

Any other responsibilities as applicable including supporting / managing other providers?
Any specific geographical or hours of operations requirements
(if not being left to the provider to decide)?
Who is eligible to access the service and are there any exclusion criteria?
The need for interventions to be evidence-based and to adhere to the intervention
principles (within this 2014 service and monitoring guidance)?
The need for support sessions to be delivered in clean and private premises?
The need for clients to be contacted as soon as a referral is received (or at least within
two working days) and for an appointment to be offered within one week?
The need for interventions to be delivered by NCSCT certified practitioners who have
also received face-to-face training (that meets the published NCSCT national training
standards) and who receive update training at least annually?
The need for multi-sessional, weekly interventions and minimum client contact time
(dependent on 1:1 or group support)?
That all licensed pharmacotherapy, including combination therapy, should be available
as first-line treatment options?
That clients wishing to use an unlicensed product (such as nicotine vapourisers) to stop
can receive behavioural support from the service?
Whether clients who are not smoking but who wish to stop using long-term NRT or
unlicensed products (such as nicotine vapourisers) can receive support from the service?
The importance of CO validating smoking status (in at least 85% of clients)?

3/7
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Quality Outcomes Indicators (Appendix C)

Recommendation

Are these measurable and will they
help monitor progress towards the
‘Key Service Outcomes’?

Are quit outcomes based upon the Russell
Standard and are these definitions clear?

How will you verify the
outcomes reported?

Will you have access to all
unidentifiable data?

Are providers required to undergo an
independent review as well as conducting
internal quality assurance checks? (links to
Appendix J in the contract template)?
Is it clear what the consequences will
be if the provider does not achieve
the outcome?

Do these include client satisfaction
indicators (links to Appendix D in the
contract template)?

Action required

Expected date
of completion

ANNEX A: CHECKLIST FOR COMMISSIONERS

Charges (Appendix E)
Have the following been taken into account, as appropriate, when calculating
the budget / outcome payments:
(Note: this is not intended to be an exhaustive list, but simply highlights some
of the key points raised within this guidance document.)
Marketing and service promotion?

Staff costs including adequate management and administration support?

TUPE requirements?

IT and telecoms maintenance?

Supply and maintenance of CO monitors, adaptors, mouthpieces, calibration kits, etc.?

Office base / equipment?

Training?

Provision of pharmacotherapy?

Service review / auditing?

Sundries, e.g. stationary, postage?

Will any bonus payments apply?

3/7
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Annex B: Definitions
CO-verified four-week quitter
A treated smoker who reports not smoking for at least days 15–28 of a quit attempt and whose CO
reading is assessed 28 days from their quit date (-3 or +14 days) and is less than 10 ppm. The -3 or
+14 day rule allows for cases where it is impossible to carry out a face-to-face follow-up at the normal
four-week point (although in most cases it is expected that follow-up will be carried out at four weeks
from the quit date). This means that follow-up must occur 25 to 42 days from the quit date (Russell
Standard).
Clients whose follow-up date falls outside this time span may not be counted for the
purposes of quarterly data submissions to the HSCIC. CO verification should be conducted
face to face and carried out in at least 85% of self-reported four-week quitters.

Lost to follow-up (LTFU)
A treated smoker who cannot be contacted face to face, via telephone, email, letter or text following
three attempts to contact them at different times of day, at four weeks from their quit date (or
within 25 to 42 days of the quit date). The four-week outcome for this client is unknown and should
therefore be recorded as LTFU on the monitoring form.

Stop smoking service provider
A stop smoking service provider is defined as a locally managed and coordinated service commissioned
to provide accessible, evidence-based and cost-effective clinical services to support smokers who want
to stop. Service delivery should be in accordance with the quality principles for clinical and financial
management contained within this guidance.

Non-treated smoker
A smoker who receives no support or is given very brief advice and /or supplied with leaflets, helpline
cards or pharmacotherapy only, and who does not set a quit date or consent to treatment. Examples
may include smokers seen at health fairs or community events, during a GP consultation or during a
hospital stay where a quit date is not set and a quit attempt is not made.

Quit date
The date a smoker plans to stop smoking completely with support from a stop smoking practitioner
as part of an assisted quit attempt.

Renewed quit attempts
A quit attempt that takes place immediately following the end of one treatment episode.
A new treatment episode should be commenced in the database / service records.

Routine and manual smoker
A smoker whose self-reported occupational grouping is of a routine and manual (R/M) worker as
defined by the National Statistics Socio-Economic Classification.137
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Self-reported four-week quitter
A treated smoker who reports not smoking for at least days 15 –28 of a quit attempt and is followed
up 28 days from their quit date (-3 or +14 days).
The -3 or +14 day rule allows for cases where it is impossible to carry out a face-to-face follow-up at
the normal four-week point (although in most cases it is expected that follow-up will be carried out
at four weeks from the quit date). This means that follow-up must occur 25 to 42 days from the quit
date (Russell Standard).

Smoked product
Any product that contains tobacco and produces smoke is a smoked product, including cigarettes
(hand-rolled or tailor-made), cigars and pipes (including waterpipes). Waterpipes include shisha,
hookah, narghile and hubble-bubble pipes.

Smoker
A person who smokes a smoked product. In adulthood this is defined in terms of daily use, whereas in
adolescence (i.e. for those aged 16 or under) it is defined in terms of weekly use.

Smoking cessation
In clinical terminology this is used to denote activities relating to supporting smokers to stop.

Spontaneous quitters
Smokers who have already stopped smoking when they first come to the attention of the service can
only be counted as having been ‘treated’ and included in the national data return if they had quit 48
hours or less before attending the first session of a structured multi-session treatment plan. Where this
is the case, their spontaneous quit date should be recorded as their actual quit date.
Examples of such quitters include clients who experience unplanned admission to hospital and stop
smoking before receiving support, those people who have started using nicotine vapourisers (as an
alternative to smoking) and have not smoked for up to 48 hours, or pregnant smokers who have
already stopped smoking before approaching their local stop smoking service provider. Whilst it is
recognised that it is desirable to offer as many smokers as possible support to quit and maintain
abstinence, local commissioners will need to balance the needs of their smoking population against
available service resources.
Smokers who have already stopped smoking for more than 48 hours before attending a service should
not be included in the national data submission but may be counted as having been ‘treated’ for local
accounting purposes (e.g. to justify resources used or analyse performance). It is recommended that
this is only recorded if they have quit within 14 days prior to coming to the attention of the service
and have attended the first session of a structured multi-session treatment plan within 14 days of their
spontaneous quit date (which should be recorded as their quit date).

Stop smoking
Preferred term to denote patient-facing communications relating to smoking cessation activity.
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Stop smoking practitioner
An individual who has NCSCT certification and is employed by a service which is, either directly or
indirectly, commissioned to provide stop smoking support.

Time between treatment episodes
(see Treatment episode, below)
When a client has not managed to stop smoking, there is no definitive period of time required
between the end of a treatment episode and the start of another. The stop smoking practitioner
should use discretion and professional judgement when considering whether a client is ready to
receive support to immediately attempt to stop again. If this is the case, the client must start a new
treatment episode, i.e. attend one session of a structured, multi-session intervention, consent to
treatment and set a quit date with a stop smoking practitioner in order to be counted as a new data
entry on the quarterly return.

Treated smoker
A smoker who has received at least one session of a structured, multi-session intervention (delivered
by a stop smoking practitioner) on or prior to the quit date, who consents to treatment and sets a
quit date with a stop smoking practitioner. Smokers who attend a first session but do not consent to
treatment or set a quit date should not be counted.

Treatment episode
At the point of attending one session of a structured, multi-session intervention, consenting to
treatment and setting a quit date with a stop smoking practitioner, a client becomes a treated smoker
and the treatment episode begins. The treatment episode ends when a client has been completely
abstinent for at least the two weeks prior to the four-week follow-up or is lost to follow-up at the
four-week point, or when a four-week follow-up reveals that a client has lapsed during the two weeks
immediately prior to the follow-up and is therefore recorded as a non-quitter. Good practice dictates
that if the client wishes to continue treatment after a lapse, treatment should be continued if it seems
appropriate, but the client will not count as a four-week quitter for the purposes of that treatment
episode.

ANNEX C: NICE GUIDANCE

Annex C: NICE guidance
National Institute for Health and Clinical Excellence
The National Institute for Health and Clinical Excellence (NICE) is an independent organisation
responsible for providing national guidance and standards on improving health and treating ill health.
As part of this core remit, NICE produces public health guidance on the promotion of good health and
the prevention of ill health for those working in the NHS, local authorities and the wider public and
voluntary sectors. More information is available at www.nice.org.uk/guidance/phg/index.jsp
All of the following NICE guidance is directly related to smoking cessation and tobacco control and
can be accessed from the NICE website. Each piece of guidance is informed by reviews of evidence of
effectiveness and cost-effectiveness, and is drawn up by clinical, academic and policy experts in the
field. The evidence reviews can also been found on the NICE website under the relevant piece
of guidance.

Public health guidance
OO Brief interventions and referral for smoking cessation (PH1)
OO Workplace interventions to support smoking cessation (PH5)
OO Smoking cessation services (PH10)
OO Preventing the uptake of smoking by children and young people (PH14)
OO Identifying and supporting people most at risk of dying prematurely (PH15)
OO School-based interventions to prevent smoking (PH23)
OO Quitting smoking in pregnancy and following childbirth (PH26)
OO Smokeless tobacco cessation (PH39)
OO Tobacco harm reduction (PH45)
OO Smoking cessation: acute, maternity and mental health services (PH48)

Quality standards
OO Smoking cessation: supporting people to stop smoking (QS43)

Technical appraisals
OO Smoking cessation: varenicline (TA123)
OO Smoking cessation: bupropion and nicotine replacement therapy (TA39, replaced by PH10)
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Annex D: The Smokefree Resource Centre
To help support local marketing, a toolkit of creative resources is now available, along with Smokefree
literature, brand materials (including font, photographs and logo) and additional guidance, from the
Smokefree Resource Centre (see www.smokefree.nhs.uk/resources).
This includes a suite of branded artwork templates for leaflets, posters and other marketing materials
that can be used to help promote local services (NHS and non-NHS providers alike). The templates are
editable PDFs, which can be tailored for local use simply by adapting the logo and contact details, or
by replacing sections with relevant local information.
The Smokefree Resource Centre also has the latest news about the national campaign and resources
available, case studies and a range of guides that can be used to carry out local marketing activity.
Materials to help support local marketing and engagement with partners can also be ordered or
downloaded from the centre.
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Annex E: Further useful resources

www.nhs.uk/smokefree

Smokefree campaign: with information, tools and video
content for smokers who want to be smokefree. Smokers can
also look up their local stop smoking service provider

www.ncsct.co.uk

National Centre for Smoking Cessation and Training
(NCSCT): register and access for free online training, keep up
to date with latest developments from the centre and access a
range of smoking cessation related resources

www.hscic.gov.uk

Health & Social Care Information Centre (HSCIC): access
a wide range of data including national stop smoking service
statistics

www.tobaccoprofiles.info

Local Tobacco Control Profiles for England: provides a
snapshot of the extent of tobacco use, tobacco-related harm
and measures being taken to reduce this harm at a local level

www.nice.org.uk

National Institute of Health and Care Excellence (NICE):
access national guidance and standards on improving health
and treating ill health

http://emc.medicines.org.uk

Electronic Medicines Compendium: access the summary of
product characteristics (SPCs) for all medications

www.ash.org.uk

Action on Smoking and Health (ASH): a campaigning public
health charity that works to eliminate the harm caused by
tobacco. Access a range of resources and publications and sign
up to a daily news update

www.smokefreeaction.org.uk

Smokefree Action Coalition (SFAC): a group of organisations
committed to promoting public health, which came together
initially to lobby for smokefree workplaces and is now
committed to reducing the harm caused by tobacco more
generally

www.uknscc.org

UK National Smoking Cessation Conference (UKNSCC):
keep up to date with future conferences and access
presentations from previous events

www.mhra.gov.uk/index.htm

Medicines and Healthcare products Regulatory Agency
(MHRA): responsible for regulating all medicines and medical
devices in the UK by ensuring they work and are acceptably safe

www.cochrane.org/reviews

Cochrane reviews: access systematic reviews of research
evidence
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Annex F: Evaluation pro forma
Service information
Name of stop smoking provider
Name and contact details
of the work / project lead
Key characteristics of the population
within the area served by the service

Project outline
Target audience for the intervention
Rationale for developing
the intervention
Evidence used to support the rationale
Aims of the work
Objectives of the work
Processes and timelines
Methods used

ANNEX F: EVALUATION PRO FORMA

Outcomes (examples given below)
Number of leads generated:
Cost per lead generated:
Number of quit dates set (QDS):
Cost per QDS:
Number of XX week quits:
Cost per XX week quit:

Costs
Item
Staffing
Medication (please specify):
NRT
Varenicline
Bupropion
Access to medication costs:
Marketing
Overheads (please specify):
Premises
Travel
Other (please specify):
Total:

Cost (£)
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Pre- and post-implementation data
Timescales

Pre-implementation
Post-implementation

1 month
4-week quits

6 month
4-week quits

12 month
4-week quits

ANNEX G: STANDARD MONITORING FORM

Annex G: Standard monitoring form
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Annex H: Client record form
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Annex I: Harm reduction
Guidance on tobacco harm reduction was published by NICE in June 2013.138 The guidance clearly
states that smokers should still be advised that stopping smoking abruptly using existing evidencebased interventions provides the best chance of successful long-term abstinence from smoking.
The guidance also states that investment in harm reduction activity should not detract from the
funding of existing stop smoking services.
This NICE guidance is aimed at engaging with people who do not want to, or cannot, quit in one step,
many of whom will choose not to use stop smoking services. For these smokers, other options are
described in the guidance, such as self-help that may fall outside the remit of stop smoking services.
Four approaches feature:
1. Stopping smoking:
n using one or more licensed nicotine containing products for as long as is needed

		

to prevent relapse

2. Cutting down prior to stopping smoking (cutting down to quit):
n with the help of one or more licensed nicotine containing products

		

(the products may be used for as long as needed to prevent relapse)

n without using licensed nicotine containing products

3. Smoking reduction:
n with the help of one or more licensed nicotine containing products

		

(the products may be used for as long as needed to prevent relapse)

n without using licensed nicotine containing products

4. Temporary abstinence from smoking:
n with the help of one or more licensed nicotine containing products
n without using licensed nicotine containing products

The extent to which harm reduction approaches are offered, how these are provided and the range of
stakeholders involved should be part of local decision-making. Two implementation documents have
been developed – a framework for local conversations on implementing a harm reduction approach
and a local implementation matrix – to support local areas with this decision-making.x

Evidence for harm reduction approaches
It should be noted that whilst there is growing evidence to support harm reduction approaches, there
are still gaps in the evidence, especially relating to training and clinical interventions. This needs to be
considered by any area looking to implement wider harm reduction services.
Currently it is only possible to provide evidence ratings for some of the harm reduction-related
interventions as shown in Table 11.

x

These resources can be accessed here: www.smokefreeaction.org.uk/harmreduct.html. Any professionals working in
tobacco control within the UK who are interested in joining the national Harm Reduction Yammer group are welcome to
contact admin@smokefreeaction.org.uk
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Table 11: Summary of harm reduction-related evidence ratingsy
Intervention

Evidence rating

Nicotine-Assisted Reduction to Stop (NARS) / preloading

B

Longer-term use of nicotine replacement therapy to prevent relapse

B

Nicotine replacement therapy for temporary abstinence

B

Electronic cigarettes

C

The research evidence on harm reduction was reviewed by NICE and it is recognised, for example,
that there is very limited evidence on cutting down the number of cigarettes alone (without NRT). This
has no clear health benefits and does not necessarily lead to smoking cessation. In contrast, cutting
down with the use of NRT can result in smoking cessation in the longer term, even amongst smokers
who do not initially intend to quit. There is also some evidence that smokers who regularly engage in
temporary abstinence with the use of NRT are more likely to go on to stop smoking in the future.
The most consistent evidence for tobacco harm reduction approaches is around ‘nicotine- assisted
reduction to stop’ (NARS) or ‘cutting down to quit’. Smokers engage with a structured programme
of reduction and aim to move towards stopping in the short to medium term (for example, reducing
the number of cigarettes they smoke by at least 50% over four to six weeks before a quit date).
However, currently there is limited evidence about the optimum treatment protocol for this type of
support and national training is not available. A pilot looking at offering a range of interventions that
include reduction programmes was undertaken in 2012 and highlighted a number of areas for further
consideration.z
Newer nicotine containing products such as electronic cigarettes (see page 23) may have promise as
harm reduction or cessation aids, in the same way as NRT. However, these products are not currently
licensed for use in the same way as NRT and cannot be provided by stop smoking services. This is likely
to change in the future as emerging evidence of effectiveness139 grows and if some of these products
gain a medicinal licence.

Harm reduction approaches and stop smoking services
Local areas looking to implement some or all of the harm reduction approaches contained within the
guidance may identify roles for the local stop smoking service but this should not detract from services
supporting smokers to quit in one step using the abrupt cessation model. It is not the responsibility
of the existing services to deliver harm reduction, including the provision of longer-term NRT, unless
a service has been specifically commissioned and funded to do so.

y

For an explanation of evidence ratings see page 24

z

http://www.ncsct.co.uk/publication_routes_to_quit.php
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Services who are not directly commissioned to provide any of the NICE recommended harm reduction
approaches could still provide smokers with accurate information about safe longer-term use of
licensed nicotine containing products. They could also advise any smokers who access the service
and feel that they are not ready to stop completely that they could try cutting down using a licensed
nicotine containing product (currently NRT) and return to the service when they are ready to quit.
Many areas already have protocols in place for the provision of licensed nicotine containing products
for temporary abstinence and withdrawal management in, for example, closed institutions.
Some areas are also examining how to encourage nicotine vapouriser users to access their services,
including, for example, providing behavioural support to smokers using nicotine vaporisers who may
or may not use them alongside a licensed nicotine containing product. Further information on this
issue is provided on page 23.

Monitoring of harm reduction approaches
Currently, harm reduction activity is not recorded nationally; however, suggested outcomes that could
be captured locally are summarised in Figure 7.

110

ANNEX I: HARM REDUCTION

Figure 7: Harm-reduction monitoring pathway
Standard set of demographic data collected on all who
access stop smoking services – Gold Standard Monitoring

Reasons for engagement with intervention

Intervention type

Commitment to action

Cut down to quit

Sets a quit date

Long-term use of NCP
to maintain quit

Commits to long-term NCP use

Temporary abstinence

Agreed to maintaining abstinence
for the duration of treatment

Smoking reduction

Agrees to use of NCP for the duration
of reduction period

Type of product used

Did user purchase own NRT?

Initial action

Progress

Develop a schedule for reduction

Measurement of progress towards quit date target

Set goals and outcomes that define success

Measurement of success against
agreed goals / outcomes

Agree duration of temporary abstinence

Maintenance of planned abstinence

Develop a reduction programme

Measurement of progress towards reduction target

Light blue boxes indicate information that is required to be recorded
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Duration of NRT use and quantity of product used

Frequency, duration and type of contract

Outcome
4-week quit

Maintenance of cessation of smoked tobacco

Did the individual achieve / exceed
their goals for abstinence?
Successful maintenance of reduction
of levels of smoking using NCP

Satisfaction with intervention

Extended intervention
Longer-term outcomes

Did user achieve cessation from nicotine?

Did user go on to maintain abstinence
and / or set a quit date?

Did user go on to set quit date?
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